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FOREWORD

The 2018Nigeria Demographic and Health Survey (NDHS) is designed to provide data for monitoring the
population and health situation in Nigeria. The 2018 NDHS is the sixth survey of its kind to be conducted
in Nigeria since 1990. The objective of the survey isrtwide reliable estimates of fertility levels and
preferences, awareness and use of family planning methods, breastfeeding practices, nutritional status of
mothers and young children, early childhood mortality and maternal mortality, maternal and dtfild hea
knowledge and behaviour regarding HIV/AIDS and other sexually transmitted infections (STIs), female
genital cutting, fistula, and domestic violence. In addition, the 2018 NDHS psm@stmates of anaemia
prevalence among children ag&®% months anddults as well as estimates of malaria prevalence among
children age &9 months. It also provides estimates of sickle cell disease. These data are intended to be
used by programe managers and policymakers to evaluate and improve existing progsaimhs key
indicators report presents prefatory findings of the surkaletailed and comprehensive report is

scheduled to be publish@dAugust2019.

The 2018 NDHS sample was selected using a stratifiedstage cluster design, and enumeration areas
(EAs)were the sampling units for the first stage. The second stage was a complete listing of households
carried out in each of the 1,400 selected EAs. A representative sample of approximately 42,000 households
was selected for the survey. Gihird of the houdeolds (14,000) were selected for malaria, anaemia, and
genotype testingf children age €9 months. All women age 4B and men age 150 whowereeither
permanent residents of the selected households or visitors who stayed in the household the neigié befo
survey were eligibléo beinterviewed. With consent from parsmtr guardias, blood samples were

collected in onghird of households for anaemia, malaria, and genotype testing in the field. Malaria slides
were assessed through microscopyhick blood smears in the laboratory for children agg96nonths.

Also, in thesubsample of households selectedlfieme n 6 s , ane eligibée ywoman ieach household

was randomly selected for additional questions regarding domestic violence.

The 2018 NDHSs unique in a number of waysor thefirst time ina Nigeria DHS the 2018surveywas
implemented usingomputerassistedoersonainterviewng (CAPI), allowing more rapigrovisionof data
thanin previous surveysAs sickle cell anaemia has becometiamal health burden in Nigeria, sickle cell
disease testingias included for the first time in the 2018 NDHBus sering as a bais for testingthis
deadly disease in subsequent DstfBveysglobally. In addition, he sample siz&aslarger than thain the
five previousNDHS surveyscoveiing a total of 1,400 clusters across the country. Social and behaviour
change communication questions on malaria, minimum dietary divarsiymgwomen, fistula, and
disability were included as requestedvayiousstakeholders

| offer my candid appreciation to the Honouraldimister of Health Professor Isaac F. Adewole PAS,
FSPSP DSc (Honsyvho is alsacChairman of the Survey Steering Committiee his leadership and
commitment to the success of the survey. Tifateof the National Malaria Elimination Programme
(NMEP) in providing support for the malaria component of the survey is recognized. | also thank members
of the Survey Steering Committee for their commitment and dedication to the&swegessful
implementationin addition,l wish to thank the Board of the National Population Commissien,
DirectorGeneralthe drectors and the general staff for their support and advocacy for the success of the
project. The hard work armbmmitment of thesurvey echnical teanied by Project Director Amaka

Ezenwa and Project Coordinatnuwa B. Jalingparehighly appreciated. My appreciation also goes to

the statecoordinatorshiomarkermonitors,quality control officers, supervisorsdata collectorslisters ad
mappers, andrivers for their commitment and hard work during the survey.

My special thanks go to the United States Agency for International Development (USAID/Nigeria), the
Global FundtheBill and Melinda Gates Foundation (BMGH)gWorld Health Oganization (WHO)

and the United Nations Population Fund (UNFPA). My intense appreciation also goes to ICF for providing
technical support throughout the implementation of the sutmeaddition,| thank allof the laboratories

that provided support dugrthe survey, particularly the African Network for Drugs and Diagnostics



Initiative (ANDI), Department of Medical Microbiology and Pathology, College of Medicine, University

of Lagos; the Institute of Tropical Disease Research and Prevention, UnivefSélabar, Cross River;

and the International Foundation Against Infectious Diseases in Nigeria (IFAIN). The timely release of the
survey funds by the accounting firm Deloitte and Touche is commendable.

Finally, but not least, our deep appreciation gogkdasurvey respondents, state governments, local
government authoritieand traditional authorities for their contributions and support during the
implementation of the survey.

Alhaji Hassan Bashir, CNA
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1 INTRODUCTION

Survey (DHS) conducted inigeria, following those implemented in 1990, 1999, 2003, 2008, and
2013 The Natonal Population Commission (NP@) collaboration with the National Malaria
Elimination Programme (NMER)f theFederal Ministry of Health (FMOH), implemented the survey
Data collection took place frougust14, 2018, to December 292018. Funding forthe 20B NDHS was
provided by the United States Agency for International Development (US&i&Elobal FundtheBill
and Melinda Gates Foundation (BMG#H)e United Nations Population Fund (UNFPA), ahé World
Health Organization (WHO)CF providedechnical assistance through The DHS Program, which assists
countries in the collection of data to monitor and evaluate population, health, and nutrition preggram

The 2018 Nigeria Demographic and Health Survey (NDHS) isisttle Demographic and Health

This key indicators report presents a first look at selected finfliogsthe 20B NDHS. A comprehensive
analysis of the data will be presented in a final repohiligust2019.

1.1 SURVEY OBJECTIVES

The primary objective of the 2018 NDHS is to provideteylate estimates of basic demographic and

health indicators. Specifically, the 2018 NDE@lected information on fertility, awareness and use of

family planning methods, breastfeeding practices, nutritional status of women and children, maternal and
child health, adult and childhood mort aédnitat y, women
cutting, prevalence of malaria, awareness and behaviour regarding HIV/AIDS and other sexually

transmitted infections (STIs), disability, and other heedlated issues such as smoking.

The information collected through the 204BHS is intended tassist policymakers and programme
managers in designing and evaluating programmes an
population. The 201BIDHS also provides indicators relevant to the Sustainable Development Goals

(SDGs) forNigeria






2 SURVEY IMPLEMENTATION

2.1 SAMPLE DESIGN

Republic of Nigeria (NPHC), which was conducted in 2006 by the National Population

Commission(NPC). Administratively, Nigeria is divided into states. Each state is subdivided into
local government areas (LGASs), and each LGA is divided into localities. In addition to these administrative
units, during the 2006 NPHC each locality was subdivideddatwenient areas called census
enumeration areas (EAs). The primary sampling unit (PSU), referred to as a cluster for the 2018 NDHS, is
defined on the basis of EAs from the 2006 EA census frAttlmugh the 2006 NPHC did not provide the
number of houselds and population for each EA, population estimates were published for more than 800
LGA units. A combination of information from cartographic material demarcating each EA and the LGA
population estimates from the census were used to identify the Bigtspfestimate the number of
households, and distinguish EAs as urban or rural for the survey sample frame. Before sample selection, all
localities were classified separately into urban and rural areas based on predetermined minswim size
urban areas (¢ypoints); consistent with the official definition in 2017, any locality with more than a
minimumpopulationsize of 20,000 was classified as urban.

The sampling frame used for the 204BHS isthe Population and Housing Census of the Federal

The sample for the 2018 NDH#fasa stratified sample selected in two stages. Stratificatasachieved
by separating each of the 37 states into urban and rural areas.,Iidsampling strataereidentified.
Samples were selected independently in every straimentwo-stage selection. Implicit stratifications
were achieved at each of the lower admiaiste levels by sorting the sampling frame before sample
selection according to administrative order and by using a probability proportional to size sdlattign
thefirst samplingstage

In the first stage, 1,400 EAgereselected with probability pportional to EA size. EA siagasthe

number of households residing in the EA. A household listing operation was carried out in all selected

EAs, and the resulting lists of households serveaisaspling frame for the selection of households in the
second stage. I n the second st agadsaectedanleeeryt i on, a
clusterthroughequal probability systematic sampling, resulting in a total sample size of approximately
42,000 households. The household listing waseduwout using tabletand random selectioof
householdsvascarried out through computer programming. The survey interviewers interviewed only the
pre-selected households. To prevent bias, no replacements and no changes efdtezige households
wereallowed in the implementing stages.

Due to the noproportional allocation of the sample to the different states and the possible differences in
response rates, sampling weigherecalculated, added to the data file, and applied sdtka¢sults

would berepresentative at the national level as wethaglomain levelBecausehe 2018 NDHS sample
wasa two-stage stratified cluster sample selected from the sampling frame, sampling weights were
calculated based on sampling probabilities separatebaitin sampling stage and for each cluster.

The 2018 NDHS included all women aged%in the sample households. Those who were either
permanent residents of the selected households or visitors who stayed in the households the night before
the survey were igible to be interviewed. Theen 6 s s ur vey wa ghircobthedsample ed i n
households, and all men age3%in these households were includedhia subsampleone eligible

woman in each household was randomly selected to be asked additestadrtgiabout domestic

violence. Similarly piomarkerinformation was collectednly in those households selected for thannd s
survey.The biomarkers included in this survey were height and weight for women &gt children
age0-59 monthshaemogldin tesing for womenagel5-49 and childremge6-59 monthsand tesnhg for

malaria and sickle cell disease among childrge6-59 monthsThe disabilitymodule female genital
cuttingmodule and fistula module were implemented in the-thiods of thehouseholds that were not

selected fortheem 6 s sur vey.
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The survey was successfully carried out jB89clusters after 1 clusterswith deteriorating lanandorder
situatiors during fieldworkwere droppedThese areas were ramfara(4 cluster¥, Lagos(1 cluste},
Katsina(2 cluster}, Sokoto(3 clustery, andBorno(1 clustey.

2.2 QUESTIONNAIRES

Five questionnaires were used for the 2018 NDHS: t
Questionnaire, the Mands Qu e sandthe frieldworkeeQuestiohnaire.Bi o mar
The questionnaires, based on The DHS Programbs st a

guestionnairesvere adapted to reflect the population and health issues relevant to Nigeria. Comments
were solicited from vaous stakeholders representing government ministries and agencies,
nongovernmental organisations, and international donors. The survey protocol was reviewed and approved
by the NationaHealth Research Ethics Committee of Nigeria (NHRE@)theICF Instiutional Review

Board. After all questionnaires were finalised in English, they were translatddaonsa, Yorubaand

Igbo. The 201G\NDHS used computeassistegersonal interviewingCAPI) for data collection.

The Household Questionnaire listed all merslaf and visitors to selected households. Basic

demographic information was collected on each person listed, including age, sex, marital status, education,
and relationship tthe head ofthe household. For children under age 18, survival status of panerst
determinedData on age, sex, and marital status of household members were used to identify women and
men who were eligible for individual interviews. The Household Questionnaire also collected information
on characteri st i c sguif suthtagesounce of driaking watide ©f toiletve | | i
facilities; materials used for flooring, external waksd roofing ownership of various durable gogdsd
ownership of mosquito net addition, data were gathered sait testingand disabiliy.

The Womanbds Questionnaire was used t o-4@8dHedeect i nfo
women were asked questions on the following topics:

A Background characteristics (including age, education, and media exposure)
A Birth history and child mdality
A Knowledge, use, and source of family planning methods
A Antenatal, delivery, and postnatal care
A Vaccinations and childhood illnesses
A Breastfeeding and infant feeding practices
A Womenés minimum dietary diversity
A Marriage and sexual activity
A Fertility preferences (including desire for more childeemlideal number of children)
A Womenédés work and husbandsd background character.
A Knowledge, awareness, and behaviour regarding HIV/AID So#mersexually transmitted infections
(STls)
A Knowledge, attitudesind behaviour related to other health issues (e.g., smoking)
A Female genital cutting
A Fistula
A Adult and maternal mortality
A Domestic violence
The Mands Questionnaire w3 dnthe subsample ef heiseloldis selecteda | | me
forthemen 6ssur vey. The Mandés Questionnaire collected mu

Questionnaire but was shorter because it did not contain a detailed reproductive history or questions on
maternal and child health.

The Biomarker Questionnaire was usedecord the results of anthropometry measurenamtother
biomarkerdor women and children. This questionnaire was administered only to a subsample selected for
themren 6 s s ur v e yage0-A9d nhonthes And blldvoneen age-49 were eligible for hight and



weight measurementWomenagel5-49 were also eligible fordemoglobin tesihg. Childrenage6-59
months were also eligible foeémoglobin teshg, malariatesting,and genotype tesy for sickle cell
disease.

The Fieldworker Questionnaire reded background information from the interviewers that will serve as a
tool in conducting analyses of data qualitgch interviewer completatie selfadministered Fieldworker
Questionnairafter the final selection of interviewers and before the fieldermsrentered the field. No

personal identifiersvere attached to the 20MDHS f i el dwor kersé6 data file.

The enumeratorgsed &blet computers for data collection. The tablet computers were equipped with
Bluetooth® technology to enable remote electroniedier of files, such as assignments from the team
supervisor to the interviewers, individual questionnaires to survey team members, and completed
guestionnaires from interviewers to team supervisors. The corgagisted personal interviewing (CAPI)
datacollection system employed in the 2018 NDHS was developed by The DHS Program with the mobile
version of CSPro. The CSPro software was developed jointly by the U.S. Census Bureau, Serpro S.A., and
The DHS Program.

2.3 ANTHROPOMETRY, ANAEMIA TESTING, MALARIA TESTING, AND GENOTYPE TESTING FOR
SICKLE CELL DISEASE

The 2018 NDHS incorporated four biomarkers: anthropometry, anaemia testing, malaria testing, and
genotype testing for sickle cell anaemia. Biomarkers were collected in thkighef households seltsd

for the male surveyBlood specimens for the tests were collected from eligible women who voluntarily
consented to be tested and from all children ag® @onths for whom consent was obtained from their
parents or the adult responsible for the chiidhe contrast with the data collection procedure for the
household and individual interviews, data related to biomarkers were initially recorded on a paper
Biomarker Questionnaire and subsequently entered imad e r vi e we r s 0As paatbflquality c o mp ut ¢
assurance, a Biomarker Checklist was used to verify that proper procedures were used during collection of
biomarker data ant enhance supportive supervisidie survey protocol, including biomarker

collection, was reviewed arapprovel by theNational Health Research Ethics Committee of Nigeria
(NHREC) and the ICF Institutional Review Board.

Anthropometry: Height and weight measurements were recorded for childrensgendnths and
women age 1#89. The2018 NDHS includedquality assuasnceprocedureso improve anthropometry data
quality. Theseprocedures,indertaken in redlme during data collection, includedmgeasurement of all
children with data outside of papecified flagged values on a subsequent dayeangtasurenentof the
height and weighof a random selection of children (10%) on a subsequent day.

Anaemia testing:Blood samplesor anaemia testg were obtained from a drop of blood taken from a

finger prick (or a heel prick for children agel® months). A drop of bloofilom the prick site was drawn

into a microcuvetteanda haemoglobin analysis was carried outsite with a batterpperated portable
HemoCue analyser. Results were provided verbally and in writing. Parents of children with a haemoglobin
level below 8 g/twere instructed to take the child to a health facility for follggvcare. Likewise,

nonpregnant women and pregnant women were referred for fafjovare if their haemoglobin levels

were below 8 g/dl and 7 g/dI, respectively. All households in whichraizatesting was conducted were

given a brochure that explained the causes and prevention of anaemia.

Malaria testing: Malaria testing was carried out among children a§8 énonths. With the same finger

(or heel) prick used for anaemia testing, a drop of blood was tested immediately using the SDAgioline

P.f. (HRP-II) ™ rapid diagnostic test (RDTvhich is a qualitatie test for the detection of histidinieh

protein Il (HRRII) antigen ofPlasmodium falciparunm human whole blood?lasmodium falciparun(Pf)

is the predominar®lasmodiunspecies found in Nigeria. A tiny volume of blood is captured with a
disposableample applicator and placed in the well of the testing device. All health technicians were
trained to perform RDTs in the field according to



interpreted, and recorded the RDT results after 15 minutesvioidhe instructions in the kit insert. The

RDT results were recorded as Pf positive or negative, with faint test lines being considered positive. As
with anaemia testing, mal ari a RDT results were pro
written form and were recorded on BiemarkerQuestionnaire. Children who tested positive for malaria

by RDT were offered a full course of treatment according to the standard procedures for treating malaria in
Nigeriaif they did not have a severe case afaria (diagnosed by symptoms or the presence of severe
anaemia), were not currently on treatment, and had not complttd@urse of artemisinibased

combination therapy (ACT) during the preceding 2 weeks. Nurses offielddeam were instructed to

ask about signs of severe malaria and about any medications the childbenigking. The nurses then

provided the agappropriate dose of ACT and instructions for administeringridaicine to the child?

The anaemia brochure also contained informatio malaria and was given to atluseholds in which

malaria testing was conducted.

Microscopy on thick blood smears In addition to the SD BiolinAg P.f. rapid test, a thick smear was
prepared on a slide for 75% of the households where malaria R&€performed. These blood smears
were dried and packed carefully in the field, assigned barcode labels correspondir®jdomtdr&er
Questionnaire, and then transported to the $ta laboratorywhere they were stained. There were 18
designated shaing sites in the states, one site dachtwo states. The stained slides were then transferred
to the Primary Testing Laboratory (ANDI Centre of Excellence for Malaria Diagnosis, Lagos University
Teaching HospitalMicroscopy to determine malaria inf@mn wascarried out in this laborator§xternal
quality control was conducted orselectegroportion of the slides in the Secondary Testing Laboratory at
the University of Calabar Teaching Hospital.

Genotype testing forsickle cell disease Sickle celldisease (SCD) is a common and-lifeeatening
haematological disordefGiven that sickle cell a@mia is a public health concern in Nigeria, it was
thought vital to includ¢his diseas@ the survey as there is no reliable information at the natiovell le
Blood collection forgenotype testg was carried out among childrage 659 monthsWith the same

finger (or heel) prick used for anaemia and mal&séing, a drop of blood wassted immediately using
the SickleSCAM rapid diagnostic test kit. Ainy portion of blood was captured on the capillary sampler,
dispensed into the PreTreatment Mogaled mixed to allow complete treatment of the specimen with
buffer. The specimen was then dispensed into the SickleSCAN cartridge. Results were available in 5
mi nutes. The results were provided to tdmphlet esponde
and also recorded on tBéomarkerQuestionnaireParens orguardias whose children have sickle cell
disease were urged to take the child to a health facility for felipware.

In 25% of the households where genotypangstas done, a confiratory test for the SickleSCARDT

was doneUsing the same finger (or heel) prick usedtfar above tests, drop of bloodvas collectedn

the filter paper card to formdry blood spoto which a barcode label unique to the child was affixed. A
duplicak label was attached to the Biomarker Data Collection Form. A third copy of the same barcode was
affixed to the Dried Blood Spot Transmittal Sheet to track the blood samples from the field to the
laboratory. Tle samples weraen transported to the standidgboratory fohigh-performance liquid
chromatographyHPLC) confirmatory teshg at the hternationaFoundation AgainsinfectiousDisease

in Nigeria (IFAIN) in Abuja.Upon arrival at the laboratory, each blood sample was logged into the CSPro
GenotypeTest Tracking System database, given a laboraiomber, and stored &0 C or lower until

tested. Test results for the 2018 NDHS were entered into a spreadsheet with a barcode as the unique
identifier for each result.

! Dosage of ACT was based on the age of the recipient. The proper dosage for a child age 6 monthsitodhgea
tablet of artemethdumefantrine (ceformulated tablets containing 20 mg artemether and 120 mg lumefantrine) to be
taken twice daily foB days, while the dosage for a child ag8 & two tablets of artemethkmefantrine to be

taken twice daily foB days.

2 Children who exhibited signs of severe malaria (based on symptoms or laboratory confirmation of severe
anaemia)vere referred to the nearest facility for treatment.



2.4 PRETEST

The pretest training was designed to train the trainers for the main training astawelhaare that they
werewell versed with the NDHS questionnaisnd procedureand able to test the questionnaires in the
different languages. The training involveelssions of administering thbbHS questionnaires and a
separate session for biomarker data collectiortyHive participantscomprising 5 zonal and 20 state

NPC coordinators, SNMEP coordinators, 2 senior lab sciergifbm the Lagos University Teachqg

Hospital (LUTH), 4 lab scientists, 4 nurses, 2 enumerators, and 3 data processing staff members
participated in the pretest training and fieldwoFke pretest took placever a 3week period from April

30 to May20, 2018. Most of the participants hprkvious experience carrying out NDHS surverthe
Nigeria Malaria Indicator Survey (NMISThe idea behind having the data processing staff participate in
the pretest was to famili@g them with the CAPI system.

The training wagsonductedy ICF staffwho focused on the technical components of the survey,
biomarkers, anthe CAPI data collectiorsystem The training focused on key components of the syrvey
interview techniques and procedures for completing the NDHS questionaaitesdministratin of
interviews usinghe CAPI systemThe biomarker training included orientation on collecting height and
weight datatesting forareemiaandmalaria and genotype testing for sickle cell dispasd

standardiation procedures for anthropometie partici@nts worked in groups using various training
techniguesincludinginteractive questiciandanswer sessions, case studies,rafelplays Before

starting the fieldwork, the participantere giverample opportunities to practice the questionnaires@nd
practice collection of biomarkers among women and children. The particgghnisistered the
guestionnaires in the field, provided feedback on the content and language of the questionnaires, tested the
CAPI software programe, commented on the biomarkempedureand learned variousaining
techniques.

The fieldwork for the pretest was carried out@mmunities that spoke English, Hausa, Yoruba, and Igbo.
Each team carried out the pretest in an urban and a rural location, comgilgtitedusters in teal.

Following the fieldwork, a debriefing session was held with the pretest field staff, and modifications to the
guestionnaires were made based on lessons drawn from the exercise.

2.5 TRAINING OF FIELD STAFF

Prior to the main trainindiomarker training was held for the laboratory scientists and nurses fnoen

25 to July 6, 2018. The training was facilitated by the ICF team and supported by the trainers who were
trained during the pretest. A total of 37 nurses and 37 laboratoryistsievere trainedn biomarker data
collection and recording. This included training on anthropomesing rapid test kits to test for anaemia,
malaria, and sickle cell diseaggeparing slides fomalaria parasitemjandpreparingdried blood spots

for confirmatorytest ofsickle cell diagnostics.

The training utilsed a variety of different learning tools. Plenary lectures were held on the technical

aspects of biomarker collecticemd other tools includeddeo and handen demonstrations on the

process of biomarker collection, instructions on how to fill out the questionnaire and transmittal sheets, and
instructions ordata quality procedures. In addition, break sessions were held dadlywhichtrainees

had the opportunity for hands practicewnith both adults and children. A total of four anthropometry
standardiation exercisewith 40 children and two retandardiation exercises were undertaken.

Following the standardisation exercise, the restiltteexercise were presented. General observations on
accuracy (difference between the reference value
between the first and second readjngere discussed.

The field coordinators were trained on tiee of the Biomarker Checkligtlso implementeavererandom
re-measuremesffor quality assurance and-vesitationof households for reneasuremestfor flagged
casesnvolving children whose-scorevalues were less thai8 or greater than 3A two-day field practice



was conducted. Theurses and laboratory scientiktter joined the main team for refresher training before
moving on todata collection.

The main trainindor the 2018NDHS started oduly 16,2018, and lasted until Augusdi3, 2018. The
training includedt weeks of orientation on data collection instruments procedurefllowed by field
practice. The358 participants for the main training were selected through a strict vetting peidbss
state levelApplicants took a writin test and eomputersedtest and alscompleteda personal interview
to qualify for participatin in the main training. Attendees came from different padigériaand
represented major language groups within the country. Most of the candidateswiadsfieldwork
experience, and some had experience gained through previous rounddigéti@DHS and Malaria
IndicatorSurvey.

Twenty-eightstate coordinatofsom the NPCandfive coordinators fronthe NMEP who had participated

in the pretest training and training of trainers facilitated the training. ICF staff provided technical support
during the training sessions. The participants were divided into six classrooms of about 45 participants
with at leasthreefacilitators in each room. The training sessions included discussion of concepts,
procedures, and methodolegfor conducting the DHS survey. Participants were guided through the
guestionnaires using various training technicgiesh asole-plays age probing in pairs, group discussion,
in-class exercises, case studies, and presentafioasraining also included discussions of the CAPI
system, demonstrations of the CAPI DHS menus, and condwdtinggrviews through the CAPI system.

Participantsvere evaluated through-tiass exercises, quizzes, and observations made during field
practice. Ultimately37 supervisorand 37 field editorsvere identified based on their performance.
Similarly, 74 male interviewers and 111 female intervieweese ®lected to serve as enumerators, while
the rest were kept as reserveRirty-seven laboratory scientists and 37 nurses were also selected to
participate in the survey.

The team supervisors received additional training on providing logistical supporgingatiee field
teams, observing interviews, keepaginventoryof supplies, andollectingbiomarker data. They were
also trained on implementing the Biomarker Checklist to carry out data quality assurance.

Thefield editorsreceived additional traininign performing supervisory activities with the CAPI system,
data quality control procedures, fieldwork coordination, and managemerfteltheditorswere trained
on assigning households and receiving completed interviews from the interviegegnsing and
dealing with error messagesgceiving system updatand distributing updates to interviewegsitering
biomarker questionnairege-measurement and revisit questionnaires an@iti@arkerChecklist;
resolving duplicated caseandclosing clustersThey were also trained aransferring interviews to the
central office via the secursterneffile streamingsystem (IFSS) developed Aye DHS Program.

Six quality controllergor biomarker data collectiowere identified from among the trainees who
underwent trainingluring biomarker training, pretest training, ahdmain training andtheyreceived
additional training on supporting the teams and monitoring fieldébwdugh the Biomarker Checklist

2.6 FIELDWORK

The fieldworkfor the 20B NDHS waslaunched under close supervisionfAurgust 14 2018, in the
clusters in thesix zonal headquarters. Thirgeventeams consisting of one supervisame field editor,

two male interviewes, three female interviewersne lab scientisand one nurseere asigned across the
different clusters ithe zonesThe teams were closely monitored by stegte coordinatorand the quality
controllers. After completion of the fieldwork the zonal headquartersthe first week, teams were
brought back to theonaloffice for a review session where the tedradan opportunity to clarify any
questions they had. The teams were then dispatched to their respittis®ata collection lasted until
December 292018. The fieldwork in somstategook longer than expéad due to theecurity situation



Fieldwork monitoring was an integral part of the 0DHS, and several rounds of monitoring were
carried out by the NDHS core team, 8tate coordinators frothe NPC and NMEPand ICF staff. The
monitors were providedith guidelines for overseeing the fieldwork. Weekly field check tables were
generated from the completed interviews sent to the central office to nfeidarork progressand
regular feedback was sent out to the teams.

2.7 DATA PROCESSING

Theprocessing of the 2BINDHS data began almost as soon as the fieldwork started. As data collection
was completed in each cluster, all electronic data files were transfertbe &S to the IRC central

office in Abuja. These data files were registered @hecked for inconsistencies, incompleteness, and
outliers. The field teams were alerted to any inconsistencies and errors. Secondary editing, carried out in
the central office, involved resolving inconsistencies and coding theespid questions. TiMPCdata
processor coordinated the exercise at the central office. The biomarker paper questionnaires were
compared with electronic data fleo check for any inconsistencies in data entry. Data entry and editing
were carried out using the CSPro softwaaekage. The concurrent processing of the data offered a
distinct advantage because it maamdi the likelihood of the data being erfoge and accurate. Timely
generation of field check tables allowed for effective monitoring. The secondary editimgdaitshwas
completed in the second weekAyril 2019.

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






3 KEY FINDINGS

3.1 RESPONSE RATES

able 1 shows response ratestf@ 2018 NDHS. A total c41,668households were selected for the

sample, of whicl0,666were occupied. Of the occupied househol@s427were successfully

interviewed, yielding a response rate of 99%. In the interviewed househd|isl women age
15-49 were identified for individual interviews; interviews were completed 4t821women, yielding a
response rate 0B%. In the subsample of households selected for the male siBjdg2men age 159
were identified and 3,311 were successfully interviewed, yielding a response rat8%f 9

Table 1 Results of the household and individual interviews

Number of households, number of interviews, and response rates, according to residence
(unweighted), Nigeria DHS 2018

Residence
Result Urban Rural Total
Household interviews
Households selected 17,282 24,386 41,668
Households occupied 16,906 23,760 40,666
Households interviewed 16,780 23,647 40,427
Household response rate! 99.3 99.5 99.4
Interviews with women age 15-49
Number of eligible women 17,127 24,994 42,121
Number of eligible women interviewed 16,984 24,837 41,821
Eligible women response rate? 99.2 99.4 99.3
Household interviews in subsample
Households selected 5,762 8,131 13,893
Households occupied 5,657 7,946 13,603
Households interviewed 5,614 7,900 13,514
Household response rate in subsample® 99.2 99.4 99.3
Interviews with men age 15-59
Number of eligible men 5,547 7,875 13,422
Number of eligible men interviewed 5,506 7,805 13,311
Eligible men response rate? 99.3 99.1 99.2

1 Households interviewed/households occupied
2 Respondents interviewed/eligible respondents

3.2 CHARACTERISTICS OF RESPONDENTS

Table 2 shows, by background characteristics, the weighted and unweighted numbers and the weighted
percent distributions of women and men agel@5nterviewed in the 2018 NDHS. More than half of the
women(54%)and46% ofmen in the sample are under a@e 3

Fifty-four percent of women and men are Muslimkile 46 percent of women and men are Christians.
Hausa is the predominant ethnic group (30% of women and 31% ofFifeggn percent of women and
men belong tehe Igbo ethnic groupwhile 15% of womerand 16% of men belong the Yoruba group.
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Table 2 Background characteristics of respondents

Percent distribution of women and men age 15-49 by selected background characteristics, Nigeria DHS 2018

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Age
15-19 20.2 8,448 8,423 20.4 2,415 2,474
20-24 16.3 6,835 6,844 12.4 1,472 1,545
25-29 17.3 7,255 7,203 13.5 1,599 1,618
30-34 14.8 6,178 5,997 15.1 1,792 1,751
35-39 13.1 5,463 5,406 15.4 1,832 1,774
40-44 9.4 3,940 4,057 13.2 1,569 1,514
45-49 8.9 3,701 3,891 10.0 1,188 1,169
Religion
Catholic 10.4 4,345 4,436 11.3 1,339 1,384
Other Christian 35.6 14,872 16,070 34.5 4,092 4,409
Islam 53.5 22,372 20,959 53.5 6,351 5,962
Traditionalist 0.3 145 156 0.6 74 76
Other 0.2 87 200 0.1 11 14
Ethnic group
Ekoi 0.6 249 275 0.0 2 1
Fulani 6.2 2,585 2,953 5.3 630 721
Hausa 29.8 12,445 10,765 31.1 3,687 3,200
Ibibio 1.8 760 801 1.8 217 226
Igala 0.8 346 457 11 125 151
Igho 15.4 6,420 6,714 14.9 1,764 1,843
liaw/lzon 1.9 801 1,201 1.6 189 308
Kanuri/Beriberi 2.4 1,008 873 25 301 262
Tiv 25 1,037 976 2.2 258 227
Yoruba 15.3 6,418 5,372 15.9 1,892 1,601
Other 23.3 9,729 11,404 23.6 2,797 3,299
Marital status
Never married 25.2 10,550 10,669 41.7 4,951 5,090
Married 67.2 28,121 27,841 54.5 6,470 6,380
Living together 2.3 968 1,047 2.7 316 231
Divorced/separated 2.7 1,123 1,147 0.9 103 113
Widowed 25 1,058 1,117 0.2 28 31
Residence
Urban 45.8 19,163 16,984 46.4 5,512 4,900
Rural 54.2 22,658 24,837 53.6 6,356 6,945
Zone
North Central 141 5,891 7,772 14.4 1,704 2,186
North East 15.9 6,636 7,639 16.3 1,936 2,196
North West 29.2 12,225 10,129 26.9 3,195 2,622
South East 11.9 4,963 5,571 11.4 1,355 1,509
South South 11.6 4,840 5,080 121 1,438 1,520
South West 17.4 7,266 5,630 18.9 2,240 1,812
State
North Central
FCT-Abuja 0.8 319 1,186 0.8 96 353
Benue 3.2 1,354 1,278 3.0 351 321
Kogi 1.6 654 907 13 156 191
Kwara 1.6 684 906 18 208 259
Nasarawa 1.5 648 1,121 1.7 206 345
Niger 3.2 1,357 1,292 3.7 442 420
Plateau 2.1 875 1,082 21 246 297
North East
Adamawa 2.2 903 1,083 18 218 244
Bauchi 3.2 1,343 1,329 35 420 419
Borno 35 1,469 1,269 34 398 339
Gombe 17 717 1,356 2.0 240 462
Taraba 21 877 1,284 16 187 268
Yobe 3.2 1,327 1,318 4.0 472 464
North West
Jigawa 3.3 1,382 1,405 25 291 296
Kaduna 6.0 2,493 1,610 5.4 636 426
Kano 6.4 2,692 1,983 5.7 676 483
Katsina 55 2,283 1,494 5.8 687 454
Kebbi 2.7 1,136 1,335 25 291 342
Sokoto 2.2 910 1,065 1.8 218 258
Zamfara 3.2 1,328 1,237 3.3 396 363

Continued...
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Table 20 Continued

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
State (continued)
South East
Abia 15 630 982 1.6 185 274
Anambara 35 1,477 1,244 3.4 409 342
Ebonyi 25 1,027 1,310 2.0 233 297
Enugu 2.1 880 1,038 1.6 192 224
Imo 2.3 948 997 2.8 337 372
South South
Akwa lbom 2.3 948 958 25 291 289
Bayelsa 0.7 298 771 0.9 109 273
Cross River 14 574 748 1.2 137 182
Delta 2.2 931 815 2.7 326 280
Edo 1.3 555 658 1.2 140 167
Rivers 3.7 1,534 1,130 3.7 435 329
South West
Ekiti 11 475 774 1.2 139 226
Lagos 6.9 2,891 1,445 7.1 845 471
Ogun 2.2 927 798 2.6 309 261
Ondo 16 683 863 21 247 320
Osun 2.2 938 832 2.3 269 242
Oyo 3.2 1,352 918 3.6 432 292
Education
No education 34.9 14,603 14,398 215 2,555 2,496
Primary 14.4 6,039 6,383 13.4 1,590 1,574
Secondary 39.7 16,583 16,698 48.0 5,697 5,797
More than secondary 11.0 4,596 4,342 17.1 2,025 1,978
Wealth quintile
Lowest 17.3 7,222 7,747 16.8 1,991 2,133
Second 19.2 8,045 8,346 17.9 2,123 2,167
Middle 19.6 8,207 8,859 20.2 2,393 2,553
Fourth 215 8,990 8,840 21.8 2,590 2,587
Highest 224 9,357 8,029 23.3 2,770 2,405
Total 15-49 100.0 41,821 41,821 100.0 11,868 11,845
50-59 na na na na 1,443 1,466
Total 15-59 na na na na 13,311 13,311

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

The majority of respondents arerently marriecor living together with a partner (70% of women and
57% of men)The proportion of men who have never been married ihtghnthe proportion of never
married women (2% versus 3%). Three percent of women are widowed, 8felare divorced or

separated. The proportion of widowed, divorced, or separated men is distinctly less than the proportion
among women.

Over half of women and men live in rural areas (54%), and almost 3 in 10 tlve North West zone of
the countrySeventeen percent of women and 19% of men live in the South West zone, while 16% of
women and metive in theNorth East zone and 14% livetime North Central zone.

Half of the women in Nigeria haveesecondargdua@tionor higher as compared wit65% of men.
Thirty-five percent of women and 22% of men have no education.

3.3 FERTILITY

To generate data on fertility, all women who were interviewed were asked to report the total number of
sons and daughters to whom they had ever given birth. To ensure that all information was reported, women
were asked separately about children still vat home, those living elsewhere, and those who had died.

A completebirth history was then obtained, including information on the sex, date of birth, and survival
status of each child; age at death for children who had died was also recorded.

13



Table 3 shws agespecific fertility rates (ASFRs) among women byear age groups for they&ar

period preceding the survey. Agpecific and total fertility rates were calculated directly frombili

history data, taking into account live birthEhe sum of ge-specific fertility rates (known as the total

fertility rate, or TFR) is a summary measure of the level of fertility. It can be interpreted as the number of
children a woman would have by the end of her childbearing years if she were to pass threugbaitsos
bearing children at the currently observed-agecific rates. If fertility were to remain constant at current
levels, a womain Nigeriawould bear an average 5f children in her lifetimeFertility is low among
adolescents (I0births per 1,00 women) peaks at 256 births per 1,000 among women ag2and

then deceases thereafter.

Table 3 Current fertility

Age-specific and total fertility rates, general fertility rate, and the
crude birth rate for the 3 years preceding the survey, according to
residence, Nigeria DHS 2018

__ Residence
Age group Urban Rural Total
10-14 [0] [3] [2]
15-19 58 144 107
20-24 199 269 239
25-29 236 273 256
30-34 195 239 217
35-39 136 161 149
40-44 57 75 67
45-49 18 26 23
TFR (15-49) 45 5.9 5.3
GFR 154 206 182
CBR 34 42 38

Note: Age-specific fertility rates are per 1,000 women. Estimates in
brackets are truncated. Rates are for the period 1-36 months
preceding the interview. Rates for the 10-14 age group are based
on retrospective data from women age 15-17.

TFR: Total fertility rate, expressed per woman

GFR: General fertility rate, expressed per 1,000 women age 15-44
CBR: Crude birth rate, expressed per 1,000 population

Fertility is higher among rural women than among urban women; on average, rural women will give birth
to aboutl.4 childrenmore than urban women during their reproductive yéagsand4.5, respectively).

There has beengradualdecline in Figure 1 Trends in fertility by residence
fertility rates in the lasiecade
from 5.7 births per woman ihe
2008 NDHS to 5.5 bhirths per
woman inthe2013 NDHSand5.3
births per woman ithe2018

Total fertility rate for the 3 years before each survey

D
w
o
(=
(o2}
w
[o)
N

: . : 5.9
NDHS (Figure 1). 6.0 = 53 55— —
3.4  TEENAGE PREGNANCY 5.0 4.9 47 47 45 Urban
AND MOTHERHOOD

The issue of adolescent fertility is
important for both health and socia
reasons. Children born to very 1990 2003 2008 2013 2018

NDHS NDHS NDHS NDHS NDHS

young mothers are at increased ris
of sickness and death. Teenage mothers are more likely to expgesidgverse pregnancy outcomes and to

3 Numerators for the aggpecific rates are calculated hynsming the births that occurred during th88 months
preceding the survey, classified by thgear age group of the mother at the time of the birth. The denominators are
the numbers of womayears lived in each-gear age group during the3b months peceding the survey.
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be constrained in their ability to pursue educational opportunities than young women who delay
childbearing.

Table4 shows the percentage of women agel@5vho had given birth or were pregnant with their first
child at the time of the survey, according to background characteristics. Ov@¥albf vomen age 139
had begun childbearingda% had had a live birth and 49ere pregnant at the time of the interview. The
proportion of teenagers who had begun childbearing rises rapidly with age, from 2% at agé?4%to 3
age 19. Rural teenagers tend to start childbearing earlier than urban te@@gersrsus 8%)

Table 4 Teenage pregnancy and motherhood

Percentage of women age 15-19 who have had a live birth or who are pregnant with their first child, and
percentage who have begun childbearing, according to background characteristics, Nigeria DHS 2018

Percentage of women age 15-19 who:

Percentage who

Background Are pregnant with have begun
characteristic Have had a live birth first child childbearing Number of women
Age
15 0.8 15 24 2,078
16 4.5 3.9 8.4 1,585
17 16.6 4.7 21.3 1,579
18 24.4 6.1 30.6 1,921
19 30.9 6.1 37.0 1,286
Residence
Urban 6.5 1.9 8.4 3,813
Rural 20.9 6.3 27.2 4,635
Zone
North Central 12.1 4.2 16.3 1,183
North East 19.6 4.9 24.5 1,497
North West 21.3 7.2 28.5 2,737
South East 7.5 1.3 8.8 928
South South 8.6 1.9 10.6 888
South West 4.2 1.3 5.5 1,215
State
North Central
FCT-Abuja 8.9 1.7 10.6 63
Benue 13.2 4.7 17.9 279
Kogi 17.0 3.4 20.4 148
Kwara 8.6 21 10.7 141
Nasarawa 7.8 2.3 10.1 128
Niger 18.0 8.0 26.1 242
Plateau 5.4 2.8 8.2 180
North East
Adamawa 20.5 3.4 239 183
Bauchi 32.3 8.3 40.7 307
Borno 10.0 35 13.5 357
Gombe 19.8 3.2 23.0 142
Taraba 19.4 5.3 24.7 189
Yobe 17.6 4.6 22.2 320
North West
Jigawa 19.2 7.8 26.9 293
Kaduna 25.8 55 31.3 522
Kano 20.8 6.2 27.0 607
Katsina 21.0 6.3 27.3 585
Kebbi 18.5 8.6 27.2 219
Sokoto 19.6 12.5 321 188
Zamfara 20.7 8.7 29.4 322
South East
Abia 10.1 0.8 10.9 112
Anambara 10.9 1.3 12.2 249
Ebonyi 6.9 1.4 8.2 223
Enugu 5.6 15 7.0 166
Imo 35 15 5.0 177
South South
Akwa lbom 10.7 21 12.8 178
Bayelsa 19.0 0.9 19.9 51
Cross River 115 25 14.0 102
Delta 5.9 4.0 9.9 184
Edo 6.5 2.1 8.7 112
Rivers 7.0 0.3 7.3 262

Continued...
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Table 20 Continued

Percentage of women age 15-19 who: Percentage who
Background Are pregnant with have begun
characteristic Have had a live birth first child childbearing Number of women
South West
Ekiti 14.2 1.3 155 83
Lagos 1.1 0.0 1.1 544
Ogun 4.4 34 7.8 118
Ondo 7.8 1.3 9.1 129
Osun 5.6 21 7.7 172
Oyo 4.9 3.3 8.2 168
Education
No education 33.8 9.9 43.7 2,182
Primary 17.8 54 23.2 881
Secondary 6.2 2.0 8.2 5,162
More than secondary 0.4 0.4 0.8 224
Wealth quintile
Lowest 25.9 6.2 32.0 1,427
Second 225 8.5 31.0 1,740
Middle 15.2 4.2 19.4 1,758
Fourth 8.1 2.2 10.3 1,810
Highest 2.4 1.0 3.4 1,713
Total 14.4 4.3 18.7 8,448

While 29% ofteenagers in the North West had begun childbearing, only &% 8outh West and 9% in
the South East had begun to do Bauchi has the highest proportion of teenagers who have begun
childbearingwhile Lagos has the lowest proportion (41% versus T#gnagers witmore thara
secondargducation and those in the highest wealth quintile tersteirt childbearing later than those with
no educatiorand those irthe lowesiuintiles.

3.5 FERTILITY PREFERENCES

Information on fertility preferences is used to assess the potential demand for family planning services for
the purposes of spacing or lting future childbearing. To elicit information on fertility preferences,

several questions were asked of currently married women (pregnant or not) regarding whether they wanted
to have another child and, if so, how soon.

Table5 shows thaB4% of women want to have another child soon (within the next 2 years30&mnd
want to have another child later (in 2 or more yedmsenty-four percent of women want no more
childrenor have already been steséid. Six percent have not decided if theym@nother child.

Table 5 Fertility preferences by number of living children

Percent distribution of currently married women age 15-49 by desire for children, according to number of living children, Nigeria DHS 2018

Number of living children?

Desire for children 0 1 2 3 4 5 6+ Total
Have another soon? 87.5 49.9 40.9 31.4 24.4 21.4 16.4 33.6
Have another later® 3.7 39.7 411 36.8 29.7 22.3 19.0 30.0
Have another, undecided when 2.4 5.5 5.6 4.8 3.2 2.3 1.0 3.6
Undecided 0.9 2.1 4.2 7.2 7.2 8.3 8.7 6.0
Want no more 1.1 1.8 6.8 18.0 33.1 42.4 50.3 24.2
Sterilised* 0.0 0.0 0.1 0.3 0.3 0.3 0.5 0.2
Declared infecund 4.3 1.1 1.2 1.6 21 3.0 4.1 2.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,539 4,360 5,032 4,691 4,253 3,485 5,729 29,090

1 The number of living children includes the current pregnancy.
2 Wants next birth within 2 years

3 Wants to delay next birth for 2 or more years

# Includes both female and male sterilisation

Fertility preferences are closely related to number of living childgghty-eight percent of women with
no living children want a child sooascompared witt81% of women with three children. In general, the
more children a woman has, the higher tkelihood that she does not want another child.
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3.6 FAMILY PLANNING

Family planning refers to a conscious effort by a couple to limit or space the number of children they have
through the use of contraceptive methods. Contraceptive methods are classifgeteasor traditional.

Modern methods include female steslion, male steriation,theintrauterine contraceptive device

(IUD), implants, injectables, the pill, condoms, dhdlactational amenordea method (LAM). Methods

such as rhythm, withdraweadnd folk methods are grouped as traditional.

Table6 shows the percent distribution of currently married womnash sexually active unmarried women
by the contraceptive method they currently use. Ovdra of currently married women use a method of
family planning, with12% using a modern method abth using a traditional method. Among currently
married women, the most popular methodsmp@ants injectablesand withdrawal{each used b§%),
followed bymalecondons (used by2%). The contraceptive prvalence rate (CPR) among married women
varies with age, rising fror& among women age 4% to apeakof 23% amongwomen age 339
beforedeclining to13% among women age 48.
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Women in urban areas are more likely to use a contraceptive method than wounehareas26% and

10%, respectively). Use of contraceptisrhighest among currently married womenthaSouth West and
lowest among those the North West (35% versus 7%). Almost half of currently married women in Lagos
use a method of contraceptj@s compared witbnly 2% of currently married women in Sokoto and

Yobe. The use of implants is highest in Cross River (12#tJe injectables are more popular in Plateau
and Oyo (used by 10% womenin each state)Jse of contraception increases wittueational
attainmentfrom 5% amongwomen with no education to 19% among those wiphimary education27%
among those with secondary education, and 33% among those with moreatesondary education.
Womenin the highestwealthquintile are mordikely to use a method of contraception than those in the
lowest quintile (33% versus 4%).

Table 6 also indicates that sexually active unmamiechenare more likely to use a method of
contraception thacurrently married women. Thirtyeven percent of seally active unmarried women

use a method of contraceptjavith 28% using a modern method. The most popular method among these
women isthemale condom (19%fjollowed by withdrawal (5%). Three percentseixually active
unmarriedwomen usehe pill, while 2% use emergency contraception.

3.7 NEED AND DEMAND FOR FAMILY PLANNING

The proportion of women who want to stop childbearing or who want to space their next birth is a crude
measure of the extent of the need for family planning, given that not hése# tvomen are exposed to the

risk of pregnancy and some may already be using contraception. This section discusses a more refined
extent of need and the potential demand for family planning services. Women who want to postpone their
next birth for 2 or mee years, or who want to stop childbearing altogether but are not using a
contraceptive method, are said to have an unmet need for family planning. Pregnant women are considered
to have an unmet need for spacing or limiting if their pregnancy was mistimenvanted, respectively.
Similarly, amenorrbeic women are categeeid as having an unmet need if their last birth was mistimed or
unwanted. Women who are currently using a family planning method are said to have a met need for
family planning. Total deand for family planning services comprises those who fall in the met need and
unmet need categories.

Table7 presents data on unmet need, met need, and total demand for family planning among currently
married women. These indicators help evaluate the extevhich family planning programes in Nigeria
meet the demand for servicébneteenpercent of currently married women have an unmet need for

family planning servicesSeventeepercent of married women are currently using a contraceptive method.
Therdore, 36% of currently married women have a demand for family planning. At prdséatpf the
potential demand for family planning is being met. Thus, if all married women who said they want to
space or limit their children were to use family planninghods, the CPR would increase frams to

36%.
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Table 7 Need and demand for family planning among currently married women and sexually active unmarried women

Percentage of currently married women and sexually active unmarried women age 15-49 with unmet need for family planning,
percentage with met need for family planning, percentage with met need for family planning who are using modern methods,
percentage with demand for family planning, percentage of the demand for family planning that is satisfied, and percentage of the
demand for family planning that is satisfied with modern methods, according to background characteristics, Nigeria DHS 2018

Met need for family planning Percentage of demand
Unmet need (currently using) Total demand satisfied®
Background for family Modern for family Number of Modern
characteristic planning All methods methods?* planning? women All methods methods?*

CURRENTLY MARRIED WOMEN

Age
15-19 12.2 3.2 2.3 15.3 1,927 20.6 15.0
20-24 16.1 10.9 8.2 27.0 4,362 40.3 30.5
25-29 17.1 16.3 12.3 33.4 6,060 48.9 37.0
30-34 20.8 19.7 14.1 40.6 5,417 48.7 34.7
35-39 23.1 23.3 16.6 46.5 4,841 50.2 35.7
40-44 22.4 21.1 14.9 43.4 3,457 48.5 34.2
45-49 16.6 13.0 9.1 29.6 3,026 44.0 30.7
Residence
Urban 19.9 26.4 18.2 46.2 11,790 57.0 39.4
Rural 18.2 10.0 7.8 28.2 17,299 35.5 27.7
Zone
North Central 20.5 16.2 13.8 36.7 4,086 44.1 37.6
North East 19.0 9.5 7.8 28.6 4,841 334 27.4
North West 14.4 6.8 6.2 21.1 9,826 32.0 29.5
South East 17.7 28.1 12.9 45.8 2,893 61.4 28.1
South South 27.8 21.7 15.8 49.5 2,777 43.9 31.8
South West 22.3 35.1 24.4 57.4 4,666 61.2 42.4
State
North Central
FCT-Abuja 19.1 23.9 20.3 43.0 202 55.6 47.2
Benue 16.7 17.1 155 33.8 876 50.7 45.8
Kogi 25.9 18.3 11.8 44.2 428 41.4 26.8
Kwara 24.4 22.4 17.1 46.8 486 47.9 36.6
Nasarawa 23.7 14.8 14.3 38.5 416 38.5 37.0
Niger 19.2 7.6 6.4 26.8 1,108 28.3 24.0
Plateau 19.8 22.7 214 42.4 570 53.4 50.4
North East
Adamawa 10.2 25.1 18.2 35.2 624 71.1 51.7
Bauchi 20.8 6.5 5.2 27.3 1,134 23.8 18.9
Borno 26.0 6.2 5.4 32.2 953 19.3 16.8
Gombe 16.8 17.0 16.2 33.8 554 50.4 48.0
Taraba 131 10.3 8.6 23.4 580 43.8 36.5
Yobe 20.6 1.9 1.7 22.5 996 8.6 7.4
North West
Jigawa 145 4.0 3.9 18.4 1,158 21.6 21.1
Kaduna 12.3 14.9 13.7 27.2 1,975 54.8 50.6
Kano 16.5 6.3 5.6 22.8 2,085 27.8 24.7
Katsina 15.7 3.4 3.3 19.1 1,772 17.7 17.1
Kebbi 11.8 35 3.2 15.3 945 22.6 20.8
Sokoto 13.0 23 2.1 15.3 777 15.1 13.8
Zamfara 15.0 7.3 6.7 22.3 1,116 32.6 29.9
South East
Abia 28.5 12.9 10.8 41.4 376 311 26.1
Anambara 9.6 44.6 17.2 54.2 905 82.3 31.8
Ebonyi 23.0 8.2 5.9 31.2 600 26.4 19.0
Enugu 13.8 30.9 17.6 44.8 458 69.1 39.2
Imo 21.0 30.7 10.9 51.7 554 59.4 211
South South
Akwa lbom 32.0 19.8 15.7 51.8 490 38.2 30.4
Bayelsa 29.9 3.7 33 335 195 10.9 9.9
Cross River 34.5 20.0 18.9 54.5 318 36.8 34.6
Delta 23.7 16.5 12.9 40.2 551 41.1 32.0
Edo 32.7 19.4 15.0 52.0 370 37.2 28.9
Rivers 23.0 32.0 19.6 55.0 855 58.1 35.7
South West
Ekiti 18.2 38.5 25.4 56.7 326 67.9 44.7
Lagos 16.5 49.4 29.1 65.9 1,645 75.0 44.1
Ogun 17.6 32.1 16.6 49.8 624 64.6 334
Ondo 29.4 20.1 17.7 49.5 421 40.7 35.8
Osun 25.6 29.4 27.0 55.0 625 53.5 49.1
Oyo 30.6 22.6 22.2 53.2 1,024 42.5 41.8

Continuedé
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Table 70 Continued

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

Background for family Modern for family Number of Modern
characteristic planning All methods methods?* planning? women All methods methods?*
Education

No education 16.8 5.2 4.3 22.0 12,955 23.6 19.5

Primary 21.4 19.4 14.1 40.8 4,580 47.6 34.6

Secondary 21.2 26.8 19.0 48.1 8,767 55.8 39.6

More than

secondary 17.1 33.3 22.7 50.4 2,788 66.0 45.0

Wealth quintile

Lowest 16.3 4.4 3.7 20.7 6,008 21.1 17.8

Second 17.2 7.8 6.3 25.0 6,224 31.1 25.0

Middle 211 14.6 11.2 35.7 5,601 40.9 31.4

Fourth 21.6 252 18.0 46.8 5,599 53.9 38.3

Highest 18.6 33.0 22.3 51.6 5,657 64.0 43.2
Total 18.9 16.6 12.0 35.5 29,090 46.9 33.9

SEXUALLY ACTIVE UNMARRIED WOMEN#

Residence

Urban 45.7 39.1 28.2 84.8 909 46.1 33.3

Rural 52.3 34.0 27.0 86.3 626 39.4 31.3
Total 48.4 37.0 27.7 85.4 1,535 43.3 325

Note: Numbers in this table correspond to the revised definition of unmet need described in Bradley et al. 2012.

1 Modern methods include female sterilisation, male sterilisation, pill, IUD, injectables, implants, male condom, female condom,
emergency contraception, standard days method (SDM), lactational amenorrhoea method (LAM), and other modern methods.

2 Total demand is the sum of unmet need and met need.

3 Percentage of demand satisfied is met need divided by total demand.

4Women who have had sexual intercourse within 30 days preceding the survey

Unmet need for family planning is Figure 2 Trends in demand for family planning
highest inthe South Soutt{28%)
and lowest irthe North West
(14%). Women with no education

Percentage of currently married women age 15-49

and those with more than lf,g
secondary educatidmave the 80
lowest unmet need (). 70 Total

60 demand
Unmet needor family planning
declinedfrom 20% in 2008to 16%
in 2013before increasingp 19% in Met need,
2018 (Figure 2).During the last 5 radiional
years, lhe use of modern methods 0 Unmet need
hasincreased from 10% to 12%, 1990 2003 2008 2013 2018

NDHS NDHS NDHS NDHS NDHS

and thetotal demand for
contraception has increased from 31% to 36%mBnd satisfied with modern methddssincreased from
31% to 34% in the lagtyears.

3.8 EARLY CHILDHOOD MORTALITY

I nfant and child mortality rates are basic indicat
life (United Nations Development ProgratdNDP] 2007). Estimates of child mortality are based on

information collected in theirthh i st ory section of the Womands Quest:i
about aggregate childbearing experience (that is, the number of sons and daughters who livie with the

mother, the number who live elsewheardthe number who have died). TaBlpresents estimates for

three successiveyear periods prior to the 26NDHS. The rates are estimated directly from the

information in thebirth history on childen s  baiter surtivordhip status, and age at death for children

who died. This information is used to directly estimate the following five mortality rates:
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Neonatal mortality: the probability of dying within the first month of life

Postneonatal mortality: the dfference between infant and neonatal mortality

Infant mortality: the probability of dying before the first birthday

Child mortality: the probability of dying between the first and the fifth birthday
Under-5 mortality: the probability of dying betweerirth and the fifth birthday

All rates are expressed per 1,000 live biktlith theexcepton of child mortality, which is expressed per
1,000 children surviving to age 12 months.

As shown in Tabl@, during the 5 years immediately preceding the surveynthat mortality rate wag7

deaths per 1,000 live births. The child mortality rate védeaths per 1,000 children surviving to age 12
months, while the overall und&rmortality rate wagd32deaths per 1,000 live birthsifty-onepercent of

all deathsamong children under age 5 ingdriat ak e pl ace before &80 hil dbs
occurring during the first month of lif€hild mortality accounts for 52% of all undemdeaths.

Table 8 Early childhood mortality rates

Neonatal, postneonatal, infant, child, and under-5 mortality rates for 5-year periods preceding the survey, Nigeria

DHS 2018
Postneonatal
Neonatal mortality Infant mortality Child mortality Under-5
Years preceding the survey mortality (NN) (PNN)* (190) (491) mortality (5q0)
0-4 39 28 67 69 132
5-9 34 29 63 66 125
10-14 32 32 64 80 139

1 Computed as the difference between the infant and neonatal mortality rates

The 20B NDHS documentghat Figure 3 Trends in early childhood mortality rates
childhood mortalityrates have
stagnatedluring thelast5 years
(Figure 3).After declining from
201 deaths per 1,000 live births ————

during the 5 years immediately 193 20\
preceding the 2003 NDH(® 128

Deaths per 1,000 live births in the 5- year period before the survey

157 N _
deaths per 1,000 live birtfirs the 5 S8 132 Under-5 mortality
years prior to the 2013 NDH8e

. 100 _
overall undets mortality ratehas 87 75 P 67 Infant mortality
increased slightly to 132 deaths pel 18 38
1,000 live birthsn the most recent 42 40 37

-year periodThis is primaril
S-year periodThis is primarilydue o0 000 5008 2013 2018

to the contribution of the child NDHS NDHS NDHS NDHS NDHS
mortality (the probability of dying

between the first and the fifth birthdainfant mortalityhasdecreasedlightly, from 69 deaths per 1,000
live birthsin the 5 years prior to the 2013 NDK®67 deaths per 1,000 live birtfirs the most recent-5
year perdd. Nigeria hagnuch workto doto meet the SDG targef reducingtheunder5 mortalityrate.

3.9 MATERNAL CARE

Proper care during pregnancy and delivery is important for the health of both the mother and the baby. In
the 20B NDHS, women who had given birth in the 5 years preceding the survey were asked a number of
guestions about maternal care. Mothers were asked whether they had obtained antenatal care during the
pregnancy for their most recent live birth in the 5 yearsgalieg the survey and whether they had
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received tetanus toxoid injections while pregnant. For each live birth over the same period, mothers were
also asked what type of assistance they received at the time of delivery. Finally, women who had a live
birth inthe 2 years before the survey were asked if they received a postnatal checkup within 2 days of
delivery. Table9 summarses information on the coverage of these maternal health services.

3.9.1 Antenatal Care

Antenatal care (ANC) from a skilled providelimsportant to monitor pregnancy and reduce morbidity and
mortality risks for the mother and child during pregnancy, at delivery, and during the postnatal period (42
days after delivery). The 28INDHS results show th&7% of women who gave birth in theygars

preceding the survey received antenatal care from a skilled provider at least once for their |&gtybirth.
sevenpercent of women had four or more ANC visits.

Urban women were more likely than rural women to have received ANC from a skilledgr(8#26 and
56%, respectively) and to have had four or more ANC visd84and46%, respectively). Women in the
South East and Soutestare more likely to receive antenatal care from a skilled provider gl

four or moreANC visits than women iother zones. The proportion of women receiving ANC from a
skilled provider varies from high 0f89% inthe South Easto a low 0f54% in the North West Women in
theNorth Westarelesslikely to havefour or more ANC visits42%) thanwomen inthe South Eas(83%)
and SouthWest (84%)Women who have more education are more likely than those who have less
education to receive ANC from a skilled provider. For insta#8% of women with no education received
ANC from a skilled providerascompared \ith 97% of women withmore thara secondary educatiofthe
proportion of women who receive ANC from a skilled provider increases steadilinaig@asingvealth.

24



Table 9 Maternal care indicators

Among women age 15-49 who had a live birth in the 5 years preceding the survey, percentage who received antenatal care from a skilled provider
for the most recent live birth, percentage with four or more ANC visits for the most recent live birth, and percentage whose most recent live birth
was protected against neonatal tetanus; among all live births in the 5 years before the survey, percentage delivered by a skilled provider and
percentage delivered in a health facility; and among women age 15-49 who had a live birth in the 2 years preceding the survey, percentage who
received a postnatal check during the first 2 days after giving birth, according to background characteristics, Nigeria DHS 2018

Women who had a live

Women who had a live birth in the 5 years Live births in the 5 years preceding birth in the 2 years
preceding the survey the survey preceding the survey
Percentage
whose most Percentage
Percentage recent live with a
receiving birth was postnatal
antenatal protected Percentage Percentage check
care from a Percentage against delivered by delivered in during the
Background skilled with 4+ neonatal Number of  a skilled a health Number of first 2 days Number of
characteristic providerr  ANC visits  tetanus? women provider* facility births after birth® women
Mot her s ag
<20 57.4 46.7 48.7 2,673 31.6 28.6 4,679 324 1,662
20-34 69.3 58.9 64.1 15,154 45.8 41.5 24,392 43.4 9,210
35-49 64.9 56.0 61.1 4,084 42.9 38.9 5,122 425 2,063
Residence
Urban 83.6 73.7 77.4 8,712 66.2 61.1 13,170 61.4 4,979
Rural 56.1 45.7 51.3 13,199 29.1 25.8 21,023 29.6 7,956
Zone
North Central 66.2 54.2 57.9 3,031 53.8 49.2 4,619 44.5 1,787
North East 58.5 44.0 54.0 3,862 27.7 25.4 6,213 33.7 2,350
North West 53.9 42.2 45.7 7,644 19.0 15.6 12,558 21.0 4,649
South East 89.2 82.9 92.0 2,138 84.3 81.8 3,428 71.6 1,304
South South 77.1 69.5 75.7 2,019 60.4 50.2 2,968 52.6 1,160
South West 88.2 84.2 83.2 3,218 81.0 76.3 4,407 77.3 1,685
State
North Central
FCT-Abuja 87.7 71.6 70.8 148 71.7 63.2 225 60.9 87
Benue 74.1 56.3 68.5 637 71.1 67.1 949 51.4 370
Kogi 79.5 71.2 67.3 299 77.6 72.4 451 735 167
Kwara 72.8 66.0 65.6 360 58.0 55.1 533 58.3 211
Nasarawa 77.1 67.3 66.5 329 57.5 49.8 521 43.0 189
Niger 41.5 33.0 39.8 844 30.6 25.8 1,312 23.6 535
Plateau 724 55.1 53.6 415 46.3 43.9 628 42.9 228
North East
Adamawa 82.1 66.5 74.4 518 40.8 38.9 786 51.4 326
Bauchi 51.6 42.3 47.6 919 27.0 21.8 1,469 42.0 590
Borno 50.7 34.4 42.0 732 29.5 26.2 1,219 31.2 418
Gombe 46.4 44.4 61.4 444 211 27.7 728 33.0 277
Taraba 57.4 49.9 49.6 495 37.3 30.0 758 25.1 299
Yobe 66.3 35.8 58.1 755 16.3 16.2 1,253 18.3 441
North West
Jigawa 78.6 47.9 57.8 898 21.3 20.1 1,497 234 552
Kaduna 69.0 54.1 50.9 1,453 23.3 17.6 2,402 23.7 885
Kano 65.3 51.0 65.3 1,682 23.6 19.2 2,738 23.2 1,001
Katsina 53.1 38.4 425 1,440 19.1 16.5 2,428 16.5 876
Kebbi 14.7 27.4 235 716 9.4 7.4 1,228 17.6 451
Sokoto 24.3 30.7 285 608 12.9 7.8 978 315 362
Zamfara 35.2 25.9 21.9 848 12.4 10.8 1,287 13.4 521
South East
Abia 95.2 89.2 93.6 259 94.9 92.0 426 57.1 156
Anambara 93.3 82.5 93.4 664 91.3 90.4 1,045 82.1 430
Ebonyi 70.3 74.2 87.3 493 58.3 56.6 814 50.2 298
Enugu 94.7 88.1 89.0 317 89.9 79.5 486 80.5 183
Imo 97.4 86.2 96.9 405 94.2 94.5 657 82.1 237
South South
Akwa Ibom 745 65.1 69.5 360 39.2 34.7 522 61.3 216
Bayelsa 51.4 25.9 52.2 144 25.1 22.9 217 26.5 87
Cross River 79.5 65.7 71.3 231 56.2 52.6 318 42.9 117
Delta 73.2 71.7 76.3 408 63.4 54.9 595 59.6 239
Edo 89.2 71.9 82.1 270 89.7 80.1 411 72.2 150
Rivers 81.0 81.2 83.2 606 67.2 48.2 906 43.8 350
South West
Ekiti 90.6 86.4 88.2 226 79.0 71.8 329 81.6 128
Lagos 86.4 80.2 84.1 1,142 80.1 75.7 1,545 72.8 599
Ogun 85.0 90.9 83.2 423 77.0 73.4 586 7.7 220
Ondo 92.0 84.3 82.0 312 82.8 80.7 423 75.0 157
Osun 96.9 95.6 80.9 409 94.7 91.6 549 82.4 198
Oyo 85.4 79.5 82.3 706 76.8 70.1 976 81.2 383
Continued...
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Table 99 Continued

Women who had a live

Women who had a live birth in the 5 years Live births in the 5 years preceding birth in the 2 years
preceding the survey the survey preceding the survey
Percentage
whose most Percentage
Percentage recent live with a
receiving birth was postnatal
antenatal protected Percentage Percentage check
care from a Percentage against delivered by delivered in during the

Background skilled with 4+ neonatal Number of  a skilled a health Number of first 2days Number of
characteristic provider!  ANC visits  tetanus? women provider* facility births after birth® women
Mot her 6s ed

No education 45.2 345 40.4 9,738 16.0 13.8 15,858 19.4 5,786

Primary 74.6 62.9 67.6 3,293 45.8 40.5 5,103 443 1,877

Secondary 85.7 76.4 80.9 6,962 70.8 64.6 10,413 61.8 4,186

More than secondary 97.3 88.9 89.7 1,919 92.0 87.7 2,818 80.1 1,086
Wealth quintile

Lowest 40.5 30.7 38.2 4,716 13.4 11.6 7,572 18.1 2,775

Second 52.8 42.6 48.4 4,850 23.6 211 7,782 245 2,955

Middle 725 60.6 64.6 4,448 45.4 40.3 7,043 41.9 2,666

Fourth 84.3 73.2 77.3 4,103 65.9 59.2 6,254 61.4 2,416

Highest 93.1 85.4 87.3 3,794 84.3 79.5 5,541 74.5 2,123
Total 67.0 56.8 61.7 21,911 43.4 39.4 34,193 41.8 12,935

Note: If more than one source of assistance was mentioned, only the provider with the highest qualifications is considered in this tabulation.

1 Skilled provider includes doctor, nurse, midwife, and auxiliary nurse/midwife.

2 Includes mothers with two injections during the pregnancy of their most recent live birth, or two or more injections (the last within 3 years of the
most recent live birth), or three or more injections (the last within 5 years of the most recent live birth), or four or more injections (the last within 10
years of the most recent live birth), or five or more injections at any time prior to the last live birth

% Includes women who received a check from a doctor, midwife, nurse, community health extension worker, or traditional birth attendant

3.9.2 Tetanus Toxoid

Tetanus toxoid injections are given during pregnancy to prevent neonatal tetanus, a major cause of early
infant death in many developing countries, often due to failure to observe hygienic procedures during
delivery. Tabled shows tha62% of womenrwith a birth in the 5 years before the survey received

sufficient doses of tetanus toxoid to protect their last birth against neonatal tetanus. The percentage of
women whose last birth was protected from tetanus varies with level of education and weidémn With

no education and thosethe lowest wealth quintile are substantially less likely to have had their last birth
protected from tetanus. For instand&y of women with no education had their last birth protected from
tetanus ascompared witt®0% of women withmore thara secondargducation.

3.9.3 Delivery Care

Access to proper medical attention and hygienic conditions during delivery can reduce the risk of
complications and infections that may lead to death or serious iliness for the motbebabg/(Van
Lerberghe and De Brouwere 2001; WHO 2008)e arvey data show thain Nigeria 43% of the births

in the 5 years preceding the survey were delivered by a skilled provid@gzngere delivered in a health
facility (Table9).

Births in ubanareasare far more likely to benefit from skilled delivery care thaose inrural areas.
Sixty-six percent of births to urban mothers were assisted by a skilled providet%ndese delivered in
a health facility, as compared wiB®% and26%, resgctively, of births to rural womeikighty-four
percent of births ithe South Eastvere assisted by a skilled provider, compared with &8¢ of those in
theNorth West There is a sizeable disparity in maternity care by state; @8#eof births inOswun and
Abia were assisted by skilled providers, o8 of births inKebbi and 12% in Zamfanaere assisted by
skilled providers.

Mot hersd educational status correlates highly with
and whether the kil is delivered in a health facility. For examplé% of births to mothers with no
education were assisted by a skilled providerd were delivered in a health facility, as compared with
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92% and 88%respectivelypf births to mothers witmore thara secondangducation. A similar
relationship is observed with wealth.

There has beengradual Figure 4 Trends in maternal health care
mprqve_ment in maternal health Percentage of women age 15-49 who had a live birth in the 5 years
care indicators over tHast decade before the survey (for the most recent birth)

The percentagef women receiving
ANC from a skilled provider

Women received any

increased fron58% in 20@ to 67% 67  ANC from skilled
in 2018 (Figure 4).Therewere 57 58 5g 61 & provider
similar improvemergin the — ¢ ¢ A2

percentagef births delivered taa 37 35 39 8 o

health facility(from 35% t03%6) - ® T g9 s nhealh
andthe percentage of births 32 33 £8 rees
attended by skilled provide(gom

3% t043%).

1990 2003 2008 2013 2018

NDHS NDHS NDHS NDHS NDHS
3.9.4 Postnatal Care for the

Mother

A large proportion of maternal and neonatal deaths occur during the first 48 hours after delivery. Thus,
prompt postnatal care (PNC) for both the mother and the child is important to treat any complications
arising from the delivery, as well as to provide the mother with important information on how to care for
herself and her child. Safe motherhood progneswrecommend that all women receive a check of their
health within 2 days after delivery.

To assess the extent of postnatal caresatitin, respondents were asked, for their last birth in the 2 years
preceding the survey, whether they had received &opedter delivery and the timing of the first

checkup. As shown in Tab®& 42% of women reported having received a PNC checkup in the first 2 days
after birth.

The proportion of women receiving a postnatal checkup within 2 days of delivery is highearnthan
rural areas (8% and30%, respectively) and increases wiitikreasingeducation and wealth.

3.10 CHILD HEALTH AND NUTRITION

The 20B NDHS collected data on a number of key child health indicators, including vaccinations of
young children, nutritinal status as assessed by anthropometry, infant feeding practices, and treatment
practices when a child is ill.

3.10.1 Vaccination of Children

Universal immunisation of children against six common vaepnmeeentable diseases, namely

tuberculosis, diphtheria, whooping cough (pertussis), tetanus, polio, and measles, is crucial to reducing
infant and child mortality. The vaccine given in Nigeriaiagt diphtheria, whooping cough, and tetanus
(DPT) also protects against hepatitis B (HepB) ldadmophilus influenzagpe b (Hib) and is called the
DPT-HepB-Hib or pentavalent vaccine. Pentavalent was introduced in Nigeria in May 2012. A phased
rollout of the pneumococcal conjugate vaccine (PCV) that protects aditegitococcus pneumoniae
bacteria, which cause severe pneumonia, meningitis, and other illnesses, commenced on December 22,
2014 in Nigeria. On February 20, 2015, Nigeria introduced one db#activated poliomyelitis vaccine
(IPV) at 14 weeks of age into its national routine imrsatidon schedule. The IPV does not replace the oral
polio vaccine butisused withatv acci ne t o strengthen a chil doés
polio.
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Nigeriahas established a schedule for the administration of all basic childhood vaccines based on the

World Health Organizatioh guidelinesHistorically, an important measure of vaccination coverage has

been the proportion of children age-22 months Wo have received atbasi® vaccinations. A child is

considered to have received all basic vaccinations if he or she has redeaedte &almetteGuérin

(BCG) vaccination against tuberculosis; three doses of DPT vaccine to prevent diphtheria, pandssis

tetanus; at least three doses of polio vaccine; and one dose of measles vaccine. These vaccinations should
be received during the first year of life. BCG should be given shortly after birth or at first clinical contact.
Polio vaccine should be givert approximately age 6 weeks, 10 weeks, and 14 weeks. Pentavalent vaccine
should also be given at approximately age 6, 10, and 14 weeks. Measles vaccine should be given at or soon
after the child reaches age 9 months.

A second, more critical measure of geation coverage is the proportion of children ag&3 2nonths

and 2435 months who have received all egygpropriate vaccinations. A child age-22 months is

considered to have received all sag®ropriate vaccinations if the child has received althacinations

along witha birth dose ofiepatitis B angbolio vaccine, one dose of inactivated polio vaccine, and three
doses of pneumococcal vaccine (also given at age 6, 10, and 14 weeks). Similarly, a child who-35age 24
months has received all@gppropriate vaccinations if thehild hasreceived a second dose of measles

given at B months in addition to athf the ageappropriate vaccinations relevant for a child ag232

months.

In the 20B NDHS, information on vaccination coverage was obthingwo way® from health cards

and from mothersodé verbal reports. Al lonmdchhers were
vaccination dates are recorded for all children born sianeary 2015f the card was available, the

interviewer then rearded from the card the dates of each vaccination received. In cases in which the card
indicated the child had not received all basic vaccinations, the mother was asked whether the child had
received other vaccinations that were not recorded on the oaardf ao, they too were recorded. If there

was no card, or if the mother was unable to sho
information was based on the motherés recall . T
receivedthe BCG, hepatitis B (birth dosepolio, pentavalenfpneumococcal, inactivated polio vacgine

and measles vaccines. If she indicated that the child had received the polio, pentaealembcoccabr

measles vaccine, she was asked about the number of doses that the child received. The results presented
here are based on the vaccination card and, for those children without a card, information provided by the
mother. Cards were seen #0% of childen age 1223 monthsand2%% of children age 285 months

(data not shown).

Table10pertains to children age 28 monthsand 2435 monthsthe age by which children should have
received all basic vaccinations. Overall% of children haveeceived all basic vaccinations, a2it¥o

have received all ag@ppropriate vaccinationSixty-sevenpercent of children have received B&5%

have received the first dose of pentavalent, &3d have received polio Eifty percent and 7% of

children hae received the third doses of the pentavalent and polio vaccines, respectively. Coverage of
vaccination against measlesc#. Nineteenpercent of children in Ideriahave not received any
vaccinations.
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Basic vaccination coverage differs slightly by residendt urban children more likely to receive all
basic vaccinations than rural childret% versus 23%A similar pattern is seen for all ag@propriate
vaccinations (33% and 13%, respective@¥hildren inthe North Westare less likely to receive all basic
vaccinationghanchildren inthe South East (20% versus 57%#ss than 10% of children in Zamfara
(7%), Kebbi (6%), and Sokoto (5%) received all basic vaccinatitacination coverage improves with
increasingpnot her 6s education and wealth.

Figure 5 indicates thdhe Figure 5 Nutritional Status of Children by Age
percentagef children age 123

whoreceivedall basicvaccinatios ¢,  pareent

has improved over the past 5 years o Stunted

from 25% to 31%an improvement

of 24%). Similarly,the percentage #°

of children receiving no basic 30

vaccinationshasdroppedrom 21% | oo

10 Wasted
0

3.10.2 Childhood Acute
. . 0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58
Respiratory Infection, Fever,
. Age (months)
a.nd Dlarrhoea Note: Stunting reflects chronic malnutrition; wasting reflects acute malnutrition;

underweight reflects chronic or acute malnutrition or a combination of both.
Plotted values are smoothed by a five-month moving average.

Acute respiratory infection (ARI),

fever, and dehydration from diao#a are important contributing causes of childhood morbidity and

mortality in developing countries (WHO 2003). Prompt medical attention whhitdehas the symptoms

of these ilinesses is, therefore, crucial in reducing child deaths. In tB&NBXHS, for each child under

age 5, mothers were asked if the child had experienced a cough accompanied by short, rapid breathing or
difficulty in breathing as a result of a chestlated problem (symptoms of ARI); a fever; or an episode of
diarrhoea in the 2 weeks preceding the survey. Respondents were also asked if treatment was sought when
the child was ill. Overall3% of children under age 5 showed ptoms of ARI, 2% had a fever, and

13% experienced diardea in the 2 weeks preceding the survey (data not shown). It should be noted that
the morbidity data collected are subjective becaus
without valdation by medical personnel.

Tablell shows that treatment from a health facility or provider was sougfig¥érof children with ARI
symptoms and 2% of those with a fever. Treatment was sought from a health facility or health provider
for 64% of childrerwith diarrtoea.Forty percent of children with diardea received a rehydration

solution from an oral rehydration salt (ORS) pacB&¥ of children with diarrbea were given zinc
supplements, an23% received both ORS and zinc supplements.
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Table 11 Treatment for acute respiratory infection, fever, and diarrhoea

Among children under age 5 who had symptoms of acute respiratory infection (ARI) or had a fever in the 2 weeks preceding the survey, percentage for whom advice or
treatment was sought, and among children under age 5 who had diarrhoea during the 2 weeks preceding the survey, percentage for whom advice or treatment was
sought, percentage given a fluid made from oral rehydration salt (ORS) packets, percentage given zinc, and percentage given ORS and zinc, according to background
characteristics, Nigeria DHS 2018

Children with symptoms

of ARI* Children with fever Children with diarrhoea
Percentage for Percentage for Percentage for
whom advice whom advice whom advice Percentage Percentage
Background or treatment Number of or treatment Number of or treatment  given fluid from  Percentage given ORS and  Number of
characteristic was sought? children was sought? children was sought? ORS packet given zinc zinc children
Age in months
<6 72.6 87 69.5 497 53.3 31.4 20.3 154 315
6-11 82.3 116 69.2 914 65.3 37.8 32.0 221 632
12-23 72.7 210 72.8 1,826 66.4 45.6 33.7 254 1,242
24-35 775 141 72.9 1,541 66.0 40.6 32.1 23.9 807
36-47 62.6 122 71.5 1,418 62.5 37.1 29.4 20.8 537
48-59 725 139 70.4 1,270 61.6 36.2 30.6 21.8 416
Sex
Male 73.2 417 72.3 3,702 64.3 40.0 30.3 21.0 1,995
Female 73.4 397 70.6 3,764 63.8 40.1 32.0 24.6 1,955
Residence
Urban 81.0 239 78.4 2,269 68.6 50.0 37.8 29.8 1,171
Rural 70.1 575 68.5 5,197 62.1 35.8 28.3 19.8 2,779
Zone
North Central 60.0 55 58.1 754 55.5 38.3 22.9 17.8 486
North East 71.3 461 69.1 1,959 63.7 36.8 22.0 175 1,378
North West 83.9 146 74.3 3,039 68.1 41.2 41.9 28.8 1,504
South East 54.4 52 70.1 643 60.1 43.7 27.5 22.9 196
South South 90.6 66 81.6 710 69.2 43.3 32.7 21.9 170
South West (72.4) 34 71.5 360 56.7 50.8 35.1 26.4 216
State
North Central
FCT-Abuja * 5 80.1 49 87.5 41.4 30.0 20.0 17
Benue * 3 93.7 111 92.4 38.8 33.6 18.4 101
Kogi * 1 50.6 46 (32.9) (32.5) (7.9) (2.9 26
Kwara * 2 54.0 57 (60.7) (35.3) (6.6) (6.6) 41
Nasarawa * 11 48.5 48 (83.0) (80.2) (75.1) (71.7) 27
Niger * 19 48.9 338 32.4 42.0 20.3 19.1 197
Plateau * 16 49.8 105 54.3 15.6 9.3 4.9 75
North East
Adamawa 40.7 97 48.1 199 47.5 39.3 24.9 17.4 76
Bauchi 83.5 143 69.6 652 65.0 35.8 20.6 17.0 449
Borno (95.6) 38 79.0 182 78.1 77.3 44.2 42.6 101
Gombe 83.5 39 75.1 232 70.2 24.9 21.4 111 220
Taraba 442 48 52.6 196 35.5 9.3 3.0 1.7 158
Yobe 83.0 97 76.7 497 69.5 45.0 25.3 21.9 373
North West
Jigawa (88.1) 40 79.3 432 69.7 63.9 60.1 49.2 243
Kaduna * 16 62.3 527 45.7 4.7 20.3 21 241
Kano (95.9) 38 84.0 638 79.0 52.8 45.6 37.2 428
Katsina * 19 79.4 612 68.5 39.8 44.5 28.6 294
Kebbi * 11 734 391 62.0 39.4 38.4 22.3 97
Sokoto * 13 73.5 278 75.4 36.8 36.9 20.5 158
Zamfara * 10 44.8 160 (61.9) (32.3) (30.4) (24.1) 45
South East
Abia * 1 85.0 30 * * * * 12
Anambara * 6 95.5 137 (91.8) (68.9) (58.0) (51.1) 31
Ebonyi (49.5) 30 64.1 246 53.5 40.6 25.3 20.1 80
Enugu * 3 82.5 64 * * * * 18
Imo * 12 50.7 167 44.5 40.2 18.6 17.8 54
South South
Akwa lbom * 14 69.5 180 (57.4) (30.8) (17.4) (15.3) 39
Bayelsa * 4 71.8 21 * * * * 3
Cross River * 3 83.5 50 * * * * 13
Delta * 4 * 30 * * * * 22
Edo * 0 79.3 72 * * * * 17
Rivers (95.4) 41 89.2 356 715 41.7 30.6 20.5 77
South West
Ekiti * 2 62.7 53 (35.7) (32.7) (54.1) (20.8) 28
Lagos * 12 731 97 (65.2) (65.2) (37.0) (34.1) 57
Ogun * 2 * 28 * * * * 5
Ondo * 1 62.3 50 (42.3) (34.3) (7.3) (7.3) 27
Osun * 2 65.8 72 (35.9) (47.2) (21.7) (21.7) 46
Oyo * 15 (80.8) 60 (80.0) (53.3) (47.2) (32.1) 53
Continued...
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Table 116 Continued

Children with symptoms

of ARI* Children with fever Children with diarrhoea
Percentage for Percentage for Percentage for
whom advice whom advice whom advice Percentage Percentage
Background or treatment Number of or treatment Number of or treatment  given fluid from  Percentage given ORS and  Number of
characteristic was sought? children was sought? children was sought? ORS packet given zinc zinc children
Mot her 6s
education
No education 70.2 436 66.8 3,982 61.1 37.0 28.7 21.3 2,256
Primary 68.9 152 74.3 1,137 68.2 43.0 28.9 21.7 601
Secondary 80.9 199 77.0 1,982 67.7 42.4 35.8 24.3 925
More than
secondary (93.6) 27 83.9 364 68.3 57.8 45.6 37.3 168
Wealth quintile
Lowest 68.7 277 64.6 2,153 58.7 33.4 25.9 19.1 1,234
Second 69.3 208 69.2 1,930 62.9 36.0 25.2 18.3 1,051
Middle 73.7 145 72.4 1,510 66.3 40.9 36.1 24.8 776
Fourth 78.8 112 78.4 1,128 65.6 47.6 38.7 28.0 564
Highest 93.8 72 84.9 745 80.0 63.1 45.2 375 325
Total 73.3 814 715 7,466 64.1 40.0 31.1 22.8 3,950

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

1 Symptoms of ARI include short, rapid breathing that is chest-related and/or difficult breathing that is chest-related.

2 Excludes advice or treatment from a traditional practitioner

3.10.3 Nutritional Status of Children

Anthropometric measurements (height and weight) for young childrencaieted in the 2B NDHS to

provide outcome measures of nutritional status. Each team of interviewers carried a scale and measuring
board.Weight neasurements wetakenusing lightweight SECA scales with digiisplays (model no.

SECA 878U), whichweed e si gned and manufactured under the aut
Fund (UNICEF) Height/length measurements were taken using a standard measuring board (Shorr

Board®). Recumbent length (lying down) was measured for children younger th24 agaths;

standing height was measured for older children.

As recommended by WHO, Figure 6 Trends in childhood vaccinations
evaluation of nutritional status in Percentage of children age 12-23 months who received all basic
this report is based on a comparison vaccines at any time before the survey

of three indices for the children in
thesurvey with indices reported for
a reference population of well
nourished children (WHO
Multicentre Growth Reference
Study Group 2006). The three

36
indices (heighfor-age, weightor- — 29 - 54

height, and weighfor-age) are o \""\.%7 o
expressed as standard deviation - 23 21 19 vaccinations
units from the median for the 13

reference group. Children who fall 1990 2003 2008 2013 2018

below minus two standard NDHS NDHS NDHS NDHS NDHS

deviations {2 SD) from the median

of the reference population are regarded as moderately malnourished, while those who fall below minus
three standard deviation$(SD) from the reference population median are considered severely
malnourishedEach of these indices provides information algyatvth and body composition that is

useful in assessing nutritional stat8tunting or low heighifor-age, is a sign of chronic undernutrition

that reflects failure to receive adequate nutrition over a long period. The most direct causes are (1) not
eathg enough or eating foods that lack groywtbmoting nutrients and (2) recurrent infections or chronic
diseases that cause poor nutrient intake, absorption, or utilisM#mting or low weightfor-height, is a
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measure of acute undernutrition. It represe failure to receive adequate nutrition in the period

immediately before the survey. Wasting may result from inadequate food intake or from a recent episode
of illness causing weight los@verweight and obesitpr high weighfor-height, results froman

imbalance between energy consumed (too much) and energy expended (too little). Overweight and obesity
are now problems in mammpuntries Weightfor-ageis a composite index of heigfdr-age and weight

for-height. It includes both acute (wasting) amdonic (stunting) undernutrition and is an indicator of

overall undernutrition.

The means of thé-scores for heighfor-age, weighfor-height, and weightor-age are also calculated as

summary statistics representing the nutritional status of childrampopulation. These mean scores

describe the nutritional status of the entire population of children without the use affapmint. A

meanZ-score of less than 0 (that is, a negative mean value for stunting, wasting, or underweighty suggest
adownwar d shift in the entire sample populationbs nu
The farther away meafrscores from 0, the higher the prevalence of undernutrition.

Height and weight measurements were obtainetiZ&06 (unweighted) clidren under age 5 who were
eligible to be measured in t2@18NDHS sultsample households at the time of the sur¥ég analysi®f
anthropometric indices (heighdar-age, weightor-height, and weighfor-age) included valid dates of

birth and measured both height and weight. Valid height data were available for 86% of children, and
valid weight data were available for 87% of children.

Tablel2 and Figure &hows nutritional status for children under age 5 according to the three
anthropometric indices. Thirsevenpercent of children in eriaare stunted (below2 SD), andL9% are
severely stunted (belov@ SD). Stuntingyenerallyincreases with age, peaking &4 among children age
24-35 months. A higher proportion of childrén rural areas @%) than urban area810) are stunted.
Similarly, children inthe North West(60%) are more likely to be stunted than other child&nting is
relatively high among children in Kebbi (68%), Jigaw@%#, and Yobe (65%)Children of women with

no education are more likely to be stunted than those whose mothers have been to school. Stunting is
inversely relatedo wealth quintile;58% of children in the lowest wealth quintile are stunted, as compared
with 16% of children in the highesjuintile.
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Overall, 7% of childrenin Nigeriaare wasted and 2%reseverely wastedight percent of children in
rural areas are wasteals compared with% in urbanareas. Wasting is highest in Sokota%®, followed
by Borno (17%). Overall, 2% of children under age 5 are overweight.

The results show thaB% of all children undeage5 are underweight aré% are severely underweight.
The proportion of children whaea underweight is greater in rural are29%) than urban aread@b).
Children of women with no education doair timesas likely to be underweight as children whose mothers
havemore thara secondary educatiobinderweight is inversely related to wealti% of children in the
lowest wealth quintile are underweight, as compared V@it &f children in the highest quintile.

3.10.4 Infant and Young Child Feeding Practices

Breastfeeding is sufficient and beneficial for infant nutrition in the first 6 maftlife. Breastfeeding
the uterus
Giving any other foods and water (in addition to breast milk) before the child is age 6 months is
discouraged because it maibit breastfeeding and expose the infant to iliness. Infants oldeagje®n
months need other food and drink while they continue to breastfeed until age 2 dorelasmilk
remainsan important source of energy, protein, and other nutrients sugtamin A and iron. The food
givenshould include a variety of options such as peeled, cooked, and mashed veggtibieBuit;
some oij and also meat, eggs, chicken, and dairy products to provide adequate nourishment (Pan
American Health Organizan 2002).
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Table 13 Breastfeeding status by age

Percent distribution of youngest children under age 2 who are living with their mother by breastfeeding status and percentage currently breastfeeding, and
percentage of all children under age 2 using a bottle with a nipple, according to age in months, Nigeria DHS 2018

Breastfeeding status

Breast- Number of
Breast- Breast- feeding and youngest
feeding and feedingand  Breast- consuming Percentage  children  Percentage
Exclusively consuming consuming feedingand comple- currently underage 2 using a Number of
Age in Not breast- breast- plain water  non-milk  consuming  mentary breast- living with  bottle with a all children
months feeding feeding only liquids? other milk foods Total feeding  their mother nipple under age 2
0-1 15 38.9 443 35 3.0 8.9 100.0 98.5 1,122 11.6 1,141
2-3 35 29.1 41.1 4.7 3.3 18.3 100.0 96.5 993 14.7 1,006
4-5 1.4 17.9 32.6 5.1 4.9 38.1 100.0 98.6 1,104 18.6 1,123
6-8 3.0 4.8 13.8 4.8 1.7 72.0 100.0 97.0 1,650 16.9 1,672
9-11 4.4 0.9 4.8 2.2 1.1 86.4 100.0 95.6 1,457 17.8 1,482
12-17 23.3 0.2 2.6 0.8 0.3 72.7 100.0 76.7 3,435 10.4 3,526
18-23 61.9 0.2 12 0.5 0.1 36.2 100.0 38.1 2,426 5.6 2,617
0-3 2.4 34.3 42.8 4.0 3.1 13.3 100.0 97.6 2,115 13.1 2,147
0-5 2.1 28.7 39.3 4.4 3.8 21.8 100.0 97.9 3,219 15.0 3,270
6-9 3.1 4.1 12.1 4.2 15 75.0 100.0 96.9 2,167 17.3 2,197
12-15 17.1 0.1 2.9 0.8 0.4 78.8 100.0 82.9 2,317 10.7 2,379
12-23 39.3 0.2 2.0 0.7 0.2 57.6 100.0 60.7 5,860 8.3 6,143
20-23 72.2 0.1 0.6 0.2 0.1 26.9 100.0 27.8 1,411 4.5 1,568

Note: Breastfeeding status refers to a f4-houroperiod (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 breastfeeding, breastfeeding and consuming plain water, non-milk
liquids, other milk, and complementary foods (solids and semisolids) 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 other milk 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.

1 Non-milk liquids include juice, juice drinks, clear broth, or other liquids.

The 20B NDHS collected data on infant and young child feeding (I'YCF) practices for all children born in
the 2 years preceding the survey. Tdl8s h o ws
recommendation that children under age 6 months be exclusively breastfeZlérdy infantsin thisage
groupwere found to be exclusively breastféthwever, this is an improvement fraire 17%figure
reported in 2013n addition to breast milk39% of these younghildrenconsume plain wate4%
consume nomilk liquids, 4% consume other milk, argP% consume complementary foodteen
percent of infants under age 6 months are fed udhugtie with a nipple, a practice that is discouraged
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because of the risk of illness to the ch#e&ventytwo percent of children age® months receive timely
complementary foods

The minimum acceptable diet indicator is used to assess the propoclulden age €3 months who
meet minimum standards with respect to IYCF practices. Specifically, childrern2g&yménths who have
a minimum acceptable diet meet all three IYCF criteria below:

A Breastfeeding, or not breastfeeding and receiving two or feedings of commercial infant formula;
fresh, tinned, or powdered animal milk; or yogurt.

A Fed with foods fromifie or more of the following groups: (a) breast milk; (b) grains, roots, and tubers,
including porridge and fortified baby food from grains;lé@umes and nuts; (d) dairy products (milk,
yogurt, cheese); (e) eggs; (f) meat, poultry, fish, and shellfish (and organ meafisdni@) A-rich
fruits and vegetables (and red palm a@hg(h) other fruits and vegetables.

A Fed the minimum recommendedmber of times per day, according to their age and breastfeeding
status:

o For breastfed children, minimum meal frequency is receiving,s#idisolid or soft foodat
least twice a dagfor infants age @ month$ or at least three times a déyr children age 9
23 month}.

o For nonbreastfed children age28 months, minimum meal frequency is receiving solid
semisolid or softfood or milk feeds at least four times a dAyleast one of the feeds must be
a solid, semisoligor soft food.

Figure7 shows the percentage of children being fed Figure 7 Minimum Acceptable Diet

the minimum acceptable diet, by age. Among according to Age, in Months
childrenage6-23 months, onlyL1% are fed in
accordance with the criteria for a minimum Percent

acceptable diet.
3.11 ANAEMIA PREVALENCE IN CHILDREN

Anaemia is a condition that is marked by low levels

of haemoglobin in the blood. Iron is a key 8 - - -
component of &emoglobin, and iron deficiency is l I I I
estimated to be responsible for half of alkemia

globally. Other causesf areemia include 68
hookworm and other helminths, other nutritional
deficiencies, chronic infections, and genetic
conditions. Agemia is a serious concern for
children because it can impair cognitive development, stunt growth, and increase morbiditydobiouis
diseases.

11

9-11 12-17 18-23 Total 6-23
months  months months months months

The 20B NDHS included direct measurement @émoglobin levels using the HemoCue system. This

system consists of a battesperated photometer and a disposable microcuvette coated with a dried

reagent that serves as the blood colledtievice. For the test, a drop of capillary blood taken from a

childés fingertip or heel is drawn ianalysedusingthe mi cr oc
photometer, which displays thedmoglobin concentration.ddmoglobin levels were saessfully

measured for B of the children eligible for testing (data not shown). Results were given verbally and in

writing. Parents of children with amoglobin level belov@ g/dl were instructed to take the child to a

health facility for followup care. All households in whidtiomarker dataverecollectedwere given a

brochurewith results ané@nexplarationof the causes and preventiohareemiaand malaria
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