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PREFACE

The 2007 Tuvalu Demographic and Health Survey was one of four pilot demographic and health
surveys conducted in the Pacific under the Asian Development Bank and the Secretariat of the
Pacific Community Regional Demographic and Health Survey Pilot Project. The primary
objective of this survey was to provide up-to-date information for policy-makers, planners,
researchers and programme managers, for use in planning, implementing, monitoring and
evaluating population and health programmes within the country. The survey was intended to
provide key estimates of Tuvalu’s demographic and health situation.

The findings of the 2007 Tuvalu Demographic and Health Survey are very important in measuring
the achievements of family planning and other health programmes. To ensure better understanding
and use of these data, the results of this survey should be widely disseminated at different planning
levels. Different dissemination techniques will be used to reach different segments of society.

The Tuvalu Central Statistics Division would like to acknowledge the efforts of a number of
organisations and individuals who contributed immensely to the success of the survey. The
Government Statistician chaired the Steering Committee, which offered guidance on the
implementation of the survey; Dr Stephen Kaimoko Homasi, Director of Health; Mrs Katalina
Taloka, Director of Education; Mrs Saini Simona, Director of Women; Mr Letasi Tulai, Director of
Planning and Budget; Mrs Emily Kopke, Coordinator for Tuvalu Family Health Association; and
Mr Niuatui Niuatui, DHS Project Manager. .

Financial assistance was provided by the Asian Development Bank, United Nations Population
Fund, the United Nations Children’s Fund, and the Australian Agency for International
Development. Macro International Inc. and SPC are greatly appreciated for having offered
important critical technical support.

We are grateful for the efforts of officials at international and local government levels who
supported the survey. And finally, we are highly appreciative of all the field staff for their
outstanding contributions reflected herein and, equally so, the respondents whose participation
play a crucial role to the overall successful completion of this survey.

Semu Malona
Government Statistician
Central Statistics Division, Tuvalu
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SUMMARY OF FINDINGS

The 2007 Tuvalu Demographic and Health
Survey (2007 TDHS) 1is a nationally
representative survey of 851 women aged
15-49 and 558 men aged 15 and over. The
2007 TDHS is the first for the country and one
of four such studies conducted in the Pacific as
part of the Asian Development Bank and
Secretariat of the Pacific Community Pacific
Demographic and Health Survey Pilot Project.
The primary purpose of the 2007 TDHS was
to furnish policy-makers and planners with
detailed information on fertility, family
planning, infant and child mortality, maternal
and child health and nutrition, and knowledge
of HIV and AIDS and other sexually
transmitted infections.

FERTILITY

Survey results indicate that Tuvalu’s total
fertility rate (TFR) is 3.9 births per woman.
The TFR in Funafuti (4.2 births per woman) is
much higher than in the outer islands (3.7
births per woman).

Education and wealth have a marked effect on
fertility, with less educated mothers having
more children (on average) than women with
more than a secondary level education, and
women in the lowest wealth quintile
households having more children than women
in the highest wealth quintile households.

Childbearing starts early and is nearly
universal. Women in Tuvalu have an average
of 1.7 children by the time they are in their late
20s and more than three children by the time
they reach 50 years.

Initiation of childbearing in Tuvalu has
changed little over time, although it seems that
there is a slight increase in age at first birth in
recent years. The median age at first birth in
Tuvalu is 23.5 years for women aged 25-29,
the youngest cohort for whom a median age
can be estimated. The findings further show
that women in the highest wealth quintile,
women who live in Funafuti, and women who
have more than a secondary education tend to
have their first child at a later age than do
other women. Women with a higher education
begin having children at least two years later
(25) than those with less education (23).

Marriage  patterns are an  important
determinant of fertility levels in a population.

Age at first marriage for women does not
appear to be increasing in Tuvalu. The
median age at first marriage declined from
23 years among women aged 40-44 to
21.5 years among women aged 25-29.
Women in Tuvalu tend to initiate sexual
intercourse about the same time they enter
marriage, as evidenced by the median age at
first intercourse among women aged 2049 of
21.7 years compared with the median age at
first marriage of 22.1 years. Similarly, age at
first sexual intercourse among women in
Tuvalu does not show any increases. For
example, the percentages of women who had
sexual intercourse by exact age 18 is 13%
among younger cohorts of women compared
to only 7% among older women in the 4549
age group.

Men, in contrast, tend to marry several years
later than women and initiate sexual activity
several years before marriage. The median
age at first marriage among men aged 20—49
is 27.2 years, while the median age at first
intercourse is 17.8 years. Age at first sex for
men has increased very slowly over the years.

One out of three births in Tuvalu (32%) occur
at least 24 months after the birth of the
previous sibling, while 27% occur within
36 months. The overall median birth interval
is 31 months. Birth intervals vary by place of
residence: women in Funafuti have shorter
intervals between births (28 months) than
women in the outer islands (35 months).

FAMILY PLANNING

Overall, knowledge of family planning is
very high in Tuvalu with 96% of all women
and 98% of all men aged 15-49 having heard
of at least one method of contraception. The
Pill, injectables, condoms and female
sterilisation are the most widely known
modern methods among women and men.

About 64% of currently married women have
ever used a family planning method at least
once in their lifetime. Modern methods
commonly ever used for family planning by
married women are injectables, the Pill, and
intrauterine device, with the rhythm method
being the most commonly used traditional
method.
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Modern methods are more widely used than
traditional methods, with 56% of currently
married women using a modern method and
31% using a traditional method. The most
popular modern method is the Pill. About one
out of three (30%) currently married women
currently use any method of contraception at
the time of the survey. About 31% of married
women in Funafuti and 31% of women in the
outer islands currently use contraception.

The majority of currently married women
(97%) obtain injectable contraceptives from
public medical sources, while 75% applied
sterilization at a public sector or government
hospital, and only 25% did sterilized overseas.

Overall, 24% of currently married women
have an unmet need for family planning
services, 12% have a need for spacing births,
and 12% have a need for limiting births. If all
currently married women who want to space
or limit the number of children they have were
to use family planning, the contraceptive
prevalence rate in Tuvalu would increase from
31% to 55%. Currently, only 31% of the
demand for family planning is being met.

MATERNAL HEALTH

Ninety-seven percent of women who had a
live birth in the five years preceding the
survey received antenatal care from a skilled
health professional for their last birth. About
seven out of ten women (67%) made four or
more antenatal care visits during their entire
pregnancy. The median duration of pregnancy
for the first antenatal wvisit is 5.2 months,
indicating that women in Tuvalu start
antenatal care at a relatively late stage in
pregnancy.

Among women who received antenatal care,
over half (51%) reported that they were
informed about how to recognise signs of
problems  during  pregnancy.  Weight
measurements were taken for nearly 100% of
women and blood pressure measurements
were taken for 99% of women. Urine and
blood samples were taken from 98% and 97%
of women, respectively. Only 24% of women
received two or more tetanus toxoid injections
during their last pregnancy. An estimated 32%
of births were reported to be protected against
neonatal tetanus because of previous
immunisations the mother had received.
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Over nine in ten births occur in a health
facility. Overall, 97% of births were delivered
with the assistance of a trained health
professional — a doctor, nurse, midwife,
medical assistant, or clinical officer — while
only 1% were delivered by a traditional birth
attendant. About 0.9% of births were attended
by other people while 0.2% of births were
delivered without any type of assistance at
all.

Postpartum care is not high in Tuvalu. About
33% of women who had a live birth in the
five years preceding the survey received no
postnatal care at all, and 51% of received
postnatal care within the critical first two
days after delivery. About 66% of women
received their first postnatal care from a
trained health professional while about 1%
were cared for by some other birth attendant.

The most commonly cited problems in
accessing health care in Tuvalu were a lack of
drugs, no care provider and no female care
provider available.

CHILD HEALTH

About 51% of children aged 18-29 months
were fully vaccinated at the time of the
survey. About 84% had received the BCG
vaccination, and 74% had been vaccinated
against measles. Because DPT and polio
vaccines are often administered at the same
time, their coverage rates are expected to be
similar. A small difference in coverage of
DPT and polio is, in part, the result of not
enough stocks of the vaccines.

Over 77% of children received the first doses
of DPT and 79% received the first doses of
polio. However, fewer numbers of children
received their third doses, with 62% receiving
a third dose of DPT and 60% receiving a
third dose of polio.

The occurrence of diarrhoea varies by age of
the child. Young children aged 12-23 months
are more prone to diarrhoea than children in
other age groups. Diarrhoea prevalence is
more common among female children, and
among children who live in households with
a non-improved toilet facility. Children in
Funafuti are more likely to get diarrhoea than
children in outer islands. There is no clear
pattern of diarrhoea prevalence with mother’s
education due to small numbers of cases.
Children in the lowest and fourth wealthiest



households are more likely to have diarrhoea
than children in other wealth quintile
households.

Nearly one out of two (48%) children with
diarrhoea were treated with some kind of oral
rehydration therapy or increased fluids. More
than four in ten children (44%) were treated
with oral rehydration salts prepared from an
oral rehydration salts packet, 6% percent were
given recommended home fluids, and 7% were
given increased fluids.

ORPHANHOOD

Over three in ten households in Tuvalu Islands
included one or more children who stayed with
neither their natural father nor their natural
mother. A higher percentage of households
with foster children were found in Funafuti
(37%) than in the outer islands (35%). Only
one in ten households in Tuvalu has orphans.
More households have single orphans (8%)
than double orphans (1%). No major variations
exist between the outer islands and Funafuti
regarding households with orphans.

In Tuvalu, nearly six out of ten (55%) children
aged less than 18 years live with both parents,
while 18% live with their mother but not with
their father even though the father is alive
somewhere. Male children living in Funafuti
are more likely to be found living with their
mothers than children in the outer islands.

About 20% of children in Tuvalu do not live
with either biological parent. These children
are likely to be between the ages of 2—4 and
10-17 living in the outer islands and Funafuti,
and living in the lower, middle and highest
wealth quintile households. There is very little
variation by sex.

Overall, over one-fifth (23%) of children do
not live with their biological parents, which is
likely to increase as the age of the child
increases and more likely to occur in Funafuti.

The parents of about 6% of these children are
dead.

BREASTFEEDING & NUTRITION

Breastfeeding is nearly universal in Tuvalu
Islands, with 91% of children born in the five
years preceding the survey having been
breastfed at some time. There is very little
difference in whether children were ever
breastfed by most background characteristics.

The proportions of children being breastfed
are likely to be higher among mothers in
second lower wealth quintile households
compared with mothers in wealthier
households.

The median duration of breastfeeding is
11.3 months, while the median duration for
exclusive breastfeeding is 1.5 months, and the
median duration for predominant
breastfeeding is 3.6 months. In contrast, the
mean duration is longer with overall mean
duration of breastfeeding at 15.4 months,
while the mean duration for exclusive
breastfeeding is 3.2 months and the mean
duration for predominant breastfeeding is
4.8 months. There is little difference in the
duration of breastfeeding by sex of the child.
Children in the outer islands are breastfed for
a slightly longer time (12 months) than
children in Funafuti (8 months). Mother’s
with a secondary and higher education
breastfeed their children for less time than
mothers with less education.

Between the ages of 6 and 23 months,
children consume food made from grains
more often than any other food group. More
than 54% of breastfed children and 85% of
non-breastfed children in this age group
consumed food made from grains in the day
and night preceding the interview. The next
most commonly consumed food group is
meat, fish, poultry and eggs. Around 45% of
breastfed children and 80% of non-breastfed
children ate food from this group. The third
commonly consumed food group is food rich
in vitamin A, consumed by 41% of breastfed
children and 70% of non-breastfed children.

About 86% of children aged 6-23 months
who live with their mother received breast
milk, other milk or milk products during the
24-hour period before the survey; 62% had a
minimally diverse diet (i.e. they had been fed
foods from the minimum number of food
groups, depending on their age and
breastfeeding status), and about 43% had
been fed the minimum number of times
appropriate for their age. In summary, only
33% of children aged 623 months in Tuvalu
met the minimum standard with respect to all
three World Health Organization Infant and
Young Child Feeding practices

About 87% of young children aged 6-35
months who live with their mother consumed
vitamin A-rich foods in the 24-hour period
before the survey. Consumption of foods rich
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in vitamin A is much higher for non-breastfed
children (96%) than for breastfed children
(78%).

The staple diet of mothers of young children
consists of foods rich in protein (87%), food
made from grains (84%) and food rich in
vitamin A (70%). Almost two in five women
(39%) consume food made from roots and
tubers, whereas 29% of women consume other
fruits and vegetables. Among mothers aged
15-49 with a child under age 3 years living
with them, about 42% drink milk while 74%
drink tea and coffee, and 86% drink other
liquids.

Observations made during the 2007 TDHS on
thinness and wastage among children aged
0-5 years for whom wasting was observed for
selected parts of their bodies show that about
2% children of these children have low
weight-for-age, and 0.3% are severely
underweight. Underweight children are more
common among children aged 36—47 months,
children whose mothers have less education or
only a primary education, and children living
in the lowest wealth quintile households.

About 10% of children aged 0-5 years were
stunted (i.e. low height-for-age). Stunting is
more common among children aged
9-17 months, children in the outer islands,
children whose mothers have no education or
only a primary education and, surprisingly,
children living in the highest wealth quintile
households. Only 3.3% of children aged
0-5 years were reported to be wasted (i.e. have
low weight-for-height).

HIV, AIDS AND STIS

Knowledge about AIDS is almost universal
among the adult Tuvalu population. A very
high proportion of women and men have heard
of the disease, although men have a more
comprehensive knowledge about AIDS (99%)
than women (97%). The results also show that
the level of knowledge is quite high for both
women and men of different ages and marital
status, place of residence, education level and
household wealth quintile.

Men and women were specifically asked if it
is possible to reduce the risk of acquiring HIV
by consistently using condoms, limiting sexual
intercourse to one uninfected partner who has
no other sex partners, and abstaining from
sexual intercourse. The results show that 82%
of women and 91% of men agree that using a
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condom at every sexual intercourse can
reduce the risk of getting AIDS, while 90%
of women and 93% of men agree that limiting
sexual intercourse to one uninfected partner is
a way to avoid contracting HIV and AIDS.

Generally, most women and men are aware
that the chances of getting HIV through these
specified prevention methods can be
prevented by limiting sex to one uninfected
partner (90% women, 93% men), abstaining
from sex (87% women, 93% men), and using
condoms (83% women, 91% men).

About 69% of women and 93% of men know
that a healthy-looking person can have the
AIDS virus. Knowledge that people cannot
get AIDS by mosquito bites is lower among
women (71%) than among men (75%). On
the other hand, knowledge that people cannot
get AIDS by supernatural means is higher for
men (91%) than for women (78%).

About 38% of women and 60% of men have
a comprehensive knowledge about HIV and
AIDS. Women in Funafuti are more likely to
have a comprehensive knowledge about HIV
and AIDS (44%) than women in the outer
islands (32%). Women who are married or in
a living together arrangement, women who
have more than a secondary education, and
those who live in the highest wealth quintile
households are the most likely to have a
comprehensive knowledge about HIV than
other women. Comprehensive knowledge is
more common among men in Funafuti who
are single but ever had sex, those with a
higher education and those in higher wealth
quintile households.

About 82% of women and 70% of men know
that HIV can be transmitted from a mother to
her child by breastfeeding. A low proportion
of women and men (both 30%) know that
HIV can be transmitted through breastfeeding
and that the risk of transmission can be
reduced by special drugs. About the same
proportion of women and men (34% and
38%, respectively) aged 15-49 know that
there are special drugs that a doctor or nurse
can give to a pregnant woman infected with
the AIDS virus to reduce the risk of
transmitting the virus to the baby.

Less women than men expressed positive
attitudes and opinions toward family
members with AIDS. For example, 64% of
women and 72% of men reported that they
would not want to keep it a secret that a



family member has AIDS while only 81% of
women and 86% of men are willing to care for
an HIV-infected family member. About 57%
of women and 67% of men reported that they

would buy vegetables from a shopkeeper who
has AIDS.

More than 80% of women and 90% of men in
the 15-49 age group agree that a wife is
justified in refusing to have sexual intercourse
with her husband if she knows that he has a
sexually transmitted disease. Almost the same
proportion of women and men also agree that
a wife is justified in refusing sexual
intercourse or asking her husband to use a
condom.

WOMEN’S EMPOWERMENT

Data from the 2007 TDHS show that 57% of
currently married women and 93% of
currently married men were employed at some
time in the year prior to the DHS. About 85%
of these women and 71% of these men are
likely to be paid in cash. Men are more likely
to work but not receive payment (23%) than
women (4%). Similarly, women are more
likely to be paid in-cash and in-kind than men,
with 9% of women paid in-cash and in-kind as
compared with about 1% of men.

Overall, 33% of women mainly decide by
themselves how their earnings are to be spent.
More than one in two women (52%) report
that they make the decision jointly with their
husband or partner, while 13% report that the
decision is mainly made by their husband.

About 35% of women make decisions
regarding daily household purchases on their
own, and 24% report that they make decisions
about major household purchases by
themselves. About 37% of married women
independently decide on their own health care
while about 45% of women report that this
decision is made jointly with their husband or
partner.

About 72% of men think that mainly the wife
should make decisions about purchases of
daily household needs while only 25% think
that this decision should me made jointly by a
wife and her husband or partner. About 65%
of men think that a joint decision is required to
purchase major household items compared
with only 7% of men who think that this
decision should be left entirely to the wife.

Over 20% of men think that wives should
decide for themselves how they should spend
their earnings while 63% percent of men
think that this should be a joint decision
between husbands and wives.

Data show that most women find that wife
beating is justified in certain circumstances.
About 70% agree that at least one of the
reasons asked about during the 2007 TDHS is
sufficient justification for a wife to be beaten.
This indicates that women in Tuvalu
generally accept violence as part of male—
female relationships, which is not surprising
because traditional norms teach women to
accept, tolerate and even rationalise battery.

Men were also asked about their opinions on
the justification of wife beating under certain
circumstances. More than seven in ten men
agree that wife beating is justified for at least
one of the specified reasons. This is slightly
higher than the percentage of women who
agreed with at least one of the reasons
(73% for men compared with 70% for
women).

Interestingly, the DHS data also show that
over eight in ten women (81%) and men
(84%) believe that a woman has the right to
refuse sex with her husband for all of the
specified reasons.

MORTALITY

The infant mortality rate (IMR) for the most
recent period (i.e. 0-4 years, reflecting
roughly 2003-2007), is 31 deaths per 1,000
live births. This means that three in every 100
babies born in Tuvalu do not live to their first
birthday. Of those who survive to their first
birthday, 5 out of 1,000, die before reaching
their fifth birthday. The overall under-5
mortality is 36 deaths per 1,000 live births,
which implies that about four in every 100
Tuvaluan babies do not survive to their fifth
birthday.

The first month of life is associated with the
highest risk to survival. The neonatal
mortality rate is 29 deaths per 1,000 live
births, implying that nearly three out of every
100 infant deaths occur during the first month
of life. As childhood mortality declines, post-
neonatal mortality usually declines faster than
neonatal mortality because neonatal mortality
is frequently caused by biological factors that
are not easily addressed by primary care
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interventions. In  Tuvalu, post-neonatal
mortality is 2 deaths per 1,000 births.

The IMR in the outer islands during the
10 years preceding the 2007 DHS was 30
deaths per 1,000 births, as opposed to 26 in
Funafuti. While the level of neonatal and
infant mortality was lower in Funafuti than in
the outer islands, it was higher for post
neonatal and child mortality. As a result, the
under-5 mortality was higher in Funafuti than
in the outer islands.

Mother’s education is strongly associated with
status of child survival. Children born to a
mother with a secondary or higher education
have by far the lowest rates for all types of
childhood mortality while the opposite is true
for mothers with a lower education. The IMR
estimated for mothers with less than a
secondary education was 40 deaths per 1,000,
while for those with a secondary education the
IMR was 29 deaths per 1,000. This pattern is
similar to the neonatal and under-five
mortality. The neonatal mortality was
33 deaths per 1,000 births for women with less
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than secondary while only 21 deaths per
1,000 for women with secondary education.

The 2007 TDHS also examined the relative
importance of maternal fertility patterns
associated with the increased risk of
mortality. Generally, infants and children
have a greater probability of dying if they are
born to mothers who are too old or too young,
or if they are born after a short birth interval,
or if they are of high birth order. Only 22% of
births in Tuvalu were not in any high-risk
category. An additional 26% of births are
first-order births to mothers aged 18-34,
which is considered an unavoidable risk
category. The remaining 52% of births are in
at least one of the specified avoidable high-
risk categories. About 29% of births are in
only one of the high-risk categories (mostly
birth order <24 months (13%), and birth
orders >3 is 12%) while 23 % of births are in
multiple high-risk categories implying these
births are born from mothers aged > 34 years,
with birth interval <24 and with more than
3 births.



DEMOGRAPHIC AND HEALTH SURVEY INDICATORS
REQUIRED BY INTERNATIONAL AGENCIES

Differentials
Indicator National Urban Rural
Millennium Development Goal (MDG) /United Nations Population Fund (UNFPA)
Net enrolment ratio in primary education (overall net attendance ratio) 98.1 97.5 98.7
Net enrolment ratio in primary education (net attendance ratio — males) 97.3 95.9 98.4
Net enrolment ratio in primary education (net attendance ratio — females) 99.1 99.3 98.9
Literacy rate of women aged 15-49 97.1 97.6 96.6
Literacy rate of men aged 15-49 92.7 96.9 93.2
Literacy rate of women aged 15-24 99.3 - -
Literacy rate of men aged 15-24 97.9 -
Ratio of literate women to men aged 15-24 1.01 - -
Ratio of literate women to men aged 15-49 1.04 1.00 1.03
Under-5 mortality rate (0-9 years before the DHS) 33 34 32
Infant mortality rate (0-9 years before the DHS) 28 26 30
Percent of 18-29 month-old children fully immunised (BCG, measles, efc.) 51 46 57
Percent of births attended to by skilled health personnel 98 98 98
Contraceptive prevalence rate (currently married women) 31 31 31
Percent of population cooking with solid fuels 18 2 35
Percent of population with sustainable access to an improved water source, Funafuti
and outer islands 98 99 97
Percent of population with access to improved sanitation, Funafuti and outer islands 81 83 78
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CHAPTER 1 INTRODUCTION

1.1 HISTORY, GEOGRAPHY AND ECONOMY

1.1.1  History

Ancestors of modern-day Tuvaluans most likely came from Samoa by way of Tokelau, while
others came from Tonga and Uvea (Wallis Island). These early settlers to Tuvalu were all
Polynesians, with the exception of Nui Island, which was later settled by Micronesians. According
to linguistic evidence, Tuvalu was first settled 2,000 years ago, although traditional stories and
genealogies go back only 300 years. Tuvalu’s history is passed down from generation to
generation through legends, chants and the traditional song and dance of Tuvalu, the fatele.

The first European sighting of Tuvalu was in 1568 by Alvaro de Mendafia de Neira from Spain. It
wasn’t until the late 1700s, however, that the next European explorers reached the area. By the
early 1800s, whalers and other seafarers were traversing the Pacific although stops at Tuvalu were
infrequent because of the difficulties of landing ships on the atolls. However, during the mid-
1800s, the islands were raided by slave raiders, called ‘blackbirders’, who forcibly recruited
plantation workers for South America, Fiji, Hawaii, Tahiti, and Australia. Tuvalu was one of the
hardest-hit of the Pacific Islands with over 400 people taken from Funafuti and Nukulaelae, none
of whom returned.

In 1892 the islands became part of the British protectorate known as the Ellice Islands, which was
later incorporated into the Gilbert and Ellice Islands Colony in 1916. Between 1943 and 1945,
Tuvalu was used as an operations base for Allied forces battling the Japanese in the Pacific.
Thousands of marines were stationed there.

In 1974, ethnic differences within the colony between the Polynesians (Ellice Islanders) and
Micronesians (Gilbert Islanders) resulted in the Polynesians voting to secede from the colony. The
following year the Ellice Islands became the separate British colony of Tuvalu. Tuvalu became an
Independent Constitutional monarchy and the 3g™ (special) member of the Commonwealth on
1 October 1978. In 2000, Tuvalu became a full member of the Commonwealth and the 189"
member of the United Nations.

1.1.2  Geography

Tuvalu is a 580 km-long chain of nine coral islands lying between latitudes 5°S and 11°S, just west
of the International Date Line. Tuvalu’s total land area is 26 km?” which is relatively evenly
distributed across the nine atolls. Six out of the nine atolls have lagoons that are open to the ocean;
these are Nanumea, Nui, Vaitupu, Nukufetau, Funafuti and Nukulaelae. Nanumaga and Niutao
have landlocked lagoons while Niulakita has no lagoon at all. All of Tuvalu’s islands are low-
lying, the highest being only 4 m or 5 m above sea level. As a result, Tuvalu is at great risk of
becoming one of the first nations to succumb to the effects of climate change and sea level rise.
Tuvalu’s limited land area is generally of low quality with poor fertility and thus is unsuitable for
agriculture.

1.1.3  Economy

According to a report by the United Nations Development Programme (UNDP 2006), Tuvalu’s
economy is ‘small, fragmented and highly vulnerable to external economic influences’. As a
result, Tuvalu is heavy dependent on outside development assistance. The economy is unusual in
that a substantial amount of both government revenues and private incomes are generated from
overseas. Government revenues come primarily from the Tuvalu Trust Fund, the Internet domain
name of ‘dot TV’, and fishing license fees paid for by foreign fishing vessels, while family
incomes are derived mainly from remittances from overseas seafarers.

Between 1996 and 2002, GDP averaged 6% per year (UNDP 2006). Recent economic
performances are largely because of the 11% average annual increase in the government’s



contribution to GDP. The government is the largest sector in the economy and the largest
employer. This has increased government’s share of GDP from 24% in 1996 to 30% in 2002. The
private sector domestic economy is small and accounts for only about 31% of GDP in 2002, down
from around 44% in 1996 (UNDP 2006).

The subsistence sector steadily declined between 1996 and 2002. The declining level of
subsistence production indicates broader economic trends, including the growing importance of
cash to meet daily needs, and the steady decline of outer island populations (excluding Funafuti
and Vaitupu). With this is an associated shift in the population structure of the outer islands, where
the economically active population (aged 15-54) supports an increasing dependent population of
young and old people (UNDP 2006).

Remittances from seafarers (and other less formal remittances) make a significant contribution to
Tuvalu’s economy in general, and to individual families in particular. n 2002, over one-third of
households received income from remittances (UNDP 2006).

1.2 POPULATION GROWTH

Population censuses have been carried out in Tuvalu since 1921, mostly at 10-year intervals.
Table 1.1 provides a summary of the basic demographic indicators available for Tuvalu from the
census data for 1921-2002. Tuvalu’s population has increased three times since 1921, from
around 3,000 in 1921 to over 9,000 in 1991. The population grew rapidly between 1931 and 1979
(reaching a growth rate of 3.8% in 1979), but the population growth rate subsequently slowed to
1.7% in 1991 and to 0.5% in 2002.

Table 1.1: Basic demographic indicators, selected demographic indicators, Tuvalu
1921-2002

1921 1931 1947 1963 1968 1973 1979 1991 2002

Total population 3457 3994 4487 5444 5782 5887 7349 9043 9561
Intercensal growth rate (in %) - 0.2 0.7 1.3 1.1 0.3 3.8 1.7 0.5
Density (population/sq km) 133 154 173 209 222 226 283 348 373
Percent urban - - - - - - 29 43 42

Life expectancy

Male - - - - - - - 64 62
Female - - - - - - - 70 65
Total - - - - - - 59 67 64

- Equals to unknown (not available)
Source: SPC Statistical Bulletin

Tuvalu’s population density has increased significantly from 133 people/km® in 1921 to
373 people/km2 in 2002. Life expectancy declined by about three years between 1991 and 2002.
Female life expectancy (65 years) in 2002 was higher than male life expectancy (62 years).

1.3 SURVEY OBJECTIVES

The principal objective of the 2007 Tuvalu Demographic and Health Survey (2007 TDHS) was to
provide current and reliable data on fertility and family planning behaviour, child mortality, adult
and maternal mortality, children’s nutritional status, use of maternal and child health services, and
knowledge of HIV and AIDS. Specific survey objectives were to:

=  collect data at the national level, which will allow the calculation of key demographic rates;
= analyse the direct and indirect factors that determine the level and trends of fertility;



=  measure the level of contraceptive knowledge and practice among women and men by
method, place of residence, and region;

= collect high-quality data on family health, including immunisation coverage among children,
prevalence and treatment of diarrhoea and other diseases among children under 5 years, and
maternity care indicators (including antenatal visits, assistance at delivery, and postnatal
care);

= collect data on infant and child mortality;

=  obtain data on child feeding practices, including breastfeeding, and collect ‘observation’
information to use in assessing the nutritional status of women and children;

= collect data on knowledge and attitudes of women and men about sexually transmitted
infections, HIV and AIDS and evaluate patterns of recent behaviour regarding condom use;
and

= collect data on support to mentally ill persons and information on the incidence of suicide.

This information is essential for informed policy decisions, planning, monitoring, and evaluating
programmes on health in general and reproductive health in particular, at both the national level
and in urban Funafuti and the rural outer islands. A long-term objective of the survey is to
strengthen the technical capacity of government organisations to plan, conduct, process, and
analyse data from complex national population and health surveys. Moreover, the 2007 TDHS
provides national, rural and urban estimates on population and health that are comparable to data
collected in similar surveys in other Pacific DHS pilot countries and other developing countries.

14 SURVEY ORGANISATION

The 2007 TDHS was carried out under the Asian Development Bank (ADB)/Secretariat of the
Pacific Community (SPC) Pacific Regional Pilot DHS Project, and was executed by the Tuvalu
Central Statistics Office in collaboration with the Ministry of Health (MOH). Macro International
Inc. provided technical assistance through its MEASURE DHS project. The survey was funded by
ADB.

A steering committee was formed to be responsible for coordination, oversight, advice, and
decision-making on all major aspects of the survey. The steering committee comprised
representatives from various ministries and key stakeholders, including MOH and Central
Statistics Division (CSD). A technical advisory committee and technical subcommittee were also
formed.

1.4.1 Sample design

The 2007 TDHS used a two-stage stratified, random sample design. The strata were the eight
islands comprising Tuvalu, excluding the smallest island of Niulakatia (which comprises only
0.4% of the population). For the purposes of this DHS, Funafuti is considered to be an urban area,
while all other islands are considered to be rural. The sample design required a minimum sample
size of 545 households: 225 households in Funafuti and 320 in the outer islands, with an assumed
response rate of close to 100%.

The sampling frame for the TDHS consisted of a list of all households residing in the country,
including foreigners. The original list, created in 2005, was updated in December 2006 for
Funafuti, while an update for the outer islands was done later by the rural development staff on
each island. Households were listed in an orderly fashion from one end of the island to the other
with village names. Foreigners residing in Funafuti for less than one year and non-resident staff of
consular offices in Funafuti were excluded from the list.

The number of sample households in Funafuti was fixed, while the number in the outer islands
was adjustable, depending on the shipping schedule and the expected workload of the survey
teams. The sample allocation is given below:



Funafuti -225
Nanumea  -40-70

Nanumaga -40-70

Niutao -40-70
Nui -60-110
Vaitupu -40-70

Nukufetau -60-110
Nukulaelae -40-70

For Funafuti, systematic random sampling was employed to select sample households. For the
seven outer islands, systematic random sampling was initially used to draw the allocated number
of sample households, and simple random sampling was used to draw the additional sample
households. The additional list of households was intended to be covered while the team was
waiting for the ship to arrive.

All women aged 15-49 who slept in the sampled households on the night prior to the interview
date were eligible for to be interviewed for the women’s questionnaire, as well as for
anthropometric measurements (i.e. weight, height, waist and hip circumference), blood pressure
and haemoglobin measurements. Half of the sampled households were sub-selected for the male
survey using systematic random sampling. All men aged 15 years and over in sub-selected
households were eligible to be interviewed for the men’s questionnaire, and for anthropometric
and haemoglobin measurements, and blood pressure. All children aged 0-5 years were eligible for
anthropometric measurements, and those age 6d months to 5 years were also eligible for anaemia
testing.

1.4.2  Questionnaires

Tuvalu’s Central Statistics Division initiated the organisation of the DHS Steering Committee,
which was responsible for identifying data needs and providing guidance in conducting the
survey. The DHS Steering Committee reviewed the DHS Pacific core questionnaires, which were
based on model questionnaires developed by the MEASURE DHS program at Macro
International. Separate meetings were organised by CSD with the Departments of Women,
Education and Health to discuss relevant sections of the DHS questionnaires. Finally, the Steering
Committee reviewed the Tuvalu DHS draft questionnaires, which reflected the changes resulting
from the various consultative meetings, as well as the Tuvaluan translations that were done by
MOH staff.

Three questionnaires — a household questionnaire, a women's questionnaire and a men's
questionnaire — were used in the survey. The household questionnaire was used to list all the
usual members and visitors in the selected households. Some basic information was collected on
the characteristics of each person listed, including age, sex, education, and relationship to the head
of the household. The main purpose of the household questionnaire was to identify women and
men who were eligible for the individual interview. The household questionnaire also collected
information on characteristics of the household’s dwelling unit, such as the source of water, type
of toilet facilities, materials used for the floor, roof, and walls of the house, and ownership of
various durable goods. In addition, this questionnaire was also used to record the results of
anthropometric and other biomarker measurements for women and children.

The women's questionnaire was used to collect information from all women aged 1549 on:

=  Dbackground characteristics (education, residential history, media exposure, etc.);
= reproductive history and child mortality;

=  knowledge and use of family planning methods;

= fertility preferences;



=  antenatal and delivery care;

=  Dbreastfeeding and infant feeding practices;

=  vaccinations and childhood illnesses;

=  marriage and sexual activity;

=  women’s work and husband’s background characteristics;

= infant and child feeding practices;

= awareness and behaviour about AIDS and other sexually transmitted infections (STIs); and

= domestic violence.

The men’s questionnaire collected similar information, but was shorter because it did not contain
questions on reproductive history, contraceptive calendar, maternal and child health, nutrition, and
domestic violence.

All three questionnaires were pretested. The pretest team included two CSD staff and six
interviewers — three men and three women — who were expected to become team supervisors
and field editors during the main enumeration. In addition, three nurses and/or health technicians
were trained to accurately and reliably record the various measurements. Pretest training,
including practice interviews in the field, was undertaken from 15-28 May 2007 for pretest
interviewers as well as for nurses and/or health technicians who joined the field practice for two
days.

Pretest training for the interviewers consisted of classroom lectures, demonstration interviews,
front-of-class interviews, mock interviews, quizzes and tests, and field practice. Instructional
materials included the household questionnaire, the women’s questionnaire, the men’s
questionnaire, the four DHS control forms, and various PowerPoint presentations. A blackboard,
an electronic projector and a laptop computer were also used during the pretest training. The
pretest resulted in revision of some translations and some skip and filter instructions.

143 Training

CSD staff recruited field staff in several ways. Announcements were made through the radio and
print media. CSD also prepared publicity materials to inform residents about the importance of the
upcoming TDHS, to assure them of the confidentiality of the information collected, and to seek
their support and cooperation. The publicity material was also released through the Tuvalu Media
Corporation. Applicants were assessed through a written test designed by CSD for the TDHS and
further screened through panel interviewing by CSD and other representatives of the Ministry of
Finance.

The three-week training for the main enumeration took place 4-23 June 2007. Trainees consisted
of the six proposed team supervisors and field editors who participated in the pretest and 13 new
trainees. Two nurses and one reserve nurse also joined the first week of interviewer training where
three half-days were devoted to measurements. The nurses also joined the teams in the field
practice. The same training techniques, materials and equipment were used as in the pretest.

1.4.4 Fieldwork

Two teams were used to collect data, with each team comprising one supervisor, one field editor,
four female interviewers, two male interviewers, and one nurse/health technician. One senior CSD
staff who was designated as DHS manager also acted as field coordinator. Data collection started
on 25 June 2007 in Funafuti. On 21 July, one team left for the outer islands. Data collection
continued until 18 October 2007.

1.4.5 Data processing

Completed questionnaires were returned periodically from the field to the CSD office in Vaiaku,
Funafuti. Training on the computer package, CSPro, and on setting up the data processing system



was held from 16 July to 3 August 2007. Training was conducted for CSD staff and data encoders
by a data processing specialist at SPC.

Data processing began on 23 July and was completed on 15 December 2007. The data
processing staff consisted of one supervisor from CSD, one questionnaire administrator/coding
clerks, and three data entry operators. Data were entered using the CSPro computer package. All
data were entered twice (100% verification). The concurrent processing of data was a distinct
advantage for data quality, since TDHS staff were able to advise field teams of errors detected
during data entry.

Final editing was undertaken in the last week of February 2008 by CSD staff with technical
assistance from data processing specialists from both SPC and Macro. Because the selected
sample size was extremely small, secondary editing was finished within one day. Other answers of
selected questions were recoded and a final raw formatted data set was produced. After finalising
the data sets and including sampling weights, a program was developed to run preliminary tables.
Recoding raw format data into a standard recode format was also started at this time and a meeting
with several stakeholders was held, in which all the preliminary tables were explained and
discussed.

1.5 RESULTS OF SURVEY INTERVIEWS

1.5.1 Response rates

Table 1 shows response rates for the 2007 TDHS. In total, 767 households were selected in the sam-
ple, of which 740 were found occupied at the time of the fieldwork. The shortfall is largely due to
vacant dwellings or addresses that were not households. Of the existing households, 739 were
successfully interviewed, yielding a household response rate of almost 100%.

Table 1.2: Results of the household and individual interviews

Number of households, number of interviews, and response rates, according
to residence (unweighted), Tuvalu 2007

Residence
Outer

Result Funafuti islands Total
Household interviews

Households selected 229 538 767

Households occupied 222 518 740

Households interviewed 222 517 739
Household response rate! 100.0 99.8 99.9
Interviews with women aged 15-49

Number of eligible women 402 490 892

Number of eligible women interviewed 381 470 851
Eligible women response rate2 94.8 95.9 95.4
Interviews with men aged 15+

Number of eligible men 263 337 600

Number of eligible men interviewed 242 316 558
Eligible men response rate 92.0 93.8 93.0

" Households interviewed/households occupied.
2 Respondents interviewed/eligible respondents.

From the households interviewed, 892 eligible women aged 15-49 were identified, of whom 851
were successfully interviewed, yielding a response rate of 95%. With regard to men, 600 eligible
men aged 15 and over were identified, of whom 558 were successfully interviewed, yielding a re-
sponse rate of 93%. Response rates for women and men are very slightly lower in Funafuti than in
the outer islands. The principal reason for non-response among eligible women and men was
refusal to be interviewed and the respondent’s being incapacitated (e.g. ill, deaf, mentally unfit).



CHAPTER2 HOUSEHOLD POPULATION AND HOUSING
CHARACTERISTICS

In the following chapters, a number of demographic and health-related topics (e.g. respondent
characteristics, fertility, contraceptive behaviour, infant and child mortality) are viewed across
different population subgroups. One focus of this chapter is to describe the environment in which
survey respondents live. This description shows general characteristics of the population such as
age-sex structure, education, household arrangements (e.g. headship, size) and housing facilities
(e.g. sources of water supply, sanitation facilities, dwelling characteristics and household
possessions). A distinction is made between urban Funafuti and the rural outer islands where many
of these indicators usually differ.

Besides providing a background for better understanding many of the social and demographic
phenomena discussed in the following chapters, this general description is useful for assessing the
level of economic and social development of the population.

2.1 HOUSEHOLD POPULATION BY AGE AND SEX

The 2007 TDHS included a household questionnaire that was used to elicit information on the
socioeconomic characteristics of usual residents and visitors who had spent the previous night in
the selected households. Table 2.1 shows the reported distribution of the household population in
five-year age groups, by sex and place of residence. The data show that there are equal numbers of
men (2,082) and women (2,082), with both sexes constituting 50% of the population. The sex
composition of the population does not show significant variation by place of residence; in fact,
the proportions were the same at 51% for men and 49% for women.

Table 2.1: Household population by age, sex, and residence

Percent distribution of the de facto household population by five-year age groups, according to sex and residence,
Tuvalu 2007

Funafutit Outer islands Total

Age Male Female Total Male Female Total Male Female Total
<5 124 12.7 125 11.2 10.9 1.1 11.8 11.8 11.8
5-9 13.0 10.9 12.0 134 10.7 12.0 13.2 10.8 12.0
10-14 97 9.6 9.6 14.8 10.2 124 12.1 9.9 11.0
15-19 10.3 79 9.1 79 41 6.0 9.1 6.0 76
20-24 10.5 10.8 10.6 6.8 58 6.3 8.8 8.3 8.5
25-29 9.2 8.2 8.7 4.8 6.0 54 741 741 741
30-34 4.6 58 52 36 49 43 4.1 54 4.8
35-39 59 5.3 5.6 5.1 49 5.0 55 5.1 5.3
40-44 5.0 5.7 53 73 7.3 7.3 6.1 6.5 6.3
45-49 6.3 8.4 7.3 6.5 7.1 6.8 6.4 78 741
50-54 43 5.3 48 5.3 9.2 73 4.8 72 6.0
55-59 38 29 34 36 52 44 3.7 4.0 39
60-64 1.7 23 20 27 4.0 33 22 3.1 27
65-69 0.9 23 1.6 29 38 34 1.8 3.1 25
70-74 1.1 1.2 1.1 1.8 20 1.9 14 1.6 15
75-79 0.9 0.3 0.6 1.1 24 1.8 1.0 1.3 1.2
80+ 04 0.4 04 038 1.3 1.1 0.6 0.8 0.7
Don't know/

missing 0.1 0.0 0.1 0.2 0.1 0.1 0.2 0.0 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 1,092 1,042 2,135 990 1,039 2,029 2,082 2,082 4,164

"For this report, Funafuti is considered to be only an urban area.



The table further depicts Tuvalu as having a young population, with a large proportion of the
population being in the younger age groups. The population under age 20 constitutes 42% of the
total population. The older age groups are very small in comparison, as can be seen in the
population pyramid in Figure 2.1. In general, the population pyramid reflects a broad-base pattern,
characteristic of Tuvalu with about half of its population being young. This type of age structure
has a built-in momentum for the growth of the country’s population. When the young population
eventually reaches reproductive age, the result will be a high population growth rate for some
years to come. Figure 2.1 also reflects a rapid decrease in the population in the middle age groups;
this is due to people moving out of the country for employment.

Figure 2.1: Percentage distribution of de facto household population
by age and sex, Tuvalu 2007
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2.2 HOUSEHOLD COMPOSITION

Table 2.2 presents the headship and composition of households in Tuvalu. About 3 in
10 households are headed by women while more than 7 in 10 households are headed by men. The
proportion of female-headed households is slightly lower in Funafuti than in the outer islands
(22% and 28%, respectively).

About 1 in every 15 households has 1-2 members. One or two member households are more likely
to be found in the outer islands (19.1%) than in Funafuti (7.7%). Excluding households with seven
and eight people, the outer islands have consistently higher percentages of households with three
to six people than Funafuti. In Funafuti, about 31% of households have nine or more members
compared with 6% in the outer islands, indicating the need for housing in Funafuti and the need
for the outer islands to limit people moving to Funafuti. Table 2.2 also shows that the mean
household size is 5.6 people. This is slightly lower than 6, which was the number recorded from
the 2002 Population and Housing Census (Central Statistics Division 2002). The mean household
size is larger in Funafuti (7.1 people) than in the outer islands (4.6 people).

2.3  FOSTERHOOD AND ORPHANHOOD

In Tuvalu, a person younger than age 18 years is defined as a child. Information on fosterhood and
orphanhood of children is presented in Table 2.2. About 4 in 10 Tuvaluan households included



one or more children who were staying with neither their natural father nor their natural mother.
There was a higher percentage of households with foster children in Funafuti (37.4%) than in the
outer islands (35.6%). Almost 1 in 10 Tuvaluan households has orphans. There are more
houscholds with single’ orphans (8%) than with double orphans (1%). There are no major
variations between the outer islands and Funafuti regarding households with orphans.

Table 2.2: Household composition

Percent distribution of households by sex of head of household and by
household size; mean size of household, and percentage of households with
orphans and foster children under age 18 years, according to residence,

Tuvalu 2007
Residence
Outer
Characteristic Funafuti islands Total
Household headship
Male 779 719 74.3
Female 221 28.1 25.7
Total 100.0 100.0 100.0
Number of usual members
1 14 7.3 4.9
2 6.3 11.8 9.6
3 54 17.3 12.5
4 10.8 17.2 14.6
5 12.2 14.7 13.7
6 10.8 1.1 11.0
7 9.9 7.9 8.7
8 12.6 6.3 8.9
9+ 30.6 6.4 16.2
Total 100.0 100.0 100.0
Mean size of households 71 46 5.6
Percentage of households with orphans
and foster children under age 18 years
Foster children? 374 35.6 36.3
Double orphans 0.9 15 1.3
Single orphans 9.9 6.8 8.1
Foster and/or orphan children 405 39.1 39.7
Number of households 300 439 739

Note: Table is based on de jure household members (i.e. usual residents).
" Foster children are those under age 18 years living in households with neither their mother nor their father present.

The distribution of de jure children under age 18 years by living arrangements and survival status
of parents and related information is presented in Table 2.3. About 6 out of 10 (55%) Tuvaluan
children younger than age 18 years live with both parents; 17% live with their mother and not with
their father even though the father is alive somewhere. Female children aged 0-9 years living in
the outer islands are more likely to be found living with their mothers than those in Funafuti.
Children living with their mothers are almost equally distributed in all lower wealth quintiles. In
contrast, those children aged younger than 18 years living with their fathers account for
1.6%.These children are likely to be aged 1517 years, live in Funafuti, and come from the middle
to the highest household wealth quintiles. There is very little difference in the number of boys and
girls in this living arrangement.

% A single orphan is a child who only has one parent, which could be a mother or a father.



Table 2.3: Children's living arrangements and orphanhood

Percent distribution of de jure children under age 18 years by living arrangement and survival status of parents, percentage of children not living with a biological parent, and percentage of
children with one or both parents dead, according to background characteristics, Tuvalu 2007

Living with mother | Living with father but
but not with father not with mother Not living with either parent
Missing Percentage not  Percentage
information living with a with one or Number

Background Living with Father Father Mother Mother Only father ~ Only mother Both on father or biological both parents of
characteristic both parents alive dead alive dead Both alive alive alive dead mother Total parent dead children
Age

0-4 56.2 229 1.0 15 0.0 171 0.8 0.0 0.3 0.3 100.0 18.1 2.0 492

<2 54.8 281 1.3 1.9 0.0 12.2 1.3 0.0 0.0 0.4 100.0 134 26 211

.2-4 571 19.0 0.7 1.2 0.0 20.9 04 0.0 0.5 0.2 100.0 217 1.6 280

5-9 59.4 15.0 1.9 14 0.2 19.7 0.7 0.3 1.0 0.4 100.0 216 4.0 499

10-14 54.7 14.3 36 1.9 1.2 211 1.2 0.6 0.5 0.9 100.0 234 741 458

15-17 38.9 8.5 8.4 14 1.3 30.2 2.6 35 2.2 3.1 100.0 38.4 17.9 157
Sex

Male 55.6 154 3.0 18 0.6 20.5 0.6 05 0.9 1.1 100.0 224 5.6 863

Female 54.5 17.9 24 1.3 04 20.2 1.6 0.7 0.6 0.4 100.0 23.0 5.7 742
Residence

Funafuti 56.7 18.5 25 20 0.3 17.0 1.2 08 0.7 0.3 100.0 19.7 55 818

Outer islands 53.4 14.6 3.0 1.1 0.7 23.8 0.9 0.4 0.8 1.2 100.0 25.9 5.8 787
Wealth quintile

Lowest 55.1 14.1 24 1.6 0.9 245 04 0.2 0.3 0.4 100.0 254 4.2 325

Second 59.6 14.3 3.7 20 04 16.7 0.6 0.9 11 0.7 100.0 19.3 6.8 325

Middle 52.7 18.1 23 0.4 04 234 1.1 04 1.0 0.2 100.0 25.9 5.1 339

Fourth 54.4 18.6 3.0 1.3 0.9 15.7 26 0.7 1.3 1.7 100.0 20.2 8.3 318

Highest 53.5 18.0 23 27 0.0 21.2 0.5 0.9 0.0 0.9 100.0 226 36 297
Total <15 56.8 175 2.1 1.6 04 19.3 0.9 0.3 0.6 0.5 100.0 21.0 43 1,448
Total <18 55.1 16.6 2.7 1.6 0.5 20.3 1.0 0.6 0.7 0.8 100.0 22.7 5.6 1,605

Note: Table is based on de jure members (i.e. usual residents).
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Table 2.3 also shows that Tuvaluan children aged younger than 18 years not living with either
parent constitute less than one-quarter (20.3 %) of all children. These are likely to be between the
ages of 2 and 17 years and live in the outer islands and in lowest to middle wealth quintile
households. There is very little variation by sex.

Overall, 22.7% of children do not live with biological parents; this figure is likely to increase as
the age of the child increases and is likely to be more common in the outer islands. The variation
by wealth quintile ranges from 19% to 26%. Either one or both of the parents of about 6% of these
Tuvaluan children are dead.

24  HOUSING CHARACTERISTICS

Increased access to safe drinking water results in improved health outcomes in the form of reduced
cases of water-borne diseases such as dysentery and cholera. Information was collected in the
2007 TDHS about certain characteristics of household drinking water, including source of
drinking water, time taken to collect water, the person who usually collects the water, water
treatment prior to drinking, and type of sanitation facility.

Table 2.4 shows that 98% of households use improved water sources’. In both Funafuti and the
outer islands, almost all households (98% and 97%, respectively) have access to an improved
water source. Piped water into the dwelling/yard/plot (97%) is by far the most common source of
water to all households. Only a minimal number of households (1.1%) have access to tube well or
borehole and 0.4% reportedly use bottled water as a source for cooking and washing. These
results complement those of the 2002 Population and Housing Census.

Regarding the amount taken to collect water, findings show minor urban and rural differences. In
Funafuti, 1.8% of households take less than 30 minutes to obtain drinking water, compared with
2.1% of outer island households. On the other hand, most households in Funafuti (1.4%) take
more than 30 minutes to make a round trip to and from the drinking water source compared with
only 0.5% in the outer islands.

The 2007 TDHS findings show that most of the burden of fetching drinking water rests on men
over age 15. Women usually collect water in only 0.5% of households. Both Funafuti and the
outer islands have the same (0.5%) of women involved in collecting water for their households.
Tuvaluan children (girls and boys under age 15 years) are less likely to fetch water (less than 1%
of households). It should be noted that households could report more than one person who usually
collects water. There is no significant difference in the time it takes for men to collect water in
Funafuti (1.4%) and in the outer islands (1.2%) because most households have water on the
premises.

Water from an improved source can be contaminated at collection, during transportation, and
during storage. Information was collected on whether or not water was treated prior to drinking.
The majority of households (94%) use an appropriate treatment method on their drinking water
while only 6% of Tuvaluan households use no treatment. The most commonly reported method of
treatment is boiling. Nine in every ten households boil water prior to drinking. This method is
practiced by almost equal numbers of households in both Funafuti (94%) and the outer islands
(93%).

* Improved water sources include piped water, public tap, tube well or borehole, protected dug well, and rainwater.
The definition of improved water sources used in Tuvalu differs from the international definition used in this report
in that it excludes rainwater.

11



Table 2.4: Household source of drinking water

Percent distribution of households and de jure population by source, time to collect, and person who usually collects
drinking water; and percentage of households and the de jure by treatment of drinking water, according to residence,
Tuvalu 2007

Households Population
Characteristic Funafuti Outer islands Total Funafuti Outer islands Total
Source of drinking water
Improved source 98.2 97.2 97.6 98.6 97.2 97.9
Piped water into dwelling/
yard/plot 96.4 96.6 96.5 96.9 96.8 96.9
Tube well or borehole 1.8 0.6 1.1 1.7 0.5 1.1
Bottled water, non-improved
source for cooking/washing' 0.0 0.6 04 0.0 05 0.3
Other sources 0.0 0.2 0.1 0.0 0.2 0.1
Missing 1.8 2.0 1.9 14 2.1 1.7
Total 100.0 100.0 100.0 100.0 100.0 100.0
Percentage using any improved
source of drinking water 98.2 97.2 97.6 98.6 97.2 97.9
Time to obtain drinking water
(round trip)
Water on premises 96.8 97.4 97.2 97.6 97.7 97.7
Less than 30 minutes 1.8 21 2.0 1.5 2.0 1.7
30 minutes or longer 14 0.5 0.9 0.9 0.3 0.6
Total 100.0 100.0 100.0 100.0 100.0 100.0
Person who usually collects
drinking water
Adult females aged 15+ 0.5 0.5 0.5 0.3 0.5 04
Adult males aged 15+ 14 1.2 1.3 1.1 1.3 1.2
Female child under age 15 0.9 0.0 0.4 0.6 0.0 0.3
Male child under age 15 0.5 0.5 05 0.3 0.3 0.3
Other 0.0 0.3 0.2 0.0 0.2 0.1
Water on premises 96.8 97.4 97.2 97.6 97.7 97.7
Total 100.0 100.0 100.0 100.0 100.0 100.0
Water treatment prior to
drinking?
Boiled 94.1 93.0 93.4 93.8 93.2 93.5
Bleach/chlorine added 05 0.0 0.2 0.6 0.0 0.3
Strained through cloth 23 0.0 0.9 1.9 0.0 1.0
Ceramic, sand or other filter 3.6 14 2.3 34 14 24
Other 05 0.0 0.2 0.6 0.0 0.3
No treatment 5.0 6.6 59 5.3 6.5 5.9
Percentage using an appropriate
treatment method? 95.0 934 94.1 94.7 93.5 94.1
Number 300 439 739 2,124 2,032 4,156

" Because the quality of bottled water is not known, households using bottled water for drinking are classified as using an improved or non-improved source
according to their water source for cooking and washing.

2 Respondents may report multiple treatment methods so the sum of treatment may exceed 100%.

3 Appropriate water treatment methods include boiling, bleaching, straining, filtering, and solar disinfecting.

Poor sanitation coupled with unsafe water sources increases the risk of water-borne diseases and
illnesses due to poor hygiene. This has contributed immensely to Tuvalu’s disease burden.
Households without proper toilet facilities are more exposed to the risk of diseases such as
dysentery, diarrhoea, and typhoid fever than those with improved sanitation facilities. Table 2.5
shows that about 8 in 10 households use improved toilet or latrine facilities compared with about
2 in 10 households that use non-improved toilet or latrine facilities. About 69% of households
have improved toilet facilities that flush or pour to a piped sewer system, with most of these (80%)
being in Funafuti. About 11% of households have flush or pour flush facilities that flow to a septic
tank, and these are more likely to be in the outer islands (15%). Overall, only 5.1% of households
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in Tuvalu have no toilet facilities of any kind. This problem is more common in the outer islands,
where about 7% of the households have no toilet facilities, than in Funafuti, where only 2% of
households have no toilet facilities. The 2007 TDHS results show a tremendous decrease in the
number of households with no toilet facilities compared with what was reported in the 2002
Population and Housing Census (5.1% in Funafuti, 13% in the outer islands).

Table 2.5: Household sanitation facilities

Percent distribution of households and de jure population by type of toilet/latrine facilities, according to residence,
Tuvalu 2007

Households Population
Outer Outer

Type of toilet/latrine facility Funafuti islands Total Funafuti islands Total
Improved, not shared facility

Flush/pour flush to piped sewer system 80.2 61.6 69.1 80.6 63.0 72.0

Flush/pour flush to septic tank 4.1 15.1 10.6 3.8 15.0 9.2

Flush/pour flush to pit latrine 0.0 0.1 0.1 0.0 0.0 0.0

Composting toilet 0.0 0.1 0.1 0.0 0.1 0.1
Non-improved facility

Any facility shared with other households 8.6 5.2 6.5 9.2 4.4 6.8

Pit latrine without slab/open pit 3.2 9.2 6.7 2.7 8.8 5.7

Bucket 14 0.5 0.9 1.1 0.6 0.9

No facility/bush/field 1.8 74 5.1 15 73 43
Other 0.9 0.8 0.8 1.1 0.8 0.9
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number 300 439 739 2,124 2,032 4,156

Table 2.6 provides information relating to other dwelling characteristics, such as whether or not
the household has electricity, the main construction materials used for the floor, the number of
rooms used for sleeping, the type of power or fuel used for cooking, and the location where food is
cooked.

About 97% of Tuvaluan households have access to electricity. This result is similar but at a higher
level than what was found in the 2002 Population and Housing Census. Access to electricity is
almost universal in Tuvalu with 99% of households in Funafuti and 95% in the outer islands.
Findings further show that only 3.3% of households do not have access to electricity, of which 5%
are in the outer islands. The type of floor material used in a dwelling may be viewed as an
indicator of the quality of housing (a wealth dimension) as well as an indicator of health risk.
Some floor materials, such as earth and sand, pose a health problem because they can act as
breeding grounds for pests and may be a source of dust. They are also more difficult to keep clean.

Overall, over 8 out of every 10 Tuvaluan households (85%) have floors made of the following
materials: parquet or polished wood, ceramic tiles or cement. In general, these materials are almost
equally used by urban households, whereas outer island households are more likely to use cement
as a floor material. On the other hand, 8% of outer island households have earth or sand floors
compared with 0% in Funafuti.

The number of rooms used for sleeping is an indication of the extent of crowding in households.
Crowding in one sleeping room increases the risks of infection by diseases. In Tuvalu, a room for
sleeping used by more than two people is considered to be overcrowded. Overall, almost half of
all households (43%) use only one room for sleeping. Households in the outer islands are more
likely (59%) to use only one room for sleeping, compared with households in Funafuti (20%).
Households in Funafuti are more likely to use two or more rooms for sleeping than households in
the outer islands.

Smoke from solid fuels used for cooking — such as charcoal, wood, and other biomass fuels — is
a major cause of respiratory infections. The type of fuel used for cooking, the location where food
is cooked, and the type of stove used are all related to indoor air quality and the degree to which
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household members are exposed to the risk of respiratory infections and other diseases. Half of all
Tuvaluan households cook in the same house that they live and sleep in, over one-third (39%) of
households use a separate building, while about one in ten household (9%) cook outdoors. Outer
islands households are more likely to cook in a separate building (49%) or outdoors, while
households in Funafuti are more likely to cook inside the same house (71%).

Cooking fuel affects air quality for household members. Clean fuel is generally not affordable and
most households resort to using solid fuels that emit a lot of smoke. As a result, household
members are likely to be exposed to air pollution. Reducing the proportion of the population that
relies on solid fuels is a Millennium Development Goal (MDG). In Tuvalu, the proportion of
households using solid fuel for cooking is 21%.

Table 2.6: Household characteristics

Percent distribution of households and de jure population by housing characteristics and percentage using solid
fuel for cooking; and among those using solid fuels, percent distribution by type of fire/stove, according to
residence, Tuvalu 2007

Households Population
Housing characteristic Funafuti Outer islands Total Funafuti Outer islands Total
Electricity
Yes 98.6 95.3 96.7 99.1 96.6 97.9
No 14 47 33 0.9 34 2.1
Total 100.0 100.0 100.0 100.0 100.0 100.0
Flooring material
Earth, sand 0.0 78 46 0.0 78 338
Wood/planks 9.5 23 52 79 20 5.0
Palm/bamboo 0.0 1.3 0.8 0.0 1.4 0.7
Parquet or polished wood 14.0 1.8 6.7 13.9 1.5 7.9
Vinyl or asphalt strips 0.0 0.6 04 0.0 0.9 0.4
Ceramic tiles 10.8 39 6.7 9.5 45 71
Cement 60.8 79.7 72.0 64.7 79.3 719
Carpet 0.9 0.7 0.8 0.3 0.9 0.6
Other 41 1.8 27 36 1.6 2.7
Total 100.0 100.0 100.0 100.0 100.0 100.0
Rooms used for sleeping
One 19.8 59.0 431 16.5 55.0 35.3
Two 34.2 28.1 30.6 30.3 31.0 30.7
Three or more 459 12.7 26.2 53.2 14.0 34.0
Total 100.0 100.0 100.0 100.0 100.0 100.0
Place for cooking
In the house 71.2 37.6 51.2 69.3 36.6 53.3
In a separate building 234 493 38.8 254 514 38.1
Outdoors 5.0 12.1 9.2 5.2 11.3 8.2
Missing 0.5 1.0 0.8 0.1 0.8 0.4
Total 100.0 100.0 100.0 100.0 100.0 100.0
Cooking fuel
Electricity 0.9 05 0.7 0.8 0.6 0.7
LPG 441 11.8 25.0 43.5 12.9 28.6
Kerosene 52.7 52.7 52.7 54.0 51.2 52.6
Wood 0.5 22.7 13.7 0.3 23.3 11.5
Coconut parts 14 11.7 7.5 1.3 11.9 6.5
No food cooked in household 0.5 05 05 0.1 0.1 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0
Percentage using solid fuel for
cooking' 1.8 344 21.2 1.6 35.2 18.0
Number of
households/population 300 439 739 2,124 2,032 4,156
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Table 2.6 (continued)

Households Population
Housing characteristic Funafuti Outer islands Total Funafuti Outer islands Total
Type of fire/stove among
households using solid fuel'
Closed stove with chimney * 13 12 (0.0) 1.7 1.7
Open fire/stove with chimney * 75 7.3 (0.0 7.6 7.3
Open fire/stove with hood * 14.1 13.6 (0.0 15.3 14.6
Open fire/stove without
chimney or hood * 771 77.9 (100.0) 75.3 76.4
Total 100.0 100.0 (100.0) 100.0 100.0
Number of households/
population using solid fuel' 5 151 157 34 715 749

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed (meaning results not shown). Figures in parentheses are based
on 25-49 cases.

LPG = liquid petroleum gas/natural gas/biogas

" Includes wood and coconut parts.

Table 2.6 shows that kerosene is by far the most commonly used fuel for cooking (used by 53% of
households), while LPG is used by 25% of households. Wood is used by 13.7% of households,
electricity is used by 0.7% and coconut parts 7.5%.

Chimneys help reduce the exposure of household members to smoke from cooking fires. The 2007
TDHS results show that 78% of households use open fires or stoves without chimneys for
cooking, which wastes energy and exposes household members to harmful smoke.

2.5 HOUSEHOLD ASSETS

The 2007 TDHS collected information on household ownership of selected assets, which are
believed to be strongly associated with poverty levels. Some of these assets can be used to
measure household welfare (when combined with other indicators) to generate a wealth index.
Information was collected on household ownership of radios and televisions as a measure of
access to mass media; telephones (both mobile and non-mobile) as an indicator of access to an
efficient means of communication; refrigerators as an indication of the capacity for hygienic food
storage; and means of transportation (bicycle, motorcycle, boat with or without a motor, private
car or truck) as a measure of the level of access to public services and markets as well as exposure
to developments in other areas. In addition, ownership of agricultural land shows a household’s
access to means of production.

Table 2.7 shows that almost 80% of Tuvaluan households own a radio, with no major variation
between Funafuti (81%) and the outer islands (78%). Overall, 13% of all households own a
television set and, as expected, households in Funafuti (26%) are more likely to own a television
set than households in the outer islands (4.5%). About 27% of households own a mobile telephone
while 28% own a non-mobile telephone; almost all of these telephones are likely to be owned by
urban households. Regarding transport, 61% of households own bicycles and these are more likely
to be found in the outer islands households (75%) than in Funafuti (39%). Meanwhile, 23% of
Funafuti households own cars or trucks compared with 2% of outer islands households. Similarly,
24% of Funafuti households own boats with a motor compared with 23% of outer island
households. Similarly, 70% of outer island households own fishing gear compared with 60% of
Funafuti households, and about 70% of outer island households own fishing gear compared with
60% of Funafuti households.

Over three-quarters of all households (78%) own agricultural land, with outer island households
constituting 96% of this and Funafuti households 51%. As expected, outer island households are
more likely than Funafuti households to own land, agricultural or farm equipment, and livestock.
The use of land for commercial purposes is less common (28%) in all Tuvaluan households.
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Table 2.7: Household durable goods

Percentage of households and de jure population possessing various household effects, means of transportation,
agricultural land and livestock or farm animals by residence, Tuvalu 2007

Households Population
Possession Funafuti Outer islands Total Funafuti Outer islands Total
Household effects
Radio 80.6 7.7 78.9 80.5 80.3 80.4
Television 26.1 45 13.3 239 5.2 14.7
Mobile telephone 64.4 1.5 27.1 67.7 2.2 35.7
Non-mobile telephone 53.2 10.9 28.1 54.0 11.6 33.2
Refrigerator 59.9 28.8 415 57.0 29.1 433
Deep freezer 58.1 54.2 55.8 63.1 59.2 61.2
Gas stove 70.3 32.9 48.1 715 34.2 53.3
Kerosene stove 88.3 88.2 88.2 91.6 88.3 90.0
Microwave oven 8.6 3.3 55 6.6 3.6 5.2
Electric jug/kettle 514 32.8 40.3 52.6 36.7 44.9
Rice cooker 35.6 191 25.8 34.0 19.9 271
Blender 216 115 15.6 20.9 12.9 17.0
Sewing machine 61.7 65.1 63.7 63.5 67.4 65.4
CD/cassette player 63.1 53.4 57.3 63.1 58.1 60.7
Video or DVD player 78.8 61.3 68.4 82.0 65.3 73.8
Electric water pump 446 9.0 235 431 9.8 26.8
Washing machine 78.8 61.6 68.6 79.6 65.5 727
Computer 33.3 6.4 17.3 34.1 7.8 21.2
Electric fan 82.0 60.0 68.9 84.5 62.9 74.0
Air conditioner 5.9 0.9 29 45 1.1 2.8
Bed 84.7 68.6 75.2 84.9 70.0 77.6
Table 89.6 76.9 82.0 90.2 79.8 85.1
Chair 82.4 66.4 72.9 81.4 67.5 74.6
Sofa 32.0 15.6 222 30.6 15.5 23.2
Food safe 734 92.9 85.0 78.9 94.0 86.3
Cupboard 54.1 224 35.3 56.0 23.0 39.8
Clock 59.9 374 46.5 59.6 383 492
Generator 2.7 24 2.6 29 27 2.8
Solar power 2.7 15.5 10.3 34 15.6 94
Hand cart 28.8 38.0 343 33.0 384 35.7
Fishing gear 60.4 70.4 66.3 66.6 734 69.9
Means of transport
Bicycle 39.2 75.2 60.6 444 78.2 60.9
Motorcycle/scooter 64.0 54.1 58.1 65.9 58.0 62.0
Carftruck 234 21 10.7 26.5 2.2 14.7
Boat with a motor 24.3 226 23.3 25.7 226 24.2
Boat 225 21.2 21.7 248 220 235
Canoe 12.6 224 18.5 15.6 25.1 20.3
Ownership of residential land 61.7 98.5 83.5 67.3 98.8 82.7
Ownership of commercial land 26.6 28.3 276 26.9 29.2 28.0
Ownership of agricultural land 50.5 96.3 7.7 55.3 97.2 75.8
Number 300 439 739 2,124 2,032 4,156
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2.6 WEALTH QUINTILES

The 2007 TDHS did not collect information on household income or consumption. However,
information on household assets was used to create an index representing the wealth of the
households interviewed. The wealth index is a proxy for the household’s long-term standard of
living. The household assets used to calculate the wealth index include consumer items such as
refrigerators, televisions and cars; dwelling characteristics such as floor material; type of drinking
water source; toilet facilities; and other characteristics that are related to wealth status.

To construct the wealth index, each household asset for which information was collected is
assigned a weight or factor score generated through principal components analysis’. The resulting
asset scores are standardised in relation to a standard normal distribution with a mean of zero and
a standard deviation of one.

Each household is assigned a standardised score for each asset, where the score differs depending
on whether or not the household owns that asset (or, in the case of sleeping arrangements, the
number of people per room). These scores are summed by household, and individuals are ranked
according to the total score of the household in which they reside. The sample is then divided into
population quintiles (i.e. five groups with the same number of individuals in each). The 20% of the
population with the lowest total asset scores become the individuals in the lowest wealth quintile,
the next 20% become the members of the second wealth quintile, and so forth. At the national
level, approximately 20% of the household population is in each wealth quintile.

In other words, the wealth index measures the standard of living of a household relative to other
households in Tuvalu. The wealth quintile of a household does not indicate whether or not the
household lives in poverty according to international definitions of poverty. Rather, it indicates
that an individual living in a household in the second wealth quintile has a better socioeconomic
status than someone in the lowest wealth quintile and a worse socioeconomic status than someone
in the middle wealth quintile.

In defining wealth quintiles, a single asset index is developed on the basis of data from the entire
country sample and used in all the tabulations presented. Separate asset indices are not prepared
for outer island and Funafuti population groups on the basis of rural or urban data, respectively.

Wealth quintiles are expressed in terms of quintiles of individuals in the population, rather than
quintiles of individuals at risk for any one health or population indicator. Thus, for example, the
quintile rates for infant mortality refer to the infant mortality rates per 1,000 live births among all
people in the population quintile concerned, as distinct from quintiles of live births or newly born
infants, who constitute the only members of the population at risk of mortality during infancy.

The assets index has been found to be highly comparable with both poverty rates and GDP per
capita for India, and against expenditure data from household surveys in Nepal, Pakistan and
Indonesia (Filmer and Pritchett 1998) and Guatemala (Rutstein 1999).

Table 2.8: Wealth quintiles

Percent distribution of the de jure population by wealth quintiles, and the Gini coefficient according to
residence and region, Tuvalu 2007

Wealth quintile

Number of
Residence/region  Lowest Second Middle Fourth Highest Total population
Residence
Funafuti 4.8 10.9 20.9 26.9 36.5 100.0 2,124
Outer islands 35.9 295 19.0 12.7 29 100.0 2,032
Total 20.0 20.0 20.0 20.0 20.0 100.0 4,156

* An analysis that identifies patterns in data and expresses data in such a way as to highlight their similarities and
differences.
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Table 2.8 shows the distribution of the de jure household population into five wealth levels
(quintiles) based on the wealth index by residence. These distributions indicate the degree to
which wealth is evenly (or unevenly) distributed by geographic areas. The findings indicate that
wealth is concentrated in Funafuti, which is not surprising because it is Tuvalu’s capital and has
all the characteristics of an urban area. About 37% of Funafuti’s population is in the highest
wealth quintile, compared with 3% of the population in the outer islands. About 63% of Funafuti’s
population is in the top two (i.e. fourth and highest) wealth quintiles, whereas about 65% of people
from the outer islands are likely to be in the second and lowest household wealth quintiles. These
results further confirm other findings that show that poverty is more concentrated in Tuvalu’s
outer islands than in Funafuti.

2.7  BIRTH REGISTRATION

It is a human right for a child to know who its parents are and to have a nationality through
registration. The registration system in Tuvalu is adequate but needs considerable quality control
checks to improve recording and maintenance. Coverage is good on some atolls but in others more
efforts are necessary to improve the capture of vital demographic processes. The registration of
births is being undertaken on all atolls countrywide. Apart from being the first legal
acknowledgment of a child’s existence, the registration of births is fundamental to the realisation
of a number of rights and practical needs, including but not limited to, the provision of access to
health care and the provision of access to immunisation. Birth registration in a well- established
and functioning system ensures that the country has an up-to-date and reliable database for
planning. This is as useful for national-level planning as it is for local government agencies that
are responsible for maintaining education, health and other social services for the community.

Table 2.9 shows that half (50%) of Tuvaluan children are registered. There is a significant
difference in the proportion of children registered in Funafuti than those registered in the outer
islands (60% for Funafuti, 38% for the outer islands). Similarly, birth registration within the
household wealth quintiles, is higher in the fourth and highest quintiles compared with the lower
wealth quintiles.

Table 2.9: Birth registration of children under age 5 years

Percentage of de jure children under age 5 years whose births are registered with the civil
authorities, according to background characteristics, Tuvalu 2007

Percentage of children whose births are registered

Had a birth Did not have a Number of

Background characteristic certificate birth certificate  Total registered children
Age

<2 6.2 473 53.5 211

2-4 36 435 47.1 280
Sex

Male 31 46.1 49.2 248

Female 6.4 442 50.6 244
Residence

Funafuti 3.0 56.6 59.6 268

Outer islands 6.8 315 38.2 224
Wealth quintile

Lowest 46 344 389 89

Second 55 37.3 429 100

Middle 38 342 38.0 112

Fourth 47 55.0 59.6 86

Highest 52 65.4 70.6 104
Total 47 451 499 492
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2.8 EDUCATIONAL LEVEL OF HOUSEHOLD POPULATION

Education affects many aspects of life, including individual demographic and health behaviour.
Studies have shown that educational level is strongly associated with contraceptive use, fertility,
and the general health status, morbidity, and mortality of children. In each household, for all
persons aged 5 years or older, data were collected on the highest level of education attained and
the highest grade completed at that level. Table 2.10 shows the distribution of female household
members and Table 2.11 shows the distribution of male household members aged 6 years and
older by the highest level of education attained and the median number of years of education
completed, according to background characteristics.

As shown in Tables 2.10 and 2.11, the vast majority of Tuvaluans have attended school, although
many did not complete primary school (about 39% for females and 35% for males). The
proportion of those who have never attended school was approximately the same for females and
males (about 3%). Gender gaps in educational attainment are narrow in all categories. In general,
males aged 40 and older are less likely to have no education than females aged 40 and older. In
contrast, the proportion of individuals aged 6-39 with no education is similar for males and
females.

Overall, levels of educational attainment are higher in Funafuti than in the outer islands, especially
for some secondary, completed secondary, and more than secondary. Below these levels,
attainment is higher in the outer islands than in Funafuti. Similarly, the median number of years of
schooling is higher in Funafuti than in the outer islands.

Table 2.10: Educational attainment of the female household population

Percent distribution of the de facto female household population aged 6 and over by highest level of schooling attended or
completed, and median grade completed, according to background characteristics, Tuvalu 2007

Don't Median
Background No Some Completed Some Completed  More than know/ years
characteristic ~ education  primary primary’ secondary  secondary? secondary missing Total Number  completed
Age
6-9 13.1 86.9 0.0 0.0 0.0 0.0 0.0 100.0 190 14
10-14 0.9 84.8 8.6 4.6 0.0 0.0 1.0 100.0 206 5.5
15-19 0.5 43 10.7 60.0 19.1 54 0.0 100.0 126 10.0
20-24 0.8 23 75 46.4 25.3 17.7 0.0 100.0 173 10.7
25-29 1.1 1.5 14 475 18.5 30.0 0.0 100.0 148 1.1
30-34 0.0 5.0 26.1 29.8 17.0 22.0 0.0 100.0 112 10.5
35-39 2.8 10.9 40.1 23.2 8.3 14.7 0.0 100.0 106 79
40-44 25 14.8 43.1 22.8 8.6 8.2 0.0 100.0 136 78
45-49 23 20.5 46.2 154 6.3 94 0.0 100.0 161 76
50-54 6.4 452 29.5 10.9 45 3.6 0.0 100.0 151 6.4
55-59 32 60.9 219 8.1 0.0 59 0.0 100.0 84 5.7
60-64 0.9 68.4 21.2 1.3 41 41 0.0 100.0 65 5.6
65+ 5.1 78.2 12.9 34 0.0 04 0.0 100.0 143 5.2
Residence
Funafuti 24 33.6 144 23.9 13.0 12.6 0.0 100.0 892 79
Outer islands 4.3 43.7 23.9 18.1 4.2 55 0.3 100.0 909 7.1
Wealth
quintile
Lowest 39 50.4 25.7 135 39 26 0.0 100.0 378 6.2
Second 26 39.9 25.0 23.0 5.6 36 0.2 100.0 360 7.3
Middle 4.3 36.4 20.3 22.0 94 74 0.2 100.0 326 75
Fourth 39 35.1 16.2 255 9.8 9.1 04 100.0 353 76
Highest 2.3 314 9.2 214 14.1 21.6 0.0 100.0 384 9.5
Total 34 38.7 19.2 21.0 8.6 9.0 0.2 100.0 1,801 74

" Completed 8th grade at the primary level.
2 Completed 4th grade at the secondary level.
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In Tuvalu, as a result of free and compulsory education up to the primary level there is little
variation among the different levels of educational attainment. The likelihood of completing a
secondary and ‘more than secondary’ level of education increases as the household wealth quintile
increases. For example, among females, a combined 10% of those from the two poorest
households would have completed secondary education while 14% of females from the wealthiest
households have completed secondary education. Similar differences by wealth are also large
among males, where 7% of males from the two poorest households have completed secondary
education compared with 12% of males from the wealthiest households.

The likelihood of reaching ‘more than secondary’ level of education is much greater among the
wealthiest Tuvaluans than those from poorer households. About 26% of males from the wealthiest
households have ‘more than secondary’ level of education compared with 6% of males from the
two lowest wealth quintiles. A similar pattern is observed for women, with 22% of females from
the wealthiest households and a combined 6% of those from the lowest two less wealthy
households having attained ‘more than secondary level of education’.

Table 2.11: Educational attainment of the male household population

Percent distribution of the de facto male household population aged 6 and over by the highest level of schooling attended or
completed, and median grade completed, according to background characteristics, Tuvalu 2007

Don't Median
Background No Some Completed Some Completed  More than know/ years
characteristic education primary primary! secondary  secondary? secondary missing  Total = Number completed
Age
6-9 10.7 88.2 0.0 0.0 0.0 0.0 1.2 100.0 233 14
10-14 0.5 82.7 114 49 0.0 0.0 0.5 100.0 252 57
15-19 14 37 16.1 59.3 16.1 33 0.0 100.0 191 9.5
20-24 1.8 1.5 74 61.8 15.8 11.6 0.0 100.0 183 9.8
25-29 1.8 2.3 48 56.2 11.6 23.2 0.0 100.0 148 10.0
30-34 0.0 59 36.0 25.0 9.6 226 1.0 100.0 86 8.9
35-39 1.2 94 32.0 23.8 9.9 22.7 1.2 100.0 115 94
40-44 43 12.6 53.6 15.8 6.5 7.3 0.0 100.0 126 7.6
45-49 1.0 234 35.6 19.3 35 1741 0.0 100.0 133 7.7
50-54 22 345 253 252 2.2 10.7 0.0 100.0 100 75
55-59 0.0 39.0 259 15.8 2.8 16.6 0.0 100.0 78 74
60-64 1.3 419 291 10.7 46 125 0.0 100.0 45 72
65+ 6.0 51.5 18.1 13.3 48 6.3 0.0 100.0 100 5.7
Residence
Funafuti 3.0 29.9 13.2 29.6 9.7 141 04 100.0 931 84
Outer islands 2.7 40.2 25.2 22.7 35 5.1 0.6 100.0 862 7.3
Wealth
quintile
Lowest 29 46.4 243 204 29 32 0.0 100.0 352 7.0
Second 34 36.8 25.3 26.5 42 31 0.8 100.0 348 74
Middle 44 36.3 19.7 26.6 48 7.0 1.1 100.0 371 74
Fourth 3.0 30.2 15.6 30.5 10.1 10.0 0.7 100.0 383 8.1
Highest 0.6 24.7 9.8 27.2 11.6 26.2 0.0 100.0 339 9.8
Total 29 349 19.0 26.3 6.7 9.7 0.5 100.0 1,794 76

" Completed 8th grade at the primary level.
2 Completed 4th grade at the secondary level.

2.8.1 PRIMARY SCHOOL ATTENDANCE RATIOS

Tuvalu uses an 8-4-4 formal education system, which means eight years of primary school, four
years of secondary school, and four years of post secondary/university/tertiary schooling. The
official age ranges for these levels are 6—13 years, 14—17 years, and 18-24 years, respectively.
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The net attendance ratio (NAR) for primary level is the percentage of the primary school-aged
population (ages 6—13) that is attending primary school. Overall, the primary school NAR is 98%
in Tuvalu (see Table 2.12). In Funafuti, 96% of children aged 6-13 attend primary school
compared with 99% of children from the outer islands. There is virtually little difference in the
primary NAR by sex (99% for females, 97% for males).

Table 2.12: School attendance ratios

The net attendance ratio (NAR) and gross attendance ratio (GAR) for the de facto household population by sex and level
of schooling; and the gender parity index (GPI), according to background characteristics, Tuvalu 2007

Net attendance ratio! Gross attendance ratio?
Background
characteristic Male Female Total GPI Male Female Total GPB
Primary School
Residence
Funafuti 95.9 99.3 97.5 1.03 100.7 100.0 100.4 0.99
Outer islands 98.4 98.9 98.7 1.01 107.2 105.0 106.3 0.98
Wealth quintile
Lowest 98.8 99.3 99.0 1.01 108.8 104.8 107.0 0.96
Second 95.8 100.0 97.6 1.04 102.0 106.8 104.0 1.05
Middle 100.0 98.0 99.2 0.98 102.5 99.5 101.3 0.97
Fourth 92.6 97.9 94.8 1.06 100.2 101.1 100.6 1.01
Highest 100.0 100.0 100.0 1.00 110.6 100.0 104.2 0.90
Total 97.3 99.1 98.1 1.02 104.2 102.5 103.5 0.98
Secondary School
Residence
Funafuti 434 53.7 479 1.24 69.8 92.7 79.8 1.33
Outer islands 247 375 29.9 1.52 29.9 375 33.0 1.26
Wealth quintile
Lowest 13.2 16.0 14.3 1.21 20.8 16.0 18.8 0.77
Second 121 28.8 20.3 2.38 242 28.8 26.5 1.19
Middle 446 432 441 0.97 51.0 64.9 56.1 127
Fourth 451 69.5 55.6 1.54 56.4 104.2 77.0 1.85
Highest 50.0 64.3 55.6 1.29 90.9 1143 100.0 1.26
Total 347 46.7 39.8 1.35 512 69.0 58.7 1.35

" The NAR for primary school is the percentage of the primary school age population (aged 6-13) that is attending primary school. The NAR for secondary school is the
percentage of the secondary school aged population (aged 14-17) that is attending secondary school. By definition the NAR cannot exceed 100%.

2The GAR for primary school is the total number of primary school students, expressed as a percentage of the official primary school-age population. The GAR for secondary
school is the total number of secondary school students, expressed as a percentage of the official secondary school-age population. If there are significant numbers of overage
and underage students at a given level of schooling, the GAR can exceed 100%.

3 The GPI for primary school is the ratio of the primary school NAR (GAR) for females to the NAR (GAR) for males. The GPI for secondary school is the ratio of the secondary
school NAR (GAR) for females to the NAR (GAR) for males.

There is very little variation in the NAR by wealth quintiles. The NAR is lowest among school-
age children in the fourth wealth quintile households (95 %) and the highest NAR is observed for
children in the highest wealth quintile (100%). The NAR for children for all other wealth quintiles
falls between 98% and 99%. Given that primary education is free and compulsory it is not
surprising that the NAR does not increase with increasing wealth quintiles (i.e. from the poorest to
wealthiest households).

The gross attendance ratio (GAR) measures attendance irrespective of the official age at each
level. The GAR for primary school is the total number of primary school students (aged 6-24)
expressed as a percentage of the official primary school-age population (aged 6—13). A major
contributing factor to high GAR is children starting primary school later than the recommended
age of 6 years. Overall, the primary school GAR is 104, with the highest GAR found in the lowest
wealth quintile (107), followed by 106 in the outer islands. There are no notable differences
by sex.
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The gender parity index (GPI) is a measure of the ratio of females to males attending school,
regardless of age. For primary school NAR, the GPI is 1.02, indicating that the number of female
and male students is almost the same, with females slightly outnumbering males. The GPI for
primary school GAR is 0.98, indicating that the number of female and male students is almost the
same, with males slightly outnumbering females. There is, however, not much variation in the GPI
for the primary school GAR by background characteristics, although the ratios are below the
national average for the lowest, middle, through to the highest wealth quintiles.

2.8.2. Secondary school attendance ratios

The concept of the NAR at the secondary level is similar to that at the primary level, being the
percentage of the secondary school-age population (aged 14-17) that is attending secondary
school. Overall, only 40 out of 100 children who are of secondary school age attend secondary
school. The secondary NAR for males is 35% and the NAR for females is 47%.

The secondary school NAR is better in Funafuti than in the outer islands (48% versus 30%). This
pattern is the same for boys and girls. As regards wealth quintile, the secondary school NAR rises
with wealth from about 14% in the lowest wealth quintile to 56% in the wealthiest quintiles. This
finding suggests that poverty and factors related to poverty play an important role in whether
children are sent to secondary school, given that there are fees for attending secondary school in
Tuvalu.

The secondary GAR 1is 59 for the nation as a whole, and is substantially higher in Funafuti than in
the outer island (80% compared with 33%). This same pattern is observed for males and females.
Similar to the NAR, the secondary GAR increases sharply as wealth increases, and is 100 among
youth in the wealthiest households and only 19 among youth in the poorest households.

The GPI for the secondary school GAR is 1.35, indicating that, among students of all ages, for
every five male students in secondary school there are six to seven female students. This ratio is
higher than the GPI for the primary school GAR (0.98), and there is little variation by background
characteristics. Male students are outnumbered by female students in both Funafuti and the outer
islands, and in all wealth quintiles, except the lowest where female students are outnumbered by
male students. The GPI for the secondary school GAR is especially low in the lowest wealth
quintile households, indicating an extreme gender gap in favour of males. Perfect gender balance
in secondary school GAR is not observed or noticeable.

Table 2.13: Grade repetition and dropout rates

Repetition and dropout rates for the de facto household
population aged 5-24 who attended primary school in the
previous school year by school grade, according to
background characteristics, Tuvalu 2007

School grade
Background characteristic 2 3 6 7 8

Repetition Rate!

Sex

Male 5.2 0.0 3.0 0.0 56.1
Female 0.0 2.2 0.0 24 398
Residence

Funafuti 4.2 2.2 0.0 23 187
Outer islands 2.0 0.0 2.8 00 643
Wealth quintile

Lowest 0.0 0.0 0.0 0.0 843
Second 5.2 0.0 0.0 0.0 628
Middle 0.0 0.0 8.2 00 308
Fourth 9.7 0.0 0.0 46 154
Highest 0.0 55 0.0 0.0 400
Total 3.2 12 1.6 11 499
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Table 2.13 (continued)

School grade

Background characteristic 2 3 6 7 8
Dropout Rate?

Sex

Male 14 0.0 0.0 00 119

Female 0.0 0.0 0.0 0.0 8.4

Residence

Funafuti 0.0 0.0 0.0 0.0 6.2

Outer islands 2.0 0.0 0.0 00 125

Wealth quintile

Lowest 42 0.0 0.0 0.0 8.8

Second 0.0 0.0 0.0 00 189

Middle 0.0 0.0 0.0 00 138

Fourth 0.0 0.0 0.0 0.0 0.0

Highest 0.0 0.0 0.0 00 200

Total 0.9 0.0 0.0 00 105

" The repetition rate is the percentage of students in a given grade in the previous school
year who repeat that grade in the current school year.

2 The dropout rate is the percentage of students in a given grade in the previous school
year who do not attend school.

By asking about the grade that children were attending during the previous school year, it is
possible to calculate dropout rates and repetition rates. Table 2.13 indicates that repetition rates are
high in Grade 2 (3%), which may be related to a teacher’s decision to ensure a more uniform
preparedness before promoting children to Grade 3. Repetition rates for grades 1, 4 and 5 are
missing because of low numbers, and no one repeated those grades (i.e. repetition rate equals 0).
The repetition rate of Grade 8 for the outer islands is high (64%) compared with Funafuti (19%). It
is possible that students who repeat a grade have nowhere else to go and so must wait for a place
in secondary school. It may also be an interpretation problem with the questionnaire.

The second part of Table 2.13 shows dropout rates for the de facto household population aged
5-24 who attended primary school. About 1% of children drop out of school after having attended
Grade 1 compared with a dropout rate of 11% for Grade 8. Notable is that the dropout rate at
Grade 8 is higher for boys than for girls, and the repetition rate at Grade 8 is similarly higher for
boys (12%) than for girls (8%); that is, boys are more likely than girls to repeat Grade 8. Children
from the outer islands are more likely to drop out at Grade 8 than children in Funafuti. Findings
further suggest that children from the wealthiest households are more likely to dropout at Grade 8
than children from lower wealth quintile households.

2.8.3  Age-specific attendance rates

Figure 2.2 presents information on school attendance among youth aged 5-24, by age, and
includes students who attended primary school, secondary school, or higher education during the
2007 school year.

By age 6-12, the vast majority of children in Tuvalu attend primary school (over 90%), with
females more likely to attend primary school than males. Attendance rates range from 95-100 %.
Starting at age 14, attendance rates decline noticeably for all children. For instance, the attendance
rate among 18-year olds is 25% among males and 44% among females. By age 21, only 5% of
males and 4% of females attend school.

Figure 2.2 also shows that approximately one-third (29%) of children aged 5 attend school. It
should be noted that children aged 5 at the time the household was interviewed may still be in pre-
school and have not yet entered primary education. It is therefore expected that not all 5 year-olds
attend school. However, all children aged 6 and 7 should have attended primary school during the
2007 school year as a result of compulsory education in Tuvalu
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Percentage

2.9

The following are the major findings identified in this chapter and are based on the characteristics
of the household population and housing of the survey respondents.
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Figure 2.2: Tuvalu age-specific school attendance rates of
the de facto population aged 5-24 years
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KEY RESULTS

Results of the 2007 TDHS show that Tuvalu’s population is made up of slightly equal
number of women and men. Regarding the total population structure, an estimated of 42%
are less than age 20, and less than 3% are aged 70 and older. This indicates a young
population structure and a very low life expectancy.

Seven out of ten households in Tuvalu are headed by men. About one in five households
have more than nine people who are usual members, indicating overcrowding in these
households. The average household size is six.

About one in five children under the age of 18 are not living with a biological parent, 17%
live with their mother only (even though the father is alive), and both parents of about 1%
of children under age 18 years are dead.

The median number of years for completing an education in Nauru is the same for both
females and males (seven years). Even though primary education is free in Tuvalu, only
19% of both females and males completed a primary education level (eight years).
Secondary education on the other hand, is achieved by 9% of all females and 7% of all
males. The low number completing a secondary education can be attributed to limited
opportunities and costs of a secondary education.

The NAR for primary level education is the percentage of primary school-age children
(aged 6-12) attending primary school. This measure also applies to secondary level
education. The NAR is higher for primary (98%) school than for secondary school (40%),
implying there are less secondary-age children attending secondary education.

Age-specific attendance rates among youth aged 5-24 show that there is a high rate of
attendance, ranging from 90-100%, among males and females aged 7-14. Starting at age
7, attendance rates slightly decline for male children and dramatically decline for female
children at age 15.



About 97% of households reported using an improved source of drinking water. About
6% reported not using any appropriate treatment method for their drinking water. One in
every five households reported using a non-improved facility.

Almost all households (97%) had electricity, about three-quarters of all households had
cement flooring (72%), 43% had one room for sleeping, 39% used a separate building for
cooking, 21% used solid fuel for cooking, and 77% cooked on an open fire or stove
without a chimney.

Of the total households surveyed, 79% had a radio, 58% owned a motorcycle and 78%
owned agricultural land.

About 37% of Funafuti’s population is in the highest wealth quintile compared with only
3% in the outer islands.

Half of the children (50%) under age 5 years are reported to be officially registered with
the civil authorities. Registration took place mostly when children were less than 2 years
of age (53%).
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CHAPTER3 CHARACTERISTICS OF RESPONDENTS

This chapter provides a demographic and socioeconomic profile of respondents interviewed in the
2007 TDHS. Such background information is essential to the interpretation of findings and for
understanding the results presented later in this report. Basic characteristics collected include age,
marital status, place of usual residence, island of residence, education, wealth, religion and
ethnicity. Exposure to mass media and literacy status were examined, and detailed information
was collected on employment status, occupation and earnings. In addition, the survey also
collected data on knowledge and attitudes concerning tuberculosis and the use of tobacco.

3.1 CHARACTERISTICS OF SURVEY RESPONDENTS

The background characteristics of respondents of both men and women between the ages of
15 and 49 (inclusive) are shown in Table 3.1. In the 2007 TDHS, 850 women and 428 men in this
age group were interviewed. This table provides background information that can be used for
interpreting survey findings.

The population distribution of women and men by age reflects economic and health effects. Men
have a better chance of finding overseas employment than women, but tend to have lower life
expectancy than women. Opportunity to work as seafarers on German and other foreign-flagged
vessels are only available to men. The age group with the highest percentage of women
interviewed is 20-24 with 17.1% and for men the age group is 15-19 at 21.3%. The age group
with the lowest percentage of women and men interviewed is between 30 and 39 with 11.1-11.4%
for women and 8.9-9.7% for men. This scenario is seen in both the 1991 and 2002 Housing and
Population Census, and is explained by both the out-migration of youth to Australia, New Zealand
and Fiji because of overseas employment and by the absence of overseas seafarers.

The majority of surveyed respondents (70.3% women, 52.5% men) are either married or living
together. The proportion not currently married varies by gender. Two out of ten surveyed women
say they are not married compared with five out of ten men. On the other hand, women are twice
as likely to be divorced or separated (4.4%) than men (2.1%).

Place of residence is regarded as the key fundamental information for planning and policy
purposes in Tuvalu. Place of residence determines access to governmental and non-governmental
organisation services and exposure to information pertaining to reproductive health and other
aspects of life. The 2007 TDHS reveals an almost equal proportion of the population lives in both
Funafuti (urban) and the outer islands (rural). Nearly 57% of male respondents are in Funafuti
compared with 47% in the outer islands. The situation is different for women, where about 49%
are in Funafuti and 51% are in the outer islands.
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Table 3.1: Background characteristics of respondents

Percent distribution of women and men aged 15-49 by selected background characteristics, Tuvalu 2007

Women Men
Weighted Weighted
Background characteristic percent Weighted Unweighted percent Weighted Unweighted
Age
15-19 13.1 111 109 21.3 91 90
20-24 171 145 148 17.2 74 74
25-29 15.8 134 128 14.6 62 58
30-34 114 97 99 8.9 38 36
35-39 11.1 94 98 9.7 41 41
4044 15.2 129 126 13.7 59 58
45-49 16.4 140 143 14.7 63 62
Marital status
Never married 226 193 189 453 194 192
Married 70.3 598 594 52.2 223 215
Living together 0.0 0 0 0.3 1 2
Divorced/separated 44 37 43 21 9 9
Widowed 2.7 23 25 0.2 1 1
Residence
Funafuti 48.6 414 381 52.6 225 192
Outer islands 514 437 470 474 203 227
Region
Nanumea 7.0 59 86 6.5 28 44
Nanumaga 6.4 54 52 6.4 27 25
Niutao 7.0 59 94 6.7 29 42
Nui 5.6 48 79 49 21 38
Vaitupu 19.3 164 78 18.3 78 47
Nukufetau 6.2 53 81 47 20 31
Funafuti 486 414 381 52.6 225 192
Education
Less than secondary 33.1 282 307 33.0 141 144
Secondary 51.3 437 422 522 223 220
More than secondary 15.6 132 122 14.7 63 55
Wealth quintile
Lowest 17.9 152 198 17.7 75 93
Second 21.0 179 196 22.0 94 103
Middle 19.8 169 150 20.7 89 83
Fourth 20.4 173 145 17.2 74 60
Highest 20.9 177 162 224 96 80
Religion
Ekalesia Kerisiano 86.8 738 742 90.0 385 380
Seventh Day Adventist 2.3 19 19 1.6 7 6
Jehovah's witness 15 13 1" 0.3 1 1
Bahai 2.3 20 21 25 11 11
Brethren 3.3 28 26 1.6 7 6
Roman Catholic 13 1 1" 1.0 4 4
Other 25 22 21 3.0 13 11
Ethnicity
Tuvaluan 92.3 786 77 93.5 400 3%
Part Tuvaluan 43 36 43 49 21 19
|-Kiribati 2.0 17 19 0.3 1 1
Other 14 12 12 1.1 5 4
Don't know 0.0 0 0 0.1 1 1
Total 1549 100.0 851 851 100.0 428 419
50+ na na na na 130 139
Total men aged 15+ na na na na 558 558

Note: Education categories refer to the highest level of education attended, whether or not that level was completed.

na = not applicable



For the outer islands, the majority of respondents are from Vaitupu where 18.9% of all respondents usually
live. Next highest is Niutao where 6.88% of all respondents live. Tuvaluans are predominantly Christians
with low numbers of Bahai and Brethren.

The majority of respondents have some formal schooling. About 67% of all respondents have completed
either a secondary or tertiary education. This is an increase of 11% — from 57% in the 2002 Housing and
Population Census — and a 17% increase from 49% in the 2004/2005 Household Income and Expenditure
Survey (2004/2005 HIES) for the same age group (15-49).> Overall, there is an increase in the number of
people completing secondary and tertiary studies in the 1549 age group. In the 2002 Population and
Housing Census, 54% of women in the 1545 age group had completed secondary school. In the 2007
TDHS, 51% of women in the same age group completed secondary school, which is a decrease of 3%.
However, when comparing results of the 2007 TDHS to the 2004/2005 HIES, there is an increase of
2% — from 49% in the HIES to 51% in the 2007 TDHS — completing secondary school in the 1549 age
group. Because both surveys have standard errors (sample and non-sample) compared with the 2002
Housing and Population Census with none, and because both surveys have the same sample coverage of
the population (~30%), it is conclusive that the percentage of women completing secondary school is
increasing. A slightly higher percentage of men have completed secondary school (52%) than women
(51%).

3.2 EDUCATION ATTAINMENT

Tables 3.2 and 3.3 present a detailed distribution of educational attainment according to background
characteristics. The general pattern evident in Table 3.2 indicates a decrease in the proportion of women
who have completed 4™ grade from the youngest to the oldest cohorts. Women in the 15-19 age group are
an exception mainly because of the small sample in this age cohort. More women have access to a
secondary education in recent years. Urban (Funafuti) women are more educated than rural (outer islands)
women. About 18.4% of Funafuti women in the 15-49 age group have completed 4™ grade in secondary
school compared with only 8.7% of women from the outer islands. The median grade completed by
women in the 1549 age group is higher in Funafuti than in the outer islands.

Educational attainment rises dramatically with wealth quintile. Nearly 15% of all women in the 1549 age
group and in the lowest wealth quintile have completed primary school, while only 4.9% of women in the
same age group and in the highest quintile have completed primary school. The percentage of women who
have completed more than a secondary level education increases from 7.6% in the lowest quintile to 35%
in the highest quintile. The pattern of variation in educational attainment (by province and wealth quintile)
among men is similar to that of women.

> Data analysed using the 2002 Housing and Population Census and 2004/2005 HIES from ‘raw data’.
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Table 3.2: Educational attainment — Women

Percent distribution of women aged 15-49 by highest level of schooling attended or completed, and median grade
completed, according to background characteristics, Tuvalu 2007

Highest level of schooling

Median Number

Background No Some  Completed Some Completed  More than years of
characteristic education  primary primary’ secondary secondary? secondary Total completed women
Age
15-24 0.2 1.8 79 54.8 22.3 12.9 100.0 10.2 257
.15-19 0.0 26 9.9 63.0 175 7.0 100.0 10.0 111
.20-24 0.4 1.2 6.4 485 26.0 175 100.0 10.8 145
25-29 0.0 1.3 14 51.2 15.0 31.1 100.0 10.9 134
30-34 0.0 38 29.5 324 15.3 19.1 100.0 10.3 97
35-39 0.7 12.5 37.9 28.2 53 15.5 100.0 8.0 94
40-44 0.0 13.8 445 26.0 76 8.2 100.0 7.8 129
45-49 0.0 20.2 49.2 15.8 5.1 9.8 100.0 76 140
Residence
Funafuti 0.0 741 17.1 37.8 18.4 19.7 100.0 10.5 414
Outer islands 0.3 8.8 32.5 38.1 8.7 116 100.0 9.2 437
Wealth quintile
Lowest 0.0 14.9 39.8 30.2 76 76 100.0 79 152
Second 0.7 9.4 30.4 422 11.8 5.6 100.0 9.2 179
Middle 0.0 5.1 27.6 41.2 15.1 11.0 100.0 9.7 169
Fourth 0.0 6.3 204 424 134 174 100.0 10.0 173
Highest 0.0 49 8.8 33.0 18.4 35.0 100.0 115 177
Total 0.1 8.0 25.0 37.9 134 15.6 100.0 9.7 851

T Completed 8" grade at the primary level.
2 Completed 4t grade at the secondary level.



Table 3.3: Educational attainment — Men

Percent distribution of men aged 15-49 by highest level of schooling attended or completed, and median grade completed,
according to background characteristics, Tuvalu 2007

Highest level of schooling

Median
Background No Some  Completed Some Completed  More than years Number
characteristic education  primary primary’ secondary secondary? secondary Total completed of men
Age
15-24 0.0 0.0 10.2 67.7 15.4 6.8 100.0 9.8 164
.15-19 0.0 0.0 14.4 63.1 19.3 33 100.0 9.7 91
..20-24 0.0 0.0 49 734 10.5 11.2 100.0 9.8 74
25-29 0.0 1.0 33 57.9 6.7 31.2 100.0 9.9 62
30-34 (0.0) (0.0) (48.1) (26.3) (3.1 (22.6) (100.0) (8.6) 38
35-39 (0.0) (24.3) (31.9) (11.5) (18.1) (14.2) (100.0) (7.8) 41
40-44 20 10.3 63.6 16.3 0.0 78 100.0 7.6 59
45-49 0.0 33.8 23.2 17.9 37 213 100.0 7.7 63
Residence
Funafuti 0.5 6.3 13.5 46.4 13.0 20.3 100.0 9.8 225
Outer islands 0.0 11.8 354 38.8 55 8.6 100.0 8.4 203
Wealth quintile
Lowest 0.0 17.1 33.9 39.1 3.2 6.7 100.0 79 75
Second 0.0 8.6 29.9 46.3 9.1 6.1 100.0 9.1 94
Middle 1.3 133 33.0 39.2 54 7.7 100.0 8.3 89
Fourth 0.0 32 14.7 44.2 14.3 23.6 100.0 10.0 74
Highest 0.0 3.0 8.6 44.4 14.7 29.3 100.0 10.9 96
Total men aged 15-49 0.3 8.9 23.9 42.8 9.5 14.7 100.0 94 428
50+ 0.0 448 231 18.8 14 12.0 100.0 72 130
Total men aged 15+ 0.2 17.3 23.7 372 76 14.1 100.0 9.1 558

Note: Figures in parentheses are based on 25-49 cases.
T Completed 8" grade at the primary level.
2 Completed 4t grade at the secondary level.

3.3 LITERACY ACHIEVEMENT

Table 3.4 shows that nine in out of ten Tuvaluan women in the 1549 age group are literate. Literacy is
associated with access to education. In general, younger age groups are more likely to be literate than older
groups. Illiteracy decreases from 4.6% for women in the 45-49 age group to1.0% in the 15-19 age group.
However, illiteracy is higher in the 40—44 age group than in the surrounding age cohorts. As seen in Table
3.4, these women are less likely to have attended school than the age cohorts before and after them. About
3% of outer islands women in the 15-49 age group are illiterate whereas only 1.6% of Funafuti women are
illiterate. Illiteracy decreases with women’s wealth status with 5.6% of women in the lowest quintile being
illiterate compare with 0.6% of women in the highest quintile.

Table 3.5 shows that a similar proportion of men are literate (95%). Very few men (4%) cannot read at all
when tested during the survey, which is common among men in the outer islands and those in the lowest
wealth quintile.
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Table 3.4: Literacy — Women

Percent distribution of women aged 15-49 by level of schooling attended and level of literacy, and percentage
literate, according to background characteristics, Tuvalu 2007

No schooling or primary school

Secondary Canread Canread Cannot Number
Background school or awhole part of a readat  Blind/visually Percentage of
characteristic higher sentence  sentence all impaired Missing Total literate? women
Age
15-19 87.5 8.4 32 1.0 0.0 0.0 100.0 99.0 1M
20-24 92.0 5.5 2.1 0.5 0.0 0.0 100.0 99.5 145
25-29 97.3 1.8 0.5 0.5 0.0 0.0 100.0 99.5 134
30-34 66.8 12.8 18.7 1.7 0.0 0.0 100.0 98.3 97
35-39 49.0 25.8 222 3.0 0.0 0.0 100.0 97.0 94
40-44 417 21.7 243 47 0.8 0.8 100.0 93.7 129
45-49 30.7 32.6 29.8 4.6 0.0 2.3 100.0 93.1 140
Residence
Funafuti 75.9 15.5 6.3 1.6 0.3 0.5 100.0 97.6 414
Outer islands 58.4 16.8 213 29 0.0 0.5 100.0 96.6 437
Wealth quintile
Lowest 45.3 215 27.0 5.6 0.0 0.7 100.0 93.7 152
Second 59.5 19.2 174 39 0.0 0.0 100.0 96.1 179
Middle 67.3 19.7 11.3 0.4 0.0 1.2 100.0 98.4 169
Fourth 73.2 13.2 11.5 14 0.6 0.0 100.0 98.0 173
Highest 86.3 8.1 44 0.6 0.0 0.6 100.0 98.8 177
Total 66.9 16.2 14.0 2.3 0.1 0.5 100.0 97.1 851

" Refers to women who attended secondary school or higher and women who can read a whole sentence or part of a sentence.

Table 3.5: Literacy — Men

Percent distribution of men aged 15-49 by level of schooling attended and level of literacy, and percentage literate,
according to background characteristics, Tuvalu 2007

No schooling or primary school
Secondary Canread Canread Cannot

Background school or awhole partof a readat  Blind/visually Percentage ~ Number
characteristic higher sentence  sentence all impaired Missing Total literate! of men
Age
15-19 85.6 20 9.8 26 0.0 0.0 100.0 974 91
20-24 95.1 1.6 1.7 1.7 0.0 0.0 100.0 98.3 74
25-29 95.7 22 1.0 1.1 0.0 0.0 100.0 98.9 62
30-34 (51.9) (35.5) (9.5) (3.1) (0.0) (0.0) (100.0) (96.9) 38
35-39 (43.8) (30.3) (18.6) (4.5) (2.8) (0.0 (100.0) (92.7) 41
40-44 241 51.6 20.2 41 0.0 0.0 100.0 95.9 59
45-49 43.0 221 19.1 14.7 1.1 0.0 100.0 84.2 63
Residence
Funafuti 79.7 14.6 26 26 0.5 0.0 100.0 96.9 225
Outer islands 52.9 20.6 19.7 6.5 0.3 0.0 100.0 93.2 203
Wealth quintile
Lowest 49.0 15.4 225 11.5 1.6 0.0 100.0 87.0 75
Second 61.5 18.5 15.1 42 0.7 0.0 100.0 95.1 94
Middle 52.3 29.8 12.0 58 0.0 0.0 100.0 94.2 89
Fourth 82.1 14.0 38 0.0 0.0 0.0 100.0 100.0 74
Highest 88.5 9.1 1.2 12 0.0 0.0 100.0 98.8 96
Total men aged 1549 67.0 174 10.7 44 04 0.0 100.0 95.1 428
50+ 321 231 294 7.2 5.0 3.1 100.0 84.7 130
Total men aged 15+ 58.8 18.8 15.1 5.1 1.5 0.7 100.0 92.7 558

Note: Figures in parentheses are based on 25-49 cases.
" Refers to men who attended secondary school or higher and men who can read a whole sentence or part of a sentence.
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3.4 ACCESS TO MEDIA

The 2007 TDHS collected information on the exposure of respondents to both broadcast and print media.
This information is important because it provides an indication of the exposure of women and men to mass
media that can be used to disseminate family planning, health and other information. Access to media
is relatively high for women in the 15-49 age group, especially radio. Nearly 88% of women in the
1549 age group listen to radio at least once a week. Nearly 43% of women read a newspaper once a week,
and it is assumed that these newspapers are mostly foreign language newspapers because Tuvalu does not
have its own newspaper. Television is the media least used by women in the 1549 age group, and 21% of
women use at least all three media types at least once a week.

Table 3.6: Exposure to mass media — Women

Percentage of women aged 15-49 who are exposed to specific media on a weekly basis, by background characteristics,
Tuvalu 2007

Reads a Watches Listens to the All three No media at
Background newspaper at television at least radio at least media at least least once a
characteristic least once a week once a week once a week once a week week Number
Age
15-19 46.6 459 87.3 22.7 46 111
20-24 442 433 84.4 26.0 10.2 145
25-29 522 435 87.6 28.9 7.5 134
30-34 517 30.0 92.0 225 6.9 97
35-39 389 28.2 86.0 16.6 11.7 94
40-44 38.1 28.0 91.7 18.0 5.8 129
45-49 30.7 234 86.9 114 10.6 140
Residence
Funafuti 52.0 40.7 86.6 249 6.6 414
Outer islands 343 294 89.0 17.2 9.8 437
Education
Less than secondary 244 248 84.7 12.6 131 282
Secondary 444 35.0 88.2 18.8 6.9 437
More than secondary 715 56.1 93.3 45.8 2.6 132
Wealth quintile
Lowest 224 17.0 78.7 9.7 17.9 152
Second 37.0 233 84.5 16.8 10.6 179
Middle 456 29.7 921 16.3 49 169
Fourth 495 46.0 92.9 25.7 34 173
Highest 57.6 56.1 90.2 34.6 55 177
Total 429 34.9 87.9 21.0 8.2 851

There is no strong trend in access to the three media types by age. The youngest group of women (aged
15-19) is most likely to access each form of media, particularly television and radio. However, women in
older age groups are not necessarily the least likely group to access media. Women in the 45-49 age group
are least likely (11.4%) to use any form of media, and to read a newspaper at least once a week (30.7%) or
watch television (23.4%).

Residence, on the other hand, is associated with clear differences in media exposure. Women on Funafuti
have better access to television and newspapers (but not radio) than women in the outer islands. Due to
lower literacy levels and availability of newspapers, outer islands women are much less likely to read a
newspaper (34.3%) than Funafuti women (52.0%).

Media exposure increases with both educational level and wealth quintile. For example, 58% of women
read a newspaper at least once a week in the highest wealth quintile compare with 24% in the lowest
wealth quintile. About 63% of women with more than a secondary education watch television once a week
compared with 48% of women with less than a secondary education. A comparison between Tables 3.6
and 3.7 indicate that women are somewhat more likely than men to not have access media once a week
(8.2% women, 7.3% men). This difference is explained by men having greater access to television than
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women (52% men, 35% women). There has been an increase in the number of people gaining access to
television since the introduction of SKY Pacific into Tuvalu in 2006.

Table 3.7: Exposure to mass media — Men

Percentage of men aged 15-49 who are exposed to specific media on a weekly basis, by background characteristics,
Tuvalu 2007

Reads a Watches Listens to the All three media No media at
Background newspaper at television at least radio at least at least once a least once a
characteristic least once a week once a week once a week week week Number
Age
15-19 30.3 63.9 83.7 21.7 111 91
20-24 47.8 48.1 90.4 31.3 8.0 74
25-29 54.1 58.5 89.6 34.3 48 62
30-34 (59.8) (62.1) (92.1) (27.5) (3.1 38
35-39 (52.1) (49.8) (86.2) (38.0) (8.3) 41
40-44 52.9 46.0 87.0 313 8.2 59
45-49 437 46.6 81.9 252 9.6 63
Residence
Funafuti 59.9 58.9 83.9 39.1 9.4 225
Outer islands 31.8 484 90.3 18.1 6.5 203
Education
Less than secondary 35.9 476 85.9 212 9.2 141
Secondary 426 55.3 87.5 28.2 9.0 223
More than secondary 84.3 63.2 87.0 50.1 1.9 63
Wealth quintile
Lowest 16.7 482 89.5 10.6 8.2 75
Second 358 495 84.4 217 11.9 94
Middle 49.9 49.3 88.1 28.8 7.2 89
Fourth 67.8 64.9 89.5 48.1 48 74
Highest 61.2 58.5 84.1 36.7 74 96
Total men aged 15-49 46.6 539 86.9 291 8.0 428
50+ 417 443 914 26.5 5.1 130
Total men aged 15+ 454 51.7 87.9 285 7.3 558

Note: Figures in parentheses are based on 25-49 cases.

3.5 EMPLOYMENT

In 2007 TDHS, respondents were asked a number of questions regarding their employment status,
including whether they did any work in the seven days preceding the survey, and if not, whether they had
work in the 12 months before the survey. The results for women and men are presented in Tables 3.8
and 3.9.

Figure 3.1: Women’s employment status in the 12 months preceding the survey

Currently
Not employed
employed, inthe 13
48.6% months
preceding the
survey,
48.8%

Not currently
employed,
2.6%
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At the time of the survey, 48% of women were currently employed and an additional 3% were not
employed but had worked sometime during the preceding 12 months (Fig. 3.1). About 63% of women in
the 25-29 age group are currently employed. Women who are divorced, separated or widowed are more
likely to be employed than any other women. Women on Funafuti are more likely to be employed (59%)
than women from the outer islands (40%).

Women with more than a secondary education and those in the highest wealth quintile are least likely to
have worked in the 12 months preceding the survey.

The proportion of men who are currently employed is higher than that of women (75% men, 49% women).
About 17% of men from the outer islands were employed in the 12 months preceding the survey (17%)
compared with 12% of men in Funafuti. The case is different for women, however. About 59% of women
from the outer islands were employed in the 12 months preceding compared with 37% of women in
Funafuti

Table 3.8: Employment status — Women

Percent distribution of women aged 15-49 by employment status, according to background characteristics,
Tuvalu 2007

Employed in the 12 months
preceding the survey

Not employed in the

Currently Not currently 12 months preceding Number of
Background characteristic employed' employed the survey Total women
Age
15-19 15.9 0.0 84.1 100.0 1M
20-24 46.4 3.7 49.8 100.0 145
25-29 63.0 4.0 33.0 100.0 134
30-34 57.7 4.1 38.2 100.0 97
35-39 53.3 23 444 100.0 94
40-44 53.3 1.6 45.1 100.0 129
45-49 50.2 23 474 100.0 140
Marital status
Never married 31.9 1.7 66.4 100.0 193
Married or living together 53.5 3.2 434 100.0 598
Divorced/separated/widowed 56.0 0.0 440 100.0 60
Number of living children
0 36.8 36 59.6 100.0 289
1-2 58.1 2.7 39.2 100.0 235
3-4 53.2 15 454 100.0 223
5+ 514 21 46.5 100.0 105
Residence
Funafuti 58.5 42 37.3 100.0 414
Outer islands 39.5 11 59.4 100.0 437
Education
Less than secondary 40.7 12 58.1 100.0 282
Secondary 451 39 51.1 100.0 437
More than secondary 78.1 1.6 20.3 100.0 132
Wealth quintile
Lowest 40.5 0.5 59.1 100.0 152
Second 4.7 0.6 57.7 100.0 179
Middle 49.8 5.7 445 100.0 169
Fourth 458 38 50.5 100.0 173
Highest 65.0 24 32.6 100.0 177

"“Currently employed’ is defined as having done work in the past seven days, and.includes people who did not work in the past seven days but who are regularly
employed and were absent from work for leave, illness, vacation, or any other such reason.
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Table 3.9: Employment status — Men

Percent distribution of men aged 15-49 by employment status, according to background characteristics,
Tuvalu 2007

Employed in the 12 months
preceding the survey

Not employed in the

Currently Not currently 12 months preceding Number of
Background characteristic employed! employed the survey Total men
Age
15-19 57.1 11.3 31.6 100.0 91
20-24 70.3 8.5 21.1 100.0 74
25-29 83.1 9.3 7.6 100.0 62
30-34 (84.7) (12.3) (3.1 (100.0) 38
35-39 (92.5) (5.8) (1.6) (100.0) 41
40-44 79.3 11.5 9.2 100.0 59
45-49 82.7 8.0 9.3 100.0 63
Marital status
Never married 68.0 9.2 22.7 100.0 194
Married or living together 82.9 104 6.7 100.0 224
Divorced/separated/widowed * * * * 9
Number of living children
0 68.9 10.6 20.5 100.0 224
1-2 82.8 7.9 9.3 100.0 85
34 87.9 72 49 100.0 72
5+ (77.6) (12.3) (10.1) (100.0) 46
Residence
Funafuti 75.5 7.8 16.7 100.0 225
Outer islands 76.2 1.7 121 100.0 203
Education
Less than secondary 81.0 8.2 10.8 100.0 141
Secondary 67.6 12.5 19.9 100.0 223
More than secondary 93.5 2.7 3.7 100.0 63
Wealth quintile
Lowest 716 10.5 17.8 100.0 75
Second 69.0 11.4 19.7 100.0 94
Middle 83.0 9.5 75 100.0 89
Fourth 78.4 8.9 12.7 100.0 74
Highest 773 8.0 14.7 100.0 96
Total men aged 1549 75.8 9.6 14.5 100.0 428
50+ 74.0 8.2 17.8 100.0 130
Total men aged 15+ 754 9.3 156.3 100.0 558

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"“Currently employed’ is defined as having done work in the past seven days, and includes people who did not work in the past seven days but who are
regularly employed and were absent from work for leave, illness, vacation, or any other such reason.

3.6 OCCUPATION

Respondents who were currently employed or had worked in the 12 months preceding the survey were
asked to specify their occupation. Tables 3.10 and 3.11 show data on occupation of employed women and
men. Most employed women are in professional/technical/managerial sector where over one-quarter (30%)
of women in the 15-49 age group are employed. This is not the case for men, however, who are mostly
employed men in the agriculture sector (37%). The next most common occupation sector for employed
women is clerical, where one-sixth of women are employed. For men, the next most common occupation is
professional/technical/managerial at 18%. About 12% of employed women in the 15-49 age group are in
unskilled manual labour sector at 1.5%. About 4% of employed women in the 15-49 age group are in the
agricultural sector.
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Residence has a significant impact on occupation type. Women and men are likely to be involved in
agricultural activities in the outer islands. Those with less education and in the lower wealth quintiles are
more likely to work in agriculture activities.

Table 3.10: Occupation — Women

Percent distribution of women aged 15-49 employed in the 12 months preceding the survey by occupation, according to
background characteristics, Tuvalu 2007

Professional/ Sales Number
Background technical/ and Skilled  Unskilled Domestic of
characteristic managerial Clerical  services  manual manual service Agriculture Missing Total women
Age
15-19 " * * " " * * " * 18
20-24 215 29.9 25.7 0.0 74 10.8 0.0 46 100.0 73
25-29 424 36.8 72 0.0 6.7 5.6 1.4 0.0 100.0 90
30-34 40.9 275 6.4 0.0 12.9 9.1 22 1.0 100.0 60
35-39 36.1 74 8.3 4.1 14.4 211 8.6 0.0 100.0 52
40-44 248 15.9 24.2 15 12.9 16.4 44 0.0 100.0 71
45-49 20.3 6.7 18.4 3.0 22.9 20.2 8.5 0.0 100.0 74
Marital status
Never married 30.3 23.7 18.8 1.7 53 16.6 2.7 1.0 100.0 65
Married or living
together 32.0 21.8 14.7 1.0 12.8 12.4 4.3 1.0 100.0 339
Divorced/separate
d/ widowed (13.6) (11.5) (17.9) (6.4) (19.3) (27.5) (3.7) (0.0) (100.0) 34
Number of living children
0 33.3 329 14.1 0.9 7.7 9.0 1.5 0.6 100.0 17
1-2 29.9 22.6 20.2 0.0 9.3 134 28 1.9 100.0 143
34 335 10.4 135 27 13.5 18.7 7.7 0.0 100.0 122
5+ 18.7 174 1.1 39 26.1 174 4.3 1.1 100.0 56
Residence
Funafuti 255 25.1 17.6 25 9.2 17.6 25 0.0 100.0 260
Outer islands 374 15.8 12.5 0.0 16.6 9.3 6.2 22 100.0 178
Education
Less than
secondary 6.7 6.2 22.3 2.8 251 30.7 6.3 0.0 100.0 118
Secondary 215 311 18.6 1.0 10.1 11.6 4.4 1.5 100.0 214
More than
secondary 747 18.4 1.7 1.0 20 1.0 0.6 0.6 100.0 106
Wealth quintile
Lowest 32.8 5.3 11.1 0.0 22.6 219 6.3 0.0 100.0 62
Second 247 1.9 17.7 0.0 259 13.7 26 36 100.0 76
Middle 235 21.7 18.5 1.2 8.3 13.3 76 0.0 100.0 94
Fourth 26.1 26.1 15.1 338 8.7 14.7 4.0 1.5 100.0 86
Highest 41.0 27.2 14.5 18 36 10.9 0.9 0.0 100.0 120
Total 304 21.3 15.5 1.5 12.2 14.2 4.0 0.9 100.0 437

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
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Table 3.11: Occupation — Men

Percent distribution of men aged 15-49 employed in the 12 months preceding the survey by occupation, according to
background characteristics, Tuvalu 2007

Professional/ Sales
Background technical/ and Skilled  Unskilled Domestic Number
characteristic managerial ~ Clerical services manual  manual service  Agriculture  Missing  Total of men
Age
15-19 0.0 0.0 0.0 214 171 75 52.1 1.9 100.0 62
20-24 6.1 52 6.1 14.2 22.3 4.0 40.1 20 100.0 58
25-29 235 3.1 0.0 1.3 25.2 9.3 27.6 0.0 100.0 58
30-34 (24.6) (0.0) (1.7) (19.0) (29.5) (4.9 (20.3) (0.0)  (100.0) 37
35-39 (24.9) (5.8) (7.0) (5.7) (27.0) (1.7) (28.0) (0.0)  (100.0) 41
40-44 78 0.0 2.1 9.9 281 25 49.7 0.0 100.0 53
45-49 30.3 22 6.2 124 15.4 74 26.1 0.0 100.0 57
Marital status
Never married 55 12 23 14.9 22.0 5.9 46.6 1.6 100.0 150
Married or living
together 23.6 29 35 13.1 234 5.5 28.0 0.0 100.0 209
Divorced/separated/
widowed * * * " * * * " * 6
Number of living children
0 8.1 27 20 15.1 217 5.6 434 1.3 100.0 178
1-2 229 33 37 10.7 29.5 741 22.8 0.0 100.0 78
3-4 23.0 1.6 1.9 11.6 201 34 38.4 0.0 100.0 69
5+ (23.2) (0.0) (9.6) (15.8) (20.1) (6.2) (25.2) (0.0)  (100.0) 41
Residence
Funafuti 18.8 1.9 25 12.5 30.0 8.8 244 1.3 100.0 188
Outer islands 12.6 2.8 39 14.7 15.4 22 48.3 0.0 100.0 178
Education
Less than
secondary 6.4 14 41 13.3 29.0 54 40.4 0.0 100.0 126
Secondary 57 25 29 16.4 22.8 6.9 414 1.3 100.0 179
More than
secondary 64.8 39 1.9 5.8 10.4 1.9 11.3 0.0 100.0 61
Wealth quintile
Lowest 16.2 28 0.0 6.9 26.0 73 40.7 0.0 100.0 62
Second 8.0 1.7 46 134 235 55 43.3 0.0 100.0 76
Middle 58 24 5.7 16.6 28.7 71 33.7 0.0 100.0 82
Fourth 17.2 0.0 1.8 12.8 255 73 355 0.0 100.0 64
Highest 315 43 29 16.4 121 14 28.5 29 100.0 82
Total men aged
15-49 15.8 23 32 13.6 22.9 5.6 36.0 0.6 100.0 366
50+ 251 0.0 43 9.7 204 22 38.3 0.0 100.0 107
Total men aged 15+ 17.9 1.8 34 12.7 22.3 4.8 36.6 0.5 100.0 473

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
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3.7 EARNINGS, EMPLOYERS AND CONTINUITY OF EMPLOYMENT

Table 3.12 shows the percent distribution of employed women by type of earnings and employment
characteristics. Results for agricultural work or not discussed because there were less than 25 respondents
in this category. Almost all employed women are doing non-agricultural work, and nearly all of these
(85%) are paid by cash and are employed by non-family members (68%). More than 68% of employed
women continue to work through the year doing non-agricultural work.

Table 3.12: Type of employment — Women

Percent distribution of women aged 15-49 employed in the 12 months preceding the survey
by type of earnings, type of employer, and continuity of employment, according to type of
employment (agricultural or non-agricultural), Tuvalu 2007

Employment characteristic Agricultural work Nonagricultural work Total

Type of earnings

Cash only * 84.9 83.3
Cash and in-kind * 9.3 94
In-kind only * 21 24
Not paid * 3.8 45
Missing * 0.0 05
Total * 100.0 100.0
Type of employer
Employed by family member * 9.4 104
Employed by non-family member * 67.8 65.1
Self-employed * 222 236
Missing * 0.5 1.0
Total 100.0 100.0
Continuity of employment
All year * 68.7 67.2
Seasonal * 20.3 21.0
Occasional * 10.5 10.9
Missing * 0.5 1.0
Total * 100.0 100.0
Number of women employed during the
last 12 months 18 416 437

Note: Total includes four women with missing information on type of employment who are not shown separately. An asterisk indicates
that a figure is based on fewer than 25 cases and has been suppressed.

3.8 HEALTH INSURANCE COVERAGE

The 2007 TDHS asked respondents if they were covered by a specific type of health insurance. In Tuvalu
there are a limited number of companies offering such services. In general, the government of Tuvalu
prefers not to have health insurance for two reasons: 1) All medical service are free within the country. If
medical treatment is not available within Tuvalu, then a patient can go to either Fiji or New Zealand for
treatment, where medical costs are funded by the government of either New Zealand or Tuvalu (there is,
therefore, no incentive for residents to have health insurance); 2) Only a limited number of companies in
Tuvalu offer health insurance services and because people cannot access these services because of their
location (particularly true in the outer islands). Two main institutions offered some form of health
insurance: Colonial and the Tuvalu National Provident Fund. About 92% of both men and women do not
have health insurance. About 4% of women and 6% of men in the 15-49 age group have privately
purchased commercial health insurance. Other employer-based insurance is the next common type of
health insurance for men and women in the 15—49 age group. Social security type is the least common
health insurance.
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Table 3.13: Health insurance coverage — Women

Percentage of women aged 15-49 with specific types of health insurance coverage, according to background
characteristics, Tuvalu 2007

Privately purchased

Background Other employer commercial Number
characteristic Social security based insurance insurance Other None of women
Age
15-19 0.0 0.0 20 0.0 98.0 1M
20-24 0.4 15 6.4 0.0 91.6 145
25-29 39 5.8 1.8 0.8 89.2 134
30-34 1.8 22 3.1 22 90.6 97
35-39 0.0 14 0.7 0.0 97.9 94
40-44 0.8 1.6 34 0.8 93.3 129
45-49 2.0 038 8.6 0.0 88.6 140
Residence
Funafuti 13 24 45 1.0 90.8 414
Outer islands 14 1.6 36 0.0 93.9 437
Education
Less than secondary 0.8 1.6 3.6 0.0 93.9 282
Secondary 0.9 18 38 0.0 94.0 437
More than secondary 4.1 3.2 5.3 3.3 84.1 132
Wealth quintile
Lowest 0.7 0.9 35 0.0 94.9 152
Second 0.7 25 53 0.0 914 179
Middle 25 25 3.0 0.6 92.6 169
Fourth 1.6 13 28 0.0 94.4 173
Highest 1.2 24 5.3 18 89.2 177
Total 14 2.0 4.0 0.5 924 851

Table 3.14: Health insurance coverage — Men

Percentage of men aged 15-49 with specific types of health insurance coverage, according to background
characteristics, Tuvalu 2007

Background Other employer Privately purchased Number of
characteristic Social security based insurance  commercial insurance None men
Age

15-19 26 0.0 26 97.4 9N
20-24 0.0 32 6.4 93.6 74
25-29 38 75 17.7 78.6 62
30-34 (0.0) (0.0) (3.1) (96.9) 38
35-39 (0.0) (0.0) (11.3) (88.7) 41
40-44 20 0.0 1.1 96.9 59
45-49 1.9 1.0 75 91.5 63
Residence

Funafuti 31 31 12.0 86.5 225
Outer islands 0.0 0.3 1.1 98.6 203
Education

Less than secondary 17 0.0 0.8 98.3 141
Secondary 1.0 2.9 5.2 93.9 223

More than secondary 3.7 1.9 26.0 722 63




Table 3.14 (continued)

Background Other employer Privately purchased Number of
characteristic Social security based insurance ~ commercial insurance None men

Wealth quintile

Lowest 1.6 0.0 0.9 97.6 75
Second 25 1.2 55 94.5 94
Middle 1.3 0.7 1.3 98.0 89
Fourth 0.0 32 12.7 87.3 74
Highest 25 37 135 84.1 96
Total men aged 15-49 1.6 1.8 6.8 922 428
50+ 0.9 2.3 44 94.3 130
Total men aged 15+ 1.5 1.9 6.3 92.7 558

Note: Figures in parentheses are based on 25-49 cases.

3.9 KNOWLEDGE AND ATTITUDES CONCERNING TUBERCULOSIS

Tuberculosis (TB) is a leading cause of death in the world and a major health concern in the developing
world. TB is caused the bacteria Mycobacterium tuberculosis whose transmission is mainly airborne
through droplets that are coughed or sneezed by infected people. The infection primarily concentrates in
the lungs but in some cases it can be transmitted to other parts of the body. The very young, the very old
and people with a suppressed immune system are especially prone to contracting the disease when exposed
to it. The 2007 TDHS collected information on men’s and women’s level of TB awareness. Specifically,
they were asked whether they have heard of the disease, how it spreads from one person to another,
whether it can be cured, and whether they would want to keep it secret that a family member had TB. This
information is useful in designing programmes to combat and limit the spread of this disease.

Tables 3.15 and 3.16 show the percentage of women and men who have heard of TB, and of those who
have heard it, their knowledge and attitudes concerning TB, according to background characteristics.
Knowledge of TB is almost universal among women (96%) and men (95%) in Tuvalu. There is very little
variation in awareness by background characteristics, although knowledge of women who have heard of
TB increases somewhat with educational attainment. For example, 95% of women with less than a
secondary education have heard of TB compared with 98% with a secondary education or higher.

Three out of five women (61%) who have heard of TB reported that it spreads through the air by coughing
or sneezing. Knowledge of how TB is spread differs among age groups and wealth quintiles. Women in the
15-19 age group and women in the second lowest quintile are the least aware of how TB is spread.

More women from the outer islands have heard of TB (98%) than women on Funafuti (93%). However,
more women on Funafuti (70%) than in the outer islands (53%) correctly answered that TB is spread
through the air by coughing.

Wanting to keep a family member’s illness secret is a sign of stigma against people with TB. The 2007
TDHS revealed that 17% of all women in the 1549 age group would keep it secret that a family member
has TB. Younger women and women living in Funafuti are slightly more likely to want to keep the illness
a secret.
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Table 3.15: Knowledge and attitude concerning tuberculosis — Women

Percentage of women aged 15-49 who have heard of tuberculosis (TB), and among women who have heard of TB, the
percentage who know that TB is spread through the air by coughing, the percentage who believe that TB can be cured,
and the percentage who would want to keep it secret that a family member has TB, by background characteristics,
Tuvalu 2007

Among all women: Among women who have heard of TB:
Percentage who Percentage
report that TB is Percentage who would
Percentage spread through who believe want a family

Background who have the air by that TBcanbe = member's TB Number of
characteristic heard of TB Number coughing cured kept secret women
Age

15-19 914 111 51.2 79.1 314 102

20-24 97.0 145 62.7 87.3 21.0 141

25-29 97.9 134 68.9 90.3 19.0 131

30-34 93.7 97 57.3 83.8 12.2 N

35-39 95.5 94 59.3 87.3 14.0 90

40-44 94.9 129 62.3 95.7 11.3 123

45-49 96.9 140 59.1 92.5 10.4 136
Residence

Funafuti 92.9 414 69.5 90.4 18.1 385

Outer islands 98.0 437 52.7 86.8 16.0 428
Education

Less than secondary 94.6 282 53.0 86.9 14.7 266

Secondary 95.3 437 61.6 87.9 20.8 416

More than secondary 98.4 132 73.0 93.5 9.3 130
Wealth quintile

Lowest 971 152 57.4 85.4 17.3 148

Second 94.5 179 48.7 81.9 15.1 169

Middle 94.9 169 69.4 91.3 14.2 160

Fourth 96.9 173 59.2 92.1 20.6 168

Highest 94.5 177 68.6 91.6 17.5 168
Total 95.5 851 60.6 88.5 17.0 813

Table 3.16: Knowledge and attitude concerning tuberculosis — Men

Percentage of men aged 15-49 who have heard of tuberculosis (TB), and among men who have heard of TB, the
percentage who know that TB is spread through the air by coughing, the percentage who believe that TB can be cured,
and the percentage who would want to keep it secret that a family member has TB, by background characteristics,
Tuvalu 2007

Among all men: Among respondents who have heard of TB:
Percentage who Percentage
report that TB is Percentage who would
Percentage spread through who believe want a family
Background who have the air by that TBcanbe  member's TB Number of
characteristic heard of TB Number coughing cured kept secret men
Age
15-19 92.9 91 52.9 81.7 15.1 84
20-24 914 74 50.5 83.6 10.1 67
25-29 95.2 62 57.6 96.1 10.9 59
30-34 (95.3) 38 (67.2) (97.0) (7.9) 36
35-39 (100.0) 41 (64.2) (97.2) (4.4) 41
40-44 98.1 59 44.7 95.7 6.4 58
45-49 98.1 63 62.2 95.2 0.0 62
Residence
Funafuti 94.3 225 55.8 91.7 10.5 212
Outer islands 96.6 203 55.9 90.3 6.2 196




Table 3.16 (continued)

Among all men: Among respondents who have heard of TB:
Percentage who Percentage
report that TB is Percentage who would
Percentage spread through who believe want a family
Background who have the air by that TBcanbe ~ member's TB Number of
characteristic heard of TB Number coughing cured kept secret men
Education
Less than secondary 98.0 141 57.0 927 6.1 138
Secondary 93.9 223 52.4 88.0 11.8 210
More than secondary 94.5 63 65.3 98.0 1.8 60
Wealth quintile
Lowest 94.6 75 50.9 90.6 10.3 71
Second 94.4 94 51.1 90.1 6.3 89
Middle 96.1 89 56.3 93.5 5.1 85
Fourth 96.8 74 57.8 92.1 124 71
Highest 95.1 96 62.3 89.2 9.0 91
Total men aged 15-49 95.4 428 55.9 91.0 84 408
50+ 96.8 130 52.8 94.3 14 126
Total men aged 15+ 95.7 558 55.1 918 6.8 534

Note: Figures in parentheses are based on 25-49 cases.

3.10  TOBACCO USE

Smoking and other uses of tobacco affect women’s and men’s health, and may adversely affect children’s
health, especially in terms of vulnerability to respiratory illnesses. In addition, tobacco use during
pregnancy increases the risk of having a small baby or low birth weight baby. Women and men
interviewed in the 2007 TDHS were asked about their smoking habits. Tables 3.17 and 3.18 show the
percentage of women who use various types of tobacco and the percent distribution of cigarettes smoked in
the preceding 24 hours, according to background characteristics.

Overall, about 72% of women and 42% of men do not use tobacco. About 24% of women and 55% of men
smoke cigarettes. Among pregnant women, 22% use some form of tobacco and most of these women
smoke cigarettes (20%). Tobacco use varies greatly by background characteristics. Older women and men
are much more likely to use tobacco than younger ones. About 30% of women in the 4549 age group
smoke other tobacco (most probably ‘sului’”) compared with 12% in the 15-19 age group.

Women and men with little education and those in lower wealth quintiles are more likely to use tobacco.
About 32% of women in the outer islands smoke some form of tobacco compared with 25% on Funafuti.
About 64% of men in the outer islands smoke tobacco compared with 53% on Funafuti. Women with less
than a secondary education are more likely to smoke tobacco (65%) compared with women with a
secondary and tertiary level education. Similarly, men with less than a secondary education are more
likely to smoke tobacco (35%) compared to men with more than a secondary education.

6 A local traditionally made ‘cigarette’.

42



Table 3.17: Tobacco use — Women

Percentage of women aged 15-49 who smoke cigarettes or a pipe or use other tobacco products and the percent distribution of cigarette smokers by number of cigarettes smoked in

preceding 24 hours, according to background characteristics and maternity status, Tuvalu 2007

Uses tobacco Number of cigarettes in the last 24 hours
Number of

Background Do not use Number of Do not know/ cigarette
characteristic Cigarettes Pipe Other tobacco tobacco women 1-2 3-5 6-9 10+ missing Total smokers
Age

15-19 255 0.0 115 734 1M (61.3) (29.7) (4.3) 4.7) (0.0) (100.0) 28

20-24 24.8 14 14.6 73.6 145 (36.0) (40.1) 9.0) (14.9) (0.0 (100.0) 36

25-29 12.6 0.0 71 86.0 134 * * * * * * 17

30-34 18.0 11 18.4 76.9 97 * * * * * * 17

35-39 27.6 1.2 21.9 61.8 94 * * * * * * 26

40-44 27.8 33 234 67.5 129 (58.1) (20.6) (12.5) (8.9) (0.0 (100.0) 36

45-49 312 1.2 29.7 61.7 140 (28.5) (28.4 17.9) (25.2) (0.0) (100.0) 44
Residence

Funafuti 234 1.3 10.0 75.1 414 258 39.3 15.7 19.1 0.0 100.0 97

Outer islands 24.6 1.1 25.7 68.5 437 62.4 20.1 41 12.9 0.6 100.0 108
Education

Less than secondary 26.3 25 26.3 65.0 282 44.4 34.0 10.8 10.0 0.8 100.0 74

Secondary 24.9 0.7 16.7 72.6 437 46.1 25.9 8.1 19.9 0.0 100.0 109

More than secondary 16.4 0.0 5.1 83.1 132 * * * * * * 22
Maternity status

Pregnant 19.9 0.0 16.8 78.9 51 * * * * * * 10

Breastfeeding (not

pregnant) 15.9 0.0 12.6 80.8 123 56.7 255 33 14.5 0.0 100.0 19

Neither 25.8 1.5 19.2 69.5 677 44.3 28.8 10.8 15.7 0.3 100.0 175
Wealth quintile

Lowest 216 0.4 28.2 68.8 152 (47.4) (29.2) (7.6) (15.8) (0.0) (100.0) 33

Second 22.7 1.2 23.9 70.7 179 (42.8) (38.4) 4.2) (14.6) (0.0) (100.0) 41

Middle 324 1.3 213 65.2 169 (46.1) (26.8) (7.1 (18.9) (1.1) (100.0) 55

Fourth 251 1.2 134 735 173 (54.6) (22.9) (12.5) (10.0) (0.0) (100.0) 43

Highest 18.4 1.8 5.0 79.7 177 (31.6) (29.9) (18.6) (19.9) (0.0) (100.0) 33
Total 240 1.2 18.1 "7 851 451 29.2 9.6 15.8 0.3 100.0 204

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
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Table 3.18: Tobacco use — Men

Percentage of men aged 15-49 who smoke cigarettes or a pipe or use other tobacco products and the percent distribution of cigarette smokers by number of cigarettes smoked in preceding
24 hours, according to background characteristics, Tuvalu 2007

Uses tobacco Number of cigarettes in the last 24 hours
Number of

Background Do not use Number of Do not know/ cigarette
characteristic Cigarettes Pipe Other tobacco tobacco men 0 1-2 3-5 6-9 10+ missing Total smokers
Age
15-19 472 0.0 46.0 514 91 (4.6) (17.1) (27.0) (11.3) (37.4) (2.6) (100.0) 43
20-24 55.8 1.5 53.2 42.7 74 (6.9) (12.8) (31.5) (19.8) (29.1) (0.0) (100.0) 41
25-29 51.7 0.0 47.0 46.3 62 (0.0) (12.3) (21.8) (9.4) (56.5) (0.0) (100.0) 32
30-34 (50.6) (0.0) (48.8) (45.1) 38 * * * * * * * 19
35-39 (65.9) (0.0) (57.4) (34.1) 41 (2.0) (14.2) (26.2) (12.8) (44.8) (0.0) (100.0) 27
40-44 60.5 0.0 62.3 32.8 59 (12.5) (20.1) (5.2) (8.5) (53.6) (0.0) (100.0) 35
45-49 61.4 0.0 56.1 35.6 63 (13.5) (6.5) (35.6) (7.4) (37.1) (0.0) (100.0) 38
Residence
Funafuti 52.6 0.0 443 474 225 1.0 9.9 24.8 11.9 52.5 0.0 100.0 118
Outer islands 58.3 0.5 61.5 36.1 203 1.7 175 25.0 10.5 34.3 0.9 100.0 118
Education
Less than secondary 60.3 0.0 62.8 34.7 141 10.9 13.9 23.8 7.7 43.7 0.0 100.0 85
Secondary 56.4 0.5 52.7 418 223 45 14.6 246 14.0 414 0.9 100.0 126
More than secondary 40.3 0.0 284 59.7 63 * * * * * * * 25
Wealth quintile
Lowest 57.4 0.0 58.5 40.8 75 54 15.2 18.9 12.5 455 25 100.0 43
Second 60.8 1.2 59.3 36.2 94 10.1 15.2 32.2 74 35.1 0.0 100.0 57
Middle 60.9 0.0 66.7 31.2 89 (7.5) (20.6) (13.7) (6.4) (51.8) (0.0) (100.0) 54
Fourth 55.1 0.0 48.0 449 74 (4.1) (6.1) (25.5) (15.6) (48.6) (0.0) (100.0) 41
Highest 433 0.0 3141 56.7 96 (2.8) (8.5) (35.1) (17.0) (36.6) (0.0 (100.0) 41
Total men aged 15-49 55.3 0.3 52.4 421 428 6.3 13.7 249 11.2 434 0.5 100.0 237
50+ 53.6 0.0 56.8 39.2 130 14.9 24.0 19.8 10.9 30.4 0.0 100.0 70
Total men aged 15+ 54.9 0.2 53.4 414 558 8.3 16.1 23.7 111 40.5 04 100.0 306

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
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3.11

KEY RESULTS

This section provides a summary of key issues regarding men and women in the reproductive age
group of 15-49, and identifies issues that enhance women’s empowerment.

1.

According to the 2007 TDHS, there are about twice as many women as men (850 women
and 428 men) in Tuvalu. This pattern reflects the fact that more men are working overseas
as seafarers. More than 70% of women are reported to be married compared with 52% of
men.

The proportion of both women and men in Tuvalu are evenly distributed across different
wealth quintiles. The most common church in Tuvalu is the Ekalesia Kerisiano. More
than 80% of women and men claim to be Tuvaluans.

Very few women and men have no education. One in every four (about 25%) women and
24% of men have completed a primary level of education. There is a decline in the
proportion of both women and men having completed secondary education and almost the
same proportion of women and men (16% women, 15% men) have completed higher than
secondary. More women and men are reported to have some secondary education.

Access to media is relatively high for women in the 15-49 age group, especially radio.
Nearly 88% of women in the 15-49 age group listen to radio at least once a week, and
about 43% reading a newspaper once a week.

More women (49%) than men (15%) reported not being employed in the 12 months
preceding the survey. These women are more likely to be in the lowest wealth quintile
with and have limited (secondary or primary) education. Women are more likely to hold
professional/technical /managerial and clerical jobs than are men. The majority of women
work for cash only in non-agricultural work, are employed by non-family members, and
are more likely to work throughout the year.

The majority of women and men do not have health insurance, reflecting the fact that
health insurance services are limited in the country. However less than 10% of women
and men have privately purchased commercial health insurance.

Knowledge of TB is almost universal among women and men in Tuvalu (96% and 95%,
respectively). There is very little variation in awareness by background characteristics,
although the number of women who have heard of TB increases somewhat with
educational attainment. Cigarette smoking is twice as high among men (55%) than among
women (24%).
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CHAPTER 4 FERTILITY

The 2007 TDHS collected information on current, past and cumulative fertility. Drawing on birth
history information collected in the survey, this chapter describes current fertility and differentials
in fertility by background characteristics, and trends in fertility, which permits an examination of
changes in age-specific fertility rates by specific time periods going back 20 years before the
survey.

This chapter also presents information on the cumulative fertility of female respondents.
Cumulative fertility tables are derived from a sequence of questions about the number of sons and
daughters that a woman has had who are living in the household, who are living elsewhere, and
who have died. The information on cumulative fertility is presented in terms of the mean number
of children ever born and the mean number of surviving children to women classified by five-year
age groups.

The chapter also presents information on birth intervals for births in the five years preceding the
survey, age at first birth for five-year age groups of women, and information on teenage pregnancy
and motherhood by single year of age for youngest survey respondents (i.e. women aged 15-19).
These data are important because they indicate the beginning of a woman’s reproductive life.

4.1  DEFINITIONS, METHODOLOGY AND ASSESSMENT OF
DATA QUALITY

Fertility measures or indicators presented in this chapter are defined as follows.

Age specific fertility rate (ASFR): The number of births per women for each specific age group.
The ASFR is calculated by taking the total number of births of women for each age group over
that total number of women in that same age group.

Total fertility rate (TFR): The average number of children that would be born to a woman by the
time she ended childbearing if she were to pass through all her childbearing years conforming to
the age-specific fertility rate of a given year.

General fertility rate (GFR): The number of live births per 1,000 women aged 1549 in a given
year.

Crude birth rate (CBR): The total number of births per 1,000 population.

Fertility information is collected using the women’s questionnaire, which contains questions
regarding the birth history of every eligible woman aged 15—49. The birth history captures the
total number of all living and dead children a woman has given birth to, children’s date of birth,
current age (if alive) and age at death (if dead), and whether the children are living with the
mother or not. Although birth history tries to capture all births, the data obtained might be subject
to various types of errors such as:

= under-reporting of births, particularly the omission of children living elsewhere and those
births that died very young (at birth or several hours after births), which could resulted in
underestimation of births;

= misreporting of date of birth, and/or age, in particular, the tendency in rounding off dates
of birth or ages which could resulted in under- or over-estimation of fertility at certain
ages and/or certain periods of time; and

= selective bias — the questions were posed only to women who survived, and assumed
that the fertility level for women who died prior to the survey differed from that of
survivors; the fertility level obtained from the survey, therefore, might be slightly biased.
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Other types of errors could be:

= very young women (teenagers) did not state the birth of their child;

= unmarried women did not state the birth of their child;

=  women whose child died shortly after birth did not state the birth of the child;

= women did not state the birth of a child from different father than their present husband;

= women who had multiple births (either twins or triplets), or had two births during the
12-month period before the census, only recorded one birth;

= women temporarily absent from their permanent household were counted, but their
fertility status was not recorded, and/or wrongly assumed to be zero;

= older women (who already had many children) did not remember the exact date of birth
of their last child;

= inclusion of adopted or foster children as own biological children; and
= errors during data recording and/or processing

4.2 CURRENT FERTILITY

The current fertility level is the most important topic in this chapter because of its direct relevance
to population policies and programmes. Table 4.1 shows estimates of current fertility levels for
Tuvalu as a whole, and for Funafuti and the outer islands. To reduce sampling errors and avoid
any possible problems of displacement of births for a period of five to six years before the survey,
a three-year TFR is computed to provide the most recent estimates of current fertility levels.”

The TFR is 3.9, which means that Tuvaluan women have, on average, 3.9 children by the end of
their reproductive period, assuming that fertility levels remain constant at the level observed in the
three-year period before the survey. The 2002 Tuvalu population census reported a TFR of 3.7 for
the period 2000-2003.

The TFR in Funafuti (4.2) is considerably higher than the rate observed in the rural outer islands
(3.7). The ASFR in Table 4.1 and Figure 4.1 show higher rates of childbearing in the 20-24 and
30-39 age groups in Funafuti than in the outer islands. This pattern is associated with a low
median age at first marriage and a low median age at first intercourse among women and men in
the outer islands compared with urban Funafuti. Also, young women are more likely to enter a
marital union than men. However, caution is recommended when interpreting these fertility rates
because the number of women interviewed in the 2007 TDHS is small (i.e. based on less than
1,000 women in the reproductive age group).

” Numerators of the ASFR are calculated by summing the number of live births that occurred in the period 1-36
months preceding the survey (determined by the date of interview and the date of birth of the child) and classifying
them by the age (in five-year age groups) of the mother at the time of birth (determined by the mother’s date of
birth). The denominators of the rates are the number of woman-years lived in each of the specified five-year
groups during the 1-36 months preceding the survey.
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Table 4.1: Current fertility

Age-specific fertility rate and total fertility rate, the general fertility
rate, and the crude birth rate for the three years preceding the
survey, by residence, Tuvalu 2007

Residence
Age group Funafuti Outer islands Total
15-19 31 62 42
20-24 216 170 195
25-29 226 252 240
30-34 176 150 163
35-39 152 59 96
40-44 36 37 37
45-49 10 5 7
TFR (15-49) 42 37 39
GFR 135 17 126
CBR 320 21.0 26.2

Notes: Age-specific fertility rates are per 1,000 women. Rates for the 45-49 age group may be
slightly biased due to truncation. Rates are for the period 1-36 months prior to interview.

TFR = total fertility rate expressed per woman

GFR = general fertility rate expressed per 1,000 women
CBR = crude birth rate, expressed per 1,000 population
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4.3 FERTILITY BY BACKGROUND CHARACTERISTICS

Fertility varies by a woman’s place of residence, educational attainment, and other background
characteristics. Table 4.2 shows several indicators of fertility, mainly the TFR, the mean number
of births to women aged 40—49, and the percentage of currently pregnant women. The mean
number of births to women aged 40—49 is an indicator of cumulative fertility, and reflects the
fertility performance of older women who are nearing the end of their reproductive period. If
fertility remains stable over time, two fertility measures — TFR and children ever born — tend to
be very similar. Although this approach may be biased because of understatement of parity
reported by older women, a comparison of completed fertility among women aged 40—49 with the
TFR provides an indication of fertility change. The percentage of pregnant women provides a
useful additional measure of current fertility, although it is recognised that it may not capture all
pregnancies in an early stage.

The TFR is estimated to be 3.9, the percentage of women aged 15—49 who are currently pregnant
is about 6%, and the mean number of children ever born to women aged 40—49 is estimated to be
about 3.4.

As noted earlier, urban fertility is higher than rural fertility. However, there is a higher percentage
of women aged 15-49 in the outer islands who were pregnant during the survey. There was a
difference of 0.5 children in the mean number of children ever born to women aged 40—49
between women residing in urban Funafuti (3.7) and the outer islands (3.2).

Results of the 2007 TDHS show that women with a higher education have a lower fertility rate
(2.8) than women with less than a secondary education (3.5). On the other hand, the percentage of
women aged 15—49 who are currently pregnant increases with education level. For example, about
2.5% of women with less than a secondary education are pregnant compared with 11.6% who
have more than a secondary education. Completed fertility declines with higher education levels.
While women with less than a secondary education had a mean number of 3.4 children, women
with more than a secondary education had only a mean number of 2.5 children.

Women in the second and third wealth quintiles showed higher fertility levels (4.3 and
5.5 children, respectively) than women in all other wealth quintiles. Women in the highest wealth
quintile had the lowest number of children (2.8).

Table 4.2: Fertility by background characteristics

Total fertility rate for the three years preceding the survey, the percentage of
women aged 15-49 currently pregnant, and mean number of children ever born to
women aged 40-49, by background characteristics, Tuvalu 2007

Percentage Mean number of
women aged children ever
Total fertility 15-49 currently born to women
Background characteristic rate pregnant aged 40-49
Residence
Funafuti 42 5.2 3.7
Outer islands 37 6.6 3.2
Education
Less than secondary 35 25 34
Secondary 43 6.5 3.7
More than secondary 2.8 11.6 25
Wealth quintile
Lowest 3.6 7.0 3.3
Second 43 6.6 3.3
Middle 5.5 72 35
Fourth 33 45 35
Highest 2.8 47 34
Total 39 6.0 34

Note: Total fertility rates are for the period 1-36 months prior to interview.
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44  FERTILITY TRENDS

Age-specific fertility rates (ASFRs) obtained from the 2007 TDHS reflect recent changes in
fertility trends. Fertility trends and patterns are an indication of the availability, use and
effectiveness of methods of fertility control in the country such as family planning (reproductive
health) programmes. Fertility decline is also an indicator of a woman’s empowerment and
decision-making in controlling her fertility.

Fertility trends can be established using retrospective data from a single survey such as the 2007
TDHS. Women’s birth history is the main source of data in producing fertility trends. The two
main components of producing fertility trends (women’s age at birth with the number of children
ever born) are recorded for each woman in their respective birth history. Tables 4.3 and 4.4 show
trends in the ASFR by five-year periods, by mother’s age at the time of the survey. In interpreting
the results, it is important to keep in mind some limitations in data capturing (see list of errors
shown on first page of this chapter).

Table 4.3: Trends in age-specific fertility rates

Age-specific fertility rates for the five-year period preceding the
survey, by mother's age at the time of the birth, Tuvalu 2007

Number of years preceding survey

Mother's age at birth 0-4 5-9 10-14  15-19
15-19 44 37 34 62
20-24 202 210 199 156
25-29 215 198 201 190
30-34 149 166 167 [140]
35-39 92 115 [150]

40-44 36 [33]

45-49 [6]

Note: Age-specific fertility rates are per 1,000 women. Estimates in brackets are truncated. Rates
exclude the month of interview.

Table 4.4: Calculation of period total fertility from
truncated maternity-history data (see Table 4.3)

Mother's age at Number of years proceeding the survey

birth 0-4 5-9 10-14 15-19
44 37 34 62
20-24 202 210 199 156
25-29 215 198 201 190
30-34 149 166 167 [140]
35-39 92 115 [150] 137
40-44 36 33] 34 31
45-49 6] 6 6 6
TFR 3.72 3.83 3.96 3.61

Table 4.4 shows the estimated TFR based on the truncated maternity history data displayed in
Table 4.3. While fertility levels with a TFR of 3.6 seem to have been lower 15-19 years ago
compared with recent estimates of 3.7, there generally seems to have been a slight decreasing
trend during the 15 years prior to the survey.
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Figure 4.2: Trends in age-specific fertility rates
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Tables 4.3 and 4.4 and Figure 4.2 show the different fertility trends for each age group during the
20 years prior the survey (1988-2007). For example, fertility levels of women aged 15-19 were
highest between 1998 and 1992, decreasing to almost half of this between 1993 and 1997 before
increasing again. In the 20-24 age group, fertility trends initially showed a slightly increasing
trend betweenl1992 and, then declining to its current level. However, in conjunction with the
overall little change of Tuvalu’s fertility level during the last 20 years, the age pattern of fertility
also shows little change.

Fertility trends in Tuvalu during the past 20 years show very little improvement, implying that
fertility control measure have not been successfully implemented. This is supported by the very
low rate of contraception use (at about 31%) by currently married women using any method to
control their fertility. Further discussion is found in the family planning chapter of this report.

4.5 CHILDREN EVER BORN AND LIVING

The number of children ever born and living is presented, both for all women and for currently
married women. From the 2007 TDHS questionnaire, the total number of children ever born
(lifetime fertility) has been determined by a sequence of questions designed to maximise recall.
Experience suggests that, even among high fertility and illiterate populations, omissions of births
can be kept to a low level, except perhaps for the oldest women in the sample.

Lifetime fertility information is useful in examining the momentum of childbearing in a
population and for estimating the proportion of childless women in a population. The age-specific
mean number of children ever born provides fertility level comparisons between different age
groups in a population.

Table 4.5 shows the percent distribution of all women and currently married women by the
number of children ever born, mean number of children ever born, and the mean number of living
children, according to age group. Among all women, about one out of three do not have children.
Childlessness among older women aged 40-44 and 4549 was 9.7% and 13.2%, respectively.
About 18% of all married women did not have children.
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Figure 4.3: Children ever born for all women and currently married women
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Figure 4.3 clearly shows that fertility levels of married women are higher than that of unmarried
women because the percentage of women with children (by number of children) is higher than that
of all women. Furthermore, Table 4.4, in the column labelled ‘Mean number of children ever
born’, shows higher numbers of children ever born to married women compared with all women
for every age group. Overall, the mean number of children ever born was 2.13 children for all
women and 2.73 for currently married women.

The proportion of all women as well as currently married women with children aged 15-19 is very
low. This could be partly due to the high proportion of these young women still in school. Also,
the law sets the minimum legal age at first marriage at 18 years.

Among currently married women, data show that after having had three children at age 35-39, the
average number of children does not increase significantly for older women, indicating that
women currently prefer having about three to four children.
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Table 4.5: Children ever born and living

Percent distribution of all women and currently married women by number of children ever born, mean number of children ever born, and mean number of
living children, according to age group, Tuvalu 2007

Number of children ever born

Number of Mean number of Mean number of

Age 0 1 2 3 4 5 6 7 8 9 10+  Total women children ever born children living
All Women
15-19 93.2 5.7 1.2 0.0 0.0 0.0 0.0 0.0 0.0 00 00 100.0 1M1 0.08 0.08
20-24 58.5 26.0 8.9 6.7 0.0 0.0 0.0 0.0 0.0 00 00 100.0 145 0.64 0.63
25-29 285 201 202 202 8.4 26 0.0 0.0 0.0 00 00 100.0 134 1.68 1.61
30-34 15.5 12.4 18.0 186 175 11.5 5.9 0.6 0.0 00 00 100.0 97 2.72 2.67
35-39 14.3 1.7 115 113 203 15.4 12.5 2.3 0.0 00 07 100.0 94 327 3.14
40-44 9.7 10.1 12.0 153 203 133 9.6 5.0 38 00 08 100.0 129 3.59 3.35
45-49 132 8.8 122 218 196 1.3 75 2.8 1.6 08 05 100.0 140 3.22 3.02
Total 33.6 14.0 12.0 136 119 73 4.7 15 0.8 0.1 0.3 100.0 851 213 2.03

Currently Married Women

15-19 38.8 46.6 14.7 0.0 0.0 0.0 0.0 0.0 0.0 00 00 100.0 9 0.76 0.76
20-24 39.1 38.0 12.1 10.7 0.0 0.0 0.0 0.0 0.0 00 00 100.0 78 0.94 0.93
25-29 25.5 204 23.1 187 100 22 0.0 0.0 0.0 00 00 100.0 112 1.74 1.68
30-34 154 12.8 17.7 183  16.0 12.6 6.5 0.7 0.0 00 00 100.0 89 2.74 2.69
35-39 14.0 9.6 12.2 119 213 14.7 12.8 26 0.0 00 08 100.0 84 3.34 3.19
40-44 6.0 9.3 9.1 164 221 14.7 1.2 58 44 00 1.0 100.0 1M 3.92 3.66
45-49 10.4 7.7 11.2 23.0 203 12.5 8.1 34 1.9 09 06 100.0 116 345 3.22

Total 17.8 16.0 14.3 168 153 9.5 6.4 2.2 1.2 02 04 100.0 598 2.73 2.60




4.6 BIRTH INTERVALS

A birth interval is defined as the length of time between two live births. The study of birth
intervals is important in understanding the health status of young children. Research has shown
that short birth intervals are closely associated with poor health of children, especially during
infancy. Children born too close to a previous birth, especially if the interval between the births is
less than two years, are at increased risk of health problems and dying at an early age. Longer
birth intervals on the other hand contribute to the improved health status of both mother and child.
The length of birth intervals also influences the overall level of fertility in a country because close
birth intervals enable couples to have more children during their reproductive years

The study of birth intervals is done using two measures: the median birth interval and the
proportion of non-first births that occur within an interval of 24 months or more after the previous
birth. Table 4.6 presents the distribution of second and higher-order births in the five years
preceding the survey by the number of months since the previous birth, according to background
characteristics. The table also presents the median number of months since the preceding birth.

Generally, the median length of birth interval is estimated to be 31 months. The results show that
about one out of three births (32.3%) occur within an interval of less than 24 months after the
previous births, 27% of births occur 24-35 months after the previous birth, and 17% occur
36—47 months after the previous birth. Younger mothers have shorter birth intervals than older
mothers: on average 25 months for mothers aged 20-29 compared with 48 months for mothers
aged 40-49.

Birth intervals increase with birth order. In addition, birth intervals are shorter when the previous
birth was a female child, a possible indication of a preference for male children in Tuvalu. Birth
intervals do not vary with the survival of births.

Mothers residing in Funafuti are more likely to have short birth intervals than women from the
outer islands. For instance, the birth interval for women in Funafuti is 27.6 months compared with
35.2 months for rural women.

A similar pattern is observed among when examining mothers’ educational background and
wealth status. Mothers with a less education have longer birth intervals than mothers with more
education. Similarly, mothers in the lower wealth quintiles have longer birth intervals than
mothers living in higher wealth quintiles.
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Table 4.6: Birth intervals

Percent distribution of non-first births in the five years preceding the survey by number of months since preceding birth, and median number of months since preceding birth,
according to background characteristics, Tuvalu 2007

Months since preceding birth

Number of non-first Median number of months

Background characteristic 717 18-23 24-35 36-47 48-59 60+ Total births since preceding birth
Age

15-19 * * * * * * * 1 13.0

20-29 254 211 30.2 14.2 6.4 26 100.0 130 24.7

30-39 7.2 18.5 29.0 16.5 9.4 19.3 100.0 143 334

40-49 14 8.5 12.8 26.7 15.2 35.3 100.0 46 48.2
Birth order

2-3 18.9 18.3 27.3 14.0 78 13.7 100.0 161 28.3

4-6 9.8 17.2 27.9 185 10.7 16.0 100.0 145 33.2

7+ * * * * * * * 14 36‘5
Sex of preceding birth

Male 13.1 174 25.0 19.1 6.7 18.6 100.0 168 329

Female 15.3 18.8 294 14.6 115 10.3 100.0 151 28.6
Survival of preceding birth

Living 13.6 18.5 26.9 17.1 8.8 15.1 100.0 311 30.6

Dead * * * * * * * 8 30.0
Residence

Funafuti 17.0 241 255 16.3 5.7 1.3 100.0 153 27.6

Outer islands 115 12.5 285 17.6 12.0 17.8 100.0 166 35.2
Education

Less than secondary 71 10.5 221 23.7 9.2 27.3 100.0 90 38.7

Secondary 18.1 20.3 27.2 134 9.7 114 100.0 181 285

More than secondary (12.6) (23.8) (36.1) (18.0) (5.9) (3.6) (100.0) 48 28.7
Wealth quintile

Lowest 10.4 14.4 22.3 204 10.9 21.6 100.0 57 36.5

Second 144 14.6 22.6 20.1 12.5 15.8 100.0 73 354

Middle 134 1.3 36.6 16.5 9.4 12.8 100.0 84 30.8

Fourth (13.5) (26.3) (27.9) (8.3) (2.2) (21.9) (100.0) 50 259

Highest 19.6 29.6 22.8 17.8 7.9 24 100.0 55 24.2
Total 14.2 18.1 271 17.0 9.0 14.7 100.0 320 30.6

Note: First-order births are excluded. The interval for multiple births is the number of months since the preceding pregnancy that ended in a live birth. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in
parentheses are based on 25-49 cases.



4.7  AGE AT FIRST BIRTH

The onset of childbearing is an important demographic indicator. In many countries, postponing a
first birth, which reflects a rise in age at marriage, has made a significant contribution to the
overall fertility decline. The proportion of women who become mothers before age 20 also is a
measure of the magnitude of adolescent fertility, which is often regarded as a health and social
problem in many countries.

Table 4.7: Age at first birth

Percentage of women aged 15-49 who gave birth by exact ages, percentage who have never given birth, and median age
at first birth, according to current age, Tuvalu 2007

Percentage who gave birth by exact age

Percentage who

have never Number of Median age
Current age 15 18 20 22 25 given birth women at first birth
15-19 0.0 na na na na 93.2 111 a
20-24 0.0 32 16.6 na na 58.5 145 a
25-29 0.0 23 18.2 38.5 62.5 285 134 235
30-34 1.1 6.4 19.7 42.0 71.6 15.5 97 225
35-39 0.0 32 24.8 441 66.1 14.3 94 22.6
40-44 038 48 16.1 39.9 64.7 9.7 129 23.0
45-49 0.0 47 124 28.9 58.0 13.2 140 243
20-49 0.3 4.0 17.5 na na 24.7 740 235
25-49 0.4 42 17.7 38.0 64.0 16.4 594 231

na = not applicable
a = omitted because less than 50% of women had a birth before reaching the beginning of the age group

Table 4.7 presents the percentage of women aged 15-49 who gave birth by exact ages, the
percentage who have never given birth, and the median age at first birth, according to current ages
of women. Overall, the median age of women at first birth is 23.1. About 21.8% of women gave
birth at or before age 20, and one in every four women reported that they have never given birth.

The results indicate a possible slight declining trend in the median age at first birth for women
aged 15-49 in Tuvalu. For example, the median age for older women is 24.3 while the median age
for younger mothers is 23.5.
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4.8  MEDIAN AGE AT FIRST BIRTH

Postponing the first birth contributes to overall fertility reduction. Table 4.8 presents the median
age at first birth for different cohorts and compares age at entry into parenthood for different
subgroups of the population.

Table 4.8: Median age at first birth

Median age at first birth among women aged 20-49 (25-49), according to background
characteristics, Tuvalu 2007

Current age Women aged

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

Funafuti 231 231 22.8 22.3 23.3 23.0

Outer islands 241 220 224 23.2 24.9 233
Education

Less than secondary a 223 21.8 231 241 23.0

Secondary 23.1 22.1 22.7 225 240 226

More than secondary 238 247 254 28.9 272 249
Wealth quintile

Lowest 215 222 225 2341 252 231

Second 22.7 214 20.2 22.0 25.1 221

Middle 234 22.3 248 23.0 23.1 234

Fourth 24.2 224 23.8 26.3 23.6 235

Highest 23.0 23.7 224 23.6 23.6 234
Total 235 225 22.6 23.0 243 231

a = omitted because less than 50% of women had a birth before reaching the beginning of the age group

The median age at first birth among women aged 20—49 years is shown at 23.1, meaning that half
of these women have their first birth by age 23.1. The median age at first birth by urban-rural
residence shows no significant differences. However, women with a higher education are likely to
have a higher median age at first birth (24.9) compared with women with less education, and
women from higher wealth quintile households also show a slightly higher age at fist birth than
women in lower wealth quintiles.

49 TEENAGE PREGNANCY AND MOTHERHOOD

Teenage pregnancy is often regarded as a health concern because of its association with higher
morbidity and mortality for both mother and child. Childbearing during the teenage years often
has adverse social consequences, particularly on female educational attainment because women
who become mothers in their teens are more likely to curtail education.

Table 4.9 presents the percentage of women aged 15-19 who have had a live birth or who are
pregnant with their first child. The percentage of those who have begun childbearing is also
presented. The percentage of women who have begun childbearing is the sum of the percentage
that have had a live birth and the percentage who are pregnant with the first child.

An estimated 8% of women aged 15-19 had begun childbearing during the time of the survey.
Nearly 7% had a live birth and 1.1% stated that they were pregnant with their first child during the
time of the survey.
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Table 4.9: Teenage pregnancy and motherhood

Percentage of women aged 15-19 who have had a live birth or who are pregnant with
their first child, and the percentage who have begun childbearing, Tuvalu 2007

Percentage who:
Have had a live Are pregnant with have begun Number of
birth first child childbearing women
Total 6.8 1.1 8.0 1M

4.10 KEY FINDINGS

This section summarises the key findings relating to fertility levels and patterns, and other fertility
factors in Tuvalu.

According to the 2007 TDHS, Tuvalu has a total fertility rate (TFR) of 3.9 children per woman, a
slight increase from 3.7 children from the 2002 Housing and Population Census results.

The TFR is higher in Funafuti (4.2) than in the outer islands (3.7). The age pattern of fertility rates
reflects higher rates of childbearing in the outer islands in the youngest age group and at the
25-29 age group.

Fertility by women’s socioeconomic background shows that higher fertility rates are more
common among women with less education and women from lower wealth quintile households.
For example, the estimated TFR for women with more than a secondary education is 2.8 children
per woman and is 3.5 for women with less than a secondary education.

Postponements of first births has made a large contribution to the overall fertility decline. Women
who defer having a child at a later age, reflecting a rise in age at marriage. It is noted from the
2007 TDHS, that there is a slight declining trend in the median age at first birth for women aged
25-49 in Tuvalu. For example, the median age at first birth for older women aged 45—49 is 24.3
compared with 23.4 for younger women aged 25-29. The results confirm that women with a
higher level of education are more likely to have their first child later than women with a lower
level of education.

Measures of fertility patterns and trends are important for monitoring the effectiveness of family
planning and reproductive health programmes in the country. The 2007 TDHS results show that
there was no significant change in fertility level during the last 20 years, implying that fertility
control programmes might have been introduced but were not effective during this period. This is
supported by further findings of low contraceptive prevalence rates (31%), which is discussed
further in the family planning chapter of this report.
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CHAPTERS FAMILY PLANNING

Contraceptive use, knowledge, attitudes and behaviour are examined in this chapter. Although the
focus is on women, some results from the men’s survey are also discussed because men play an
important role in realising reproduction goals. Data on inter-spousal communication and
husband’s knowledge about a wife’s contraceptive use are also presented. The results presented in
this chapter include contraceptive prevalence — an important indicator for program managers in
assessing the extent to which family planning services are reaching users — and how effective the
methods being adopted are. One important indicator resulting from this survey is the percentage of
currently married women aged 15-49 who are currently using any method of contraception.
Studying contraception prevalence is necessary because contraception plays an important role in
determining fertility levels and trends within a country.

5.1 KNOWLEDGE OF CONTRACEPTION

One major objective of the 2007 TDHS was to assess the level of knowledge of contraceptive
methods among Tuvaluan women and men. Individuals who have adequate information about
available methods of contraception are better able to develop a rational approach to planning their
families. Information on knowledge of contraception was collected during the survey by asking
female and male respondents to name ways or methods by which a couple could delay or avoid
pregnancy. If the respondent failed to mention a particular method spontaneously, the interviewer
described the method and asked whether the respondent had heard of it. For this report,
contraceptive methods are grouped into two types: modern methods, which include female
sterilisation, male sterilisation, the Pill, intrauterine device (IUD), injectables, implants and male
condom®; and traditional methods, which include rhythm method (periodic abstinence),
withdrawal and various folk methods. The questionnaire was designed so as to record any other
methods, including folk methods, named spontaneously by the respondent.

Knowledge of contraception methods is presented in Table 5.1 for all Tuvaluan women and men
within the 15-49 age group who are currently married or who are sexually active and unmarried.
A sexually active person is defined as someone who has been sexually active within the month
prior to the survey. According to the 2007 TDHS, over nine in ten women (96%) and men (98%)
have knowledge of any contraceptive methods, whether modern or traditional. The results show
that there is almost universal knowledge of any method of contraception by women and men.
Nearly 100% of currently married women and men say that they are aware of any method of
contraception. Similarly, there is universal knowledge among unmarried and sexually active men
of any method of contraception.

Table 5.1 also shows the results of respondents’ knowledge of modern contraception. Levels of
knowledge and distribution are the same as reported above for all methods (i.e. about the same for
all currently married or unmarried women and men). Furthermore, about eight in ten women
(78%) and men (82%) know about traditional methods.

The least known modern methods are lactational amenorrhea (LAM) and emergency contraception
(known by less than 20% of both women and men), and the least known traditional method is folk
method (known by only 11% of women and 1% of men).

To effectively use LAM as a contraceptive method, a woman should: 1) be exclusively or
predominantly breastfeeding; 2) be less than 6 months postpartum; 3) be postpartum amenorrheic;
and 4) use another contraceptive method when any of the previous criteria do not apply. LAM was
reported to be one of the least known methods for all groups of married and unmarried women and
men, with unmarried men having the least knowledge (less than 1%).

8 Female condom information was not collected in the survey.
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Knowledge about modern and traditional contraceptive methods varies, although both women and
men are likely to know more about modern contraceptive methods than traditional methods.
However, knowledge varies by both women’s and men’s marital status. For example, unmarried
men are aware of only five contraceptive methods while married women know about eight
methods.

Table 5.1: Knowledge of contraceptive methods

Percentage of all respondents, currently married respondents and sexually active unmarried respondents aged
15-49 who know any contraceptive method, by specific method, Tuvalu 2007

Women Men
Sexually Sexually
Currently active active
married unmarried Currently unmarried

Method All women women women' All men married men men’
Any method 96.0 99.0 * 98.4 99.3 100.0
Any modern method 95.8 98.6 * 97.9 98.2 100.0
Female sterilisation 60.8 70.6 * 52.2 65.4 55.6
Male sterilisation 443 53.2 * 30.3 40.9 233
Pill 87.2 93.3 * 63.6 75.3 64.8
Intrauterine device (IUD) 68.4 80.2 * 39.7 55.0 218
Injectables 87.5 95.4 * 61.9 747 61.5
Implants 713 80.4 * 28.3 40.2 21.0
Male condom 88.0 91.2 * 97.2 97.0 100.0
Female condom 59.3 62.4 * 56.5 59.1 53.7
Lactational amenorrhea (LAM) 17.3 19.9 * 6.6 9.2 0.0
Emergency contraception 18.9 219 * 9.6 12.3 6.2
Any traditional method 77.8 89.6 * 82.0 89.8 93.5
Rhythm 72.5 84.3 * 61.3 78.6 66.2
Withdrawal 55.0 66.2 * 70.6 72.8 88.5
Folk method 10.8 12.7 * 1.1 0.5 0.0
Mean number of methods known by

respondents aged 15-49 74 8.3 * 5.8 6.8 5.6
Number of respondents 851 598 12 428 224 57
Mean number of methods known by

respondents 15+ na na na 5.9 6.8 5.6
Number of respondents na na na 558 333 60

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed.
" Had last sexual intercourse within 30 days preceding the survey.
na = not applicable
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5.2 KNOWLEDGE OF CONTRACEPTIVE METHODS BY
BACKGROUND CHARACTERISTICS

Table 5.2 presents the level of knowledge about contraceptive methods for currently married
women and men aged 15—49 who have heard of at least one contraceptive method or who have
heard of at least one modern method, by their background characteristics. Modern family planning
methods are the most important to examine because of their relevance to fertility planning and
reproductive health. The analysis is restricted to currently married women and men in order to
allow comparison between different age groups within the same category.

Table 5.2: Knowledge of contraceptive methods by background characteristics

Percentage of currently married women and currently married men aged 15-49 who have heard of at least
one contraceptive method and who have heard of at least one modern method by background characteristics,
Tuvalu 2007

Women Men
Heard of any Heard of any

Background Heard of any modern Number of Heard of any modern Number of
characteristic method method! women method method! men
Age

15-19 * * 9 * * 2

20-24 98.6 97.2 78 * * 15

25-29 97.5 97.5 112 (100.0 100.0 40

30-34 98.8 97.6 89 * * 24

35-39 99.2 99.2 84 (100.0) (100.0) 35

40-44 100.0 100.0 111 (96.7) (96.7) 50

45-49 99.5 99.5 116 100.0 100.0 58
Residence

Funafuti 98.4 97.6 277 100.0 98.9 103

Outer islands 994 99.4 321 98.6 97.7 121
Education

Less than secondary 99.4 99.4 220 100.0 98.9 104

Secondary 98.6 97.8 277 97.8 96.2 75

More than secondary 98.9 98.9 101 (100.0) (100.0) 46
Wealth quintile

Lowest 98.7 98.7 105 100.0 100.0 47

Second 99.5 99.5 119 100.0 97.8 50

Middle 100.0 100.0 137 100.0 100.0 56

Fourth 99.1 98.2 122 (94.9) (94.9) 32

Highest 97.2 96.2 115 (100.0) (97.0) 40
Total aged 15-49 99.0 98.6 598 99.3 98.2 224
50+ na na na 98.9 97.3 109
Total men 15+ na na na 99.1 97.9 333

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" Female sterilisation, male sterilisation, the Pill, intrauterine device (IUD), injectables, implants, male condom, female condom, diaphragm, foam or jelly, lactational
amenorrhea method (LAM), and emergency contraception.

Table 5.2 shows that knowledge by background characteristics is consistent among both women
and men.

5.3 EVER USE OF CONTRACEPTION

All women and men who were interviewed in the 2007 TDHS and who were aware of at least one
family planning method were asked whether they had ever used that method. Men were only
asked about ever-use of male methods, such as male sterilisation, male condoms, rhythm method,
and withdrawal. Table 5.3 shows the percentage of all women and currently married women who
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have ever used specific methods of family planning, by age. Table 5.4 shows comparable
information for men, including sexually active unmarried men.

About 64% of currently married women have ever used a contraceptive method, 56% have used a
modern method, and 31% have used a traditional method. The modern methods most commonly
used by married women are injectables (41%) and the Pill (29%). Ever-use of other methods does
not exceed 10%. The most common traditional methods used by married women are rhythm
(23%) and withdrawal (11%).

Among married men, the majority (89%) have used some sort of contraceptive method, 50% have
used a modern method, while about 76% have used a traditional method in their lifetime
(Table 5.4). Half of married men (50%) aged 15-49 have used male condoms, and an even higher
proportion (63%) have used the rhythm method. Less than half of married men (46%) have used
withdrawal. These figures are substantially higher than the proportion of married women who
have used these methods.

Ever-use of any method is highest among sexually active unmarried men, 90% of whom have used

some method at some time. Sexually active unmarried men are much more likely to have used
male condoms (75%) and withdrawal (71%).
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Table 5.3: Ever use of contraception — Women

Percentage of all women, currently married women, and sexually active unmarried women aged 15-49 who have ever used any contraceptive method by method, according to age, Tuvalu 2007

Modern methods

Traditional methods

Any Any Number

Any modern Female Male Male Female Emergency traditional Folk of

Age method method  sterilisation sterilisation Pill IUD Injectables  Implants  condom condom LAM contraception method Rhythm  Withdrawal = method women
All Women
15-19 5.3 47 0.0 0.0 1.0 0.0 1.6 0.0 3.1 0.0 0.0 0.0 31 0.6 2.0 0.6 1M
20-24 31.3 22.0 0.0 0.0 7.7 0.0 13.7 0.7 9.4 14 0.7 0.0 194 138 48 37 145
25-29 55.6 46.3 0.0 0.0 18.9 32 34.0 3.7 7.2 0.8 0.0 0.0 242 16.0 124 34 134
30-34 62.9 52.6 22 0.0 27.6 22 38.2 14.7 9.3 0.0 6.1 0.0 34.7 23.2 14.1 10.8 97
35-39 65.1 61.7 12.6 0.0 31.1 10.0 457 46 5.3 1.2 34 1.2 252 19.0 8.5 8.2 94
40-44 68.7 65.1 16.1 0.0 33.7 13.6 484 53 8.4 2.1 3.0 0.0 344 28.6 10.3 10.2 129
45-49 65.9 61.1 13.9 0.8 36.6 19.4 472 4.0 9.0 1.2 0.8 0.8 30.2 20.2 8.5 8.2 140
Total 50.4 444 6.4 0.1 221 741 324 44 76 1.0 1.8 0.3 245 174 8.5 6.3 851
Currently Married Women

15-19 * * * * * * * * * * * * * * * * 9
20-24 48.8 33.0 0.0 0.0 121 0.0 20.3 0.0 13.2 2.7 14 0.0 31.9 24.2 75 42 78
25-29 59.5 51.2 0.0 0.0 22.0 338 38.1 4.4 5.8 1.0 0.0 0.0 241 16.3 11.9 2.1 112
30-34 62.8 51.6 1.2 0.0 28.7 24 37.8 16.1 10.2 0.0 6.7 0.0 36.0 234 154 11.8 89
35-39 66.6 62.8 14.2 0.0 29.6 9.9 46.0 26 5.9 1.3 38 1.3 26.8 20.6 8.0 9.2 84
40-44 75.3 71.6 17.8 0.0 35.9 15.9 53.1 6.2 9.8 25 35 0.0 39.0 32.9 12.1 1.3 1M
45-49 68.4 64.4 15.7 0.0 39.6 20.7 49.7 48 10.0 1.5 0.9 0.9 31.7 226 9.3 6.9 116
Total 63.8 56.4 85 0.0 28.6 9.4 414 5.7 9.1 1.5 25 04 31.2 23.0 10.7 75 598

LAM = [actational amenorrhea method
Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. The panel for ‘Sexually Active Unmarried Women'’ has been deleted due to small number of cases (N=12).
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Table 5.4: Ever use of contraception — Men

Percentage of all men, currently married men, and sexually active unmarried men aged 15-49 who have ever used any contraceptive method by method,
according to age, Tuvalu 2007

Modern method Traditional method
Any modern Male Any traditional
Age Any method method sterilisation Male condom method Rhythm Withdrawal Number of men
All Men
15-19 53.5 39.3 0.0 39.3 41.0 16.1 39.7 91
20-24 76.3 67.7 0.0 67.7 49.2 249 46.7 74
25-29 86.0 65.8 1.9 65.8 73.0 55.8 52.6 62
30-34 (79.0) (50.4) (0.0) (50.4) (66.5) (51.3) (48.0) 38
35-39 (91.5) (55.4) (0.0) (55.4) (82.0) (70.5) (47.6) 41
40-44 86.0 495 0.0 495 75.3 59.9 45.6 59
45-49 85.7 33.6 0.0 33.6 754 61.4 39.9 63
Total 15-49 77.3 51.2 0.3 51.2 63.1 444 45.1 428
50+ 69.9 29.0 3.0 26.5 65.8 50.6 354 130
Total men 15+ 75.6 46.0 0.9 454 63.7 459 42.8 558
Currently Married Men
15_19 * * * * * * * 2
20_24 * * * * * * * 15
25-29 (91.6) (64.8) (2.9) (64.8) (77.3) (64.0) (49.8) 40
30_34 * * * * * * * 24
35-39 (93.4) (55.0) (0.0) (55.0) (85.4) (77.2) (45.2) 35
40-44 (86.1) (46.0) (0.0) (46.0) (77.1) (61.6) (45.9) 50
45-49 85.6 345 0.0 345 76.5 64.1 40.6 58
Total aged 15-49 88.6 50.4 0.5 50.4 76.4 62.5 46.0 224
50+ 71.9 274 2.1 258 70.2 53.7 38.6 109
Total men 15+ 83.1 429 1.0 424 744 59.6 43.6 333
Sexually Active Unmarried Men?
Total men 15+ 90.3 74.7 0.0 74.7 73.3 39.1 70.5 60

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" Men who had sexual intercourse within 30 days preceding the survey.



5.4  CURRENT USE OF CONTRACEPTION BY AGE

All women and currently married women were asked about the current use of family planning
methods to delay or avoid pregnancy. The level of current use is the most widely used and
valuable measure of a family planning programme’s success. Furthermore, it can be used to
estimate the reduction in fertility attributable to contraception. The results are presented in
Figure 5.1 and Table 5.5.

As seen in Table 5.5, the contraceptive prevalence rate (i.e. the percentage of currently married
women aged 15-49 who are using any method of family planning) is 31%. About 22% of married
women use a modern method, while 8% use a traditional method.

By far the most commonly used modern methods among currently married women are female
sterilisation (used by 9% of women) and injectables (used by 8% of women). The next most
commonly used methods are the Pill and implants (each used by 2% of women). The IUD and
condoms are the least used methods by currently married women.

Use of any modern contraceptive method generally rises with age (Fig. 5.1), for both all women
and currently married women. The proportion of currently married women using any type of
modern method rises from about 21% of married women aged 20-24 to almost 40% of married
women aged 40—44, declining to 28% for women aged 45—49. The most popular methods used by
women in their 20s and early 30s are injectables and the Pill. Older women are increasingly likely
to be sterilised.

Figure 5.1: Percent distribution of current use of contraception by age
for all women and currently married women
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Table 5.5: Current use of contraception by age

Percent distribution of all women, currently married women, and sexually active unmarried women aged 1549 by contraceptive method currently used, according to age, Tuvalu 2007

Modern method Traditional method
Any Any Not Number

Any modern Female Male traditional Folk currently of

Age method | method sterilisation Pill IUD Injectables  Implants condom method Rhythm  Withdrawal = method using Total women
All Women
15-19 2.7 27 0.0 0.0 0.0 1.6 0.0 1.1 0.0 0.0 0.0 0.0 97.3 100.0 111
20-24 133 7.7 0.0 0.0 0.0 47 0.7 22 5.6 48 0.0 0.7 86.7 100.0 145
25-29 253 18.8 0.0 38 08 12.1 21 0.0 6.5 49 0.8 0.8 74.7 100.0 134
30-34 30.3 20.0 22 1.7 1.1 10.9 4.0 0.0 10.3 75 1.1 1.8 69.7 100.0 97
35-39 33.3 21.7 12.6 3.7 35 79 0.0 0.0 5.5 3.0 0.0 26 66.7 100.0 94
40-44 34.8 26.7 16.1 2.3 0.8 5.0 1.6 0.8 8.2 49 33 0.0 65.2 100.0 129
45-49 24.7 19.7 13.9 0.0 0.8 5.0 0.0 0.0 5.0 37 08 0.5 75.3 100.0 140
Total 231 17.3 6.4 1.6 0.9 6.6 1.2 0.7 5.8 41 0.9 0.8 76.9 100.0 851
Currently Married Women

15-19 " * * * * " * * " " " " * * 9
20-24 20.5 10.2 0.0 0.0 0.0 74 0.0 2.8 10.4 9.0 0.0 14 79.5 100.0 78
25-29 26.8 20.0 0.0 46 1.0 1.9 25 0.0 6.8 5.9 0.9 0.0 73.2 100.0 112
30-34 30.6 19.4 1.2 1.9 1.2 10.6 44 0.0 11.3 8.1 1.2 1.9 69.4 100.0 89
35-39 374 31.2 14.2 42 39 8.9 0.0 0.0 6.2 34 0.0 29 62.6 100.0 84
40-44 39.8 30.2 178 2.7 1.0 58 1.9 1.0 9.5 5.7 38 0.0 60.2 100.0 1M
45-49 28.7 22.7 15.7 0.0 0.9 6.0 0.0 0.0 6.0 45 0.9 0.6 713 100.0 116
Total 30.5 224 8.5 2.2 1.3 8.4 1.5 0.5 8.1 5.9 1.2 1.0 69.5 100.0 598

LAM = [actational amenorrhea method
Note: If more than one method is used, only the most effective method is considered in this tabulation. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. The panel for ‘Sexually Active Unmarried Women’ has been deleted due
to small number of cases (N=12).
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5.5 CURRENT USE OF CONTRACEPTION BY BACKGROUND
CHARACTERISTICS

Table 5.6 allows a comparison of levels of current contraceptive use among major population
groups in Tuvalu, and permits an examination of the mix of contraceptive methods used by
various population subgroups. The results assist in identifying major population groups who have
poor access to family planning services.

As shown in Table 5.6 and Figure 5.2, some married women are more likely to use contraception
than others. Married women with less education are more likely to use modern contraception than
those with a secondary and higher education. Use of any modern methods is the same for women
in Funafuti and the outer islands. Use of any modern methods increases with increasing number of
children for currently married women aged 15-49. There is not much difference in the current use
of contraception among currently married women in different wealth quintiles.

Figure 5.2: Current use of contraception by background characteristics
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Table 5.6: Current use of contraception by background characteristics

Percent distribution of currently married women aged 15-49 by contraceptive method currently used, according to background characteristics, Tuvalu 2007

Modern method

Traditional method

Any Any Not
Background Any modern Female Male traditional Folk currently Number of
characteristic method method sterilisation Pill IUD Injectables Implants condom method Rhythm  Withdrawal method using Total women
Residence
Funafuti 30.6 235 9.8 1.6 27 75 0.8 1.2 7.1 5.1 0.8 1.2 69.4 100.0 277
Outer islands 30.5 214 74 28 0.0 9.2 2.1 0.0 9.0 6.6 1.6 0.8 69.5 100.0 321
Education
Less than secondary 33.7 27.0 14.1 25 1.0 79 14 0.0 6.7 48 0.5 14 66.3 100.0 220
Secondary 21.7 18.9 34 29 04 10.0 14 0.8 8.9 6.3 1.9 0.6 72.3 100.0 217
More than secondary 31.2 22.2 10.2 0.0 43 49 1.8 1.1 9.0 6.9 1.0 1.1 68.8 100.0 101
Number of living
children
0 1.9 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.9 1.9 0.0 0.0 98.1 100.0 108
1-2 26.0 16.2 5.3 0.7 1.1 6.9 1.1 1.1 9.8 8.4 0.5 0.9 74.0 100.0 191
34 39.0 30.5 121 21 1.6 124 2.3 0.0 84 53 1.6 1.5 61.0 100.0 199
5+ 53.5 42.6 16.7 8.0 22 124 2.1 1.1 10.9 6.6 32 1.1 46.5 100.0 99
Wealth quintile
Lowest 26.3 19.7 6.3 25 0.0 9.8 1.0 0.0 6.6 47 0.0 1.9 73.7 100.0 105
Second 36.8 21.7 9.8 48 0.0 9.3 29 0.9 9.1 5.6 26 0.9 63.2 100.0 119
Middle 32.7 224 9.7 24 0.8 8.7 0.8 0.0 10.3 72 23 0.8 67.3 100.0 137
Fourth 26.1 18.4 8.6 1.5 0.0 6.7 1.7 0.0 7.7 54 0.9 14 73.9 100.0 122
Highest 29.9 23.7 7.6 0.0 5.7 7.5 0.9 1.9 6.2 6.2 0.0 0.0 70.1 100.0 115
Total 30.5 224 8.5 22 1.3 8.4 1.5 0.5 8.1 5.9 1.2 1.0 69.5 100.0 598

Note: If more than one method is used, only the most effective method is considered in this tabulation.

LAM = lactational amenorrhea method

1UD = intrauterine device
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5.6 NUMBER OF CHILDREN AT FIRST USE OF CONTRACEPTION

All women aged 15-49 who use any type of contraception were asked about the number of
children they had at their first use of contraception. The question is important for determining the
beginning of a woman’s contraceptive history and is useful for distinguishing whether women
whose first use a method was for spacing or for limiting fertility. The results are shown in Table
5.7 and Figure 5.3.

Almost half (49.6%) of all women aged 15-49 reported that they never used any method at all.
More than one quarter (27.5%) of women first used a contraceptive method by the time they had
one child, while only 4% first used any method after having three children (Fig. 5.3).

The results also indicate that Tuvaluan women adopt family planning methods when they have
fewer children (i.e. one or two children). Almost half (47%) of all younger women aged 20-29
first used a contraceptive method when they already had one child. This obviously indicates that
these young women are using family planning for birth spacing. However, 40% of older women
aged 4549 first used a contraceptive method when they already had one child implying that these
older women are adopting family planning for birth limiting.

Table 5.7: Number of children at first use of contraception

Percent distribution of women aged 15-49 by number of living children at the time of first use of contraception,
according to current age, Tuvalu 2007

Number of living children at time of first use of contraception

Number of
Current age Never used 0 1 2 3 4+ Total women
15-19 94.7 3.1 22 0 0 0 100 1M1
20-24 68.7 9.9 15.8 5 0.5 0 100 145
25-29 444 8.9 317 10.6 28 1.6 100 134
30-34 371 6.1 3 12.5 9.8 35 100 97
35-39 34.9 41 33.6 14.2 5.7 75 100 94
40-44 31.3 54 37.3 126 8.9 45 100 129
45-49 341 9.7 40 10 1.2 5 100 140
Total 49.6 7.1 275 9.1 3.8 3 100 851
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Figure 5.3: Percent distribution of women aged 15-49 by number of living children
at the time of first use of contraception
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5.7 KNOWLEDGE OF FERTILE PERIOD

Successful use of the rhythm method depends in part on understanding when, during the ovulatory
cycle, a woman is most likely to conceive. In the 2007 TDHS, women were asked, ‘From one
menstrual period to the next, are there certain days when a woman is more likely to get pregnant if
she has sexual relations?’ If the answer was ‘yes’, women were further asked whether that time
was just before her period begins, during her period, right after her period has ended, or halfway
between two periods. Table 5.8 provides the results for all women, as well as for women who
report that they are currently using the thythm method and those who are not.

Among nonusers of the thythm method, less than one in five (17%) understand that a woman is
most likely to conceive halfway between her menstrual periods. A little more than half (57%)
wrongly believe that the fertile period is right after a woman’s period has ended, while 15% of
women say they do not know when the fertile period falls, and only 7% believe that there is no
specific fertile time.

Users of the rthythm method are more likely than to know that the fertile time in a woman’s
menstrual cycle is halfway between periods (30%) than nonusers of the rhythm method (17%).
Rhythm method users are also more likely to wrongly believe that the fertile period is right after a
woman’s period has ended.

Table 5.8: Knowledge of fertile period

Percent distribution of women aged 15-49 by knowledge of the fertile period during the ovulatory
cycle, according to current use of the rhythm method, Tuvalu 2007

Users of rhythm Nonusers of

Perceived fertile period method rhythm method All women
Just before her menstrual period begins (0.0 1.8 1.7
During her menstrual period (0.0 21 2.0
Right after her menstrual period has ended (67.0) 57.0 574
Halfway between two menstrual periods (29.9) 16.7 17.2
Other (0.0) 0.3 0.3
No specific time (0.0 71 6.8
Don't know (3.1) 14.7 14.2
Missing (0.0 0.3 0.3
Total 100.0 100.0 100.0
Number of women 35 816 851

Note: Figures in parentheses are based on 25-49 cases.
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5.8  TIMING OF STERILISATION

All sterilised women aged 15-49 were asked how old they were when they were sterilised. This
question was asked in order to determine whether age at time of sterilisation is declining. Table
5.9 presents the percent distribution of sterilised women aged 1549 by age at time of sterilisation
and median age at sterilisation, according to the number of years since the operation.

The authors of this report emphasise caution when interpreting these results because they are
based on a very small number of cases. More than half of women (57%) in the 25-34 age group
have been sterilised, 30% in the 35-39 age group have been sterilised, while very few women in
the older age groups have been sterilised. The findings also show that few young women aged less
than 25 at the time of the operation are sterilised. The median age at sterilisation is increasing,
from 29 in the past 10 years to 36 in less than 2 years since the operation took place.

Table 5.9: Timing of sterilisation

Percent distribution of sterilized women aged 15-49 by age at the time of sterilisation and median age at
sterilisation, according to the number of years since the operation, Tuvalu 2007

Age at time of sterilisation

Number
of Median

Years since operation <25 25-29 30-34 35-39 40-44 45-49 Total women age'
<2 0.0 0.0 23.9 62.2 0.0 13.9 100.0 5 35.8
2-3 0.0 275 0.0 0.0 45.0 275 100.0 4 a

4-5 0.0 0.0 15.7 84.3 0.0 0.0 100.0 4 371
6-7 0.0 0.0 222 55.3 225 0.0 100.0 8 38.1
8-9 0.0 21.7 36.1 36.1 0.0 0.0 100.0 15 32.3
10+ 7.3 52.0 374 32 0.0 0.0 100.0 19 29.3
Total 25 27.9 29.5 304 6.5 32 100.0 54 a

a = not calculated due to censoring
"Median age at sterilisation is calculated only for women sterilised before age 40 at less than 40 years of age to avoid problems of censoring: women over 40 are
excluded as they are likely to be exposed to menopause.

5.9 SOURCE OF MODERN CONTRACEPTIVE METHODS

Information on where women obtain their contraceptives is useful for family planning programme
managers and implementers. Women who reported using a modern contraceptive method at the
time of the 2007 TDHS were asked where they obtained the method the last time they acquired it.
Because some women may not know in which category the source they use falls (e.g. government
or private health centre or clinic), interviewers were instructed to note the full name of the source
or facility. Supervisors and field editors were told to verify that the name and source type were
consistent, asking informants in the enumeration areas for the names of local family planning
outlets if necessary. This practice was designed to improve the accuracy of source reporting.

Table 5.10 presents the major sources of modern contraceptive methods for all users aged 15-49
by different methods used. Generally, the results show that Tuvaluan women are more likely to
obtain their contraceptive supply from a public sector source than a private sector source. Over
8 in 10 users (86%) obtain their contraceptives from public sector sources, while less than 3% of
users obtain their modern contraceptives from private sources. The same proportion of users
(10%) report that they obtain their modern methods from other sources and from overseas.
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Table 5.10: Source of modern contraception methods

Percent distribution of users of modern contraceptive methods aged 15-49 by
most recent source of method, according to method, Tuvalu 2007

Female

Source sterilisation Injectables Total!
Public sector 75.3 96.9 86.0
Government hospital 75.3 61.2 68.5
Government health centre 0.0 35.7 17.5
Private medical clinic 0.0 0.0 2.2
Private hospital, clinic 0.0 0.0 22
Other source 247 3.1 10.3
Friend/relative 0.0 1.9 0.7
Overseas 24.7 1.2 9.6
Other 0.0 0.0 15
Total 100.0 100.0 100.0
Number of women 54 56 147

" Total includes other modern methods but excludes lactational amenorrhea method (LAM).

5.10 FUTURE USE OF CONTRACEPTION

An important indicator of the changing demand for family planning services is the extent to which
non-users of contraception will use family planning in the future, which provides information for
forecasting future needs for contraceptive methods and services. The future intention of women to
use contraceptive methods also indicates the level of their future birth control, which is related to
fertility level. Thus, in the survey, women who were not currently using a method of contraception
were asked about their intention to use family planning in the future. The results are presented in
Table 5.11 and Figure 5.4.

Table 5.11: Future use of contraception

Percent distribution of currently married women aged 15-49 who are not using a contraceptive method by
intention to use in the future, according to number of living children, Tuvalu 2007

Number of living children?

Intention to use in the future 0 1 2 3 4+ Total
Intends to use 10.4 25.9 22.7 17.8 21.9 19.5
Unsure 5.4 72 4.9 49 8.8 6.5
Does not intend to use 84.3 66.9 70.6 76.2 69.2 73.6
Missing 0.0 0.0 1.7 1.1 0.0 04
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 96 79 63 65 113 416

"Includes current pregnancy.
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Figure 5.4: Percentage of currently married women aged 15-49
who are not using a contraceptive method by intention to use in future,
according to the number of living children
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About three out of four women (74%) in this category state that they do not intend to use any
contraceptive methods in the future, while one in five women (20%) intend to use some method.
Figure 5.4 shows no clear relationship between the future use of contraception with the number of
living children the women are having during the time of the survey. For example, almost one in
seven women with four or more living children report that they do not intend to use any
contraception in the future. The proportion of non-users who intend to use any method in the
future by the number of living children maintain a constant trend with the increasing the number
of living children.

5.11 REASONS FOR NOT INTENDING TO USE CONTRACEPTION IN
THE FUTURE

Figure 5.5 presents information about the reasons women do not intend to use contraception in the
future, as reported by currently married non-users. These reasons are categorised into four major
groups: fertility-related reasons, opposition to using any methods, lack of knowledge of any
methods, and method-related reasons. Method-related (46%), fertility-related (40.6%), and
opposition to use (9%) were the most often stated reasons. The most common reasons for women
not intending to use contraception are a fear of side-effects (37%), and a desire to have as many
children as possible (27%).
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Table 5.12: Reason for not intending to
use contraception in the future

Percent distribution of currently married women aged
15-49 who are not using contraception and who do
not intend to use it in the future by main reason for
not intending to use, Tuvalu 2007

Percent
Reason distribution
Fertility-related reasons
Infrequent sex/no sex 1.3
Menopausal/had hysterectomy 55
Subfecund/ infecund 741
Wants as many children as possible 26.7
Opposition to use
Respondent opposed 46
Husband/partner opposed 34
Religious prohibition 0.9
Lack of knowledge
Knows no method 0.2
Method-related reasons
Health concerns 33
Fear of side-effects 36.9
Inconvenient to use 0.2
Interferes with body’s normal process 5.6
Other 2.1
Don't know 2.2
Total 100.0
Number of women 306
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Figure 5.5: Reason for not intending to use contraception in the future
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5.12 PREFERRED METHOD OF CONTRACEPTION FOR FUTURE USE

The analysis of preferred method of future contraception focuses on currently married women who
are non-users but who intend to use contraception in the future. Women in this category were
asked about the preferred contraceptive methods they would use in the future. Figure 5.6 shows
the results.

Injectables are the most popular method that this group of women tends to use in the future,
accounting for about 40% of women. The second most likely methods to be used in the future are
periodic abstinence and the Pill, accounting for 17% and 16%, respectively. About 9% of women
prefer implants while both condoms and female sterilisation are the least preferred methods
women mentioned. About 2% of women are still unsure about which method to use in the future.
These women are not included in the chart.
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Figure 5.6: Preferred method of contraception for future use
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5.13 EXPOSURE TO FAMILY PLANNING MESSAGES

Information on public exposure to a particular type of media allows policy-makers to use the most
effective media for targeting specific population groups. To assess the effectiveness of such media
in disseminating family planning information, all respondents in the 2007 TDHS were asked
whether they had heard or read about family planning in the previous few months on the radio or
television, in a newspaper or magazine, or in a video or film.

Table 5.13 and Figure 5.7 show that a majority of respondents have been exposed to a family
planning message through the media. Radio is by far the most common media source, with 92% of
women and 84% of men saying that they had heard a message on the radio. The next most
common forms of media for family planning messages are newspapers and magazines, cited by
33% of women and 32% of men. About 11% of women and 18% of men said that they had seen a
family planning message on television in the previous few months before the survey. Overall,
women are considerably more likely to have seen a family planning message than men.
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Table 5.13: Exposure to family planning messages

Percentage of women and men aged 15-49 who heard or saw a family planning message on the radio or television or in a newspaper in the past few months, according to
background characteristics, Tuvalu 2007

Women Men
None of these None of these

Background Newspaper/ three media Number of Newspaper/ three media Number of
characteristic Radio Television magazine sources women Radio Television magazine sources men
Age

15-19 86.2 1.3 34.8 10.9 1M 80.5 6.5 134 18.2 91

20-24 914 15.3 31.9 5.5 145 79.9 218 274 20.1 74

25-29 94.2 14.2 433 42 134 81.1 222 37.3 17.1 62

30-34 97.1 11.9 428 29 97 (88.1) (21.6) (41.4) (8.8) 38

35-39 92.0 6.7 28.3 6.8 94 (86.3) (8.5 (36.3) (13.7) 41

40-44 94.2 10.4 252 49 129 92.7 225 43.4 73 59

45-49 95.2 7.6 29.0 24 140 81.6 25.8 39.2 94 63
Residence

Funafuti 89.5 18.9 42.5 71 414 85.4 24.0 411 12.0 225

Outer islands 96.2 4.0 248 35 437 81.5 114 216 16.9 203
Education

Less than secondary 94.3 5.9 18.1 5.0 282 83.9 15.6 25.6 13.7 141

Secondary 92.5 11.2 33.8 5.1 437 83.1 14.6 28.3 15.8 223

More than secondary 91.6 231 64.8 6.3 132 84.2 35.2 58.8 10.2 63
Wealth quintile

Lowest 95.1 24 17.8 45 152 79.7 11.7 16.3 18.1 75

Second 91.7 6.7 217 5.9 179 78.4 8.6 24.6 204 94

Middle 96.8 6.8 341 25 169 90.6 19.0 28.3 76 89

Fourth 90.7 11.3 42.7 6.4 173 85.7 211 44.0 11.1 74

Highest 90.8 21.7 48.9 6.7 177 83.6 28.8 45.3 14.0 96
Total aged 15-49 92.9 11.3 334 5.3 851 83.6 18.0 31.9 14.3 428
50+ na na na na na 88.3 20.1 27.0 10.4 130
Total men 15+ na na na na na 84.7 18.5 30.7 13.4 558

na = not applicable
Note: Figures in parentheses are based on 25-49 cases.



5.14 CONTACT OF NON-USERS WITH FAMILY PLANNING
PROVIDERS

In the 2007 TDHS, women who were not using any family planning method were asked whether
they had been visited by a health worker who talked with them about family planning in the
12 months preceding the survey. This information is especially useful for determining whether
non-users of family planning are being reached by family planning outreach programmes. Non-
users were also asked if they had visited a health facility in the preceding 12 months for any
reason other than family planning, and if so, whether any health worker at the facility spoke to
them about family planning. These questions can assess the level of so-called ‘missed
opportunities’ to inform women about contraception.

The results shown in Table 5.14 indicate that only 8% of non-users are being reached by
fieldworkers to discuss family planning issues. Moreover, only 15% of non-users visited a health
facility and were spoken to about family planning. Altogether, 80% of non-users were not
contacted about family planning through either of these two mechanisms in the 12 months
preceding the survey.

Differences in contact with non-users by background characteristics show some variations. For
example, young women aged 15-24 and women in the 40—49 age groups are less likely than other
women to be reached by field workers to discuss family planning issues. Women In Funafuti who
do not use any family planning method, as well as women with less education and those in the
fourth and highest wealth quintiles are the most likely people to miss out on family planning
information.
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Table 5.14: Contact of non-users with family planning providers

Among women aged 15-49 who are not using contraception, the percentage who, during the last 12 months, were visited
by a fieldworker who discussed family planning; the percentage who visited a health facility and discussed family planning;
the percentage who visited a health facility but did not discuss family planning; and the percentage who neither discussed
family planning with a fieldworker nor at a health facility, by background characteristics, Tuvalu 2007

Percentage of women who visited a
health facility in the 12 months preceding
the survey and who:

Percentage of
Percentage of women who neither
women who were discussed family
visited by fieldworker planning with

Background who discussed Discussed family Did not discuss fieldworker nor at a Number of
characteristic family planning planning family planning health facility women
Age

15-19 72 3.0 31.9 90.8 108

20-24 24 14.2 416 84.7 126

25-29 174 23.2 53.5 70.8 100

30-34 9.9 26.2 46.2 70.3 68

35-39 11.6 23.2 416 713 63

40-44 1.5 12.0 425 82.3 84

45-49 54 10.0 52.8 85.7 105
Residence

Funafuti 6.4 14.5 41.6 81.8 322

Outer islands 111 15.2 46.8 79.6 333
Education

Less than secondary 7.9 14.6 43.5 82.1 204

Secondary 8.6 15.2 41.2 80.1 350

More than secondary 11.3 14.4 56.4 79.7 100
Wealth quintile

Lowest 1.3 14.3 46.9 79.6 122

Second 10.1 14.9 38.9 80.6 127

Middle 10.4 225 41.9 73.6 124

Fourth 4.1 10.3 48.2 86.5 140

Highest 8.6 13.2 44.7 82.1 141
Total 8.8 14.9 44.2 80.7 654

5.15 HUSBAND’S OR PARTNER’S KNOWLEDGE OF WOMEN’S USE OF
CONTRACEPTION

Use of family planning methods is facilitated when couples discuss and agree on the issue. To
determine the extent to which women use contraception without telling their partners, the 2007
TDHS asked married women whether their husband or partner knew that they were using a family
planning method.

Table 5.15 shows that the majority of women (85%) say that their husband knows they are using
contraception. Differences by background characteristics are not large, with nearly universal
knowledge by husbands/partners.
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Table 5.15: Husband/partner's knowledge of women's use of contraception

Among currently married women aged 15-49 who are using a contraceptive method, the
percent distribution by whether women report that their husband/partner knows about their use,
according to background characteristics, Tuvalu 2007

Does not Unsure whether Number

Background characteristic Knows'! know knows/missing Total of women
Residence

Funafuti 85.9 7.7 6.4 100.0 85

Outer islands 84.7 131 21 100.0 98
Education

Less than secondary 83.9 13.3 2.8 100.0 74

Secondary 84.8 12.3 2.8 100.0 77

More than secondary (89.7) (0.0) (10.3) (100.0) 32
Wealth quintile

Lowest (83.7) (16.3) (0.0 (100.0) 28

Second (83.8) (11.4) 4.8) (100.0) 44

Middle (95.2) (4.8) (0.0 (100.0) 45

Fourth (76.0) (17.2) (6.8) (100.0) 32

Highest (84.1) (6.4) (9.5) (100.0) 34
Total (85.3) (10.6) 4.1) (100.0) 183

Note: Figures in parentheses are based on 25-49 cases.
"Includes women who report use of male sterilisation, male condoms or withdrawal.

5.16 KEY RESULTS

Contraception prevalence is one determinant of fertility level in any population. The study of
contraception prevalence is most important because of the role of contraception in determining
fertility levels and trends. The following are key results from this chapter.

= Knowledge of contraceptive methods is almost universal for both women and men in
Tuvalu.

= This knowledge has not translated into current use because the results show that slightly
more than 2 in 10 woman and 3 in 10 currently married woman use any method of
contraception.

= QOut of the 8 in 10 woman and 7 in 10 currently married woman who do not use any
contraception, about 2 in 10 intend to use it in the future, while 1 in 10 are not sure, and
the remainder (6 out of 10 women) do not intend to use any in the future.

= There a two main reasons why these women are not currently using any method of
contraception: a fear of side effects (stated by about 3 in 10 women) and a desire to have
as many children as possible (stated by about 3 in 10 women).
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CHAPTER 6 OTHER PROXIMATE DETERMINANTS OF
FERTILITY

This chapter addresses the principal factors, other than contraception, which affect a woman’s risk
of becoming pregnant. These factors include marriage, sexual activity, postpartum amenorrhoea,
abstinence from sexual activity, and onset of menopause. Direct measures of the beginning of
exposure to pregnancy and the level of exposure are also examined in this chapter.

6.1 CURRENT MARITAL STATUS

Marriage is a primary indication of the regular exposure of women to the risk of pregnancy and is,
therefore, important for understanding fertility. Populations in which age at first marriage is low
tend to have early childbearing and high fertility.

Table 6.1 presents the percent distribution of women and men by marital status, according to age.
The term ‘married’ refers to legal or formal marriage, while ‘living together’ designates an
informal union in which a man and a woman live together, even if a formal civil or religious
ceremony has not occurred. In later tables that do not list ‘living together’ as a separate category,
these women are included in the ‘currently married” group. Respondents who are currently
married, widowed, divorced, or separated are referred to as ‘ever married’.

Table 6.1: Current marital status

Percent distribution of women and men aged 15-49 by current marital status, according to age, Tuvalu 2007

Marital status

Percentage of
respondents
Never currently in Number of
Age married Married Divorced  Separated = Widowed Total union respondents
Women
15-19 89.0 8.0 1.5 1.5 0.0 100.0 8.0 111
20-24 40.4 53.9 3.2 2.1 04 100.0 53.9 145
25-29 11.6 83.7 26 1.6 0.5 100.0 83.7 134
30-34 24 91.6 25 0.0 35 100.0 91.6 97
35-39 3.6 88.9 20 14 41 100.0 88.9 94
40-44 55 85.6 3.0 22 3.8 100.0 85.6 129
45-49 47 82.6 45 1.2 7.0 100.0 82.6 140
Total 15-49 22.6 70.3 29 1.5 27 100.0 70.3 851
Men
15-19 96.7 20 0.0 1.3 0.0 100.0 20 91
20-24 79.2 20.0 0.0 0.7 0.0 100.0 20.0 74
25-29 33.7 64.5 0.0 1.9 0.0 100.0 64.5 62
30-34 (36.6) (63.4) (0.0) (0.0) (0.0) (100.0) (63.4) 38
35-39 (8.5) (85.6) (5.9) (0.0) (0.0 (100.0) (85.6) 41
40-44 10.8 86.1 3.1 0.0 0.0 100.0 86.1 59
45-49 46 89.6 2.7 0.0 1.1 100.0 91.7 63
Total 15-49 453 52.2 14 0.7 0.2 100.0 52.5 428
50+ 741 82.9 27 0.0 6.8 100.0 83.4 130
Total men 15+ 36.4 59.3 1.7 05 1.7 100.0 59.7 558

Note: Figures in parentheses are based on 25-49 cases.

In total, a higher proportion of women are married (70.3%) than men (52.2%) (Table 6.1 and
Fig. 6.1). Current marital status displays a similar trend for both sexes according to age groups
(15-49). Only a small percentage of women and men are found to be married at a younger age and
the percentage increases as they get older. Women are more likely than men to be in a divorced,
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separated and widowed status (Fig. 6.1). The higher percentage of widowed women indicates
early death of Tuvaluan men.

Figure 6.1: Percent distribution of women and men aged 15-49
by current marital status

B Women H Men
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6.1.1  Age at first marriage

Marriage is generally associated with fertility because it is correlated with an exposed risk of
pregnancy. The duration of exposure to the risk of pregnancy depends primarily on the age at
which women first marry. On average, women who marry early have their first child early and
give birth to more children, thereby contributing to higher fertility rates. Table 6.2 shows the
percentage of women and men aged 15—49 who were first married by specific exact ages and
median age at first marriage, according to current age.

When looking at the proportion of never married, these figures depict a different pattern for both
sexes at age at first marriage. Overall, 89% of women aged 15-19 have yet not married, while
more than 50% of women aged 20-29 are reported to be married. The proportion of women never
married declines sharply with increasing age. For example, only 2% of women in the 30-34 age
group have never married.

On the other hand, the majority of men (97%) did not marry at younger ages (i.e. 15-19), and 34%
of men aged 30-34 were still not married. The results show that men marry at older ages than
women, which is expressed in a median age at first marriage of 27.2 for men and 22.1 for women.

Looking at the exact age at first marriage for women, one in ten women aged 25-49 were married
at the exact age of 18, and almost half of these women were married at exact age 22, and about
three in four women married by age 25 (Table 6.2). Data imply that younger women tend to marry
later, as reflected in the increasing proportion of younger women married at exact ages 22 and 25.
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Table 6.2: Age at first marriage

Percentage of women and men aged 15-49 who were first married by specific exact ages and median age at first marriage, according to current
age, Tuvalu 2007

Percentage first married by exact age:

Percentage Median age at
Current age 15 18 20 22 25 never married Number first marriage
Women
15-19 0.0 Na na na na 89.0 111 (12.7)
20-24 0.0 9.9 340 na na 404 145 a
25-29 0.0 9.6 304 55.4 84.8 11.6 134 215
30-34 0.0 16.9 313 55.9 81.6 24 97 21.6
35-39 0.0 14.9 343 49.8 68.4 36 94 22.0
40-44 0.8 114 241 46.9 65.7 55 129 22.3
45-49 0.0 58 19.3 38.0 66.2 47 140 23.0
20-49 0.1 10.9 285 na na 12.7 740 221
25-49 0.2 111 27.2 487 732 59 594 221
Men
15-19 0.0 Na na na na 96.7 91 (14.0)
20-24 0.0 0.0 6.6 na na 792 74 (10.7)
25-29 0.0 0.0 46 30.0 51.3 337 62 24.8
30-34 0.0 31 15.0 19.8 36.3 36.6 38 26.7
35-39 0.0 28 8.5 14.2 37.0 85 41 28.5
40-44 0.0 0.0 741 194 40.7 10.8 59 26.0
45-49 0.0 0.0 1.9 16.1 55.8 46 63 239
20-49 0.0 0.7 6.7 19.5 40.2 315 337 27.2
25-49 0.0 0.9 6.7 20.3 45.6 18.1 263 25.8

Note: The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/partner. Figures in parentheses are based on 25-49 cases.
na = not applicable due to censoring
a = omitted because less than 50% of women married for the first time before reaching the beginning of the age group



6.1.2 Median age at first marriage — Women

Table 6.3 shows the median age at first marriage among women aged 2549 by five-year age
groups, according to background characteristics. The median age at first marriage among women
aged 25-49 is 22.1.In terms of residence, in total, women from the outer islands have a lower
median age of 21.8 at first marriage than women from Funafuti at 22.4. Women with a lower level
of education tend to have a lower median age at first marriage than women with a higher level of
education. The age at first marriage for women in the lowest and second lowest wealth quintiles
are lower than for women in higher wealth quintiles.

Table 6.3: Median age at first marriage — Women

Median age at first marriage among women by five-year age groups, and aged 25-49,
according to background characteristics, Tuvalu 2007

Women
Current age aged
Background characteristic 25-29 30-34 35-39 40-44 45-49 25-49
Residence
Funafuti 21.8 222 235 22.8 23.0 224
Outer islands 21.1 211 20.8 222 23.1 21.8
Education
Less than secondary 17.9 211 212 22.7 227 221
Secondary 21.0 213 23.0 217 24.3 21.7
More than secondary 227 229 241 28.7 241 232
Wealth quintile
Lowest 19.8 213 214 226 24.4 22.0
Second 219 20.1 18.8 20.5 241 20.6
Middle 21.1 20.9 25.3 222 225 222
Fourth 22.1 215 219 24.2 235 224
Highest 21.8 23.0 21.7 28.1 226 225
Total 215 216 22.0 22.3 23.0 22.1

Note: The age at first marriage is defined as the age at which the respondent began living with her first spouse/partner.

6.2 AGE AT FIRST SEXUAL INTERCOURSE

While age at first marriage is often used as a proxy for first exposure to intercourse, the two events
do not necessarily occur at the same time. Women and men sometimes engage in sexual relations
before marriage. In the 2007 TDHS, women and men were asked how old they were when they
first had sexual intercourse.

Table 6.4 shows the percentage of women and men aged 15-49 who had their first experience of
sexual intercourse by specific exact ages, the percentage who never had intercourse, and the
median age at first intercourse, according to current age. The data show a notably different trend
for the two sexes. Unlike the pattern in age at first marriage, which showed that women married at
a younger age than men, males engage in sexual activities about four years earlier than females.
The median age at first sexual intercourse was 17.8 for men and 21.7 for women.

These data confirm that men engage in sexual intercourse earlier than women and that they have
sexual intercourse long before marriage. For instance, about 20% of men in the 20-49 age group
had their first sexual intercourse by exact age 15. Because of their earlier exposure to sexual
behaviours, men are more likely to be exposed to sexually transmitted diseases including HIV
and AIDS.
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Table 6.4: Age at first sexual intercourse

Percentage of women and men aged 15-49 who had first sexual intercourse by specific exact ages, percentage who never had intercourse, and median
age at first intercourse, according to current age, Tuvalu 2007

Percentage who had first sexual intercourse by exact age:

Percentage who
never had Number of Median age at
Current age 15 18 20 22 25 intercourse respondents first intercourse
Women
15-19 21 na na na na 84.8 111 (12.3)
20-24 14 12.9 37.2 na na 32.8 145 a
25-29 0.0 9.6 32.8 59.4 80.3 6.4 134 214
30-34 1.1 18.3 342 63.7 84.5 0.7 97 211
35-39 0.7 14.9 35.2 49.6 71.6 1.2 94 22.0
40-44 0.8 10.9 24.9 53.7 69.9 3.7 129 21.6
45-49 0.0 6.8 224 47.2 68.9 3.0 140 22.3
20-49 0.7 11.8 30.8 53.2 70.4 9.1 740 217
25-49 0.5 115 29.3 na na 33 594 a
15-24 1.7 na na na na 55.4 257 (6.4)
Men
15-19 18.9 na na na na 39.9 91 a
20-24 9.6 457 67.3 na na 19.9 74 18.4
25-29 211 48.3 68.1 86.0 91.6 1.9 62 18.1
30-34 271 65.5 73.3 85.4 89.7 3.1 38 17.1
35-39 20.7 54.6 71.8 78.7 81.3 0.0 41 175
40-44 20.5 54.9 731 77.0 83.8 0.0 59 175
45-49 231 52.1 67.7 78.8 88.2 0.0 63 176
20-49 19.5 52.3 69.8 80.1 85.3 5.0 337 17.8
25-49 22.2 54.1 70.4 na na 0.9 263 175
15-24 14.7 na na na na 31.0 164 18.0
20+ 20.5 51.7 68.4 na na 38 467 17.8
25+ 22.5 52.9 68.6 77.5 82.5 0.8 394 17.7

Note: Figures in parentheses are based on 25-49 cases.
na = not applicable due to censoring
a = omitted because less than 50% of the respondents had intercourse for the first time before reaching the beginning of the age group



6.3 MEDIAN AGE AT FIRST INTERCOURSE — WOMEN AND MEN

Differentials in age at first sex by background characteristics are shown in Tables 6.5 (for women)
and 6.6 (for men).

Table 6.5: Median age at first intercourse — Women

Median age at first sexual intercourse among women by five-year age groups, age and aged 25-49,
according to background characteristics, Tuvalu 2007

Current age Women aged

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

Funafuti 21.7 214 22.6 21.2 222 21.8

Outer islands 20.8 20.8 21.2 21.8 224 215
Education

Less than secondary 17.9 21.0 20.9 214 221 215

Secondary 20.7 20.9 22.7 21.2 22.0 211

More than secondary 22.7 224 236 217 241 231
Wealth quintile

Lowest 19.5 20.2 21.7 23.6 23.0 218

Second 20.2 19.4 18.8 204 215 20.2

Middle 211 222 24.2 225 214 22.1

Fourth 20.9 20.9 21.8 231 22.8 21.7

Highest 22.3 21.8 21.7 224 224 221
Total 214 211 220 216 22.3 216

When we look at the median age at first intercourse for women by residence, women living in the
outer islands have a lower median age compared with women on Funafuti. The data by
educational background show a lower median age at first intercourse for those who did not attend
secondary school and those who reached secondary school compared than those with a higher
education. Data by wealth quintile does not show a clear correlation between age at first
intercourse and level of wealth.

The data show that the age at first intercourse for men from the outer islands is lower (17.1) than
for men from Funafuti (18.1).

Data by educational characteristics show that those who have reached a secondary or higher
education have a lower median age at first intercourse than those who with a lower level of
education.

The 2007 TDHS data do not show a clear correlation between wealth status and age at first
intercourse for men.

87



Table 6.6: Median age at first intercourse — Men

Median age at first sexual intercourse among men by five-year age groups, aged 20-54[59] and age25-
54[59], according to background characteristics, Tuvalu 2007

Background Current age Menaged  Men aged
characteristic 20-24  25-29  30-34  35-39  40-44  45-49 50+ 20+ 25+
Residence
Funafuti 18.5 18.8 17.0 18.3 18.0 16.8 18.4 18.1 18.1
Outer islands 18.2 15.6 174 16.8 174 19.3 17.3 174 171
Education
Less than secondary 13.7 17.0 18.3 18.0 18.2 18.4 18.0 18.1 18.1
Secondary 18.4 18.3 15.7 16.0 16.7 17.2 18.3 178 17.2
More than secondary 19.0 15.6 17.6 18.5 12.5 17.3 17.7 17.2 17.2
Wealth quintile
Lowest 18.3 16.9 18.0 174 18.8 22.0 17.9 18.2 18.1
Second 18.2 18.0 14.0 18.2 18.3 16.6 18.2 18.0 17.8
Middle 18.2 175 16.7 20.6 174 16.8 17.0 174 17.2
Fourth 175 20.1 174 16.5 15.7 15.6 18.0 17.5 17.5
Highest 19.6 16.8 15.8 16.5 14.5 19.7 19.8 18.5 17.8
Total 18.4 18.1 171 175 175 17.6 18.0 17.8 17.7

6.4 RECENT SEXUAL ACTIVITY

In the absence of contraception, the probability of pregnancy is related to the frequency of
intercourse. Thus, information on sexual activity can be used to refine measures of exposure to
pregnancy. Table 6.7 and 6.8 show the percent distribution of women and men aged 15-49 by
timing of last sexual intercourse, according to background characteristics.

6.4.1 Recent sexual activity — Women

Overall, 48% of women reported to be sexually active in the four weeks prior to the survey. More
than half of all women, except for those in the 15-24 age group, had sexual intercourse in the four
weeks prior to the survey. About 67% of women living in a marital type relationship (i.e. married
or living together) were sexually active in the four weeks prior to the survey. In contrast, only 4%
of never-married women had intercourse in the previous four weeks.

Prolonged marital duration seems to have a slightly positive effect on the proportion of women
who recently had sexual intercourse, and the proportion of women who had recent intercourse
living in the outer islands (56.5%) was much higher than in Funafuti (39.6%).

Furthermore, women with less than a secondary level education were more likely to have had
recent intercourse than women with a higher level of education, while women living in a higher
wealth quintile household were less likely to have had recent intercourse than those in lower
wealth quintile households (Fig. 6.7).
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Table 6.7: Recent sexual activity — Women

Percent distribution of women aged 15-49 by timing of last sexual intercourse, according to background characteristics, Tuvalu 2007

Timing of last sexual intercourse

Within the last One or more Never had sexual Number of
Background characteristic four weeks Within one year! years Missing intercourse Total women
Age
15-19 9.1 1.6 35 1.0 84.8 100.0 111
20-24 334 219 10.4 15 32.8 100.0 145
25-29 62.2 219 8.7 0.8 6.4 100.0 134
30-34 58.3 28.9 9.2 29 0.7 100.0 97
35-39 53.2 29.8 124 34 1.2 100.0 94
40-44 63.6 18.9 13.8 0.0 37 100.0 129
45-49 57.2 16.8 20.5 25 3.0 100.0 140
Marital status
Never married 4.0 49 7.3 0.0 83.8 100.0 193
Married or living together 66.7 253 5.9 21 0.0 100.0 598
Divorced/separated/widowed 6.8 104 81.1 1.8 0.0 100.0 60
Marital duration?
04 years 63.8 215 47 4.0 0.0 100.0 125
5-9 years 64.1 29.6 6.4 0.0 0.0 100.0 104
10-14 years 64.7 225 9.3 35 0.0 100.0 91
15-19 years 65.1 27.3 6.8 0.7 0.0 100.0 84
20-24 years 74.2 214 1.9 25 0.0 100.0 88
25+ years (61.2) (27.8) (10.9) (0.0 (0.0 (100.0) 40
Married more than once 747 19.3 33 2.7 0.0 100.0 65
Residence
Funafuti 39.6 239 11.8 24 22.3 100.0 414
Outer islands 56.5 15.6 11.2 0.9 15.8 100.0 437
Education
Less than secondary 58.5 16.0 15.3 15 8.8 100.0 282
Secondary 424 20.1 11.0 0.7 259 100.0 437
More than secondary 46.2 25.9 5.2 49 17.8 100.0 132
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Table 6.7 (continued)

Timing of last sexual intercourse

Within the last One or more Never had sexual Number of

Background characteristic four weeks Within one year! years Missing intercourse Total women
Wealth quintile

Lowest 53.7 135 15.7 1.6 15.5 100.0 152

Second 53.6 13.8 13.2 0.3 19.0 100.0 179

Middle 57.7 21.9 8.3 0.0 121 100.0 169

Fourth 43.8 248 9.0 1.8 20.6 100.0 173

Highest 33.7 235 11.6 43 26.9 100.0 177
Total 48.3 19.6 11.5 1.6 19.0 100.0 851

Note: Figures in parentheses are based on 25-49 cases.

1 Excludes women who had sexual intercourse within the four weeks prior to the survey.

2 Excludes women who are not currently married
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Figure 6.2: Percentage distribution of women aged 15-49 by timing of last
sexual intercourse by education, Tuvalu 2007
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Figure 6.3: Percentage of women aged 15-49 by timing of last
sexual intercourse by wealth, Tuvalu 2007
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6.4.2 Recent sexual activity — Men

Recent sexual activity for men is similar to that of women. About 50% of all men aged 15 years
and older had sexual intercourse in four weeks prior to the survey. Of these 71% were married
men and 29% were never-married men.

The number of men who had sexual intercourse in the four weeks prior to the survey varied
greatly by place of residence, with 38% for Funafuti men and 65% for men from the outer islands.

Data by education level shows that men with a secondary education are less sexually active than
men with a lower or tertiary education.

Data by wealth background shows that a higher percentage of men from lower wealth quintile
households had sexual intercourse in four weeks preceding the survey than men from higher
wealth quintile households.
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Table 6.8: Recent sexual activity — Men

Percent distribution of men aged 15-49 by timing of last sexual intercourse, according to background characteristics, Tuvalu 2007

Timing of last sexual intercourse

Within the last One or more Never had sexual
Background characteristic four weeks Within one year! years Missing intercourse Total Number of men
Age
15-19 24.7 17.0 13.7 46 39.9 100.0 91
20-24 43.2 16.8 15.0 5.0 19.9 100.0 74
25-29 57.5 14.2 13.1 13.2 1.9 100.0 62
30-34 (57.6) (10.5) (12.1) (16.8) (3.1) (100.0) 38
35-39 (66.2) (17.0) (6.8) (10.0) (0.0 (100.0) 41
40-44 63.3 1.2 8.0 17.5 0.0 100.0 59
45-49 63.9 15.7 6.2 14.2 0.0 100.0 63
Marital status
Never married 28.6 204 18.9 46 275 100.0 194
Married or living together 713 10.9 1.6 16.2 0.0 100.0 224
Divorced/separated/widowed * * * * * * 9
Marital duration?
04 years (62.8) (5.8) 4.2) (27.2) (0.0 (100.0) 41
5-9 years (60.7) (16.8) 34) (19.2) (0.0) (100.0) 35
10-14 years * * * * * * 16
15-19 years (57.8) (19.1) (2.4) (20.7) 0. (100.0) 29
20-24 years (62.0) (7.5) (0.0) (30.5) (0.0) (100.0) 29
25+ years * * * * * * 9
Married more than once (89.2) (9.8) (0.0 (1.0 (0.0 (100.0) 65
Residence
Funafuti 38.0 214 14.1 12.5 14.1 100.0 225
Outer islands 64.7 8.0 79 8.7 10.7 100.0 203
Education
Less than secondary 60.1 11.2 9.3 13.0 6.3 100.0 141
Secondary 413 18.2 134 9.2 18.0 100.0 223
More than secondary 62.8 12.2 7.5 11.0 6.6 100.0 63
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Table 6.8 (continued)

Timing of last sexual intercourse

Within the last One or more Never had sexual
Background characteristic four weeks Within one year! years Missing intercourse Total Number of men
Wealth quintile
Lowest 52.6 10.2 12.6 11.2 135 100.0 75
Second 59.6 12.4 9.2 10.7 8.1 100.0 94
Middle 59.9 1.7 5.7 14.1 8.5 100.0 89
Fourth 414 14.3 23.6 8.9 11.8 100.0 74
Highest 39.0 25.0 74 8.6 20.1 100.0 96
Total 15-49 50.7 15.0 1.2 10.7 12.5 100.0 428
50+ 479 20.6 19.9 111 05 100.0 130
Total men 15+ 50.0 16.3 13.2 10.8 9.7 100.0 558

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" Excludes men who had sexual intercourse within the four weeks prior to the survey.
2 Excludes men who are not currently married.



6.5 POSTPARTUM AMENORRHOEA, ABSTINENCE, AND
INSUSCEPTIBILITY

Postpartum amenorrhoea refers to the interval between childbirth and the return of menstruation.
The length and intensity of breastfeeding influences the duration of amenorrhoea, which offers
protection from pregnancy. Postpartum abstinence refers to the period between childbirth and the
time when a woman resumes sexual activity. Delaying the resumption of sexual relations can also
prolong protection. Women are considered to be insusceptible to pregnancy if they are not
exposed to the risk of conception, either because their menstrual period has not resumed since a
birth, or because they are abstaining from intercourse after childbirth. Table 6.9 shows the percent
of births in the three years preceding the survey for which mothers are postpartum amenorrheic,
abstaining and insusceptible, by number of months since birth, and median and mean durations.
The estimates shown in Table 6.9 are based on current status data: they refer to the woman’s
situation at the time of the survey. The number of cases is too small to be presented by months
since birth.

Table 6.9: Postpartum amenorrhoea, abstinence and insusceptibility

Percentage of births in the three years preceding the survey for which mothers are postpartum
amenorrheic, abstaining and insusceptible, by number of months since birth, and median and mean
durations, Tuvalu 2007

Percentage of births for which the mother is:

Amenorrheic Abstaining Insusceptible! Number of births
Total 10.1 275 32.2 275
Median 0.7 4.6 8.6 na
Mean 41 9.9 1.7 na

Note: Estimates are based on status at the time of the survey.
na = not applicable
"Includes births for which mothers are either still amenorrheic or still abstaining (or both) following birth.

Overall, 10% of women who gave birth in the three years preceding the survey are amenorrheic,
28% are abstaining and 32% are insusceptible. The results indicate a lower percentage of women
experience postpartum amenorrhoea than they do abstinence or insusceptibility. Women are
amenorrheic for a median of less than one month (0.7) and abstain for about five months after
giving birth. The duration of insusceptibility was on average 8.6 months

Table 6.10: Median duration of amenorrhoea, postpartum abstinence and postpartum
insusceptibility

Median number of months of postparfum amenorrhoea, postpartum abstinence and postpartum
insusceptibility following births in the three years preceding the survey, by background characteristics,
Tuvalu 2007

Postpartum Postpartum

Background characteristic amenorrhoea Postpartum abstinence insusceptibility!
Mother's age

15-29 0.8 6.5 10.4

30-49 0.6 22 31
Residence

Funafuti 0.8 41 8.5

Outer islands 0.6 5.0 5.6
Education

Less than secondary 14 2.0 2.2

Secondary 0.6 53 10.7

More than secondary 0.8 7.8 7.8
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Table 6.10 (continued)

Postpartum Postpartum

Background characteristic amenorrhoea Postpartum abstinence insusceptibility’
Wealth quintile

Lowest 04 3.8 4.9

Second 04 3.8 7.6

Middle 33 9.6 12.7

Fourth 0.8 45 46

Highest 0.8 39 39
Total 0.7 4.6 8.6

Note: Medians are based on the status at the time of the survey (current status).
"Includes births for which mothers are either still amenorrheic or still abstaining (or both) following birth.

6.6 MEDIAN DURATION OF AMENORRHOEA, POSTPARTUM
ABSTINENCE AND POSTPARTUM INSUSCEPTIBILITY

Data from the 2007 TDHS show that postpartum amenorrhoea and abstinence according to
mother’s age is slightly lower among older women aged 30—49 than younger women aged 15-29.

Data on educational attainment show that those with a higher education level are more likely to
abstain from sexual activities after childbirth than women with less than a secondary education.

The wealth background of women shows that those in the middle wealth quintile have a higher
median number of months of amenorrhoea and insusceptibility, and abstain longer than women in
the other wealth quintiles.

6.7 MENOPAUSE

Another factor influencing the risk of pregnancy is menopause. In the context of available survey
data, women are considered menopausal if they are neither pregnant nor postpartum amenorrheic,
but have not had a menstrual period in the six months preceding the survey. Table 6.11 shows the
percentage of women aged 30—49 who are menopausal by age.

Table 6.11 and Figure 6.4 show that there are women who have premature menopause and also
early menopause, and show that some women do not experience menopause until after the age
of 45.

Table 6.11: Menopause

Percentage of women aged 30—-49 who are menopausal by age, Tuvalu 2007

Age Percentage menopausal’ Number of women
30-34 71 97
35-39 8.1 94
40-41 13.6 53
42-43 (7.6) 42
44-45 14.1 75
46-47 23.7 59
48-49 (28.3) 41
Total 13.2 460

Note: Figures in parentheses are based on 25-49 cases.
' Percentage of all women who are not pregnant and not postpartum amenorrheic and whose last menstrual
period occurred six or more months before the survey.
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Figure 6.4: Percentage of women aged 30-49 who are menopausal by age

30

25

20

15

10
5 _:. I I
O T T T T T T T

30-34 3539 40-41  42-43  44-45 4647  48-49

Percentages

Women's age

6.8 KEY RESULTS

A considerably higher proportion of women aged 1549 are married (70.3%) than men aged
1549 (52.2%).

Men marry approximately five years later than women. The median age at first marriage for men
aged 2049 is 27.2, and is 22.1 for women aged 20—49.

Both women and men engage in sexual activities (sexual intercourse) before getting married. The
median age at first sexual intercourse for men aged 2049 is 17.8 and is 21.7 for women aged
20-49.

Marital status has a considerably different impact on sexual activity for males and females. While
only a small proportion of never-married women had sexual intercourse in the four weeks prior to
the survey, about 29% of never-married men were sexually active in the same period.
Furthermore, men and women from the outer islands were more sexually active than those living
in Funafuti.

The median duration of postpartum amenorrhoea is 0.7 months, and is 4.6 months for abstinence
and 8.6 months for insusceptibility.

Education level seems to have a more pronounced impact on the behaviour of women than on
men. Women with a higher education level tend to marry and engage in sexual activities later than
those with a lower education level. Furthermore, women with a higher education level seem to
have less frequent sexual intercourse, which might be the result of their greater self confidence
and empowerment.
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CHAPTER 7 FERTILITY PREFERENCES

This chapter addresses three questions that allow an assessment of the need for contraception.

= Does the respondent want more children?
= Ifso, how long would she prefer to wait before the next child?
= Ifshe could start afresh, how many children in all would she want?

Two further issues are examined: 1) To what extent do unwanted or mistimed pregnancies occur?
2) How would preventing such pregnancies affect fertility rates? Bearing in mind that the
underlying rationale of most family planning programmes is to give couples the freedom and
ability to bear the number of children they want, and to achieve the spacing of births they prefer,
the relevance of this chapter is obvious.

The 2007 TDHS included questions to ascertain fertility preferences. Women who were either not
pregnant or unsure about their status were asked: ‘Would you like to have (a/another) child or
would you prefer not to have any (more) children?” A different question was posed for women
who were pregnant at the time of the survey. Pregnant women were asked: ‘After the child you are
expecting, would you like to have another child or would you prefer not to have any more
children?’ The women who indicated that they wanted another child were asked how long they
would like to wait before the birth of the next child. Finally, women were asked about the number
of children they would like to have, as well as their sex preference, if they were to start
childbearing afresh.

Given the ongoing family planning programmes that address both men and women, and that men
play a vital role in the realisation of reproductive goals, the 2007 TDHS included questions that
elicited information on men’s fertility preferences. Responses to questions provide a basis for
classifying women and men by their fertility preferences according to selected background
characteristics.

7.1 DESIRE FOR MORE CHILDREN

Data on men’s and women’s desire for more children can provide an indication of future
reproductive behaviour, provided that the required family planning services are available,
affordable and accessible. Table 7.1 presents the distribution of currently married women and men
by their desire for more children and according to the number of living children. Only 14% of
currently married women wanted another child after two or more years, 23% wanted to wait for
less than two years to have another child, and 46% declared that they did not want to have any
more children at all or were sterilised. About 2% of women reported not being able to have any
more children because they were infecund. Figure 7.1 depicts the fertility preferences of women
and men, and shows that men are more undecided (23%) than women (14%) about having another
child.

Generally, the proportion of women and men who want another child decreases with the
increasing number of living children. It is equally evident that the proportion of women and men
aged 15-49 who want to stop childbearing increases rapidly with the increasing number of living
children. For instance, 17% of the currently married women with one child indicate that they do
not want more children or had been sterilized, while 81% of currently married women with six or
more children indicated the same. Among women with six or more children, 8% still desire more
children.
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Table 7.1: Fertility preferences by number of living children

Percent distribution of currently married women and currently married men aged 15-49 by desire for children, according to
number of living children, Tuvalu 2007

Total

Number of living children Total men Total

Desire for children 0 1 2 3 4 5 6+ 15-49 50+ men 15+
Women'
Have another soon? 73.6 30.3 17.0 10.2 6.3 25 14 22.9 na na
Have another later? 1.8 39.2 20.0 12.8 8.0 2.1 7.0 14.2 na na
Have another, undecided
when 3.3 0.0 2.3 1.6 0.0 0.0 0.0 1.2 na na
Undecided 11.0 10.7 16.6 15.8 18.0 12.9 11.2 14.0 na na
Want no more 7.2 16.1 32.6 46.3 53.1 64.4 66.3 37.2 na na
Sterilised* 0.0 1.3 9.3 10.6 13.0 18.1 14.2 8.5 na na
Declared infecund 3.1 24 2.2 2.6 1.7 0.0 0.0 2.0 na na
Missing 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 na na
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 na na
Number of women 98 97 94 107 100 53 50 598 na na
Mens

Have another soon? 58.7 26.8 17.9 9.2 3.6 94 0.0 16.1 29 13.5
Have another later? 48 24.8 10.9 6.6 1.9 1.3 2.1 8.5 1.6 7.2
Have another, undecided
when 94 1.1 33 12 0.0 0.0 0.0 1.8 0.6 1.6
Undecided 12.5 228 31.0 226 25.0 35.1 9.9 22.6 2.2 18.8
Want no more 12.0 20.7 326 58.3 56.8 39.3 73.0 433 80.6 50.6
Sterilised* 0.0 38 43 21 12.8 14.9 15.0 74 12.0 8.0
Declared infecund 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Missing 2.7 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 04
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

na=not applicable

" The number of living children includes current pregnancy for women.

2 Wants next birth within two years.

3 Wants to delay next birth for two or more years.

4 Includes both female and male sterilisation.

5 The number of living children includes one additional child if respondent's wife is pregnant (or if any wife is pregnant for men with more than one current wife).
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Figure 7.1: Fertility preferences among currently married women and men aged 15-49
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7.2 DESIRE TO LIMIT CHILDBEARING BY BACKGROUND
CHARACTERISTICS

Tables 7.2 and 7.3 present the percentage of currently married women and men who want no more
children, by number of living children and according to background characteristics. Overall, about
one out of every two Tuvaluan women and men aged 15-49 indicate no desire for more children
(45.7% women, 47.1% men). Figure 7.2 shows that, generally, the desire to stop childbearing
among women and men increases from one living child onward.
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Table 7.2: Desire to limit childbearing — Women

Percentage of currently married women aged 15-49 who want no more children, by number of living children,

according to background characteristics, Tuvalu 2007

Number of living children?

Background characteristic 0 1 2 3 4 5 6+ Total
Residence
Funafuti 9.5 14.6 441 475 71.8 85.7 75.0 451
Outer islands 52 20.7 40.5 63.5 61.8 78.2 86.5 46.3
Education
No education/Primary 20.6 36.3 53.9 68.2 64.6 83.8 82.9 60.6
Secondary 21 10.5 43.3 422 68.5 78.2 743 375
More than secondary 4.8 15.4 18.0 69.1 65.1 100.0 100.0 36.1
Wealth quintile
Lowest 5.0 26.4 31.7 70.2 73.8 67.2 70.3 48.8
Second 72 28.9 27.9 61.2 63.7 81.2 88.1 50.7
Middle 4.7 211 477 50.8 69.0 88.3 77.9 46.6
Fourth 76 14.1 44.8 55.3 55.8 89.1 86.5 411
Highest 1.2 43 51.9 46.8 69.2 100.0 85.7 417
Total 72 174 41.9 57.0 66.0 82.5 80.5 457

Note: Women who have been sterilised are considered to want no more children.

" The number of living children includes the current pregnancy.

Table 7.3: Desire to limit childbearing — Men

Percentage of currently married men aged 15-49 who want no more children, by number of living children,

according to background characteristics, Tuvalu 2007

Number of living children’

Background characteristic 0 1 2 3 4 5 6+ Total
Residence
Funafuti 20.0 5.0 375 56.3 61.5 50.0 86.7 44.3
Outer islands 12.9 28.8 43.0 63.3 56.3 76.5 85.7 494
Education
No education/Primary 30.7 29.1 40.0 68.5 70.8 67.0 89.5 60.8
Secondary 74 10.7 449 70.7 479 66.7 65.2 36.4
More than secondary 211 0.0 36.9 321 448 36.9 100.0 334
Wealth quintile
Lowest 28.9 56.2 29.1 60.0 53.6 60.4 60.2 53.7
Second 9.6 0.0 63.5 65.5 22.7 50.1 88.1 46.0
Middle 0.0 0.0 37.7 455 69.3 54.7 100.0 419
Fourth 321 0.0 0.0 100.0 70.7 100.0 100.0 53.6
Highest 22.6 19.1 40.0 40.0 57.1 100.0 75.0 42.6
Total 15-49 15.7 16.1 413 60.5 59.3 63.2 86.2 471
50+ 73.3 74.6 90.5 100.0 86.5 95.4 96.9 91.7
Total men 15+ 23.8 21.7 55.9 70.6 72.9 84.0 90.0 61.6

Note: Men who have been sterilised or who state that their wife has been sterilised are considered to want no more children.

" The number of living children includes one additional child if respondent's wife is pregnant (or if any wife is pregnant for men with more than one current wife).

The proportion of women in the outer islands with no desire for more children (46%) is not much
different from women in Funafuti (45%). Women with no education or with only a primary
education are more likely to report that they do not want more children (61%) than women who
have more than a secondary education (36%). A similar pattern exists among men. Men with no
education or only a primary education are more likely to report that they do not want more
children (61%) compared with those with a secondary education or higher (33%). These analyses

show that the higher the education level, the less desire there is to limit family size.
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An analysis of women’s and men’s desire to limit childbirth by wealth quintile shows that, overall,
there is little variation in the desire to limit childbearing with increasing wealth quintile. Although
the levels are comparatively different between the sexes, with women having a higher proportion
than men, there is not a strong relationship between household wealth and desire to limit
childbearing.

Figure 7.2: Percentage of currently married women and men who want no more
children by number of living children
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7.3 NEED FOR FAMILY PLANNING SERVICES

Women who indicate that they either want no more children or want to wait for two or more years
before having another child, and who are not using contraception, constitute a group that has an
unmet need for family planning. Women who are currently using a family planning method are
considered to have a met need for family planning. Women with an unmet need for family
planning and those who are currently using contraception form the total demand for family
planning.

Table 7.4 presents estimates for the unmet need, met need, and total demand for family planning
services for currently married women. Overall, 24% of currently married women have an unmet
need for family planning services, 12% for spacing, and 12% for limiting. Over three out of every
ten (31%) married women use contraceptive methods, which constitutes a met need. The total
demand for family planning is estimated at 55%, and the demand satisfied is 56%.

There are substantial differences by background characteristics in the level of unmet need for
family planning and the proportion of family planning demand satisfied. Women aged 30-34 are
most likely to have a higher unmet need, both for spacing and for limiting child births (31%). This
is followed by 24% of women aged 4044, which is slightly higher than the need for younger
women aged 20-29. Furthermore, older women have a higher proportion of family planning needs
that are met. The very high unmet need in currently married women aged 30-34 and 40—44 has
important implications for planning adolescent reproductive health information and services to
ensure that the needs for family planning are met.
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The differentials by place of residence show that women from Funafuti and the outer island have
about the same unmet need (26% and 23%, respectively). There is also very little variation by
educational attainment, which indicates that Tuvalu’s compulsory education policy assists in
information on and accessibility to family planning services. There is little difference among
wealth quintiles with regard to unmet needs for family planning services.

The met need of family planning (i.e. the level of contraceptive use) is higher for spacing among
younger women and for limiting among older women. By rural and urban residence, the
proportion of current users for spacing and for limiting childbearing is about the same (30.5%
outer islands, 30.6% Funafuti). The met need for spacing increases consistently with educational
attainment, whereas the level of current use by household wealth quintile varies.

If women aged 45-49 are excluded, the total demand for family planning services increases with
age from 44% among women aged 20-24 to 64% among women aged 40—44. There were too few
cases of Tuvaluan teenage-aged women who were currently married to generate meaningful data.
The total demand for family planning services is higher in Funafuti (56%) than in the outer islands
(54%). The demand for family planning is about the same for each education level but fluctuates
with wealth from 50% in the lowest quintile to 52% in the highest wealth quintile.

The percent of demand satisfied generally increases with age from 46% among women in the
20-24 age group to 62% among women in the 40-44 age group. The level of demand satisfied is
similar for both the outer islands (56.8%) and Funafuti (54.5%). There is little variation in total
demand satisfied for each education level. The percent of demand satisfied by wealth quintile
fluctuates, with the lowest percentage reported (50%) for the fourth quintile.
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Table 7.4: Need and demand for family planning among currently married women

Percentage of currently married women aged 15-49 with unmet need for family planning, percentage with met need for family planning, the total demand for family planning, and
the percentage for the demand for contraception that is satisfied, by background characteristics, Tuvalu 2007

Met need for family planning
Unmet need for family planning? (currently using)? Total demand for family planning? Percentage of

Background demand Number of
characteristic For spacing  For limiting Total For spacing  For limiting Total For spacing  For limiting Total satisfied women
Age

15-19 * * " " " * * * * * 9

20-24 18.0 5.8 23.8 17.8 28 20.5 35.8 8.5 443 46.3 78

25-29 15.1 741 22.2 20.3 6.5 26.8 354 13.6 48.9 54.7 112

30-34 19.5 114 30.9 10.1 20.5 30.6 29.6 31.9 61.5 49.8 89

35-39 9.9 138 23.7 7.7 29.8 374 17.6 435 61.2 61.2 84

40-44 8.9 15.4 243 3.1 36.7 39.8 12.0 52.1 64.1 62.0 111

45-49 29 17.2 20.2 3.0 25.8 28.7 5.9 43.0 48.9 58.8 116
Residence

Funafuti 13.7 11.8 255 10.2 204 30.6 23.9 32.2 56.1 54.5 277

Outer islands 10.8 12.3 231 9.8 20.7 30.5 20.6 33.0 53.6 56.8 321
Education

No education/Primary 741 134 20.5 4.8 28.9 33.7 11.9 42.3 54.2 62.2 220

Secondary 15.9 118 27.6 12.3 15.4 21.7 28.2 27.2 55.4 50.1 277

More than secondary 12.9 10.0 229 14.6 16.6 31.2 27.6 26.6 54.2 57.7 101
Wealth quintile

Lowest 9.7 13.6 23.3 6.7 19.7 26.3 16.3 33.3 49.6 53.0 105

Second 11.8 10.9 22.7 11.1 25.7 36.8 23.0 36.6 59.6 61.9 119

Middle 12.9 134 26.2 115 21.2 32.7 244 345 58.9 55.5 137

Fourth 13.6 12.1 258 72 18.9 26.1 20.9 31.0 51.9 50.4 122

Highest 12.3 10.3 22.6 12.8 17.0 29.9 252 27.3 524 56.9 115
Total 12.1 121 24.2 10.0 20.6 30.5 221 32.6 54.7 55.8 598

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed.

" Unmet need for spacing includes pregnant women whose pregnancy was mistimed; amenorrheic women who are not using family planning and whose last birth was mistimed, or whose last birth was unwanted but now say they want more children; and
fecund women who are neither pregnant nor amenorrheic, who are not using any method of family planning, and say they want to wait two or more years for their next birth. Also included in unmet need for spacing are fecund women who are not using any
method of family planning and say they are unsure whether they want another child or who want another child but are unsure when to have the birth

Unmet need for limiting refers to pregnant women whose pregnancy was unwanted; amenorrheic women who are not using family planning, whose last child was unwanted and who do not want any more children; and fecund women who are neither
pregnant nor amenorrheic, who are not using any method of family planning, and who want no more children

2 Using for spacing is defined as women who are using some method of family planning and say they want to have another child or are undecided whether to have another

Using for limiting is defined as women who are using and who want no more children. Note that the specific methods used are not taken into account here

104



Table 7.5 presents estimates for the unmet need, met need, and the total demand for family
planning services for all women and for women who are not currently married. Overall, 17% of all
women have an unmet need for family planning services, 8.6% for spacing, and 8.7% for limiting.
About two out of every ten women (23%) use contraceptive methods, which constitute the met
need. The total demand for family planning services for all Tuvaluan women is estimated to be
41%, and the demand satisfied is 57% (1% more than for currently married women).

The percent of demand satisfied increases with age from 40% for teenage girls (aged 15-19) to
60% for older women aged 45—49. This is greatly affected by the met demand for limiting, which
increases by age from a low of 0% to 22% for women aged 45-49. The lowest percentages of
demand satisfied are among young girls aged 15-19 and, women in Funafuti in the fourth wealth
quintile.
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Table 7.5: Need and demand for family planning for all women and for women who are not currently married

Percentage of all women and not currently married women aged 15-49 with unmet need for family planning, percentage with met need for family planning, the total demand for
family planning and the percentage of the demand for contraception that is satisfied, by background characteristics, Tuvalu 2007

Met need for family planning
Unmet need for family planning’ (currently using)? Total demand for family planning Percentage of
Background demand Number of
characteristic For spacing For limiting Total For spacing For limiting Total For spacing For limiting Total satisfied women
All Women

Age

15-19 3.1 1.0 41 27 0.0 27 5.9 1.0 6.9 39.9 1M

20-24 9.7 39 13.6 1.8 1.5 13.3 215 5.3 26.9 495 145

25-29 12.6 59 18.6 19.9 54 253 32.5 114 43.9 57.7 134

30-34 17.8 10.4 283 9.3 211 30.3 271 315 58.6 51.7 97

35-39 8.8 12.2 211 6.8 26.4 33.3 15.7 38.7 54.3 61.2 94

40-44 76 14.0 21.6 26 322 34.8 10.2 46.2 56.5 61.7 129

45-49 24 14.2 16.7 24 222 24.7 49 36.5 413 59.7 140
Residence

Funafuti 9.2 8.1 17.3 8.1 14.2 22.3 17.3 22.3 39.6 56.3 414

Outer islands 8.1 9.3 174 8.1 15.7 23.9 16.2 251 412 57.8 437
Education

No education/Primary 5.8 10.9 16.6 4.2 234 27.6 10.0 34.3 442 62.3 282

Secondary 10.1 7.7 17.8 9.6 10.2 19.8 19.6 18.0 37.6 52.7 437

More than secondary 9.9 7.6 17.5 1.7 12.7 244 216 20.3 420 58.2 132
Wealth quintile

Lowest 6.7 9.4 16.1 5.0 15.2 20.2 1.7 24.6 36.3 55.6 152

Second 7.9 78 15.7 1.8 171 28.9 19.6 25.0 446 64.8 179

Middle 10.8 10.8 21.6 9.3 17.1 26.5 20.2 27.9 48.1 55.0 169

Fourth 9.6 9.2 18.8 5.7 13.3 19.1 15.4 225 379 50.4 173

Highest 8.0 6.6 14.6 8.3 12.2 20.5 16.2 18.8 35.1 58.4 177
Total 8.6 8.7 174 8.1 15.0 231 16.7 23.7 40.5 57.1 851

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

"Unmet need for spacing includes pregnant women whose pregnancy was mistimed; amenorrheic women who are not using family planning and whose last birth was mistimed, or whose last birth was unwanted but now say they want more children; and
fecund women who are neither pregnant nor amenorrheic, who are not using any method of family planning, and say they want to wait two or more years for their next birth. Also included in unmet need for spacing are fecund women who are not using any
method of family planning and say they are unsure whether they want another child or who want another child but are unsure when to have the birth

Unmet need for limiting refers to pregnant women whose pregnancy was unwanted; amenorrheic women who are not using family planning, whose last child was unwanted and who do not want any more children; and fecund women who are neither
pregnant nor amenorrheic, who are not using any method of family planning, and who want no more children

2 Using for spacing is defined as women who are using some method of family planning and say they want to have another child or are undecided whether to have another

Using for limiting is defined as women who are using and who want no more children. Note that the specific methods used are not taken into account here
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Among women who are not currently married, Table 7.6 presents estimates of their unmet need,
met need, and the total demand for family planning services. Overall, only 1.1% of women not
currently married have an unmet need for family planning services, which is likely to be
contributed by unmet need for limiting for women aged 15-24 years who are likely to live in one
of the outer islands who have less than secondary level education and are observed to be in the
second quintile household wealth category. About one out of every ten currently not married
Tuvaluan women (5.5%) is using contraceptive methods, which constitutes a measure of their met
need. These women’s total demand for family planning is estimated at about 7% (less than seven
times the demand of the currently married women which was 55%), and the demand satisfied
is 83%.
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Table 7.6: Need and demand for family planning for women who are not currently married

Percentage of all women and not currently married women aged 15-49 with an unmet need for family planning, the percentage with a met need for family planning, the total demand
for family planning and the percentage of the demand for contraception that is satisfied, by background characteristics, Tuvalu 2007

Met need for family planning
Unmet need for family planning (currently using) Total demand for family planning
Percentage
Background of demand Number of
characteristic For spacing For limiting Total For spacing For limiting Total For spacing For limiting Total satisfied women
Women Not Currently Married

Current age

15-19 0.7 0.0 0.7 2.3 0.0 2.3 3.0 0.0 3.0 77.3 102

20-24 0.0 1.6 1.6 49 0.0 49 49 1.6 6.5 75.0 67

2599 « * * « * * « « * « 29

30-34 . * * * * * * * * « 8

35-39 « * B « * B « « B « 10

40-44 . * * * * * * * * « 19

45-49 (0.0 (0.0 (0.0) (0.0 (5.4) (5.4) (0.0 (5.4) (5.4) (100.0) 24
Residence

Urban 0.0 0.8 0.8 4.0 1.6 5.6 4.0 24 6.3 87.5 137

Rural 0.6 0.9 15 35 20 5.5 41 29 7.0 78.8 116
Education

No education/Primary 1.1 1.7 2.8 1.8 38 5.6 29 55 8.4 66.6 61

Secondary 0.0 0.7 0.7 48 14 6.2 48 20 6.8 90.1 160

More than secondary (0.0) 0.0 0.0 2.2 0.0 2.2 2.2 0.0 2.2 100.0 31
Wealth quintile

Lowest 0.0 0.0 0.0 1.3 5.0 6.4 1.3 5.0 6.4 100.0 47

Second 0.0 1.7 1.7 13.0 0.0 13.0 13.0 1.7 14.7 88.2 60

Middle 2.1 (0.0 2.1) (0.0) (0.0 (0.0 2.1) (0.0 2.1) (0.0 32

Fourth (0.0) (2.1) (2.1) (2.1) (0.0) 2.1) 2.1) 2.1) 4.3) (50.0) 51

Highest 0.0 0.0 0.0 0.0 35 35 0.0 35 35 100.0 63
Total 0.3 0.8 1.1 3.8 1.8 5.5 4.0 26 6.7 83.3 253

Overall, between 70% and 100% of women’s family planning demands are satisfied.
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74 IDEAL NUMBER OF CHILDREN

The 2007 TDHS asked women and men about the total number of children they would like to have
in their lifetime. For respondents who already had living children, the question was posed
hypothetically: ‘If you could go back to the time when you did not have any children and could
choose exactly the number of children to have in your whole life, how many would that be?’
Table 7.7 presents the distribution of women and men aged 1549 by their ideal number of
children.

Table 7.7: Ideal number of children

Percent distribution of women and men aged 15-49 by their ideal number of children, and the mean ideal number of
children for all respondents and for currently married respondents, according to number of living children, Tuvalu 2007

Number of living children

Ideal number of children 0 1 2 3 4 5 6+ Total
Women'

0 9.2 8.7 124 13.5 14.1 15.6 13.7 11.5
1 5.7 74 1.9 0.0 2.6 0.0 20 36
2 35.7 3341 19.9 4.7 6.2 16.9 10.6 22.3
3 238 14.3 236 17.5 5.8 7.0 46 16.9
4 124 204 348 46.4 39.1 174 29.2 26.1
5 2.8 7.3 35 6.4 10.9 13.7 6.6 6.1
6+ 7.2 6.4 15 8.2 13.9 255 217 9.8
Non-numeric responses 3.1 24 25 3.3 74 3.9 55 3.7
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 277 122 113 120 111 55 53 851
Mean ideal number children for:2

All women 2.8 2.8 2.8 34 35 39 42 31

Number 269 119 110 116 102 53 50 820
Currently married women 3.1 29 29 34 35 37 (4.3 3.3
Number 97 97 91 103 95 51 47 580

Men?

0 59 5.3 (0.0 (11.0) 4.4 * 9.1) 6.1
1 6.5 0.0 (0.0 (2.5) (0.0 * (0.0 36
2 32.0 16.2 (23.3) (3.5) 8.7) * (3.6 222
3 27.2 276 (14.4) (25.1) (6.4) * (3.6 22.3
4 124 30.7 (30.9) (26.5) (46.1) * (22.0 20.6
5 8.6 7.8 (12.5) (13.2) (15.6) * (124 10.2
6+ 5.1 9.0 (13.2) (13.3) (18.8) * (39.2 11.7
Non-numeric responses 24 33 (5.6) (5.0 (0.0 * (10.2 34
Total 100.0 100.0 (100.0) (100.0) (100.0) * (100.0) 100.0
Number 220 54 33 47 27 14 33 428
Mean ideal number children for:2

All men 3.0 35 (3.8) (3.8) 4.1) * (5.1) 35

Number 215 52 31 45 27 14 30 413
Currently married men * (3.5) (3.9) (3.8) 4.1) * (5.1) 3.9
Number 28 42 28 44 27 14 30 213
Mean ideal number children for
men 15+:2

All men 3.0 34 (3.7 37 37 4.7 4.7) 35

Number 220 57 42 59 51 35 43 526
Currently married men (2.3) (3.4) (3.8) 3.7 37 4.7) 4.7 3.8
Number 33 47 39 58 51 35 43 306

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

" The number of living children includes current pregnancy for women.

2Means are calculated excluding respondents who gave non-numeric responses.

3The number of living children includes one additional child if respondent's wife is pregnant (or if any wife is pregnant for men with more than one current wife).
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Generally, men express a desire for a slightly larger family. The mean ideal number of children
among all women is 3.1 compared with 3.5 for men. The ideal family size of currently married
women is 3.3 children. Currently married men aged 1549 have a slightly higher mean ideal
family size than all men in that age group (3.9 children).

Among all women aged 15-49, the ideal number of children increases from 2.8 children for
women with no living children to 4.2 children for women with six or more children. A similar
pattern exists among men aged 15—49, although the level is a little higher and the range is about
the same; that is, 3.0 children for men with no living children and 5.1 children for men with six or
more children.

The desired family size becomes below the actual number of children for those currently married
women who have four or more children and currently married men who have six or more children.
This is an indication that women who have had four or more children would have liked to have
less and could not realise their goals, due to unwanted births.

Table 7.8: Mean ideal number of children

Mean ideal number of children for all women aged 15-49 by
background characteristics, Tuvalu 2007

Number of
Background characteristic Mean women'
Age
15-19 2.3 105
20-24 3.0 142
25-29 33 131
30-34 33 94
35-39 36 93
40-44 33 125
45-49 3.1 131
Residence
Funafuti 3.2 396
Outer islands 3.0 423
Education
No education/Primary 31 270
Secondary 3.1 421
More than secondary 33 128
Wealth quintile
Lowest 3.2 147
Second 3.2 174
Middle 29 165
Fourth 3.2 161
Highest 32 172
Total 3.1 820

" Number of women who gave a numeric response.

The mean ideal number of children among women aged 15-49 is 3.1 (Table 7.8). The average
ideal number of children increases steadily within the 15-39 age group then decreases within the
40-49 age group. The mean ideal number of children is 2.3 for women aged 15-19 and is 3.1 for
women aged 45—49. There is little difference by residence, although women from the outer islands
are more likely to desire fewer children (3.0 children) than women from Funafuti (3.2 children).

There is very little variation in educational level although, in general, the mean ideal number of
children increases with increased education. Women with no education or with only a primary
education prefer 3.1 children, while those with more than a secondary education prefer
3.3 children. The desired number of children across all wealth quintiles is 3.2 children, except for
the middle quintile with 2.9 children.
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7.5  FERTILITY PLANNING

To measure the level of unwanted fertility, women were asked whether all of the children born in
the preceding five years were wanted at the time, wanted but at a later time, or not wanted at all.
For women who were pregnant at the time of the interview, this question was also asked with
reference to the current pregnancy. The procedure required respondents to recall accurately their
wishes at one or more points in the last five years. Care should be taken in interpreting the results
because an unwanted conception may have become a cherished child, leading to the rationalisation
of responses to these questions.

According to Table 7.9, 77% of the births in the five years preceding the survey were wanted at
the time, 7% were wanted later (mistimed), and 15% were not wanted at the time they were
conceived. This finding indicates an increase in demand for birth limiting, which is roughly
consistent with the increase in unmet need for birth limiting observed in Table 7.4.

Looking at fertility planning status by birth order and age of the mother, the data shows that the
proportion of births that were wanted then varies with the birth order, but no clear direction (that
is, either increase or decrease with those characteristics). For example, although 84% of first births
were wanted then, there were also about 72% of fourth or higher order births that were wanted at
the time they occurred. Whereas, over 76% of the second and third order births were wanted at the
time they occurred. On the other hand, the percentage of unwanted births changes markedly from
9% of first-order births to 21% of fourth- and higher-order births.

In addition, fertility planning status sort of increases with age of the mother as indicated in a
steady increase of wanted then with age of the mother from 69.8% for the younger age group to
77.8% with older mothers. Women who are less than 20 are much more likely to report an
unwanted birth in the five years before the survey than women over the age of 20. Altogether,
30% of births to teenage mothers (16% unwanted and 14% wanted later) were not wanted or were
not timely.

Table 7.9: Fertility planning status

Percent distribution of births to women aged 15-49 in the five years preceding the survey (including
current pregnancies), by planning status of the birth, according to birth order and mother's age at birth,
Tuvalu 2007

Planning status of birth
Wanted Wanted Wanted Number

Birth order and mother's age at birth then later no more Missing Total of births
Birth order

1 84.2 71 8.7 0.0 100.0 137

2 76.0 9.6 14.5 0.0 100.0 97

3 78.6 58 13.1 26 100.0 85

4+ 72.2 72 20.6 0.0 100.0 179
Mother's age at birth

<20 (69.8) (14.2) (16.0) (0.0 (100.0) 31

20-24 85.4 5.5 9.1 0.0 100.0 168

25-29 74.0 9.9 15.2 0.8 100.0 130

30-34 76.3 8.7 135 14 100.0 75

35-39 77.8 2.1 20.1 0.0 100.0 63

40-44 (56.9) (8.3) (34.9) (0.0 (100.0) 29

45-49 * * * * * 2
Total 15-49 77.3 74 14.9 04 100.0 498
Total 15+ 49.2 154 35.1 0.2 100.0 1,250

Note: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
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Table 7.10: Wanted fertility rates

Total wanted fertility rates and TFRs for the three years preceding
the survey, by background characteristics, Tuvalu 2007

Total wanted Total fertility

Background characteristic fertility rates rate
Residence

Funafuti 33 4.2

Outer islands 24 3.7
Education

No education/Primary 2.6 35

Secondary 29 43

More than secondary 24 2.8
Wealth quintile

Lowest 2.0 3.6

Second 33 43

Middle 34 55

Fourth 28 33

Highest 25 2.8
Total 28 39

Note: Rates are calculated based on births to women aged 15-49 in the period 1-36 months
preceding the survey. The TFRs are the same as those presented in Table 4.2.

7.6  WANTED FERTILITY RATES

Wanted fertility rates measure the potential demographic impact of avoiding unwanted births. The
wanted fertility rate is calculated in the same way as the conventional TFR, except that unwanted
births are excluded. A birth is considered wanted if the number of living children at the time of
conception was less than the ideal number of children reported by the respondent. The gap
between wanted and actual fertility shows how successful women are in achieving their
reproductive intentions.

A comparison of the total wanted fertility rates and total fertility rates for the three years preceding
the survey by background characteristics is presented in Table 7.10. The data reveal that if all
unwanted births are eliminated, the Tuvalu’s TFR would be 2.8 children per woman instead of the
actual TFR of 3.9 children per woman.

There is considerable variation in the total wanted fertility rate by background characteristics. The
gap between actual and wanted fertility for most of the above characteristic categories is within a
range of 1.1-2.1. The lowest gap in fertility is found for women with above secondary level
education (0.4 children), and for women in the highest household wealth quintile (0.3 children).

7.7  KEY FINDINGS

Unmet needs for contraception can lead to unintended pregnancies, which pose risks for both
mother and child and contribute to high fertility levels. Understanding the level or size of unmet
needs of contraception and the background characteristics of women with unmet needs for family
planning methods can help strengthen health services and family planning programmes in
targeting subgroups that are in need of such services. Woman’s fertility preferences and desire for
having children are likely to be achieved provided the required family planning services are
available, affordable and accessible.

The results show that 24% of currently married women have an unmet need for family planning
services; 12% spacing and likewise for limiting. The size of unmet needs of contraception
indicates that the proportions of these currently married women are having difficulties gaining full
access to family planning methods. The needs of currently married women for both birth spacing
and birth limiting are not met, which can lead to unwanted and unplanned births.
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The 2007 TDHS also examined women’s fertility preferences, their desire to limit childbearing,
ideal number of children, fertility planning and wanted fertility rates. These are indications of
contraception needs, particularly to enable women to have their desired number of children.
Results can assist and provide overall direction of family planning programmes and services in
targeting subgroups that are in need of such services. The following are the results.

1.

About 46% of currently married women and 47% of currently married men desire no more
children. Results indicate that the desire of having no more children increases with the
increasing number of children.

Results show that the mean ideal number of children for currently married women is 3.3,
whereas it is 3.8 for currently married men. The results implies that both women and men
are having difficulties in archiving this goal as they still continue to have more children
than their ideal number.

About 7% of births are reported to be mistimed and most young mothers (less than 20 years
of age) are having mistimed births. About 15% of births are not being planned by women
aged 15-49.

The data show that the desired TFR is 2.8 per woman as compared with the actual TFR of
3.9 for the three years preceding the survey. This implies that if all unwanted births are
eliminated, Tuvalu’s actual fertility rate would be 2.8 children per woman.
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CHAPTER 8 INFANT AND CHILD MORTALITY

This chapter presents estimates of levels, trends and differentials of neonatal, postneonatal, infant
and childhood mortality, as well as perinatal mortality in Tuvalu. This information is important
not only for examining demographic trends within the country, but also in designing and
evaluating health policies and programmes. Primary and preventative health services focus on
improving the quality of life of Tuvaluan people, including reducing infant and childhood
mortality and reducing incidences of high-risk pregnancies. These services also aid the health
ministry by identifying a category of the population, particularly babies and their mothers, who are
at high risk of mortality.

8.1 DEFINITIONS, METHODOLOGY AND ASSESSMENT OF DATA
QUALITY

For this report, the measures or indicators of childhood mortality are defined as follows:
Neonatal mortality: The probability of dying within the first month of life.

Infant mortality: The probability of dying between birth and the first birthday.
Postneonatal mortality: The arithmetic difference between infant and neonatal mortality.
Child mortality: The probability of dying between exact age 1 and the fifth birthday.
Under-5 mortality: The probability of dying between birth and the fifth birthday.

The data used in estimating these mortality rates were collected from the birth history section of
the 2007 TDHS women’s questionnaire. The section begins with questions about the respondent’s
childbearing experience (i.e. the number of sons and daughters who live in the household, those
who live elsewhere, and those who have died). Then, for each live birth, information on the name,
date of birth, sex, whether the birth was single or multiple, and survivorship status was recorded.
For living children, information about their age and whether they resided with their mother was
obtained. For children who had died, the respondent was asked to provide the child’s age at death.

A retrospective birth history, such as that included in the 2007 TDHS is susceptible to several data
collection errors:

= Only surviving women aged 15-49 were interviewed; therefore, no data are available for
children of women who had died. The resulting mortality estimates will be biased if the
child mortality rate of surviving and non-surviving women differs substantially.

=  Another possible error in data collection is under-reporting of events (births and deaths),
especially in cases where deaths occur early in infancy. If such deaths are selectively
omitted, the consequence will not only be a lower infant mortality rate and neonatal
mortality rate, but also a low ratio of neonatal deaths to infant deaths and early neonatal
death (within one week) to neonatal deaths.

= [t is believed that under-reporting of early infant deaths may increase with the length of
time since the child’s death (e.g. an early infant death that occurred ten years before the
survey may be more likely to be omitted than an early infant death two years before the
survey). Thus, an examination of these patterns over time is critical.
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8.2 EARLY CHILDHOOD MORTALITY RATES: LEVELS AND TRENDS

The 2007 TDHS collected birth histories from 915 women. Early childhood mortality rates for the
15-year period preceding the survey are presented below by five-year periods in Table 8.1.

Table 8.1: Early childhood mortality rates

Neonatal, postneonatal, infant, child, and under-5 mortality rates for five-year periods preceding the survey,
Tuvalu 2007

Years preceding the Neonatal Postneonatal Infant mortality Child mortality Under-5 mortality
survey mortality (NN) mortality! (PNN) (190) (491) (590)

0-4 29 2 31 5 36

5-9 14 10 24 5 29

10-14 25 12 37 8 44

" Computed as the difference between the infant and neonatal mortality rates.

For the most recent period (i.e. zero to four years before the survey, reflecting roughly 2003—
2007), the infant mortality rate was 31 deaths per 1,000 live births. This means that about 3 in
every 100 babies born in Tuvalu do not live to their first birthday. Child mortality, the probability
of dying between age 1 and exact age 5, was 5 deaths per 1,000 people aged 1-4. The overall
under-five mortality is 36 deaths per 1,000 live births, which implies that 36 in every one thousand
Tuvaluan babies do not survive to their fifth birthday.

The first month of life is associated with the highest risk of survival. The neonatal mortality rate is
29 deaths per 1,000 live births, implying that nearly 3 out of every 100 infant deaths occur during
the first month of life. As childhood mortality declines, postneonatal mortality usually declines
faster than the neonatal mortality because neonatal mortality is frequently caused by biological
factors that are not easily addressed by primary care interventions. In Tuvalu, postneonatal
mortality is 2 per 1,000 births among infants during the five-year period before the survey.

Data from the 2007 TDHS shows that the situation of childhood mortality in Tuvalu worsened
from 2003-2007, compared with 1998-2003. This situation is observed in postneonatal, infant,
childhood and under-5 mortality. For example, the infant mortality rate increased from 24 per
1,000 live births during the period 1998-2003 to 31 per 1,000, while the rate for under-five
mortality increased from 29 to 36 deaths per 1,000 births (See Fig. 8.1).

According to the 2007 TDHS, mortality estimates for the period 1998-2003 (i.e. five to nine years
before the survey) decreased from high levels observed for the period 1993—-1998 (ten to fourteen
years before the survey). For example, there was a decrease in neonatal deaths from 25 deaths per
1,000 live births during 1993—-1998 to only 14 per 1,000 during 1998-2003. There was also a
decrease in post neonatal deaths from 12 deaths per 1,000 during 1993—-1998 to 10 deaths during
1998-2003. The infant mortality rate decreased from 37 to 24 during the same period.

Only post neonatal mortality showed a constant decline during the 15-year period before the
survey.
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Figure 8.1: Mortality trends
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8.3 EARLY CHILDHOOD MORTALITY BY SOCIOECONOMIC
CHARACTERISTICS

Table 8.2 presents early childhood mortality rates by socioeconomic characteristics. The rates
refer to the 10-year period 1998-2007.

Table 8.2: Early childhood mortality rates by socioeconomic characteristics

Neonatal, postneonatal, infant, child, and under-5 mortality rates for the 10-year period preceding the survey, by
background characteristic, Tuvalu 2007

Neonatal Postneonatal Infant mortality Child mortality Under-5 mortality

Background characteristic mortality (NN) mortality! (PNN) (190) (491) (590)
Residence

Funafuti 18 8 26 9 34
Outer islands 25 4 30 2 32
Mother's education

Less than secondary 33 6 40 3 43
Secondary 21 8 29 9 38
Wealth quintile

Lowest 19 1 30 0 30
Second 39 12 52 4 55
Middle 16 0 16 8 23
Fourth 33 7 40 7 47
Highest 0 0 0 8 8

" Computed as the difference between the infant mortality rate and the neonatal mortality rate.

As evidenced from sources such as censuses, there are differences in mortality levels between
Tuvalu’s urban population (Funafuti) and rural population (outer islands). While the level of
neonatal and infant mortality is lower in Funafuti than in the outer islands, it is higher for
postneonatal and child mortality. As a result, the under-5 mortality is higher in Funafuti than in the
outer islands. For example, the infant mortality rate in Funafuti during the 10-year period before
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Mortality rate (%)

the 2007 TDHS is 26 deaths per 1,000 births as opposed to 30 in the outer islands, and child
mortality was 9 in Funafuti and only 2 in the outer islands (See Fig. 8.2).

In general, a mother’s educational attainment is strongly associated with child survival. Children
born to a mother with a secondary or higher education have by far the lowest rates for all types of
childhood mortality, while the opposite is true for mothers with less education. Table 8.2 and
Figure 8.3 confirm that as the level of a mother’s education increases, the level of early-age
mortality decreases. For instance, the estimated infant mortality rate of children whose mothers
have less than a secondary education is 40, while the rate for those whose mothers have a
secondary education is 29. A similar pattern is observed for neonatal and under-5 mortality.
However, postneonatal and child mortality are higher for mothers with a secondary education than
those with less education. Interestingly, the pattern of child mortality rates by education and
urban—rural residence is exactly the same. A likely explanation is that a larger proportion of
women living in Funafuti have a higher education than women living in the outer islands.

Figure 8.2: Child mortality rates by mother’s place of residence
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Figure 8.3: Child mortality rates by mother’s educational background
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In general, the wealth status of a mother is inversely associated with childhood mortality.
However, this general guide is not observed in Tuvalu as shown in Table 8.2. Children in the
lowest wealth quintile households have lower mortality rates than those in the second wealth
quintile, while those in the middle wealth quintile households have the lowest mortality rates of all
households, which is significantly lower than the fourth wealth quintile (See Fig. 8.4).
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Figure 8.4: Child mortality rates by wealth quintile
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8.4 EARLY CHILDHOOD MORTALITY BY DEMOGRAPHIC
CHARACTERISTICS

The demographic characteristics of both mother and child have been found to play an important

role in the survival probability of children. Table 8.3 presents early childhood mortality by a

number of these characteristics, including the sex of child, mother’s age at birth, birth order, and
previous birth interval for the 10-year period before the survey.

Table 8.3: Early childhood mortality rates by demographic characteristics

Neonatal, postneonatal, infant, child, and under-5 mortality rates for the 10-year period preceding the survey, by
demographic characteristics, Tuvalu 2007

Neonatal Postneonatal Infant mortality Child mortality Under-5 mortality

Demographic characteristic mortality (NN) mortality! (PNN) (190) (491) (590)
Child's sex

Male 25 4 29 5 33

Female 18 9 27 6 33
Mother's age at birth

20-29 17 8 24 6 30

30-39 28 6 34 6 39

40-49 62 0 62 0 62
Birth order

1 8 6 15 0 15

2-3 21 6 27 7 34

4-6 36 4 40 7 47

7+ 0 19 19 0 19
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Table 8.3 (continued)

Neonatal Postneonatal Infant mortality Child mortality Under-5 mortality

Demographic characteristic mortality (NN) mortality! (PNN) (190) (491) (590)
Previous birth interval?

<2 years 24 15 38 7 45

2 years 29 0 29 13 42

3 years 23 1" 33 10 43

4+ years 27 0 27 0 27
Birth size?

Smallivery small 75 18 93 na na

Average or larger 16 0 16 na na

Don’t Know/Missing 350 0 350 na na

" Computed as the difference between the infant and neonatal mortality rates.
2 Excludes first-order births.
3 Rates for the five-year period before the survey.

The estimated infant mortality rate for males (29 deaths per 1,000) is slightly higher than that for
females (27 deaths per 1,000).

The results in Table 8.3 agree with the traditional hypothesis of ‘too early and too late increases
child mortality’. According to the 2007 TDHS results, children born ‘too late’ (i.e. children born
to mothers who are aged 40 and older) are disadvantaged compared with children born to mothers
aged 20-39. Neonatal and infant mortality of children born to mothers aged older than 40 years
was about twice as high as children born to younger mothers (See Fig. 8.5). Given that the sample
size was too small, the hypothesis that ‘too early increases child mortality’ could not be tested.

Figure 8.5: Child mortality rates by mother’s age at birth
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Figure 8.6: Child mortality rates by birth order
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Higher birth orders are inversely associated with childhood mortality. This notion is certainly not
true for Tuvalu, where child mortality levels are significantly lower for first-order births than for
higher-order births (See Fig. 8.6).

Birth interval normally affects a child’s risk of survival (mostly during infancy). In Tuvalu,
children are at a higher risk of mortality if they are born less than two years after the previous birth
(see Fig. 8.7). For example, the infant mortality rate of children born after an interval of less than
2 years is 38, which is higher than for children born after longer birth intervals. In general,
however, the length of the birth interval does not show a clear correlation with the level of child
mortality, although children born after a birth interval of more than four years show the lowest
level of under-5 mortality (27 per 1,000).
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Figure 8.7: Child mortality rates by birth interval
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Data on the relationship between a child’s birth weight and levels of child mortality are shown at
the bottom of Table 8.3. Small and/or very small babies have a much higher risk of mortality than
average or large-sized babies. The neonatal mortality rate for small and very small babies is 75
compared with only 16 for average or large-sized babies. The infant mortality rate for small and
very small babies is 93 compared with 16 for larger babies.

8.5 HIGH-RISK FERTILITY BEHAVIOUR

The 2007 TDHS examined the relative importance of maternal fertility patterns associated with
increased risk of mortality. Generally, infants and children have a greater probability of dying if
they are: 1) born to mothers who are too old or too young, 2) born after a short birth interval, or
3) of high birth order. In analysing the effects of high-risk fertility behaviour on child survival, a
mother is classified as too young if she is less than age 18, and too old if she is over age 34 at the
time of birth. A short birth interval is defined as a birth occurring less than 24 months after the
previous birth, and a child is of a high birth order if the mother has previously given birth to three
or more children (i.e. if the child is of birth order four or higher).

Table 8.4 shows the percent distribution of births in the five-year period before the survey
according to these elevated risk factors. The table also examines the relative risk of dying for
children by comparing the proportion dead in each specified high-risk category with the
proportion dead among children not in any high-risk category. Although first births are commonly
associated with an increased risk of mortality, they are not included in any high-risk category
because they are considered an unavoidable risk.

Only 22% of births in Tuvalu were not in any high-risk category. An additional 26% of births are
first-order births to mothers aged 18-34, which is considered an unavoidable risk category. The
remaining 52% of births are in at least one of the specified avoidable high-risk categories. About
29% of births are in only one of the high-risk categories; mostly a birth order of less than
24 months (13%), and birth orders greater than 3 (12%), while 23% are in multiple high-risk
categories. Births in multiple high-risk categories are mostly found among mothers aged older
than 34, and in birth order higher than 3.

The second column of Table 8.4 shows that the risk of dying for a child who falls in any avoidable
high-risk category is 1.6 times that of a child not in any high-risk category.

122



The risk of a child dying is considerably higher to mother’s aged older than 34 years, showing a
risk ratio that is almost four times (3.92) higher than that of births accruing not in any high-risk
category. Furthermore, the risk of dying is more than double for children born after a birth interval
of less than 24 months compared with those who are not born in any high-risk category.

Table 8.4 also shows the potential for high-risk births among currently married women.
A woman’s current age, time elapsed since last birth, and parity are used to determine the risk
categories in which any birth she conceived at the time of the survey would fall. In the final data
processing, the criteria for placing women into specific risk categories are adjusted to take into
account the gestation period.

One-fifth (20%) of currently married women in Tuvalu are not in any high-risk category, while
over two-thirds (68%) have the potential of giving birth to a child exposed to a higher risk of
mortality, and 37% of married women fall into multiple high-risk categories.

Table 8.4: High-risk fertility behaviour

Percent distribution of children born in the five years preceding the survey by category of
elevated risk of mortality and the risk ratio, and percent distribution of currently married women
by category of risk if they were to conceive a child at the time of the survey, Tuvalu 2007

Births in the five years
preceding the survey

Percentage of

currently
Percentage of married
Risk category births Risk ratio women’
Not in any high risk category 21.8 1.00 20.4a
Unavoidable risk category
First order births to mothers between ages 18 and 34 26.1 0.37 12.0
Single high-risk category
Mother's age <18 1.0 0.00 0.1
Mother's age >34 21 3.92 14.6
Birth interval <24 months 13.4 2.25 8.0
Birth order >3 12.3 1.51 84
Subtotal 28.8 1.98 311
Multiple high-risk category
Age >34 & birth interval <24 months 0.0 * 0.3
Age >34 & birth order >3 13.6 1.56 26.8
Age >34 & birth interval <24 months & birth order >3 2.7 1.80 29
Birth interval <24 months & birth order >3 6.9 * 6.4
Subtotal 23.2 112 36.5
In any avoidable high-risk category 52.0 1.60 67.6
Total 100.0 na 100.0
Number of births/women 447 na 598

Note: Risk ratio is the ratio of the proportion dead among births in a specific high-risk category to the proportion dead among births not in
any high-risk category. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed.

na = not applicable

" Women are assigned to risk categories according to the status they would have at the birth of a child if they were to conceive at the
time of the survey: current age less than 17 years and 3 months or older than 34 years and 2 months, latest birth less than 15 months
ago, or latest birth being of order 3 or higher.

2Includes sterilised women.
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8.6 KEY RESULTS

Data from the 2007 TDHS show a decrease in infant mortality from 37 deaths per 1,000 births
during the period 1993-1998 to 24 deaths per 1,000 births from 1998-2003, then increasing again
to 31 deaths from 2003-2007. However, this mortality level and trend is not supported by data
from the vital registration system, indicating a considerably higher level of early-age mortality
during the period 1997-2002 of 35. Levels and trends of early age mortality from the 2007 TDHS
are based on very low numbers of respondents. Only postneonatal mortality showed a constant
decline during the 15-year period before the survey

The 2007 TDHS examined the relative importance of maternal fertility patterns associated with
increased risk of mortality. Generally, infants and children have a greater probability of dying if
1) they are born to mothers who are living in the outer islands, 2) mothers are older than 40, and
3) mothers have a lower educational background. In addition, mortality risks are higher if the birth
interval is shorter than two years, and the size of the baby is small or very small.

In analysing the effects of high-risk fertility behaviour on child survival, a mother is classified as
being too young if she is less than age 18, and too old if she is over age 34 at the time of birth. A
short birth interval is defined as a birth occurring less than 24 months after the previous birth, and
a child is of a high birth order if the mother had previously given birth to three or more children
(i.e. if the child is of birth order four or higher). The results show that:

= only 22% of births in Tuvalu are not in any high-risk category;

= an additional 26% of births are first-order births to mothers aged 1834, considered an
unavoidable risk category;

= the remaining 52% of births in Tuvalu are in at least one of the specified avoidable high-
risk categories:

o About 29% of births are in only one of the high-risk categories; mostly birth
intervals < 24 months (13%), and birth orders > 3 (12%), while 23% are in
multiple high-risk categories;

o Births in multiple high-risk categories are mostly found among mothers who are
older than 34, and in birth orders higher than three.

The risk of a child dying is considerably higher if its mother is older than 34, with a risk ratio that
is almost four times (3.92) higher than children who are not born in any of the high-risk
categories. Furthermore, the risk of a child dying is more than double if it is born less than
24 months after the previous birth, compared with children who are not born in any of the high-
risk categories.
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CHAPTER Y9 REPRODUCTIVE HEALTH

Reproductive health is an important part of any healthcare system and is aimed at reducing
morbidity and mortality related to pregnancy, through the regular monitoring and education of
pregnant women. Proper care during pregnancy and childbirth are important for both the health of
the mother and her baby. This chapter includes information related to antenatal, childbirth and
postpartum care.

Information on antenatal, delivery and postnatal care is of great value in identifying subgroups of
women who do not use such services, and is useful in planning for improving service delivery.

The Tuvaluan government is committed to achieving the Millennium Development Goals
(MDGs), and reproductive health is well recognised in the National Kakeega I Development Plan.
A National Reproductive Health Policy is in draft form, and will be finalised by the end of 2009.

During the 2007 TDHS, women who had given birth in the five years preceding the survey were
asked a number of questions about maternal and neonatal health care. For the last live birth in that
period, mothers were asked about: 1) whether they had obtained antenatal care during their
pregnancy; 2) the number of antenatal care visits or times they attended an antenatal clinic; and
3) the stage of pregnancy when they first attended antenatal care. Women were also asked whether
they had received a tetanus toxoid injection while pregnant, and also about the component of care,
including information given, testing, and treatments provided during this period.

Mothers were also asked about the place of delivery, the health providers who delivered the child,
and whether they had a normal birth or a caesarean section.

Information obtained on postnatal care included timing of first postnatal check up and the type of
provider who provided the first postnatal checkup.

Overall, 292 women aged 15-49 had at least one live birth in the five years preceding the survey.
Table 9.9 provides findings on problems associated with accessing health care for all women aged
15-49 years.

9.1 ANTENATAL CARE

A major objective of antenatal care is to provide care for pregnant women, and identify and treat
health problems that can occur during pregnancy and childbirth. The 2007 TDHS asked women
about the source of their antenatal care and the person who provided that care for their most recent
birth. If a woman received antenatal care from more than one provider, the provider with the
highest qualifications was recorded.

Table 9.1 shows the reported types of health personnel who provided antenatal care by mother’s
age at birth, child’s birth order, mother’s level of education, and wealth quintile for the household.
About 97% of women received antenatal care from a skilled provider. Most women sought care
from a doctor, nurse or midwife. Less than 1% of women received antenatal care from a
traditional birth attendant as their most qualified provider. Less than 2% of women who gave birth
in the five years preceding the survey received no antenatal care.
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Table 9.1: Antenatal care

Percent distribution of women aged 15-49 who had a live birth in the five years preceding the survey by antenatal care
provider during pregnancy for the most recent birth and the percentage receiving antenatal care from a skilled provider for
the most recent birth, according to background characteristics, Tuvalu 2007

Percentage
receiving
antenatal
Aucxiliary Traditional care from a

Background Nurse/ nurse/ birth skilled Number
characteristic Doctor midwife midwife attendant Other No one Total provider! of women
Mother's age at
birth

<20 * * « « * « * . 14

20-34 456 48.1 36 0.5 05 1.6 100.0 974 206

35-49 50.3 40.6 6.2 14 0.0 1.5 100.0 97.0 72
Birth order

1 66.9 27.8 39 0.0 0.0 15 100.0 98.5 75

2-3 34.3 57.6 47 1.1 0.0 2.2 100.0 96.6 97

4-5 46.5 49.3 2.9 0.0 1.3 0.0 100.0 98.7 84

6+ (44.2) (44.4) (5.5) (2.9 (0.0 (3.0 (100.0) 94.1 36
Residence

Funafuti 72.9 20.3 2.3 0.8 0.8 3.0 100.0 95.5 144

Outer islands 224 71.0 59 0.7 0.0 0.0 100.0 99.3 148
Mother's
education

Less than

secondary 48.8 453 29 1.5 0.0 15 100.0 97.0 70

Secondary 433 48.6 49 0.7 0.7 2.0 100.0 96.7 166

More than

secondary 57.8 39.0 32 0.0 0.0 0.0 100.0 100.0 56
Wealth quintile

Lowest 30.0 63.1 49 0.0 0.0 21 100.0 97.9 52

Second 30.3 63.2 32 1.6 0.0 1.7 100.0 96.7 65

Middle 55.4 39.1 39 0.0 0.0 1.6 100.0 98.4 68

Fourth (56.8) (35.3) (3.6) (2.2) (0.0 (2.2) (100.0) (95.7) 50

Highest 64.9 28.3 49 0.0 1.9 0.0 100.0 98.1 57
Total 474 459 41 0.7 04 15 100.0 974 292

Note: If more than one source of ANC was mentioned, only the provider with the highest qualifications is considered in this tabulation. An asterisk indicates that a
figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" Skilled provider includes doctor, nurse, midwife, and auxiliary nurse or midwife.

The data also show that 99% of women in the outer islands received antenatal care from a skilled
provider compared with 96% of women living in Funafuti.
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9.2 NUMBER OF ANTENATAL CARE VISITS AND TIMING OF THE
FIRST VISIT

In line with WHO guidelines, Tuvalu’s Ministry of Health and medical services recommend that a
woman who is having a normal pregnancy should attend four antenatal care visits, the first of
which should take place during the first trimester. Table 9.2 presents information on women aged
15-49 who had a live birth in the five years preceding the survey by number of antenatal care
visits for the most recent live birth, and by the timing of the first visit.

Table 9.2: Number of antenatal care visits and timing of first visit

Percent distribution of women aged 15-49 who had a live birth in the five years
preceding the survey by number of antenatal care (ANC) visits for the most recent
live birth, and by the timing of the first visit, and among women receiving ANC, the
median number of months pregnant at first visit, according to residence, Tuvalu 2007

Residence
Outer
Number and timing of ANC visits Funafuti islands Total
Number of ANC visits
None 3.0 0.0 15
1 15 0.9 1.2
2-3 12.0 54 8.7
4+ 67.7 67.0 67.3
Don't know/missing 15.8 26.7 213
Total 100.0 100.0 100.0
Number of months pregnant at time of first
ANC visit
No antenatal care 3.0 0.0 15
<4 27.8 26.8 27.3
4-5 30.1 425 36.4
6-7 34.6 244 29.5
8+ 3.8 1.7 27
Don't know/missing 0.8 45 2.7
Total 100.0 100.0 100.0
Number of women 144 148 292
Median months pregnant at first visit (for those
with ANC) 5.4 5.1 52
Number of women with ANC 140 148 288

Table 9.2 further shows that only 27% of pregnant women received their first antenatal care
during the first three months of pregnancy. A high proportion of pregnant women (36%) received
their first antenatal care during the fourth or fifth months of pregnancy, while about 30% made
their first visit during the sixth month of pregnancy or later. Only about 3% of pregnant women
sought antenatal care very late during the third trimester, while about less than 2% did not receive
antenatal care at any time during their pregnancy. The median number of months pregnant that
women first seek antenatal care is 5.2 months, when the opportunity may have passed to diagnose
problems early on, provide treatment, and prevent further complications.
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9.3 QUALITY OF ANTENATAL CARE

In line with WHO guidelines and recommendations for good antenatal care, Tuvalu’s Ministry of
Health encourages pregnant women to receive antenatal care and recommended treatment. All
healthcare workers have been trained to give pregnant mothers proper antenatal care and
treatment.

Table 9.3 shows the percentage of mothers who received antenatal care by content of antenatal
care and background characteristics. The results show that the majority of women received some
form of antenatal care during their most recent birth. Overall, about 99% of women who had a live
birth in the five years preceding the survey received some form of antenatal care for their most
recent birth. About 92% of women who had a live birth in the five years preceding the survey took
iron tablets or syrup during their last pregnancy, while only about 4% took drugs for intestinal
parasites. Almost all women (99%) who received antenatal care for their most recent birth in the
past five years, had their weight and blood pressure measured, and urine and blood samples taken
during their pregnancy. Only about half of all women who received antenatal care for their most
recent birth received information on recognising signs of pregnancy complications.
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Table 9.3: Components of antenatal care

Among women aged 15-49 who had a live birth in the five years preceding the survey, the percentage who took iron tablets or syrup and drugs for intestinal parasites during the
pregnancy of the most recent birth, and among women receiving antenatal care (ANC) for the most recent live birth in the five years preceding the survey, the percentage receiving
specific antenatal services, according to background characteristics, Tuvalu 2007

Among women with a live birth in the last five years, the
percentage who during the pregnancy of their last birth:

Among women who received antenatal care for their most recent birth in the last five years,
the percentage with selected services:

Took iron Number of women with | Informed of signs Blood Number of women with

Background tablets or Took intestinal  a live birth in preceding of pregnancy pressure Urine sample Blood ANC for their most
characteristic syrup parasite drugs five years complications Weighed measured taken sample taken recent birth
Mother's age at birth

<20 * * 14 * " * * * 14

20-34 92.0 33 206 51.1 100.0 99.5 97.6 96.6 202

35-49 92.9 5.6 72 495 99.1 97.6 99.1 99.1 7
Birth order

1 88.9 1.5 75 61.8 100.0 98.5 95.7 97.1 74

2-3 90.2 1.9 97 433 100.0 100.0 98.2 100.0 94

4-5 95.5 7.3 84 50.0 100.0 100.0 100.0 94.3 84

6+ (94.7) (4.8) 36 (51.4) (98.2) (95.1) (98.2) (98.2) 35
Residence

Funafuti 91.7 3.0 144 49.6 100.0 98.4 98.4 100.0 140

Outer islands 92.2 44 148 52.3 99.6 99.6 97.7 94.9 148
Mother's education

Less than secondary 934 9.0 70 418 100.0 100.0 99.1 100.0 69

Secondary 91.9 1.0 166 50.4 99.6 98.9 98.3 96.6 163

More than secondary 90.4 51 56 64.1 100.0 98.0 96.2 96.2 56
Wealth quintile

Lowest 88.0 5.7 52 56.7 100.0 100.0 100.0 100.0 51

Second 91.6 0.9 65 443 100.0 100.0 99.0 96.7 64

Middle 94.3 41 68 45.3 99.1 99.1 97.4 94.9 67

Fourth (90.0) 4.7) 50 (44.4) (100.0) (97.8) (93.5) (95.7) 49

Highest 95.1 38 57 65.5 100.0 98.1 100.0 100.0 57
Total 92.0 37 292 51.0 99.8 99.0 98.1 97.4 288

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
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In summary, the results reflecting the provision of a more comprehensive antenatal care is
recommended. While the rate of coverage of four or more antenatal care visit is fairly high,
concerted efforts are needed to improve the timing of attendance and quality of antenatal care,
especially education about the signs of pregnancy complications and provision of antihelminthic
drugs.

9.4 TETANUS TOXOID IMMUNISATIONS

Neonatal tetanus is a leading cause of neonatal death in developing countries. Tetanus can be
prevented through immunisation with tetanus toxoid (TT)-containing vaccines. Neonatal tetanus
can be prevented by immunising women of childbearing age, and pregnant mothers with TT. This
not only protects the mother but also the foetus through a transfer of tetanus antibodies. Neonatal
tetanus, which is mostly fatal, is particularly common where deliveries are conducted at home, and
in unhygienic environments.

If a woman has not received previous TT injections, then she should be given two TT injections
during pregnancy. However, if a woman was immunised before she became pregnant, she may
require one or no TT injections during pregnancy, depending on the number of injections she has
ever received and the timing of the last injection. Five doses are required for a lifetime protection.
The 2007 TDHS collected data on whether or not women received at least two TT injections
during a pregnancy and whether or not the pregnancy was protected against neonatal tetanus.
Table 9.4 show the percentage of mothers who received two or more TT injections during their
pregnancy for their last live birth, and the percentage whose last live birth was protected against
neonatal tetanus, according to background characteristics.

Table 9.4: Tetanus toxoid injections

Among mothers aged 15-49 with a live birth in the five years preceding the survey, the percentage who received
two or more tetanus toxoid (TTI) injections during the pregnancy for the last live birth, and the percentage whose
last live birth was protected against neonatal tetanus, according to background characteristics, Tuvalu 2007

Percentage receiving two or Percentage whose last birth

more injections during last was protected against Number of

Background characteristic pregnancy neonatal tetanus’ mothers
Mother's age at birth

<20 * * 14

20-34 241 30.6 206

35-49 18.5 30.5 72
Birth order

1 371 40.0 75

2-3 13.9 224 97

4-5 21.2 325 84

6+ (28.7) (40.70 36
Residence

Funafuti 26.3 37.6 144

Outer islands 213 26.7 148
Mother's education

Less than secondary 316 432 70

Secondary 18.3 25.7 166

More than secondary 30.2 373 56
Wealth quintile

Lowest 258 29.1 52

Second 22.8 32.3 65

Middle 253 37.3 68

Fourth (17.8) (23.4) 50

Highest 26.6 36.1 57
Total 238 32.1 292

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

" Includes mothers with two injections during the pregnancy of her last birth, or two or more injections (the last within three years of the last live birth), or
three or more injections (the last within five years of the last birth), or four or more injections (the last within ten years of the last live birth), or five or more
injections prior to the last birth.
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The results show that only 24% of pregnant women received two or more TT injections during
their last pregnancy. However, 32% of women had their last pregnancy protected against neonatal
tetanus. Younger women and women with lower births order are more likely to receive two TT
injections during their pregnancy. The likelihood of having a pregnancy that is protected against
neonatal tetanus does not appear to decline with mother’s age at birth, and women who are
pregnant with their first child are actually less likely to have their pregnancy protected against
neonatal tetanus (40%), than women who have had two to three children (22%).

The proportion of women whose last pregnancy was protected against neonatal tetanus was higher
in Funafuti (38%) than in the outer islands (27%). The likelihood of having the last pregnancy
protected against neonatal tetanus increases with wealth quintiles, but is variable with educational
attainment.

9.5 PLACE OF DELIVERY

Some of the factors associated with birth outcome include the place where a mother delivers a
baby, the disinfection practices used there, the equipment available, and the skills and
performance of those who assist the woman. Table 9.5 shows the percent distribution of live births
in the five years preceding the survey by place of childbirth by background characteristics of the
mother.

Table 9.5: Place of delivery

Percent distribution of live births in the five years preceding the survey by place of delivery and percentage delivered in a
health facility, according to background characteristics, Tuvalu 2007

Health facility

Percentage

Background Public Private delivered in a Number
characteristic sector sector Home Other Missing Total health facility of births
Mother's age at birth

<20 (96.3) (3.7) (0.0 (0.0 (0.0 (100.0) (100.0) 29
20-34 86.6 6.1 4.1 29 0.3 100.0 92.7 335
35-49 84.7 7.2 6.7 1.3 0.0 100.0 91.9 82
Birth order

1 84.1 12.5 0.9 26 0.0 100.0 96.5 125
2-3 88.8 41 44 2.0 0.7 100.0 92.9 163
4-5 89.3 20 5.1 37 0.0 100.0 91.3 118
6+ (81.2) (6.9) (11.9) (0.0 (0.0 (100.0) (88.1) 40
Residence

Funafuti 84.4 75 2.8 47 05 100.0 92.0 230
Outer islands 89.5 47 5.8 0.0 0.0 100.0 94.2 217
Mother's education

Less than secondary 89.8 2.3 6.8 0.0 1.1 100.0 921 100
Secondary 89.6 47 4.4 1.2 0.0 100.0 94.4 266
More than secondary 743 15.4 0.8 94 0.0 100.0 89.8 81
Antenatal care visits'

None « * " * * " * 4
1-3 (76.7) 9.8) (6.0) (7.5) (0.00 (100.0) (86.5) 29
4+ 88.5 741 2.8 1.7 0.0 100.0 95.5 197
Don't know/missing 90.4 4.7 31 17 0.0 100.0 95.1 62
Wealth quintile

Lowest 874 47 79 0.0 0.0 100.0 92.1 72
Second 90.3 24 5.1 1.1 1.1 100.0 92.7 99
Middle 87.7 9.3 21 1.0 0.0 100.0 96.9 112
Fourth 89.6 6.3 2.8 14 0.0 100.0 95.8 78
Highest 79.2 75 45 8.8 0.0 100.0 86.7 86
Total 86.9 6.1 4.3 24 0.2 100.0 93.0 447

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"Includes only the most recent birth in the five years preceding the survey
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Overall, the majority of women (93%) who reported having a live birth in the five years preceding
the survey indicated that they had delivered in a health facility. Of these, 87% reported giving
birth in a public sector facility, while only few women reported giving birth either at home or in a
private sector facility. Because Tuvalu has only one public hospital and eight small health centres,
women who give birth in a private facility would have given birth in another country.

Younger women are more likely than older women to give birth in a health facility. Table 9.5 also
shows that women having their first child were more likely to have their child in a private sector
health facility (i.e. overseas) than women having their fourth or later child. Likewise, the
likelihood of giving birth in a private sector facility increases with educational attainment, but was
variable across wealth quintiles.

9.6 ASSISTANCE WITH DELIVERY

Assistance during childbirth is another important variable that influences birth outcome and the
health of the mother and child. This is because the knowledge, skills and performance of the birth
attendant determines whether or not they can manage complications and observe hygienic
practices.

Table 9.6 shows the percent distribution of live births in the five years preceding the survey by
person providing assistance during delivery, according to background characteristics of the
mother.
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Table 9.6: Assistance during delivery

Percent distribution of live births in the five years preceding the survey by person providing assistance during delivery, percentage of birth assisted by a skilled provider and

percentage delivered by caesarean section, according to background characteristics, Tuvalu 2007

Person providing assistance during delivery

Traditional Percentage Percentage

Background Nurse/ birth Relative/ delivered by a delivered by Number of
characteristic Doctor midwife Nurse aide attendant other No one Total skilled provider! C-section births
Mother's age at birth

<20 (19.2) (75.0) (5.8) (0.0) (0.0) (0.0) (100.0) (100.0) (0.0) 29
20-34 17.9 74.9 52 1.1 1.0 0.0 100.0 97.9 7.2 335
35-49 214 72.8 29 0.8 038 1.3 100.0 97.1 9.4 82
Birth order

1 26.7 66.7 5.8 0.9 0.0 0.0 100.0 99.1 11.6 125
2-3 15.0 76.4 6.4 04 1.8 0.0 100.0 97.9 46 163
4-5 15.1 79.8 26 1.6 0.9 0.0 100.0 97.5 48 118
6+ (18.1) (76.0) (1.6) (1.6) (0.0) (2.7) (100.0) (95.8) (10.1) 40
Place of delivery

Health facility 19.5 75.1 5.0 0.2 0.3 0.0 100.0 99.6 76 416
Elsewhere 72 65.5 20 12.0 9.5 36 100.0 74.8 0.0 30
Residence

Funafuti 245 68.4 47 0.5 1.4 05 100.0 97.6 9.4 230
Outer islands 123 81.0 49 1.5 0.3 0.0 100.0 98.2 46 217
Mother's education

Less than secondary 222 725 2.3 19 11 0.0 100.0 97.0 8.2 100
Secondary 15.2 76.8 55 0.9 11 0.4 100.0 97.6 6.8 266
More than secondary 25.3 69.3 54 0.0 0.0 0.0 100.0 100.0 6.7 81
Wealth quintile

Lowest 11.2 83.5 44 0.9 0.0 0.0 100.0 99.1 47 72
Second 16.1 72.6 8.7 1.9 0.7 0.0 100.0 97.4 5.1 99
Middle 15.9 82.0 0.6 1.6 0.0 0.0 100.0 98.4 41 112
Fourth 27.2 66.8 32 0.0 1.4 14 100.0 97.2 8.8 78
Highest 234 66.6 75 0.0 25 0.0 100.0 97.5 138 86
Total 18.6 745 4.8 1.0 0.9 0.2 100.0 97.9 71 447

Note: If the respondent mentioned more than one person attending the delivery, only the most qualified person is considered in this tabulation. Figures in parentheses are based on 25-49 cases.
" A skilled provider includes a doctor, nurse, midwife and auxiliary nurse/midwife.
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Overall, 98% of deliveries were assisted by a skilled provider. Of these, the majority (75%) were
assisted by a nurse or midwife, 19% were assisted by a doctor, and only 5% were assisted by a
nurse aide. About 1% of deliveries were assisted by a traditional birth attendant, and less than 1%
were assisted by a relative or received no assistance.

Table 9.6 also shows that women are more likely to receive assistance from a doctor during the
birth of their first child (27%) than women with higher parity (15%).

The likelihood of receiving skilled assistance at birth is the same for all women, regardless of their
wealth and educational attainment. This may reflect the easy access to health facilities, and the
availability of skilled providers.

9.7  TIMING OF FIRST POST NATAL CHECK UP

The postpartum period, also known as the puerperium, is the six-week period following childbirth.
Postnatal care is very important for the health of the mother and her baby. Postnatal checkups
enable healthcare providers to detect complications and provide appropriate treatment and referral
for mothers and their babies. Also during this checkup, mothers are provided with information on
how to care for herself and her child, and how to recognise and respond to problems during the
postpartum period.

The national guideline recommends that a mother should receive a postnatal checkup within the
first hour after giving birth, daily while in hospital, and 42 days or 6 weeks after the delivery.

Table 9.7 shows the percent distribution of the mother’s first postnatal check up for the last live
birth by time after delivery according to background characteristics of the mother. A large
proportion of women (33%) reported not having any postnatal check up after delivery. About 20%
received postnatal care within four hours after delivery, 15% received postnatal care within
24 hours after delivery, 15% received postnatal care within the first two days after delivery, and
14% received postnatal care within 3 to 41 days after delivery.

Older women, women with higher parity, urban women, well-educated women, and those in the
highest wealth quintiles are more likely to receive postpartum care than other women.

Table 9.7: Timing of first postnatal checkup

Among women aged 15-49 giving birth in the five years preceding the survey, the percent distribution of the mother's first
postnatal checkup for the last live birth by time after delivery, according to background characteristics, Tuvalu 2007

Timing after delivery of mother's first postnatal checkup

Background Less than Don'tknow/  No postnatal Number
characteristic 4 hours 4-23 hours 2 days 3-41 days missing checkup? Total of women
Mother's age at birth
<20 * * « * . * * 14
20-34 19.3 15.7 18.3 10.7 1.6 344 100.0 206
35-49 234 10.8 9.0 25.7 0.0 31.0 100.0 72
Birth order
1 13.6 271 20.6 10.3 0.8 275 100.0 75
2-3 23.2 15.1 13.0 10.3 33 35.2 100.0 97
4-5 242 6.2 15.2 19.0 0.0 35.6 100.0 84
6+ (17.7) (12.5) (12.2) (22.3) (0.0) (35.3) (100.0) 36
Residence
Funafuti 211 15.0 15.0 14.3 0.8 33.8 100.0 144
Outer Islands 19.7 15.5 15.9 14.3 1.8 329 100.0 148
Education
Less than secondary 224 12.4 11.6 21.9 0.9 30.9 100.0 70
Secondary 16.4 14.0 17.1 12.8 1.3 384 100.0 166
More than secondary 294 22.7 15.4 9.0 20 215 100.0 56
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Table 9.7 (continued)

Timing after delivery of mother's first postnatal checkup

Background Less than Don'tknow/  No postnatal Number
characteristic 4 hours 4-23 hours 2 days 3-41 days missing checkup? Total of women
Wealth quintile
Lowest 24.0 14.2 11.1 18.3 1.2 31.2 100.0 52
Second 12.8 13.1 20.1 121 3.2 38.6 100.0 65
Middle 20.3 6.8 18.7 15.9 0.0 384 100.0 68
Fourth (17.9) (25.3) (14.3) (16.2) (0.0) (26.3) (100.0) 50
Highest 21.7 20.0 11.3 9.5 1.9 29.6 100.0 57
Total 20.3 15.3 15.5 14.3 1.3 334 100.0 292

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"Includes women who received a checkup after 41 days.

9.8 TYPE OF PROVIDER OF FIRST POSTNATAL CHECK UP

The type of provider for postpartum care was assessed in this chapter. This is important because
the skills of a provider determine the ability to detect and diagnose complications during the
postnatal period, and provide appropriate treatment or referral. Table 9.8 shows the percent
distribution of women giving birth in the five years preceding the survey by type of provider of the
mother’s first postnatal health check for the last live birth according to background characteristics.

Table 9.8: Type of provider of first postnatal checkup

Among women aged 15-49 giving birth in the five years preceding the survey, the percent distribution by type of provider of
the mother's first postnatal health check for the last live birth, according to background characteristics, Tuvalu 2007

Type of health provider of mother's first postnatal checkup

Background Doctor/ nurse/ Nurse No postnatal Number of
characteristic midwife aide/midwife Other checkup? Total women
Mother's age at birth
<20 * * * * * 14
20-34 61.1 34 1.1 344 100.0 206
35-49 64.2 4.8 0.0 31.0 100.0 72
Birth order
1 71.0 0.0 15 275 100.0 75
2-3 58.2 55 1.1 35.2 100.0 97
4-5 59.1 54 0.0 35.6 100.0 84
6+ (63.0) (1.7) (0.0) (35.3) (100.0) 36
Residence
Funafuti 60.9 38 15 33.8 100.0 144
Outer islands 63.7 34 0.0 32.9 100.0 148
Education
Less than secondary 66.7 24 0.0 30.9 100.0 70
Secondary 57.7 33 0.7 38.4 100.0 166
More than secondary 70.7 5.9 2.0 215 100.0 56
Wealth quintile
Lowest 67.6 1.2 0.0 31.2 100.0 52
Second 54.6 52 1.7 38.6 100.0 65
Middle 60.0 1.6 0.0 384 100.0 68
Fourth (69.3) (4.3) (0.0) (26.3) (100.0) 50
Highest 62.9 5.6 1.9 29.6 100.0 57
Total 62.3 3.6 0.7 334 100.0 292

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"Includes women who received a checkup after 41 days.
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Table 9.8 shows that 62% of women received postpartum care from a doctor, nurse or midwife,
while 4% received postpartum care from a nurse aide, and less than 1% received postpartum care
from some other type of health provider. About 33% of women reported not having any
postpartum care from any type of health provider.

Older women, women giving birth to their first child, women with a higher education, and women
in the lowest wealth quintile households are the most likely to receive postpartum care from a
skilled provider.

9.9 PROBLEMS IN ACCESSING HEALTH CARE

Many factors can prevent women from receiving medical advice or treatment. Information on such
factors is particularly important in understanding and addressing the barriers women may face in
seeking care during pregnancy and at the time of delivery.

The 2007 TDHS assessed problems encountered in accessing health care. Table 9.9 shows the
percentage of women who reported having serious problems in accessing health care for
themselves, by type of problems, and according to background characteristics.

Overall, 98% of women reported at least one problem accessing health care. The majority of
women did not seek health care because they were concerned that no provider (93%) or drugs
(97%) were available at the health facility. Nearly 72% of women were concerned that no female
provider was available. An equal proportion of women did not want to go alone, or reported that
the distance to the health facility was too far, or that they would have to take transport to get there
(25% each). Fewer numbers of women have problems of getting money for treatment (20%), and
getting permission to go for treatment (11%).

More younger women reported having problems with: 1) getting permission to go for treatment;
2) not wanting to go alone for treatment; and 3) far distance to a health facility. Also more young
women than older women cited the concern that no female provider was available.
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Table 9.9: Problems in accessing health care

Percentage of women aged 15-49 who reported that they have serious problems in accessing health care for themselves when they are sick, by type of problem, according to background
characteristics, Tuvalu 2007

Problems in accessing health care

Getting Concern no Concern no Concern no At least one
permissiontogo  Getting money Distance to Havingto take  Not wantingto  female provider provider drugs problem accessing Number of

Background characteristic for treatment for treatment health facility transport go alone available available available health care women
Age

15-19 211 20.9 29.5 29.0 424 79.7 91.8 93.9 974 111

20-34 13.0 17.8 241 22.3 22.8 69.3 92.1 95.3 98.0 376

35-49 6.5 219 26.1 26.4 213 71.6 93.8 98.1 98.8 363
Number of living children

0 17.2 20.5 258 23.7 329 68.9 91.7 94.7 98.3 289

1-2 9.4 18.6 23.7 24.2 23.2 72.5 94.6 98.1 99.5 235

3-4 79 18.8 23.9 24.0 17.2 73.5 924 95.2 96.7 223

5+ 6.0 23.6 33.3 317 215 73.7 92.6 99.0 99.0 105
Marital status

Never married 224 20.8 28.0 245 38.3 78.6 92.1 94.3 98.5 193

Married or living together 7.6 18.7 23.8 23.9 20.0 67.8 92.8 96.7 98.1 598

Divorced/separated/widowed 12.0 28.9 36.1 36.3 28.6 88.0 95.5 99.0 100.0 60
Employed last 12 months

Not employed 12.1 15.9 23.3 22.0 26.3 74.2 934 95.9 98.0 414

Employed for cash 11.0 24.7 28.1 28.1 22.8 69.8 91.6 96.4 98.4 405

Employed not for cash (3.6) (11.4) (26.1) (23.8) (29.7) (59.9) (100.0) (100.0) (100.0) 30
Residence

Funafuti 13.6 218 32.3 3341 29.1 73.0 91.3 95.3 99.0 414

Outer islands 9.0 18.2 19.4 17.2 20.6 704 94.2 97.2 97.7 437
Education

Less than secondary 1.7 27.6 33.6 31.8 24.7 77.8 96.4 99.0 99.0 282

Secondary 11.2 18.6 24.6 241 26.7 73.5 92.1 95.6 98.5 437

More than secondary 10.4 7.9 121 12.8 18.3 52.7 87.6 92.7 96.0 132
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Table 9.9 (continued)

Problems in accessing health care

Getting Concern no Concern no Concern no At least one
permissiontogo  Getting money Distance to Having to take  Not wantingto  female provider provider drugs problem accessing Number of

Background characteristic for treatment for treatment health facility transport go alone available available available health care women
Wealth quintile

Lowest 12.9 235 304 29.0 23.8 84.0 96.8 100.0 100.0 152

Second 11.0 18.8 26.2 255 27.2 724 88.8 93.0 97.1 179

Middle 9.7 213 28.9 26.4 27.9 731 93.7 97.1 98.4 169

Fourth 79 213 25.2 217 19.1 59.7 92.7 96.9 98.2 173

Highest 14.7 15.3 18.3 22.6 255 70.6 92.7 95.1 98.2 177
Total 11.2 19.9 25.6 24.9 24.7 .7 92.8 96.3 98.3 851

Note: Figures in parentheses are based on 25-49 cases.
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9.10 KEY RESULTS

The followings are the main findings discussed in the chapter.

1.

The majority of Tuvaluan mothers (97%) received antenatal care from a skilled provider.
Most of them sought care from a doctor, nurse or midwife. More mothers from the outer
islands received antenatal care from a skilled provider (99%) than mothers in Funafuti
(95%).

About 27% of mothers aged 15-49 who had a live birth in the five years preceding the
survey received their first antenatal care during the first three months of pregnancy. About
30% of mothers made their visit during the sixth and seventh month of pregnancy, which
was considered very late for detecting any pregnancy-related complications.

While the vast majority of women who attended antenatal care during their most recent
pregnancy reported having received all forms of routine care (i.e. were weighed, had blood
pressure measured, and urine and blood samples taken), only 51% reported being given
information about identifying signs of pregnancy-related complications. This finding
indicates a need to determine whether women are routinely provided this information when
they make antenatal care visits.

About 32% of mothers indicated that their most recent birth in the five years preceding the
survey was protected against neonatal tetanus. More babies in Funafuti were immunised
than in the outer islands.

The vast majority of women (93%) who had a live birth in the five years preceding the
survey indicated that they had delivered the baby in a recognised health facility. Overall,
the majority (98%) reported they were assisted by a skilled health provider. Of concern is
that 33% of women reported that they did not have a postnatal checkup. Further
investigation would be valuable to ascertain whether some women are missing out on
postnatal checkups, and if so, to determine strategies to overcome this problem.

Over 90% of all women who participated in the 2007 TDHS reported at least one problem
with accessing health care in Tuvalu. The two most commonly raised concerns were the
availability of medications (reported by 96% of respondents) and the availability of health
providers (reported by 93% of respondents).

Other problems included the availability of female providers (72%), and distance to a health
facility (26%), having to take transport and not wanting to go alone (25% each). These issues
should be considered when developing strategies for improving women’s access to health care.
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CHAPTER 10 CHILD HEALTH

This chapter presents findings on several areas of importance to child health and survival,
including characteristics of the neonate (birth weight and size at birth), the vaccination status of
young children, and treatment practices among children suffering from three childhood diseases.
The information on birth weight and birth size is important for designing and implementing
programmes aimed at reducing neonatal and infant mortality.

Many early childhood deaths can be prevented by immunising children against preventable
diseases, and by ensuring that children receive prompt and appropriate treatment when they
become ill. Vaccination coverage information focuses on the 18-29 month age group. Overall,
coverage levels at the time of the survey and by 18 months of age are shown for this age group.
Additionally, the source of the vaccination (whether based on a written vaccination card or on the
mother’s recall) is shown. Differences in vaccination coverage between population subgroups
assist in programme planning.

Information on treatment practices and contact with health services among children with the three
most important childhood illnesses (i.e. acute respiratory infection, fever, and diarrhoea) help in
assessing national programmes aimed at reducing the mortality impact of these illnesses.
Information is provided on the prevalence of acute respiratory infection and fever, and their
treatment with antibiotics. The treatment of diarrhoeal disease with oral rehydration therapy
(including increased fluids) aids in assessing programmes that recommend such treatment.
Because appropriate sanitary practices can help prevent and reduce the severity of diarrhoeal
disease, information is also provided on the manner of disposing of children’s faecal matter.

10.1 BIRTH WEIGHT

A child’s birth weight or size at birth is an important indicator of their vulnerability to the risk of
childhood illnesses and their chances of survival. Children whose birth weight is less than 2.5 kg,
or children reported to be ‘very small’ or ‘smaller than average’ are considered to have a higher-
than-average risk of early childhood death. For births in the five years preceding the survey, birth
weight was recorded in the questionnaire if available from either a written record or the mother’s
recall. Since birth weight may not be known for many babies, the mother’s estimate of the
baby’s size at birth was also obtained. Even though it is subjective, it can be a useful proxy for the
child’s weight. Table 10.1 presents information on child’s weight and size at birth according to
background characteristics.

Of the 447 eligible births in the five years prior the survey, almost all (97.5%) were weighed.
Among these, 6.1% weighed less than 2.5 kg at birth. Lower birth weight is slightly more frequent
among:

= children with older mothers aged 35—49;

=  birth orders one, four and five;

=  children whose mothers have a secondary level education; and

=  births from mothers in second and fourth wealth quintile households.

Table 10.1 also includes information on the mother’s assessment of the baby’s size at birth. In the
absence of birth weight, the mother’s estimate of the baby’s size at birth may be useful. Overall,
about 3% of births are reported to be very small at the time of birth and 11% are smaller than
average.
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Table 10.1: Child's weight and size at birth

Percent distribution of live with a reported birth weight; percent distribution of all live births in the five years preceding the survey by mother's estimate of baby's size at birth and percentage
of all births with a reported birth weight, according to background characteristics, Tuvalu 2007

Percent distribution of births with a reported birth weight! Percent distribution of all live births by size of child at birth
Percentage of all
Less than 2.5kg or Number of  births with a reported Smaller than  Average or Don't know/ Number of

Background characteristic 2.5kg more Total births birth weight Very small average larger missing Total births
Mother's age at birth

<20 (10.4) (89.6) (100.0) 27 92.8 (3.7 (19.2) (70.0) (7.2) (100.0) 29

20-34 53 94.7 100.0 331 98.7 24 10.1 86.8 0.6 100.0 335

35-49 8.0 92.0 100.0 78 94.1 47 9.7 84.9 038 100.0 82
Birth order

1 73 92.7 100.0 121 96.6 43 15.9 77.2 25 100.0 125

2-3 53 94.7 100.0 161 98.7 1.7 9.8 87.8 0.7 100.0 163

4-5 74 92.6 100.0 114 96.4 36 75 88.9 0.0 100.0 118

6+ (1.5) (98.5) (100.0) 40 98.4 (1.5) (6.9) (90.1) (1.6) (100.0) 40
Mother's smoking status

Smokes cigarettes/tobacco 7.8 922 100.0 89 96.5 35 7.7 87.6 1.2 100.0 92

Does not smoke 5.6 94.4 100.0 346 97.7 2.8 114 84.7 11 100.0 355
Residence

Funafuti 6.7 93.3 100.0 226 98.1 42 13.2 81.6 0.9 100.0 230

Outer islands 5.3 94.7 100.0 210 96.8 1.6 7.9 89.3 1.3 100.0 217
Mother's education

Less than secondary 58 94.2 100.0 96 96.2 2.8 8.7 86.7 1.7 100.0 100

Secondary 6.7 93.3 100.0 259 97.2 31 11.6 84.1 1.2 100.0 266

More than secondary 43 95.7 100.0 81 100.0 27 9.7 87.6 0.0 100.0 81
Wealth quintile

Lowest 4.4 95.6 100.0 72 100.0 0.8 116 87.6 0.0 100.0 72

Second 11.0 89.0 100.0 96 96.8 7.2 15.6 741 32 100.0 99

Middle 42 95.8 100.0 107 96.2 1.0 5.6 92.5 1.0 100.0 112

Fourth 7.2 92.8 100.0 75 96.5 2.8 11.9 84.5 038 100.0 78

Highest 33 96.7 100.0 85 98.7 25 9.5 87.9 0.0 100.0 86
Total 6.1 93.9 100.0 436 97.5 29 10.6 85.3 1.1 100.0 447

Note: Figures in parentheses are based on 25-49 cases.
" Based on either a written record or the mother's recall.
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10.2 VACCINATION COVERAGE BY SPECIFIC VACCINES

Universal immunisation of children against the six vaccine-preventable diseases — tuberculosis,
diphtheria, whooping cough (pertussis), tetanus, polio and measles — is crucial to reducing infant
and child mortality. Differences in vaccination coverage among population subgroups are useful
for programme planning and targeting resources.

According to guidelines developed by the World Health Organization, children are considered
fully immunised when they have received a BCG vaccination against tuberculosis, three doses
each of DPT (diphtheria, pertussis and tetanus) and polio vaccines, and a measles vaccination by
age 12 months. BCG should be given at birth or at first clinical contact, DPT and polio require
three vaccinations at approximately 6, 10 and 14 weeks of age, and measles should be given at or
soon after reaching 9 months of age.

The Tuvalu child vaccination schedule consists of BCG at the age of one month, DPT and polio at
the age of 2, 4 and 6 months, and measles at age 1 year. DPT and polio are usually given together.
The 2007 TDHS collected information on vaccination coverage for all living children born in the
five years preceding the survey, either from vaccination cards shown to the interviewer or, lacking
these, from mothers’ recall.

Table 10.2 and Figure 10.1 show the percentage of children aged 18—29 months at the time of the
survey who received the various vaccinations at any time, and by 18 months of age, respectively.
Out of 80 children, more than half (54%) had no vaccination card at the time of the survey. Survey
results show that 51% of all children are reported to receive all basic vaccinations. Of these, the
number who receive each single vaccination of DPT and polio declines with increasing age of the
child. About 74% have received a measles vaccination and 84% have had a BCG vaccination at
birth. These results are lower compared with 2005 data from the Ministry of Health, which is
available through the UNICEF/WHO immunisation summary’.

? Immunisation summary: The 2007 Edition, UNICEF/WHO. A statistical reference containing data through 2005.
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Table 10.2: Vaccinations by information source

Percentage of children aged 18-29 months who received specific vaccines at any time before the survey, by source of information (vaccination card or mother's report), and
percentage vaccinated by 18 months of age, Tuvalu 2007

All basic No Number of
Source of information BCG DPT1 DPT 2 DPT 3 Polio 1 Polio 2 Polio 3 Measles vaccinations’ vaccinations children
Vaccinated at any time before survey
Vaccination card (33.1) (33.1) (33.1) (33.1) (33.1) (30.5) (30.5) (30.4) (27.8) (0.0 27
Mother's report 50.8 446 371 28.5 46.5 38.1 29.6 437 234 16.1 54
Either source 83.9 777 70.3 61.6 79.6 68.6 60.1 741 512 16.1 80
Vaccinated by 18 months of age? 83.9 777 70.3 60.2 79.6 68.6 54.5 35 2.7 16.1 80

Note: Figures in parentheses are based on 25-49 cases.
"BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth).
2 For children whose information was based on the mother's report, the proportion of vaccinations given during the first year of life was assumed to be the same as for children with a written record of vaccination.
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10.3 VACCINATION COVERAGE BY BACKGROUND
CHARACTERISTICS

Table 10.3 shows the percentage of children with a vaccination card and the percentage who
received specific vaccines at any time before the survey (according to a vaccination card or the
mother’s report), by background characteristics. This table is important for assessing the
vaccination programme’s success in reaching all population subgroups.

The results show that coverage is lower for all basic vaccinations among children aged
18-29 months in Funafuti (46%) than in the outer islands (57%), and is also lower among female
children (42%) than male children (59%). The percentage of children aged 18—29 months who
received a measles vaccine is also lower among female children and those residing in Funafuti.
The same pattern is seen with BCG vaccinations. About 33% of children aged 18-29 months had
their vaccination cards seen by the interviewers of the 2007 TDHS, with a higher proportion of
these children living in the outer islands.

10.4 TRENDS IN VACCINATIONS COVERAGE

One way of measuring trends in vaccination coverage is to compare coverage among children of
different age. Table 10.4 shows the percentage of children who received specific vaccines during
the first year of life by current age. This table illustrates changes in the vaccination programme
over time and also provides information on trends in vaccination coverage over the last four years.

There has been little improvement in vaccination coverage over the last four years. For instance,
only 17% of children have received all basic vaccinations, and the proportion of these fully
immunised children has declined from about 50% among older children to only 4% of young
children. This is due to a dramatic decline in the proportion of children who received a measles
vaccine, from 81% among children aged 48-59 months to only 5% for children aged
12-23 months.

However, there is also some improvement in the proportion of children with no vaccination. The
trend shows a declining proportion of children who have had no vaccinations, from 16% among
older children to 10% for younger ones. The percentage of children with a vaccination card also
increased over this period.
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Table 10.3: Vaccinations by background characteristics

Percentage of children aged 18-29 months who received specific vaccines at any time before the survey (according to a vaccination card or the mother's report), and the percentage with
a vaccination card, by background characteristics, Tuvalu 2007

Percentage with Number

Background All basic No a vaccination of
characteristic BCG DPT 1 DPT 2 DPT 3 Polio 1 Polio 2 Polio 3 Measles vaccinations' vaccinations card seen children
Sex

Male (85.1) (77.6) (72.4) (63.3) (85.1) (74.9) (66.8) (80.00 (59.3) (14.9) (34.4) 43
Female (82.5) (78.0) (67.8) (59.7) (73.4) (61.6) (52.6) (67.5) (42.2) (17.5) (31.7) 38
Residence

Funafuti (80.5) (73.2) (65.9) (56.1) (75.6) (63.4) (58.5) (65.9) (46.3) (19.5) (22.0) 45
Outer islands (88.1) (83.4) (75.8) (68.4) (84.5) (75.0) (62.1) (84.4) (57.3) (11.9) (47.0) 36
Total 83.9 71.7 70.3 61.6 79.6 68.6 60.1 741 51.2 16.1 331 80

Note: Figures in parentheses are based on 25-49 cases.
1BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth).

Table 10.4: Vaccinations in first year of life

Percentage of children aged 12-59 months at the time of the survey who received specific vaccines by 18 months of age, and the percentage with a vaccination card, by current age of
child, Tuvalu 2007

Percentage with
All basic No a vaccination Number of
Age in months BCG DPT1 DPT 2 DPT 3 Polio 1 Polio 2 Polio 3 Measles vaccinations!  vaccinations card seen children
12-23 90.0 85.3 80.0 65.9 85.9 784 64.0 4.8 36 10.0 39.8 84
24-35 87.9 80.2 74.2 59.9 85.9 76.8 58.8 20.7 16.4 121 251 89
36-47 80.0 74.5 68.7 56.7 76.0 68.4 54.9 64.1 43.0 19.3 13.0 84
48-59 83.3 76.5 69.7 59.4 80.1 69.5 52.7 81.0 49.7 15.8 5.9 75
Total 85.9 79.7 73.7 60.5 82.6 73.9 57.1 24.2 17.3 13.7 214 332

Note: Information was obtained from the vaccination card or if there was no written record, from the mother. For children whose information was based on the mother's report, the proportion of vaccinations given during the first year of life was assumed to be the
same as for children with a written record of vaccinations.
1BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth).
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10.5 ACUTE RESPIRATORY INFECTION

Acute respiratory infection (ARI) is among the leading causes of childhood morbidity and
mortality throughout the world. Early diagnosis and treatment with antibiotics can prevent a large
proportion of deaths caused by ARI. In Tuvalu, ARI prevalence is estimated by asking mothers
whether any of their children under age 5 have been ill in the two weeks preceding the survey,
with a cough accompanied by short, rapid breathing that was chest-related. This syndrome is
considered to be a proxy for pneumonia. It should be noted that morbidity data are based on the
mother’s perception without validation by medical personnel.

Table 10.5 shows that 3% of children under age 5 are reported to have had ARI symptoms in the
two weeks preceding the survey. The prevalence of ARI varies by age of the child. Children aged
12-23 months are more likely to show symptoms of ARI (5%) than other age groups. Symptoms
of ARI are more common among children:

= under age 5;

= whose mothers smoke cigarettes or tobacco;

= living in a household with electricity or gas as main cooking source;

= living in Funafuti; and

= living in the lower and middle wealth quintile households.

Table 10.5: Prevalence and treatment of symptoms of acute
respiratory infection

Among children under age 5, the percentage who had symptoms of acute
respiratory infection (ARI) in the two weeks preceding the survey, according to
background characteristics, Tuvalu 2007

Among children under age 5

Percentage with

Background characteristic symptoms of ARl Number of children
Age in months

<6 1.9 59

6-11 4.1) 42

12-23 47 84

24-35 20 89

36-47 21 84

48-59 23 75
Sex

Male 28 224

Female 2.7 208
Mother's smoking status

Smokes cigarettes/tobacco 3.2 87

Does not smoke 2.6 345
Cooking fuel

Electricity or gas 5.0 112

Kerosene 1.8 255

Wood/straw? 2.7 65
Residence

Funafuti 34 224

Outer islands 21 208
Mother's education

Less than secondary 2.3 93

Secondary 3.0 258

More than secondary 2.7 81
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Table 10.5 (Continued)

Wealth quintile

Lowest 35 70
Second 19 93
Middle 3.6 108
Fourth 2.3 74
Highest 25 86
Total 2.8 432

Note: Figures in parentheses are based on 25-49 cases.

" Symptoms of ARI (cough accompanied by short, rapid breathing that was chest-related) is considered a proxy for
pneumonia.

2 Includes grass, shrubs, crop residues.

10.6 FEVER

Table 10.6 shows the percentage of children under 5 who had fever in the two weeks preceding
the survey, and among children who had a fever, the percentage of children for whom treatment
was sought from a health facility or provider and the percentage who took antibiotic drugs. Fever
contributes to high level of malnutrition and high mortality.

One in every five children under age 5 is reported to have had fever in the two weeks preceding
the survey. Among these, about four out of five sought advice or treatment from a health facility,
and 54% took antibiotic drugs.

Table 10.6: Prevalence and treatment of fever

Among children under age 5, the percentage who had a fever in the two weeks preceding the survey; and
among children with fever, the percentage of children for whom treatment was sought from a health facility
or provider, the percentage who took antimalarial drugs and the percentage who took antibiotic drugs,
Tuvalu 2007

Among children under age 5: Children under age 5 with fever:
Percentage for whom
advice or treatment was Percentage who
Background Percentage Number of  sought from a health facility took antibiotic Number of
characteristic with fever children or provider' drugs children
Total 211 432 78.7 54.4 N

" Excludes pharmacy, shop, and traditional practitioner.

10.7 PREVALENCE OF DIARRHOEA

Dehydration caused by severe diarrhoea is a major cause of morbidity and mortality among young
children, although the condition can be easily treated with oral rehydration therapy (ORT).
Exposure to diarrhoea-causing pathogens is often caused by the use of contaminated water and by
unhygienic practices in food preparation and disposal of excreta. In interpreting the findings of the
2007 TDHS, it should be remembered that diarrhoea prevalence in Tuvalu varies seasonally.
Diarrhoea with blood in the stools is indicative of specific enteric diseases and needs to be treated
somewhat differently than diarrhoea without blood.

Table 10.7 shows the percentage of children under age 5 who had diarrhoea in the two weeks
preceding the survey by background characteristics. About 10% of children under age 5 are
reported to have diarrhoea in the two weeks before the survey, and only two of these had diarrhoea
with blood. Diarrhoea is most common among children aged 12-23 months. Young female
children are more likely to have diarrhoea than young male children. Almost all children live in
households with an improved source of drinking water, thus this variable can’t be analysed.
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Diarrhoea is more common among children:

= under age 5 living in households with poor toilet facilities,
= residing in Funafuti,

= whose mother has a secondary level or higher education,

= who live in the lowest or second lowest wealth quintiles.

Table 10.7: Prevalence of diarrhoea

Percentage of children under age five who had diarrhoea in the two weeks preceding the survey, by
background characteristics, Tuvalu 2007

Diarrhoea in the two weeks preceding the survey

Background characteristic All diarrhoea Diarrhoea with blood Number of children
Age in months
<6 5.9 0.0 59
6-11 (16.3) (0.0) 42
12-23 14.3 0.0 84
24-35 8.7 0.8 89
36-47 9.4 0.0 84
48-59 5.3 14 75
Sex
Male 7.0 0.8 224
Female 12.5 0.0 208
Source of drinking water’
Improved 10.0 04 420
Not improved * * 3
Other/missing * * 10
Toilet facility?
Improved, not shared 8.7 05 345
Non-improved or shared 13.5 0.0 87
Residence
Funafuti 1.7 0.5 224
Outer islands 76 0.3 208
Mother's education
Less than secondary 6.3 12 93
Secondary 10.7 0.3 258
More than secondary 10.2 0.0 81
Wealth quintile
Lowest 9.7 1.0 70
Second 14.5 0.0 93
Middle 8.2 0.0 108
Fourth 8.2 15 74
Highest 75 0.0 86
Total 9.7 04 432

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" See Table 2.7 for definition of categories.
2 See Table 2.8 for definition of categories.
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10.8 DIARRHOEA TREATMENT

Mothers of children with diarrhoea were asked whether they sought advice or treatment from any
source and if so, which sources (i.e. public, private or other, including traditional). As part of
treatment for diarrhoea, mothers were asked whether the children received fluids made from a
packet of oral rehydration salts (ORS), a pre-packaged ORS liquid, or liquids made from
ingredients typically available at home according to directions recommended by the government.
Respondents were also asked to list any other treatment given for diarrhoea in order to allow an
estimation of the proportion of children who received appropriate treatment, as well as treatments
that may be inappropriate (e.g. antibiotics, antimotility drugs, injections) (Table 10.8).

Out of 42 children under age 5 who had diarrhoea in the two weeks preceding the survey, the
mothers of about 60% of these children sought advice or treatment from a health facility while
26% of these children were not treated at all. About 44% were treated with ORS packets or pre-
packaged liquid and 48% received either ORS or recommended home fluids. The survey results
also show that about 6% of children with diarrhoea were given antibiotics.

10.9 FEEDING PRACTICES DURING DIARRHOEA

Mothers are encouraged to continue normal feeding of children with diarrhoea and to increase
their amount of fluids. These practices help to reduce dehydration and minimise adverse
consequences of diarrhoea on the child’s nutritional status. Mothers were asked whether they gave
the child less, the same amount, or more fluids and food than usual when their child had diarrhoea.
It is recommended that children should be given more liquids to drink during diarrhoea and food
should not be reduced.

Table 10.9 shows the percent distribution of children under 5 who had diarrhoea in the two weeks
preceding the survey by feeding practices. About one in every two children (48%) under age 5
with diarrhoea continued feeding, were treated with ORT, and/or fed with increased fluids. Only
7% were given increased fluids and continued feeding during the diarrhoea episode. The majority
of children under age 5 with diarrhoea in the preceding two weeks were fed with the same amount
of liquids and food (80%) as before they had diarrhoea (76%). The results show that few children
with diarrhoea are given more liquids (7%) and foods (2%) during diarrhoea.

150



Table 10.8: Diarrhoea treatment

Among children under age 5 who had diarrhoea in the two weeks preceding the survey, the percentage for whom advice or treatment was sought from a health facility or provider, the
percentage given oral rehydration therapy (ORT), the percentage given increased fluids, the percentage given ORT or increased fluids, and the percentage who were given other

treatments, Tuvalu 2007

Oral rehydration therapy (ORT) Other treatments

Percentage of

children with

diarrhoea for whom

advice or treatment ORS packets

was sought from a or pre- Recommended ORT or L
Background health facility or packaged home fluids Either ORS or Increased increased Antibiotic Home remedy/ No Number of
characteristic provider! liquid (RHF) RHF fluids fluids drugs other treatment children
Total (59.5) (43.5) (5.7) (47.7) (6.6) 47.7) (5.6) (23.8) (26.1) 42

Note: ORT includes a solution prepared from oral rehydration salt (ORS), pre-packaged ORS packet, and recommended home fluids (RHF)

" Excludes pharmacy, shop and traditional practitioner.

Table 10.9: Feeding practices during a diarrhoea episode

Percent distribution of children under age 5 who had diarrhoea in the two weeks preceding the survey by amount of liquids and food offered compared with normal practice, the percentage
of children given increased fluids and continued feeding during the diarrhoea episode, and the percentage of children who continued feeding and were given ORT and/or increased fluids

during the episode of diarrhoea, Tuvalu 2007

Amount of liquids offered

Amount of food offered

Percentage
who
Percentage continued
given feeding and
increased were given
Don't fluids and ORT and/or Number of
Background Sameas  Somewhat Much Sameas  Somewhat Never know/ continued increased children with
characteristic More usual less less Total More usual less gavefood  missing Total feeding'? fluids? diarrhoea
Total (6.6) (80.0) (10.8) (2.6) (100.0) (1.5) (75.9) (18.5) (1.5) (2.6) (100.0) (6.6) (47.7) 42

" Equivalent to the UNICEF/WHO indicator ‘Home management of diarrhoea’. MICS Indicator 34.
2 Continued feeding practices includes children who were given more, same as usual, or somewhat less food during the diarrhoea episode.

3Equivalent to UNICEF MICS Indicator 35.
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10.10 KNOWLEDGE OF ORS PACKETS OR PRE-PACKAGED LIQUIDS

A simple and effective response to dehydration caused by diarrhoea is a prompt increase in the
child’s fluid intake through some form of ORT. This may include the use of a solution prepared
from packets of ORS. To ascertain how widespread the knowledge of ORS treatment is in Tuvalu,
respondents were asked whether they know about ORS packets.

Table 10.10 shows the percentage of mothers aged 15-49 who gave birth in the five years prior to
the survey who know about ORS packets or ORS pre-packaged liquids for treatment of diarrhoea
by background characteristics. The results show a high level of knowledge about ORS among
these mothers. Mothers with knowledge of ORS account for 85%, and mothers with knowledge
about ORS is higher in the outer islands (93%) than in Funafuti (77%).

Knowledge of ORS varies by mother’s educational background; increasing from 81% for mothers
with a lower education to 86% for mothers with a secondary education, and 89% percent for
mothers with a tertiary education. There is no clear relationship between mothers’ knowledge of
ORS and wealth quintile.

Table 10.10: Knowledge of ORS packets or pre-packaged liquids

Percentage of mothers aged 15-49 who gave birth in the five years preceding the
survey who know about ORS packets or ORS pre-packaged liquids for treatment of
diarrhoea by background characteristics, Tuvalu 2007

Percentage of women who
know about ORS packets or

Background characteristic ORS pre-packaged liquids Number of women
Age
15-19 * 8
20-24 83.3 60
25-34 87.4 140
35-49 84.9 84
Residence
Funafuti 774 144
Outer islands 92.5 148
Education
Less than secondary 81.0 70
Secondary 85.6 166
More than secondary 88.5 56
Wealth quintile
Lowest 85.9 52
Second 86.2 65
Middle 79.0 68
Fourth (87.0) 50
Highest 88.6 57
Total 85.1 292

Note: An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses
are based on 25-49 cases.
ORS = oral rehydration salts
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10.11 DISPOSAL OF CHILDREN’S STOOLS

Appropriate sanitation practices are linked with a decrease in diarrhoea risk. Mothers were asked
where they dispose of their children’s stools. Table 10.11 shows the percentage of children under
age 5 who live with their mother by the manner in which the child’s most recent stools were
disposed of, and the percentage of children whose stools are disposed of safely, according to
background characteristics.

The stools of about 35% of children under age 5 are left uncontained. Of these, about 25% are
disposed of into the garbage, 6% are placed or rinsed into a drain, ditch or the sea, and 4% are
rinsed away. About 63% of children’s stools are reported to be safely and hygienically disposed
of. Of these, 24% are rinsed or washed into a toilet or latrine and 10% are buried. About 29% of
children use a toilet or latrine, The stools of nearly 50% of children aged 12—-23 months are also
thrown into the garbage.

There is no clear association between a mother’s educational attainment and the way in which she
disposes of her children’s stools. This may be due to the very small number of cases in each
educational category. By place of residence, the stools of children living in the outer islands are
more likely to be safely disposed of (77%) than those of children living in Funafuti (49%).
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Table 10.11: Disposal of children’s stools

Percent distribution of youngest children under age 5 living with the mother by the manner in which the child’s most recent stools were disposed of, and the percentage of children whose stools are
disposed of safely, according to background characteristics, Tuvalu 2007

Manner of disposal of children's stools

Percentage of

children
Put/rinsed into whose stools

Background Child used Put/rinsed into drain/ditch Thrown into are disposed Number of
characteristic toilet or latrine  toilet or latrine Buried or sea garbage Rinsed away Other Missing Total of safely mothers
Age in months

<6 24 29.8 124 6.8 442 0.0 3.2 1.2 100.0 44.6 54

6-11 (18.9) (23.6) (18.8) (19.2) (19.6) (0.0) (0.0) (0.0) (100.0) (61.2) 35

12-23 13.9 19.3 13.0 25 49.0 1.3 1.1 0.0 100.0 46.2 55

24-35 476 18.3 6.7 2.6 6.3 16.4 0.0 21 100.0 72.6 52

36-47 (63.7) (22.8) (1.8) (5.3) (3.2) (0.0) (3.2) (0.0) (100.0) (88.3) 34

48-59 (54.3) (40.6) (0.0) (0.0) (0.0) (0.0) (0.0) (5.1) (100.0) (94.9) 21
Toilet facility

Improved, not shared’ 30.3 253 8.3 49 24.7 39 1.1 14 100.0 63.9 205

Non-improved or shared 241 19.4 16.4 104 249 24 24 0.0 100.0 59.9 46
Residence

Funafuti 211 24.6 35 1.8 43.0 26 1.8 1.8 100.0 491 124

Outer islands 37.0 239 15.9 10.0 7.0 4.7 1.0 05 100.0 76.9 127
Education

Less than secondary 36.1 28.1 71 5.3 16.9 55 1.1 0.0 100.0 7.3 58

Secondary 22.3 24.7 12.2 5.5 27.9 43 2.0 1.2 100.0 59.2 141

More than secondary (40.0) (18.6) (6.1) (8.0) (25.2) (0.0) (0.0) (2.1) (100.0) (64.7) 52
Wealth quintile

Lowest 32.0 28.2 16.0 10.3 135 0.0 0.0 0.0 100.0 76.3 45

Second 24.3 249 13.2 8.9 135 10.9 3.1 1.1 100.0 62.5 55

Middle 248 23.3 16.3 74 28.2 0.0 0.0 0.0 100.0 64.4 55

Fourth (35.6) 21.0 24 29 32.0 47 1.3 0.0 100.0 59.0 46

Highest (30.7) 239 0.0 0.0 36.9 2.1 22 43 100.0 54.5 50
Total 29.2 24.2 9.8 5.9 24.7 37 1.4 1.1 100.0 63.2 251

Note: Figures in parentheses are based on 25-49 cases.
" Non-shared facilities include flush or pour flush into a piped sewer system/septic tank/pit latrine; ventilated, improved pit latrine; pit latrine with a slab; or a composting toilet.
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10.12 KEY RESULTS

Overall, out of 447 children born in the five-year period preceding the survey, almost all (97.5%)
had been weighed, with 6.1% weighing less than 2.5 kg at birth. Low birth weight is common
among children whose mothers are older (aged 35-49), children whose mothers have a lower
educational background and, more interestingly, among children residing in Funafuti.

Universal immunisation of children against the six vaccine-preventable diseases — tuberculosis,
diphtheria, whooping cough (pertussis), tetanus, polio and measles — is crucial to reducing infant
and child mortality. Out of 80 children aged 18—29 months at the time of the survey, one in two of
these received all of the basic vaccinations, about three in four (74%) received measles and the
majority (84%) had BCG vaccination at births. The proportion of these children receiving each
single vaccination of DPT and polio declined. Vaccination coverage showed a low level of all
basic vaccination coverage among children aged 18-29 months in Funafuti and among female
children.

Measuring trends in vaccination coverage among children in different age groups is critical in
determining the success of vaccinations programmes over time. According to the 2007 TDHS,
there has been little improvement in vaccination coverage over the last four years. Data show that
only 17% of children aged 12—59 months (out of 332 children) have been fully immunised, and
the proportion of these has declined from about 50% for children aged 48—59 months to only 4%
for younger children aged 12—23 months.

Data also show that among children under age 5, about 3% had symptoms of ARI in the two
weeks preceding the survey. Symptoms of ARI are more likely to be common among children:
1) whose mothers smoke cigarettes and use tobacco, 2) who live in households with electricity or
gas as the main cooking fuel, and 3) who live in lower and middle wealth quintile households.
About one in five children under age 5 had a fever in the two weeks preceding the survey.

Out of 432 children under age 5, about 10% had diarrhoea in the two weeks before the survey.
Diarrhoea is more common among young children aged 12-23 months and among children under
age 5 living in households with poor toilet facilities. About 60% of children with diarrhoea
received advice or treatment from the health facility, while 26% received no treatment at all.
About 48% of those with diarrhoea continued feeding, and were treated with ORT and given
increased fluids. The results also show a high level of knowledge of ORS (85%) among mothers
aged 15-49 who had given birth in the five years preceding the survey.

Appropriate sanitation practices are linked with a decrease in diarrhoea risk. Results of the 2007
TDHS show that about 35% of children under age 5 who live with their mothers and whose stools
are left uncontained (i.e. are disposed of into the garbage, are placed or rinsed into a drain, ditch or
the sea). The stools of about 63% of these children were disposed of safely and hygienically.
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CHAPTER 11 NUTRITIONAL STATUS OF CHILDREN
AND ADULTS

This chapter discusses the nutritional status of children and women. Data are presented on: infant
and young child feeding practices, including breastfeeding and feeding with solid and/or semisolid
foods; anthropometric assessments of nutritional status; diversity of foods consumed, including
micronutrient intake; and vitamin A deficiency in women and in children under age 5. The
prevalence of anaemia in women, children and men is also presented.

Adequate nutrition is important for good health and development, and the period from birth to age
2 is critical. Unfortunately, this period is often marked by faltering growth, micronutrient
deficiencies, and common childhood illnesses such as diarrhoea and acute respiratory infection
(ARI). Optimal feeding practices include early initiation of breastfeeding, exclusive breastfeeding
during the first six months of life, continued breastfeeding up to age 2, the timely introduction of
complementary foods at age 6 months, frequency of feeding solid and/or semisolid foods, and the
diversity of food groups fed to children aged 623 months.A summary indicator is included,
which describes the quality of infant and young child (aged 6-23 months) feeding practices. This
indicator is referred to as infant and young child feeding, or IYCF.

A woman’s nutritional status has important implications for her health as well as the health of her
children. Malnutrition in women results in reduced productivity, increased susceptibility to
infections, slow recovery from illnesses, and heightened risks of adverse pregnancy outcomes. For
example, a woman who has a poor nutritional status, as indicated by a low body mass index
(BMI), short stature, anaemia, or other micronutrient deficiencies has a greater risk of:
1) obstructed labour; 2) having a baby with low birth weight; 3) producing lower quality breast
milk; 4) mortality due to postpartum haemorrhage; and v) morbidity of both herself and her baby.

11.1 NUTRITIONAL STATUS OF CHILDREN

Malnutrition places children at increased risk of morbidity and mortality, and has been shown to
be related to impaired mental development. Anthropometry provides one of the most important
indicators of children’s nutritional status. Height and weight measurements were obtained for
children born in the five years preceding the survey. Height and weight data are used to compute
three summary indices of nutritional status — height-for-age, weight-for-height and weight-for-
age. These three indices are expressed as standardised scores (z-scores) or standard deviation (SD)
units from the median, for the international reference population that was recently developed by
the World Health Organization (WHO 2006). Children who are more than 2 SD units below the
reference median are regarded as undernourished, while those who are more than 3 SD units
below the reference median are considered severely undernourished.

Children whose height-for-age is less than 2 SD from the median of the reference population are
considered to be stunted or short for their age. Stunting results from not receiving adequate
nutrition over an extended period, and is affected by recurrent or chronic illness. Children whose
weight-for-height is less than 2 SD from the median of the reference population are considered to
be wasted (or thin). Wasting represents the failure to receive adequate nutrition in the period
immediately before the survey and is typically the result of a recent illness, especially diarrhoea,
or a rapid deterioration in food supplies.

Children whose weight-for-age is less than 2 SD from the median of the reference population are
considered to be underweight. The measure reflects the effects of both acute and chronic
malnutrition.

Table 11.1 shows three different indicators used to assess the nutritional status of children in
Tuvalu — height-for-age, weight-for-height and weight-for-age. Outcomes for each of these
indicators have been compared with an international reference population defined by the US
National Center for Health Statistics and accepted by the US Centers for Disease Control and the
World Health Organization (WHO). The level of malnourishment is estimated by the percentage
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of children who are 2 (or more) SD below the median values for the international reference
population.

The prevalence range used by WHO to categorise the public health significance of different
measures of undernutrition (i.e. less than 2 SD) are outlined below.

Weight for height Weight for age
Height for age (stunted) (wasted) (underweight)
Low <20 <5 <10
Medium 20-29 5-9 10-19
High 30-39 10-14 20-29
Very high 40+ 15+ 30+

Overall, 13.3% of children aged age 5 years had a height-for-age measure that was -2 to -3 SD
below the median height-for-age value of the reference population. Of these, three-quarters of
children had height-for-age measures 2 SD below the median score and the remaining quarter
were 3 SD below the median. Using the WHO guide, this finding represents a low prevalence of
stunting within the population of children under age 5 five years in Tuvalu.

In total, 4.2% of children aged less than 5 years had a weight-for-height measure 2 to 3 SD below
the median value for the reference population. Of these, 78% had a height-for-age measure that
was 2 SD below the median score, and the remaining 22% had a measure 3 SD below the median.
Using the WHO guide, this finding represents a low prevalence of wasting within children under
age 5 years in Tuvalu.

One in sixteen children (6.3%) under age 5 years also had a weight-for-height measure 2 SD
above the median score for the reference population, suggesting a low prevalence of overweight
and obesity in this age group.

In total, 1.9% of children under age 5 years had a weight-for-age measure 2 to 3 SD below the
median value for the reference population. Of these, 84% had height-for-age measures that were
2 SD below the median score, and the remaining 16% had a measure 3 SD below the median.
Using the WHO guide, this finding shows a low prevalence of underweight children aged less than
5 years in Tuvalu.

A summary of prevalence estimates for stunting, wasting, underweight and overweight are
illustrated in Figure 11.1.

No definite trends were observed with regard to other background characteristics, with small
numbers of people in some groups making statistics potentially unreliable.

Figure 11.1: Nutritional status of children under age 5 years, Tuvalu 2007
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Table 11.1: Nutritional status of children

Percentage of children under age 5 classified as malnourished according to three anthropometric indices of nutritional status: height-for-age, weight-for-height, and weight-for-age, by background

characteristics, Tuvalu 2007

Height-for-age Weight-for-height Weight-for-age
Percentage  Percentage Percentage  Percentage  Percentage Percentage  Percentage  Percentage
below below Mean Z- below below above Mean Z- below below above Mean Z- Number of

Background characteristic -38D -2 SD* score (SD) -38D -2 SD? +2 8D score (SD) -38D -2 SD* +2 8D score (SD) children
Age in months

<6 4.9 (6.8) 0.9) (7.4) (15.9) (11.8) (0.0) (0.0) (1.3) (1.7 (0.5) 55

6-8 * * * " " * * * * " * 16

9-11 9.8) (22.1) (0.8) (0.0 (2.6) (14.8) 0.7) (0.0 (2.6) 25 0.0 28

12-17 (3.9 (22.8) (0.6) (0.0) (0.0) (6.1) (0.1) (0.0) (0.0) (4.3) 0.2) 39

18-23 (3.1 (8.4) (0.5) (0.0 (0.0 (6.9) (0.5) (0.0 (1.6) (0.0) 0.1) 38

24-35 0.0 3.7 0.3 0.0 0.8 37 0.2 0.0 0.8 29 0.0 93

36-47 3.0 9.4 0.4 0.0 3.0 23 0.2 1.5 3.0 1.5 0.1 89

48-59 3.7 11.3 0.5 0.0 1.8 5.6 0.3 0.0 1.8 45 0.0 73
Sex

Male 28 9.9 0.2 0.6 44 74 0.2 0.3 1.9 39 0.0 216

Female 38 10.1 0.3 1.3 22 52 0.3 0.3 1.2 39 0.1 215
Birth interval in months?

First birth? 1.3 6.5 0.1 1.3 59 39 0.2 1.3 2.6 4.0 0.1 102

<24 49 111 0.2 0.0 1.9 5.9 0.3 0.0 1.0 4.0 0.1 73

24-47 31 12.9 0.2 25 5.6 6.9 0.1 0.0 1.9 3.1 0.1 109

48+ 6.2 10.2 04 0.0 14 5.2 0.3 0.0 26 79 0.0 52
Size at birth?

Very smal * * * " " " * * * " " 11

Small (2.9 (9.6) 0.7) (0.0) (1.8) (3.3) (0.0) (1.5) (4.8) (3.3) (0.4) 40
Average or larger 3.2 9.7 0.1 1.4 48 5.6 0.2 0.3 1.7 47 0.1 282
Mother's interview status

Interviewed 34 10.1 0.2) 1.2 42 55 0.2 04 20 43 0.0 336

Not interviewed but in household * * * * * * * * * * * 10

Not interviewed, and not in the household* 1.6 9.2 04 0.0 0.0 8.6 0.5 0.0 0.0 2.8 0.1 84
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Table 11.1 (continued)

Height-for-age Weight-for-height Weight-for-age
Percentage  Percentage Percentage = Percentage  Percentage Percentage = Percentage  Percentage
below below Mean Z- below below above Mean Z- below below above Mean Z- Number of

Background characteristic -38D -2 SD* score (SD) -38D -2 SD? +2 8D score (SD) -38D -2 SD* +2 8D score (SD) children
Residence

Funafuti 36 9.6 0.1 1.8 48 6.0 0.2 0.0 1.2 4.2 0.1 226

Outer islands 3.0 10.5 0.4 0.0 1.7 6.6 0.3 0.6 2.0 3.6 0.0 205
Mother's education’

Less than secondary 42 10.7 0.5 18 6.2 1.8 0.2 0.8 34 0.0 04 75

Secondary 3.7 10.3 0.2 14 32 76 0.2 0.4 1.1 5.1 0.1 191

More than secondary * * * * * * * * * * * 9
Wealth quintile

Lowest 1.4 76 04 0.0 4.0 5.0 0.3 0.0 0.7 4.2 0.0 83

Second 3.7 10.5 0.6 0.0 22 79 0.1 0.6 14 1.5 0.2 94

Middle 21 8.0 0.2 14 21 6.7 0.2 0.7 2.2 59 0.0 100

Fourth 3.2 11.7 0.1 2.1 85 3.2 0.1 0.0 43 32 0.0 63

Highest 6.0 12.9 0.2 1.5 1.5 75 0.5 0.0 0.0 45 05 90
Total 33 10.0 (0.3) 0.9 33 6.3 0.3 0.3 1.6 39 0.0 430

Note: Table is based on children who slept in the household the night before the interview. Each of the indices is expressed in standard deviation units (SD) from the median of the WHO Child Growth Standards. An asterisk indicates that a figure is based on fewer than 25 cases
and has been suppressed. Figures in parentheses are based on 25-49 cases.

Table is based on children with valid dates of birth (month and year) and valid measurement of both height and weight.

"Includes children who are below -3 SD from the International Reference Population median.

2 Excludes children whose mothers were not interviewed.

3 First born twins (triplets, etc.) are counted as first births because they do not have a previous birth interval.

4 Includes children whose mothers are deceased.

5 For women who are not interviewed, information is taken from the Household Questionnaire. Excludes children whose mothers are not listed in the Household Questionnaire.
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11.2 INITTIAL BREASTFEEDING OF CHILDREN

Early initiation of breastfeeding is encouraged for several reasons. Mothers benefit from early
suckling because it stimulates breast milk production and facilitates the release of oxytocin, which
helps contract the uterus and reduces postpartum blood loss. The first breast milk contains
colostrum, which is highly nutritious and has antibodies that protect newborn babies from
diseases. Early initiation of breastfeeding also fosters bonding between mother and child.

Table 11.2 shows the reported prevalence of ever breastfed for children born in the five years
preceding the survey. Information on the timing of initial breastfeeding and the prevalence of
prelacteal feeding is also shown for last-born children who were born in the five years preceding
the survey and had ever breastfed. Prelacteal feeding has been defined as giving any fluid other
than breast milk in the first three days of life.

Over nine in ten children born in five years preceding the 2007 TDHS had ever been breastfed.
This finding remains fairly consistent across all six background characteristics.

Of the 447 children who were born in the five years preceding the survey, 273 (61%) were last-
born children who had ever been breastfed. Of these, only 40% began feeding in either the first
hour or day of birth. An additional 43% of children had received a prelacteal feed in the first three
days following birth.

The prevalence of breastfeeding in both the first hour and first day following birth increases with
mother’s education level. The prevalence of breastfeeding within one hour of birth ranged from
nearly 12% for mothers with less than a secondary education to nearly 19% for mothers with more
than a secondary education. The prevalence of breastfeeding within one day of birth ranged from
about 20% for mothers with less than a secondary education to 32% for mothers with more than a
secondary education.
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Table 11.2: Initial breastfeeding

Percentage of children born in the five years preceding the survey who were ever breastfed, and for the last children born in the five years preceding the survey ever breastfed, the percentage who started
breastfeeding within one hour and within one day of birth, and the percentage who received a prelacteal feed, by background characteristics, Tuvalu 2007

Breastfeeding among children born in the five years
preceding the survey Among last-born children ever breastfed
Percentage ever Number of children born in Percentage who started Percentage who started Percentage who received a Number of last-born

Background characteristic breastfed five years preceding survey | breastfeeding within 1 hour of birth  breastfeeding within 1 day of birth! prelacteal feed? children ever breastfed
Sex

Male 91.9 233 15.0 244 42.1 142

Female 90.3 214 14.9 26.4 441 131
Residence

Funafuti 91.0 230 16.0 30.4 44.0 136

Outer islands 91.2 217 14.0 20.3 421 137
Mother's education

Less than secondary 88.5 100 11.8 20.3 415 63

Secondary 94.2 266 15.0 25.2 416 160

More than secondary 84.1 81 18.6 32.0 494 50
Assistance at delivery

Health professional 3 91.2 438 14.7 25.2 431 270

Traditional birth attendant * ¥ * * * 1

Other * * * * * 1

No one * * * * * 1
Place of delivery

Health facility 91.0 416 128 234 419 257
At home " * * " * *

Other * * * * * *
Wealth quintile

Lowest 92.7 72 19.0 27.3 414 49

Second 97.2 99 9.1 18.3 50.3 64

Middle 86.6 112 16.0 26.4 394 61

Fourth 86.9 78 (6.5) (14.1) (34.0) 43

Highest 92.5 86 23.7 39.5 46.9 55
Total 91.1 447 15.0 25.3 43.0 273

Note: Table is based on births in the last five years whether the children are living or dead at the time of interview. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"Includes children who started breastfeeding within one hour of birth.

2 Children given something other than breast milk during the first three days of life.

% Doctor, nurse or midwife, or auxiliary midwife.
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11.3 BREASTFEEDING STATUS BY AGE

Table 11.3 shows the breastfeeding status and consumption of other liquids and foods in the
24 hours preceding the survey of youngest children under age 3 years who were living with their
mother.

Exclusive breastfeeding was reported for 57% of babies aged up to age 3 months, decreasing to
one-third of babies (35%) aged up to 5 months, and only (13.5%) for children aged 6—9 months.

Most children up to age 5 months (85%) received breast milk as a component of their diet in the
24 hours preceding the survey, as did three-quarters (77%) of children aged 6—9 months, and half
of children (53%) aged 12—23 months.

Complementary foods were given in the 24 hours preceding the survey to one in six (16.2%)
children aged up to 5 months, and nearly 40% of children aged 6-9 months. Only half (51%) of
children aged 12-23 months received complementary foods in the 24 hours preceding the survey.

Nearly two in five breastfed children aged 12-23 months were also taking fluids from a bottle
with a nipple.
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Table 11.3: Breastfeeding status by age

Percent distribution of youngest children under age 3 years (who are living with their mother) by breastfeeding status and the percentage who are currently breastfeeding; and the

percentage of all children under age 3 years using a bottle with a nipple, according to age in months, Tuvalu 2007

Breastfeeding and consuming

Number of
Percentage youngest child Percentage

Age in Not breast- Exclusively Plain water Non-milk Complementary currently under three using a bottle Number of
months feeding breastfed only liquids/juice Other milk foods Total breastfeeding years with a nipple! children
0-3 (9.3) (57.1) (7.7) (2.0) (20.4) (3.5) (100.0) (90.7) 3 (26.9) 34
0-5 15.1 347 16.2 6.3 115 16.2 100.0 84.9 54 423 59

6-9 (22.7) (13.5) (0.0) (10.6) (13.5) (39.6) (100.0) (77.3) 24 (60.0) 25
12-15 * * * * * * * * 21 (68.1) 25
12-23 47.3 1.9 0.0 0.0 0.0 50.8 100.0 52.7 55 423 84
20-23 * * * * * * * * 12 (25.2) 26

Note: Breastfeeding status refers to a ‘24-hour’ period (yesterday and last night). Children who are classified as breastfeeding and consuming plain water only consumed no liquid or solid supplements. The categories of not breastfeeding, exclusively

breastfed, breastfeeding and consuming plain water, non-milk liquids/juice, other milk, and complementary foods (solids and semi-solids) are hierarchical and mutually exclusive, and their percentages add to 100%. Thus children who receive breast milk and
non-milk liquids and who do not receive complementary foods are classified in the non-milk liquid category even though they may also get plain water. Any children who get complementary food are classified in that category as long as they are breastfeeding

as well. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
" Based on all children under age 3 years.
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11.4 MEDIAN DURATION AND FREQUENCY OF BREASTFEEDING

Table 11.4 shows the median duration and frequency of breastfeeding for children born in the
three years preceding the survey. Estimates of median and mean durations of breastfeeding are
based on current status data; that is, the proportion of children born in the three years preceding
the survey who were breastfed at the time of the survey.

Overall, the median reported duration of any breastfeeding for children born in the three years
preceding the survey was 11.3 months. The median duration of exclusive breastfeeding was only
1.5 months, although the median duration of either exclusively breastfeeding or receiving breast
milk and plain water (predominantly breastfeeding) was 3.6 months. These findings were similar
for both sexes, although the median duration of any breastfeeding and predominantly
breastfeeding was higher for children in the outer islands than for children in Funafuti. Mothers
with less education are more likely to breastfeed their children longer than mother’s with a higher
education.

WHO and UNICEF recommended exclusive breastfeeding for the first 6 months and continued
breastfeeding for at least 24 months. The mean duration of any breastfeeding was 15.4 months for
children born in the three years preceding the survey, while the mean duration for exclusive
breastfeeding was 3.2 months.

Four-fifths (79.3%) of children aged less than 6 months received six or more breast feedings in the
24 hours prior to the survey. The average number of daytime feedings was four, and the average
number of night-time feedings was 3.6.
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Table 11.4: Median duration and frequency of breastfeeding

Median duration of any breastfeeding, exclusive breastfeeding, and predominant breastfeeding among children born in the three years preceding the survey,
percentage of breastfeeding children under 6 months living with the mother who were breastfed six or more times in the 24 hours preceding the survey, and mean
number of feeds (day/night), by background characteristics, Tuvalu 2007

Median duration (in months) of breastfeeding among children
born in the preceding three years !

Frequency of breastfeeding among children under age 6 months 2

Percentage
Exclusive breast- Predominant breastfed 6+ times Mean number of Mean number of Number of

Background characteristic Any breastfeeding feeding breastfeeding 3 in last 24 hours daytime feedings  night-time feedings children
Sex

Male 11.3 1.5 35 73.3 3.8 36 26

Female 111 1.4 3.8 86.8 43 3.6 21
Residence

Funafuti 7.8 1.3 20 84.6 4.0 37 28

Outer islands 12.0 1.7 55 .7 40 34 19
Mother's education

Less than secondary 10.7 0.6 0.6 85.1 3.5 2.8 7

Secondary 11.5 1.6 37 771 4.0 37 35

More than secondary 48 0.8 0.8 87.0 4.8 4.2 5
Wealth quintile

Lowest 122 22 74 67.9 39 34 7

Second 7.7 20 35 81.0 42 3.8 11

Middle 10.9 0.7 0.7 76.0 37 32 13

Fourth 0.8 0.4 0.4 100.0 3.8 32 5

Highest 12.5 1.9 6.5 80.0 44 4.2 11
Total 11.3 1.5 36 79.3 4.0 36 48

Note: Median and mean durations are based on current status. Includes children living and deceased at the time of the survey.

na = not applicable

"1t is assumed that non-last-born children and last-born children not currently living with the mother are not currently breastfeeding.
2 Excludes children without a valid answer on the number of times breastfed.
3 Either exclusively breastfed or received breast milk and plain water, and/or non-milk liquids only.
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11.5 FOOD AND LIQUIDS CONSUMED BY CHILDREN

UNICEF and WHO recommend introducing solid food to infants around the age of 6 months
because by that age breast milk alone is no longer sufficient to maintain a child’s optimal growth.
In the transition to eating the family diet, children from the age of 6 months should be fed small
quantities of solid and semisolid food throughout the day. During this transition period (ages 6—23
months), the prevalence of malnutrition increases substantially in many countries because of
increased infections and poor feeding practices.

Table 11.5 shows the foods and liquids consumed by children aged less than 3 years in the
24-hour period before the survey, by their breastfeeding status.

While the best way to determine the nutritional adequacy of the diet is to undertake a
comprehensive nutrition survey, using standard tools such as a comprehensive 24-hour diet recall
tool'’, the 2007 TDHS does provide some useful information on the range of foods recently
consumed by young children.

Liquids

About 17% of all breastfeeding children under age 3 years who are living with their mothers are
reported to consume infant formula, about two in five (37%) of these children consume other milk
while almost half (49.6%) of them consume other liquids.

The results show that all non-breastfed children are more likely to consume all other types of
liquids than breastfed children. The most common liquids consumed is ‘other liquids’.

Solid or semisolid foods

Food made from grains is reported to be the most common food consumed by breastfed children
(54%) and non-breastfed children (85%). This is followed by protein-rich foods such as meat, fish,
poultry and eggs, which account for 45% of breastfeeding children and 80% of non-breastfed
children. Fruits and vegetables rich in vitamin A are consumed by 41% of breastfed children and
70% of non-breastfed children. Other commonly consumed foods include other fruits and
vegetables, other food made from roots and tubers, and cheese, yogurt and other milk products.
The same proportion of breastfed and non-breastfed children (3% each) consume food made from
legumes and nuts.

Less than 20% of breastfed children and less than 40% of non-breastfed children consume foods
made with oil, fat and sugar and as well as sugary foods.

' Briony T. 2001. Manual of Dietetic Practice (p 30-37). The British Dietetic Association. Oxford, UK:
Blackwell Science
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Table 11.5: Foods and liquids consumed by children in the day or night preceding the interview
Percentage of youngest children under age 3 years who are living with the mother by type of foods consumed in the day or night preceding the interview, according to breastfeeding status, Tuvalu 2007

Solid or semisolid foods

Liquids
Food made Cheese,
Food made Fruits and Other fruits  Food made from Meat, fish, yogurt, Any solid Food made
Age in Infant Other Other Fortified from vegetables rich and from roots legumes poultry, other milk or semi- with oil, fat Sugary Number of
months formula milk! liquids? baby foods grains? in vitamin A4 vegetables  and tubers and nuts and eggs product solid food and butter foods children
Breastfed Children
Total 16.8 36.6 49.6 14.1 54.3 40.5 14.7 15.0 2.8 445 5.6 59.6 14.9 19.2 117
Non-breastfed Children
Total 29.1 64.2 83.7 12.7 85.3 69.9 241 29.0 28 79.8 2.8 91.0 343 355 79

Note: Breastfeeding status and food consumed refer to a 24-hour period (yesterday and last night).
' Other milk includes fresh, tinned and powdered cow’s milk or other animal milk.

2 Does not include plain water.
% Includes fortified baby food.

4 Includes pumpkin, squash, carrots, sweet potatoes, breadfruit, green leafy vegetables, banana and papayas.
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11.6 INFANT AND YOUNG CHILD FEEDING PRACTICES

To ensure that nutritional requirements are met, it is recommended that children begin semisolid
or solid foods from age 6 months. For breastfed children aged 6—8 months, it is recommended that
solid foods are introduced two to three times daily, increasing to three to four times per day
between ages 9 and 24 months with one to two snacks offered as required'".

For non-breastfed children, four to five solid or semi-solid foods per day are recommended for
children aged 6-24 months with one to two snacks offered as required'.

To ensure that dietary requirements are met, it is advised that a protein-rich animal product such as
meat, poultry, fish or eggs are consumed daily. It is also recommended that vitamin-A rich fruits
and vegetables are included daily and that the diet contains adequate fat.

Foods from at least three food groups are recommended daily for breastfed children and at least
four different food groups for non-breastfed children.

Table 11.6 shows the proportions of children that were fed according to these recommendations by
breastfeeding status, sex and area of residence. Because of the small number of children aged
6—23 months, discussion is limited to general findings for all children aged 623 months.

Overall, 86% of children received breast milk or milk products in the 24 hours preceding the
survey. Less than two-thirds of children received the recommended three or four different food
groups, and less than half of all children surveyed were fed the minimum recommended number of
times per day.

In total, only one-third of children met all three of recommended feeding practices (i.e. breast milk
or milk products, at least three or four different food groups, and the recommended number of
meals and snacks per day). These findings are presented in Figure 2.

Figure 11.2: Prevalence of appropriate feeding practices children aged 6-23 months,
Tuvalu DHS 2007
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" PAHO/WHO. 2003. Guiding Principles for Complementary Feeding of the Breastfed Child. Washington,
D.C./Geneva, Switzerland: PAHO/WHO 2003.

12 Guiding Principles for Feeding Nonbreastfed Children 6 to 24 Months of Age, Geneva, Switzerland: WHO
2005.
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Table 11.6: Infant and young child feeding practices

Percentage of youngest children aged 6-23 months living with their mother who are fed according to three infant and young child feeding (IYCF) feeding practices based upon number of food groups and
times they are fed during the day or night preceding the survey by breastfeeding status and selected background characteristics, Tuvalu 2007

Among breastfed children aged 6-23 months, percentage fed: Among non-breastfed children aged 6-23 months, percentage fed: Among all children aged 6-23 months, percentage fed:
Both 3+ food Number of Number of non- Breast- Number of
groups and breastfed Milk or breastfed milk or 3+ or 4+ Minimum With all 3 all children
Background 3+ food Minimum minimum children aged milk 4+ food 4+times  With 31YCF children aged milk food times or IYCF aged 6-23
characteristic groups! times or more2  times or more 5-23 months products? groups or more practices* 6-23 months products? groups® more® practices months
Sex
Male (65.5) (51.5) (47.2) 25 * * * * 19 (84.7) (56.4) (38.1) (30.8) 44
Female (67.3) (55.3) (43.8) 28 * * * * 17 86.8 66.6 47.3 355 46
Residence
Funafuti * * * 21 * * * * (20) (83.8) (64.9) (40.5) (27.0) 40
Outer islands (68.6) (47.5) (47.5) 33 * * * * 17 874 58.9 446 38.3 50
Total 66.5 535 454 53 (64.9) (54.4) (27.0) (15.3) 36 85.8 61.6 42.8 33.2 90

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

" Food groups: a) infant formula, milk other than breast milk, cheese or yogurt or other milk products; b) foods made from grains, roots, and tubers, including porridge, fortified baby food from grains; c) vitamin A-rich fruits and vegetables (and red palm oil); d) other fruits and vegetables; e) eggs;
f) meat, poultry, fish, and shellfish (and organ meats); g) legumes and nuts; h) foods made with oil, fat, butter.

2 At least twice a day for breastfed infants aged 6-8 months and at least three times a day for breastfed children aged 9-23 months.

3 Includes commercial infant formula, fresh, tinned and powdered animal milk, and cheese, yogurt and other milk products.

4 Non-breastfed children aged 6-23 months are considered to be fed with a minimum standard of three IYCF practices if they receive other milk or milk products and are fed at least the minimum number of times per day with at least the minimum number of food groups.

53+ food groups for breastfed children and 4+ food groups for non-breastfed children.

6 Fed solid or semi-solid food at least twice a day for infants aged 6-8 months, 3+ times for other breastfed children, and 4+ times for non-breastfed children.
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11.7 PREVALENCE OF ANAEMIA IN CHILDREN

Iron deficiency anaemia is one of the most prevalent nutritional deficiencies in the world, and
young children, as well as pregnant and postpartum women are the most susceptible because of
the high iron demands during infant growth and pregnancy. Iron is one of the main components of
haemoglobin and iron deficiency is estimated to be responsible for half of all anaemia globally.

Anaemia can be a serious problem for children because it can impair cognitive development, stunt
growth and increase morbidity from infectious diseases.

The prevalence range proposed by WHO to categorise public health significance of anaemia are:

Classification Public health significance Prevalence range
Normal (Acceptable) <5.0%

Medium (Poor) 5.0-19.9%

High (Serious) 20.0-39.9%

Very high (Critical) 40.0% or more

(Source: Iron Deficiency Anemia. Assessment, Prevention, and Control, A guide for programme managers
WHO 2001)

Table 11.7 shows the prevalence of anaemia in children aged 6-59 months, by background
characteristics. Haemoglobin levels were obtained using a HemoCue instrument. Children aged
less than 6 months are not included because they have higher haemoglobin levels at birth and just
after birth, and including them could distort the prevalence of anaemia.

Table 11.7 shows that nearly one-third of young children aged 6—59 months were found to have
mild anaemia (32%) and over one-quarter (29%) were classified as having moderate anaemia.
A very small proportion of children (0.6%) were found to have severe anaemia.

It is difficult to interpret age trends because only a very small number of children less than
59 months were tested. However, there is a trend towards a decreased prevalence of moderate
anaemia with increasing age. Similar proportions of male and female children were found to have
mild and moderate anaemia.

A lower proportion of children from the outer islands (23.5%) have moderate anaemia than those
from Funafuti (33.8%). However, 1.2% of children from the outer islands have severe anaemia.

No definite trends were observed for other background characteristics.
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Table 11.7: Prevalence of anaemia in children

Percentage of children aged 6-59 months classified as having anaemia, by background characteristics,
Tuvalu 2007

Anaemia status by haemoglobin level

Mild Moderate Severe Any anaemia Number of

Background characteristic (10.0-10.9 g/dI) (7.0-9.9 g/dl) (below 7.0 g/dl) (<11.0 g/dl) children
Age in months

6-8 * * * * 14
9-11 (31.6) (45.4) (0.0 (77.0) 28
12-17 (39.9) (47.1) (0.0) (87.0) 48
18-23 (37.2) (32.4) (0.0 (69.6) 40
24-35 31.6 25.7 1.0 58.3 99
36-47 24.8 21.9 1.5 48.2 90
48-59 324 17.8 0.0 50.3 76
Sex

Male 320 294 0.0 61.4 197
Female 31.7 28.2 1.2 61.1 199
Mother's interview status

Interviewed 323 29.2 0.8 62.3 296
Not interviewed but in household * * * * 9
Not interviewed, and not in the

household * 294 28.9 0.0 58.3 91
Residence

Funafuti 29.8 33.8 0.0 63.6 204
Outer islands 34.0 235 1.2 58.7 191
Mother's education 2

Less than secondary 38.2 271 2.2 67.5 72
Secondary 29.9 29.9 04 60.3 163
More than secondary * * * * 5
Wealth quintile

Lowest 317 224 2.2 56.3 79
Second 404 16.3 0.7 57.4 82
Middle 31.1 37.2 0.0 68.3 92
Fourth 26.9 459 0.0 72.8 63
Highest 27.9 249 0.0 52.8 80
Total 31.8 28.8 0.6 61.2 396

Note: Table is based on children who slept in the household the night before the interview. Prevalence of anaemia, based on haemoglobin levels, is adjusted for
altitude using formulas in CDC, 1998. Haemoglobin in grams per decilitre (g/dl). An asterisk indicates that a figure is based on fewer than 25 cases and has been
suppressed. Figures in parentheses are based on 25-49 cases.

"Includes children whose mothers are deceased.

2 For women who are not interviewed, information is taken from the household questionnaire. Excludes children whose mothers are not listed in the household
questionnaire.
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Figure 11.3: Prevalence of anaemia in children aged 6-59 months,
Tuvalu DHS 2007
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11.8 MICRONUTRIENT INTAKE AMONG CHILDREN

Vitamin A is required for maintaining a healthy immune system and the body’s epithelial tissue.
Severe vitamin A deficiency (VAD) can cause eye damage (xerophthalmia) potentially resulting
in blindness, increasing the severity of infections, and causing slow recovery from illness.
Globally, VAD is the leading cause of childhood blindness. Children who have VAD have
reduced immunity and are less likely to recuperate from common childhood illnesses, such as
diarrhoea, ARI and measles.

VAD is common in dry environments where fresh fruits and vegetables are not readily available.
Children can obtain vitamin A from foods such as breast milk, liver, eggs, fish, butter, red palm
oil, mangos, papayas, carrots, pumpkins, and dark green leafy vegetables and fortified foods.
Because vitamin A is a fat-soluble vitamin, it is necessary to consume oil or fat in order for it be
be absorbed into the body. The liver can store an adequate amount of the vitamin for four to six
months. Periodic dosing (every six months) with vitamin A supplements is a rapid, low-cost
method of ensuring that children at risk do not develop VAD".

Dietary deficiency of iodine constitutes a major, global, public health concern. A lack of sufficient
iodine is known to impair growth and development, cause goitre, cretinism (a severe form of
neurological defect), spontaneous abortion, premature birth, infertility, stillbirth, and increased
child mortality. lodine deficiency disorder (IDD) is the single most common cause of preventable
mental retardation and brain damage in the world. Because iodine cannot be stored for long
periods by the body, tiny amounts are needed regularly. Where soil and, therefore, crops and
grazing animals do not provide sufficient dietary iodine to the population, and where seafood is
not regularly consumed, food fortification has proven to be a highly successful and sustainable
intervention. Fortifying salt with iodine is the most common method of preventing IDD. Fortified
salt that contains 15 parts per million of iodine is considered adequate for preventing IDD. When
vulnerable populations do not have access to fortified foods such as iodised salt, a short-term
solution is supplementation with capsules containing iodised oil'.

Table 11.8 shows the consumption of micronutrients in the 24-hour period before the survey for
children aged 6-35 months. Due to the small number of children in subgroups, differences in
outcomes for background characteristics are often difficult to interpret.

13 Beaton GH, Martorell R, L'Abb¢, et al. Effectiveness of vitamin A supplementation in the control of young child
morbidity and mortality in developing countries. UN, ACC/SCN State-of-the-art Series, Nutrition policy
Discussion Paper No. 13, 1993.

142009 International Council for the Control of Todine Deficiency Disorders, www.iccidd.org
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Overall, approximately 87% of children aged 6—24 months consumed vitamin A-rich foods in the
24 hours preceding the survey. Similar proportions of males and females were found to have
consumed vitamin A-rich foods. A higher proportion of non-breastfed children (96%) were found
to have consumed vitamin A-rich foods than breastfed children (78%).

Over three-quarters (78%) of children aged 624 months were found to have consumed foods rich
in iron in the 24 hours preceding the survey. This finding was almost identical for adult men
(78%) and women (78%). No other definite trends are shown with respect to background
characteristics.

Iron supplementation was given to 1 in 12 (8%) of children in the seven days preceding the
survey. Iron supplementation was slightly more common among male children (10.4%) than
female children (5.5%). There is a trend towards higher use of iron supplementation for children
from lower wealth quintile households than those from higher wealth quintile households.

Approximately 1 in 11 children (9%) were given deworming medication in the six months
preceding the survey. This finding was more common for non-breastfed children (11.3%) than
breastfed children (2.9%).

Just over one-third of all Tuvaluan children (37.5%) were living in households with adequately
iodised salt; of these, 52% were in Funafuti and 22% were from the outer islands.
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Table 11.8: Micronutrient intake among children

Among youngest children aged 6-35 months who are living with their mother, the percentage who consumed vitamin A-rich and iron-rich foods in the day or night preceding
the survey, and among all children aged 6-59 months, the percentage who were given vitamin A supplements in the six months preceding the survey, who were given iron
supplements in the last seven days, and who were given deworming medication in the six months preceding the survey, and among all children aged 6-59 months who live in
households that were tested for iodised salt, the percentage who live in households with adequately iodised salt, by background characteristics, Tuvalu 2007

Among children aged 6-59 months

Among youngest children aged 6-35 months living living in households tested for
with the mother Among all children aged 6-59 months iodised salt
Percentage who Percentage who Percentage given Percentage living in
consumed vitamin A-  consumed iron-rich Percentage given deworming households with
rich foods in last foods in last Number of iron supplements in medication in last Number of adequately Number of

Background characteristic 24 hours! 24 hours? children last 7 days 6 months3 children iodised salt children
Age in months

6-8 * * 13 * * 13 * 13

9-11 * * 22 (0.0) (0.0) 29 (37.5) 27

12-17 (93.6) (85.2) 33 (6.7) (3.0) 44 (45.8) 44

18-23 * * 22 (15.5) (2.7 40 (43.6) 38

24-35 93.8 86.3 52 8.4 12.9 89 38.3 86

36-47 na na na 10.6 9.5 84 37.0 81

48-59 na na na 4.6 15.3 75 32.1 72
Sex

Male 86.1 78.5 70 10.4 10.1 193 34.1 187

Female 88.3 78.2 7 55 7.7 181 412 173
Breastfeeding status

Breastfeeding 78.3 70.5 7 11.6 29 79 39.5 75

Not breastfeeding 96.0 85.7 69 7.2 1.3 273 36.5 264

Missing * * 2 * * 21 * 21
Residence

Funafuti 87.9 77.6 63 8.1 75 188 51.8 185

Outer islands 86.6 78.9 78 8.0 10.3 185 225 175
Mother's education

Less than secondary (80.6) (74.9) 31 9.8 9.8 83 443 74

Secondary 88.8 82.8 80 9.2 9.7 215 32.7 210

More than secondary (89.7) (70.0) 31 29 5.7 76 443 76
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Table 11.8 (continued)

Among children aged 6-59 months

Among youngest children aged 6-35 months living living in households tested for
with the mother Among all children aged 6-59 months iodised salt
Percentage who Percentage who Percentage given Percentage living in
consumed vitamin A-  consumed iron-rich Percentage given deworming households with
rich foods in last foods in last Number of iron supplements in medication in last Number of adequately Number of
Background characteristic 24 hours! 24 hours? children last 7 days 6 months? children iodised salt children
Mother's age at birth
15-19 * * 5 (4.9) (4.9 26 (48.1) 25
20-29 87.9 78.9 86 58 10.1 228 31.7 224
30-39 (85.6) (78.5) 42 12.7 9.1 98 48.5 91
40-49 * * 9 * * 20 * 20
Wealth quintile
Lowest * * 24 14.1 6.4 62 26.7 60
Second (91.7) (91.7) 34 115 121 81 33.1 76
Middle (87.6) (76.4) 34 8.3 134 92 34.8 86
Fourth (79.5) (75.2) 29 1.7 44 65 404 65
Highest * * 21 44 59 73 51.7 73
Total 87.2 78.3 141 8.0 8.9 373 375 360

Note: Information on vitamin A and iron supplements and deworming medication is based on the mother's recall. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-
49 cases.

na = not applicable

"Includes meat (and organ meat), fish, poultry, eggs, pumpkin, red or yellow yams or squash, carrots, red sweet potatoes, dark green leafy vegetables, mango, papaya, and other locally grown fruits and vegetables that are rich in vitamin A, and red
palm oil (if data are collected).

2|ncludes meat, (including organ meat).

3 Deworming for intestinal parasites is commonly done for helminthes and for schistosomiasis.

4 Salt containing 15 parts per million of iodine or more. Excludes children in households in which salt was not tested.

175



11.9 PRESENCE OF IODISED SALT IN HOUSEHOLD

Table 11.9 shows the prevalence of households with salt, and shows the level of iodine in salt (in
parts per million) for those households that were tested.

The majority of households (96%) were found to have salt and this finding did not differ by area
of residence or by wealth quintile.

After testing, only one-third (34%) of households were found to have salt with the recommended
iodine content. More than half of households (56%) had salt without any iodine, and a further
9.5% had salt with less than the recommended iodine content. Differences in iodine content were
apparent by area of residence. A higher proportion of households in Funafuti (50%) were found to
have salt with adequate iodine than households in the outer islands (24%). Conversely, a higher
proportion of households in the outer islands had salt without added iodine (67%) than households
in Funafuti (40%).

Among households the prevalence of adequately iodised salt increases with wealth quintile.

Table 11.9: Presence of iodised salt in household

Among all households, the percentage tested for iodine content and the percentage of households with no salt; and among
households with salt tested, the percent distribution by level of iodine in salt (parts per million, ppm), according to background
characteristics, Tuvalu 2007

Among all households, Among households with tested salt, the
the percentage: percent distribution by iodine content of salt

Background With salt With no Number of None Inadequate Adequate Number of
characteristic tested salt households (0 ppm) (<15 ppm) (15+ ppm) Total households
Residence

Funafuti 95.0 5.0 300 39.8 10.4 49.8 100.0 285

Outer islands 96.6 34 439 67.1 8.9 240 100.0 424
Wealth quintile

Lowest 95.0 5.0 183 72.2 53 224 100.0 174

Second 95.1 49 166 63.0 11.0 26.0 100.0 158

Middle 97.7 23 141 54.4 1.3 34.3 100.0 137

Fourth 96.7 33 122 456 11.0 435 100.0 118

Highest 95.8 42 128 36.7 9.9 53.4 100.0 123
Total 95.9 4.1 739 56.1 9.5 34.4 100.0 709
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11.10 NUTRITIONAL STATUS OF WOMEN AND MEN

Anthropometric data on height and weight were collected for women aged 15-49 and men aged
15 years and over. In this report, two indicators of nutritional status (based on these data) are
presented: the percentage of women and men with very short stature (less than 145 cm) and body
mass index (BMI).

BMI is used to measure thinness or obesity. BMI is defined as weight in kilograms divided by
height squared in meters (kg/m?). A cutoff point of 18.5 is used to define thinness or acute
undernutrition, and a BMI of 25.0 or above usually indicates overweight or obesity. The height of
a woman is associated with her past socioeconomic status and nutrition during childhood and
adolescence. Low pre-pregnancy BMI and short stature are risk factors for poor birth outcomes
and obstetric complications. In developing countries, maternal underweight is the leading risk
factor for preventable death and diseases (WHO 2002).

11.10.1 Nutritional status of women

Table 11.10.1 shows the percentages of women less than 145 cm tall, mean BMI, and weight
distribution of women by age group, residence, education and wealth quintile.

A very small proportion of women (0.4%) measured less than 145 cm, and these women were
aged 40-49. Average BMI increases with age from 26.1 for women aged 15-19 to 36.3 for women
aged 40—49.

Overall, only one in nine women (11%) were classified as having a normal BMI (i.e. between 18.5
and 24.9). The proportions decreased with age group from 44% for women aged 15-19 years to
2% for women aged 4049 years.

Nearly 9 in 10 women were classified as being overweight or obese, with one-fifth (20%)
classified as overweight, and nearly two-thirds as obese (67%). The prevalence of obesity
increased substantially from 20% for women aged 15-19 to 86% for women aged 30-39. Figure 4
shows the proportions of overweight and obese women by age group.

Only a minor proportion of women were subsequently classified as mildly thin (0.5%) or
moderately or severely thin (0.2%).

Figure 11.4: Prevalence of overweight and obesity
by age group for women, Tuvalu DHS 2007
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Table 11.10.1: Nutritional status of women

Among women aged 15-49, the percentage with height under 145 cm, mean body mass index (BMI), and the percentage with specific BMI levels, by background characteristics, Tuvalu 2007

Height BMI'
225.0

Background Percentage Number of 18.5-24.9 <18.5 17.0-18.4 <17.0 (Moderate-ly ~ Total overweight/ 25.0-29.9 230.0 Number of
characteristic under 145 cm women Mean BMI (Total normal) (Total thin) (Mildly thin) and severely thin) obese) (Overweight) (Obese) women
Age
15-19 0.0 108 26.1 44.3 27 20 0.6 53.1 33.1 19.9 106
20-29 0.0 270 32.5 115 0.7 0.3 05 87.7 26.3 61.4 234
30-39 0.0 187 35.7 47 0.0 0.0 0.0 95.3 9.8 85.5 165
40-49 1.2 257 36.3 1.9 04 0.4 0.0 97.7 16.2 81.5 254
Residence
Funafuti 0.3 393 33.3 12.0 1.2 0.9 0.3 86.8 19.5 67.4 363
Outer islands 05 429 33.8 10.9 0.3 0.2 0.2 88.8 21.0 67.8 396
Education
Less than secondary 1.2 271 35.3 6.6 04 0.0 04 93.0 17.9 75.0 262
Secondary 0.0 423 323 15.1 1.0 0.9 0.2 83.9 226 61.4 383
More than secondary 0.0 129 33.6 10.1 0.6 0.6 0.0 89.4 18.0 714 114
Wealth quintile
Lowest 0.0 150 333 10.1 0.5 0.0 05 89.4 24.0 65.3 138
Second 0.0 174 335 138 0.0 0.0 0.0 86.2 243 61.9 159
Middle 1.3 163 347 8.9 04 0.4 0.0 90.7 15.4 75.2 149
Fourth 0.7 167 33.6 114 0.7 0.7 0.0 87.9 16.9 71.0 156
Highest 0.0 169 32.5 12.5 2.1 14 0.7 85.4 20.8 64.6 156
Total 04 822 335 114 0.7 05 0.2 87.9 20.3 67.6 758

Note: BMI is expressed as the ratio of weight in kilograms to the square of height in meters (kg/m?).
1 Excludes pregnant women and women with a birth in the preceding two months.
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11.10.2 Nutritional status of men

Table 11.10.2 shows mean BMI and weight distributions for men by age group, residence,
education and wealth quintile.

Among men aged 15 and over, the mean BMI is 30.3, 23% of men were in the normal range, and
nearly 1% were considered thin and mildly thin. Over three-quarters of men were classified as
overweight or obese (77%), with a higher proportion classified as obese (46%) and (32%).

Average BMI increased with age group from 25.6 for men aged 15-19 to 33.4 for men aged
30-39. The prevalence of men with a normal BMI decreased from 47.8% for men aged 15-19 to
9.1% for men aged 30-39 years.

While the prevalence of overweight men was similar for all four age groups, the prevalence of
obesity increased with age from 18% for men aged 15-19 years to 65% for those aged 30-39.
Figure 5 shows the proportions of overweight and obese men by age group.

There were no definite trends for the prevalence of overweight or obesity and area of residence,
level of education or wealth quintile.

Figure 11.5: Prevalence of overweight and obese men
by age group, Tuvalu DHS 2007
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Table 11.10.2: Nutritional status of men

Among men aged 15-49, mean body mass index (BMI), and the percentage with specific BMI levels, by background
characteristics, Tuvalu 2007

BMI
18.5-24.9 225.0 (Total 25.0-29.9

Background (Total <18.5 17.0-18.4 over-weight (Over- 230.0 Number
characteristic Mean BMI normal) (Total thin) (Mildly thin) or obese) weight) (Obese) of men
Age

15-19 25.6 478 39 39 48.3 30.5 17.7 78

20-29 30.1 27.3 0.0 0.0 72.7 27.9 44.9 124

30-39 334 9.1 0.0 0.0 90.9 25.8 65.1 77

40-49 31.6 10.8 0.0 0.0 89.2 33.6 55.5 118
Residence

Funafuti 30.6 22.3 0.6 0.6 771 29.7 474 205

Outer islands 30.0 236 1.0 1.0 75.4 29.7 457 192
Education

Less than secondary 314 15.4 0.5 0.5 84.1 301 54.0 135

Secondary 29.0 30.7 1.2 1.2 68.1 30.5 37.6 204

More than secondary 326 131 0.0 0.0 86.9 259 61.1 58
Wealth quintile

Lowest 29.0 32.6 33 33 64.1 21.8 424 75

Second 29.8 204 0.0 0.0 79.6 36.9 42.8 87

Middle 315 15.2 0.8 0.8 84.0 29.7 54.3 84

Fourth 29.8 28.2 0.0 0.0 71.8 26.2 456 64

Highest 31.2 20.6 0.0 0.0 79.4 31.9 47.5 87
Total 15-49 30.3 229 0.8 0.8 76.3 29.7 46.6 398
50+ 29.9 19.4 0.0 0.0 80.6 37.9 42.7 118
Total men 15+ 30.2 22.1 0.6 0.6 77.3 31.6 457 515

Note: BMI is expressed as the ratio of weight in kilograms to the square of height in meters (kg/m?).

11.11 FOODS CONSUMED BY MOTHERS IN THE 24 HOURS PRECEDING
THE SURVEY

Adequate maternal nutrition is important for the health and reproductive outcomes of mothers and
the survival and development of their children. A review of studies on the nutritional status of
women in developing countries shows that, on average, women consume only two-thirds of the
recommended daily intake of energy'”. Because of women’s childbearing and nurturing roles,
their pre- and postnatal health and nutritional status are important determinants of the survival and
development of the foetus and newborn child, in addition to their own health, productivity and
well-being.

Table 11.11 presents the diversity of food groups consumed by mothers who gave birth in the
three years preceding the survey, which provides important information on maternal eating
patterns.

Liquids

Among mothers with children under age 3 years living with them, about 42% consumed milk,
74% drank tea or coffee, while the majority (86%) consumed other liquids during the day or night
preceding the interview. Mothers living in Funafuti, those in the highest wealth quintile
households, and those with higher education levels were more likely to drink milk than other
mothers. Tea, coffee and other liquids were the most common drink for mothers in the outer
islands

15 McGuire J. and Popkin B.M. 1989. Beating the zero-sum game: women and nutrition in the third world. Part I.
Food and Nutrition Bulletin (11):38-63.
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Solid and semisolid foods

Protein-rich food and foods made from grains were the most commonly consumed foods among
Tuvaluan mothers in the 24 hours preceding the survey, with 87% of mothers consuming protein-
rich food and 84% consuming foods made from grain. Almost seven out of ten mothers (69.5%)
consumed vitamin A-rich foods, 39% consumed foods made from roots and tubers, while about
three out of ten mothers consumed fruits and vegetables. Few mothers consumed foods made from
legumes, cheese or yogurt. Mothers from the outer islands were more likely to consume protein-
rich and vitamin A-rich foods.
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Table 11.11: Foods consumed by mothers in the day or night preceding the interview

Among mothers aged 15-49 with a child under age 3 years living with them, the percentage who consumed specific types of foods in the day or night preceding the interview, by background
characteristics, Tuvalu 2007

Liquids Solid or semisolid foods
Foods Foods made Foods made Meat/ fish/ Vitamin A- Other solid  Foods made Number

Background Teal Other made from  from roots/ from shellfish/ Cheese/ rich fruits/ Other fruits/ or semi- with oil/ fat/ Sugary of
characteristic Milk coffee liquids grains tubers legumes poultry/ eggs yogurt vegetables’ vegetables solid food butter foods women
Age
15-19 * * « " * * * * * * * * * 6
20-29 39.6 744 84.4 87.0 33.7 6.5 85.2 78 69.8 29.6 53.2 43.7 33.6 105
30-39 453 "7 87.7 81.3 40.4 9.9 89.9 6.6 71.0 35.2 71.3 51.9 27.6 66
40-49 « * * * " « " " " " * * * 18
Residence
Funafuti 42.7 68.5 84.3 87.6 32.6 124 83.1 1.2 65.2 43.8 67.4 56.2 43.8 97
Outer islands 414 80.1 88.1 80.3 443 32 91.1 28 73.8 14.4 54.3 39.2 221 99
Education
Less than secondary (35.6) (82.3) (90.2) (74.8) (37.1) (10.8) (86.6) (5.2) (70.0) (19.6) (68.9) (44.7) (29.0) 42
Secondary 416 74.6 86.1 88.2 40.9 6.2 88.9 8.7 69.0 281 58.1 44.9 29.6 119
More than secondary (50.9) (64.3) (82.2) (80.4) (32.2) 9.2) (82.0) (3.1) (71.0) (42.6) (60.0) (59.9) (48.0) 36
Wealth quintile
Lowest (30.4) (78.5) (94.4) (85.6) (50.1) (3.9) (83.0) (0.0 (61.2) (8.8) (39.7) (32.1) (32.6) 32
Second (33.3) (79.2) (87.6) (89.9) (27.4) (3.8) (95.0) (6.9) (71.3) (18.8) (58.4) (38.4) (17.2) 46
Middle (39.5) (65.7) (87.5) (83.9) (30.6) (8.2) (89.5) (8.2) (65.9) (34.4) (75.8) (56.1) (30.9) 48
Fourth (48.6) (79.2) (86.8) (69.6) (52.5) (7.5) (83.9) (5.8) (77.9) (30.8) (56.1) (42.9) (34.9) 37
Highest (61.2) (71.0) (74.3) (90.3) (38.7) (16.2) (80.6) (12.9) (70.9) (51.8) (67.6) (67.6) (54.8) 34
Total 42.0 744 86.2 83.9 385 7.7 87.2 7.0 69.5 28.9 60.8 47.6 32.8 196

Note: Foods consumed in the “24-hour’ period before the survey. An asterisk indicates that a figure is based on fewer than 25 cases and has been suppressed. Figures in parentheses are based on 25-49 cases.
"Includes pumpkin, squash, carrots, sweet potatoes, breadfruit, green leafy vegetables, banana and papayas.
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11.12 PREVALENCE OF ANAEMIA AMONG WOMEN AND MEN

Anaemia may be an underlying cause of maternal mortality, spontaneous abortion, premature birth
and low birth weight. Anaemia in developing countries is mainly due to the inadequate absorption
of dietary iron, and the resulting iron deficiency leads to reduced production of haemoglobin and
anaemia. In pregnant women, folate deficiency also plays a role in causing anaemia but to a lesser
extent than iron deficiency. Iron deficiency anaemia is more common in young children and in
women of reproductive age, especially pregnant and breastfeeding mothers. These population
subgroups are more susceptible to anaemia because of their increased iron needs due to growth,
pregnancy and lactation. Women of reproductive age also have increased iron losses from
menstrual blood flow.

11.12.1 Anaemia among women

Table 11.12.1 presents anaemia prevalence among women aged 1549 (based on haemoglobin
levels), according to selected background characteristics. Unadjusted values of haemoglobin were
obtained using a HemoCue instrument. Given that haemoglobin requirements differ substantially
depending on altitude and smoking status, an adjustment was made before classifying women by
anaemia level.

One in five women (20%) aged 15-49 were found to have mild anaemia, 1 in 20 women were
classified as having moderate anaemia, and a very small proportion (0.8%) had severe anaemia.
Figure 6 illustrates the proportions of women by anaemia status.

The prevalence of mild anaemia decreased with age from 36% for women aged 15-19 years to
14.1% for women aged 40-49 years. Conversely the prevalence of moderate anaemia increased
marginally from 3% for women aged 15—19 years to 6% for those aged 4049 years.

The prevalence of mild anaemia also decreased with the number of children born, suggesting that
this finding is influenced by women’s age.

A higher proportion of women from Funafuti were found to have mild anaemia (28%) than
women from the outer islands (12%). Moderate anaemia was slightly more common among
women from Funafuti (6.3%) than women from the outer islands (3.5%).

The prevalence of both mild and moderate anaemia increases with increasing wealth quintile.
Dietary inhibitors of iron absorption include polyphenols and phytates (plant components in tea,
coffee and vegetables) and calcium. Drinking black tea with meals has been shown to affect iron
absorption.

Figure 11.6: Prevalence of anaemia in women, Tuvalu DHS 2007
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Table 11.12.1: Prevalence of anaemia in women

Percentage of women aged 15-49 with anaemia, by background characteristics, Tuvalu 2007

Anaemia status by haemoglobin level

Moderate Severe Number of

Background characteristic Mild anaemia anaemia anaemia Any anaemia women
Age

15-19 36.0 3.0 0.0 39.0 107

20-29 19.8 41 1.8 25.7 269

30-39 17.8 5.6 0.4 23.8 188

40-49 14.1 6.0 0.3 20.3 258
Number of children ever born

0 224 28 08 25.9 278

1 24.8 43 1.8 30.8 116

2-3 18.3 54 0.6 244 211

4-5 15.0 8.7 0.4 241 153

6+ 14.3 4.3 0.0 18.6 64
Maternity status

Pregnant 15.2 13.6 0.0 28.8 49

Breastfeeding 217 29 0.5 251 120

Neither 19.6 46 08 25.1 654
Using IUD

Yes * * * * 8

No 19.5 49 0.8 25.1 815
Smoking status

Smokes cigarettes/tobacco 16.5 44 0.9 21.8 232

Does not smoke 20.9 5.1 0.7 26.7 592
Residence

Funafuti 28.0 6.3 0.0 343 395

Outer islands 12.0 35 14 16.9 428
Education

Less than secondary 14.2 4.6 0.7 19.5 272

Secondary 238 5.1 1.0 29.9 421

More than secondary 17.6 5.0 0.0 226 130
Wealth quintile

Lowest 15.5 24 0.4 18.3 150

Second 18.1 4.0 0.8 22.8 171

Middle 14.5 5.3 1.3 211 163

Fourth 21.6 74 1.3 30.3 168

Highest 28.0 5.1 0.0 33.0 171

Note: Prevalence is adjusted for altitude and for smoking status if known using formulas in CDC 1998. An asterisk indicates that a figure is based on fewer than 25
cases and has been suppressed.

184



11.12.2 Prevalence of anaemia in men

Table 11.12.2 presents the anaemia prevalence among men aged 15-49, based on haemoglobin
levels, according to selected background characteristics. Unadjusted values of haemoglobin were
obtained using a HemoCue instrument. Adjustment was made for altitude and smoking status,
before classifying men by anaemia level.

Anaemia prevalence is low among men aged 1549, with all cases occurring in men aged
15-19 years (4.4%). All men aged 15-19 who were diagnosed with mild anaemia were residing in
Funafuti. One in sixteen (6%) men aged 50 years and older were found to have mild anaemia and
a further 1% were diagnosed with moderate anaemia.

Table 11.12.2: Prevalence of anaemia in men

Percentage of men aged 15-49 with anaemia, by background characteristics, Tuvalu 2007

Anaemia status by haemoglobin level

Background characteristic Mild anaemia Moderate anaemia Any anaemia Number of men
Age

15-19 4.4 0.0 4.4 79

20-29 0.0 0.0 0.0 127

30-39 0.0 0.0 0.0 77

40-49 0.0 0.0 0.0 118
Smoking status

Smokes cigarettes/tobacco 05 0.0 0.5 232

Does not smoke 14 0.0 14 170
Residence

Funafuti 1.7 0.0 1.7 209

Outer islands 0.0 0.0 0.0 192
Education

Less than secondary 0.9 0.0 0.9 137

Secondary 1.1 0.0 1.1 206

More than secondary 0.0 0.0 0.0 58
Wealth quintile

Lowest 1.6 0.0 1.6 75

Second 0.0 0.0 0.0 87

Middle 0.0 0.0 0.0 84

Fourth 18 0.0 1.8 65

Highest 13 0.0 1.3 90
Total 15-49 0.9 0.0 0.9 401
50+ 6.0 1.0 6.9 120
Total men 15+ 2.1 0.2 23 521

Note: Prevalence is adjusted for altitude and for smoking status if known using formulas in CDC 1998.

11.13 MICRONUTRIENT INTAKE AMONG MOTHERS

Breastfed children benefit from their mothers taking micronutrient supplements, especially
vitamin A. Night blindness is an indicator of severe VAD, which pregnant women are especially
prone to. In the 2007 TDHS, women are asked if they had had difficulty with their vision during
daylight and if they also had suffered from night blindness during their last pregnancy. The
percentage of women with adjusted night blindness is the percentage of women who only suffer
from vision difficulties at night. This underestimates the occurrence of night blindness in women
who also have daytime vision problems. VAD can be prevented through high dosages (200,000
IU) of vitamin A in the first six to eight weeks after delivery (when women are considered not at
risk of being pregnant). A high dosage of vitamin A should not be given to pregnant women due to
possible adverse effects (i.e. birth defects).
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Anaemia is a key health status indicator for maternal nutrition. An estimated one-fifth of perinatal
mortality and one-tenth of maternal mortality are attributable to iron deficiency anaemia. Anaemia
also results in an increased risk of premature delivery and low birth weight. Iron deficiency, a
major cause of anaemia, is one of the top 10 risk factors in developing countries for ‘lost years of
healthy life’'®. Information on anaemia prevalence can be useful for developing health
intervention programmes that are designed to prevent and control anaemia (e.g. iron
supplementation and fortification programmes). Women who take iron supplements during
pregnancy protect themselves and their infant.

Table 11.13 shows that a high proportion (94%) of women with children under age 3 years
consumed vitamin A-rich foods in the 24 hours preceding the survey. This finding did not differ
substantially by background characteristics.

Nearly 9 in 10 (87%) women with a child under age 3 years consumed iron-rich foods in the
24 hours preceding the survey. A higher proportion of women residing in the outer islands (91%)
consumed iron rich-foods in the 24 hours preceding the survey than women from Funafuti (83%).

Approximately 1 in 20 women (5.6%) with a child born in the five years preceding the survey
reported that they had night blindness during their last pregnancy. This prevalence was reduced to
2.8% after adjusting for daytime vision problems. After this adjustment, no women from Funafuti
were considered to have experienced night blindness, while 5.6% of women from the outer islands
did.

Nearly half of all women who had a child in the five years prior to the survey did not provide
information on the length of time they took dietary iron supplements. A further 8% did not take
iron supplements during their last pregnancy. About 20% of women took iron supplements for less
than 60 days, 5% for 60-89 days, and 22% for more than 90 days.

A small proportion of women (4%) took a deworming medication during their last pregnancy.

Over one-third of women with a child born in the five years preceding the survey were living in a
household with adequately iodised salt. The prevalence of women from households with
adequately iodised salt was higher in Funafuti (52%) than in the outer islands (23%). Prevalence
also increased with relative wealth, from 27% for women from the lowest wealth quintile
households to 54% for women from households in the highest wealth quintile.

' World Health Report 2001.
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Table 11.13: Micronutrient intake among mothers

Among women aged 15-49 with a child under age 3 years living with her, the percentages who consumed vitamin A-rich and iron-rich foods in the 24 hours preceding the survey; among women aged 15-49
with a child born in the last five years, the percentage who received a vitamin A dose in the first two months after the birth of the last child; among mothers aged 15-49 who during the pregnancy of the last child
born in the five years prior to the survey, the percentage who suffered from night blindness, the percentage who took iron tablets or syrup for specific numbers of days, and the percentage who took deworming
medication; and among women aged 15-49 with a child born in the last five years, who live in households that were tested for iodised salt, the percentage who live in households with adequately iodised salt, by
background characteristics, Tuvalu 2007

Among women with a child born in the last five years
Among women with a child
Percentage who suffered born in the last five years, who
Among women with a child under three years night blindness during Number of days women took iron tablets or syrup during Percentage of live in households that were
living with her pregnancy of last birth pregnancy of last birth women who took tested for iodised salt
Percentage deworming Percentage living
consumed Percentage Number Night Night Don't medication during in households
Background vitamin A-rich consumed of blindness blindness know/ pregnancy of Number with adequately Number of
characteristic foods! iron-rich foods women reported adjusted? None <60 60-89 90+ missing last birth3 of women iodised salt* women
Age
15-19 * * 6 * * " * * * * * 8 * 5
20-29 93.7 85.2 105 32 04 8.0 25.6 53 20.5 40.6 1.6 144 37.3 141
30-39 95.1 89.9 66 53 35 5.6 1.8 5.1 229 54.5 74 98 40.1 95
40-49 * * 18 (15.6) (10.0) (12.1) (11.7) (2.6) (31.5) (42.2) (3.0) 42 (32.6) 42
Residence
Funafuti 92.1 83.1 97 3.0 0.0 8.3 25.6 9.0 241 33.1 3.0 144 51.9 140
Outer islands 95.5 91.1 99 8.2 5.6 74 15.0 05 20.7 56.4 44 148 229 144
Education
Less than secondary (92.2) (86.6) 42 5.5 3.0 6.6 15.1 5.6 30.8 419 9.0 70 38.1 67
Secondary 95.3 88.9 119 5.5 24 7.8 216 46 19.0 47.1 1.0 166 33.6 162
More than secondary 91.2) (82.0) 36 6.2 38 9.6 22.6 39 21.8 421 5.1 56 46.7 56
Wealth quintile
Lowest (92.4) (83.0) 32 7.7 5.3 12.0 14.6 34 23.6 46.4 57 52 274 51
Second 97.7) (95.0) 46 43 32 75 18.9 33 25.6 446 0.9 65 341 61
Middle (95.4) (89.5) 48 1.9 1.0 5.7 18.4 6.4 25.6 438 41 68 334 66
Fourth (88.5) (83.9) 37 (13.3) (5.5) (10.0) (18.6) (2.2) (14.3) (54.9) 4.7) 50 (37.2) 50
Highest (93.5) (80.6) 34 3.0 0.0 49 304 76 20.8 36.3 38 57 54.0 56
Total 93.9 87.2 196 5.6 28 78 20.2 47 224 44.9 37 292 37.2 284

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

" Includes meat (and organ meat), fish, poultry, eggs, pumpkin, red or yellow yams or squash, carrots, red sweet potatoes, mango, papaya, and other locally grown fruits and vegetables that are rich in vitamin A, and red palm oil [if data are collected].
2 Women who reported night blindness but did not report difficulty with vision during the day.

3 Deworming for intestinal parasites is commonly done for helminthes and for schistosomiasis.

4 Salt containing 15 parts per million of iodine or more. Excludes women in households where salt was not tested.
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11.14 KEY RESULTS

Below are the main findings on the nutritional status of men, women and children from the 2007
TDHS. These findings were based on their anthropometric status, infant and child feeding
practices, micronutrient intakes (of women and children), food consumption patterns (of mothers)
and the consequences of inadequate nutrition.

1.
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Nearly 2% of children are underweight. Children from the outer islands are more
likely to be underweight than those from Funafuti.

The majority of children (91%) born in the five years preceding the survey were ever
breastfed. Less than one in five children born in the five years preceding the survey
started breastfeeding within one hour after birth while more than one in four were
breastfed within one day of birth.

Among breastfed children aged 6-23 months, 33% met the minimum IYCF
requirements, which recommend the timely introduction of solid and/or semisolid
foods from age 6 months.

More than half (61%) the number of children aged 6—59 months were identified as
being anaemic. Anaemia is common among children: 1) aged 9-17 months, 2) whose
mother attained only a primary education, and iii) living in the outer islands.

Over three-quarters (77%) of men were classified as being overweight or obese. The
prevalence of overweight was similar for all age groups while the prevalence of
obesity increased with age.

More women were classified as being overweight or obese (88%) than men (77%).
More than half the number of women aged 15-19 were already overweight or obese.
The prevalence of overweight and obese increases with age.

One in four women have some form of anaemia (25%). The prevalence of mild
anaemia decreases with age.

Nearly 9 in 10 women with a child under age 3 years consumed iron-rich foods in
the 24 hours preceding the survey. A higher proportion of women residing in the
outer islands (91%) consumed iron-rich foods in the 24 hours preceding the survey
than did women from Funafuti (83%).



CHAPTER 12 HIV AND AIDS RELATED KNOWLEDGE,
ATTITUDES AND BEHAVIOURS

Acquired immune deficiency syndrome (AIDS) is caused by the human immunodeficiency virus
(HIV) that depresses the immune system, making the body susceptible to opportunistic infections
that ultimately result in death. The predominant type of HIV transmission is through heterosexual
contact, followed in magnitude by prenatal transmission, in which the mother passes the virus to
the child during pregnancy, delivery or breastfeeding. Other modes of transmission include
infected blood products and unsafe injections. Male-to-male sex accounts for over one-quarter of
all infections in the Pacific (excluding Papua New Guinea), and injecting drug use is a greater
cause of HIV transmission than blood products'”.

In the Pacific Islands region, HIV remains a major public health challenge. In 2006, an estimated
7,100 people acquired HIV, bringing the total for the region to 81,000. Also in 2006, an estimated
4,000 people died of HIV-related illnesses; three-quarters of all people living with HIV in the
region live in Papua New Guinea. Adult national HIV prevalence was estimated at around 1.8% in
2005, and could be as high as 3.5% among young men in urban areas. None of the other Pacific
Island countries has reported more than 300 HIV cases since 1985, but risk factors associated with
HIV are prevalent in the regionlg.

Despite its isolation and remoteness, Tuvalu has not been spared from the effects of HIV. In 1995,
the islands recorded their first case of HIV, and since then there have been 10 cases to date, one of
the highest rates of HIV per capita in the Pacific. Out of the 10 cases, 8 people are still alive and
2 people have died of HIV-related illnesses. Seafarers, youth and women are among those
identified as the most vulnerable in the communitylg.

To respond to these challenges, Tuvalu’s Ministry of Health, in partnership with non-
governmental organisations, formed the national coordinating body now known as the Tuvalu
National AIDS Committee (TUNAC). Taking a multi-sectoral approach, TUNAC combines the
efforts of key government departments, non-governmental organisations, community-based
organisations and civil society to work towards halting the spread of HIV and sexually transmitted
infections (STIs) in Tuvalu. This committee, under the guidance of the Tuvalu’s National Strategic
Plan, coordinates all HIV- and STI-related activities in the country.

In December 2008, Tuvalu’s Ministry of Health and TUNAC launched the second National
Strategic Plan which operates from 2009-2013, and focuses on achieving an enabling
environment, treatment, care and support, prevention, and improving programme management.

This chapter presents information on the level of awareness of HIV and AIDS, knowledge of HIV
transmission and prevention, attitudes toward people living with HIV and AIDS, and appropriate
sexual behaviour for the general adult Tuvaluan population aged 1549 (for men, findings for
those over age 50 are also included). Coverage of HIV testing, self-reported prevalence of STIs
and related symptoms, and the prevalence of medical injections using a sterile syringe is also
included. The chapter then focuses on HIV and AIDS knowledge and patterns of sexual activity
among young people aged 15-24, because young adults are considered to be a high-risk group and
subsequently an important target group for HIV prevention efforts. The final section of the chapter
focuses on perceptions of abstinence and faithfulness.

Overall, 851 women and 428 men aged 15-49 participated in this component of the 2007 TDHS.
An additional 130 men aged 50 and older also participated. However, it should be noted that
components of this chapter do not include all participants, and are restricted on the basis of sexual
behaviour and other factors.

7 WHO Website. www.who.int/topics/hiv_aids/en/
'8 Buchanan-Aruwafu. H, Integrated Picture: HIV Risk and Vulnerability in the Pacific. February 2007.
" WHO 2006
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The findings presented in the tables are reported in association with background characteristics
including age group, marital status, education and wealth quintile. All percentages presented in the
tables have been weighted to be proportional to the age and sex structure of the Tuvaluan adult
population.

No statistical tests have been performed for the data presented; therefore, comparisons between
population subgroups should not be considered to represent statistically significant differences. No
comments or comparisons have been made for population subgroups with sample sizes of less
than 50 respondents.

12.1 KNOWLEDGE OF HIV AND AIDS

The 2007 TDHS collected information on knowledge of and behaviour related to HIV and AIDS.
All eligible respondents were provided with some brief information about HIV and AIDS and
asked whether they had heard of HIV or the illness known as AIDS prior to the interview.

Table 12.1 shows the proportions of women and men who reported that they had heard of HIV or
AIDS by age group, marital status, education level and wealth quintile.

Overall, 97% of women and 99% of men aged 1549 had heard of HIV and AIDS. Among men,
there was a trend of increasing awareness with increasing age. Awareness was highest for women
aged 20-24 (99%) and universal among men aged 25-49.

For men, knowledge of AIDS was universal among those who were married compared with those
who were never married and never had sex (97%). This trend was not seen among women.

There were no findings on the differences in knowledge among women who live in Funafuti and
those in the outer islands, although women who had more than a secondary education (99%) were
more knowledgeable about AIDS than those who had less than a secondary education (95%).

Awareness of AIDS was above 95% for both men and women in all wealth quintiles.
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Table 12.1: Knowledge of AIDS

Percentage of women and men aged 15-49 who have heard of AIDS, by background characteristics,

Tuvalu 2007
Women Men
Have heard of Number of Have heard of
Background characteristic AIDS women AIDS Number of men
Age
15-24 98.1 257 97.6 164
.15-19 96.5 111 98.1 91
..20-24 99.3 145 96.9 74
25-29 97.9 134 100.0 62
30-39 97.4 191 100.0 79
40-49 96.0 269 100.0 121
Marital status
Never married 97.4 193 97.9 194
..Ever had sex (96.5) 31 98.3 141
..Never had sex 97.6 161 96.9 53
Married/Living together 974 598 100.0 224
Divorced/Separated/Widowed 94.7 60 * 9
Residence
Funafuti 96.3 414 99.0 225
Outer islands 98.1 437 99.2 203
Education
Less than secondary 95.4 282 100.0 141
Secondary 97.8 437 98.2 223
More than secondary 99.2 132 100.0 63
Wealth quintile
Lowest 96.2 152 99.3 75
Second 994 179 97.6 94
Middle 95.2 169 100.0 89
Fourth 96.9 173 100.0 74
Highest 98.2 177 98.8 96
Total 1549 97.2 851 99.1 428
50+ na na 94.5 130
Total men 15+ na na 98.0 558

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

na = not applicable
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12.2  KNOWLEDGE OF HIV PREVENTION METHODS

Respondents who had heard of HIV or AIDS, were asked three prompted questions on how to
reduce the risk of acquiring HIV: 1) using a condom correctly every time a person has sexual
intercourse; 2) having one mutually monogamous sex partner who is not infected with HIV; and
3) abstaining from sexual intercourse. Table 12.2 shows the proportions of women and men who
correctly responded to each of these questions, by background characteristics. The table also
shows the proportions of women and men who acknowledged that both using condoms and
limiting sexual intercourse to one uninfected partner can reduce the risk of getting HIV. These
proportions are presented as whole population estimates, so people who had not heard of HIV
were included in the denominators of the proportions (i.e. were considered to have incorrectly
answered these questions).

About 79% of women know that using condoms consistently, and limiting sexual intercourse to
one uninfected partner can reduce the risk of acquiring HIV, while the corresponding proportion
of men is 88%. More than 87% of women and 93% of men agree that abstaining from sexual
intercourse can also reduce the risk of acquiring HIV.

Interestingly, knowledge of HIV prevention methods is generally higher among residents from the
outer islands than from Funafuti. Knowledge of ways to prevent HIV tends to be highest among
men aged 25-29; among women, however, patterns by age are less clear. Among women and men,
knowledge of ways to prevent HIV shows no association with marital status, educational
background or living conditions.
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Table 12.2: Knowledge of HIV prevention methods

Percentage of women and men aged 15-49 who, in response to prompted questions, say that people can reduce the risk of getting the AIDS virus by using condoms every time they have sexual intercourse,
by having one sex partner who is not infected and has no other partners, and by abstaining from sexual intercourse, by background characteristics, Tuvalu 2007

Women Men
Using condoms
Limiting sexual ~ Using condoms and Limiting sexual ~ and limiting sexual
intercourse to limiting sexual Abstaining from intercourse to intercourse to one  Abstaining from
Using one uninfected intercourse to one sexual Number of Using one uninfected uninfected sexual

Background characteristic condoms? partner? uninfected partner':? intercourse women condoms! partner? partnert:2 intercourse Number of men
Age

15-24 79.0 89.0 73.2 83.9 257 88.4 87.0 81.7 92.2 164

.15-19 70.4 82.6 62.4 77.2 1M 86.6 84.7 78.8 89.7 91

..20-24 85.6 93.9 81.5 89.0 145 90.6 89.9 85.2 95.3 74

25-29 88.9 95.5 86.5 90.2 134 93.6 100.0 93.6 98.1 62

30-39 84.3 90.1 80.8 914 191 91.9 96.2 89.6 91.8 79

40-49 80.2 88.9 784 86.1 269 93.5 96.4 92.6 91.3 121
Marital status

Never married 76.5 86.3 69.7 83.6 193 89.1 88.9 83.5 92.7 194

..Ever had sex (85.6) (89.1) (80.1) (89.7) 3 93.6 90.4 87.4 93.2 141

..Never had sex 74.8 85.7 67.7 824 161 77.3 85.0 72.9 91.5 53

Married/Living together 83.7 91.5 80.9 88.3 598 92.7 96.8 914 92.7 224

Divorced/Separated/Widowed 84.7 90.1 84.7 88.9 60 * * * * 9
Residence

Funafuti 79.8 88.2 75.1 86.6 414 89.1 90.6 83.9 90.6 225

Outer islands 84.4 92.2 82.0 87.9 437 93.7 96.2 92.5 95.1 203
Education

Less than secondary 79.7 88.0 77.0 86.0 282 93.7 94.9 924 95.4 141

Secondary 84.1 91.8 80.7 87.8 437 91.1 914 86.1 92.1 223

More than secondary 80.9 89.8 75.3 88.4 132 86.3 96.3 84.5 88.9 63
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Table 12.2 (continued)

Women

Men

Limiting sexual

Using condoms and

Limiting sexual

Using condoms
and limiting sexual

intercourse to limiting sexual Abstaining from intercourse to intercourse to one  Abstaining from
Using one uninfected intercourse to one sexual Number of Using one uninfected uninfected sexual

Background characteristic condoms' partner? uninfected partner':? intercourse women condoms! partner? partnert2 intercourse Number of men
Wealth quintile

Lowest 89.1 91.4 86.3 90.4 152 91.2 94.2 88.7 89.8 75

Second 82.2 91.3 79.3 86.6 179 90.8 93.9 89.6 90.7 94

Middle 81.5 90.8 78.8 871.7 169 98.1 94.2 94.2 96.0 89

Fourth 79.0 85.6 724 86.8 173 914 96.2 87.5 94.6 74

Highest 79.9 92.0 774 85.4 177 85.3 89.0 80.4 92.6 96
Total 15-49 82.1 90.2 78.6 87.3 851 91.3 93.3 88.0 92.7 428
50+ na na Na na na 89.5 89.5 84.6 88.6 130
Total men 15+ na na na na na 90.9 924 87.2 91.8 558

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

na = not applicable.

" Using condoms every time they have sexual intercourse.

2 Partner who has no other partners.

194



Figure 12.1 shows the proportion of all women and men aged 15—49 and their perceptions and
beliefs about abstinence and faithfulness. The majority of both women and men believe that
married women and men should only have sex with their husband and wife. More women than
men believe that young people should wait until they are married to have sex.

Also, while the majority of people believe that married women and men should only have sex with
their husbands and wives, in practice a much smaller number are actually doing that: 36% of men
and 23% of women responded that most married women they know only have sex with their
husbands, while 31% of men and 15% of women responded that most married men they know
only have sex with their wives.

Figure 12.1: Percentage of women and men aged 15-49 and their perception and
beliefs about abstinence and faithfulness

B Men B Women

Most married women they know only _ 35.8
have sex with their husbands N 233

Married women should only have sex _ 96.3
with their husbands I 57

Most married men they know only have - 30.7
sexwith their wives W 18

Married men should only have sex with _ 95.2
their wives D s

Young women should wait until they _ 84.6
are married to have sexual intercourse [N 917

Young men should wait until they are _ 60.2
married to have sexual intercourse _ 75.1

Percentage

12.3 REJECTION OF MISCONCEPTIONS ABOUT HIV AND AIDS

In addition to knowing about effective ways of avoiding HIV, it is also useful to be able to identify
incorrect beliefs about HIV and AIDS in order to eliminate misconceptions. Common
misconceptions about HIV and AIDS include the idea that all HIV-infected people always appear
ill and that the virus can be transmitted by 1) mosquito or other insect bites; 2) sharing food with
someone who is infected; or 3) witchcraft or other supernatural means. Other misconceptions
include the belief that the virus cannot be transmitted through anal or oral sex and that a person
cannot be infected by being exposed to open wounds or sores. Respondents were asked about
these misconceptions, and the findings are presented in Tables 12.3 and 12.4.

About the same proportion of women (83%) and men (86%) know that a person cannot become
infected by sharing food with a person who has HIV. More men (92%) than women (67%) know
that a healthy-looking person can be infected with HIV, and know that HIV cannot be transmitted
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by supernatural means (91% men, 78% women). Almost the same proportion of women and men
(71% women, 75% men) know that HIV cannot be transmitted by mosquito bites.

Tables 12.3 and 12.4 also present the proportion of respondents who reject common
misconceptions about HIV and AIDS. Specifically, they show that 44% of women and 66% of
men know that a healthy-looking person can be infected with HI'V, that HIV cannot be transmitted
by mosquito bites, and that HIV cannot be transmitted by sharing food or utensils with an infected
person.

Rejection of misconceptions regarding HIV and AIDS is higher among respondents in Funafuti,
among single men who ever had sex, and among women who are married or in a living together
arrangement. Educational attainment and increasing wealth quintile are positively associated with
rejection of misconceptions.

12.4 COMPREHENSIVE KNOWLEDGE OF HIV AND AIDS

An indicator of comprehensive knowledge about HIV and AIDS combines several individual
indicators previously discussed. It is the percentage of respondents aged 15-49 who say that:
1) people can reduce their chances of getting HIV by using a condom every time they have sex;
2) people can reduce their chances of getting HIV by having sex with just one partner who is not
infected and who has no other partners; 3) people cannot get HIV from mosquito bites; 4) people
cannot get HIV from sharing food with a person is infected with HIV; and 5) that a healthy-
looking person can have HIV. The results are presented in Tables 12.3 for women and 12.4 for
men.

Overall, comprehensive knowledge about HIV and AIDS is much higher among men (60%) than
women (38%). The people who are the least knowledgeable about HIV and AIDS are young
women aged 15-19, women who are in a divorced, separated or widowed marital status, and
women living in the outer islands. On the other hand, older men, married men and men living in
the outer islands are also the least knowledgeable about HIV and AIDS.
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Table 12.3: Comprehensive knowledge about HIV and AIDS — Women

Percentage of women aged 1549 who say that a healthy-looking person can have HIV and who, in response to prompted questions, correctly reject local misconceptions about HIV transmission or
prevention, and the percentage with a comprehensive knowledge about HIV and AIDS by background characteristics, Tuvalu 2007

Percentage of women who say that

A person cannot Percentage who say that a Percentage with a
HIV cannot be HIV cannot be become infected by healthy looking person can have comprehensive
A healthy-looking transmitted by transmitted by sharing food with a HIV and who reject the two most knowledge about HIV Number of

Background characteristic person can have HIV mosquito bites supernatural means person who has HIV common local misconceptions’ and AIDS? women
Age

15-24 69.4 73.7 78.3 83.9 46.3 39.4 257

.15-19 63.8 67.2 78.2 76.5 39.6 311 111

.20-24 73.6 78.7 784 89.6 51.5 45.7 145

25-29 78.8 77.8 79.9 88.5 56.0 50.0 134

30-39 68.3 724 794 87.0 423 35.3 191

40-49 62.8 63.1 76.5 75.5 37.6 33.3 269
Marital status

Never married 69.5 69.4 74.9 81.1 41.8 344 193

..Ever had sex (66.0) (62.2) (80.4) (80.2) (37.2) (35.3) 31

..Never had sex 70.2 70.8 73.8 81.3 427 342 161

Married/Living together 70.0 714 80.5 84.2 46.2 40.5 598

Divorced/Separated/Widowed 51.1 68.4 66.3 72.5 313 27.8 60
Residence

Funafuti 735 76.4 79.0 84.3 50.7 444 414

Outer islands 63.9 65.4 775 81.2 38.1 324 437
Education

Less than secondary 61.0 60.1 712 737 30.8 25.3 282

Secondary 69.7 731 80.2 85.2 46.7 42.8 437

More than secondary 81.0 85.6 86.8 93.3 64.4 50.3 132
Wealth quintile

Lowest 62.3 56.3 713 79.9 29.8 26.0 152

Second 64.5 63.6 74.2 78.0 355 31.3 179

Middle 67.6 734 78.0 83.3 44.4 411 169

Fourth 73.6 741 84.5 82.2 51.1 42.0 173

Highest 73.9 84.4 82.5 89.6 58.3 49.2 177
Total 15-49 68.5 70.7 78.2 82.7 442 38.2 851

Note: Figures in parentheses are based on 25-49 cases.

" Two most common local misconceptions: ‘A healthy-looking person can have HIV' and ‘HIV cannot be transmitted by mosquito bites’.

2 Comprehensive knowledge means knowing that consistent use of condom during sexual intercourse and having just one uninfected faithful partner can reduce the chance of getting HIV, knowing that a healthy-looking person can have HIV, and rejecting the two most common local
misconceptions about HIV transmission or prevention.
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Table 12.4: Comprehensive knowledge about HIV and AIDS — Men

Percentage of men aged 15-49 who say that a healthy-looking person can have HIV and who, in response to prompted questions, correctly reject local misconceptions about HIV transmission or
prevention, and the percentage with a comprehensive knowledge about HIV and AIDS by background characteristics, Tuvalu 2007

Percentage of men who say that

A person cannot Percentage who say that a Percentage with a
HIV cannot be HIV cannot be become infected by healthy looking person can have comprehensive
A healthy-looking transmitted by transmitted by sharing food with a HIV and who reject the two most ~ knowledge about HIV

Background characteristic person can have HIV mosquito bites supernatural means person who has HIV common local misconceptions’ and AIDS? Number of men
Age

15-24 89.9 .7 90.6 87.1 68.5 60.7 164

.15-19 90.7 75.3 91.7 84.4 66.2 57.2 91

.20-24 88.9 80.7 89.2 90.5 71.3 65.0 74

25-29 95.5 775 90.8 90.6 70.3 67.6 62

30-39 94.5 80.1 91.2 90.0 72.0 63.0 79

40-49 92.1 65.6 90.6 80.2 57.4 54.5 121
Marital status

Never married 91.1 78.1 91.1 86.3 68.9 61.9 194

..Ever had sex 92.4 81.4 90.1 89.3 70.8 65.3 141

..Never had sex 87.7 69.7 93.5 784 63.9 52.9 53

Married/Living together 92.8 722 90.3 86.3 64.4 59.2 224

Divorced/Separated/Widowed * * * * * * 9
Residence

Funafuti 93.2 78.6 92.7 87.5 70.8 61.5 225

Outer islands 91.1 70.3 88.5 84.8 61.2 59.2 203
Education

Less than secondary 91.0 63.9 87.7 80.4 54.7 52.6 141

Secondary 92.6 78.5 91.8 89.4 70.5 64.4 223

More than secondary 93.6 85.4 93.6 88.1 77.2 63.6 63
Wealth quintile

Lowest 88.4 65.1 88.8 86.3 571 53.9 75

Second 89.4 72.2 81.0 84.5 58.8 55.0 94

Middle 94.7 "7 100.0 79.9 67.2 65.8 89

Fourth 100.0 814 93.0 89.1 744 65.8 74

Highest 89.7 82.3 914 914 73.8 61.5 96
Total 15-49 92.2 74.7 90.7 86.2 66.3 60.4 428
50+ 90.8 65.1 774 79.6 53.1 51.7 130
Total me