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SUMMARY OF MAIN FINDINGS

The Jordan Fertility and Family Health Survey was conducted by the Jordan
Department of Statistics, with interviewing taking place between August 1 and
the first week of October 1983, The sample was a self-weighting sample of
households in the East Bank of Jordan, and all ever-married women 15-49 in
these households were selected as respondents. Out of a total of 6,068
housing units visited, 5,049 households were interviewed and 3,939 individual
interviews were obtained, representing a completion rate of 93 percent of all

potential respondents. Principal findings are summarized below.

Use of Maternal Child Health Services

Only 58 percent of women reported at least one prenatal visit during their
last é;egnancy, and most of these had seen private physicians. The percentage
with prenatal visits was lower among rural and less eaucated women. Only 9
perbent of women had been immunized against tetanus during their most recent
pregnancy. Fifty-nine percent of recent deliveries had taken place in public
or private hospitals, and 21 percent took place in the home, assisted by
traditional midwives (dayahs). Less than half of recently born children had

had a medical exam before age 1; about half of these were because of illness

and half were well-baby exams.



Immunization Coverage

Among children under 5 years of age, 68 percent had complete measles coverage,

77 percent had complete immunization for DPT, and 78 percent, polio.

Recent Diarrhea

Only 8 percent of children were reported to have had diarrhea in the 2 weeks
before interview. Most received home remedies or commercial solutions as

treatment. Only 6 percent received complete oral rehydration salts.

Cause of Death

The most likely causes of death for children born in the last 5 years who had
died was determined for 78 percent of cases by a panel of physicians from the
Ministry of Health using symptomatology data collected for all deceased
children. The principal causes of death were found to be prematurity/birth

defects, accidents, diarrhea, and respiratory diseases.

Mortalitv Rates

While estimates of mortality rates from the survey are probably too low due to
underreporting of deaths, the data are consistent with a continuing decline in
infant and child mortaliﬁy. Levels of mortality are probably consistent with
a crude death rate of 11 per 1,000 and an infant mortality rate of about 60

per 1,000.



Breast-feeding

The average length of breast-feeding appears to be the same as in 1976: 11
months. Full breast-feeding without supplementation lasts, on the average, 3
months. Most women delay 1 or 2 days after birth before initiating breast-

feedings Even in the first months, most women who are breast-feeding give

supplemental milk and/or other foods.

Fertility Levels and Trends

The survey suggests that fertility has decreased somewhat in recent years—the
TFR declining from 7.7 births per woman in 1971-75 to 6.6 in 1980-83. While a
decline has occurred, fertility is still quite high in Jordan. The decline is
apparently due to a continuing rising age at marriage and not to increased
contraceptive use. Unless contraceptive use increases, the potential for
further fertility decline is probably quite limited. The survey indicates
that intervals between births are quite short—just over 2 years on the
average. This rapid timing can have negative effects on the health of both

women and children.

Population Growth Rate

Data from the 1983 Survey and other recent surveys in Jordan suggest that the
population growth rate due to natural increase 1s somewhat lower than
estimates based on the 1976 Jordan Fertility Survey. From the 1983 survey we
estimate a crude birth rate (CBR) of 35 per 1,000, which, with a crude death
rate of 11 per 1,000, implies a rate of natural increase of 2.4 percent.
While this is much lower than the growth rate of 3.6 percent, which has been
often quoted and 1is based on earlier estimates, it is still quite high by
world standards and implies rapid growth, with the population doubling in

25-30 years.



Childspacing and Family Planning

Twenty-six percent of married women reported that they were using contra-
ceptives. The most popular methods were the IUD and pill, and most women
obtained methods from private physicians or pharmacies. Public hospitals were
also an important source for surgical contraception, and the Family Protection
Association was the second most important source for IUD users. There was an
increase in contraceptive use of only 3 percentage points from 23 to 26

percent of married women between 1976 and 1983.

Survey data indicated that 20 percent of married women were in need of family
planning services: They did not wish to become pregnant and were exposed to
the risk of pregnancy. However, only 5 percent of women who were not using
contraception stated that they desired to use a method. This gap suggests
that there is a large pool of potential users in Jordan, especially for
childspacing, who may become contraceptive users as attitudes toward

contraception change.



SECTION 1

INTRODUCTION
1.1 Background

The Hashemite Kingdom of Jordan, ever since its inception in 1950, has made
considerable progress towards modernizing the structure of its soclety. As a
result of the provision of health, education, and welfare services to the bulk
of its population there has been a sharp decline in mortality during recent
years. Lower rates of mortality and continuing high fertility have resulted
in a rate of population growth rapid enough to double Jordan's population
every 25 years. In 1952, the population of the East Bank of Jordan was
estimated to be 587,000 and by November 1961, it was estimated to be about
900,000, The provisional figures of the 1979 census for East Bank territory
alone indicate a figure of almost 2.2 million. The population of the West
Bank is estimated to be around 0.8 million making the total population of the

country approximately 3 million.

Changes in Jordan's population have been documented by a series of censuses
and s;rveys. Population and Housing Censuses have been taken in 1961 and
1979, Between these two Censuses several sample surveys have been conducted
on migration, labor force participation, family budget, economic productivity,
fertility and mortality. The National Fetility Survey of 1972, conducted by
the Department of Statistics (DOS) with assistance from UNFPA, reported a very
high fertility rate for the country as a whole. The Jordan Fertility Survey
(JFS) conducted in 1976 under the World Fertility Survey Program (WFS)

reported continuing high fertility rates and a decline in the infant
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mortality rate (IMR), although the IMR was still at a relatively high level of
67 per 1,000 live births. The 1981 Jordan Demographic Survey (JDS) indicated

slightly lower infant mortality than the 1976 JFS.

As a result of continuing high birth rates and declining death rates, more
than half of the Jordanian population is under 15 years of age and almost 20
percent is less than 5 years of age. A stated goal of the government of
Jordan health program is “to improve the standards of health for both mother
and child." However, none of the previous surveys have included data on
health services. Thus, it is 4important to determine the pattern on
utilization of maternal and child health services, including prenatal care,
and well-baby services, as well as estimating the proportion of children who
have received polio, DPT and measles vaccination. Data on vaccination levels

can be used to determine the number of children in need of vaccination

services.

In addition, information on the relative importance of respiratory problems
and accidents as a cause of death has not been cecllected in a natiomal
survey. Also, diarrheal disease has been identified as an important cause of
illness and death in many countries. To determine national health priorities,
the extent of diarrheal diseases--that is, the number of deaths due to
diarrhea (mortality) and the amount of illness (morbidity)--was evaluated in

this survey.
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1.2 Objectives of the Survey

The main objectives of the 1983 Jordan Fertility and Family Health Survey were

to obtain information in the following areas:

1.

4,

5.

Fertility Determinants: The main determinants of intervals between

births, including contraceptive wuse, breast-feeding and lactational
amenorrhea, because childspacing is an important factor in maternal and

child health.

Birth History: A complete history of respondent's live births which is

necessary to identify births and deaths for a recent period of time, and
to evaluate fertility trends and reporting errors through comparisons with

previous surveys.

Mortality: Mortality levels using direect and indirect methods, and data

on symptomatology associated with recent child deaths to get information

related to causes of death.

Child Health Status:

a. Diarrhea incidence rates for a recent interval of time for children

under 5 years of age, as well as type of treatment received.

b. Immunization status for children less than 5 years of age for major

immunizations: Polio, measles and DPT,

Use of Health Services:

Use of maternal and child health care services including prenatal care,

tetanus immunization for expectant mothers, place of last birth, and child

medical care.
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1.3 Institutional Framework

The survey was conducted by the Jordan Department of Statistics, (DOS). The
survey made use of the sampling frame developed at the DOS in 1980-81, with
assistance from POPLAB, as part of the Multipurpose Household Survey
Program.1 The Jordan Ministry of Health assisted in developing the modules
of the questionnaire dealing with health status and health services.
Technical assistance on the survey project was provided by the Division of
Reproductive Health, Centers for Disease Control. USAID supported local costs

for the survey.
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SECTION 2

SURVEY DESIGN AND METHODOLOGY

2.1 Georgraphic Coverage and Target Population

The survey was designed to be representative of the population of Jordan,
excluding residents of the occupied West Bank, nomad families living in remote
areas, and residents of hotels and prisons. A limited amount of information
was obtained for all residents of sample households. The main questionnaire

was administered to all ever-married women 15-49 in selected households.

2.2 Questionnaire Contents

The questionnaire consisted of two parts, a household form, and an individual
respondent questionnaire. The household form contained sampling information,
age, séx, marital status and other characteristics of all household residents,
and dwelling characteristics sﬁch as number of rooms, type of toilet and

source of drinking water.

Information obtained on the respondent questionnaire is divided into eight

sections:

l. Respondent's Background. Age, education, age at first marriage, and

other characteristics.

2. Maternity Status. Whether respondent had ever been pregnant, total

number of live births and living children.
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3. Birth History. Date of birth, sex, survivorship and age at death of

dead children for all births a respondent had ever had.

4, Child Health. Imminization status, prevalence of diarrhea and

treatment for diarrhea for children born in the last 5 years who are

living.

5. Child Mortality. Questions on cause of death and symptoms for

children born in the last 5 years who had died.

6. Breast-feeding. Questions on post-partum amenorrhea and infant

feeding of last birth for all women with births in the past 5 years.

7. Maternal and Child Health Services. Use of prenatal care, place of

birth, and infant examination for last birth, for all women with

births in the past 5 years.

8. Family Planning. Contraceptive use, source of contraception, reasons

for nonuse and desire for future use.

2.3 Sample Design

The sampling frame developed for the Multipurpose Household Survey Program was
used.1 Briefly, this sampling frame consists of 21 replicates of
approximately 1,000 households, each of which 1is a self-weighting
representative sample of the East Bank area of Jordan. Five replicates were
used in the 1983 survey containing about 6,000 households. All eligible
respondents 1in selected households were interviewed. This yields a

self-weighting sample of lLouseholds and of ever-married women 15-49,
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2.4 Training and Fieldwork

Thirty-six interviewers and 8 field editors all females were trained, of
which, 28 interviewers and 7 field editors were selected to do the fieldwork.
They were recruited locally in Amman, Balqa, and Irbid Governorates.

Interviewer training was conducted during the last 2 weeks of July 1983 in

Amman for trainees from the Governorates of Amman and Balqa. In Irbid, the

training started 2 days earlier.

The first 10 days of training covered sampling and how to reach the selected
households, followed by explanation of all questions, definitions and concepts
in the questionnaires. Then, interviewers were asked to interview their
neighbors in the locality in which they resided and these questionnaires were
"discussed in the classroom. In the last 3 days, the interviewers were taken
to the field (not in the selected areas of the sample) in urban as well as
rural areas to have field training with the supervisors to assure the quality
of training. Finally, a general discussion was held, where interviewers

talked about what they experienced during the last few days of field training.

The fieldwork started on August 1, 1983 i1in Amman, Balgqa, and- Irbid
Governorates. On September 23, 1983, three teams traveled from Amman to the

south to conduct the fieldwork in Karak and Ma'an governorates. This stage
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of fieldwork lasted less than 3 weeks. The field work for the survey ended in
the first weck of October 1983, a little more than 2 months after it began.
The general procedure of the fieldwork was as follows: the supervisor located
a sample block and its boundaries with the help of maps and sketches that were
provided to him the day before. The supervisor divided the block into small
chunks containing adjacent housing units and assigned them to interviewers who
visited each selected housing unit in the assigned areas to complete the

interviews.

The supervisor also visited the interviewers while conducting the interviews.
It was also his/her responsibility to collect completed questionnaires that
were then passed to the field editor who checked them thoroughly for missing
or inconsistant information. Errors found were corrected in the field and
when necessary, households with errors were revisited, either by the same

interviewer, the field editor, or the female supervisor.

In those instances when no member of the household was present in the first
visit, supervisors made arrangements to revisit the households with incomplete
interviews to have them completed. This procedure resulted in a completed

interview of almost all households visited that appeared to be occupied.

Finally, it should be noted that there was no unusual difficulties encountered
during the fieldwork. Respondents were generally cooperative with the survey

staff at all levels.



2.5 Final Interview Status

0f 6,068 housing units selected, 689 were found to be vacant, 150 had no one
home and 180 were not completed for other reasonmns (Table 2-1). Information
was obtained on 5,049 households for a completion rate of 94 percent of
potential occupied households. Individual interviews were obtained of 3,939
of 3,975 eligible respondents in these households. The combined

individual-household rate of completion was 93 percent.

2.6 Limitations of the Survey Data

The questionnaire contains questions which can in some instances cause
problems for respondents, for example, retrospective questions on dates of
birth of respondents' children. In the survey respondents were asked to use
birth certificates and the "family book” to keep errors of this type to a
minimum. Further, the questionnaire concentrates for the most part on recent
events, for example, asking about current breast-feeding status, or place of
kbirth for last births (occurring in the last 5 years). Only the birth history
asks about events occurring more than 5 years before the survey. However,
this data can be evaluated through tests of internal consistency, and through
comparison with other data. For Jordan there are a number of data sources

available for evaluating the 1983 survey.

The survey asked a number of questions about mortality and causes of death
which are difficult to obtain even in developed country settings. While a
definitive cause of death cannot be obtained in 100 percent of cases in a

survey of this type it is felt that the descriptive data obtained can be of

great value in setting health care priorities in Jordarm.
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SECTION 3

SOCIAL AND DEMOGRAPHIC CHARACTERISTICS

The Jordan Fertility and Family Health Survey collected basic information on
all persons residing in sample households, as well as more detailed
information on respondents. In this section characteristics of household
residents and respondents are examined for internal consistency, and compared
with other data as part of the overall assessment of data quality for the 1983

Jordan Fertility and Family Health Survey.

3.1 Age, Sex, and Residence

Population by single years of age and sex, (Table 3-1 and Figure 3-1) indicate
fairly good reporting of age, although'some preference for ages ending in 0
and 5 is evident at age 20 and above. The Myers Index of digit preference
(ages 10-79 on a scale from 0-180) is 12 for males and 15 for females, which
compares favorably with previous surveys. The same index was 10 and 14 for
the 1981 Jordan Demographic Survey and 42 and 49 for the 1976 Jordan Fertility
Survey. The 5-year age distribution (Table 3-2) is generally consistent with

several earlier data sources.

The distribution of ever-married women 15-49 by residence (Table 3-3) is
nearly identical for the 1981 JDS and 1983 JFFHS, which used the same sampling
frame. However, these two differ from the 1976 JFS in the percentage of
ever-married women residing in the categories Amman, Zarka and Irbid and other

urban. probibly reflecting differences in the definitions used in the
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sampling. For this reason, in comparisons between the 1976 and 1983 surveys
in this report the categories total urban and rural are used, rather than the

three residentical categories.

The age distribution of all women 15-49 in the 1983 JFFHS 1is consistent with
previous data sources (Table 3~4), although there is an apparent deficiency of
women age 30-34 compared to adjacent age groups. The low percentage in this
age group, which may be due to sampling variation or age misreporting, is
evident in both the household and individual respondent data (Table 3-5),
which have very similar age distributions for both ever-married women and

women of all marital statuses.

3.2 Percentage Ever-Married

The percentage ever-married for women over age 40 is 97-99 percent in the 1979
census and the 3 surveys since 1976 (Table 3-6). At younger ages, the data
are comnsistent Qith a trend toward older age at marriage. At age 20-24, for
example, the percentage married ranges from 54 percent in the 1981 JDS to 42
percent in the 1983 survey. Whether this large difference between 198! and
1983 represents real change, or sampling or reporting differences in the
surveys is examined further in Section 7 through cohort comparisons. Change
in the overall marital status distribution of childbearing age women implied
by the series of estimates (Table 3-7) 1is substantial, with the proportion

single rising from 31-34 percent to 44 percent over the period covered.
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3.3 Number of Live Births

The number of live births for woman over age 40 averages 7—-8 births per woman
for several data sources shown in Table 3-8. The somewhat little lower
figures for the 1979 Census may reflect underreporting. The data suggest that
for women over age 40, the mean number of births declined by 0.6 births
between the 1981 and 1983 surveys, although the data for 1983 still indicate
very high fertility. This 1981-1983 difference is examined in Section 7
through cohort comparisons. At younger ages the data are consistent with a
rising age at marriage with the mean parity for the age group 20-24 declining
from 1.6 to 0.9 births per woman. Comparing the 1976 JFS with the 1983 JFFHS

these trends and differences by age are evident for both urban and rural areas

(Table 3-9).
3.4 Conclusions

The comparisons made suggest that age, sex, and residence are consistent
internally and with previous data, so that in general the coverage of the
survey can be cnnsidered good. Time series comparisons suggest a rise in age
at marriage, and a decline of the average number of -births at each age,

possibly related to the rising age at marriage.
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SECTION 4

USE OF MATERNAL-CHILD HEALTH SERVICES, IMMUNIZATION STATUS AND MORBIDITY

This section of the report evaluates the extent to which women utilize health
services related to pregnancy, delivery, and the postpartum period, including
well-baby care. This period is a time when the health risks to mothers and
children are higher than usual. For children less than 5 years of age,
information was collected on the incidence of diarrhea in the previous two

weeks and vaccination status for poliomyelitis, measles and DPT.

4.1 Prenatal Services

The 2,800 women who reported at least one live birth in the last five years
were asked {f they had a prenatal examination during their most recent
pregnancy. As shown in Panel A of Table 4-1, 58.1 percent of the women
replied that they had received such an examination. The percentage of women
receiving such an examination was positively associated with both urban
residence and education. More that 70 percent of women living in the three
major urban areas (Amman, Zarka and Iroid) had a orenatal examination compared
with 58 percent and 40 percent in other urban areas and.rural areas,
respectively. Almost three-fourths (73.5 percent) of women with at least 7
years of education reported a prenatal exam compared with 61 percent and only

44 percent of women with 1-6 years of education and no education, respectively.
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The source of prenatal care was primarily private physicians--42.6 percent of
the 1,626 women with prenatal care (Panel B of Table 4-1). In addition,
another 2.5 percent reported private hospitals. About half of women in the
three major urban areas and with most education went to private physicians and
another 2 to 4 percent reported private hospitals. The other principal source
of prenatal care was government facilities including MCH centers (25.2
percent), public hospitals (15.1 percent) and village clinics (2.6 percent)--a
total of 42.9 percent. Women in other urban areas made greatest use of
government facilities with over half going to MCH Health centers or public
hospitals. 1In rural areas, most women went to government facilities but 39
percent reported going to private physicians compared with 23 percent going to
MCH centers. This may indicate a lack of access to MCH centers in some rural
areas. As may be expected, a greater proportion of women with more than
primary education went to private physicians. The distribution of prenatal

care for women with either no education or primary education is similar.

With the exception of women in other urban areas, at least half of women had
their first prenatal exam during the first trimester of pregnancy (Panel

C-Table 4-1).

In order to measure the degree of tetanus prevention during pregnancy, women
were asked if they received a tetanus vaccination during their most recent
pregnancy. It should be pointed out that the answers to this question may be
sometimes unreliable since some women cannot differentiate between an
injection against tetanus and any other. In any case, use of tetanus toxoid
during pre; ..c, is very low: only 9.2 percc:t reported havine ieen

vaccinated (Panel D of Table 4-1).
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Tetanus vaccinations during pregancy can prevent tetanus in newborn infants,
which usually arises from the umbilical cord having been cut with unsterilized
instruments. Neonatal tetanus has the potential to be an important cause of
death among newborns. Reduction of tetanus in Jordan is sought through
implementation of the Expanded Program of Immunization. However, it should be
noted here that very few women received tetanus vaccinations during pregnancy

regardless of residence or education status.

4,2 Deliveries

Almost 60 percent (59.4 percent) of most recent deliveries in the past 5 years
took place in hospitals—41.6 percent in public hospitals and 17.8 percent in
private hospitals (Table 4-2). The majority of births in private hospitals
took place in the three major urban areas and births in private hospitals are
positively associated with educational status of the woman. Seventy-three
percent of the deliveries to current residents of the three major urban areas
were in hospitals compared with only 50 percent and 47 percent of deliveries

to women residing in other urban areas and rural areas, respectively.

One fifth of all deliveries and more than one-half of home deliveries were
assisted by Dayahs. They were most active in rural areas and with women with

less education.

A WHO evaluation of the Traditional Birth Attendants (TBA's) in Jordan
2
concluded that most of the practicing TBA's are trained and licensed. / In

1980, as part of the MCH/FP project, an organized program of retraining
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was initiated. Registered midwives in the MCH Centers conduct the training.
Although the curriculum was quite complete in content coverage, the WHO
consultant recommended that the training include three wmore
topics=--immunizations, ORS and spacing of pregnancies. Of the 38 midwives
interviewed in the WHO study, 37 wanted to learn more about the spacing of

pregnancies because "many mothers ask us questions.”

TBA's in the UNRWA camps deliver up to 25 babies a month whereas those working
in the community are generally self-employed and report that they deliver two
to five babies a month. The midwife in charge of the MCH center is on call
when the TBA 1is faced with a complicated labor or delivery. Some midwives

conduct home deliveries and others do not.

Seven percent of pregnancies were reported to have ended before 6 months.
This 1is obviously a low figure due to the underreporting of pregnancy
wastage. With this qualification, those women reporting at least one
incomplete pregnancy are shown in Table 4-3 by age group by residence and
education. For the total there is little variation by age group. Fewer
incomplete pregnancies are reported by women with at least 7 years of
education. However, these women had fewer pregnancies than other women and a °
lower parity distribution and would thus havé had less exposure to the
possibility of spontaneous abortions. For all categories, the percentage of
women with at least one pregnancy that ended before 6 months increases with
age as women increase their exposure to the possibility with each additiomnal
pregnancy. Fifty-six percent of these women reported receiving medical
treacment following their pregnancy terminatio- -:d 33 percent were
hospitalized at least overnight (Table 4-4). There was very little variation

by either residence or education.



24

4,3 Postnatal Services

The medical followup of the newborn in the first months of life is very
important for the child's health and possibly survival. We attempted to find
out the proportion of mothers whose children had a medical examination before
the child's first birthday. These examinations can be done as a simple

postnatal follow-up or they can be related to an illness.

Less than one-half (42.8 percent) of (the last-born) children born during the
last five years had an examination before their first birthday. This figure
ranged from 52.2 percent in the three major urban areas to only 29.7 percent
in rural areas (Table 4-5). Postnatal visits were also positively associated

with education of the mother.

Howeve;, as shown in panel B of Table 4-5 ouly one-half of infants were taken
to a héalth facility for the first time for well-baby care; the others were
sick at the time of their first visit. The first postnatal exam was for
well-baby care in the majority of cases only in the three major urban areas.
The place of the exam was almost evenly divided between private physicians and

other sources of care.

Mothers were asked 1f any of their living children less than 5 years of age
had had diarrhea in the past 2 weeks. The WHO definition of three of more
loose watery, and/or bloody stools in a 24-hour period was used. As shown in
Table 4-6, 7.7 percent of the 5,659 children in the sample were reported to

have had diarrhea. Results werec highest for children less than 2 years of age
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with rates in the range of 12-14 percent. The rate dropped to 6.8 percent for
2-year old and to less than 4 percent for 3-4 year olds. The rate was 40
percent higher in rural areas (9.5 percent) compared with urban areas (6.8
percent). Diarrhea was reported more frequently by younger mothers, in
smaller families and by mothers with higher education. These three factors
are probably all related to younger children for whom highest diarrhea rates

were reported.

Differences in rates are shown by household characteristics in Table 4-7.

Highest rates were reported for children in larger houses, when the source of
drinking water was either a well or river, and for households with no private

latrine, no refrigerator and/or no electricity.

Most children received some treatment; only 12.2 percent of mothers of
childfen with diarrhea reported no treatment (Table 4-8). Treatment consisted
of special commercially-available solutions or home remedies in most cases
without ané clear relationship to either the mother's residence or education.
Treatuwert with complete oral rehydration salts was higher in major urban
areas. The ORS program started in 1980 with USAID funds for a treatment
clinic at Al Baskir Hospital in Amman. In 1982, ORS began to be distributed
to all health cencers, village clinics, hospitals and UNRWA clinics but is not

available at MCH Centers3/.
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4,4 Vaccination Coverage

The Expanded Program of Immunization (EPI) was established in 1979 to offer
DPT and/or polio vaccine (OPV) vaccination to the entire population. Measles
immunization was added to the program in 1980. The eligible groups for
immunization are children under 1 year of age, school entrants and pregnant
women attending prenatal clinics. 1In the first year of the program, the
target age was children under 5 years of age to eliminate the "backlog”. 1In
addition to health centers and MCH centers, there are 2] mobile teams that

-~

cover 705 villages. Immunizations are recorded on a blue immunization card

and is kept by the family because it is important for school entry.

Eighty percent of children had vacecination certificates (Table 4-9). Of the
20 percent with no certificate, the mother reported no vaccinations for 16.9
per;ent. Thus, Table 4-10 includes data for 97 percent of the children less
than 5 years old--those children with vaccination certificates and those with

no certificate and no reported vaccinations.

Vaccination levels are quite good ranging from 68 percent for measles to 77

and 78 percent for DPT and polio, respectively. Children in the three major
urban areas and with better educated mothers tend to have somewhat higher
vaccination levels but differences are not great. However, most children
complete their required number of vaccinations only after 1 year of age as
shown in Table 4=-11. Thi<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>