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ABOUT THIS REPORT

This report summarises the findings of the Solomon Islaredadgraphic and Health Survé@15(DHS

2015) implemented by the Solomon Islands National Statistics Office (SINSOlabarationwith the
Solomon Islands Ministry of Health and Medical Servig@s1oHMS). The Solomon Islands Government
(SIG) through theSINSO undertook project planning, recruitment of enumerators and executed the field
enumeration including undertaking d&tatry operations, in coordination with the SIMOHMS. The SINSO
and SIMoHMS in collaboration with other SIG ministries, the Pacifim@anity (SPC) and the Solomon
Islands Resource Facility (SIRF) undertook the analysis of the various chapters of the report.

The Pacific Community (SPC) was the technical assistance partnefbl$h&015project. SPC provided
technical support in the a® of survey planning and budgeting, sample and questionnaire design, pretesting
and training, data processing and overall coordination and collating of the final analysis of the report.

The DHS 2015 project was funded jointly by the Australian Departimieforeign Affairs and Trade
(DFAT)-Ai d Pr ogr am, SI' G and t he Uni tBFAT provided ppogram Chi | ¢
management support to the SINSIDddirect statisticaltechnical assistana@nd data processing support

through the Solomon Island®esource Facility (SIRF). UNICEF provided specific medical supplies for the
project.

Additional information about the survey can be obtained from:

Solomon Islands National Statistics Office, Ministry of Finance and Treasury (PO Box G6, Honiara, Solomon
Islands; Tel: 6721427, Fax: 6723775, Email: STATSManagement@sig.gov.sb; Web:
http://www.statistics.gov.9b and by contacting the Statistics @evelopment vision, Secretariat of the
Pacific Community, BPD5, 98848, Noumea Cedex, New Caledonia.@8éR62000; Fax: 68263818;

Email: spc@spc.int; Web: www.spc.int/sdd)

Recommended citation:

Solomon Islands National Statistics Offi@lomon Islands Ministry of Health and Medical Servaras$the
Pacific Community. 2017Solomorislands Demographiand Health Survey, 2015.

DISCLAIMER

This report was produced through a partnership between the SINSO, SIMoOHMS, and SPC. While reasonable
efforts have been made to ensure the accuracy and reliability of the material in this report, SINSO, SIMOHMS
and SPCGannot guarantee that the information contained in the report is free from errors or omissions, and
do not accept any liability, contractual or otherwise, for the contents of this report or for any consequences.

The opinions expressed in this report &ese of the authors and do not necessarily reflect the views of our
donor and development partners.
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MI NI STER6S FOREWORD

On behdl of the Solomon Islands Government and as Minister responsible for Official Statistics and the
Solomon Islands National Statistics Office, | welcome the findings of this refoldmon Islands
Demographic and Health Survey 2015 Final Reptirgt provide new information and an insightful
analysis about the changing demographic and health related development challenges facing our country.
This report is another significant statistical and development milestone for the nation.

The Solomon Islands Demogtdp and Health Survey 2015 (SIDHS 2015) is a nationwide survey of men
and women of reproductive age that was designed to provittedgie data on fertility and child mortality,
family planning, maternal health, breastfeeding practices, nutrition, anaathihe presence of iodine in
cooking salt. Information about the knowledge and attitudes of HIV/AIDS and other sexually transmitted
infections (STI), disability, genddrased violence and other commudiyel data such as accessibility and
availability of health, and family planning services were also collected in the SIDHS 2015.

The SIDHS 2015 is the second DHS to be conducted in the Solomon Islands. The first was conducted in
2006/2007. Recently in November 2016, the Solomon Islands Cabinet enithers@glementation of the
countryoés first ever Nati onal Stlé toi2835.iThesNSD&*E v el o
recognises the importance of conducting DHSs within a 5 to 10 years interval, and on a regular basis. This
means that any other goveremt endorsed DHS including other surveys and censuses will now be
undertaken as an integral part of the NSDS going forward.

The NSDS provides the guiding strategy that brings together all key stakeholders in the production,
dissemination and use of ssiits for policy, development planning, and decision making. More
specifically, this report underpins the goals of the NSDS in the provision of timely, relevant and vital
statistics thaare critical for the effective monitoring and implementation of tt,exge r nment 6 s na'
development strategy (NDS), the national heath strategic plan, the fiscal (budgetary) policy and the medium
term development plan (MTDP).

| congratulate the SINSO of the Ministry of Finance and Treasury (MOFT), and the Ministrylthf &teh

Medical Services (SIMoHMS) for collaborating in implementing this project on behalf of the government.

| also congratulate the Pacific Community (SPC) for partnering with the government and supporting the
implementation of this project. This graiite is also extended to our key development partner, the
Australian Department of Foreign Affairs (DFARJd Program for orgoing funding and programme

support, including technical support provided through the Solomon Islands Resource Facility. The same
wor ds of commendation go to the United Nations C
medical supplies for the project.

Lastly, | commend the people of the Solomon Islands particularly those households who have participated
in making the SIDHS @15 project a success.

’/.*>\\
[ == - A |
e _

Honourable Snyder Rini, MP
Minister for Finance and Treasury

XVii



ACKNOWLEDGEMENTS

The Solomon Islands National Statistics Office (SINSO) acknowledges the earnest efforts put forth by
different individuals and organisations towdarthe successful completion of the SIDHS 2015 and the
release of this final report.

The SIDHS 2015 was implemented by the SINSO in collaboration with the Solomon Islands Ministry of
Health and Medical Services (SIMOHMS) with technical assistance prbwigieéhe Pacific Community
(SPC). The Australian Department of Foreign Affairs and Trade (DFAR)d Program provided
counterpart funding and programme support including technical support provided through the Solomon
Islands Resource Facility (SF). UNICEF provided specialist medical support for the project.

The success of the SIDHS 2015 reinforces SINSOO
Solomon Islands National Statistics Development Strategy (NSDS) 2616 2035 through the provision

of up-to-date statistical information and in progressing efforts towards the revitalising of national statistics
system so as to respond effectively to the growing demand for data and information for policy, planning
and decision making.

SINSO extends stdeep appreciation to SPC through the Statistics for Development Division (SDD) for its
excellent technical support provided by senior technical staff namely: Arthur Jorari, Kaobari Matikarai,
Bertrand Buffiere and Toga Raikoti. SPC provided technicastasee in various phases of this survey,
including sampling, finalisation of survey questionnaires, training of field staff, assistance with data
processing, reviewing of draft tables, and compiling this report. SINSOckrowledgeS PC6s countr
office throughMia Rimon andvarious specialistfor peer reviewingertainchapters of this report. The

layout and formatting gbublication by SP& Bublication Section is also acknowledged.

The SINSO also recognises the program management support plowdedDFAT6s Ai d Progr
the Health and Education Program by staff: Moses Tongare, Jane-8igtieti and Kirsten Hawke.

SINSO also appreciates the technical support provided through the Solomon Islands Resource Facility
(SIRF) directly to the SING through Dr. Willie Lahari, Statistics Adviser, and Rubén Hume, CSPRO Data
Processing Consultant. The support from UNICEF through the Country Representative, Dr. Yun Jong
Kang, is also highly appreciated.

Specials thanks goes to staff of the SIMoOHMS, SINand other ministries who participated as contributors

to the various chapters, reviewers, resource persons and those engaged as enumerators, supervisors and
nurses. Your names are acknowledged in the lists of: contributors to the report, reviewesoanzer

persons, including persons listed in Appendix D. The Permanent Secretary, Dr. T.ndealgoad
Undersecretary (Policy), Dr. C. Becha of the SIMOHMS are commended for their leadership and support

for the SIDHS 2015.

Special recognition must go tet SIDHS 2015 Project Director, late Ms. Irene Kalauma, whose excellent
leadership led to the successful completion of the field enumeration and the final collations of the various
chapters of this report. Special gratitude also goes to the Deputy Difglitbael Dimola and SINSO
provincial coordinators nasly: Raphael Aipaina, Joseph da& Anterlyn Tuzakana, Anna Pitaboe,
Josephat Tako, Loyce Pabulu, Moffat Sanau, Alfeedo, Florence Walekwaté&leni Tasiaand Clea
Sadohu. SI NSO adnenoSedrelay, vk Barry Kuma, Pndarsecretary JEbMr. McKini
Dentana of MOFT, and our Minister, Honourable Snyder Rini, for top level support.

Finally, we extend our heartiest appreciation to the survey respondents throughout the country, whose
paricipation was vital to the successful completion of this important survey.

Douglas Kimi
Government Statistician

XVili



Contributors to the report:

Mrs Jennifer Anga, SIMOHMS

Dr Hugo BugoroSIMoHMS

Mrs Baakai KamorikiSIMoHMS

Mrs Nancy PegdSIMoHMS

Mrs Katheen GapirongcSIMoHMS

Mrs Bettie ManehanitaBIMoHMS

Mrs Jenny GaioféSIMoHMS

Mrs Anna JatobatBIMoHMS

Mrs Josephine Maelaug|MoHMS

Ms Salome Diatalau NamohursiMoHMS
Mrs Hellen TomasiSIMoHMS

Mr Silas ToriahiaSIMoHMS

Mrs Alice Buko,SIMOHMS

Ms Elsie TaloafiriSIMoHMS

Mr Hugo Hebala, Solomon islands Ministry of Wom#&uth, Children and Family AffaifSIMWY CFA)
Mr Simon DolaianoSIMWYCFA

Dr Willie Lahari, SIRF

Mr Josephat Tak@&INSO

Ms Anterlyn TuzakangSINSO

Ms Irene KalaumaSINSO

Ms Anna PitaboeSINSO

Ms Loyce PabuluSINSO

Ms Eleni TaisiaSINSO

Ms Kaobari Matikarai, SDIBPC

Mr Arthur Jorari, ®D SPC

Mr Viliami Fifita, Bristol University, United Kingdom

REVIEWERS

Dr Divinal Ogaoga, SIMOHMS

Dr Ibrahim Dadari, UNICEF EPI SIMOHMS
Dr SungHye Kim, WHO EPI Consultant
Dr Lyndes WiniSIMOHMS

Dr Hugo Bugord&SIMoHMS

Mrs Baakai KamorikiSIMoHMS

Ms Seini Kurusiga UNICEF

Dr Jillian Wate Fiji National University
Ms Emma NugenBINSO

Dr Willie Lahari SIRF

Mrs Anterlyn Tuzakang&5INSO

Ms Irene KalamaSINSO

Mr Arthur Jorari, ®D SPC

Ms Kaobari Matikarai, SDISPC

XiX



RESOURCE PEOPLE

Dr Lyndes Wini,SIMOHMS

Dr Hugo BugoroSIMoHMS

Mr John LeaburiSIMoHMS

Mrs Josephine Maelaug|MoHMS

Ms Jenny GaiofeéSIMOHMS

Mrs Kathleen Gapirong&IMoHMS
Mrs Jennifer Aga,SIMOHMS

Ms Nancy PegdSIMoHMS

Ms Jessie LaruSIMoHMS

Mr Silas ToriahiaSIMoOHMS

Mrs Hellena TomasiSIMoHMS

Mr Raphael AipainaSINSO

Mrs Irene KalaumaSINSO

Mrs Anterlyn Tuzakang&5INSO

Mrs Loyce PabuluSINSO

Ms Anna PitaboeSINSO

Mrs LawrencidJniania Terry SINSO
Mrs Eleni TaisiaSINSO

Ms Gloria Kila,SINSO

Mr Josephat Tak&GINSO

Mr Joseph Naesag§INSO

Mr Moffat SanauSINSO

Ms Seini Kurusiga, UNICEF

Mr Augustine Botwe, UNICEF

Mr Jimmy TamkelaVanuatu National Statistics Office
Mr Viliami Fifita, Bristol University, United Kingdom
Mr Arthur Jorari, SDDSPC

Ms Kaobari Matikarai, SDIZPC

Mr Toga Raikoti, ®D SPC

Mr Rubén Hume, CSPRO Consultant

PUBLICATION, LAYOUT andEDITING

Ms Gaelle Le Gall, BD SPC

Mr JeanPierre Le Bars, SPC Publicat®Bection
Ms Angela Templeton, SPC Publications Section
Ms Kim Rochers, Freelance Editor

XX



SUMMARY FINDINGS

The Solomon Islands Demographic and Health
Survey 2015 (SIDHS2015 is a nationally
representative survey of 6,266 women ageid 15
49 and 3,591 men agd 15 54. TheSIDHS 2015
was the second such survey for the country. The
first one was conducted in 20@D07. The
primary purpose of the SIDHS is to furnish
policy-makers and planners with detailed
information on fertility, family planning, infant
and chid mortality, maternal and child health and
nutrition, and knowledge of HIV and AIDS and
other sexually transmitted infections. TBE®OHS

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

Childbearing starts early and is nearly universal.
Women in Solomon Islands have an average of 2
children by the time they are in their late 20s and
more than four children by the time they are 50.

The initiation of childbearing in Solomonasds

2015is a follow up of theSIDHS 20062007and has not changed much over time. The median age
is designed to provide updated data to monitor the  at first birth in Solomon Islands is 22.6 for women
population and heddt situation in Solomon aged 2529, the youngest cohort for whom a
Islands. median age can be estimated. In addition, women

Chapter 2 provides a descriptive summary of
some demographic and socioeconomic
characteristics of
2015. For the purposes of tI®#DHS 2015 a

Sol oer%c%“on tend to

in the highest wealth quintile, urban women, and
women with more than a secondary level

ge than other wO

household was defined as a person or a group of Marriage patterns are an important determinant of

pemle, related or unrelated, who live together
and eat together. Information on basic
demographic and socioeconomic characteristics
for all usual residents and visitors (e.g. age, sex,
educational attainment and current school
attendance) was collected usirg household
guestionnaire. This data collection method allows
for the analysis of results for either tde jure
(usual residents) ode facto(those who were
there at the time of the survey) populations. The
household  questionnaire  also  obtained
informaion on housing facilities (e.g. sources of
water, sanitation facilities) and household
possessions. Information collected from the

household questionnaire provides a snhapshot

picture of household characteristics in Solomon
Islands.

FERTILITY

Survey resulténdicate that the total fertility rate
(TFR) for Solomon Islands is 4.4 births per
woman compared with 4.6 per woman in the
SIDHS 20062007 and 4.7 births per woman in
the 2009 Solomon Islands census. TFR is
marginally higher for rural women (4.7) tham fo
urban women (3.4). The marginal difference
between total and rural values reflects the fact that
most of Sol omon
areas (the proportion living in urban areas is 20%,
according to the 2009 population census).
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fertility levels in a population. Age at first
marriage for women shows no change over time
in Solomon $lands, with the median age being
21.9 for women in the 229 age group and older
women aged 4Q4. Women tend to marry earlier
than men in Solomon Islands. Women in
Solomon Islands also tend to initiate sexual
intercourse about three years before marriage
evidenced by the median age at first intercourse
among women aged 249 of 18.5, compared
with the median age at first marriage of 21.3. Men
initiate sexual activity around the same time as
women.

About 29% of noffirst births in Solomon Islands
occur at least 24 months after the birth of the
previous sibling, while 16% occur within 36
months. The overall median birth interval is 32
months and the same figure is also recorded for
both urban and rural women.

To measure the level of unwanted fertilityricig
theSIDHS 2015women were asked whether any
birth in the preceding five years was wanted at the
time, wanted but at a later time, or not wanted at
all. For women who were pregnant at the time of
the interview, this question was also asked with
refererce to the current pregnancy. In general,

| s | an d smoreghgrptwehieds (67806h of pirths/te waman r ur a |

aged 1549 in the five years preceding the survey
were wanted, 20% were wanted but at a later
time, and 12% were not wanted or planned at all.

f}{i‘éF thSII‘ fl[)St cBﬂﬂ ?t Pt?ro noi
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FAMILY PLANNING

Overall,knowledge of family planning is high in
Solomon Islands, with 94% of women and 98%
of all men aged 139 knowing at least one
contraceptive method. The most common known
modern methods among all women include the
male condom (90%), followed by an injecebl
(87%), female sterilisation (85%) and birth
control pills (79%). Emergency contraception,
which is an emergency measure of contraception,
is one of the two least known contraceptives, with
only 34% of all women knowing about the
method. These findingsesimilar with those of
the SIDHS 20062007.

About one in three (29%) married women are
currently using any contraceptive method as
opposed to 35% of currently married women
currently using any method in ti®DHS 2006
2007. Femalesterilisationand injechble are the
most commonly used methods at 6% and 5.8%,
respectively among all women. About 4% of all
women use traditional methods of contraception:
the rhythm method is the most commonly used
traditional method, used by 2% of women.
Contraceptive use amg all women increases
with age, peaking around the r88s and
declining thereafter. The two most commonly
used methods of contraception among currently
married women are femalsterilisation and
injectables currently used by 9% and 8.2% of
these women.

Women in rural areas are more likely to use
contraceptive methods (30%) than women in
urban areas (26%). In general, contraceptive use
among women does differ significantly by
womenods education or

In Solomon Islands, 88% of current users of
modern contraceptive methods obtained the
methods from public places , and about 5%
sourced the methods from private and other
service providers.

One in five women aged 189 (20%) who
started an episode of contraceptive use,
discontinued its use within 12 mostlior any
reason; 5% discontinued because of side effects
or health concerns, and 5% discontinued because
of other reasons. Wanting to become pregnant or
wanting a more effective method of contraception
were the next most common reasons for
discontinuing acontraceptive method, with both
reasons comprising about 3% of women. About
2% of women stopped using a contraceptive
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method due to method failure and another 5%
switched to another method.

About 35% of currently married women have an
unmet family plannig need, 20% have unmet
need for spacing births, and 15% have an unmet
need for limiting births. Fewer women reported
that their family planning needs were currently
being met (29%). Younger married women have
a high unmet need for spacing births while olde
women have an unmet need for limiting births.
Unmet spacing and limiting needs were similar
between urban women (21% and 14%,
respectively) and rural women (20% and 15%,
respectively).

MATERNAL HEALTH

About 94% of women aged 159 who had a live
birth in the five years preceding the survey
received antenatal care (ANC) from a skilled
provider; this is similar to the findings of the
SIDHS 20062007 Most of these women (87%)
received care from a nurse or midwife, and 2%
received care from a doctor. Lesgan 1% of
women received ANC from a traditional birth
attendant as their most qualified provider. About
5% of women who gave birth in the five years
preceding the survey received no ANC. Only
17% of women visited an ANC clinic for the first
time before thdfourth month of pregnancy, an
increase of 2% from th&IDHS 2006 2007.

Overall, 85% of births occurred at health
facilities, 76% occurred at public health centres,
and 8% took place in a private health centre. More
than 80% of deliveries were assistedalskilled
provider, of which nearly 4% were delivered with

w ethelassigtance of a doctor, 72% were assisted by a

midwife or registered nurse, and 10% were
assisted by a nurse aid, while 2% were assisted by
a traditional birth attendant or community
healthcare worker. Less than 1% of births
received no assistance during childbirth.

About 69% of women had their postnatal check
up within the first two days of giving birth, of
which, 44% received postpartum care within less
than four hours of giving birth and ahet 20%

of women received postpartum care within one to
two days after giving birth. Another 21% of
women claimed they did not receive any
postpartum care after their last birth.

CHILD HEALTH

The majority of children (86%) born in Solomon
Islands were welwed at birth. Birth weight is



generally lower among children born to younger
women (womends age at
older women (aged 389), firstborn children,
children of women with no education, children
whose mothers smoke cigarettes or tobaand
surprisingly, among babies in urban areas and
babies whose mothers belong to the fourth
highest wealth quintile households.

Overall, 73% of children aged 189 months
were reported to be fully vaccinated at any time
before the survey. This is a diee from 83%
coveragef children 1223 monthgeported in the
SIDHS 20062007. Furthermorehé proportion

of children aged Ii®9 months that were fully
vaccinated at exactly ag8 honths at the time of
theSIDHS 2015vas71%, indicating a drop from
77% reportedfor children 1223 monthsin the
SIDHS 2006 2007.

Immunisation coverage for children increases
with mothers who have a secondary level
education, with coverage @% compared with
700 for children whose mother had only a
primary school educatioi vaccination card was
seen foi78% of children aged&29 months.

ORPHANHOOD

In Solomon Islands, 63% of children aged less
than 18 years live with both parents, while 15%
live with their mother but not with their father,
even though the father is aligemewhere. Male
children aged M years living in rural areas are
more likely to be found living with their mothers.

About 17% of children do not live with either
biological parent. These children are likely to be
between the ages of 2 and 17 years amagliin
both rural and urban areas, and living in the fourth
and highest wealth quintile households. Either
one or both parents of 4% of these children were
dead.

NUTRITION

In Solomon Islands, 79% of babies were
breastfed within one hour of being born &4do
were breastfed within one day of birth. However,
only 59% were still breastfed at 24 months, and
29% of children agedi@3 months were fed
according to the recommended infant and young
child feeding practices. About 21% of children
were given complemésry foods before the
recommended six months of age.

A womanos nutritional
implications for her health as well as the health of
her children. Malnutrition in women results in
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reduced productivity, increased susceptibility to

bnfectiord) slbwe recovery Framnillnes$es, araln d

heightened risks of adverse pregnancy outcomes.
About 39% of children and 41% of women have
iron deficiency anaemia.

The mean BMI for women in Solomon Islands
aged 1549 is 25.7kg/m?; of them, 50% are
within normal, 3%are short in nature, a286 are
classified as being underweight. Furthermate

of women have low BMI, with younger women,
rural women, and women from the lowest wealth
quintile households are more likely to be in this
category.

The prevalence of high BMimong women aged
15/ 49is 47%, of which, 30% are overweight and
18% are obese. The prevalence of obesity is
higher in urban areas.

Moreover, 32% of children are stunted, 8% are
wasted, and 16% are underweight.

HIV, AIDS AND STIS

About 91% of women and796 of men aged 15

49 in Solomon Islands has heard of HIV, and
almost every person in the country understands
what HIV is and sexually transmitted infections
(STIs) are, but the fact that STIs are rapidly
increasing, increases the threat to the country as a
whole. A comprehensive knowledge of HIV is
reported to be much lower among men and
women aged 1549 years (41% and 31%).
Comprehensive knowledge is defined as
knowing: that consistently using a condom during
sexual intercourse and having just one unieféct
faithful partner can reduce the chance of getting
AIDS; that a healthylooking person can have
AIDS; and rejecting the two most common local
misconceptions about AIDS transmission or
prevention.

The SIDHS 2015 findings indicate that, in
general, moremen are aware about various
preventive methods to reduce HIV transmission
compared with women, with a similar pattern is
observed for each preventative method. This is
similar to what was reported in ts¢DHS 2006
2007 Knowledge is highest for awarendbsit
HIV can be prevented by limiting sexual
intercourse to one uninfected partner (79%
women, 87% men). This response has declined
slightly among men (89%) but increased slightly
among women (77%) since tI®IDHS 2006
2Q07 Sjightly gnore hand2% pf womend 7096, ¢
of men are aware that HIV can peeventedby
using condoms every time they have sexual



intercourse, while another 58% of women and
more than 65% of men are ake of both
prevention methods.

The 2015 results also show that 31% of women
and 41% of men aged 1519 have a
comprehensive knowledge about AIDS. About
61% of women and 73% of men agree that the
AIDS virus cannot be transmitted by mosquito
bites; 71% of women and 77% of men agree that
a healthylooking person can have HIV; 75% of
women and 8% of men say that the AIDS virus
cannot be transmitted by supernatural means; and
71% of women and 77% of men report that a
person cannot become infected by sharing food
with a person who has AIDS.

More men than women are likely to express their
support 6 each specific attitude towards people
living with HIV or AIDS. For example, 61% of
men are willing to care for a family member with
AIDS living in the same house as opposed to only
42% of women; 56% of men would buy fresh
vegetables from shopkeeper whastthe AIDS
virus as opposed to only 33% of women; and 30%
of men and 19% of women agree that a female
teacher who has the AIDS virus but is not sick
should be allowed to continue teaching. About
the same percentage of women (67%) and men
(66%) agree thathey would not want to keep
secret the fact that a family member was infected
with the AIDS virus.

About 66% of women and 62% of men know that
HIV can be transmitted by breastfeeding. About
29% of women and 32% of men know that the
risk of motherto-child transmission can be
reduced through the use of certain drugs during
pregnancy. Another 24% of women and 23% of
men know that HIV can be transmitted by
breastfeeding and that the risk of motteechild
transmission can be reduced by the mother taking
specal drugs during pregnancy.

WOMENOS EMPOWERMENT

About 52% of currently married women and
nearly 91% of currently married men agei4%
were employed in the 12 months prior to the
SIDHS 2015Men are more likely toeceive cash
payment for work (50%) than amen (39%).
More women than Bn are involved in unpaid
work.

Overall, 27% of women decide for themselves
how their earnings are spent, 56% make the
decision jointly with their husband or partner, and
10% report that the decision is mainly made by
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their hisband or partner. In comparison, about
50% of wives earned less than their husband.
However, only 7% of currently married women
who work report that their husband or partner
does not bring in any money.

About29%of women report that their husband or
partrer is the main decisiemaker on the use of
his cash earnings, while 18% of married men
aged 15 and older report that they are the main
decisionmaker with regard to the use of their
cash earnings. Over half of men (61%) and
women (55%) report that decisioaking is a
joint process between a husband and a wife.

About 29% of married womemrport that mainly
the wife shouldmake decision concerning their
own health care compared wittd% of men
About 66% of married men think that the decision
regarding he#th care should be a joint decision.
About 15% of men think husbands should have a
greater say in decisions about major household
purchases, while 70% of men thitilese should

be joint decisions.

Womendés participation i
aboutavomandés own heal th
household purchases, and visiting her family or
relatives) increases with age, from 58% among
women aged 189 to 68% among women aged
45 49. About 76% of women who are employed
for cash participate in making all hotsdd
decisions, compared with 62% of unemployed
women. Most women (66%) participate in all
three household decisions, 20% participate in two
decisions, while 7% participate in only one

decision. Another 8% of women do not
participate in any of the three imsehold
decisions.

INFANT AND CHILD MOR TALITY

An infant death is the death of a child under age
1 year. The infant mortality rate (IMR) is defined
as the number of deaths of babies under 1 year of
age in a given year for every 1,000 live births in
the samgear. It is one of the key measures of the
health and wellbeing of a country. TRMDHS
2015 showed that 19 infants out of 1,000 live
births will die before their first birthday.

Neonatal death is the death of a child under 1
mont h of ag efdyingisbighestind 6 s
the neonatal period, which is the first 28 days of
life. The neonatal mortality rate is the number of
deaths of babies under 1 month of age in a given
month for every 1,000 live births in the same
month. It is another key measuredtloé health and

car e



wellbeing of a country. TheSIDHS 2015 64% of girls agediBl1 engagén 1 to more hours
revealed that 9 infants out of 1,000 live births will of work per week. Furthermore, 12% of children
die during their first month of life. aged 1214 are also reported to be involved in

Yet another key measure of the health and child labour.

well being of a country Inhtrms ¢f ehilchdisoptine,he no$t cotnmond e r 5 ¢
deaths. An under 8eath is defined as the deat discipline method used by mothers or caretakers

of a child before the childeaches age 5 years. is psychological aggression. Morehildren

The odunder 506 mort al it yeceived this disciplinary rhethod 1{78%) bwich o f
deaths of babies under the age of 5 years in a includes being shouted at, yelled or screamed at,

given year for every 1,000 live births in the same  or given something else to do, while 68%

year. TheSIDHS 2015ound that24 children out received some form of physical punishment.
of 1,000 live births will die before their fifth Children living in rural areas, those living in
birthday. lowest wealth quirite households, and those with

mothers or caretakers who have little education
are the most likely to experience or receive these
forms of discipline.

Interestingly, the data also indicate no differences
between IMR in urban and rural areas (19 deaths
per 1,000 live births for both areas), but the
var?ability in oth_er early childbod mortality is _ DISABILITY

noticeable. For instance, the neonatal mortality o S o
rate is slightly higher in urban areas, 11 deaths per ' he definition of disability in this survey is in
1,000 live births compared with 9 deaths per line with the definition from the Internanal
1,000 in rural areas. Rural populations on the CIaSS|f|c_afuon_of Functioning, _Dlsablllty refers
other hand experienced higher posbnatal to anyd_lfflc_:ultles encountered in any or all areas
mortality, childhood mortality, and under 5  Of functioning as follows: _

mortality than urban populations. A impairments 1T are problems in body

functions or alterations in body structure;
The SIDHS 2015also shows that the level of < s . e e
A activity limitations T are difficulties in

neonatal mortality increases with age of mothers executing _activiies (.0, walking _or
(6 deaths per 1,000 I|ive beétirﬁg%'gn R r%c')thergs
than 20 years increased to 3aths per 1,000 for ) ’

older mothers). The Under 5 mortality rates are A participation restriction i are problems

age |

relatively higher for children born to young with involvement in any area of life (e.g.
mothers under age 20 and over age 30, than facing discrimination in employment or
children born to mothers agedi2®. IMR and transport).

under 5 mortality rate indicates a strong  The module questions on disability included in
relationship et ween mot her 6s age 2089 $pgd wvdred Ia[ﬂeg drom the
mortality, whereby childhood mortality is higher Washington Group, and asked whether the person
among children born to young and older mothers.  5q any difficulties due to health problems in
seeing, hearing, walking or climbing steps;
CHILD LABOR AND CHIL D DISCIPLINE remembering or concentrating; se#fre (e.g.

A child was considered to be involved in child  washing or dressing, communicating and

labour activities at the time of the survegluring understanding); orbeing understood. The
the week preceding the survey the following was  questions were asked of persons aged 5 years and
observed: above but in cases where the individual was not

available, the interviewers were advised to use the
head of the household or the most senior
household member as proxies.

Children aged BL1 were involved in at least 1
hour of economic work or 28 hours of domestic
work per week; and

Overall, 10% ofall people aged 5 years and older
reported having difficulty in seeing. Difficulty in
remembering or concentrating is reported to be
the second highest problem, at 8%, followed by
In Solomon Islands, nearly 62% of children aged difficulty in climbing at 7%. Difficulty in walking
511 are involved in child labour; 2% of these  and hearing accousdl for 6% of disabilities,
children engage in paid and/or economic work; another 4% reported difficulties witkelf-care
and most of these are girls in rural areas. About (washing and dressing) artle least common

Children aged 1214 were involved in at least 14
hour of economic work or&hours of domestic
work per week.
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difficulty reported at about 3% is with
communication. The difficulties across these
seven domains included those with some
difficulty (mild), a lot of difficulty (moderate),
and cannot do at all (severe).

Out of the total population aged 5 years and older
with a disability and of those with a mild to severe
disability, 17% never attended school; and 34%
of those with a moderate to severe Wiy never
attended school, while 45% of those with a severe
disability never attended school. Another 10%
with no disability never attended school.

MALARIA

About 87% of all households had at least one
mosquito net of any kind, and 86% had at least
one bnglasting insecticidal net (LLIN).
Ownership of any type of mosquito net is highest
in rural areas at 89%, and is 72% in urban areas.
Furthermore, 56% of all households had one
LLIN for every two people who stayed in the
household the night before thengy.

About 70% of children under age 5 years slept
under some type of mosquito net the night before
the survey. High rates of net use are reported in
rural households, where 73% of children slept
under some type of mosquito net compared with
57% of childen in urban areas. The use of an

LLIN is the same as for other types of nets, with

70% of children sleeping under an LLIN.

The data indicate that 64% of pregnant women
slept under some kind of mosquitet the night
before the survey.

XXVi



Solomon Islands DHS Key Indicators

. Residence

Key Indicators -

National Urban Rural
Marriage and fertility
Total fertility rate per women aged 15-49 (children per woman) 4.4 3.4 4.7
General fertility rate per 1,000 women 154 122 164
Crude birth rate, per 1,000 population 32.6 30.8 32.9
Age at first marriage (Median)

Women age 25-49 21.9 22.4 20.9
Men age 25+ a a a
,2dzy3 62YSy 3SR mMpegmMdp 6K2 KI FS 6S3Idzy OKIR3 Ro &7 NA 23
Young women aged 15-19 currently married/in-union 11.4 na na
aSRAlFY 38 Fd FANBRIG OANIK F2NJ g2YSy | ABR2MHP 2B 21.7

Median age at first sexual intercourse
Women age 25-49 18.5 19.4 18.3
Men age 25+ 18.8 19.0 18.7
Mean number of children ever born
All Women 2.3 na na
Married Women 3.3 na na
Mean number of living children
All Women 2.3 na na
Married Women 3.2 na na
CrYAf @ LI FYyyAy3a &3 OdaNNByidfteé YFENNASR ¢g2YSy F3ISR wmMpql
Contraceptive prevalence rate (%) 29.3 259 30.2
Current use (%)
Any method 29.3 25.9 30.2
Any modern method 24.3 21.6 25.0
Female sterialisation 9.0 8.2 9.2
Male sterialisation 0.6 0.1 0.7
Injectables 8.2 6.8 8.5
Pill 1.1 0.9 1.2
Male condom 1.0 1.1 0.9
Any traditional method 5 4.3 5.2
Unmet need for family planning
Total unmet need (%) 34.7 3.5 34.5
Unmet need for spacing (%) 20.0 21.4 19.6
Unmet need for limiting (%) 14.7 14.1 14.8
Infant and child mortality (0-9 years before DHS)
Neonatal mortality (NN) 10 11 9
Infant mortality (1q0) 20 19 19
Under-five mortality (590) 28 23 26
Maternal and child health
Maternity care (births in the last 3 years)
Mothers who had at least 1 antenatal care visits for their last birth (%) 2.8 1.5 3.1
Mothers who had at least 4 antenatal care visits for their last birth (%) 68.9 72.3 68.1
Births attended by skilled health personnel (%) 86.2 96.0 84.1
Mothers receiving antenatal care from skilled provider (%) 94.0 95.0 93.8
Births delivered in a hospital or health facility (%) 84.5 95.4 82.2
Mothers having at least one problem accessing health care (%) 89.8 79.3 92.9
Child immunisation and health care
/| KAf RNBY | 3SR MyqcgHd YZ2yuKa Fdzt t e AY 734 825 714
DPT) (%)
/| KAt RNBY MycHd Y2y GKa 6K2 KIFI O3S NBOSA®ER |[.94D |0:789%%
/| KAt RNBY MycHd Y2y iKa ¢gK2 KIFI @S NBOSA BER | o 8RR 2(a Box
/| KAf RNBY MycH® Y2y GiKa ¢6K2 KIFI @S NBOSA B3R | 088R 2(a 81»
/| KAf RNBY MycHd Y2y GKa 6K2 KIFI O3S NBOSA BR[| YHL 3t &
Children 18-29 months with no vaccination 7.1 4.7 7.6
Children 18-29 where vaccination card seen 77.6 70.2 79.2
Treatment of childhood diseases
Children under 5 with diarrhoea in the last 2 weeks who received ORS (%) 36.6 44.9 35.0
Chlld.ren under 5 with diarrhoea in the last 2 weeks who seek advice form a health fa 54.8 62.3 53.3
or provider (%)
Home management of diarrhoea (%) 40.0 24.9 43.0
Received ORT or increased fluid and continued feeding (%) 73.4 84.2 71.2
Ch_lldren with fever in the last 2 weeks who seek advice/treatment from a health faci 61.3 69.7 59.4
provider (%)
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Solomon Islands DHS Key Indicators

. Residence

Key Indicators -

National Urban Rural
Birth Registration
Total registered (Children under 5) - % 88.0 88.8 87.9
Had a birth certificate (Children under 5) - % 26.2 30.8 25.3
Education
Net attendance ratio in primary education (National) 66.2 72.4 65.1
Net attendance ratio in primary education (males) 64.5 70.7 63.4
Net attendance ratio in primary education (females) 68.0 74.2 66.9
Net attendance ratio in secondary education (National) 33.7 54.0 28.4
Net attendance ratio in secondary education (males) 33.5 53.2 28.5
Net attendance ratio in secondary education (females) 33.9 54.7 28.2
[AGSNY O8 NIXGS 27 62YSy 3ASR wmpenao 82.4 91.2 79.8
[AGSNY O& NIGS 27 YSy 3SR mMpgndo 90.0 95.1 88.3
Ratios of girls to boys in primary (Gender Parity Index) 1.04 1.02 1.04
Ratios of girls to boys in secondary (Gender Parity Index) 0.93 0.90 0.94
Nutritional status of adults and children
22YSy 3SR wmMpecnd 6K2 NB 2O8SNBSAIKG 2 NJ) 24846 4 S6057: 0 43.6
aSy F3aASR wmpcendg K2 NB 2@0SNBSAIKG 2N 205388 062086 29.7
22YS8Sy 3SR mMpgnd 6K2aS 062Ré Ylaa AYRSE|A22 0S1® 46 ¢3N
aSy 3SR mMpcndg 6K2aS 02Reé Yl &a&4 AYRSE A& D6St 286 y2 QK|
Children under 5 years ever breast feed (%) 97.9 96.5 98.2
Children under 5 years breastfed within 1 hour of birth (%) 78.9 78.8 78.9
Children under 5 years who received a prelacteal feed (%) 35 8.1 25
| KAf RNBY 3SR n¢p Y2yiKa SEOf dzar @St e NB6.2a2 G TR  o:pad

0
/ KAt RNBY 3SR cc¢op Y2yiKa oNBFaGd¥FSR FyR

NBEOS A @A ¥y 3 ndd2

Children under 6 months who are breast fed 6 or more times in the last 24hr (%) 93.0 (89.0) 94.6
Children under 6 months by mean number of days fed 6.4 (5.4 6.8
Children under 6 months by mean number of nights fed 3.8 (4.1) 3.7
Children under 5 years who are stunted (%) 31.6 27.3 324
Children under 5 years who are wasted (%) 7.9 6.3 8.3
Children under 5 years who are underweight (%) 15.5 12.0 16.2
Households with adequately iodized salt (%) 82.7 87.1 81.8
Anaemia among children and adults
Children aged under 5 who are anaemic (%) 39.0 41.1 38.6
22YSy 3SR wmMpgndg K2 FNB FyFSYAO 6730 40.7 415 40.5
t NBAylFyid 62YSy 3SR mpend K2 FNB |yl SYASDL & ba na
Environment
Households with sustainable access to an improved water source (%) 82.5 94.6 80.1
Households with access to improved sanitation (%) 29.7 89.1 17.7
Households with Solid fuel use (%) 91.4 57.7 98.2
Households using an appropriate treatment method (%) 6.9 18.2 4.6
IL+x FYR 'L5{ 662YSYy YR YSyYy |3dSR mpc¢n g
Women who have heard of AIDS (%) 91.2 97.4 89.4
Men who have heard of AIDS (%) 96.8 99.1 96.1
Women who know where to get an HIV test (%) 36.7 56.7 30.8
Men who know where to get an HIV test (%) 46.9 68.7 41.9
Attitudes towards people with HIV/AIDS (no discrimination) - Women 15-49 (%) 6.0 9.5 4.9
Attitudes towards people with HIV/AIDS (no discrimination) - Men 15-49 (%) 15.9 28.2 11.8
Mean number of sexual partners in lifetime, Women 15-49 (%) 3.9 4.1 3.9
Mean number of sexual partners in lifetime, Men 15-49(%) 8.6 9.4 8.9
Comprehensive Knowledge of HIV and AIDS
Women 15-49 (%) 31.0 39.0 28.7
Men 15-49 (%) 41.1 61.2 34.6
Young women 15-24 (%) 28.8 36.0 26.6
Young men 15-24 (%) 33.6 57.6 25.8
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Solomon Islands DHS Key Indicators

] Residence
Key Indicators -
National Urban Rural
High-risk sex in the past 12 months amoung Young Population
Young Women who had high-risk sex (%) 4.0 39 4.0
Young Women who used a condom during last high-risk sex (%) 20.5 15.5 21.9
Young Men who had high-risk sex in the past 12 months (%) 10.7 17.3 8.6
Young Men who used a condom during last high-risk sex (%) 24.5 28.2 22.1
Malaria
Household ownership of mosquito nets
Household owns at least one mosquito net (any type) 86.5 72.2 89.4
Household owns at least one ITN 86.0 71.6 88.9
Children under 5 who slept under an ITN the night before the survey (%) 69.6 56.6 72.1
22ySy 3SR mMpgndg 6K2 aft SLIW dzyRSNI Iy L¢b 44&S 104 3K 69.40
t NBaylyid 62YSy 3SR mMpgnd K2 af SLIi dzy RSBS | y41Z ¢ b 686K
Children under 5 treated with anti-malarial drugs (%) 10.3 5.7 11.4
Women Empowerment
Share of women in wage employment in the non-agricultural sector 58.9 94.6 49.1
Women's cash earnings compared with husband's cash earnings
More (%) 22.3 24.7 211
Less (%) 46.1 47.8 45.2
Womens's participation in Decision making (%) 65.5 68.8 64.7
Disability
Disability Prevalence ‘At least some difficulty’ by fuctional domain:
Vision 10.2 na na
Hearing 6.1 na na
Mobility (Walking) 7.1 na na
Remembering/concentrating 10.2 na na
Self-care 7.3 na na
Communicating 5.3 na na
Child labour and child discipline
Child labour
Children aged 5-11 engaged in child labour activities 61.6 35.4 66.2
Male children (%) 59.6 na na
Female children (%) 63.8 na na
Children aged 12-14 engaged in child labour activities 11.7 4.5 13.1
Male children (%) 10.4 na na
Female children (%) 13.0 na na
Child discipline
Child discipline (children aged 2-14(%)) by methods and severity of punishment
Phsycological aggresion 77.9 65.7 80.1
Any physical punishment 68.3 59.5 69.9
Severe physical punishment 22.0 15.2 23.3
Any violent discipline method 85.5 75.7 87.3

NOTE: Figures in parentheses are based on 25-49 unweighted cases
'na': not available
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CHAPTER 1 INTRODUCTION

by Irene KalaumaChief StatisticianSolomon Islandblational Statistics OfficéSINSO)

1.1 GEOGRAPHY, HISTORY A ND ECONOMY

1.1.1 Geography

Solomon Islands consgsif nearlyl,000 islands that together make up a land area of ap@t®tin30,400

square kilometrekm?) within a sea area of roughly 1.5 milliam>.. The countryos si x n
Choiseul, New Georgia, Isabel, Guadalcanal, Malaita and Makira. The largest island is Guadalcanal
5,336km?. Most of Gu a d a | tamlmasd corsists of hills and rugged mountain ranges with tropical
rainforests, while the remainder consists of coastal plains antiilogvislets Solomon Islands Isea

tropical climate with little temperature chantfgoughoutthe year. Rainfall, howevers concentrated

between November and April.

Sol omon | sl ands became an independent country i
constitutional monarchy within the Commonwealth, in which the British monarch is represented by the
Governor GeneraExecutive power is in the hands of the naticaddinet headed by thgime minister.

Parliament consists of 50 members, each of whom is elected from a constituency. The second
administrative level is formed by the nine provinces and the Honiara towicoLime provinces and

Honiara are further subdivided into wards, of which there are 183 in total.

Solomon Islands is part of Melanesia, with clasétural ties to Vanuatu, Papua New Guinea and Fiji.
However, there are also influences from Micronesidr{ip&iribati) and Polynesia, and small populations

of Europeasand Chinese. Land ownership and land use are largely organised along tribal lines, and people
maintain strong attachment with their islands of origin. Christianity has a large influencdoom&o

Islands society and is represented by a large variety of denominations. The country is also characterised
by a rich linguistic diversity: th&999census distinguished 91 different vernacular languages. English is
thec o u n official Gasguage, bulidgin is widely used as ttiegua franca The majority of people live

along the coast, but there are substantial population pockets in inland areas of Guadalcanal and Malaita.

The ethnic conflictof 1999 to 2003ad farreaching consequences for Solamo | s| ands & econo
society. Major companies in the country were closed down, and a large number of people were displaced,
leading to a significantly different population distribution within the country. Primary social services were
reduced and severatajor aid donors cut back their support in the wake of the policy pursued by the
Solomon Islands government.

1.1.2 History

It is thought thapeople have lived in the Solomon Islaraaeund 30,000 BC with the arrival of Papuan
speaking settler.he islands wer explored in 1568 by Alvaro de Mendana of Spain, but were not visited
again for about 200 years. In 1886, Great Britain and Germany divided the islands between them, but later
Britain was given control of the entire territory. The Japanese invaded dhddsh the 1940s, and the
islands were the scene of some of the bloodiest battles in the Pacific Islands region, the most famous being
the battle of Guadalcanal. The British gained control of the island again in 1945. Inti®7€ands

became selfovening and gained independence in 1978.

In 1999, the Isatabu Freedom Movement, a militia group made up of indigenous Isatabus from
Guadalcanal, expelled more than 20,000 Malaitans from the island. Mala#tgesheermigraing to
Guadalcanabver the yearérom nearby Malaita, and many Vesecured jobs in the capital, Honiara,

stirring resentment among Isatabus that has grown steadily since independence. In response to the ethnic
violence and expulsions, a rival Malaitan militia gr@upghe Malaita Eagle #rced was founded. In June

2000, the Mal aita Eagle Force stol e ptéehatine¢éo weapo
resign, and seized control of the capital. The rival groups agreed to afioeaseJune 2000, barely

averting a civil war Although a peace agreement was signed and elections took(iplacieich a new

1



prime minister was electedhe country continued to suffer from lawlessness. In July 2003, at the request

of the prime minister, a 2,254rong international peacekeepingdeled by Australia arrived on the island
torestoreordeAustraliaés intervention was highly succes
countrywasrelatively stable.

1.1.3 Economy

Most Solomon Islanderdependoredominantly on agriculture, fisty, and forestry for at least part of their
livelihood. Becauselte countrd esconomyis small andlependon importsit is often vulnerable to external

shocks such ahe volatility in world commaodity prices anelxtremeweather patterns. The islands doh

in undeveloped mineral resources such as lead, zinc, nickel and gold. Durintp P8@8 the country
experienced severe ethnic violence, resulting in the closure of key business enterprises, and an almost empty
government treasury that led to ses@conomic disarragndnear collapse. Tanker deliveries of crucial

fuel supplies have become s por afathefuethindeue toattackh e g o0\
against ships. Telecommunications are threatened by thgayoment of bills ad by the lack of technical

and maintenance staffiany of whom have left the country. Rtsision stabilitthasmeant that many of

these activities have recovered anenow in operation.

A per capitagross domestic producf USD 1,612 ranks Solomonl&nds as a lesser developed nation. -Two
thirds of the countryds | ab eovhigh cohssts afubsistesce @apgnad g e d i
animal production, hunting and related service activities, and fishing. Until 1998, when world prices for
tropical timber fell steeply, timber was Sol omon

|l sl andsd forests were overexploited. Other i mpor:t
1998 Ross Mining of Australia began preoahg gold at Gold Ridge on Guadalcanal. Mineral exploration in

other areas continued. However, in the wake of the ethnic violence in June 2000, exports of palm oil and gold
ceased while timber exports fell. It was later in 2010 when Allied Gold Ltd tosktbg mine and started
production. In 2012, St Barbara Limited acquired the operations from Allied Gold until 2014 when the mine
ceased due to severe weather and flooding.

With the economy growing at% (in 2014, prospects for sustaining growth remainstallenge.
Exploitation of Solomon Islandsdé rich fisheries
expansion. However, a Japanese joint venture, Solomon Taiyo Ltd., which operated the only fish cannery in
the country, closed in migl000as a result of ethnic disturbances. The plant has reopenédcanently in

full operation.

Tourism, particularly diving, is an important industry for Solomon Islands. Growth in that indystry is
however,hampered by a lack of infrastructure, transpmmalimitations and security concerns. Solomon

|l sl andsé economy was particularly affected by th
violence and immediately after by the Global Financial Crisis, affecting exports particularly tirdloéhan

primary commodities. The government continues to progress timber harvesting policies with the aim of
reforming the industrgo that it issustaimble

The arrival of the Regional Assistance Mission to Solomon Islands (RAMSI) ir2@0i8 and the re
engagement of other donors provided Solomon Islands with an opportunity to rebuild and iexpand
struggling economy. The Solomon Islargtsrernment was seen as the driving force of any fundamental
reforms for longterm change. Reforming the bureaucracg arefficiencies of the past, and providing a
stable environment for private business was an integral part of these reforms. Previous government
domination of the small economy, both through state businesses and regulation, had hindered the
development o& robust private sector.

With stability returning, the government continues to progress structural reforms through fiscal policy
reforms (e.gthe Pubic Finance and Audit Acf 2013) and the National Development Strategy to teeckle
range of mediumto long-term challengesespecially in the areas of improving rural service delivery,
alleviating poverty, improving health and educatimd driving economic growth.

The key longeterm challenge will continue to be in the area of land tenure. For Sololaondd$o prosper,
the government must address this divisive and del
inherent difficulties and costs due to geography relative isolation do not mean that Solomon Islands



cannot be prosperous. Faeiling an open and flexible busindsgendly economy will help Solomon
|l sl andsd® economy

1.2 POPULATION GROWTH

Population censuses have been carried out in Solomon Islands since 1931 at van@ails, ichenging to

grow and

i ts

b.usi

nesses

t o

Compe

decennial intervals. Table 1.1 provides a summary of the basic demographic indicators available for
Solomon Islands from the census data for 12809
since 1931, from around 94,066 1831 to over515,870in 2009 The population grew at a rapid rate

between 1931 and 1986 from %@ 3.4%, but the population growth rate has slowed since 198@% 2.

Sol omon

I sl ands o6fivgfolpul at i

(Solomon Island#lational Population and Housing Cens2@09?. A recent projection2016) estimated
Sol omo n pdpsldtian mobe dvet39,157>

Table 1.1: Basic demographic indicators and selected indicators, Solomon Islands 19317 2009

1931 1959 1970 1976 1986 1999 2009

Total population 94,066| 124,076 160,998 196,823| 285,176| 409,042 [ 515,870
Intercensal growth rate (%) - 1 2.5 3.3 34 2.8 2.3
Density (population/krf) 3 4 6 7 10 14 17
Percent urban - - 9 13 16 19.8
Life expectancy

Males - - - 54.3 60.6 66.2
Females - - - 55 61.6 73.1
Total - - - 54.7 61.1 69.6

- equals unknown (or unavailable)
Source: Solomon Islands National Statistics Office

Population density has greatly increased over the same perio® freoplékm?in 1931 to ¥ peoplékm?

in 2009 Solomam Islandgs predominantly rural withhie proportion of the urban population estimated

make uponly 20% of the populatiom 2009 Life expectancy for Solomon Islands womer2G09was
slightly higher than male life expectan@&B8(1for womenversust6.2 for men).

1.2.1 Fertility

Data from the 208 Census of Population and Housing suggests that Solomon &teimiml population

growth rate of 2.%is still relatively high compared with other countries within the region; only Papua New

t o higtonatoraho n |
growth rate is the high fertility rate. Although the average number of children per woman dropped marginally
from 5 in 1999 to 4.7 in 2009, Solomon Islands still has a relatively high fertility rate.

Guinea and Vanuatu have much higher growth ratesntributirg

1.2.2 Mortality

factor

Estimates of the level of mortality based on data fthen2009 Census of Population and Housinggest

thatthe infant mortality rat¢lMR) declined by 6 deaths per 1,000 births, and lifeaexpectancy at birth

improved by 4.0 years for males and 3.@rgdor females durintipe census period 1992009.

1.2.3 Migration

International migration is at an diine low since the mid990s. A recent population census also indicated

an annual migration rate of O4(SINSQ 2009 Census of Population and Housingermal migration, on

1 The 2009 Census reported an undercount of 8.3% at the national level; this should be noted whentlasggssitiy rate anchaking
population projections especially at the provincial level

2 Solomon Islands National Statistics Office, Population Projections 2016.
3 Solomon Islands National Statistics Offi@®09 Census of Population and Housing
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the other hand, is considerably high, with Honiara on Guadalesnahce being target destinations because
of employment opportunities and developmentsoniara.

1.3 POPULATION AND REPRO DUCTIVE HEALTH POLIC IES AND
PROGRAMMES

1.3.1 Evolution of population policy

In 1998, the Solomon Islands government endorsed
policy provides the framework for all population and development activities, including externally funded
projects in the country. Ihcludes the main policy issues, the population policy framework, and the overall
goals of the government in the broad area of integrated population and development planning. It also provides
specific objectives in some key areas such as responsible dengiing regarding family size and raising
children, basic service provision, sustainable resource use, and employment in rural areas.

Implementing the NPP began in 1999 and has since gained momentum. The ethnic tension caused serious
delays but most aciiies have already restarted. In order to implement the NPP, it was felt that a
comprehensive NPP Implementation Plan should be developed. Work on a Plan of Action began in February
2000. The Technical Advisory Committee of the National Population Caenahed the first drafts of the

plan during its meetings in 2000. After all amendments were made, the final draft was endorsed during a
meeting of the Technical Advisory Committee in February 2001.

That Implementation Plan contains a comprehensive sefctdral objectives and strategies in all relevant
areas of integrated population and development planning. Like the 1998 NPP, it cannot be expected that all
strategies included in the plan will be implemented overnight. However, the plan is considestderaent

of intent as well as a framework within which all population and developraktied activities in the country

are to be planned and executed.

In the Implementation Plan, extensive use was made of existing sectoral policies and acts such as the
Womends Policy, the draft Youth Policy, and t he F
of the Plans of Action of some international conferences, especially the International Conference on
Population and Development in Cairo in 1994enalso included.

This current policy documertutlines the perspectives, policies, and strategies on population issues and
problems adopted by the Solomon Islaigdsernment to guide the country over the next 10 years. It
incorporates most of the objaas and strategies under the 1998/2000 NPP Plan of Action. The purpose of
theNPP2008 2017 is to:

A assist the donor community and other development partners to identify programmes that they may wish
to support, either financially or by means of technisalstance;

A make clear to the public as a whole what the population situation in the country presently is, what the
future is likely to be like, and how the problems the future is likely to bring will be managed or
alleviated by the government;

A assist natinal departments to understand fully the functions that they are currently performing or
expected to perform in implementing government policy on population issues;

A assist provincial administrations to prepare projects, plans and programmes to addnessitudar
population circumstances and conditions;

A provide NGOs with a framework for identifying the specific roles that they cadpliaypartnership
with the governmerd to implement the proposed policies and strategies; and

A provide the governmenthiiough the Department of Development Planning, a tool for coordinating,
monitoring and evaluating all population and development efforts aimed at improving the quality of
life of the population, and thereby progressing achievement of the Millennium Denglboals
(MDGs) and other development goals.

The NPP 2002 017 represents a revision of Solomon | sl &
period 20002004), which was based on outdated information from the 1986 Census of Population and



Housing. t was recommended that th@98 policy be revised as soon as the 1999 census results were
available. Preparing the 200817 policy began in July 2006 with stakeholder consultation meetings,
followed by a workshop to discuss key population and develogsser@s in Solomon Islands noted during

the consultations. A number of international policy frameworks pertaining to population and related
developmenissuescontinue to be promoted in the region, resulting in the adoption to incorporate them into
nationalpolicy frameworks. Prominent among these are the MDGs. This also necessitated revision of the
existing Solomon Islands population policy.

The 1998 population policy was prepared without the benefit-td-dpte statistics on population patterns
and trend. Completing the 1999 census and the 2006 Household Income and Expenditure Survey facilitated
the reformulation of policy approaches in the light of new evidence on population trends.

1.3.2 Rationale and role of the population policy

The rationale for an offial government population policy rests on several grounds. First, the population of
Solomon Islands, as with most developing countries, will continue to grow for several decades to come. An
increasing population will in turn increase the demand for governsagvices such as schools and health

care. A population policy creates awareness of the probable future demand for government services, and this
awareness makes it more likely that governments and other agencies will undertake advance planning to
ensurahat these demands will be met in the mostetisttive manner possible. Second, a population policy
helps to identify population patterns and trends that threaten to undermine the pace or nature of socio
economic development. If current population tieace unacceptable from the perspective of public welfare,
government intervention to influence them is justified. A population policy identifies important population
trends and issues and makes it transparent why government intervention is justifipdlafigropolicy can

be justified if there is reason to believe that the desired welfare outcomes will not occur unless some
government action takes place. The third basis for an official policy is that programmes and plans intended
to influence populatiotrends are more likely to be consistent and coherent if formulated within a unified
framework and placed together in the same document.

Government intervention does not imply that the government or the state is attempting to take direct control
of the priat € behavi our of individual s or families.
information and education, improving the quality and quantity of education or health services, or encouraging
the involvement of the private sector or NGOs.WRPs houl d not be confused wit
policy. While Solomon Islands has population problems, these are not so serious as to justify the use of
population control measures or restrict social rights and freedomblPIM20172026, like itgpredecessor,

is firmly rooted in a human rights perspective that draws upon the Solomon Islands Constitution as well as
international declarations.

The principal role of an official population policy, therefore, is to provide a coherent and transpareat pictur

of the significance of population issues in the overall development process, and the measures that government
proposes to address them. A population policy is not an end in itself but a means to other ends. A population
policy is future oriented: it isdsed upon a perception of what the future would be like if nothing was done

to make it otherwise and expresses a preferred future for the country.

The Solomon Islandgovernment prefers a future where:

A population growth does not constrain sustainable enangrowth and development;

women have a higher social status than they do today, and particiffeteéonomy and society;
births are spaced to enhance the health of both mothers and children;

violence against women is eliminated;

universal basic edudan is achieved before the end of the next decade;

adult illiteracy, especially among women, will be substantially reduced,;

laws on marriage and family are in harmony with emerging social values;

al new entrants into the labour force are able to find petide work andor create job togontribute
to the economy;

the environment is protected from degradation;

> > > > >y D> >

>
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fewer infants and children die before they have had a chance to experience life;
fewer mothers die in childbirth from preventable causes;
women andnen live longer and healthier liveend

> > > >

migration, urbanisation, and population distribution patterns contribute to rather than detract from
development

These changes cannot be expected to occur automatically or at the desired speed. Governmeiohintervent
IS an important catalyst for change, and government policies can make a difference. But government alone
cannot bring about change. A population pglidyerefore,is a call for individual, community and
government collaboration in a voluntary and prbffort to bring about population outcomes that enhance

the quality of life and level of living for all citizens of Solomon Islands.

1.3.3 The review and policy formulation process

The process of reviewing and revising the 1998 NPP was recommended to Isegin as the policy was
approved. However, this review did not take place mainly because of the ethnic unrest after the 1998 policy
was drafted. The Solomon Islangtsvernment only requested the review in 2006 under the auspices of a
United Nations Populain Fund (UNFPA)/Secretariat of the Pacific Community (SPC) project on integrating
gender and population issues into policy and development planning.

Detailed consultations with government departments were conducted in July 2006 to ensure that the policy
approaches adopted were consistent with the current strategies being applied by national departments and
sectoral agencies. The review process occurred frdr@8LJuly 2006 and consisted of two weeks of
consultations with stakeholders at all levels of Salenislands society: government administrations,
including line ministries such as planning, health, labour, education, home affairs and finance; as well as the
National Statistics Office and provincial administrations. A meeting of all provincial repagentwas
organised and these representatives participated in the National Workshop on the National Population Policy
with other stakeholders, held in Honiara on 27 July. Development partner institutionsarsttes \World

Health Organization, the Geam Foundation for International Developmeddkfam and otherd meeting

with donor agencies (e.g. the Australian Agency for International Development, New Zealand Agency for
International Development, Japan International Cooperation Agency, European dshmiohaiwan/ROC)

was organised on 28 July, as well as consultations with key NGOs and civil society organisations (e.g. Save
the Children, National Council of Women, Kastom Garden, Solomon Islands Christian Association, and
Christian Care Centre [Anglica@hurch]). A meeting with Honiara youth was also organised and some of
these youth participated in the National Workshop on the National Population Policy.

The review results are incorporated into the population policy formulation process, into thetivespeaics

or sectors. All stakeholders, including the Solomon Islands Christian Association, recognised that the current
population growth and related structure was not sustainable, given the potential impact on the delivery of
services, including ruralirban migration and urbanisation.

Key recommendations from the national workshop omfABincluded the following:

A Ensure that the links between goals, objectives, strategies and targets are clear by using a policy matrix
framework;

A Include consideratimof environment, employment and urbanisation;

Ensure that demographic targets are realistic within the time frame specified,;

A Incorporate the recommendations of the 1994 International Conference on Population and
Development (Cairo 1994), the Port Vila Dmation on Population (1993and other relevant
international meetings;

S

A Strengthen the focus on reproductive rights and the empowerment of women;
Place family planning in the context of reproductive heailtial

S

A Pay greater attention to the demographtt sotial variations between provinces and regions.



Revising the RPwas the responsibility of the Department of National Planning. The membership of the
Population Policy Review Tearmonsistedof representatives of the National Planning and Health
departmats, together with the UNFPA and SPC.

It is acknowledged that greater consultation with the provinces would have been yajiadiethe
importance of their role in implementing government programmes. While most of the provinces were able to
provide inputinto policy details during theationalworkshop, others were left out until the final review.
Nevertheless, thBIPP 2008 2017 explicitly acknowledges the substantial variations in conditonsng
theprovinces, and this is reflected in a number of gpajicals and strategies.

By 2008, the 2008017 revised 8omonlislands NPPa very comprehensive muttector policy, had been
produced and was ready for ratification. This was delayed and ultimately suspended due to the approaching
census in 2009. It wamelieved that the 2009 census might reveal significant changes in population patterns
and trends that could potentially disprove the policy measures that were proposed in the 2008 policy.
However, that appears not to have been the lbasausanost of thetrends apparent in the 1990s have
continued up to 2009 and possibly beyond. But this continuity did not become apparent until the 2009 census
results had been analysed thoroughly, a process that took until 2014.

In September 2014he process of rBrmulating, revising and updating the 2008 draft population policy
commenced under the management of the Ministry of Development Planning and Aid Coordirshiborhd It

be notedhat the present policy (2002026) is the culmination of a long process lastimgost 10 years.
This long period, along witthe experiencef develogng the 1998 policy, has guaranteed that the idea of a
population policy is well known to many of the agencies and groups with an interest in poprdatiorg
from governmentinistries to national and international NGOs ahdrchesand has already been accepted
in the community as an important component of development policy.

Through this policythe Solomon Islandgovernment has reaffirmed its commitment to population and
developrent issues as previously manifested inNRP developed in 1998 for the period 202004 and
the draft policy of 2008. Many of the critical development issues idehtifien remain relevant today.

1.3.4 2017 2026Policy issues and timeframe

While a populationand developmerlated agenda can cover a wide scope of sectors, it has been decided
(being mindful of many other existing policies and plans currently in place) that the following key features
form the basis of the current policy in the néQtyears.

A Certain shortcomings in the quality of population data make it difficult to determine the population
situation accurately. Examples include the total fertility rate, the current population estimate, and the
current growth rate.

A While the growth rate appesato be declining, the annual population increment is still climbing and
this will remain the case for many years to come.

A The fertility transition has been slow relative to the decline in the death rate leading to persistently high
population growth. Itd possible that the fertility transition has stalled, although this is not certain due
to the wide range of estimates of the present fertility level.

Fertility ranges widely between provinces and between rural and urban areas.
Adult male mortality appeats have been increasing in recent years.
Maternal mortality remains an urgent issue.

Adolescent fertility is high by Pacific regional and international standards and there is also wide
variation between provinces.

The population remains young, with 41%tbé& population in 2009 below the age of 15. This will
contribute to population émomentumd in the fut

> > > >

>

A An urban population growth rate of 4.7% per year, if it were to continue, would result in a doubling of
the uban population by 2025.

A A significant population increase will occur over the next 30 years, with at least 400,000 people likely
being added to the 2015 population by 2045. In the event of a continuing, slow fertility decline, the



number to be added ovére next generation could reach 600,000 (giving a total population of 1.2
million).

These features constitute the key population issues that the2BR&®&PPwill address.

The 20172026NPPcovers a 1§ear period. The year 2026 has been selected terthieal yeabecause
it will have beera decade of implementation and will be an appropriate(tigither too short rrdoo long)
to take stock of progress. At mmbint (2021), a review of the policy should take place. This will happen
years aftethe next anticipated national census in 2019.

It should also be noted that the timeframe of the BRAZ6NPPIs in the firstlOy e ar s of 20he cou
year National Development Strategy (ND&)the period2016 2035, under which thePPwas referredo
and is linked underbjectivetwo: Medium Term StrategfMTS 7) of the NDS.

Recently in Novermber 2016 the government endorsed the implementation ofothent r y 6 s f i r s
National Statistics Development Strategy (NSDS) 20d50 2035. With clear lkages and synegies to the

NDS, the NSDS encompases the issues and key statsiaéties of the NPP such as the regular conduct

of populationcensues angklatedsurveys in the country.

This makes the currehPPpolicy well linked to the current ND&nd should be implemented in alignment
with the 20162035NDS and also the NSDS 2015 to 2035.

An implementation monitoring matrix will be developed along with the cuNBfto assist in monitoring
and ensuringhatissues are addressed.

1.3.5 Health policy

The Solomon IslandMinistry of Healthand Medical Service€SIMoHMS) is responsible for delivering
preventative and curative health services in the country, and tatiiseases of both children and elderly
people. In 2011SIMoHMS launched its fiveyea National Health Strategic Plan for 202015, which
formsthe basis of all healthcare programmes for partners to embark on.

S 1 Mo Hdwh3s8ion is to protect and promote the health of all people in Solomon Islands. Its vision is an
integrated and decenliseed health system that promotes an effective, efficient and equitable health services
for the good health and general wiadling of all people in Solomon Islands. It is with genuine conviction
that steps to improving the health status of the peoplebausised on direct measures taken to: 1) ensuring
access to health services at all levels, 2) improving the quality of services delivered at all levels, and 3)
promoting good management and effective use of resatirces.

In response to the Solomon Islamisv e r nment 6 s Pr i orNMDGy deélaratianoby theA g e n d ¢
Pacific Islands Ministers of Health (e.g. Healthy Island Declaration), and international obligations,
SIMoHMS has developed a National Health Strategic Plan framework of key indicatornttmmand

evaluate its development.

Most primary healthcare services are provided through health facilities such as health centres, dispensaries
and aid posts. Likewise, hospitals and public health programmes also provide primary healthcare services.
Tertiary care is mostly provided by the Honiara National Referral Hospital. This is the only referral hospital

in the country.

Infectious diseases were prominent in the country. Now, due to rapidly changing lifestyles, non
communicable diseases (NCDs) areuiitag prominence. NCDs are a leading cause of death in Solomon
Islands, and it is anticipated that this change in mortality trends will continue. Communicable diseases and
NCDs remain the main diseases in Solomon Islands, with malaria and tuberculggithbenajor public

health concerns along with sexually transmitted infections, acute respiratory tract infections, diarrhoea and
viral hepatitis. Dengue fever and measles are other major health concerns among communicable diseases.

The government will irprove the provision of preventative and curative healthcare services across Solomon
Islands, with an emphasis on promoting healthy lifestyles as stated in the Healthy Islands Policy and Strategy.
The efficiency and effectiveness of preventing and encawgdgealthy lifestyles is by reducing the main

4 SIMoHMS National Health Strategic Plan 2012015



NCD risk factors of tobacco smoking, alcohol abuse, physical inactivity, and unhealthy eating, in order to
reduce the incidence of NCDs.

Healthcare servicesaredecensamld i n ac c or dan c ecommitmdnttd phineary gealthaane n me n t
provision. However, there are inequities in the standard of service delivery between urban and rural areas
that need to be addressed to ensure that the NatieahSt r at egi ¢ Pl anés objective
of services delivered at all levels is achieved. In addition, many communities and health facilities are located

in remote locations in Solomon Islands, which makes communication and transportation difficult. Many
people living in these remote areas are igledrof access to medical care.

1.4 DEMOGRAPHIC AND HEALTH SURVEY

This report presents the findings of the Solomon Islands Demographic and Health Survey (BID&S)
which was carried out by the Solomon Islands Statistics Office Gréwpril to 18 Septembe2015 using a
nationallyrepresentative sample of ove080 households. All women aged 49 in these households were
eligible to be individually interviewed, while men aged 15 and over inhaffeof the households were
eligible to be interviewed.

1.4.1 Survey objectives

The main objective of th8IDHS 2015was to provide current and reliable data on fertility and family

pl anning behaviour, child mortality, adult and m
maternal and child healthcarangees, knowledge of HIV and AID@nd other healttelated issuesSpecific

objectives were to:

A collect data (at the national level) that will allow the calculation of key demographic rates;
A analyse the direct and indirect factors that determine thitydevel and trends;

A measure the level of contraceptive knowledge and practice among women and men by metfiod, urban
rural residence, and region;

A collect highquality data on family health, including immunisation coverage among children,
prevalence and éatment of diarrhoea and other diseases among children under age 5 years, and
maternity care indicators, including antenatal visits, assistance at delivery, and postnatal care;

A collect data on infant and child mortality;

A obtain data on child feeding practt s, i ncl uding breastfeeding, anct
to use in assessing the nutritional status of women and children;

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

A collect data on knowledge and attitudes of women and men about tuberculosis; and
A collect poverty informatiomo determine levels of hardship among children and adults.

This information is essential for kiag informed policy decisions, and for planning, monitoring and
evaluatingorogrammes on health both with respect to general health, and reproductive health in particular

0 at the national level, and in urban and rural areas. Atkemg objective of tl survey is to strengthen the
technical capacity of government organisations to plan, conduct, process and analyse data from complex
national population and health surveys. Moreover,SH@HS 2015provides national, rural and urban
estimates regarding polation and health that are comparable with data collected in similar surveys in other
developing countries, including those in BPecific whereDHS pilotstudies have been carried out.

1.4.2 Survey organiation

The SIDHS 2015was carried out with funding supg from the Department of Foreign Affairs and Trade,

the United Nations Childrends Emergency Fund (U
technical supports throughout different phases of the survey was provided from various bodies such as the
UNICEF, SPCb6s Stati st i c(SDD) and BridghotUWniwdrsitypnrhendon. TH2isurveys i o n



was carried out by the Solomdslands National Statistics Office (SINSO) in collaboration with the
SIMOHMS.

A steering committee was formeghd wasesponible forthecoordination, oversight, advice, and decision
making on all major aspects of the survey. The steering committee comprised representatives from various
ministries, including MOH, and SINSO. A technical advisory committee and teckolmadmmitee were

also formed.

1.5 SURVEY IMPLEMENTATION

1.5.1 Sample design

The sample design for ti®#DHS 2015wvas designed to provide reliable estimates of total fertility and infant
mortality rates at the national level, with urban and rural breakdown and relativaly essimates for
selected provinces. The sample design closely followe&HbEIS 20062007to allow data comparisons
between the two surveys.

The sample for the survey ista@o-stage stratified, nationally representative sample of households. The
samplirg frame consisted of the estimated number of households in each enumeration area (EA) by province.

It was prepared by SPC and based on the 2009 population census data, and estimated urban and rural
population growth rates. Honiara, which is urban in itgety, including selected urban EAs from the other
provinces, comprised the countryds urban areas. T
comprise the countrydés rural areas. Fi verovidcemai ns
Western Province, Malaita Province, and the combined group of smaller provinces (Choiseul, Isabel, Central,
Makira/Ulawa, Rennell/Bellona and Temotu). The primary sampling units, comprising the 211 EAs were
selected in each province using systéema@ndom sampling with probability proportional to the estimated

number of households in the EA.

Mapping and listing households in each sample EA were undertaken by interviewers. In each sample point,
24 households were selected by the team supervisgy sgstematic random sampling. The sample was
designed to cover a target sample of 5,064 households with an expected household response rate of 95%. All
women aged 1519 who slept in the sample household on the night prior to the interview date wete eligib

to be interviewed for the Womenbés Questionnaire,
pressure and haemoglobin measurements. Every second household-seksctat) for the male survey. All
men aged 15 or over in the ssdlected househl ds wer e el igible to be ir

Questionnaire, and for anthropometric and blood pressure measurements. All childrérbagesdOwere
eligible for anthropometric measurement, and were those aged 6 months to 5 years, for anaemia testing

1.5.2 Questionnaires

Three questionnairgs ahousehold questionnaire, a wortequestionnaire and a nisrguestionnairé

were used in th8IDHS 2015 The development of these questionnaires closely followesIBidS 2006

2007. The contents of these questiaires were based on mudé questionnaires developed by the
MEASURE DHSprogram. The modulesyer e t hen modi fied to reflect
consultations with government departments and agencies, NGOs and other data users within an@ outside th
country. To respond to other data needs, other additional modules were incorporated in the questionnaires.
The questionnaires were translated into Pidgin andanklatednto Englishin order to checkheaccuracy

of the translation

The householdupestionnaire was used to list all the usual members and visitors in the selected households.
Some basic information was collected on the characteristics of each person listed, including age, sex,
education, and relationship to the head of the househatdmaim purpose of the household questionnaire

was to identify women and men who were eligible for the individual interview. The household questionnaire
also collected information on characteri stypecs of
of toilet facilities, materials used for the floor and roof of the house, ownership of various durable goods, and
ownership and use of mosquito nets. In addition, this questionnaire was also used to record height and weight
measurements of women agksi 49, men aged 15 and above, and children under age 5 years, as well as
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consent from women, and childrenb6s parent or guar
testing among women and men.

The women's questionnaire was used to caltdotmation from all women aged 159 on:

p>3

background characteristics.§.education, residential history, media exposure)
reproductive history and child mortality

knowledge and use of family planning methods

fertility preferences

antenatal and delivg care

breastfeeding and infant feeding practjces

vaccinations and childhood illnesses

marriage and sexual activity

womands work and husbandébés background character
infant and child feeding practices

awareness and behaviour about AIDS andratke&ually transmitted infections
conditions of bones and muscles; and

other health issues

> > > > > > > > D> D> D

p>

The mends questionnaire collected similar inform
shorter because it did not contain questions on reprodhisieey, contraceptive calendar, and maternal and
child health and nutrition.

Both informal and formal priests of the questionnaires were undertaken. In January 2015, an informal pre
test was done throughselfd mi ni st rati on of dt hmee nidnsd igwiedsut ailo nwoan erne
by nine female and seven male SINSO staff members.

1.5.3 Training
SINSO organised and delivered three types of training at different levels BIDHS 2015

A Training of trainers (TOT);
A Pilot trainings;
A Main training of & fieldworkers

TOT This training was conducted from @31 January 2015 inclusilyeof one week fieldwork practice.

In total, 15 SINSO permanent staff participated in this traidihgtraining served two purposes: to test the

first draft of the qudsnnairesi testing thesuitability of various aspects of the questionnaires such as the
questiondsquescntieomtds transl ati on, sandtp traip thestaf d ur e s
about their important role as trainers and how to cautytheir role efficiently Field work logistics and
management , fiel dworkersodé6 workl oads, transportati

Pilot training i The pilot training was conducted in one centralised training venue in Honiara from 9 to 27
February 20150ut of the total recruited SIDHS fieldworkerd) came from the 5 selected provinces
(Honiara, Guadacanal, Malaita, Western, and other provinces). The main objective of this training was to
train and identify future team supervisors. Thanirg was also another opportunity to test the questionnaires
after further revisions during the TOT as well as testing and confirming all fieldwork logistics and
management preparations. The selected best trainers from the TOT assisted during thevhiéenihg

other trainers were given another opportunity to attend the pilot training.

Main trainingi The main training of th8IDHS 2015ieldworkers was conducted in three separate training
rooms all located in one place (Red Mansion). There Wébeandidates (comprieg 14 teams plus 10
reserve interviewerand 9 data entry clerks werecruited and trained for about 3 weeks (2 weeks of
classroom training and one week of fieldwork practice) from 9 to 27 March 2015. All participants were part
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of thistraining, including those who attended the pilot training. There were 50 participants in each room, and
3 trainers were allocated in each training room with 1 main trainer each.

All training was conducted according to the standard DHS training procedbeesaining consisted of
class presentations, mock interviews, exercises, quizzes and role playing. The training also included further
explanation of the questions, how to ask the questions, and how to record them in the questionnaire.

A separate trainig, conducted by UNICERyas providedfor 14 nursesandhealth technicianen how to
take accurate measurements and readings.

Anothercondensedraining for reserve interviewer]females and 2 males) was undertaken immediately
afterthe teams were dapled in the fieldThis was a special trainifigr newly recruited reserve interviewers

to replace thoseho werenot performing well in the field. All questionnaires, forms and instructions were
discussed thoroughly in five dagas in the main trainingwith only one day of mock interviesbut no
practiceinterviews.

1.5.4 Listing

Household listing was implemented by survey teams two days prior to data collection. All private households
within the selected village or EA were listed and recorded along withethe of the household and total
number of household members. From the total updated household list, 24 households were randomly selected
to be interviewed. Supervisors and field editors assisted their teams with updating the listing of households
on the brms and maps. The maps and list of households used$DhSs 2015vere prepared bgINSO

from the 2009 Census of Population and Housing.

All women aged 1649 who slept in the sample household on the night prior to the interview were eligible
tobeinte vi ewed using the womends gquestsied rercdierde .f oEv d@ rh
survey. All men aged 15 or over in ssilected households were eligible to be interviewed.

1.5.5 Fieldwork

All trained fieldworkers were put on a team to underthkestirvey fieldwork. Fourteetata collection teams
were deployed for the fieldworkomprisng of one supervisor, one field editdour female interviewers,
two male interviewes, and one nurser health techniciariNine senior staff from SINSO were dégnated
as field coordinators. Data collection startedsakpril 2015and ended on 18 September 2015

From 19 October to 5 November 2015, avisit exercise was conducted for A@sponse respondents for
Honiara alone. Former enumerators of DHS tean® niekided in Honiara were recalled to do theisés
for three weeks. Two teams of nine members were formed, andwis# Kas a success.

The field teams faced several challenges:

A A considerable number of households and individual respondents rafusedhterviewed. The field
editors and team supervisors had to make last attermiacdds to interview problem households and
respondents.

A In ChoiseuProvince, one of the selected EAs has to be replaced because there was fighting and arguing
among thdribes withalogging company.

A In RennelBellonaProvince the selected EA ti#o be replaced because of the tenseness of the way
the land in that EA was acquired by one of the mining companies.

A In Guadalcanal, men and women in one selected EArefugedtot i ci pate in the me
guestionnaire, resulting in a low pemse rate, especially for men.

1.5.6 Data processing

The computer processing of SIDHS data began a few weeks after the fielthgarkA data processing
specialist from SPC hekldtraningworkshopfrom June 2%0 11 July2015. The training included how to set

up the data entry system, data entry, and how to
and interviewersoO6 performance.
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Completed questionnaires were readrperiodically from the field to SINSO in HoniaBata processing
beganin the third week of May 2015 and was completed in the last weekDeEcember2015. The data
processing staff consisted ®@fo supervisors from SINS@our questionnaire administragandor coding

clerks, anchine data entry operators. Data were entered using the CSPro computer package. All data were
entered twice (10% verification). The concurrent data processing was a distinct advantage for data quality
becauseSIDHS staffmembersvere able to advise field teams of errors detected during data l@ptny.
completion of data entry, final editing and preliminary tabulation were undertakeriirsttheek of Anuary

2016.

1.6 RESPONSE RATES

Table 1.2shows response rates for the SIDHMStotal, 5,064households were selected in the pmof
which 5,054 were found occupied at the time of the fieldwdrktotal, 5042 household&ere successfully
interviewed, yieldinga household response rate of 99.8%

Among the households intervied/a the survey,657eligible women were identified, of whod266were
successfully interviewed yielding a response ragdfo. With regard to male survey resus920eligible

men were identified, of whor8,591were sucessfully interviewedyielding a response rate of 91.6%
Response rategere lower in the urban sample than in the rural sample, especially for women. Response
rates were lowest in Guadalcanal and highest in Honiara.

The principal reason for nenesponse among ellde women andanen wasa failure to find individuals at
home despite repeated visits to the hbakk followed by refusal to be interviewed. The response rate for
men reflects the more frequent and lengbsence of men from the households.

Table 1.2: Results of household and individual interviews

Number of households, number of interviews, and response rates, according to residence (unweighted), Solomon Islands
2015

Residence Region
Result Other

Urban Rural | Honiara Guadalcanal Malaita Western provinces| Total

Household interviews

Household selected 1,632 3,432 | 696 1,080 1,080 1,080 1,128 | 5,064
Household occupied 1,627 3,427 | 693 1,079 1,077 1,077 1,128 | 5,054
Household interviewed 1,625 3,417 | 691 1,073 1,076 1,076 1,126 | 5,042
Household response rate 99.9 997 | 99.7 99.4 99.9 99.9 99.8 | 99.8
Interviews with women age 1519

Number of eligible women 2,713 3,944 | 1,303 1,311 1,334 1,352 1,357 | 6,657
Number of eligible women interview| 2,513 3,753 | 1,259 1,221 1,255 1,271 1,260 | 6,266
Eligible womerresponse raté 926 952 | 96.6 93.1 94.1 94.0 929 | 94.1
Interviews with men age 15+

Number of eligible men 1,597 2,323 752 746 739 894 789 3,920
Number of eligible men interview 1,461 2,130 | 729 641 693 811 717 3,591
Eligible men response réte 915 91.7 | 96.9 85.9 93.8 90.7 9209 | 91.6

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

1.7 DATA DISAGGREGATION
Data are disaggregatadd presented in the followimgportant geographical divisions:

A Urban: houseblds living in Honiara and all provincial centres of all other provinces.
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A Rural: covering the rest of Solomon Islands households living in traditional rural areas.

A Regions/Provincesall households in all selected five provinces of Honiara, Guadalcankiitdla
Westerrand other provinces.

Because of the way the sample was designed, the number of cases may in some instances appear small
because they are weighted to make the regional distribution nationally representative. Throughout this report,
numbers irthe tables reflect weighted numbers. To ensure statistical reliability, percentages basd@ on 25
unweighted cases are shown within parentheses, and percentages based on fewer than 25 unweighted cases
are suppressed.

In the tables in this report, theeay or y 6 marri edd i ncludes both those
or official marriage and those who are |living tog
and o6living togetherd are disaggregheedasbsegeepad

only to those women or men who are in a formal or official marriage.
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CHAPTER 2 HOUSEHOLD POPULATION AND HOUSING
CHARACTERISTICS

by Josephat Tako, Statistician and Gloria Kila, Senior Information OffRi&NSO

KEY FINDINGS

u  83% of households have an improved source of water for drinking and 17% havargpraved
source of drinking water. Only 7% of households use an appropriate method of water treatme
to drinking.

u  About 23% of households have improved, 1stviared toilet facilities, while 7% have shared to
facilities. 70% of households have Aomproved toilet facilities and 58% have no toilet facilities
all.

i 55% of households have access to electricity, and ofidsese households§%) are in the urbar
area.

a  91% of households use solid fuel (e.g. wood, sawdust, shrubs) as their main source of cook

a  There is an uneven distribution of wealth across all households in Solomon Islands. Poverty
prevdent in rural areas than in urban areas.

u  Solomon Islands has a young population structure. Approximately 43% of the population is
15 years of age, 45% is aged 48, and 12% is aged 50 and over.

u The average Solomon Islands household size is fivelgpebpe average household size in urk
areas is six people and is 5 people in rural areas.

a  More households (82%) are headed by males than females (18%).

u 17% ofde jure or usually resident, children aged less than 18 years do not live with a biol
paent.

u Overall, the school national attendance ratio is 66% for primary school children and 3¢
secondary school children.

u  The majority of Solomon Islanders have attended school, although many have not completed
school (35% of women, 34% of memmong those who never attended school, slightly rr
females than males never attended; 22% of females aged 6 and older have never been |
compared with 18% of males.

INTROD UCTION

In the following chapters of this report, a number of demographic and-nelald topics (e.g. respondent
characteristics, fertility, contraceptive behaviour, infant and child mortality) are viewed across different
subgroups of the populationn® focus of this chapter is to describe the environment in which women and
children live. This description includes housing facilities (sources of drinking water, sanitation facilities,
dwelling characteristics and household possessions), household meatgyéheadship, size), and general
characteristics of the population (aggx structure, literacy and education). A distinction is made between
urban and rural settings where many of these indicators usually differ.

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

2.1 HOUSEHOLD ENVIRONMEN T

The household emonment, which includes dwelling characteristics and housing facilities, is an important
determinant of the socioeconomic and healétust of household members. TB®OHS 2015included
questions about the household environment, including sources ohdrinkier, sanitation facilities used,
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access to electricity, and other environmergidted factors. The results are presented by household and by
the usual household resident population.

2.1.1 Drinking water

Increased access to safe drinking water resultapnoved health outcomes in the form of reduced cases of
waterborne diseases such as dysentery and chahdoamation was collected in theIDHS 2015about

certain characteristics of household drinking water, including source of drinking water, timétakéect

water, household members who usually collect the water, water treatment prior to drinking, and type of
sanitation facility.

Table 2.1 shows that 83% of households use an improved water°sdningdoan areas, more than 9 in 10
households hee access to an improved water source. This is not the case in rural areas where 8 in 10
households have access to an improved water s&Ragewater and a public tap (or standpipe) are the two
most common sources of drinking water, used by 28% and 208%@useholds, respectively. After these,

water piped to the yard (or plot) and Fiamproved water sources were listed as being used by 18% and 17%

of households, respectively. This was a change fronBtb¢lS 20062007, where piped water to the
dwelling, yard or plot was the second most common water source, used by 28% of households, and rainwater
was used by only 18% of householablic tap (or standpipe) water sources are more common in rural areas
(22%) than in urban areas (9%). The highest perceuffagenimproved water sources are in rural areas
(20%) compared with urban areas (5%). These results are consistent with the findings of the 2009 Solomon
Islands Population and Housing Census.

With regard to the amount of time taken to draw waterStBg1S 2015findings show that there are major
urbarirural differences. Households in urban areas are much more likely to have drinking water on the
premises (87%) than households in rural areas (64%). In rural areas, 9% of households take 30 minutes or
longer(round trip) to obtain drinking water compared with 3% of households in urban areas.

5 Improved water sources include piped waagaublic tap,atube well or borehole protected dug weli.e. a well that is covered from pests and
dust), or spring and rainwater. It should be noted that tHfenitien of Gmproved water sourcésised in Solomon Islands differs from the
international definition in that it excludes rainwater.
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Table 2.1: Household drinking water

Percent distribution of households and de jure population by source of drinking water, time to obtain drinking water,
and treaiment of drinking water, according to residence, Solomon Islands 2015

Households Population

Characteristic

Urban Rural Total Urban Rural Total
Source of drinking water
Improved source 94.6 80.1 82.5 94.9 79.6 82.5
Piped into dwelhg 31.6 5.2 9.7 34.9 4.7 10.6
Piped to yard/plot 19 18 18.2 19 17.9 18.1
Public tap/standpipe 9.4 21.9 19.8 9.1 22 195
Tube well or borehole 1.6 0.8 1 1.4 1 1
Protected well 1.2 1.6 1.5 1.2 1.6 15
Protected spring 1.9 4.2 3.8 1.9 4.2 3.8
Rain water 28.9 28.3 28.4 26.7 28.2 27.9
Bottled water 1 0 0.2 0.7 0 0.1
Non-improved source 5.1 19.6 17.1 4.8 20.1 17.1
Unprotected well 1.2 2.2 2 1 2.4 2.2
Unprotected spring 2.1 104 9 2.1 10.8 9.1
Tanker truck/cart with small tank 0.3 0.1 0.1 0.5 0.1 0.2
Surface water 15 6.9 6 1.4 6.7 5.7
Other 0.2 0.2 0.2 0.1 0.2 0.1
Missing 0.1 0.2 0.2 0.1 0.2 0.2
Total 100 100 100 100 100 100
Time to obtain drinking water
(round trip)
Water on premises 86.7 64.4 68.1 88 63.7 68.4
Less than 30 minutes 9.2 25.4 22.6 8.3 25.6 22.2
30 minutes or longer 3.1 9.3 8.3 2.7 9.9 8.5
Don't know/missing 1 0.9 1 1 0.8 0.9
Total 100 100 100 100 100 100
Water treatment prior to drinking*
Boiled 15.1 4.1 5.9 16 4.5 6.7
Bleach/chlorine added 2.3 0.4 0.7 2.3 0.3 0.7
Strained through cloth 2.9 1.9 2.1 2.7 1.9 2.1
Ceramic, sand or other filter 1 0.1 0.3 1.1 0.1 0.3
Other 3.4 2.7 2.8 3.3 2.9 3
No treatment 75.6 91.8 89.1 75 91.6 88.4
52;;':3??“232%2&” apppriate 18.2 46 6.9 19.3 48 76
Number 850 4,192 5,042 5,207 21,652 26,859

1 Respondents may report multiple treatment methods so the sum of treatment may exceed 100%.
2 Appropriate water treatment methods includbl&adirigg, filtering, and solar disinfecting.
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2.1.2 Household sanitation facilities

Poor sanitation coupled with unsafe water sources increases the risk dbevatediseases and illnesses
due to poor hygiene. This has contributed immenselge disease burden in Solomon Islands. Households
without proper toilet facilities are more exposed to the risk of diseases such as dysentery, diarrhoea and
typhoid fever than those with improved sanitation facilities. Table 2.2 shows that approxiPnately
households use improved toilet or latrine facilities compared with aBnios10 households that use nron
improved toilet or latrine facilities or shared facilities. These findings are consistent WBHDIHE 2006

2007 Households with improveditet facilities using a flush or pour flush system to the septic tank account
for 9% of all households, and most of these in urban areas (35% compared with 4% in rural areas), while
those with pit latrines with a slab accounted for 4%. Overall, 58% lobafieholds in Solomon Islands have

no toilet facilities of any kind. This problem is more common in rural areas, where 68% of households have
no toilet facilities, compared with urban areas where only 6% of households have no toilet facilities. The
SIDHS 2015findings are consistent with those found in the 2009 Solomon Islands Population and Housing

Census.

Table 2.2: Household sanitation facilities

Percent distribution of households add jure population by type of toilet/latrine facilities, acating to residence,

Solomon Islands 2015

Households Population

Type of toilet/latrine facility

Urban Rural Total Urban Rural Total
Improved, not shared facility
Flush/pour flush to piped sewer system 17 1 3.7 18.5 1 4.4
Flush/pour flusha septic tank 34.9 35 8.8 37.8 3.3 10
Flush/pour flush to pit latrine 6.5 2.9 3.5 6.4 2.6 3.4
Ventilated improved pit (VIP) latrine 24 19 2 2.2 1.9 1.9
Pit latrine with slab 6.8 4 4.4 6.9 3.6 4.3
Composting toilet 0.2 0.1 0.1 0.3 0.1 0.1
Total 67.8 13.4 22.6 72.1 12.6 241
Shared facility*
Flush/pour flush to piped sewer system 3 0.4 0.8 2.4 0.3 0.7
Flush/pour flush to septic tank 7.6 1.2 2.2 6 0.8 1.8
Flush/pour flush to pit latrine 5.4 0.9 1.7 55 0.9 1.8
Ventlated improved pit (VIP) latrine 1.8 0.9 1.1 1.4 0.8 0.9
Pit latrine with slab 35 0.9 1.3 3 0.9 1.3
Composting toilet 0.1 0.1 0.1 0.1 0.1 0.1
Total 21.3 4.3 7.1 184 3.7 6.6
Nonimproved facility
Flush/pour flush not to sewer/sejut
tank/pit latrine 0.9 0.2 0.3 0.7 0.2 0.3
Pit latrine without slab/open pit 3.1 9.7 8.6 2.6 9.7 8.3
Hanging toilet/hanging latrine 0.2 2.5 2.1 0.3 25 2.1
No facility/bush/field/sea/ocean/beach 6 68.4 57.9 5.4 69.6 57.2
Other 05 14 1.3 0.5 1.6 1.4
Missing 0.1 0.1 0.1 0.1 0 0.1
Total 10.9 82.3 70.3 9.6 83.7 69.3
Total 100 100 100 100 100 100
Number 850 4,192 5,042 5,207 21,652 26,859

1 Facilities that would be considered improved if they were not sbanedrbyhtwseholds.
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2.1.3 Household characteristics

Table 2.3 provides information that relates to other characteristics of dwellings, such as whether or not the
household has electricity, the main construction materials used for the flooombermof rooms used for
sleeping, information on the type of power or fuel used for cooking, and the location of cooking facility.

The SIDHS 2015found that 55% of households in Solomon Islands have access to electricity. This result
shows a major changeofn theSIDHS 20062007, when only 13% of households in Solomon Islands had
access to electricity. As expected, access to electricity is much higher in urban areas (68%) than in rural areas
(53%). The result shows that one in two rural households do vetitaess to electricity.

The type of material used for the floor may be viewed as an indicator of the quality of housing (a wealth
dimension) as well as an indicator of health risk. Some floor materials, such as earth and sand, pose a health
problem becage they can act as breeding grounds for pests and may be a source of dust. They are also more
difficult to keep clean.

The type of flooring material most commonly used by households in Solomon Islands is wood planks (35%).
More residences in rural area$¥8) have floors made of wood planks than residences in urban areas (33%).
Parquet, or polished wood, is the second most commonly used flooring material in Solomon Islands, used in
32% of all households. This type of flooring is more common in urban &s#s than in rural areas (32%).
According to theSIDHS 20062007, palm and/or bamboo was the second most common flooring material
used in households (20%). In tBEDHS 2015the use of palm and/or bamboo for flooring had decreased to
8%. The third most gamon material for flooring was earth or sand, used in 18% of rural households and
10% of urban households.

The number of rooms used for sleeping gives an indication of the extent of crowding in households. Crowding
in one sleeping room increases the ridliafection by diseases. In Solomon Islands, a room that sleeps more
than two people is considered to be overcrowded. Overall, abofifthra all households (18%) use only

one room for sleeping. This is more common in rural households (19%) thdramhouseholds (13%).

Smoke from solid fuels used for cooking (e.g. charcoal, wood, and other biomass fuels) is a major cause of
respiratory infections. The type of fuel used for cooking, the location where food is cooked, and the type of
stove used arall related to indoor air quality and the degree to which household members are exposed to the
risk of respiratory infections and other diseases. About 12% of Solomon Islands households cook in the same
house, 83% use a separate building, and only 5%autdkors. Rural households are more likely than urban
households to cook in a separate building (89% compared with 51%), while cooking in the house and
outdoors was more common in urban households (40% and 9%) than in rural households (7% and 4%).

Clean ooking fuel is not affordable for many households, and most resort to using solid fuels that emit a
considerable amount of smoke. As a result, household members are likely to be exposed to air pollution.
Ensuring access to affordable, reliable, sustairaftemodern energy for all is Sustainable Development
Goal 7. In Solomon Islands, 91% of households still use solid fuel for cgokin

& http://www.un.org/sustainabledevelopment/energy/
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Table 2.3: Household characteristics

Percent distribution of households by housing characteristics, percentageso$id fuel for cooking,
and percent distribution by frequency of smoking in the home, according to residence, Solomon Islands 2015

i L Residence

Housing characteristic Total
Urban Rural

Electricity
Yes 67.6 52.6 55.1
No 324 47.3 44.7
Missng 0.1 0.1 0.1
Total 100 100 100
Flooring material
Earth/sand 9.5 17.8 16.4
Coral/pebbles 0.5 1.4 1.3
Wood planks 33.4 35.6 35.2
Palm/bamboo 0.5 9.9 8.3
Parquet or polished wood 34.9 31.6 32.2
Ceramic tiles 4.4 0.1 0.8
Cement 14.6 29 4.9
Carpet 2.1 0.4 0.7
Other 0 0.1 0.1
Missing 0.1 0.2 0.2
Total 100 100 100
Rooms used for sleeping
One 12.6 18.6 17.6
Two 47.5 42.5 43.3
Three or more 39.3 37.4 37.7
Missing 0.6 15 13
Total 100 100 100
Place for cooking
In the house 39.8 6.6 12.2
In a separate building 50.6 89.1 82.6
Outdoors 8.8 3.7 4.5
No food cooked in household 0.2 0 0.1
Other 0.5 0.5 0.5
Missing 0.1 0.1 0.1
Total 100 100 100
Cooking fuel
Electricity 3.1 0.1 0.6
LPG 37.3 15 7.5
Kersene 1.6 0 0.3
Charcoal 0.3 11 1
Wood 52.3 96.9 89.4
Straw/shrubs/grass/sawdust 5.1 0.2 1
Other 0 0 0
No food cooked in household 0.2 0 0.1
Missing 0.1 0.1 0.1
Total 100 100 100
Percentage using solid fuel for cookingl 57.7 98.2 91.4
Frequency of smoking in the home
Daily 48.7 59 57.3
Weekly 3.6 5.7 5.3
Monthly 0.5 0.8 0.7
Less than monthly 15 1.3 1.3
Never 455 33.1 35.2
Missing 0.2 0.1 0.1
Total 100 100 100
Number 850 4,192 5,042

LPG = Liquid petroleum gas
1 Incldes coall/lignite, charcoal, wood/straw/shrubs/grass/sa dust, agricultural crops, and animal dung
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The SIDHS 2015ound that wood is the most common fuel for cooking, used in 89% of households, while
LPG is used in 8% households. Electricity is usedrily 0.6% of households. Other cooking fuels such as
kerosene, charcoal, straw, shrubs, grass or sawdust are used in 2% of households. The use of wood fuel in
rural areas is almost universal with well over 9 out of 10 households using it, while in udi=mb ate of

10 households use this type of fuel.

Table 2.3 shows the frequency of residents smoking in the home, categorised in terms of daily, weekly,
monthly, less than monthly, and never smoked in the home. Frequent smoking in the home can cause health
and respiratory problems to household members. Daily smoking in the home occurs in 57% of Solomon
Islands households, with most occurring in rural households (59%), but also in almost half of all urban
households (49%). Urban households are also motig tikéave residents who have never smoked in the
home, with 46% of households stating that this was the case, compared with 33% of households in rural
areas. Smoking in the house weekly, monthly or less than monthly occurred less frequently.

2.1.4 Household posessions

The SIDHS 2015collected information on household ownership of selected assets that are in themselves
believed to have a strong association with poverty levels. Some of these can be used to measure household
welfare when combined with other indioes to generate a wealth index. Information was collected on
household ownership of a radio and television as a measure of access to mass media; telephone ownership
(both mobile and nemobile phones) as an indicator of access to an efficient means ofurication;

refrigerator ownership as an indication of the capacity for the hygienic storage of foods; and ownership of a
means of transportation (bicycle, motorcycle, boat with or without a motor, or private car or truck) as a sign

of t he h o uosaedess topudlis setviees and markets as well as exposure to developments in other
areas. I n addition, ownership of agricultur al | &
Ownership of farm animals such as local cattle, exotic or crits logeed, horses, donkeys or mules, goats,

sheep, pigs, or chickens indicates the level of assets a household possesses that could be used to meet
household demands.

Table 2.4 shows the percentage of households owning certain goods and means oftranspad land

and farm animals. The most commonly owned items household items include, a bed, mobile phone, dining
sef’, radio and sewing machine, whereas the least commonly owned items include a washing machine and
microwave. Data from th&IDHS 2015show that 26% of households in Solomon Islands own a radio.
Owning a radio is more common (44%) in urban households than in rural households (23%). Approximately
9% of all households own a television, and as expected, urban households are more likelyathan
households to own a television (42% urban, 2% rural). About 78% of all households own a mobile phone,
including 97% of urban households. A refrigerator, microwave, fan, freezer, washing machine, chainsaw and
pressure lamp were each owned by less 1886 of all households.

With regard to transport, 8% of all households own a bicycle and these households are more likely to be in
urban areas (20%) than in rural areas (6%). In urban areas, 23% of households own a car or truck compared
with 2% of rural lmuseholds. In contrast, 10% of both rural households and urban households own a boat
with a motor.

As expected, ownership of agricultural land and farm anftmas more common in rural areas than in urban
areas. Approximately 63% of all Solomon Islarfususeholds own agricultural land; 26% of urban
households own land in contrast to 70% of rural households. About 52% of households own farm animals,
which again is more common in rural areas (60%) than in urban areas (17%).

" A dining set constitutes basic furniture such as a table and chairs.
8 Farm animals includeattle, cows, bulls, horses, donkeys, goats, sheep or chickens
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Table 2.4: Household possessions

Percentage of households possessing various household effects, means of transportation,
agricultural land and livestock/farm animals by residence, Solomon Islands 2015

Residence

Possession Total

Urban Rural
Household effects
Rado 44 22.8 26.4
Television 41.6 2.2 8.9
Mobile telephone 97.2 73.7 77.7
Refrigerator 22.1 0.5 4.1
Bed 92.2 86.8 87.7
Sewing machine 36.5 23.2 25.4
Microwave 9.4 0.2 1.7
Fan 41.4 1.2 8
Freezer 26.1 0.6 4.9
Washing machine 53 0.1 1
Video set 45.6 8.3 14.6
Chainsaw 94 10 9.9
Dining set 60.4 27.3 32.9
Pressure lamp 3.9 2.2 2.4
Means of transport
Bicycle 20.2 55 7.9
Motorcycle/scooter 1.3 0.4 0.6
Car/truck 22.9 1.8 54
Boat with a motor 10.2 9.6 9.7
Ownership of agricultural land 25.7 69.9 62.5
Ownership of farm animals? 16.5 59.5 52.3
Number 850 4,192 5,042

1 Cattle, cows, bulls, horses, donkeys, goats, sheep or chickens

22  WEALTH QUINTILES

In addition to standard background characteristicsStBélS 2015c ol | ect ed i nf or mat i on
various wealth quintiles, an indicator of the economic status of a household. Although surveys under the DHS
programme do not collect data on consumption or income, they do collect detailed informatiailiog d

and household characteristics, and access to a variety of consumer goods and services and assets, which are
used as a measure of economic status. The wealth index is a measure that has been used in many DHS and
other countrylevel surveys to indida inequalities in household characteristics, regarding the use of health

and other services, and in health outcomes (Rutstein et al. 2000). The resulting wealth index is an indicator
of the level of wealth that is consistent with expenditure and incorasures (Rutstein 1999

The wealth index was constructed using household asset data via principal components analysis. In its current
form, which takes better account of urbamal differences in the scores and indicators of wealth, the wealth

index is ceated in three steps. In the first step, a subset of indicators common to both urban and rural areas
is used to create wealth scores for households in both areas. Categorical variables to be used are transformed
into separate dichotomous @) indicatorsThese indicators and those that are continuous are then analysed
using principal components analysis to produce a common factor score for each household. In a second step,
separate factor scores are produced for households in urban and rural areagaispegific indicators.

The third step combines the separate-apeific factor scores to produce a nationally applicable combined
wealth index by adjusting the argpecific score through regression on the common factor scores. This three

step procedurpermits greater adaptability of the wealth index in both urban and rural areas. The resulting
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combined wealth index has a mean of zero and a standard deviation of one, and once it is obtained, national
level wealth quintiles are obtained by assigningtbesehold score to eade jure household member,

ranking each person in the population by their score and then dividing the ranking into five equal parts, from
quintile one (lowespoorest) to quintile five (highestealthiest), each having approximat@@% of the
population.

Table 2.5 shows the distribution across the five wealth quintiles of the population of urban and rural areas
and in each region in Solomon Islands. These distributions indicate the degree to which wealth is evenly (or
unevenly) distibuted by geographic areas. The distribution of households by quintiles is not exactly 20% due
to the fact that members of households, not households, were divided into quintiles.

Among the population in urban areas, 72% are in the highest wealth quiatiipared with 8% of the
household population in rural areas. About 90% of the urban population is in the top two (fourth and highest)
household wealth quintiles compared with 28% of the rural population. Almost half of the rural population
is in the secnd to last and lowest household wealth quintiles. These results further confirm other findings
that the distribution of wealth is uneven in Solomon Islands and that poverty is more concentrated in rural
areas than in urban areas. This is consistent vethtseof the 2013/2014 Household Income and Expenditure
Survey Poverty Profile.

Honiara has the highest percentage of residents in the highest wealth quintile (81%). In contrast, other
provinces had the highest percentage of people in the lowest twoleguitcording to the Gini
coefficienf?, wealth in Honiara and in urban areas is most evenly distributed (0.26).

Table 2.5: Wealth quintiles

Percent distribution of the de jure population by wealth quintiles, and the Gini coefficient, acdordisglence and
region, Solomon Islands 2015

Wealth quintile
Residence/region Number of Gini
Lowest Second Middle Fourth  Highest Total persons  coefficient

Residence

Urban 0.8 2.2 6.7 18.3 72 100 5,207 0.26
Rural 24.6 24.3 23.2 204 7.5 100 21,652 0.31
Region

Honiara 0 0.7 3.9 14.5 80.8 100 3,294 0.26
Guadalcanal 29.1 16.9 16.6 18.6 18.8 100 4,724 0.42
Malaita 215 28.3 22.8 19.8 7.6 100 7,218 0.35
Western 7.2 16.5 27.7 29.5 19.1 100 4,018 0.35
Other povinces 28.3 24.3 22.4 18.5 6.5 100 7,606 0.32
Total 20 20 20 20 20 100 26,859 0.35

2.3 HAND WASHING

Hand washing is important for health and hygiene and preventing the spread of disease. Table 2.6 shows the
percent distribution of households where a pfacavashing hands was observed to have water, soap and
other cleansing agents, by household background characteristics. In total, 70% of households had a place for
washing hands. Of these households, soap and water were available for washing handsfiralb4%
households; 25% had only water available, and 8% had no water, no soap and no other cleansing agent
available.

A place for washing hands was more common in urban households (80%) than in rural households (68%).
Urban households that had a placeviashing hands were more likely to have soap and water available,
while rural households were more likely to have water only or no water at all, no soap and no other cleansing

® The Gini coefficient is a measure of statistical dispersion intended to represent the income distribution of a couhgymibss commonly
used measure of ineqitsl (See alsohttp://siteresources.worldbank.org/INTPA/Resources/tn_measuring_inequality.pdf
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agent. Western Province and Honiara had the higher percentage of househalggagitfor hand washing

(84% and 83%, respectively). There was a fairly linear relationship between wealth quintile and a place for
washing hands, with only 58% of households in the lowest quintile reported as having one, compared with
87% of householdsithe highest wealth quintile. Similarly, households with a hand washing place in higher
wealth quintiles were more likely (90%) to have soap and water available than lower quintile households

(33%).

Table 2.6: Hand washing

Percentage of househadh which the place most often used for washing hands was observed, and among households
in which the place for hand washing was observed, percent distribution by availability of water, soap and other
cleansing agerst, Solomon Islands 2015

Percentage Among households where place for hand washing was observed, percentage v
of Water

households and No Number of
Backgrmmd ) where cleansing Clearsing  water, households
characteristic | place for agent? agent no soap, with place

washing Soap other Soap other no other for hand

hands was Numberof | and thansoap Water butno than cleansing washing

observed households| water* only only water® soaponly agent Missing Total | observed
Residence
Urban 79.7 850 84.7 0.5 7.8 23 0.1 4.2 0.3 100 677
Rural 67.7 4,192 58.5 1.5 28.8 22 0.1 8.7 0.3 100 2,840
Region
Honiara 83.2 496 88.3 0.3 5.2 24 0 35 0.2 100 413
Guadalcanal 65.6 948 58.6 3.8 26.3 0.9 0.2 10 0.1 100 622
Malaita 68.1 1,349 51.3 0.3 35.5 1.8 0 10.6 0.5 100 919
Western 83.5 760 71.7 0.5 16.4 3.8 0 7.2 0.3 100 635
Othe_r 62.4 1,488 62.3 1.5 27.4 23 0.2 6 0.4 100 928
provinces
Wealth
quintile
Lowest 58.4 1,026 334 21 45.3 1.8 0.5 16.4 0.5 100 600
Second 63 1,010 47.9 1.9 35.2 31 0 11.7 0 100 636
Middle 67.7 1,029 60.5 1.8 27.1 1.6 0 8.5 0.5 100 696
Fourth 74.3 1,055 75.2 0.7 17 31 0 3.9 0.3 100 784
Highest 86.9 922 89.7 0.3 6.5 15 0 1.6 0.4 100 801
Total 69.8 5,042 63.5 1.3 24.7 2.2 0.1 7.8 0.3 100 3,617

1 Soap includes soamletergent in bar, liquid, powder or paste form. This column includes households with soap and water batyhasl wel@arnidosater and

another cleansing agent.
2 Cleansing agents other than soap include locally availabkuoiateriath, mud or sand.
3 Includes households with soap only as well as those with soap and another cleansing agent.

2.4

HOUSEHOLD POPULATION BY AGE AND SEX

The SIDHS 2015included a household questionnaire that was used to elicit information on the
socioeconomic characteristics of usual residents and visitors who had spent the previous night in the selected
households. Table 2.7 shows the reported distributions ditfectohousehold population in fivgear age

groups, by sex and urbiamral resiéince. Data show that there are slightly more women (13,585) than men
(13,408), with women constituting 50.3% of the population and men constituting 49.7%. The sex
composition of the population does not show significant variation by inlnah residence, ith slightly

more men living in urban areas (50.9%) than women (49.1%).

Table 2.7 further depicts Solomon Islands as having a young population, with a large proportion of people in
younger age groups. Those aged less than 24 constitute 52% of the tolaliggmpOlder age groups are
very small in comparison, as seen in Figure 2.1 and Figure 2.2. Those aged over 50 make up less than 12%
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of the total population. The population pyramid shows a broad base, reflective of the young age structure of
the Solomorislands. This type of age structure has adfuit mo ment um
population, subject to migration and mortality trends. When the young population eventually reaches
reproductive age, the potential result will be a high populatiowth rate for some years to come, assuming

other contributors to population change hold constant (i.e. trends in fertility, mortality and migration).

Table 2.7: Household population by age, sex, and residence

for

t he

grow

Percent distribution of the de facto housdth population by fivejear age groups, according to sex and residence,
Solomon Islands 2015

Urban Rural National

Age Male Female Total | Male Female Total Male Female Total
<5 13 12.8 12.9 16.7 15.4 16 16 14.9 15.4
5¢9 11.4 10.9 11.2 16.5 14 15.2 155 134 14.4
10¢14 10 10.7 10.4 13.7 13.9 13.8 13 13.3 13.1
15¢19 10.9 12 11.5 8.4 8.2 8.3 8.9 9 8.9
20c24 10.8 11.7 11.2 5.7 7 6.4 6.7 7.9 7.3
25¢29 9.9 9.3 9.6 5.9 7.6 6.7 6.7 7.9 7.3
30¢34 7.2 7.8 7.5 6.3 6.6 6.4 6.5 6.8 6.6
35¢39 71 7.1 7.1 5.9 6.1 6 6.1 6.3 6.2
40c44 6.1 51 5.6 4.6 4.7 4.7 4.9 4.8 4.9
45¢49 3.9 3.6 3.8 4.1 3.8 3.9 4 3.7 3.9
50¢54 3.5 3.7 3.6 3 4.7 3.9 3.1 4.5 3.8
55¢59 2.2 1.8 2 25 2.4 2.4 2.4 2.3 2.4
60c¢64 15 1.6 15 24 19 2.1 2.2 1.8 2
65¢69 1 09 1 1.6 15 1.6 15 14 14
70¢74 0.7 0.5 0.6 1.3 1 11 12 0.9 1
75¢79 0.4 0.2 0.3 0.8 0.6 0.7 0.7 0.5 0.6
80+ 0.3 0.2 0.2 0.6 0.6 0.6 0.6 0.5 0.5
Don't know/missing 0 0 0 0 0 0 0 0 0
Total 100 100 100 100 100 100 100 100 100
Number 2691 25% 5,287 | 10,716 10,989 21,705| 13,408 13,585 26,993

Figure 2.1: Solomon Islands population pyramid, 2015
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Figure 2.2: Solomon Islands broad age population (in percentages), 2015

<15 years
W 15¢49 years
m 50 years and over

There are differences in age structure between rural and urban areaanlareds, 35% of the population

is aged less than 15 compared with 45% of the rural population. However, there are more working age people
between ages 15 and 49 in urban areas than in rural areas, where they comprise 56% of the population as
opposed to 4% of the population.

Figure 2.3: Urban (shaded) and rural (outlined) population pyramid, Solomon Islands 2015
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25 HOUSEHOLD COMPOSITIO N

Information on other key aspects of household composition (e.g. sex of head of household and household
size) are preserden Table 2.8. These characteristics are important because they provide information on the
welfare of a household and its members. Economic resources are often more limited in larger households
than in smaller households. Moreover, in larger househotdga,dong can lead to health problems. A
househol dbs size and composition influence the al
of household members.

Data from theSIDHS 2015ndicate that about 18% of households are headed by wairitietittle difference

between urban and rural areas. The mean household size is 5.3 people, similar to the mean household size of
5.5 people reported in the 2009 population census. In urban areas, the average household size is 6.1 people,
whereas in rutaareas, the average household size is 5.2 people. About 19% of urban households reported
having more than 9 members as compared with 10% of rural households. Where the size of the household is
large, crowding can lead to social and health problems iiamhie/, community and country. However, it is
important to understand that measuring household size and whether it is crowded has two aspects. One is the
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dwel lingbs physical measurement s: more members c:

number of people living in the household.

Table 2.8: Household composition

Percent distribution of households by sex of head of household and by household size;
mean size of household, and percentage of households with orphans and foster children
under 18 years of age, according to residence, Solomon Islands 2015

Residence

Characteristic

Urban Rural Total
Household headship
Male 83.5 82 82.3
Female 16.5 18 17.7
Total 100 100 100
Number of usual members
0 0.3 0.1 0.1
1 3.6 4.4 4.2
2 55 8.7 8.2
3 10.2 12.6 12.2
4 15 16.9 16.6
5 12.9 17 16.3
6 13.7 14.6 14.4
7 10.8 10.6 10.6
8 9.1 5.6 6.2
9+ 18.9 9.6 111
Total 100 100 100
Mean size of households 6.1 5.2 5.3
Percentage of households with orphans
and foser children under 18 years of age
Foster childrent 28.7 28.6 28.6
Double orphans 0.9 0.7 0.7
Single orphans? 5.1 4.7 4.8
Foster and/or orphan children 31.1 30.6 30.7
Number of households 850 4,192 5,042

Note: Table is based on de jure htussgdmbers, i.e., usual residents.
1 Foster children are those under age 18 living in households with neither their mother nor their father present.
2 Includes children with one dead parent and an unknown survivabstetparehthe

2.6 BIRTH REGISTRATION

It is a human right for a child to know who its parents are and to have a nationality through registration. The
registration system in Solomon Islands needs to be formalised with the Ministry of Home Affairs. Currently,
birth registration is onlyahe by the Ministry of Health, but requires considerable quality control checks to
improve proper recording and maintenance. Coverage is good in some provinces, while in others more efforts
are needed to improve the capture of this demographic datardgjiskration is undertaken in all provinces
countrywide. Apart from being the first | egal ac
fundamental to the realisation of a number of rights and practical needs including, but not limdees®, a

to health care and immunisation. Birth registration in a-esthblished and functioning system that ensures

the country has an tip-date and reliable database for planning. This is as useful for national level planning
as it is for local governmeiodies that are responsible for maintaining education, health, and other social
services for the community.

Table 2.9 shows that about 88% of births of children under age 5 years are registered in Solomon Islands,
although only 26% of those registeredida birth certificate. This indicates an improvement from 80% as
found by theSIDHS 20062007. There is little difference in the proportion of children registered in urban areas
and rural areas, although those in urban areas were more likely to hatecartficate. This is a noticeable
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change from th&IDHS 20062007, where 70% of births in urban areas were registered compared with 81%

in rural areas. There is little variation in birth registration across household wealth quintiles, ranging from 87%
in the lowest wealth quintile to 89% in the fourth wealth quintile. Similarly, the number of registered births was
consistent across regions with more than 80% births registered reported from each region. Children in Honiara
and Malaita whose births weragistered were the most likely to have birth certificates.

Table 2.9: Birth registration of children under 5

Percentage of de jure children under five years of age whose births are registered with the
civil authorities, according to background charaistéics, Solomon Islands 2015

Children whose births are registered

Background Percentage Percentage who
characteristic who had a birth did not have Percentage| Number of

certificate birth certificate  registered children
Age
<2 27.3 63.3 90.6 1,642
2¢4 254 60.9 86.3 2,490
Sex
Male 26.3 60.9 87.2 2,133
Female 26.1 62.9 89 1,999
Residence
Urban 30.8 58 88.8 672
Rural 25.3 62.6 87.9 3,460
Region
Honiara 32.9 54.8 87.7 426
Guadalcanal 25.9 60.2 86.1 750
Malaita 39.1 48.6 87.8 1,130
Western 25.9 62.7 88.6 599
Other provinces 12.2 77.1 89.3 1,227
Wealth quintile
Lowest 254 61.7 87 953
Second 24.4 64.2 88.7 862
Middle 26.2 61 87.1 864
Fourth 271 62.3 89.4 798
Highest 285 59.8 88.3 655
Total 26.2 61.9 88 4,132

Figure 2.4: Percent of birth registration of children under age 5 by urban and rural area, Solomon

Islands 2015
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2.7 FOSTERHOOD AND ORPHANHOOD

In Solomon Islands, a person younger than 18 years is defined & a<is the case in most other Pacific
Island countries. Information on fosterhood and orphanhood of children is presented in the previous Table
2.8. The percentage of households with foster and/or orphan children is roughly the same in rural and urban
areas, at abo1%. About 4.8% of all households have a single orphan, which refers to children living in
the household with just a father or just a mother.

Table 2.10 shows: 1) the percent distributiodefurechildren less than 18 years old by livimgangements

and parental survival status, 2) the percentage of children not living with a biological parent, and 3) the
percentage of children with one or both parents dead, according to background characteristics. Overall, 17%
of de jureor usual residdrchildren aged less than18 years do not live with a biological parent, which is more
common with children in the 187 age group, and with children living in the highest wealth households.
About 4% of children aged less than 18 years had one or botlig@deeand, and there is little difference when
comparing urban and rural areas. Of the regions, 5% of children under age 18 in Malaita had lost one or both
parents compared with 2% in other provinces. This was also more common among children living in the
fourth wealth households (5%). Moreover, 63% of children aged less than 18 years were living with both
parentsvhile the remaining 37% of children aged less than 18 years were living with only one parent (father
or mother) or with no parents at all. It wasmcommon for children aged less than 18 and living with only

one parent to be living with their mothe6¢4) than their fathe{3%).

29



Table 2.10: Children's living arrangements and orphanhood

Percent distribution of de jure children under 48eby living arrangements and survival status of parents, the percentage of children not living with a biological pattespamneéntage
of children with one or both parents dead, according to background characteristics, Solomon Islands 2015

Living wit_h mother | Living with father but Not living with either parent Percgqtage
Background N but not with father not with mother _ notlllvmg Pgrcentage
characteristic _L|V|ng Only Only _ Mlss!ng _W|th a with one or | Number
with both | Father Father | Mother Mother Both father mother Both information on biological both parents of

parents alive dead alive dead alive  alive alive dead father/mother Total parent dead? children
Age
0c4 69.2 19.6 0.8 12 0.1 8.2 0.3 0.1 0.1 0.4 100 8.8 14 4,132
.<2 70.9 23.3 0.7 0.5 0 3.6 0.1 0.1 0.2 0.6 100 3.9 1 1,642
..2c4 68.1 17.2 0.8 1.6 0.2 11.3 0.4 0.2 0.1 0.2 100 11.9 1.6 2,490
5¢9 64.5 14.6 1.3 2.6 0.5 15.2 0.2 0.4 0.3 0.3 100 16.2 2.8 3,869
10¢14 59.3 11.7 2.2 3.1 0.7 19.8 0.6 1.2 0.6 0.8 100 22.1 5.4 3,530
15¢17 49.7 9.6 2.7 3.3 1 26.5 0.8 14 11 3.9 100 29.8 7.1 1,522
Sex
Male 62.9 151 17 23 0.6 15.1 0.5 0.6 0.4 0.7 100 16.7 3.9 6,711
Female 62.8 14.6 1.4 25 0.3 16 0.3 0.6 0.4 1 100 17.4 3.1 6,342
Residence
Urban 64.1 11 2.1 4 0.3 154 0.4 0.8 0.4 1.6 100 17 4 2,121
Rural 62.6 15.6 14 2.1 0.5 15.6 0.4 0.6 0.4 0.7 100 17 35 10,932
Region
Honiara 64.8 10.9 1.8 4.6 0.2 15 0.1 0.7 0.3 1.6 100 16.2 3.2 1,303
Guadalcanal 74.6 11 1.6 0.8 0.7 9.3 0.6 0.5 0.2 0.7 100 10.6 3.6 2,311
Malaita 60.4 16.6 1.7 3.3 0.5 14.4 0.5 11 0.5 0.8 100 16.6 45 3,733
Western 53 19.7 1.8 2.8 0.5 19.2 0.6 0.5 0.8 11 100 211 4.2 1,894
Other provinces 62.4 14.3 11 15 0.4 18.8 0.2 0.3 0.4 0.7 100 19.6 2.4 3,813
Wealth quintile
Lowest 69.9 13.3 2.2 1.3 0.3 11.3 0.4 0.6 0.1 0.6 100 12.4 35 2,857
Second 59.6 16.1 1.7 3.8 0.4 15.7 0.6 0.5 0.6 0.9 100 17.5 4 2,763
Middle 61.8 17.6 0.5 1.2 0.6 16.2 0.4 0.7 0.3 0.7 100 17.7 2.6 2,682
Fourth 61.1 15.3 2.1 1.6 0.9 16.3 0.4 0.5 0.7 1.1 100 17.9 4.6 2,531
Highest 61.1 11.2 1.2 4.3 0.2 19.2 0.2 0.9 0.4 1.3 100 20.7 3 2,220
Total <15 64.6 15.5 14 2.2 0.4 14.1 0.4 0.5 0.3 0.5 100 15.3 3.1 11,531
Total <18 62.9 14.8 1.6 2.4 0.5 15.5 0.4 0.6 0.4 0.9 100 17 3.5 13,053

Note: Table is based on de jure members, i.e., usual residents.
*Includes children with father dead, mother dead, both dead and one parent dead but missing iaf@tazisoof tnébemparent.
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2.8  EDUCATION OF THE HOU SEHOLD POPULATION

Education affects many aspects of life, including individual demographic and health behaviour. Studies have
shown that education level is strongly associated with contraceptive udey,farid the general health

status, morbidity, and mortality of children. In each household, for all members aged 6 years or older, data
were collected on the highest level of education attended and the highest grade completed at that level. Table
2.11.1shows the distribution of female household members and Table 2.11.2 shows the distribution for male
household members aged 6 years and older by the highest level of education attained and the median humber
of years of education completed, according to gemknd characteristics.

2.8.1 Educational attainment

As shown in Tables 2.11.1 and 2.11.2, the majority of Solomon Islanders attended school, although many
did not complete primary school (35% of women, 34% of men). Among those who never attended school,
slightly more females than males never attended; 22% of females aged 6 or older had never been to school,
compared with 18% of males, which suggests a gender gap in educational attainment. Higher percentages of
mal es are representedondathwé& amadedmorestbéndseme

slightly higher percentages of women had d&édsome pr
their highest l evel of educational attainment. S
secondary®é as their highest | evel of attainment (

to have no education. Women agetl4&®are most likely to have some secondary education, and those aged
251 49 are most likely to have more thasexondary education. This is reflective of the age at which most
people would undertake further education. The same was also true for men, although the percentages of men
who had achieved these levels of education were higher than for women in alligge graontrast, the
proportion of individuals aged 8 with no education is higher for males (76%) than for females (72%).

Overall, a primary level education is the highest educational attainment achieved in rurs&em@atary

level education attainemt is higher in urban areas than in rural areas. The median number of years of
schooling is higher in Honiara (8 years for males, 6 years for females) than it is in rural areas (4 years for
both males and females). Secondary and more than secondaryosdlicdtainment is most common in
Honiara for both men and women, while Malaita a@highest percentage of people whieceived no
education
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Table 2.11.1: Educational attainment of the female household population

Percent distribution of the de flcfemale household population age 6 and over by highest level of schooling attended or completed and median years eacgigieglifo background
characteristics, Solomon Islands 2015

Background No Some Completed Some Completed  More than  Don't know/ Median years
characteristic education  primary primary?! secondary secondary?  secondary missing Total Number completed
Age

6¢9 72.4 26 0.1 0 0 0 1.5 100 1,448 0
10¢14 10 83 3.9 2.8 0 0 0.3 100 1,810 2.3
15¢19 2.9 27.6 15 54 0.1 0.2 0.3 100 1,216 6.3
20c24 5 18.6 12.8 56.7 11 55 0.2 100 1,073 7.9
25¢29 8.5 19 14.4 47.7 1 8.8 0.5 100 1,073 7.5
30¢34 11.4 23.7 23 33.3 0.2 8.3 0.1 100 930 5.6
35¢39 12 26.1 38.2 15.2 0.2 7.7 0.6 100 857 5.3
40¢44 15 21 39.8 15.9 0.2 7.9 0.2 100 653 5.3
45¢49 21.9 24.4 34.4 11.6 0 7.4 0.3 100 507 5.1
50¢54 33.8 34.1 19.2 9 0 25 1.3 100 614 3
55¢59 36.6 39.8 13.9 5.7 0 2.9 1 100 312 2.4
60c64 43.7 36.7 9 6.1 0 2.9 1.6 100 247 1.2
65+ 49.4 38.7 7.2 0.8 0 1.7 2.2 100 449 0
Don't knowmissing 0 0 0 0 0 0 100 100 1 0
Residence

Urban 13 25.3 145 35.2 1 10.4 0.7 100 2,209 5.8
Rural 24.4 37.5 15.8 19.4 0.1 2.2 0.6 100 8,980 35
Region

Honiara 13.2 23.9 135 35.6 1.3 12 0.5 100 1,386 6
Guadalcanal 22.7 38 13.1 22.6 0.2 2.8 0.5 100 1,905 3.8
Malaita 32.8 394 10.3 15.2 0.2 1.3 0.8 100 3,048 2
Western 10.5 32.8 25.6 26.2 0.1 3.8 1 100 1,656 5.3
Other provinces 21.5 35.1 17.6 22 0.1 3.2 0.4 100 3,194 4.1
Wealth quintile

Lowest 32.7 40.6 13.9 11.6 0 0.4 0.7 100 2,179 21
Second 28.8 37.9 14.2 17.4 0.1 11 0.5 100 2,203 2.9
Middle 19 37.6 17.7 22.7 0 2.2 0.8 100 2,230 4.3
ourth 19.1 33.6 17.9 24.8 0.2 3.7 0.7 100 2,254 4.7
Highest 11.9 26.1 13.9 35.4 0.9 11.3 0.5 100 2,323 5.9
Total 22.1 35 155 22.5 0.3 3.8 0.6 100 11,189 4.1

1 Completed grade 6 at the primary level
2 Completed form 5 or form 6 or form 7 at the secondary level
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Table 2.11.2: Educational attainment of the male household population

Percent distribution of thde facto male household population age 6 and over by highest level of schooling attended or completed and median ydecs eoogiing to background
characteristics, Solomon Islands 2015

Background No Some Completed Some Completed  More than  Don't know/ Median years
characteristic education  primary primary?! secondary secondary?  secondary missing Total Number completed
Age

6-9 76.1 22.8 0 0.2 0 0 0.9 100 1,666 0
1014 104 82.1 4.6 25 0 0 0.2 100 1,739 21
15¢19 3.9 324 15.1 47.7 0.2 0.7 0.1 100 1,198 5.9
20¢24 4.1 13.1 12.7 59.6 15 7.7 1.2 100 901 8.4
25¢29 4.2 16.2 13.4 51.5 15 12.4 0.7 100 899 8.3
30¢34 4.9 17.5 19.2 431 0.7 14.4 0.3 100 865 8
35¢39 6 18 28.3 334 0 13.6 0.7 100 823 5.9
40c44 59 171 32.6 26.5 0.1 16.9 0.9 100 658 5.8
45¢49 5.4 21.2 38.2 20.4 0 14 0.8 100 542 5.6
50-54 9.6 28 31 18.7 0.1 11.4 1.1 100 417 5.6
5559 11.4 44.5 15.7 18.4 0.2 9.2 0.6 100 325 6
60-64 11.4 54.4 12.2 10.9 0 9.9 1.2 100 294 5.5
65+ 22.3 52 10.5 7.7 0 6.7 0.9 100 529 3.6
Don't know/missing 0 0 55.8 0 0 44.2 0 100 4 5.9
Residence

Urban 9.7 229 11.4 37.8 1.1 16.2 0.8 100 2,279 7.5
Rural 20.3 36.8 15.5 22.1 0.1 4.5 0.6 100 8,581 4.2
Region

Honiara 9.2 21.6 10 38.5 14 18.4 0.8 100 1,442 8.2
Guadalcanal 19.4 34.2 14.7 25.9 0.1 5.2 0.5 100 1,906 45
Malaita 23.7 40.5 12.9 19.9 0.2 2.4 0.3 100 2,836 3.2
Western 12.7 30.2 20.6 26.5 0.4 8.6 11 100 1,648 5.5
Other provinces 19 355 15.3 235 0 6 0.7 100 3,028 4.6
Wealth quintile

Lowest 27.7 40.5 141 154 0 1.7 0.6 100 2,082 2.8
Second 21.6 40.4 15.8 19.4 0.1 2.3 0.4 100 2,118 35
Middle 17.8 35.4 17.8 23.6 0.1 4.5 0.8 100 2,139 4.9
Fourth 14.6 32.2 14.4 29.8 0.4 7.7 0.8 100 2,195 5.4
Highest 9.6 224 11.4 37.3 1 17.6 0.7 100 2,326 7.6
Total 18 33.9 14.7 25.4 0.3 7 0.6 100 10,860 5

1 Completed grade 6 at the primary level
2 Completed form 5 or form 6 or form 7 at the secondary level
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The likelihood of an indid u a | never receiving an education decr

increases, just as the likelihood of the individual completing secondary or more than secondary level
education increases. Among females, only 12% of those from the poorestdidashave some secondary
education, while 35% of females from the wealthiest households have some secondary schooling. Similar
differences by wealth are also evident among males: only 15% of males from the poorest households have
some secondary educatioompared with 37% from the wealthiest households.

The likelihood of an individual reaching more than a secondary level of education is much greater among the
wealthiest Solomon Islands households than individuals from poorer households. Some 18%fodmales

the wealthiest households have more than a secondary level of education as compaiédandthnZales

from the remaining wealth quintiles. A similar pattern is observed for women, with 11% of females from the
wealthiest households and ju$t® of fanales from less wealthy households having attained more than a
secondary level of education.

2.8.2 School attendance ratios

Solomon Islands use a6854 formal education system, which means six years of primary school, a maximum
of six years of secondary schoahd four years of posecondary education, or university or tertiary
education. The official age ranges for these levelsidr@ years, 1417 years, and 121 years, respectively.

The net attendance ratio (NAR) for primary school is the percentage jrfittery schoclge population
(aged 613) that is attending primary school. Overall, the primary school NAR is only 66% in Solomon
Islands (see Table 2.12). In urban areas, 72% of children a@8da@end primary school compared with
65% in rural areadnterestingly, there is a slight difference in the primary NAR by sex, which is 65% for
males and 68% for females.

There is little variation in NAR by wealth quintiles. NAR is lowest among sehgelchildren in the lowest

wealth quintile households (56%ind is highest among children in the highest wealth quintile (77%). NAR

for children of all other wealth quintiles falls between these two percentages. Because primary education is
free (although not compulsory), it is not surprising that NAR at the pyis@rool level does not increase

with wealth quintile. However, some schools still charge some fees and this may have an impact on the trends
observed.

The gross attendance ratio (GAR) measures attendance irrespective of the official age at eacliRiéorl. GA
primary school is the total number of primary school students (g2, £xpressed as a percentage of the
official primary-schootage population (aged 62). A major contributing factor to high GAR is children
starting primary school later than tteeommended age of 6 years. Overall, the primary school GAR is 105%,
with GAR being higher for females (108%) than males (103%), and higher in rural areas (106%) than in
urban areas (102%). GAR was consistent across wealth quintileéslQB9%), with the rception of the

lowest quintile (96%).

The gender parity index (GPI) is a measure of the ratio of females to males attending school, regardless of
age. It should be noted that the natural global sex ratio at birth (males born per 100 females) is 0&tween 1
and 107 males per 100 femafeCombined with differing morbidity and mortality patterns for males and
females, this affects the gender structure of the population. For primary school, GPI is 1.05, indicating that
the number of female and male studaatalmost the same, with females slightly outnumbering males. This

is the same result that was found in 81BHS 20062007, There is little variation in GPI for the primary

school GAR between rural and urban areas (1.04 and 1.02, respectively); htlveekaios are above the
national average in Guadalcanal, Malaita and Western provinces, and the third to fifth wealth quintiles.

The concept of NAR at the secondary level is similar to that of the primary level, that is, the percentage of
the secondarychioolage population (aged 1P8) attending secondary school. Overall, only 34 out of 100
secondary schoglge children in Solomon Islands attend secondary school. The secondary NAR for both
males and females is 34% (Table 2.12).

10 United Nations. 2015. Population, households and families: Demographic composition of the popbéatiter. Statistics ManyaUnited
National Statistics Digion, updated 22 May 2016, accessed 31 May 20hétp:#unstats.un.org/unsd/genderstatmanual/Demographic
compositionof-population.ashx

34



Table 2.12: School attendance ratios

Net attendance ratios (NAR) and gross attendance ratios (GAR) for the de facto household population by sex and level
of schooling; and the gender parity index (gpi), according to background characteristics, Solomon Islands 2015

Backgraind Net attendance ratio* Gross attendance ratio?
characteristic Male Female Total gpid Male Female Total gpi3
PRIMARY SCHOOL
Residence
Urban 70.7 74.2 72.4 1.05 100.7 103.1 101.9 1.02
Rural 63.4 66.9 65.1 1.05 103.7 108.3 106 1.04
Region
Honiara 72.7 72.7 72.7 1 99 97.5 98.3 0.98
Guadalcanal 59 68.3 63.4 1.16 97.9 111.8 104.4 1.14
Malaita 60 64.5 62.2 1.07 104.6 112.4 108.3 1.08
Western 68.4 67.7 68.1 0.99 97.1 102.4 99.7 1.05
Other provinces 67.7 69.8 68.7 1.03 109.3 106.1 107.7 0.97
Wealth quintile
Lowest 54.1 57.9 55.9 1.07 94.4 98.1 96.2 1.04
Second 61.2 63.6 62.3 1.04 110 106.8 108.4 0.97
Middle 67.2 72.8 69.8 1.08 101.8 112.9 107 1.11
Fourth 69.2 70.1 69.7 1.01 107.2 108.6 107.9 1.01
Highest 74.6 79.1 76.8 1.06 104.4 113.7 108.9 1.09
Total 64.5 68 66.2 1.05 103.3 107.5 105.3 1.04
SECONDARY SCHOOL
Residence
Urban 53.2 54.7 54 1.03 73.2 66 69.5 0.9
Rural 28.5 28.2 28.4 0.99 35.2 329 34.1 0.94
Region
Honiara 52.6 54.9 53.8 1.04 78 67.6 72.6 0.87
Guadalcanal 33.5 33.7 33.6 1.01 43.6 40.7 42.1 0.93
Malaita 26.3 24.9 25.6 0.94 34.5 30.8 32.6 0.89
Western 40.1 42.1 41.1 1.05 45.2 45.9 45.6 1.02
Other provinces 29.6 28.7 29.2 0.97 34.8 32.5 33.7 0.93
Wealth quintile
Lowest 17.1 18.4 17.7 1.08 22.2 215 21.8 0.97
Second 18.7 23.1 20.9 1.23 22.8 25.7 24.2 1.12
Middle 35.6 312 334 0.88 43.8 37.8 40.8 0.86
Fourth 39.8 35.9 37.9 0.9 49.7 415 457 0.84
Highest 55.1 55.4 55.2 1.01 73.9 67.1 70.3 0.91
Total 335 33.9 33.7 1.01 42.9 40 415 0.93

1 The NAR for primary school is the percentage of tiselmhage (61 years) population that is attending primary school. The NAR for secondary school is the percentage of
the secondasghoobge (1218 years) population that is attending secondary school. By definition the NAR cannot exceed 100%.

2 The GAR for primary school is the total number of primary school students, expressed as a percentageschthehgfigpiapplatiahne GAR for secondary school is
the total number of secondary school students, expressed as a percentage of the aiticts e ogatation. If there are significant numbers of overage and underage
students at a given level of schooli@ffhean exceed 100 %.

3 The gender parity index for primary school is the ratio of the primary school NAR(GAR) for females to thee NAeR{&#dR) fmarialedex for secondary school is the
ratio of the secondary school NAR(GAR) for feheaaAR{GAR) for males.

Secondary school NAR is higher in urban areas (54%) than in rural areas (28%), and this pattern is the same

for boys and girls. NAR rises with wealth from about 18% in the lowest wealth quintile to 55% in the highest
wealh quintile.
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Secondary school GAR is 42% for the nation as a whole, and is higher in urban areas (70%) than in rural
areas (34%). This same pattern is observed for males and females. Similar to NAR, secondary school GAR
increases as wealth increases: GAR0% among youth in the wealthiest households and only 22% among
youth in the poorest households.

GPI for the secondary school GAR is 0.93, indicating that, the ratio of females to males attending schools is
not quite the same, with males slightly outnenihg females. This ratio is lower than the GPI for primary
school GAR, and varies little by background characteristics. Male students are outnumbered by female
students only in the second wealth quintile and in Western Province, while males outnunmbaiesliifeall
background characteristics. GPI for secondary school is especially low in the fourth wealth quintile
households (0.84) and to a lesser extent in urban areas (0.9), indicating a gender gap in favour of males. There
was no perfect gender balanoe the secondary school GAR observed for any of the background
characteristics, however, we are close to achieving that in certain characteristics.

2.8.3 Age-specific attendance rates

Figure 2.5 shows that o#tleird (33%) of children aged 7 attend school. Atlence rates among children

aged 8 are 60% and are 80% for children aged 9. These statistics show that most children in Solomon Islands
enter into primary school later than age 7. Thesggeific attendance rate for Solomon Islands peaked
between 11 and3lyears. This was not the case for 40% of children aged 8 and about 20% of children aged

9 who did not attend primary school. This is particularly important because education is free, although not
compulsory, in Solomon Islands. The percentage attendaecallavas higher for girls in the younger age
groups (69) and higher for boys in the older age group$ 243.

Figure 2.5: Age-specific attendance rates of the de facto population aged 5i 24, Solomon Islands 2015
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The above graph presents informationszhool attendance among youth agea4s by age. The figure
includes students who attended primary school, secondary school, or higher education during the (2015)
school year.
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CHAPTER 3 CHARACTERISTICS OF SURVEY RESPONDENTS

by Anna Pitaboe, Senior&distician, SINSO

KEY FINDINGS

U Solomon Islands has a youpgedominantly Christian arddelanesanpopulation. The majority of met
and women aged 189 (77%) reside in rural areas and over half are married.

U More than half of all men and womeged 1549 have achieved a primalgvel education, less thai
half havecompleteda secondaryevel educationand abou®% of women and % of menhavehad no
formal education.

U Of those Solomon Islanders aged 49, 82% of women and 90% of men are literate. In contkt&i,
of womenand &6 of mencannot read at all.

U Over half of all men (®%) and women (@%) aged15 49 have no access to the three main me
sourcesd radio, newspaper and televisién at least once a weeRadio is the most popular med
source.

U Approximately37% of women and 7% of men are classified as currently employédre women in
urban ares (41%) are currently employed than women in rural areas (36%), while the opposite
for men: 72% of mem rural areagre currently employed compared with 63% of nmearban areas

U The largesindustry ofemployment for both women and meaged 1549is agriculture 41% of women,
54% of mer). This has increased from the 2006/2007 SIDHS, where 32% of women were emplc
agriculture and 40% of men were.

U 41% of employed womelbetween the ages of 15 and d@eive payment in cash only anc®4ef
women receive no payment for their work

U 41% of women aged 1319 are seHemployed and 3 are employed by a family member

U Mostwomen andnen aged 1519 are not covered by any health plan or insurance schefdteofo:
women 96% of men)

U0 20% of women and 5% of men aged 1519 are tobacco users. Cigarette smokimgasecommon
thantheuse of pipes or other tobacco for both men and women aged between 15 and 49.

U 92% of women and %o of men have heard dfiberculosis and 83% of women and 88% of m
reported thatuberculosiss transmitted through the air by coughing.

INTRODUCTION

This chapter describes the situation and characteristics of men and women of reproductive age in Solomon
Islands, which is useful for contextualising data on reproductive and general health. The following variables
are discgsed: age at the time of the survey, marital status, residence, education, literacy, and media access.
I n addition, this chapter explores factors that
occupation, earnings, and continuity of employment. #&malysis of these variables provides the
socioeconomic context in which demographic and reproductive health issues are examined in subsequent
chapters

3.1 CHARACTERISTICS OF SURVEY RESPONDENTS

Table 3.1 presents background characteristics of the 6,22émwaged 1549 and 3,591 men aged 15 and
above who were interviewed in tB8DHS 2015and shows their distribution by background characteristics.
The proportion of women and men declines with increasing age, reflecting the young population of Solomon
Islards: 38% of both women and men are ageéd®4532% of women and 31% of men are aged@25and

the remaining respondents are women agéd®&nd men aged 35 and above.
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In terms of religion, more women and nigglong toAnglican church (32% and 34%), folled by Roman
Catholic church and the South Seas Evangelical Church (19% of women and 18% of men). Another 12% of
women and men who are Seveithy Adventists while 10% of both women and men stated that they belong

to the United Church. Very few women andm{i@%) belong to other churches.

The majority of the population is Melanesian, followed by Polynesian and Micronesian.

About 56% of women and 50% of men age@l4%are formally married. Men are much more likely than
women to have never married (43% of mempared with 31% of women). Far fewer women (9%) and men
(6%) said they were living together without being formally or traditionally married. More women (3.9%)
than men (1.2%) said they were divorced, separated or widowed.

A large proportion ofthe Solomo | sl andsd® popul ation resides in rur
of men aged 19 live in rural areas, whereas 23% of women and 24% of men in the same age group reside
in urban areas.

Data in Table 3.1 show that there is some variation in eduehfttainment between women and men, where
9% of women and 3% of men aged 49 have no formal education. Moreover, 56% of men in this age group
have a secondary or higher level of education compared with only 46% of women.

Representation in the differenwealth quintiles is fairly consistent between women and men.

Table 3.1: Background characteristics of respondents

Percent distribution of women and men adest49 by selected background characteristics, Solomon Islands 2015

Women Men

Background characteristiq Weighted =~ Weighted  Unweighted | Weighted ~ Weighted = Unweighted

percent number number percent number number
Age
15¢19 19.8 1,241 1,240 20.5 605 563
20c24 18.3 1,146 1,101 17.6 519 475
25¢29 17.4 1,091 1,068 16.2 479 459
30¢34 149 933 910 14.8 436 414
35¢39 12.8 803 818 134 394 381
40c44 9.2 576 627 9.5 280 328
45¢49 7.6 476 502 8 236 270
Religion
Anglican 321 2,013 1,780 33.6 990 868
Roman catholic 19 1,189 1,169 18.2 538 493
United church 10.2 640 791 10.1 299 366
Southseas evangelical 18.9 1,183 1,162 17.5 515 513
Seventh day adventist 11.9 748 842 11.9 352 388
Other 7.8 488 516 8.4 249 256
Missing 0.1 5 6 0.2 6 6
Ethnic group
Melanesian 96.4 6,040 6,031 96.1 2,833 2,771
Polynesian 2.2 136 137 1.9 56 63
Micronesian 1.3 81 85 1.7 50 45
European 0.1 4 4 0.1 2 3
Chinese 0 2 4 0.1 3 3
Other 0 2 4 0.1 3 3
Missing 0 1 1 0.1 2 2
Marital status
Never married 30.9 1,936 1,981 42.8 1,261 1,226
Married 55.8 3,495 3,417 50.3 1,484 1,463
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Living together 9.4 591 607 5.7 168 161
Divorced/separated 2.8 173 191 1 28 31
Widowed 11 70 70 0.2 7 9
Residence

Urban 22.8 1,427 2,513 24.4 720 1,248
Rural 77.2 4,839 3,753 75.6 2,229 1,642
Region

Honiara 14.8 925 1,259 16.1 475 626
Guadalcanal 18.2 1,140 1,221 18.6 547 526
Malaita 25.7 1,608 1,255 24.1 710 542
Western 14.4 902 1,271 15.3 451 632
Other provinces 27 1,690 1,260 25.9 765 564
Education

No education 9.2 576 491 3.1 92 80
Primary 45 2,820 2,651 40.8 1,202 1,073
Secondary 39.5 2,476 2,638 45.7 1,348 1,362
More than secondary 6.3 394 486 10.4 307 375
Wealth quintile

Lowest 185 1,158 880 17.9 529 374
Second 18.7 1,172 904 19.1 565 421
Middle 195 1,223 1,083 17.9 528 466
Fourth 20 1,253 1,294 211 621 624
Highest 23.3 1,460 2,105 24 706 1,005
Total 15¢49 100 6,266 6,266 100 2,948 2,890
50+ na na na na 643 701
Total 15+ na na na na 3,591 3,591

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

3.2 EDUCATIONAL ATTAINME NT BY BACKGROUND CHA RACTERISTICS

Tables 3.2.1 and 3.2.2 show the distribution of respondents according to the highest $eteoling
attended. The largest percentage of respondents ai4@l fell into the category of having some secondary
education: 39% of women and 45% of men. Table 3.2.1 shows that the percentage of women in this age
group with some primary educatio@3%6) is slightly higher than that for men (19%). A nearly equal
proportion of women (22%) and men (21%) have completed primary education. More men (10%) than
women (6%) have more than a secondary level education.

Most women and men in the younger age gsduave achieved some secondary education as compared with
women and men in older age groups. More than half of the youth population (&g4)l H&ve achieved
some secondary education (56% of women, 53% of men). There was a decline in the percentagadf me
women with no education from ti®#DHS 20062007

Of the people aged 189 living in rural areas, 11% of women had received no education compared with
only 3% of men who had received no education. Similar percentages of men and women had reeeived so
primary education (26% of women, 23% of men), but more men (43%) than women (36%) have some
secondary education. Many more men and women in urban areas have some secondary education, have
completed secondary school, or have a level of education abmwedaey than those men and women in

rural areas. In urban areas, 15% of women and 21% of men have a level of education above secondary
compared with 4% of women and 7% of men in rural areas.

The median number of years of education completed by both wamdemen increased from ti&iDHS
2006 2007, and was 5.8 years for women and 7.0 years for men in 2015.
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Table 3.2.1: Educational attainment i Women

Percent distribution of women ageidc49 by highest level of schooling attended or completed, and megars
completed, according to background characteristics, Solomon Islands 2015

Background Highest level of schooling Median Number
characteristic No _ S_ome Completed Some Completed  More than Total years of
education primary primary!  secondary secondary? secondary completed women
Age
15¢24 4.0 22.8 13.8 56.1 0.5 2.9 100 6.9 2,387
15¢19 2.5 26.1 14.4 56.8 0.1 0.2 100 6.5 1,241
20c24 5.6 19.2 131 55.4 0.9 5.8 100 7.8 1,146
25¢29 7.8 19.2 13.8 49.2 1.0 9.1 100 7.8 1,091
30¢34 10.9 24.8 22.7 33 0.1 8.7 100 5.6 933
35¢39 111 26 39.3 155 0.2 7.9 100 5.3 803
40¢44 16.0 21.3 38.8 154 0.3 8.3 100 5.3 576
45¢49 23.8 23.0 34.7 11.2 0.0 7.2 100 5.1 476
Residence
Urban 4.9 131 16.3 49.2 1.4 151 100 84 1,427
Rural 10.5 25.6 24.0 36.1 0.1 3.7 100 5.6 4,839
Region
Honiara 4.7 13 14.6 48.7 1.7 17.2 100 8.6 925
Guadalcanal 11.3 27.9 19.1 36.9 0.2 4.5 100 5.6 1,140
Malaita 18.3 33 16.5 29.5 0.2 2.6 100 49 1,608
Western 14 12.5 34.8 45.2 0.1 59 100 6.1 902
Srtcr)]\(/eigces 5.7 20.3 27.4 41.2 0.1 5.2 100 5.9 1,690
Wealth
quintile
Lowest 17.8 35.5 22.6 23.3 0.0 0.8 100 4.7 1,158
Second 12.8 28.7 23 334 0.3 1.8 100 5.4 1,172
Middle 7.1 231 24.7 41.5 0.0 3.7 100 5.8 1,223
Fourth 6.3 18.0 26.2 43.6 0.3 5.6 100 6.0 1,253
Highest 3.7 11.6 16.1 50.4 1.3 17 100 85 1,460
Total 9.2 22.7 22.3 39.1 0.4 6.3 100 5.8 6,266

1 Completed 6 grade at the primary level

2 Completed form 5 or form 6 or form 7 at the secondary level
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Table 3.2.2: Educational attainment i Men

Percent distribution of men agetbc49 by highest level of schooling attended or completed, and median years
completed, according to background characteis, Solomon Islands 2015

Background Highest level of schooling Median Number
characteristic No _ Some Completed Some Completed More than Total years of men
education primary primary! secondary secondary? secondary completed?

Age
15¢24 2.3 23.3 16.7 53.4 0.9 3.3 100 6.7 1,124
15¢19 21 30 17.8 49.2 0 0.8 100 6 605
20¢24 25 15.6 155 58.4 1.9 6.2 100 8.2 519
25¢29 1.8 12.9 16.2 55 1.2 12.9 100 8.5 479
30¢34 3.4 17.7 18.1 47.4 0.5 12.9 100 8.1 436
35¢39 4 18 27.6 34.7 0 15.6 100 6.1 394
40c44 5.3 17.7 32.9 27.2 0 16.9 100 5.8 280
45¢49 4.9 21.8 35.3 19.6 0 18.3 100 5.7 236
Residence
Urban 2.2 9.3 13.8 52.2 1.8 20.7 100 9.7 720
Rural 34 22.7 23.8 42.8 0.2 7.1 100 6 2,229
Region
Honiara 1.8 9 11.7 52.1 21 23.2 100 10.2 475
Guadalcanal 5.2 20.9 20.3 453 0.3 8.1 100 6.6 547
Malaita 4.8 29.8 224 38,5 0.3 4.4 100 5.7 710
Western 14 13.1 28.1 45.4 0.6 114 100 7.2 451
Other
provinces 1.9 19 23.1 46.6 0.2 9.3 100 6.9 765
Wealth
quintile
Lowest 6.5 34 234 33.9 0 2.2 100 5.4 529
Secoml 2.5 27.3 25.8 40.1 0.3 3.9 100 5.8 565
Middle 2.7 16.6 26.8 455 0.1 8.4 100 6.5 528
Fourth 2.7 16.2 20.4 47.9 0.7 121 100 7.9 621
Highest 1.7 7.2 12.9 54.7 1.6 21.8 100 9.7 706
Total 15¢49 3.1 194 21.3 45.1 0.6 104 100 7 2,948
50+ 11.8 4938 16.5 11.6 0 10.3 100 5.2 643
Total 15+ 4.7 24.9 20.5 39.1 0.5 10.4 100 6.3 3,591

1 Completed 6 grade at the primary level

2 Completed form 5 or form 6 or form 7 at the secondary level

33 LITERACY

An individual 6s | evel toxdaddl, ipdarternane §f a semtdnee inghe languageh e i r

that he/ she is able to read. One method of gaugin

a simple sentence. In t8#DHS 2015 this was asked of all respondents who had ten@éed school or had
attended primary school only. The interviewer asked respondents to read out loud a simple sentence written
on a card in English or Solomon Islands Pidgin. The interviewer then recorded whether the respondent could
read the whole sentes, only parts of it, or could not read any part of the sentence.

Of the Solomon Islanders aged 29, 82% of women and 90% of men are literate. Tables 3.3.1 and 3.3.2
show that of this age group, 16% of women and 8% of men cannot read at all. Liteegcgie higher in

urban areas than rural areas for both men and women. The percentage of literate meagedidian

areas is 95% compared with 88% in rural areas. The figures for women show a similar trend, where 91% of
women in urban areas are tage compared with 80% in rural areas.
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The lowest wealth quintile had the highest proportions of men and women who could not read (15% of men,
34% of women). Correspondingly, a small proportion of men (3%) and women (6%) in the highest wealth
quintile coutl not read. Of the regions, Honiara had the largest proportions of men and women who had a
secondary education or higher level of education (78% of men, 68% of women) and the lowest proportions
who could not read (4% of men, 7% of women). The reverse isatbe in Malaita, which, of all the regions,

had the lowest proportions of men and women who had a secondary education or higher (43% of men, 32%
of women) and the highest proportions who could not read (15% of men, 27% of women).

Table 3.3.1: Literacyi Women

Percent distribution of women agéd&c49 by level of schooling attended and level @friicy, and percentage literate,
according to background characteristics, Solomon Islands 2015

Secondary No schooling or primqry schogl Number
Background | "' 0°| Canread Canread Cannot Nocardwith — Blind/ Percentage " .
characteristic higher awhole partofa readat  required  Visually Missing Total literate* o en

sentence sentence all language  impaired

Age
15¢24 59.5 12.7 145 10.6 0.1 0 2.7 100 86.6 2,387
15¢19 57 15.7 14.3 8 0.2 0 4.8 100 87 1,241
20¢24 62.1 9.4 14.7 134 0 0 0.4 100 86.2 1,146
25¢29 59.2 11.9 13 15.1 0.1 0 0.6 100 84.2 1,091
30¢34 41.7 16.8 22 18.6 0.3 0 0.6 100 80.5 933
35¢39 23.6 324 24.2 19.2 0.5 0 0 100 80.2 803
40c44 23.9 30.1 24.8 20.5 0.2 0.2 0.4 100 78.7 576
45¢49 18.4 26.1 24.1 30.5 0.3 0 0.6 100 68.6 476
Residence
Urban 65.7 12.1 134 7.5 0.1 0.1 1 100 91.2 1,427
Rural 39.9 20.1 19.7 18.6 0.2 0 1.4 100 79.8 4,830
Region
Honiara 67.7 11.6 12.3 7.2 0.1 0.2 0.8 100 91.6 925
Guadalcanal 41.7 16.3 215 18.9 0 0 1.6 100 79.6 1,140
Malaita 32.3 18.1 20.4 27.2 0.6 0 1.4 100 70.9 1,608
Western 51.2 28.7 14.7 4.2 0.2 0 0.9 100 94.7 902
Other
provinces 46.5 17.8 19.2 14.9 0.1 0 15 100 83.6 1,690
Wealth
quintile
Lowest 24.1 18.1 22.3 33.5 0.3 0 1.7 100 64.5 1,158
Second 35.5 21 215 20.4 0.2 0 14 100 78 1,172
iddle 451 20.3 19.5 13.4 0.4 0 1.2 100 85 1,223
Fourth 49.5 19.7 19 10.7 0.1 0.1 11 100 88.2 1,253
Highest 68.6 13.4 10.9 5.7 0.2 0 1.2 100 92.9 1,460
Total 45.8 18.3 18.3 16.1 0.2 0 1.3 100 82.4 6,266

1 Refers to women who attended secondary school or higher and women who can read a whole sentence or part of a sentence
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Table 3.3.2: Literacy 1 Men

Percent distribution of men ageidbc49 by level of schooling attended and level of literacy, and percentage literate,
according to background characteristics, Solomon Islands 2015

No schooling or primary school
Background | Secomlary | Canread Canread Cannot No card with  Blind/
characteristic| schoolor | awhole partofa readat  required Visually Percentage Number
higher sentence sentence all language impaired Missing Total literate! of men

Age
15¢24 57.6 17.1 13.6 8.5 0.1 0 3.1 100 88.3 1,124
15¢19 50.1 20.9 155 8.5 0 0 4.9 100 86.5 605
20¢24 66.4 125 11.3 8.5 0.2 0 1 100 90.3 519
25¢29 69.2 14.2 8.6 7.3 0 0 0.8 100 91.9 479
30¢34 60.8 18.7 11.7 8.6 0 0 0.2 100 91.2 436
35¢39 50.3 25.1 14.9 9.4 0 0 0.4 100 90.2 394
40¢44 44.1 32.9 14 8.4 0 0.3 0.2 100 91.1 280
45¢49 37.9 38.9 135 8.2 0 0 1.4 100 90.4 236
Residence
Urban 74.8 134 7 3.8 0 0 1.1 100 95.1 720
Rural 50.1 23.7 145 9.9 0 0 1.7 100 88.3 2,229
Region
Honiara 77.5 12.2 5.4 3.6 0 0 1.3 100 95.1 475
Guadalcanal 53.7 21.7 12.8 10.2 0 0 1.6 100 88.2 547
Malaita 431 23.2 17.2 14.5 0 0 2 100 83.5 710
Western 57.4 24.4 10.1 6 0.2 0.2 1.7 100 91.9 451
Other
provinces 56 22.6 145 5.8 0 0 1.1 100 93.1 765
Wealth
quintile
Lowest 36.1 24.7 22.2 15.3 0 0 1.7 100 83.1 529
Second 443 26.8 15.7 10.9 0 0 2.3 100 86.9 565
Middle 54 23.9 13.2 8.3 0 0.2 0.5 100 91.1 528
Fourth 60.7 22.2 9.2 6.6 0 0 1.3 100 92.1 621
Highest 78.1 111 5.8 3 0.1 0 19 100 95 706
Total 15¢49 56.1 21.2 12.7 8.4 0 0 15 100 90 2,948
50+ 21.9 43.2 18.8 15.3 0.3 0 0.5 100 83.8 643
Total 15+ 50 25.1 13.8 9.6 0.1 0 14 100 88.9 3,591
1 Refers to men who attended secondarpisbigiwr and men who can read a whole sentence or part of a sentence

34 EXPOSURE TO MASS MEDIA

I nformati on access i s essential to increasing

around them, which may eventually affect their perceptérend behaviour towards, an issue. In the survey,
exposure to media was assessed by asking how often a respondent reads a newspaper, watches television, or
listens to a radio.

Most of the population is exposed to some form of media. In general, mewardikely than women to
have access to mass media (this is true for all types of media). Tables 3.4.1 and 3.4.2 show the variation in
media exposure by background characteristics of respondents. The results for both women and men indicate

that more menni the 2024 age group are exposed to all three forms of media at least once a week than

women in this age group.
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Urban women and men are more likely to have access to mass media than rural residents. Among men aged
15 49 in urban areas, 61% read a newspap least once a week compared with 15% of men in rural areas.

In terms of television, 46% of men in urban areas watch television once a week compared with 4% of men
in rural areas. For those listening to the radio, 53% of men in urban areas liseenaiidhat least once a

week compared with 23% of men in rural areas. Consequently, more men in urban areas (30%) could access
all three types of media at least once a week compared with men in rural areas (3%).

The proportion of the population that hasess to all three media types (i.e. radio, newspaper and television)
at least once a week is lower for women (5%) than men (9%). Approximately 74% of women and 60% of
men have no exposure to any media.

When comparing the results of ti¢DHS 20062007 with those of theSIDHS 2015 there has been a
decrease in the use of radio as a form of media. Among men &agtd] lisening to the radio at least once
a week has decreased from 71% to 31%, and among women in the same age group, from 45% to 17%.

A largerproportion of people with higher educational attainment have access to media. Of women aged 15
49 with a more than a secondary level of education, 15% are exposed to all three forms of media each week,
compared with only 2% of women with no primary edumatr only a primary level education. For women

with primary or no education, access to media has decreased over the last eight yearssiDie& th@06

2007. A similar pattern exists for men, where 25% of men with more than a secondary level of radueatio
exposed to all forms of media each week compared with 5% of men with no primary education or with only

a primary education.

Data also indicate that media exposure is limited among Solomon Islands women and men in the lower wealth
quintile householdd_ess than 1% of women from the poorest homes are exposed to all forms of media each
week, compared with 16% of women from the wealthiest homes. This pattern is similar for men (1% in the
lower household wealth quintiles, and 29% in the higher wealthilggjn Correspondingly, 92% of women

and 82% of men in the lowest wealth quintiles did not have access to any form of media once a week,
compared to 39% of women and 27% of men in the highest wealth quintiles.
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Table 3.4.1: Exposure to mass mediai Women

Percentage of women agddc49who are exposed to specific media on a weekly basis, by background characteristics,
Solomon Islands 2015

Reads a Watches Accesses all Accesses none
Background newspaper television at  Listens to the three media of the three Number
characteristic atleastonce leastonce a radio atleast atleastonce media atleast of

a week week once a week a week once aweek | women
Age
15¢19 17 9.6 16.7 4 72.3 1,241
20c24 18.5 12.1 17.8 6 70.9 1,146
25¢29 17 10.8 171 5.6 72.9 1,091
30¢34 14.9 8.9 17.6 3.7 74.1 933
35¢39 15.8 8.6 16.2 35 73.3 803
40c44 10.4 7.6 13.7 4 80.3 576
45¢49 12.7 7.6 14.5 3.5 78 476
Residence
Urban 40.4 37.1 34.1 16.8 41.2 1,427
Rural 8.6 1.6 11.4 0.9 83.3 4,839
Region
Honiara 47.9 45.3 40.6 21.8 32 925
Guadalcanal 18.1 7.9 21.9 4.9 71.1 1,140
Malaita 131 2.5 9.8 1 79.7 1,608
Western 6 5.7 7.2 0.5 85.8 902
Other provinces 4.7 0.4 11.3 0.2 86.1 1,690
Education
No education 0.4 1.7 7.6 0 91.6 576
Primary 8.2 4.6 11.9 1.7 82.6 2,820
Secondary 22.9 14.2 21.3 7.1 64.9 2,476
S'\gggi;g?;‘ 49.3 29.4 33.6 14.8 38.9 394
Wealth quintile
Lowest 4.3 0.7 5.5 0.3 91.6 1,158
Second 5.8 0.2 6.3 0 89.8 1,172
Middle 8.3 14 12.2 0.7 82.4 1,223
Fourth 14.3 4.3 18.3 25 73.6 1,253
Highest 40.8 36 35.8 16.4 39.4 1,460
Total 15.9 9.7 16.6 4.5 73.7 6,266
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Table 3.4.2: Exposure to mass mediai Men

Percentage of men agebc49 who are exposed to specifinedia on a weekly basis, by background characteristics,
Solomon Islands 2015

Reads a Watches Accesses all Accesses none
Background newspaper television at  Listens to the three meda of the three
characteristic atleastonce leastonce a radio atleast atleastonce media atleast| Number

a week week once a week a week once a week of men
Age
15¢19 23.3 14 241 6.9 63.5 605
20c24 27.5 154 325 9.9 59 519
25¢29 28.6 13.4 32.8 8.4 58.1 479
30¢34 25.6 15.4 28.8 10.3 61.3 436
35¢39 26.9 135 36.4 10.1 56 394
40c44 26.1 11.8 26.8 8.3 62.5 280
45¢49 29.6 16.9 35.2 11.9 56.5 236
Residence
Urban 61.2 45.7 53.2 29.8 24.8 720
Rural 15.3 4.2 231 25 71.2 2,229
Region
Honiara 71.9 54.5 63.2 38.3 15.5 475
Guadalcanal 21 4.6 23 3 68.3 547
Malaita 16.2 13.3 27.7 8.5 67.3 710
Western 19 8.2 18.4 2.2 67.7 451
Other provinces 16.1 0.8 25.2 0.2 69.8 765
Education
No education 3.6 11.7 15 1.3 80.8 92
Primary 12.6 7.7 22.1 3.7 73 1,202
Seondary 34.3 16.3 34.6 10.8 52.4 1,348
S'\gg;i;g?;‘ 53.1 32.1 49.7 25.4 34.9 307
Wealth quintile
Lowest 9.9 2.6 16 1 81.8 529
Second 11 2.1 22.7 1.7 73.5 565
Middle 16.9 6 22.3 2.7 70 528
Fourth 26.8 8.2 31.8 5.3 57.7 621
Highest 58.1 44.5 52.5 29.4 26.9 706
Total 15¢49 26.5 14.3 30.5 9.1 59.9 2,948
50+ 17.7 7.7 27.8 4.5 65.6 643
Total 15+ 24.9 13.1 30 8.3 60.9 3,591

3.5 EMPLOYMENT

Like education, employment can be a source of empowerment for women, especially whgriheadinto
adecisioma ki ng position and contr ol of income. The m
todo, and is mostoftenundere por t ed, especially womends wor k t ha
is almost always referred to agarmal work or home duties.

To ensure complete cover agSDHD 2015provided muestionse abgub we r m
womends employment status in both the infor mal an
those currently working for thast 7 days or those who worked in the 12 months prior to the survey. Some
additional questions were also included regarding any kind of payment that respondents received in return
for the service they provided.
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Tables 3.5.1 and 3.5.2 show that 37% of worand 70% of men are classified as currently employed. The
proportion of women currently employed increases with age and the number of living children. Data for men
show a similar trend. Women who are classified as divorced/separated/widowed, or waoiack are the

most likely to be employed (about 54% for women who are divorced/separated/widowed, and 41% who are
married). Nevemarried women and men are the least likely to be employed (27% ofmaxiéed women,

50% of neveimarried men). More tha8b% of married men are currently employed.

Table 3.5.1: Employment status i Women

Percent distribution of women agd®c49 by employment status, according to background characteristics, Solomon
Islands 2015

Employedin the 12 months | Not employed in
- receding the surve issi

Background characteristic CuFr)rentIy : Not curreyntly tlpqr('aeiezd?:lgntt:es M(IjSOSrIIQQ/ Nug}bef

employed? employed survey know Total women
Age
15¢19 16.3 6 77.5 0.1 100 1,241
20c24 28.8 9.9 61.2 0.2 100 1,146
25¢29 43.8 8.9 47.3 0 100 1,091
30¢34 42 11.7 46.2 0.1 100 933
35¢39 48.3 10.1 41.6 0 100 803
40c44 49.5 10.8 39.5 0.3 100 576
45¢49 52.4 12.6 35 0 100 476
Marital status
Never married 26.8 6.9 66.2 0.2 100 1,936
Married or living together 41 10.8 48.2 0.1 100 4,086
Divorced/separated/widowed 53.8 10.7 355 0 100 244
Number of living children
0 28.2 7 64.6 0.2 100 2,077
1¢2 39 9.2 51.7 0 100 1,692
3c¢4 44.4 13 42.5 0.1 100 1,423
5+ 41.5 10.3 48.1 0.1 100 1,073
Residence
Urban 40.9 3.3 55.6 0.2 100 1,427
Rural 35.9 11.4 52.6 0.1 100 4,839
Region
Honiara 36.3 1.7 61.9 0.2 100 925
Guadalcanal 43.4 55 51 0.1 100 1,140
Malaita 24.7 7.1 68.1 0.1 100 1,608
Western 31.9 5.8 62 0.2 100 902
Other provinces 47.8 20.9 31.3 0 100 1,690
Education
No education 31.6 11.8 56.5 0 100 576
Primary 35.8 11.3 52.8 0.1 100 2,820
Secondary 35.1 7.6 57.2 0.1 100 2,476
More than secondary 66.4 6.2 27.4 0 100 394
Wealth quintile
Lowest 32.6 15.6 51.7 0 100 1,158
Second 349 13.1 51.9 0.2 100 1,172
Middle 35.4 9.4 55.2 0.1 100 1,223
Fourth 39.6 8.2 52.1 0.1 100 1,253
Highest 41.7 3.2 55 0.1 100 1,460
Total 37.1 9.6 53.3 0.1 100 6,266
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Table 3.5.2: Employment status i Men

Percent distribution of men agetbc49 by employment status, according to background characteristics, Solomon
Islands 2015

Employed in the 12 months | Not employed in
Background characterisic [ AR TEBTON ecdng e cont Number

employed? employed survey know Total ofmen
Age
15¢19 334 5.2 61.1 0.3 100 605
20¢24 62 8.1 29.9 0 100 519
25629 81.2 4.3 14.3 0.2 100 479
3034 85.4 3.8 10.8 0 100 436
35¢39 84.7 4.2 10.7 0.4 100 394
40c44 87.2 5.4 7.3 0 100 280
45¢49 85.2 7.3 7.6 0 100 236
Marital status
Never married 49.7 5.6 44.6 0.2 100 1,261
Married or living together 85.4 53 9.3 0.1 100 1,652
Divorced/sepaated/widowed (76.3) (6.6) (17.1) 0 100 35
Number of living children
0 53.4 5.7 40.7 0.2 100 1,411
1c2 84.5 5 10.5 0 100 681
3c¢4 85.3 4.9 9.8 0 100 510
5+ 86.4 5.7 7.5 0.5 100 347
Residence
Urban 62.7 4.9 32.2 0.1 100 720
Rural 72.3 5.6 22 0.2 100 2,229
Region
Honiara 59.5 3.7 36.7 0.2 100 475
Guadalcanal 59.5 6.5 34 0 100 547
Malaita 74 1.8 24.2 0 100 710
Western 70.4 11.3 18.3 0 100 451
Other provinces 80 5.7 13.9 0.5 100 765
Education
No education 71.7 4.2 18.1 0 100 92
Primary 70.9 6 22.9 0.3 100 1,202
Secondary 65.8 55 28.6 0.1 100 1,348
More than secondary 82.4 3.1 14.6 0 100 307
Wealth quintile
Lowest 69.5 6.8 23.7 0 100 529
Second 71.2 5.6 23.2 0 100 565
Middle 74.5 6.2 19 0.3 100 528
Fourth 73.5 5 21.2 0.3 100 621
Highest 62.8 4 33 0.1 100 706
Total 15¢49 70 54 24.5 0.1 100 2,948
50+ 69.2 6.7 24.1 0 100 643
Total 15+ 69.8 5.6 24.4 0.1 100 3,591

Note: Figures in parentheses are bag&d@amweighted cases.

1'Currently employed' is defined as having done work in the past seven days. Includes persons who did nehwlartsibuhe/pasirsenegularly employed and were
absent from work for leave, illness, vacatiootlerasych reason.
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There is little variation in the current employment level for women, with fewer women in rural areas currently
employed (36%) than in urban areas (41%). The reverse is true for men, where 72% of men in rural areas are
currently emplogd compared with 63% of men in urban areas. Current employment is highest among men
and women with more than a secondary level of education (82% for men, 66% for women).

3.6 OCCUPATION

Respondents who were currently employed were asked to state their ioccUpia results are presented in

Figure 3.1 and Tables 3.6.1 and 3.6.2. For women who are currently employed, 41% are engaged in
agriculture and 27% are involved in sales and services. Approximately 15% are involved in professional,
technical and managatirelated occupations, while only 3% are employed in domestic services and 2% in
clerical occupations. Some similarities can be observed for men, where 54% are engaged in agriculture, 20%
are involved in skilled manual work, 12% are engaged in profegstecanical and managerial related
occupations, while only 1% work in clerical or domestic service occupations. Large proportions of men and
women continue to be engaged in agriculture, more so than SIS 20062007(43% of men, 32% of
women).

Figure 3.1: Occupation by sex, Solomon Islands 2015
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Most men who are engagedion-agricultural activities work in skilled manual labour (20%) or professional,
technical, and managerial (12%) occupations. For women working iagraultural industries, nsb work

in sales and services (27%) or professional, teshiniand managerial (15%) occupations. The latter
occupations, which require more skill and have higher inesaneing potential, are the third largest industry
of employment for both men and wome

Clerical

Women aged 234 had the highest proportions of any age group employed in professional, technical and
managerial roles and some of the lowest proportions in employed in agriculture. Employment in sales and
services was fairly consistent from ages 20ufyh to 39 (between 27% and 28%), but the highest proportions

of women working in agriculture were in the younger and older age groups, with 51%416fyiéarolds

and 49% of 4649 yearolds employed in these occupations. Women agéti9lere much morekely to

work in domestic service than any other age group (8% compared with 3% or less for every other age group).
Women are more likely to work in professional, technical and managerial occupations if they are urban
residents, have more than a secondawgllof education, have four children or less, or are from the highest
wealth quintile. Employment in professional, technical and managerial occupations, clerical work, sales &
services, unskilled manual labour, clerical and domestic services were bigivenien in Honiara than in

all other regions.

Employment in agriculture was highest foii 19 yearold men (69%) and this declined with age to less than
half of men aged 4%9. Skilled manual jobs were most common among males in ti3® 3ge grougVien
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aged 1519 were much more likely to work in domestic serti@n any other age group (5% compared with

1% or less for every other age group).

Table 3.6.1; Occupation i Women

Percent distribution of women agd&c49 employed in the 12 months preéded the survey by occupation, according
to background characteristics, Solomon Islands 2015

Background Profess_ional/ Sales _ _ _ Number
characteristic technlca!/ _ an_d Skilled  Unskilled Dome_stlc _ o of
managerial Clerical services manual manual service  Agriculture  Missing Total | women
Age
15¢19 1.3 0 32.1 1.2 5.5 8.3 50.5 1.2 100 277
2024 114 2.8 28.2 3.6 8 3.1 42.3 0.6 100 443
25¢29 211 25 27.2 3.9 4.5 3.1 375 0.3 100 575
30¢34 214 14 27.3 3.2 6.6 1.9 37.7 0.4 100 501
35¢39 15 2.7 27.9 7.3 9.5 2.2 35 0.5 100 469
40c44 15.3 1.8 25.4 5.4 8.8 2.2 41.1 0 100 347
45¢49 10.2 11 23.3 6.8 8.1 1.7 48.8 0 100 309
Marital status
Never married 14.9 2.9 28.5 2.1 6.5 5.9 38.5 0.8 100 651
Married or living together 15.2 1.7 26.5 5 7.2 2 42.1 0.3 100 2,114
3:‘(;2;523’ separated/ 12.2 1.2 34 8.5 9.4 3.9 30.8 0 100 | 157
Number of living children
0 18.1 2.8 29.1 2.8 6.3 5.3 34.9 0.7 100 732
1¢2 19.8 2.1 24.7 5.2 5.8 3.3 38.7 0.3 100 817
3c¢4 14 14 27.9 4.6 7.7 14 42.6 0.4 100 818
5+ 5.2 1.2 27.9 5.6 9.6 1.8 48.5 0.2 100 556
Residence
Urban 26.2 6.4 39.9 5.3 10.6 6.2 5.3 0.1 100 631
Rural 11.9 0.7 23.8 4.3 6.2 2.1 50.4 0.5 100 2,291
Region
Honiara 304 8.1 40.9 4.3 9.6 5.7 1 0 100 351
Guadalcanal 12.3 0.9 25.9 4.1 7.2 35 45.5 0.7 100 558
Malaita 15.7 0.8 42.3 3.7 3.1 1.9 32.3 0.3 100 511
Western 14.3 2.6 20.5 13.9 5.1 3 39.7 0.9 100 341
Other provinces 11.5 0.9 19.3 24 8.9 24 54.4 0.3 100 1,161
Education
No educaipn 1 0 30.4 24 8.7 3.3 54 0.2 100 250
Primary 1.8 0.4 28.8 5.8 8.4 4 50.4 0.3 100 1,329
Secondary 20.6 2.6 294 3.8 6.5 2.2 344 0.6 100 1,057
More than secondary 67.8 8.3 9.9 3.1 29 0.4 7.3 0.3 100 286
Wealth quintile
Lowest 2.3 0 23 3.5 6.2 3.7 60.6 0.6 100 559
Second 7.8 1 21.6 3.7 6.9 11 56.9 0.9 100 562
Middle 14.6 0.4 26.7 5.6 8.2 2.9 41 0.6 100 547
Fourth 18 11 30.5 5.8 6.5 25 355 0 100 599
Highest 295 6.3 33.4 4 8 4.4 14.3 0 100 656
Total 15 1.9 27.3 4.5 7.2 3 40.7 0.4 100 2,923
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Like women, men are more likely to work in professional, technical and managerial occupations if they are
urban residents, have more than a secondary level of education, or are from the highest wealth quintile.
Employment in skilled maral labour, professional, technical and managerial occupasialies,and services,
clerical work were higher for men in Honiara than in all other regions.

Table 3.6.2: Occupation i Men

Percent distribution of men agddc49 employed in the 12 mohs preceding the survey by occupation, according to
background characteristics, Solomon Islands 2015

Background Profess.,ionall Sales . ' .
characteristic technlca!/ . anq Skilled  Unskilled Domgstlc . o Number
managerial Clerical services manual manual service  Agriculure  Missing Total | of men
Age
15¢19 1.6 0.5 6.4 12.7 4.2 5.1 68.5 1.1 100 234
2024 5 0.6 7.3 18.3 5.9 0.9 62 0.1 100 363
25¢29 9.5 1.9 9.1 21.9 5.2 0 52.2 0.2 100 409
30¢34 14.8 1 5.4 19 3.6 0.9 55.4 0 100 389
35¢39 141 1.7 7.8 24.9 2 0.4 48.8 0.3 100 350
40c44 20.5 2.6 8.5 19.6 3.2 0.6 44.9 0.2 100 259
45¢49 22.5 0.8 6.9 18 2.4 0.2 49.2 0 100 218
Marital status
Never married 6 1.1 7.7 17.9 4.9 2.3 59.6 0.5 100 697
Married or living together 14.7 1.4 7.2 20.6 3.4 0.4 52 0.1 100 1,497
Divorced/separated/
widowed P (28.6) 0 (6.5) (12.3) 3) 0 (49.7) 0 100 29
Number of living children
0 7.3 1.2 8.3 16.7 5 1.9 59.3 0.3 100 834
1¢2 14 1.4 7.5 21.6 3.5 04 51.4 0.3 100 609
3c¢4 15.9 1.7 6.2 20.2 2.1 0.8 52.9 0.1 100 460
5+ 15.8 1.1 6.3 22.7 4.4 0.2 494 0.1 100 319
Residence
Urban 24.8 4.9 20 35 6.1 2.2 6.5 0.6 100 487
Rural 8.6 0.3 3.8 15.3 3.3 0.7 67.8 0.2 100 1,736
Region
Honiara 28.9 7 18.3 36.4 4.5 1.8 2.6 0.5 100 300
Guadalcanal 9.6 0.8 9 21.8 4.6 0.5 53.5 0.2 100 361
Malaita 8.6 0 5.1 13.8 1.9 0.7 69.5 0.3 100 538
Western 9.8 1 6.3 21.9 5.3 0.9 54.4 0.3 100 368
Other provinces 10.1 0.3 3.9 14.3 4.1 1.2 66.2 0 100 655
Education
No education 4.4 0 5.6 19.5 5.5 2 63.1 0 100 75
Primary 3.4 0.7 6.5 195 35 04 65.9 0 100 924
Secondary 10.8 1.6 8.7 19.3 4.7 1.7 52.8 0.4 100 961
More than secondary 50 2.9 5.8 21.2 1.9 0.3 17.3 0.6 100 263
Wealth quintile
Lowest 2.1 0 1.3 10.3 48 0.8 80.7 0 100 404
Second 5.7 0.3 5.6 135 35 0.1 71 0.4 100 434
Middle 10 0.6 6.6 19.5 3.3 0.9 58.8 0.3 100 426
Fourth 13 1 8.2 23.1 3.6 1.1 49.8 0.1 100 487
Highest 27.6 4.3 14 29.8 4.4 2 17.4 0.4 100 472
Total 1549 12.2 1.3 7.4 19.6 3.9 1 54.4 0.2 100 2,223
50+ 11.9 0.7 8 11.4 5 1 61.9 0 100 488
Total 15+ 12.1 1.2 7.5 18.2 4.1 1 55.7 0.2 100 2,711

Note: Figures in parentheses are bag&d®unweighted cases.
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3.7 EARNINGS, TYPE OF EMPLOYER, AND CONTINUI TY OF EMPLOYMENT

Table 3.7 show the distribution of women by their employment status. The data indicate that 41% of
employed women receive payment in cash only, 7% are paid both in cashkamd] B% receive only
payment inkind, while 49% receive no payment for their work.

The dataon type of employer indicate that 35% of women are employed by a family member, 41% are self
employed, and 23% are employed by a-faonily member.

Table 3.7 also presents the distribution of women by the continuity of their employment. About six in ten
women work all year, and two in ten work seasonally or occasionally.

Most women working within the agriculture sectoe not paid (80%), and are commonly employed by
family members or are se#imployed. In contrast, women who do ramricultural work mosyl receive cash
only (60%) and are employed by nfamily members or seémployed.

Table 3.7: Type of employment i Women

Percent distribution of women agddc49 employed in the 12 months preceding the survey by type of earnings, type
of employer, andcontinuity of employment, according to type of employment (agricultural or nonagricultural),
Solomon Islands 2015

Employment characteristic Agricultural Nonagricultural o

work work Missing Total
Type of earnings
Cash only 131 60.1 21.3 40.8
Cash and #kind 3.3 9.8 0.0 7.1
In-kind only 3.5 2.8 0.0 3.1
Not paid 80.1 27.2 41.6 48.8
Missing 0.0 0.1 37.0 0.2
Total 100 100 100 100
Type of employer
Employed by family member 45.8 28.3 36.5 354
Employed by nonfamily rmeber 4.5 36.4 12.4 23.3
Seltemployed 49.8 351 141 41.0
Missing 0.0 0.2 37.0 0.2
Total 100 100 100 100
Continuity of employment
All year 52.6 62.2 60.6 58.3
Seasonal 25.0 18.6 0.0 21.1
Occasional 22.1 18.9 2.4 20.1
Missing 03 0.3 37.0 0.5
Total 100 100 100 100
m‘énl‘:;rlozf "mvg:‘tﬁz employed during 1,190 1,721 12 2,923

Note: Total includes women with missing information on type of employment who are not shown separately.

3.8 HEALTH INSURANCE COV ERAGE

The SIDHS 2015 asked respondents if they were covered by specific types of insurance schemes. These
insurance schemes were categorised as: 1) governumesthemes such as social security, 2) employer
based schemes, 3) mutual health organisation/comrroesgd ingrances, 4) privately purchased
commercial insurances, and 5) other insurance arrangements. The distribution of responderitd@ggd 15

types of insurance coverage according to the resp

3.8.1 forwomen and Table 3.8.2 for men.
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These tables show the percentage of women and men covered by health insurance, by type of health insurance
coverage. Insurance coverage in the Solomon Islands is low, with 98% of all women and 96% of all men not
covered by apgovernment and/or private insurance schemes. This means that only one in fifty women and
two in fifty men are covered by an insurance scheme in Solomon Islands. Social securitprdgv@dsYo

of men and 0 % for women. Women and men agéd9%re covexd by other employdrased insurance,

1.2% and 1.1%, respectively. Mutual health organisation, commoa#gd insurance, and privately
purchased commercial insurance covers 0.3% of women and 2.7% of men.

Employerbased insurance is the most common typevMomen (1%) and privately purchased commercial
insurance is the most common type for men (3%). Those with more than a secondary education are more
likely to have insurance (6% of women, 12% of men). People aged 30 and over who reside in Honiara or
Westen Province, live in urban areas, have a higher level of education or are in the highest wealth quintile,
are more likely to be covered by insurance.

Table 3.8.1: Health insurance coverage i Women

Percentage of women ageti5c49 with specific types ohealth insurance coverage, according to background
characeristics, Solomon Islands 2015

Mutual health Privately

Background organisation/ purchased Number
characteristic Social  Other employer community based commercial of

security based insurance insurance insurarce Other  None women
Age
15¢19 0 04 0 0.1 0.1 99.4 1,241
20¢24 0.1 0.9 0.1 0 0.2 98.8 1,146
25¢29 0 1.3 0.3 0.1 0 98.3 1,091
30¢34 0 14 0.4 0.3 0.1 97.8 933
35¢39 0.1 1.8 0.3 0.2 0.1 97.6 803
40c44 0 2.2 0.2 0 0.3 97.3 576
45¢49 0 1.2 0.1 0 0.1 98.7 476
Residence
Urban 0.1 3.6 0.3 0.3 0.1 95.6 1,427
Rural 0 0.5 0.2 0 0.1 99.2 4,839
Region
Honiara 0.2 3.2 0.2 0.4 0 96.1 925
Guadalcanal 0 0.6 0.3 0.1 0.1 99.1 1,140
Malaita 0 0.3 0 0.1 0 99.6 1,608
Western 0 3.4 0.4 0 0.7 95.5 902
Other provinces 0 0.2 0.3 0 0 99.5 1,690
Education
No education 0 0.4 0 0 0 99.6 576
Primary 0 0.6 0.2 0.1 0.1 99.1 2,820
Secondary 0.1 15 0.2 0.1 0.1 98 2,476
S'\gggi;g‘:; 0 4.2 0.9 0.4 04 941 394
Wealth quintile
Lowest 0 0 0.1 0 0 99.9 1,158
Second 0 0 0.1 0 0 99.8 1,172
Middle 0 0.5 0.3 0 0.1 99.1 1,223
Fourth 0.1 15 0.1 0.1 0.3 97.9 1,253
Highest 0 3.4 0.3 0.3 0.1 95.8 1,460
Total 0 1.2 0.2 0.1 0.1 98.4 6,266
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Table 3.8.2: Health insurance coverage i Men

Percentage of men aged5¢49 with specific types of health insurance coverage, according to background
characeristics, Solomon Islands 2015

Mutual health Privately

Background organisation/ purchased
characteristic Social  Other employer community based commercial Number

searity  based insurance insurance insurance  Other  None of men
Age
15¢19 0 0 0.3 2.4 0 97.3 605
20¢24 0 15 0 3 0 95.5 519
25¢29 0 1 0.2 37 0 95.1 479
30¢34 0 1.2 0 3.1 0 95.9 436
35¢39 0.2 1.2 0.2 3 0.1 95.2 394
40¢44 0.4 15 0.2 11 0 96.8 280
45¢49 0 25 0.1 0.4 0.5 96.6 236
Residence
Urban 0.1 2.2 0.3 10.7 0.1 86.8 720
Rural 0.1 0.8 0.1 0 0 99 2,229
Region
Honiara 0.2 1.6 0.4 16 0 81.9 475
Guadalcanal 0 0.5 0 0 0.1 99.4 547
Malaita 0 0 0 0 0.2 99.8 710
Western 0 3.9 0.1 0.2 0 95.8 451
Other provinces 0.2 0.5 0.3 0.1 0 99 765
Education
No education 0 1.2 0 1.8 1.2 95.8 92
Primary 0 0.5 0 14 0 98.1 1,202
Secondary 0.1 1 0.1 2.8 0 95.9 1,348
S'\gggi;g?;‘ 0 3.8 0.7 7.1 02 885 | 307
Wealth quintile
Lowest 0 0 0 0 0 100 529
Second 0 0.4 0 0.6 0 99 565
Middle 0 0.9 0.4 0.5 0 98.2 528
Fourth 0.2 09 0 1.6 0.2 97.1 621
Highest 0.1 2.8 0.3 8.7 0.1 88.1 706
Total 15¢49 0.1 11 0.1 2.6 0.1 96 2,948
50+ 0 1.6 0.1 15 0 96.7 643
Total 15+ 0.1 1.2 0.1 24 0 96.2 3,591

39 TOBACCO USE

Tobacco is responsible for many deaths around the world, inclid®gomon Islands. Th8IDHS 2015
asked women and men aged 4% about whether they smoked cigarettes, a pipe or other tobacco products.
Respondents were also asked how many cigarettes they had smoked in the preceding 24 hours.

Tables 3.9.1 and 3.9.2 shewobacco use among respondents. A large proportion of women adgé€ddtb

not use tobacco (80%) compared with men in the same age group (43%). More men (50%) than women
(17%) smoke cigarettes, and male smokers were more likely to have smoked a largeofigigarettes in

the 24 hours preceding the survey than women.
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Table 3.9.1: Use of tobacco i Women

Percentage of women agethbc49 who smoke cigarettes or a pipe or use other tobacco products and the percent
distribution of cigarette smokers by numbefr cigarettes smoked in 24 hours preceding the survey, according to
background characteristics, Solomon Islands 2015

Percent distribution of women who smoke
cigarettes ty number of cigarettes smoked in
Background Uses tobacco the 24 hours preceding the survey
characteristics Number
Does  Number Don't of
Other not use of know/ cigarette

Cigarettes Pipe tobacco tobacco women 0 12 3¢5 6¢9 10+ missing Total smokers
Age
15¢19 10.7 0.1 4.7 88.5 1,241 4 365 296 7.3 182 4.5 100 132.1
20¢24 19.9 0.3 8.1 79.1 1,146 11 308 368 8 21.9 1.5 100 228.2
25¢29 214 0.1 11.2 76.4 1,091 22 287 289 99 303 0 100 233.7
30¢34 19.6 0.7 14.2 76.8 933 45 263 336 89 261 0.6 100 182.8
35¢39 17.9 14 11.1 78.8 803 2 199 313 118 341 1 100 144
4044 14.6 25 11.6 78.2 576 15 205 363 74 328 1.4 100 84.2
45¢49 12.5 4.4 13.3 79 476 05 174 256 216 321 2.8 100 59.3
Maternity
status
Pregnant 13.6 0.6 7.3 84.3 399 29 261 295 89 326 0 100 54.5
Breastfeeding
(not pregnant) 14.3 0.6 8.9 83.4 1,492 32 284 32 8.9 27 0.5 100 213.3
Neither 18.2 11 10.6 78.5 4,374 21 27 325 10 267 1.7 100 796.6
Residence
Urban 24.4 0.2 7.2 75.1 1,427 04 199 304 88 394 1.2 100 347.9
Rural 14.8 1.2 10.8 81.5 4,839 34 308 331 101 211 1.5 100 716.5
Region
Honiara 25.9 0.1 7 73.8 925 0.3 186 30.7 85 413 0.6 100 239.8
Guadalcanal 12.4 3.1 8.4 82.4 1,140 23 19 36.1 5 33.6 3.9 100 141.3
Malaita 14.1 0.7 8.2 83.6 1,608 14 323 341 173 142 0.7 100 226.3
Western 13.8 0.1 8.6 84.7 902 0 347 243 64 343 0.3 100 124.9
Other provinces 19.6 0.6 15.1 75.9 1,690 55 308 333 86 20.1 1.7 100 332
Education
No eduation 16.1 4.8 14.2 74.4 576 16 268 365 95 249 0.6 100 92.5
Primary 16.1 0.9 11.1 80.2 2,820 37 285 32 9.1 246 2 100 455
Secondary 18.5 0.2 8.4 80.5 2,476 16 272 316 105 28.1 1.1 100 457.4
Zﬂe‘lroent::r’; 151 02 57 84.1 394 0 182 319 86 414 0 100 59.5
Wealth quintile
Lowest 12.4 2.7 12.5 80.9 1,158 31 271 36.2 174 136 2.6 100 143.8
Second 14.7 1 11.5 81.6 1,172 27 305 394 85 167 2.2 100 172.4
Middle 15.8 0.3 11.1 81.9 1,223 52 328 291 6.2 259 0.6 100 193.4
Fourth 20 0.6 9.9 77.9 1,253 19 30 30 101 27 0.9 100 250.5
Highest 20.8 0.4 5.9 78.4 1,460 04 196 30 8.6 40 1.3 100 304.3
Total 17 0.9 10 80 6,266 24 272 322 97 271 14 100 1,064.4

Slightly more women in urban areas (24%) thrarural areas (15%) smoke cigarettes. The difference is less
marked for men, where 52% of men in urban areas smoke cigarettes compared with 49% of men in rural areas.
A greater proportion of men and women with more than a secondary level of educatmnude tobacco

(48% and 84%). Higher proportions of men and women in the two highest wealth quintiles smoked cigarettes
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rather than pipes or other tobacco (20% for women in the fourth wealth quintile and 21% for women in the
highest wealth quintile; 49%if men in the fourth wealth quintile; 50% for men in the highest wealth quintile).

Differences can be observed for women and men who use other tobacco products. About 45% of men smoke
other tobacco products compared with only 10% of women. The resulisditste that about 14% of both
pregnant women and breastfeeding mothers smoke cigarettes.

Table 3.9.2: Use of tobacco i Men

Percentage of men ageth¢49 who smoke cigarettes or a pipe or use other tobacco products and the percent
distribution ofcigarette smokers by number of cigarettes smoked in the 24 hours preceding the survey, according to
background characteristics, Solomon Islands 2015

Percent distribution & menwho smoke
cigarettes by number of cigarettes smoked ir
Background Uses tobacco the 24 hours preceding the survey
characteristics Number
Does Don't of
Other notuse Number know/ cigarette

Cigarettes Pipe tobacco tobacco of men 0 1¢2 3¢5 6¢9 10+ missing Total smokers
Age
15¢19 27.8 0 24.6 69.1 605 9 234 377 123 17.2 0.5 100 168
20c24 58.3 0.3 51.3 34.1 519 54 198 317 176 244 11 100 302
25¢29 58.2 0 52.7 32.8 479 109 126 27 155 335 0.5 100 279
30c34 63.1 0.4 57.4 28 436 42 129 283 17.7 36.7 0.1 100 275
35¢39 50.4 1.4 46 40.6 394 6.1 13 235 147 412 15 100 199
40c44 51.5 0.4 48.5 37.4 280 41 6.9 34 16.1 38.9 0 100 144
45c49 42.5 0.8 43.4 47.9 236 9 12.3 224 139 40.6 1.8 100 100
Residence
Urban 51.8 0.1 29.5 46.7 720 06 55 204 179 549 0.7 100 373
Rural 49.1 0.5 50.5 41.1 2,229 9 18 324 151 2438 0.8 100 1,095
Region
Honiara 52.7 0 25.9 45.9 475 06 39 199 186 56.7 0.3 100 250
Guadalcanal 40.9 2 46.5 43.6 547 33 74 18 214 482 1.8 100 224
Malaita 48.3 0 47.9 44.3 710 39 239 381 138 199 0.4 100 343
Western 44.2 0.2 49.2 45.7 451 33 172 258 205 333 0 100 199
Otherprovinces 58.9 0 51.9 35.9 765 159 16.7 351 11.1 20.2 1 100 451
Education
No education (63) 0 (65.2) (24.7) (92) (11.2) (20.3) (25.6) (8) (32.4) (2.5) 100 58
Primary 47.9 0.9 50 40.6 1,202 89 154 299 149 303 0.6 100 576
Secondary 51 0.1 43 43.9 1,348 59 152 308 173 30.1 0.7 100 687
zﬂe%rgntg‘;'; 47.9 0 315 484 307 15 88 216 159 515 0.6 100 147
Wealth quintile
Lowest 50.5 1.3 60.5 34.1 529 179 188 337 12 164 1.2 100 267
Second 51.4 0.4 54 37.9 565 103 209 311 114 254 0.9 100 290
Middle 47.6 0.4 47.3 43.4 528 45 163 295 181 30.9 0.7 100 251
Fourth 49 0.1 40.5 46.3 621 26 133 30 184 352 0.5 100 304
Highest 50.2 0 29.9 48.4 706 1 7.3 238 185 489 0.5 100 355
Total 15¢49 49.8 0.4 45.3 425 2,948 6.8 148 293 158 324 0.7 100 1,468
50+ 34.5 2.6 38.2 52.9 643 75 116 333 15 316 0.9 100 222
Total 15+ 47 0.8 44.1 44.3 3,591 6.9 144 298 157 323 0.8 100 1,689

Note: Figures in parentheses are bag&d®unweighted cases.
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3.10 KNOWLEDGE OF AND ATT ITUDE TOWARDS TUBERC ULOSIS

Tuberculosis (TB) is a major killer of women, men a&hddren in most developing countries. Knowledge

about TB is critical to understanding how people deal with the diseas&IDhS 2015asked questions

about peopl esd knowledge of and attitude towards
red ating to respondentso6 knowledge and attitude cc
of TB, who know that TB is spread through the air by coughing, who believe that TB can be cured, and who
would want to keep it a secret that a family mentias TB.

Table 3.10.1: Knowledge and attitude concerning tuberculosis i Women

Percentage of women agddc49who have heard of tuberculosis (TB), and among women who have heard of TB, the
percentages who know that TB is spread through the air by @ogighe percentage who believe that TB can be cured,

and the percentage who would want to keep secret that a family member has TB, by background characteristics,
Solomon Islands 2015

Among all respondents Among respondents whiave heard of TB, the percentage who
Background Percentage_‘ who report Percent_age Percentage who
characteristic Percentage that TB is sp.read who believe vyould want a

who have through the air by that TB can be family member's TB

heard of TB Number coughing cured kept secret Number
Age
15¢19 87.9 1,241 80.9 79.8 23 1,091
2024 92.6 1,146 82.7 87.7 19.1 1,062
25¢29 94.5 1,091 84.8 90.2 16.6 1,031
30¢34 91.7 933 83.5 91.8 15.4 855
35¢39 92.7 803 82.1 90.5 13.4 744
40c44 95.6 576 81.1 91.6 14.6 551
45¢49 93.6 476 85.7 90.7 15.9 445
Residence
Urban 98 1,427 90.3 92.2 16.5 1,398
Rural 90.5 4,839 80.5 87 17.7 4,381
Region
Honiara 98.6 925 91.1 93.3 16 912
Guadalcanal 86.5 1,141 89 88.2 12.9 986
Malaita 91 1,608 82.8 88.7 15.8 1,463
Western 96.7 902 81.7 87 315 873
Other provinces 91.4 1,690 74.7 85.5 14.7 1,545
Education
No education 81.1 576 74.3 82.8 9.5 467
Primary 91 2,820 77.9 86.1 16.3 2,567
Secondary 95 2,476 88 90.2 20.1 2,352
zﬂeocrgntg‘:rr; 99.8 394 94.2 96.6 18.4 393
Wealth quintile
Lowest 85.8 1,158 76.1 82.9 13.1 994
Second 88.7 1,172 80.3 86.2 17.3 1,039
Middle 93.6 1,223 80.4 89 221 1,145
Fourth 94.7 1,253 84.1 88.9 16.6 1,187
Highest 96.9 1,460 90.4 92.4 17.5 1,414
Total 92.2 6,266 82.8 88.2 17.4 5,779

Knowledge of TB of among women and men is very high (92% for women, 97% among men). Adolescents
aged 1519 were the most likely to have not heard of TB. Slightly more Solomon Islands men (88%) than
women (83%) reported that TB $pread through the air by coughing. About nine in ten Solomon Islands
women and men believe that TB can be cured. More men and women in urban areas believe that TB can be
cured than men and women in rural arédttle difference is observed for rural ancban women in terms

of those who would want it kept secret that a family member has TB: 18% for rural women and 17% for
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urban women. In contrast, the proportion of men expressing a desire to keep it secret about a family member
with TB was higher among ral men (17%) than urban men (11%).

Men and women in Honiara, who had a secondary level of education or more than a secondary level of
education, or were in the highest wealth quintile, were most likely to report that TB is transmitted through
the air andelieve it can be cured. Those with no education or in the lowest wealth quintile are the least likely
to report this.

Table 3.10.2: Knowledge and attitude concerning tuberculosis i Men

Percentage of men age#i5¢49 who have heard of tuberculosis (TB)daamong men who have heard of TB, the
percentages who know that TB is spread through the air by coughing, the percentage who believe that TB can be cured,
and the percentage who would want to keep secret that a family member has TB, by background ébigcacter
Solomon Islands 2015

Among all Among respondents who have heard of TB, the percentage who:
respondents
Background Percentage who Percentage Percentage who
characteristic Percentage report that TB is who believe would want a
who have spread through the  that TB can be family member's
heard of TB Number air by coughing cured TB kept secret Number
Age
15¢19 93.9 606 87.7 85.1 19.1 569
20¢24 95.8 519 87.5 93.1 141 497
25¢29 98.2 479 87.4 93.6 14.8 470
30¢34 98.9 436 87.8 93.6 17.2 431
35¢39 97.6 394 90.1 93.4 14 385
40¢44 99 280 89.7 95.3 12.2 277
45¢49 98.9 236 89.5 97.5 14.9 233
Residence
Urban 98.6 720 96.2 97.2 11 709
Rural 96.5 2,229 85.7 90.7 17 2,152
Region
Honiara 98.3 475 97.2 98.7 5.7 467
Guadalcanal 94.1 547 92.9 93.8 3.2 515
Malaita 98.8 710 74.3 92.9 19.6 702
Western 97.2 451 92.6 87.6 33.7 438
Other provinces 96.7 765 90.2 89.4 15.7 739
Education
No education 88.4 92 70.6 85 13.8 81
Primary 96.6 1,202 83.1 90.3 18.2 1,162
Secondary 97.6 1,348 92 93.4 14.3 1,315
gﬂe%fntc:‘:rr; 98.9 308 96.8 97.1 11.2 304
Wealth quintile
Lowest 94.9 529 80.4 88.3 14.4 502
Second 96.4 565 81.5 91.2 17.4 544
Middle 98.2 528 87.6 89.7 17.2 518
Fourth 97.4 621 92 93.9 18 605
Highest 97.9 706 96.6 96.5 115 692
Total 15¢49 97 2,948 88.3 92.3 15.5 2,861
50+ 98.2 643 88.6 94.5 17.5 631
Total 15+ 97.3 3,591 88.4 92.7 15.9 3,493
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CHAPTER 4 MARRIAGE AND SEXUAL ACTIVITY

by Loyce Pabulu, Principal Statistan and ElenTaisia, StatisticianSINSO

KEY FINDINGS

i

More women (65%) than men (56%) age@4%in Solomon Islands were reported to be curre
in union status (married or living together) at the time of the survey.

About P of women aged25i 49 are reported tbavemarried at the exact age of 15 companéti
nomen in the same age group. Mend tomarry later than wometio and are more likely to neve
marry (16% of men versus 10% of women).

Education, wealth and urban livingli nc e an i nd i to gedmasiddWanendieng
in rural areas, with very little educaticor in poor households marry at younger ages than wo
in urban areas, who hawsoreeducatioror live in wealthier households

The proportion of womerged 1549 in a polyganous union increasfrom 5% in 2006 2007 to
6%in 2015 An increase in the number of men in a polygamous union was also observed, goit
2% in 20062007 to 3% in 2015.

Age atfirst marriage among/omen aged A@9 hasncreased frm 19.9 years in 200@007 to 21.3
years in 2015

Over half of all men and women aged 20 had their first sexual intercourse by age 20 (71%
men, 67% of women).

Median age at first sexual intercourse for wormged 2049 is184 years and isl8.3 yearsfor men
in the same age group

The median age at first intercourse is lower than the median age at first marriage, indicat
sexual intercourse occurs before marriage. The median age at first intercoursedsiomgwomen
in rural areas who havittle educatioror live in poore households.

Six in every €n womenand men(56%) aged 1549 had sexual intercourse in the four wes
precedinghe surveyincludingl6%and 18% oteenagers aged 1LE0.

INTRODUCTION

This chapter addresses factors other than
pregnant. These factors are marriage, polygamy, and sexual activity. Marriage is a primatipindica
womends risk of pregnancy; therefore, it is

marry at a young age tend to have high fertility rates and early childbearing. For this reason, there is an

contr e

i mpo

interest in age at marriage. daldition to marriage patterns and age at first marriage, this chapter includes

information on two other measures of likelihood of pregnancy, age at first sexual intercourse and frequency

of intercourse.

4.1

MARITAL STATUS

The SIDHS 2015asked respondents altgheir marital status, whether they were currently married, living

with a partner as if married, widowed, divorced, separated or never married. Married in this context refers to

those couples who are formally married, while living together refers taniafenarriages arnions in which

a man and a woman live together but a formal civil or religious ceremony has not takeim glace of the

tables in this report, however, these two catego
mari edd or O6cucrlrievnitnigy tiong ea hiemiban Respondents who a
together (separated), make up the remaiTablkeetd of t

and Figure 4.1 show the percentage distributibwomen and men agedi¥® by current marital status,
according to age at the time of the survey.
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The percentage of married men and women increases with age as the percentage of never married men and
women decrease$he proportion of women in a uniond§% compared wittb6%of men. Among women

who are currently in a union, the majority (56%) are formally married. For men currently in a union, 50%
consider themselves to be in a formal marriage. Data show that 9% of young womenid§eard Hot

formally married compared with only 6% of men.

The proportion of women and men who have never married decreases as age increases. However, more men
than women are single. Results of 8IBHS 2015ndicate that 98% of men agedi 19 have never married
compared vith 88% of women in the same age group. The proportion of single men iri #aie group

(2%) is lower than that of single women (4%).

Another interesting finding is that the proportion of widowed men agedalis lower (0.2%) than for

women (1%). Thelifference between the proportions of widowed men and widowed women at ages 35 and
older increases. Between ages 35 and 44, the proportion of widowed men increases from 0.4% to 2%, whereas
the percentage of widowed women increases from 1% to 3%. At gt 481y 0.2% of men are widowed
compared with 6% of women who are widowed.

The higher proportion of widowed women is explained by lower female mortality rates and, therefore, longer
life expectancies of female spouses, as well as men marrying atggdg¢han women.

Table 4.1: Current marital status

Percent distribution of women and men ade®t49 by current marital status, according to age, Solomon Islands 2015

Marital status

Percentage
of
Age respondents
Never Living currently in Number of
married Married together Divorced Separated Widowed | Total union respondents
WOMEN
Age
15¢19 88 9.2 2.1 0 0.5 0 100 11.4 1,241
20c24 41.3 46.4 9.9 0.2 2.3 0 100 56.3 1,146
25¢29 18.5 63.9 14 0.8 2 0.8 100 77.9 1,091
30¢34 7.5 79 9.3 0.5 2.6 11 100 88.3 933
35¢39 5.5 76.8 12.3 0.9 3.3 1.2 100 89 803
40c44 5.9 75.1 12.4 0.9 3.1 25 100 87.5 576
45¢49 4.3 76.8 8.7 21 2.7 55 100 85.5 476
Total 15¢49 30.9 55.8 94 0.6 2.2 11 100 65.2 6,266
50+ - - - - - - 0 - 0
Total 15+ - - - - - - 0 - 0
MEN
Age
15¢19 98.3 1.6 0 0 0 0 100 1.7 605
20c24 714 24.5 4 0.1 0 0 100 285 519
25¢29 34.3 56.2 7.8 0.2 15 0 100 64.1 479
30¢34 17.4 71.8 9.6 0.3 0.9 0 100 814 436
35¢39 9.5 81.6 7.2 0.6 0.8 0.4 100 88.7 3%
40c44 4.6 82.2 9.8 0 17 1.7 100 92 280
45¢49 2.2 90.7 5.1 0 1.8 0.2 100 95.8 236
Total 15¢49 42.8 50.3 5.7 0.2 0.8 0.2 100 56 2,948
50+ 2.6 81.1 9.9 0.3 0.6 55 100 91 643
Total 15+ 35.6 55.8 6.5 0.2 0.7 12 100 62.3 3,591
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Figure 4.1: Marital status of women and men aged 15i 49, Solomon Islands 2015
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42  POLYGAMY

Polygamy is defined as any form of marriage in which a person has more than one spouse. Polygamy is not
part of Solomon Islands custom, although some marriages are arrarfgischiayt TheSIDHS 2015asked

women who were currently married about whether their husband had any other wives besides them. If the
husband had more than one wife, then women were asked to rank themselves in that marriage (whether they
are the first wifesecond wife, etc.). Men were asked whether they had more than one wife (or woman) that
they lived with.

Table 4.2.1 shows the percent distribution of currently married women agéfl b the number of eo

wives, according to their background charactedstit the time of the survey. The results show that 6% of
currently married women report that their husband has one or more wives beside themselves compared with
5% who reported this in th8IDHS 20062007 According to background characteristics, adulmen,

women living in urban areas, women living in Malaita Province and other provinces, women with higher
education, and women living in the middle wealth quintile households are more likely tdlrepdmisbands

having more than one amives.

Table 4.22, presents the percent distribution of currently married men a@d@ by the number of wives,
according to background characteristics. Overall, 3% of currently married men ag&dclkbm that they
have two or more wives compared with 6 of married eormaged 1549 who report that their husband has
two or more wives. There is some inconsistency in the data, but the same trend was obser@&Dlittthe
2006 2007, where 5% of womereport that their husbands have at least one or mengves, while only

2% of men reported to have two or more wivEkis may be due to the survey sample size of men in the
survey.

In urban areas, 5% of currently married men have two or more wives compared with 2% in rural areas.
Among the regions, Honiara has the highestgr@age of men with multiple wives (6%), with other regions
ranging from 4% in Western Province to 2% in other provinces. The proportion of currently married men
with more than two wives increases with increasing level of wealth, while interestinglywitieno
education claim to have more wives compared with men in other educational categories.
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Table 4.2.1: Number of women's co-wives

Percent distribution of currently married women adéd49 by number of cavives,

according to background characistics, Solomon Islands 2015

Number of cowives

Background Number
characteristic Dont of

0 1 2+ know Missing | Total women
Age
15¢19 966 16 07 1.1 0 100 141
20¢24 92.6 4 1 2 0.4 100 645
25¢29 924 45 12 17 0.2 100 850
30¢34 916 52 05 27 0 100 824
35¢39 94 41 07 08 0.4 100 715
40¢44 92 56 12 11 0.1 100 504
45¢49 91 6.1 06 1.8 0.5 100 407
Residence
Urban 90.2 53 11 3 0.3 100 835
Rural 93.1 45 08 14 0.2 100 3,251
Region
Honiara 916 44 1 2.8 0.3 100 529
Guadalcanal 916 39 08 34 0.3 100 772
Malaita 934 52 09 0 0.4 100 1,064
Western 94 42 06 09 0.3 100 581
Other provinces 92 51 0.8 2 0 100 1,141
Education
No education 95.4 3 1 0.3 0.3 100 454
Primary 92.5 4.7 1 1.6 0.2 100 2,018
Secondary 919 48 06 24 0.3 100 1,340
More than secondary | 91 66 05 15 0.3 100 275
Wealth quintile
Lowest 932 37 1 1.6 0.5 100 813
Second 951 34 07 08 0 100 800
Middle 91.5 61 11 1.2 0.2 100 824
Fourth 91.8 5 0.7 24 0.1 100 831
Highest 911 53 08 25 0.4 100 818
Total 925 47 09 17 0.2 100 4,086
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Table 4.2.2: Number of men's wives

Percent distribution of currently married men adét49 by number of wives, according
to backgrounctharacteristics, Solomon Islands 2015

Number of wives

Background characteristig
1 2+ Total Number of men

Age
15¢19 * * * 10
20c24 98.8 1.2 100 148
25¢29 97.9 2.1 100 307
30¢34 96.9 3.1 100 355
35¢39 98.4 1.6 100 350
40c44 96.6 3.4 100 258
45¢49 95.7 4.3 100 226
Residence
Urban 95 5 100 360
Rural 98 2 100 1,292
Region
Honiara 94.3 5.7 100 229
Guadalcanal 98.3 1.7 100 327
Malaita 98 2 100 397
Western 95.9 4.1 100 236
Other provinces 98.5 15 100 462
Eduation
No education 95.9 4.1 100 63
Primary 96.9 3.1 100 698
Secondary 98 2 100 664
More than secondary 97.5 2.5 100 228
Wealth quintile
Lowest 98.7 1.3 100 322
Second 97.7 2.3 100 315
Middle 97.8 2.2 100 320
Fourth 96.7 3.3 100 350
Highest 96.3 3.7 100 345
Total 15¢49 97.4 2.6 100 1,652
50+ 96.6 3.4 100 585
Total 15+ 97.2 2.8 100 2,237

Note: An asterisk indicates that a figure is based on fewer than 25aseseigtitedscbeen suppressed

43 AGE AT FIRST MARRIAG E

Marriage i nfl uences a womandés | ikelihood of childbea
quite common within a marriage. A womandés age at
affects fertility levelsand patterns. When age asfimarriage is early, then the probability of having many
children is higher because women have a longer reproductive period before reaching mdnégraueston

on age at first marriage was obtained by asking allexeried respondents the month aedrythey started

living together with their first spouse.

Table 4.3 shows the percentage of women and men agé8 Who were first married by specific exact ages
and median age at first marriage according to their current age. Although the minimurgddgahzarriage
is 18 years in Solomon Islands, women and men can legally marry with parental consent at age 15. Among
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women aged 2@19, 7% were married by age 15, 23% were married by age 18, and 40% were married by
age 20. The median age at first marriaggong women aged P49 is 21.3. This means that half of the
women were married before they reached age 21 years 4 months.

The results also suggest that some younger women are delaying marriage. For instance, approximately 21%
of women aged 2@4 were maied by age 18, compared with 29% of women agéd 95

Among men aged 2@9, 4% were married by age 18 and 12% were married by age 20. The median age at
first marriage for men has been omitted because of the small number of married respondents in these age
groups.

Table 4.3: Age at first marriage

Percentage of women and men agésc49 who were first married by specific exact ages and median age at first
marriage, according to ctent age, Solomon Islands 2015

Current age Percentage first married bgxact age: Percentage Number of Median age at
15 18 20 22 25 never married respondents first marriage
WOMEN
Age
15¢19 1.8 na na na na 88 1,241 a
20c24 56 213 40 na na 41.3 1,146 a
25¢29 5.7 18 347 505 716 18.5 1,091 21.9
30¢34 76 259 416 57 73.6 7.5 933 211
35¢39 6.6 223 402 56.2 739 5.5 803 21.2
40c44 76 261 418 582 748 5.9 576 20.9
45¢49 86 293 446 622 76.1 4.3 476 20.7
2049 6.7 229 3938 na na 16.8 5,025 a
25¢49 7 234 398 558 736 9.6 3,879 21.3
20+ - - - na na - 0 a
25+ - - - - - - 0 a
MEN
Age
15¢19 0 na na na na 98.3 605 a
20c24 0 4.4 11.7 na na 714 519 a
25¢29 0 4.3 11 232 479 34.3 479 a
30¢34 0 5.2 129 213 418 17.4 436 26.3
35¢39 0 3.6 124 246 48 9.5 394 25.3
40c44 0 2.2 7.3 222 40.9 4.6 280 26.1
45¢49 0 6.2 16.3 29.8 524 2.2 236 245
2049 0 4.3 11.8 na na 284 2,343 a
25¢49 0 4.3 119 237 46 16.2 1,824
20+ 0 4.4 11.8 na na 22.9 2,986
25+ 0 4.4 119 238 454 12.7 2,467 a

Note: The age @sf marriage is defined as the age at which the respondent began lidrigsivigpdweséipartner.
na = not apphble due to censoring.
a = omitted because less than 50% of the women or men began living with their spouse ortpaereftoe treaththg beginning of the age group.

4.3.1 Median age at first marriage

Table 4.4 and Figure 4.2 present the median age at first marriage among women and men, by background
characteristics. The results suggest that education, wealth and ivibgrate factors related to delayed
marriage. Women aged 240 living in urban areas marry about one and a half years later (at age 22.4 years)
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than rural women in the same age group (who marry at ageB@r@pion, the lowest median age at marriage
anong women is observed in Malaita Province (20.4 years), while the highest is in Honiara (22.7 years).

The median age at first marriage for women agadi25s higher among better educated and wealthier
women than for women who are less educated and i lwe@th quintile households. Data show that the
median age at first marriage among women aged2ith no formal education is 19.9 years, and increases

4.6 years to 24.5 years among those with more than a secondary education. Women from the poorest
housholds are likely to marry almost two and a half years earlier (at age 20.2) than women from wealthier
households (at age 22.6).

Data for the median age at first marriage among men aget® 2ave been omitted because of sample
limitations.
Table 4.4: Median age at first marriage by background characteristics

Median age at first marriage among women agg@t49 and aged?5¢49, and median age at first
marriage among men aged 20+ and 25+, according to background characteristics, Solomon Islands 2015

Women age Men age
Background characteristiq 20¢49 25¢49 20+ 25+
Residence
Urban a 22.4 a a
Rural a 20.9 a a
Region
Honiara a 22.7 a a
Guadalcanal a 21 a 24.8
Malaita a 20.4 a a
Western a 22 a a
Other provinces a 21.1 a a
Educaton
No education a 19.9 a a
Primary a 20.3 a a
Secondary a 22.4 a a
More than secondary a 24.5 a a
Missing a a a a
Wealth quintile
Lowest a 20.2 a 24.8
Second a 20.7 a a
Middle a 20.8 a a
Fourth a 21.7 a a
Highest a 22.6 a a
Tatal a 21.3 a a

Note: The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/partner.
a = omitted because less than 50% of the respondents began living with their spouse/partadysftoetreafitihtirthe beginning of the age group.
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Figure 4.2: Median age at first marriage among women aged 251 49 by background characteristics,
Solomon Islands 2015
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44 AGE AT FIRST SEXUAL INTERCOURSE

Although age at first marriage is often used as gypiar first experience of sexual intercourse, the two events do
not necessarily coincide. In tl#DHS 2015 interviewers asked women and men how old they were when they
first had sexual intercourse.

Table 4.5 shows the percentages of women and men aigé@\iho first had sexual intercourse by specific exact

ages, thgpercentage who had never had intercourse, and the median age at first intercourse, according to their
current age at the time of the survly.is the case with age at first marriage, med te initiate sexual activity

later in life than womenVomenin the age group349 yearsare more likely than men to have had their first
sexual intercourse at an early age (11% of women and 8% of men by exact age 15). Almost the same
proportion of woma and men (44% of women and 43% of men) initiatechséhe exact age of 1Bor this

same age group, 85% of women and 88% of men report that their first sexual intercourse occurred when they
were at the exact age of ZBhe median age at first sexualdrdourse for women agedi2B® is 18.5 years
compared with the median age at first marriage of 21.3 years, a difference of almost three years. The median age
at first sexual intercourse was similar to that inSHeHS 20062007, which was 18.2 years

Themedian ages at first intercourse among the different age cohorts suggest no significant change in age at first
sexual intercourse for men and women between the two DHSs.

A comparison of the estimated mean age at first sexual intercourse with the meaafiragenarriage on

(Table 4.5) indicates that the age of women and men at first sexual intercourse is younger than that at
marriage.However, n the context of marriage as a process, rather than a single event, the notion of
6premar it al blanatie.Tharhedianyadge ofifirst segual intercourse indicates that sexuality tends
to precede formal marriag€his may be because the process of moving from the initial coupling through
community recognition, and on to formal and/or religious recogriitiomp | i es t hat t her e i
marriage, but rather a band of ages encompassing the whole process.
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Table 4.5: Age at first sexual intercourse

Percentage of women and men ages;49 who had first sexual intercourse by specific exacsagercentage who
never had sexual intercourse, and median age at first sexual intercourse, according tb ageredolomon Islands
2015

Percentage who had first sexual intercourse by, Percentage .
CUI’I’ent age exact age: WhO never Med|an age
had at first
15 18 20 22 25 intercourse Number intercourse
WOMEN
Age
15¢19 10.2 na na na na 55.6 1,241 a
20¢24 12.0 49.7 74.2 na na 11.1 1,146 18.0
25¢29 10.5 44.0 66.5 77.6 86.6 3.4 1,091 18.5
30¢34 11.1 43.6 63.8 77.2 84.0 1.4 933 18.5
35¢39 10.4 454 66.2 80.1 87.8 1.0 803 18.4
40¢44 10.0 40.9 63.5 78.8 84.4 1.4 576 18.6
45¢49 10.1 44.9 64.5 75.1 825 1.6 476 18.4
20¢49 10.8 45.2 67.2 na na 4 5,025 18.4
25¢49 10.5 43.8 65.1 77.9 85.4 1.9 3,879 18.5
15¢24 11.0 na na na na 34.2 2,387 a
20+ - - - na na - 0 a
25+ - - - - - - 0 a
MEN
Age
15¢19 10.6 na na na na 55.9 605 a
20¢24 11.8 54.0 78.7 na na 12.4 519 17.7
25¢29 10.1 52.2 74.7 85.6 89.4 3.0 479 17.9
30¢34 8.8 48.2 72.8 88.7 91.0 1.3 436 18.1
35¢39 5.6 38.6 64.5 82.5 86.7 1.8 394 18.6
40¢44 6.4 32.3 63.5 79.6 85.6 0.7 280 18.9
45¢49 4.4 33.8 63 77.9 87.3 0.7 236 18.9
20c49 8.5 45.3 71 na na 4.1 2,343 18.3
25¢49 7.5 42.9 68.8 83.8 88.4 1.7 1,824 18.4
15¢24 11.2 na na na na 35.9 1,124 a
20+ 7.2 40.3 65.3 na na 3.3 2,986 18.6
25+ 6.3 37.4 62.5 78.4 83.5 1.4 2,467 18.8

na = not afipable due to censorin.
a = omitted because less than 50% of the respondents had sexual intercourse for the first time beforengadhhegabe oemip.

4.4.1 Median age at first sexual intercourse by background characteristics

Table 4.6 and Figure 4.3 present the median age at first sexual intercourse for womeii4@ed®@b

49, and the median age at first sexual intercourse among men aged 20+ and agsobrg to their
background characteristics. Overall, the data show that there was not much difference in the median age at
first sexual intercourse between these two age groups. However, differences are evident when looking at
background characteristicfhe median age rises from 17.8 years among women agd® 20th no
education, to 19.9 years among women with more than a secondary education in the same age group.
Similarly, median age at first sexual intercourse among women increases from 17 b tyedmwest wealth
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quintile to 19.0 years in the highest quintiléne median age at first intercourse for women agéd2(h
rural areas is one year earlier (18.1) than for women in urban areas (19.0).

The table also shows the median age at firstdatese for men aged 20 and older is 18.6 years. The median

age at first intercourse is almost the same for men 20+ and 25+ (18.6 and 18.8 years, respectively). Similarly,
there is little difference between the median age at first intercourse betweenan&® agars and over in

urban areas (18.7 years) and rural areas (18.5 years). Men aged 25 years and over with nho education are more
likely to have a higher median age at first intercourse (20.9 years) than men with more than a secondary level
education (8.7 years). The median age at first intercourse was stable across wealth quintiles, ranging from
18.6 to 18.9 yeardden in the Western Province aged 20 have the lowest median age at first intercourse of

all regions, 18.0 compared with Guadalcanal Proyiwbere the highest median age is 19.1.

Table 4.6: Median age at first sexual intercourse by background characteristics

Median age at first sexual intercourse among women a2@l9 and aged25¢49, and median age at first sexual
intercourse among men ade20+ and age 25+, according to background chargstics, Solomon Islands 2015

o Women age Men age

Background characteristic

20c49 25¢49 20+ 25+
Residence
Urban 19.2 194 18.7 19
Rural 18.1 18.3 18.5 18.7
Region
Honiara 19.4 19.7 18.8 19.1
Guadalcanal 17.6 17.8 19.1 19.7
Malaita 18.8 18.9 18.6 18.6
Western 17.9 18 18 18.2
Other provinces 18.3 18.4 18.5 18.7
Education
No education 17.8 17.8 a 20.9
Primary 17.8 18 18.7 18.8
Secondary 18.6 18.9 18.2 185
More than secodary 19.9 19.9 18.6 18.7
Missing a a a a
Wealth quintile
Lowest 175 17.6 18.5 18.7
Second 18.2 18.5 18.5 18.6
Middle 18.3 18.3 18.7 18.8
Fourth 18.4 18.5 18.7 18.9
Highest 19 19.3 18.6 18.8
Total 18.4 18.5 18.6 18.8
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Figure 4.3: Median age at first sexual intercourse among women aged 25i 49 and men aged 25+,
Solomon Islands 2015
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4.5 RECENT SEXUAL ACTIVI TY

In the absence of effective contraception, the probability of pregnancy is highly dependent on the frequency
of intercourse. Therefor@nformation on sexual activity can be used to refine measures of the likelihood of
pregnancy. Men and women who have had sex were asked how long ago their most recent sexual intercourse
occurred. Tables 4.7.1 and 4.7.2 show the distribution of womememdy timing of last sexual intercourse,
according to background characteristiBespondents are considered sexually active if they had sexual
intercourse once during the four weeks preceding the survey.

Just under 6 in 10 women (56%) aged 4% were sexally active during the four weeks preceding the
interview. This is higher than the 51% in ®E®HS 20062007. Another20% reported that their last sexual
intercourse was in the 12 months preceding the survey (excluding the past month), 10% saidfthdt they
not been sexually active for one or more years, and 14% reported that they had never had sex.

The proportion of women who were sexually active in the four weeks preceding the survey increases with
age, peaking in the late 30s at 73% and decreagbfi\stihereafter. As expected, the frequency of sexual
activity among teenagers and women who are not currently in a union is lower than that among older women
and women who are married or living with a man. About 16% of women ag&é ®fere sexually acte in

the four weeks preceding the survey (Fig. 4.4), and 13% of-neaseied women were sexually active during

the same period. Women in urban areas were slightly less likely to be sexually active during the four weeks
preceding the survey (54%) than wemrin rural areas (56%).

By region, the proportion of women who were sexually active during the four weeks preceding the survey
was highest in Guadalcanal (57%) and lowest in Honiara (52%). The results further show that women with
no education are more &k to have been sexually active in the four weeks preceding the survey (63%) than
better educated women (58%) with more than a secondary level education). Women with a secondary
education are least likely to have been sexually active in the weeks pgettedsurvey (49%).
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Table 4.7.1: Recent sexual activity T Women

Percent distribution of women agé&c¢49by timing of last sexual intercourse, according to background characteristics,
Solomon Islands 2015

Timingof last sexual intercourse
Background characteristic In the 4_ weeks  Within 1 One or more Never had Number
preceding the yeartof the years before sexual of
survey survey the survey  Missing | intercourse Total  women
Age
15¢19 16.0 19.1 9.3 0.0 55.6 100 1,241
20c24 51.6 25.2 11.9 0.1 111 100 1,146
25¢29 64.9 21.9 8.9 1.0 3.4 100 1,091
30¢34 715 19.3 7.3 0.5 1.4 100 933
35¢39 72.7 17.2 8.7 0.4 1.0 100 803
40¢44 70.9 15.7 115 0.5 1.4 100 576
45¢49 68.4 15.2 14.8 0.0 1.6 100 476
Marital status
Nevermarried 13.1 23.1 17.7 0.1 46 100 1,936
Married or living together 78.1 18.1 3.4 0.5 0.0 100 4,086
Divorced/separated/widowed 15.5 25.2 59 0.3 0.0 100 244
Marital duration?
0c4 years 74.7 21.3 3.3 0.7 0.0 100 959
5¢9 years 79.1 17.4 3.0 0.5 0.0 100 860
10¢14 years 78.3 18.4 2.6 0.6 0.0 100 629
15¢19years 80.1 16.7 2.8 0.4 0.0 100 633
20¢24years 82.8 12.1 49 0.3 0.0 100 404
25+ years 73.4 20.4 5.8 0.4 0.0 100 363
Married more than once 81.4 16.3 2.1 0.0 0.3 100 239
Residence
Urban 53.6 20.6 10.7 0.9 14.2 100 1,427
Rural 56.2 19.7 9.7 0.2 14.2 100 4,839
Region
Honiara 52.4 20.5 11.8 0.7 14.6 100 925
Guadalcanal 57.3 18.2 9.7 0.9 14 100 1,140
Malaita 54.9 17.5 8.9 0.1 18.6 100 1,608
Western 56.1 23.3 9.0 0.3 11.3 100 902
Other provinces 56.6 21.1 10.7 0.1 11.5 100 1,690
Education
No education 63.2 16.2 12 0.5 8.1 100 576
Primary 59.6 17.2 9.5 0.2 13.4 100 2,820
Secondary 48.8 23.1 9.8 0.5 17.7 100 2,476
More than secondary 57.9 23.9 10.8 0.7 6.7 100 394
Wealth quintile
Lowest 56.5 19.4 10.1 0.3 13.7 100 1,158
Second 55.2 20.9 9.0 0.1 14.9 100 1,172
Middle 58.9 18.2 10 0.4 12.5 100 1,223
Fourth 57.2 19.1 9.9 0.3 13.5 100 1,253
Highest 51.0 21.6 10.6 0.7 16.2 100 1,460
Tatal 55.6 19.9 10.0 0.4 14.2 100 6,266

1Excludes women who had sexual intercoerdeviee¢ks preceding the survey
2Excludes women who are not currently married
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Figure 4.4: Women aged 15i 49 by timing of last sexual intercourse, according to background
characteristics, Solomon Islands 2015
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For men aged 199, 58% reported having had sexual intercourse in the four weeks preceding the interview.
About 20% of men had been sexually active within thenbth period prior to the survey but nottie

month prior to the interview% had not been sexually active for one or more years,5#afimen reported

never having had sexual intercourse. The proportion of men who were sexually active in the four weeks
preceding the survey increases with ggking in the 414 age group (81%) and declines as men reach

50 and over (Table 4.7.2 and Fig. 4Men who are in a union are more likely to have been sexually active

in the four weeks preceding the survey (82%) than men who have never been mangaubotiving with

a woman (2%).

The percentage of men in urban areas who were sexually active in the four weeks preceding the survey
increased from 49% in tH&IDHS 20062007to 61% inSIDHS 2015 The change was smaller change in

rural areas, where93o were sexually active in the four weeks precedingtiEHS 20062007and 5% in

SIDHS 2015 Recent sexual activity among men is highest in Honiara (63%) and lowest in Malaita (50%).

Recent sexual activity is more common among men with more than a sgceddeation (8%), but is
fairly even across wealth quintiles, ranging from 57% to 59%.
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Table 4.7.2: Recent sexual activity T Men

Percent distribution of men agddc49 by timing of last sexual intercourse, according to background charaatsristi
Solomon Islands 2015

Timing of last sexual intercourse
Background characteristic In the 4. weeks  Within 1 One or more Never had
preceding the yeartof the years before sexual Number
survey survey the survey  Missing | intercourse Total of men
Age
15¢19 18.1 185 7.5 0.0 55.9 100 605
20c24 48.5 28.3 10.8 0.0 12.4 100 519
25¢29 65.3 23.2 6.7 18 3.0 100 479
30¢34 75.3 17.6 5.3 0.5 1.3 100 436
35¢39 77.1 171 2.7 14 1.8 100 394
40c44 81.1 10.1 6.5 15 0.7 100 280
45¢49 75.8 16.8 6.7 0.0 0.7 100 236
Marital status
Never married 26.6 26.5 12.2 0.3 34.4 100 1,261
Married or living together 82.1 14.7 2.1 1.0 0.0 100 1,652
Divorced/separated/widowed (54.8) (10.4) (34.7) 0.0 0.0 100 35
Marital duration?
0c4 years 80.1 17.4 1.5 1.0 0.0 100 464
5¢9 years 84 12.4 2.3 1.3 0.0 100 370
10¢14 years 78.4 18.3 2.2 11 0.0 100 274
15¢19years 86.2 11.2 14 1.2 0.0 100 263
20¢24 years 86.7 10.6 2.7 0.0 0.0 100 126
25+ years 72.4 21.9 5.6 0.0 0.0 100 75
Married more han once 86.6 9.2 25 1.8 0.0 100 81
Residence
Urban 61.4 19.8 7.4 1.0 104 100 720
Rural 56.9 19.7 6.7 0.6 16.1 100 2,229
Region
Honiara 63.1 20.6 5.8 0.4 10.0 100 475
Guadalcanal 59.9 14.9 6.6 11 17.5 100 547
Malaita 50.2 17.9 11.6 0.8 19.6 100 710
Western 55.3 24.2 7.2 0.5 12.9 100 451
Other provinces 62.6 216 3.0 0.6 12.2 100 765
Education
No education 58.5 17.4 12.1 0.7 11.2 100 92
Primary 56.6 16.3 6.4 0.5 20.2 100 1,202
Secondary 54.8 24.0 7.5 0.7 13.0 100 1,348
More than secondary 77.6 14.8 4.4 15 1.8 100 307
Wealth quintile
Lowest 58.7 18.9 4.9 0.9 16.6 100 529
Second 57.3 18.1 6.1 0.4 18.0 100 565
Middle 58.0 19.8 6.5 0.4 15.3 100 528
Fourth 56.7 19.7 8.7 11 13.8 100 621
Highest 59.4 21.5 7.5 0.7 11.0 100 706
Total 15¢49 58.0 19.7 6.8 0.7 14.7 100 2,948
50+ 44.9 225 31.0 0.9 0.7 100 643
Total 55.7 20.2 11.2 0.7 12.2 100 3,591

Note: Figures in parentheses are ba2&d®uanweighted cases.
1Excludes men who had sexualantse in the 4 weeks preceding the survey
2Excludes men who are not currently married
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Figure 4.5: Men aged 15i 49 by timing of last sexual intercourse, Solomon Islands 2015
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CHAPTER 5 FERTILITY

by Anterlyn Tuzakana, Senior StatisticiSiNSO

KEY FINDINGS

i

The estimated total fertility raterf Solomon Islangiwomen aged 119 for the three years precedir
the survey is 4.4 births per woman. Total fertility rates have been reasonably constant betv
SIDHS 20062007andSIDHS 20154.6 births per woman in 2008007).

U Fertility level is hidner in rural areas (4.7 births per woman) than in urban areas (3.4 birtl
woman). Women witkesseducation are more likely to have higher fertility than women gvitater
education (4.7 birthsompared witt8.1 births).

U Age of the motheat first bith is lower in rurabreas (21.7)hanin urban areas (23.3). Age at fir.
birth increases with wealth quintil@1.0 for the lowestvealth quintileand 23.6 for the highes
wealth quintile

U Almost half of all Solomon Islands women aged4£%have given bih by age 22 (49%).

U Adolescent fertility among women aged 19 has decreased over the last 20 years, from 88
per 1000 womerduring 1996 2000 to 77 birthgluring 2011 2015. There washowever,a small
increase in the most recent feygrar period74i 77 births per DOOwomen).

U The average number of children ever born
and 3.26 for married women.

U The median birth interval for Solomon Islaswiomen is 32.3 months.

0 Women aged 189 have the shitest median birth interval of 20.5 months.

U The median duration of postpartum amenagenfor women aged 189 in the three years precedir
the survey is 3.9 months. It is higher for women in raraés (4.1 month#anin urban areas (3.:
months).

U0 The mrcentage of women experiencing menopause increases with agédafimv@men aged 30
34 to 34% of women aged 48&19.

INT RODUCTION

This chapter presestertility indicators angnanalysisbased ottheresults of thésIDHS 2015 The analysis
includes differences in fertility levels and trends, fertility by background characteristics, data on lifetime
fertility (children eve born and living), percentage of births and median duration for which mothers are
postpartum amenordea, abstinence and insusceptibility, menopause, age at first birth, and birth intervals.
Adolescent fertility which is also covered, has significant likaand socioeconomic consequences for

women and communities in Solomon Islands. These data are important because they indicate the beginning

of

Fertility rates presented in this report are based on the reproduction s¥ctiwn survey that uses a
questionnairdor women This section captures whether a woman has ever given birth, the total number of
children living with her, number of children living elsewherand number of children who have died. A
complete birth history wacollectedi ncl udi ng the chil dbés sex, dat e
Although birth history tries to capture all births, the data obtained might be subject to various types of errors

A

a womands reproductive |ife.

such as:

A Underreporting of births, particularly thenission of children living elsewhere and those births that died
very young (at birth or several hours after birth), which could result in underestimating the number of births.

Misreporting the date of birth and/or age of a child, in particular, the tepdemound off dates of
birth or ages, which could result in ungleporting or overestimating fertility at certain ages and/or

A

certain periods of time.
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A Selective bias: questions were posed only to women who survived. Assuming that the fertility level of
women who died prior to the survey differed from the level of survivors, the fertility level obtained
from the survey might be slightly biased.

Other types of possible data errors include:

A very young women (teenagers) who did not state the birth of thikir ¢

A unmarried women who did no¢portthe birth of their child

A women whose child died shortly after birth and who did-epbrtthe birth of the chilgd

A women who did nateportthe birth of a child from a different father than their present husband
A

women who had multiple births (either twins or triplets), or had two births during tmedth period
before the census, and only recordadbirth;

>

women who were temporarily absent from their permanent household were counted, but their fertility
statuswas not recorded, and/or was wrongly assumed to bg zero

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

A inclusion of adopted or foster children as own biological child(eerg
A errors duringdata recording and/or processing.

5.1 CURRENT FERTILITY

Measures of current and cumulative fertility for Solomon Islands for the-yeereperiod preceding eh
survey are shown in Table 5Thetotal fertility rate TFR), agespecific fertility rate (ASFR)and general
fertility rate (GFR) are cohort measutéstrepresenthe current situation. The crude birth rate (CBR) is a
crude measure of fertility because it relates to births of the whole population regardless of sex and age.

CURRENT AND CUMUL ATIVE F ERTILITY MEASUR ES

A ASFR provides the pattefor different age group and is the number of births to women in ez
specific age group.

A TFR refers to the average number of births a woman would have had by the time she er
childbearing years ghe experienced the prevailing ASFR of a given year. TFR sums the ferti
all womenata given point in time.

A Another refined measure of fertility is GF®Rhichis the number of births to women in thei 48
age groups.

According toTable 5.1the estimated TFR for Solomon Islands women is 4.4 children per woman, compared
with 4.6 children irtheSIDHS 2006 2007. This means that on average Solomon Isamnen are expected
to have 4.4 children during their reproductive life.

Women in rural agas have a higher TFR (4.7) than women in urban areas (3.4). Fertility rates vary according
to age group, with Figure 5.1 showing that ASERighest among women agedi 2@ in rural aregswith

251 births per 1,000 women for the three years precedingutiiey. In urban areas, women aged226

years have more births (196 births per 1,000 wortear) women ither age group#n the SIDHS 2006

2007, fertility peaks among women aged 29 (234 births per 1,000 women in this age group), whereas in
the SIDHS 2015 the highest fertility peak is among younger women in tfi@2@ge group (227 births per

1,000 women). This indicates the likelihood that more younger women are having more children than older
women.

GFR for women aged 189 is 154 births per 1,06@omen andCBRis 32.6 births per 1,000 population.
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Table 5.1: Current fertility

Agespecific and total fertility rates, the general fertility rate, and the crude birth
rate for the three years preceding the survey, by residence, Solomon Islands 2015

Residence

Age group

Urban  Rural Total
15¢19 51 87 78
20c24 153 251 227
25¢29 196 219 214
30¢34 158 186 180
35¢39 92 138 128
40c44 32 54 49
45¢49 0 13 11
TFR(15¢49) 3.4 4.7 4.4
GFR 122 164 154
CBR 30.8 32.9 32.6

NotesAgespecific fertility rates are per 1,000 women. Rates for aijégyroay B& slightly biased due to truncation. Rates are foritBé pendbslprior to interview.
TFR: Total fertility rate expressed per woman

GFR: General fertility rapeesssed per 1,000 women agei 15

CBR: Crude birth rate, expressed per 1,000 population

Figure 5.1: Age-specific fertility rate by residence, Solomon Islands 2015
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5.1.1 Fertility by background characteristics
Fertility i s knownsocioaezonami backgrand dharaateristias.nabite &.2 indicates

TFR for the threg/ear period preceding the survey, the percentage of women ageticLsrently pregnant,
and the mean number of children ever born to women aded® 40y background charadics.

The mean number of children ever born to women aged4i3 an indicator of complete fertility, which
reflects the number of children women who are nearing the end of their reproductive period have had. The
fertility level is known to be stabhen TFR and the number of children ever born (CEB) are almost the
same. When the fertility level has been declining, TFR will be lower than the mean CEB among women aged
40i 49. The comparison between the two fertility measures of TFR and completety fertiiides an
indication of fertility change in the country.
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Table 5.2: Fertility by background characteristics

Total fertility rate for the three years preceding the survey, percentage of womeriLagé@currently pregnant, and
mean number of chdken ever born to women agedic49years, by background characteristics, Solomon Islands 2015

Total Percentage of Mean number of
Background characteristic fertility = women agedl5¢49  children ever born to
rate currently pregnant ~ women aged 4049
Residence
Urban 3.4 5.2 4.1
Rural 4.7 6.7 5
Region
Honiara 3.3 5 4
Guadalcanal 4.6 5.6 4.9
Malaita 4.6 6.6 5.3
Western 4.4 8.3 4.3
Other provinces 4.8 6.4 5
Education
No education 4.7 (5.7) 54
Primary 4.9 6.1 4.9
Secondary 4.3 7.1 4.4
More than secondary 3.1 (4.9) 3.7
Wealth quintile
Lowest 5.7 8.8 54
Second 5.1 6.7 54
Middle 4.4 55 5.2
Fourth 4 5.8 4.3
Highest 3.2 5.4 4
Total 4.4 6.4 4.8

Note: Total fertility rates are for the p@6Banidnths prior to witaw. Figures in parentheses are ba2&d®unweighted cases.

A TFR above the national level wabservedn Guadalcanal and Malaitarovinces,with a TFR of 4.6
children per woman. Honiara has the lowest TFR (3.3 births per wpwigioh representhe largest urban
town in the country.

TFR by educational background of women agedi@showghatthe higher the education level of women

the lower the number of children she has. Accordiriggore 5.2, women with no education have a TFR of
4.7 birtts per woman comparedth a TFR of 3.1 births per woman with more tlesecondary education.
Although more education is generally associated with lower fertility, the magnitude of differential among
educational levels varies. For example, TFR for womenpéetinga primary level of education is higher

(4.9 birthg) thanfor womenwith no education (4.Births). The percentage of women aged 4% who are
currently pregnant is highest among those wiglecondary level education. Women in the highest wealth
quintiles had lower TFRs than those in the lowealthquintiles.

Table 5.2 also indicates that the mean number of CEB to women dgewiiio arenearinghe end of their
reproduction cycle is 4.8his is slightly more than the national TFR of 4.4 biges womanand suggests
a small declinén fertility levels in Solomon Islands.

5.2  FERTILITY TRENDS

Fertility trends and patterns are indicators of the availability, use and effectiveness of fertility control methods
such as family planning, reproductive hlegrogranmes, and policy intervention. Fertility decline is an

i ndicator of wo men 6 s-makingpnaceneoiling énility, andrthe nudhleec af chiidrenn
they wish to have. The decline in fertility level also indicates a change in custbbekefs in a society
toward having a smaller family.

77



Fertility trends can be established using retrospective data from a single survey sucBliBsi$:2015
Womendés birth history is the main s oucompenerdsfof dat a
fertility trends6 awoman 6 s age at chil dbirth a& @retedordedfoneather of
woman in their respective birth history. Table 5.3 shows ASFRs for thedaseperiod preceding the survey,

by mot her dneofthg l@rth.dntintetpretig the results, it is important to keep in mind some of the
limitations in data capturing. For example, women can record adopted or foster children as their own children,
which can lead to overstating the fertility trend. ¥9a other hand, older women tend to un@gort their

fertility, especially children that died very young, which can lead to underestimating the fertility level.

Table 5.3 and Figure 5.2 show an overall decrease in ASFRs for young womenid@edrntb2024 over
the past 20 years, although both age groups have increased over the last 5 years. Adolescenbfagility (
aged15i 19) decreased from 88 births per 1,000 womhering 1996 2000 to 77 births per 1,000 women
during 2011 2015. ASFR for women aged224 also declined from 220 births per 1,000 wordanng
1996 2000 to 19Gluring2006 2010. ASFRincreased again to 2Huring201% 2015. A slow decrease in
ASFR was observed for women aged @%over the last 15 years.

Table 5.3: Trends in age-specific fertility rates

Agespecific fertility rates for fivgear periods preceding the survey, by mother's age
at the time of the birth, Solomon Islands 2015

) Number of years preceding survey

Mother's age at birth
0c4 5¢9 10¢14 15¢19

15¢19 77 74 81 88
20c24 217 196 210 220
25¢29 220 230 237 233
30¢34 182 187 209 [231]
35¢39 133 133 [177] -
40c44 50 [53] - -
45¢49 [12] - - -

Note: Agspecific fertility rates are per 1,000 women. Estimates in brackets are truncated. RatethexfGiuigevileeymon

Figure 5.2: Trends in age-specific fertility rates, Solomon Islands 2015
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5.3 CHILDREN EVER BORN A ND LIVING

Data on CEB comprise information on the number of children born alive (lifetime fertility) and should include
all children born Bve during the life of the woman, up to the current date. Lifetime fertility information is
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useful in examining the momentum of childbearing in a population and also for estimating the proportion of
childless women in a population. The agecific mean umber of CEB provides fertility level comparisons
between different age groups in a population.

Table 5.4: Children ever born and living

Percent distribution of all women and currently married women ddged9 by number of children ever born, mean
number of children ever born and mean number of living children, accordimg tgraup, Solomon Islands 2015

Number of children ever born
Mean Mean
Age Number numberof  number
of children of living
0 1 2 3 4 5 6 7 8 9 10+ | Total women ever born children
ALL WOMEN
Age
15¢19 | 909 72 14 03 0.1 0 0 0 0 0 0 100 1,241 0.11 0.11
20c24 | 43.2 293 183 69 14 08 0.1 0 0 0 0 100 1,146 0.97 0.95
25¢29 | 21.3 219 229 18 101 4.3 1.1 03 0 0 0 100 1,091 1.93 1.88
30¢34 | 107 114 16.1 216 179 98 75 29 15 0.6 0 100 933 3.11 3.04
35¢39 | 6.9 54 117 17.7 20.2 16.1 106 64 3 1.1 0.9 100 803 3.94 3.86
40¢44 6 49 87 141 171 18 136 6.8 43 39 25 100 576 4.48 4.33
45¢49 | 3.5 26 57 89 212 163 124 108 94 29 6.4 100 476 5.25 4.99
Total 329 137 127 119 105 73 49 28 1.7 0.8 0.8 100 6,266 2.31 2.25
CURRENTLY MARRIED WOMEN
Age
15¢19 | 46.7 398 112 15 0.8 0 0 0 0 0 0 100 141 0.7 0.68
20c24 | 18.7 36.7 286 119 24 14 0.2 0 0 0 0 100 645 1.48 1.45
25¢29 | 114 212 26.6 21.7 122 5.1 14 04 0 0 0 100 850 2.25 2.2
30¢c34| 7.1 104 159 2311 188 109 83 33 15 0.6 0 100 824 3.32 3.24
35¢39 | 4.9 43 106 181 213 16.8 116 7 33 1.2 1 100 715 4.15 4.06
40¢44 | 2.3 42 79 147 174 195 149 73 46 45 28 100 504 4.78 4.62
45¢49 1 15 56 77 226 166 125 119 106 3.2 6.7 100 407 5.62 5.24
Total 96 151 17.1 16.8 149 105 7.1 4 25 12 1.2 100 4,086 3.26 3.16

All women aged 1649, regardless of their marital status, wasked questions about the total number of live
births (CEB) they have had in their lifetime. Caution is required when interpreting the results for older age
groups beyond 35 or 40 yedscaus¢hey could be less reliable than younger age groups. Fanaestolder

women are more likely to exclude children that died at a very young age. The inclusion of adopted and foster
children can overestimate the CEB for all women.

Table 5.4 presents the percent distribution of all women and currently married wpmemtoer ofCEB,

mean number a€EB, and mean number of living children, by age group. The results indicate tH&tdd0.4
currently married women have given birth. On average, women agad R0Solomon Islands have given

birth to one child (0.97 birthsfp two children by age 229 (1.93 births), three children by agé 30 (3.11

births), four children by age B39 (3.94 births)and five children by age #89 (5.25 births). Overall, the
mean number of CEB is 2.31 children for all wor@erd 3.26 childne for married women. The mean number

of living children is 2.25 for all women and 3.16 for married women. The difference between the mean
numbers of CEB with mean number of living children provides an indication of the level of childhood and
adult mortaliy in the country.

Out of all women aged 189, 3% reported that they have no children &88oof currently married women
did not have any children.
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54  BIRTH INTERVALS

A birth interval is the length of time between two successive live births. Informatiofirtbrirtbervals
provides insight into birth spacing patterns, which affect fertility as well as infant and childhood mortality.
The World Health Orgamation (WHO) (recommends an interval of 24 months after a live birth before
attempting the next pregnanicyorder to reduce the risk of adverse maternal, perinatal and infant outcomes.
These include risk of maternal, infant, neonatal and perinatal martalitybirth weight small size for
gestational ageand preterm delivery.

Table 5.5 presents therpent distribution of noffirst births in the five years preceding the survey by number

of months since the preceding birth, and median number of months since the preceding birth, according to
mot herds demographic and s o csi The medianobirth iotervlasc3R.3 r o u n
months. This means that half of all st births occur before and half occur after 32.3 months from a
preceding birthThe median birth interval recordédm the SIDHS 20062007was33.6 months.

The median numbesf months since preceding birth increases with age. Adolescent mothers agjgd 15
have the shortest birth interval of 20.5 monitisich islower than th&VHO recommendation of 24 months.

This figure increases to 47.6 months for older women agdd!@@vho are reaching the end of their
childbearing years. Children whose preceding sibling died had a shorter median birth interval of 26.2 month
than those whose sibling is living (32.4 months).

Data show that among regions, the shortest birth interval is eolsmmong mothers in Malaita (29.3 months)
comparedvith Western Provingavhich had the longest median birth interval of 36.6 months. By educational
background, mothers whave more thansecondary level of education had the longest median birth interval
of 36.7 months. Median birth interval increased with wealth quintile, from 30.9 months in the lowest wealth
quintile to 34.2 months in the highest.

1 World Health Organization. 2005. Report of a WHO technical consultation on births sgaeireya, Switzerland, 135 June 2007. 48 p.
http://www.who.int/maternal_child_adolescent/documents/birth_spacing.pdf?ua=1
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Table 5.5: Birth intervals

Percent distribution of nefirst births in the five years preceditite survey by number of months since preceding birth,
and median number of months since preceding birth, according to background characteristics, Solomon Islands 2015

Median
Number number of
Background characteristic of non-  months since
Months since preceding birth first preceding

7¢17 18¢23 24¢35 36¢47 48¢59 60+ Total births birth
Age
15¢19 * * * * * * 100 27 20.5
2029 145 23 319 14.2 8.4 8 100 1,268 27.9
30¢39 7.8 141 282 178 106 214 100 1,463 35.9
40c49 6.1 9.2 20.3 14.7 9.1 40.6 100 308 47.6
Sex of preceding birth
Male 10 164 303 16.3 9 17.9 100 1,579 32.6
Female 11.2 186 274 156 99 173 100 1,486 31.9
Survival of preceding birth
Living 102 175 291 1538 9.6 17.7 100 2,997 32.4
Dead 29 141 176 25 23 121 100 68 26.2
Birth order
2¢3 11.8 183 279 149 8.8 184 100 1,616 31.6
4¢6 9.5 166 275 164 111 19 100 1,178 34
7+ 8.1 165 411 204 6.8 7.2 100 272 30.4
Residence
Urban 12.3 16 269 155 95 197 100 498 32.6
Rural 103 177 293 16.1 95 172 100 2,567 32.3
Region
Honiara 12 17 26.3 15.8 94 19.5 100 313 32.9
Guadalcanal 104 197 293 153 9 16.3 100 592 313
Malaita 13 19.3 319 155 82 121 100 838 29.3
Western 10.2 15 235 16.4 99 249 100 400 36.6
Other Provinces 8.3 156 29.0 16,7 107 19.7 100 922 34.7
Education
No education 10 134 34.7 14.7 9.6 17.6 100 340 31.8
Primary 9 18 28.7 15.6 9.3 194 100 1,618 33.1
Secondary 13.7 18.1 283 17 9.1 139 100 960 31
More than secondary 9.9 16.7 215 15.9 135 225 100 146 36.7
Wealth quintile
Lowest 9.3 20.8 296 143 96 164 100 760 30.9
Second 9.4 175 326 1538 10 14.8 100 652 314
Middle 12.5 15.3 29.1 18 7.5 17.7 100 617 329
Fourth 10.1 15.7 27.3 18.2 9.6 19 100 576 34
Highest 127 169 242 136 109 21.8 100 460 34.2
Total 106 175 289 16 95 17.6 100 3,065 32.3

Note: Firgirder births are excluded. The interval for multiple births is the number of months sinceghametealiegged in a liveAirtisterisk indicates that a figure
is based on fewer than 25 unweighted cases and has been suppresed

5.5 POSTPARTUM AMENORRH OEA, ABSTINENCE, AND INSUSCEPTIBILITY

Postpartum amenomhka is the temporary absence of memdiperiods after the birth of a child. During this
period, women are less likely to become pregnant. The period of postpartum aoesnoath be extended
by prolonged breastfeedingherefore promoting breastfeeding is one way of reducing fertility as asel
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improving infant and maternal health. Abstinence is a family planning method that involves not having
i ntercourse at times when a womands r i s kcemifle becom
when they abstain from sex following chiidh.

Table 5.61 and Figure 5.3 show the percentage of births in the three years preceding the survey for which
mothers were postpartum amenogit, abstaining and insusceptible, by number of months since births. The
table also shows the median and mesarations.

The overall percentage of women in Solomon Islands who gave birth in the three years preceding the survey
and were amenoroeic is ©%. This shows a decline fronb%o in the SIDHS 20062007, The percentage

of women who are amenongic declinesas the month since childbirth increases. The majority of women

are amenorrbeic up to three months after childbirtté@z for less than two months af@%for two to three

months). Less than ¥ of women are amenomhkic for more than 17 months. The medduration for
amenorriea is 3.9 months while the mean is 7.1 months. SIS 20062007 recorded the median
duration for amenordeaas5.1 monthsandthemeanas9.4 months.

Likewise, 20% of women who gave birth in the three years preceding the suraelisgd postpartum
abstinence. Around 8bof mothers who gave birth less than two months prior to the survey were abstaining
from sexual activity comparegith 5% of mothers who gave birth B85 months prioto the surveyWomen

are abstaining for a mediaf 2.6 months, or an averagé7.5 months.

Women who are either still amenaoodic, abstaining from sexual activityr both, comprise 3@ of women
who gave birth in the three years preceding the survey.
Table 5.6.1: Postpartum amenorrhoea, abstinence and insusceptibility

Percentage of births in the three years preceding the survey for which mothers are postpartum amenorrhoeic,
abstaining, and insusceptible, by number of months since birth, and median and mean durations, Solomon Islands 2015

. . Percentage of births for which the mother is:
Months since birth - — - .
Amenorrhoeic Abstaining Insusceptiblet Number of births
<2 75.6 85.1 95.7 113
2¢3 59.9 44 73 135
4¢5 46.3 30.6 61.9 146
6¢7 34.4 30 51.6 166
8¢9 31 16.2 42.7 141
10c11 26.2 19.9 42.1 152
12¢13 14.9 12.8 23.8 176
14¢15 17.4 18 31.2 156
16¢17 6.3 11.7 14.9 107
18¢19 6.6 9.3 14.3 134
20c21 2.7 11.9 131 146
22¢23 4 175 20.8 117
24¢25 4.1 111 13.6 138
26¢27 3 8.9 11.9 150
28¢29 2.2 6 7.1 103
30¢31 0.5 13.7 14 138
32¢33 0.9 5 5.4 128
34¢35 11 5.3 5.3 143
Total 18.8 195 30.3 2,491
Median 3.9 2.6 7.2 na
Mean 7.1 7.5 111 na

Note: Estimates are based on status at the time of the survey.
na = not applicable
LIncludes births for which mothers arstéltherenorrhoeic or still abstaining (or both) following birth
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Figure 5.3: Percentage of births in the three years preceding the survey for which mothers are
postpartum amenorrhoeic, abstaining and insusceptible, Solomon Islands 2015
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Linclues births for which mothers are either still amenorrhoeic or still abstaining (or both) following birt.

Table 5.& indicates the median duration of postpartum amenea;postpartum abstinence and postpartum
insusceptibility following births in the tee years preceding the suryRy background characteristics.

Table 5.6.2: Median duration of amenorrhoea, postpartum abstinence and postpartum
insusceptibility

Median number of months of postpartum amenorrhoea, postpartum abstinence, and postpartusedpsbility
following births in the three years preceding the survey, by background abigstics, Solomon Islands 2015

L Postpartum Postpartum Postpartum

Background characteristic ' . N
amenorrhoea abstinence insusceptibility!

Mother's age
15¢29 3.5 3.1 7
3049 5.4 2.3 8.5
Residence
Urban 3.2 2.4 5.1
Rural 4.1 2.7 8.2
Region
Honiara 3 2.2 4.1
Guadalcanal 3.8 2.3 8.8
Malaita 5.9 2.3 7.2
Western 3.2 34 9.7
Other provinces 3.7 3.1 8.7
Education
No education 3.9 25 9
Primary 4.5 2.8 6.6
Secondary 3.6 25 7.7
More than secondary 0.7 3 5.3
Wealth quintile
Lowest 4 24 6.4
Second 6.7 3 8.2
Middle 4.3 2.4 8.9
Fourth 4.3 2.9 8.4
Highest 2.8 2.8 4.6
Total 3.9 2.6 7.2

Note: Medians are based on the stdtagiate of the survey (current status)
LIncludes births for which mothers are either still amenorrhoeic or still abstaining (or both) following birt.
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The median duration of postpartum amenagghis found to be higher for older women agei43Q5.4
months)thanfor younger women aged 129 (3.5 months)yand is also higher for women who reside in rural
areas (4.1 monghthan inurban areas (3.2 months). Across the regions, women in Malaita have the highest
median duration of postpartum amenoga (59 months), while Honiara bBahe lowest (3.0 months).
Women with more thaa secondary education or from the highest wealth quintile had the shortest median
periods of postpartum amencooga (0.7 and 2.8 monthespectively).

Slightly more young mothergiad 1529 engage in postpartum abstinence practises than older mothers aged
30i 49 (for a median of 3.1 and 2.3 montlespectively). Women with more tharsecondary education or

from thefourth andhighest wealth quintile had tlengesimedian periodsfeostpartum amenordea @bout

3 months respectively). Postpartum abstinence was practiced for a mediafi ®02xonths across wealth
quintiles anceducatiorievels.

The median duration for postpartum insusceptibility was high in rural areas (8.2sjncortparedvith
urbanareag5.1 months)andwas also found to be highest for women with no education (9.0 months) or in
the midde wealth quintiles (8.9 months).

56 MENOPAUSE

Menopause means the natural physiological cessation of menstrual periodsndorigamt to examine
menopause when studying fertility levels and patterns because this is the period that helps mark and monitor
declining fertility within a population. Menopause is associated with a decline in fertility.

Table 5.7 presents the percentafj@romen aged 3019 who are menopausal at the time of survey. Out of
the total women aged B@9, 7% were menopausal. As expected, the proportion of menopausal women
increases with age. Of women aged 30 26 were menopausal companeidh 34 of women aged8i 49.

Table 5.7: Menopause

Percentage of women aged @® who are menopausal, by age, Solomon Islands 2015

Age Percentage menopausal  Number of women
30¢34 2 933

35¢39 19 803

40c41 4.8 250

42c43 6.4 230

44c45 16.5 223

4647 155 154

48c49 34.2 196

Total 6.7 2,788

1Percentage of all women who are not pregnant and not postpartum amenorrhoeic whose last menstrual peredocths pdesiedingthe survey.

5.7 AGE AT FIRST BIRTH

Age at first birth is an important indicatfor determining the level of fertility in a population. Early age of
childbearing provides women the opportunity to bear more children than those women who enter
childbearingablderages. However, this can al so atanmentandnp!| i c ¢
consequent ability to make empowered and informed decisions.

Table 5.81 shows the percentage of women agei4®5who gave birth, by exact agbe percentage that
have never given birth, arlde median age at first birth, accordingiwome n éugent age at the time of the
survey.

The results show that the median age at which women a@d® bad their first child was 22.1 yeas
comparedwith 21.1 years reported in tf®IDHS 20062007 A higher percentage of women aged 29
reportedhat theyhave never given birth @%6) comparedvith 11% of women aged 2%19. Of women aged
251 49, 3% gavebirth at exact age 15. This increased t%22 exact age 2@&nd 726 by age25.
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Table 5.8.1: Age at first births.

Percentage of women agddc49 who gave birth by exact ages, percentage who have never given birth, and median

age at first birth, according to current age, Solomon Islands 2015

Percentage who gave birth by exact ag Percentage who have Number of Median age at
Current age 15 18 20 22 25 never given birth women first birth
Age
15¢19 0.8 na na na na 90.9 1,241 a
20¢24 3.3 14.9 32 na na 43.2 1,146 a
25¢29 23 135 277 442 674 21.3 1,091 22.6
30¢34 31 178 334 498 69 10.7 933 22
35¢39 3 139 308 518 73 6.9 803 21.8
40c44 38 155 334 504 743 6 576 219
45¢49 39 211 395 562 759 35 476 21.2
20c49 31 156 32 na na 18.6 5,025 a
25¢49 3 158 32 49.5 71 11.3 3,879 22.1

na = not applicable due to censoring

a = omitted because less th#nd@vomen had a birth before reaching the beginning of the age group

Table 5.82 shows the median age at first birth among women agie¢P2according to their background
characteristics. Rural women had their first birth at the median &je©tompared with women in urban
areasvho delayed childbearing until a median age of 23.3. A higher median age was identified for woman
residing in Honiara (23.7 yeartjan for women ithe other regions.

Table 5.8.2: Median age at first birth

Medianage at first birth among women agetfc49 (25¢49) years,
according to background characteristics, Solomon Islands 2015

Background characteristic WO?&Z: ged ag\;/(\elgrznsizg
Residence

Urban a 23.3
Rural a 21.7
Region

Honiara a 23.7
Guadalcanal a 21.8
Malaita a 22
Western a 21.8
Other provinces a 21.8
Education

No education a 21.2
Primary a 21.1
Secondary a 22.9
More than secondary a a
Missing a a
Wealth quintile

Lowest a 21
Second a 21.7
Middle a 21.6
Fourth a 22.2
Highest a 23.6
Total a 22.1

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

at first birth

ncreases Wwi
age at first birth increased from 21.2 for women with no education to 22.9 for womersesibndaryevel

education. Similarly, women in the lowest wealth quintile had a median age at first birth of 21.0, compared
to 23.6for womenin the highestvedth quintile.

5.8 ~TEENAGE PREGNANCY AND MOTHERHOOD

Teenage pregnancy and motherhood refers to young women becoming pregnant and becoming mothers at
less than 20 years of age. Teenage pregnancy is a major health concern because of its association with higher
morbidity and mortality for both the mother and child, and also its association with unprotected sex for young
women, which leads to unwanted fertility and higher risk of séxui@nsmitted diseases. Childbearing

during teenage years also frequently hage® social consequences, particularly on female educational
attainmentbecause women who become mothers in their teens are more likely to curtail education. Early
childbearing is also associated with higher fertility levels.

t h

dan wo ma n 6

Table 5.9 shows the percage of women aged 159 who have had a live birth or who are pregnant with
their first child, and the percentage of women who have begun childbearing, by background characteristics.
The percentage of women who have begun childbearing is the combinatioseivho had a live birth and

those whawere pregnant with their first child at the time of the survey.

Table 5.9: Teenage pregnancy and motherhood

Percentage of womeaged 1519who have had a live birth or who are pregnant with their first chitdi, a
percentage who have begun childbearing, by background characteristics, Solomon Islands 2015

Percentage of womemaged 1519 who:

Percentage who Number

Background characteristic Have had a live Are pregnant have begun of
birth with first child childbearing ~ women
Age
15 0.6 0 0.6 299
16 1.8 2.8 4.6 248
17 8.6 1.7 10.3 222
18 15.7 4.3 20 224
19 21 7.7 28.7 248
Residence
Urban 7.5 2.2 9.7 271
Rural 9.5 3.4 12.9 970
Region
Honiara 6.6 2.6 9.2 173
Guadalcanal 9.3 1 10.3 226
Malaita 10 1.9 11.8 336
Western 115 4.9 16.4 187
Other provinces 7.9 5.4 13.2 319
Education
No education 32.1 0 32.1 30
Primary 10.9 2.1 12.9 503
Secondary 6.8 4.1 11 705
More than secondary * * * 2
Wealth quintile
Lowest 9.9 5.2 15 221
Second 121 4 16.1 254
Middle 8.9 3.4 12.3 233
Fourth 8.1 1 9.1 226
Highest 6.8 25 9.3 306
Total 9.1 3.2 12.3 1,241
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Note: An asterisk indicate that a figure is based on fewer than 25 unweighted cases and has been suppressed.

In Solomon Islands, 1% of women aged 199 have begun childbearingith 9% of women having had a
live birth and 36 pregnant with their first childThe percentage of young women who have begun child
bearing has slowly declined for women aged %) and womeraged 1711%)in the SIDHS 20062007
comparedvith 0.6% of women aged 15, and 10% of women aged 17 accordingSthtHS 2015

More adolescent women who have begun childbearing reside in rural @%ashdn inurbanareag10%).
Across the regions, %6 of adolescent women from Westdtrovince have begun childbearing earttasin
9% of young women in Honiara.

The percentage of women who had begun childbearing at agesdécreased with level of education, from
32% of those with no educatigto 7% of those withsecondargducation. Similarlythe proportion of young
women who had begun childbearing was lowest in the two highest wealth quirfiie®r(the highest
quintile andhe fourth) comparedith women inthe lowest two wealth quintiles (¥&forthe lowestuintile,
16% forthe second).
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CHAPTER 6 FERTILITY PREFERENCE

by Baakai Kamoriki, Chief Medical Statisticic®IMAHMS

KEY FINDINGS

U The desire for more children for both currently married women and men diminishes as the |
of living children increases.

U A higher proportion of thoseen and womedesiring to limit childiearingarerural dwellersrather
than urban dwellers

U  Women withlittle education arenorelikely to wantto limit childbearing.

U Women in Western, Malaitand othemprovinces are less likely to meet their desire to limit tr
family size than women in Hisraand Guadalcanal

U The proportion of women who wish to limit their childbearing is higher imtfdzlle andlower
wealth quintiles.

U The mean ideal number of childranSolomon Island$or all women aged 1%9is 32 children
and is 3.3 children for nmein the same age grouphe mean ideal number of children increases v
womends age.

U About20% of births in the five years preceding the survey were mistimed, while one intexe
births were unwanted birtha decrease from one in four from the SID2BEG 2007,

U There is agap of 10 births between wanted fertility and the actual fertility ratampared with 1.3
found in the SIDHS 20G@007. This implies that if all women are able to achieve their reproduc
intentions, then the total fertility raiie Solomon Islands would be4children instead of the actu:
fertility rate of 44 children per woman.

INTRODUCTION

This chapter addresses a number of questions asked $1DkS 2015that help ascertain the need for
contraceptionDoes the respondent want more childriérs®, how long would she prefer to wait before the
next child? If she could start afresh, how many children in all would she want? Two further issues were
examined. To what extent do unwanted or migtiiegnancies occur? What effect would the prevention of
such pregnancies have on fertility rates?

Bearing in mind that the underlying rationale of most family planning programmes is to give couples the
freedom and ability to bear the number of childreytwant, and to achieve the spacing of births they prefer,
the importance of this chapter is obvious.

The SIDHS 2015ncluded questions to elicit fertility preferences. Women who were either not pregnant or
unsure about their status were asked the questi?voul d you | i ke to have (al a
prefer not t o haxdfferamguestomeas poged for womerdwhewereg pregnant at the

time of the survey. Pregnant women were askedl:f t er t he chi |l d yudiketodhave e x pe
anot her child or woul d vy o uThewoménavhoindicated thatthephwantes a ny
another child were asked how long they would like to wait before the birth of the next child. Finally, women
were asked to state thatal number of children they would like to have, as well as their sex preference for

the child, if they were to start childbearing afresh.

Given the ongoing family planning programmes that address both men and women, and given that men play
a vital role inrealising reproductive goals, ts#DHS 201%also included questions that elicited information
on mendés fertility preferences.
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6.1 DESIRE FOR MORE CHIL DREN

Data on the desire for more children can provide an indication of future reproductive behavieguihes r
family planning services that are available, affordable, and accessible in order for people to realise their
fertility preferences.

Table 6.1 presents the distribution of currently married women and men dg&dlysdesire for children
according ® the number of living children. Overall, 36% of currently married women and currently married
men want no more children, while 22% of currently married women a¥tcof@urrent married men want

to delay the next birth of a child by two years or more dfterirth of the current baby. A further 11% of
currently married women and 15% of currently married men want to have another child soon.

Table 6.1: Fertility preferences by number of living children

Percent distribution of currently married womendacurrently married men ageti5¢49 by desire for children,
according to number of living children, Solomon Islands 2015

) ) Number of living childref
Desire for children
0 1 2 3 4 5 6+ Total 1549 Total 15+
WOMEN
Have another sooh 489 152 106 83 38 25 1.1 10.7 na
Have another later 19.2 521 347 223 82 49 0.9 21.5 na
Have another, undecided whery 3.2 32 22 17 15 0.6 0.4 1.8 na
Undecided 94 16.1 192 175 114 114 6.6 13.7 na
Want no more 15 6.8 245 384 538 541 619 357 na
Sterilised 0 05 36 65 159 197 21 9.6 na
Declared infecund 163 44 35 27 25 53 5.4 4.9 na
Missing 14 16 17 26 29 16 2.7 2.1 na
Total 100 100 100 100 100 100 100 100 na
Number 335 613 730 731 619 450 608 4,086 na
MEN
Have anothesoor? 46.7 25 127 129 6.9 19 3.1 15.1 11.5
Have another lateér 164 551 446 299 126 10.8 2.6 28.8 21.4
Have another, undecided wher; 9.2 5.3 5 38 32 17 1.8 4.3 3.3
Undecided 59 43 91 106 123 6.8 7.7 8.2 6.5
Want no more 3.9 7 254 404 55 67.7 69.8 36.2 44.4
Sterilised 14 0.8 1.2 12 78 87 10.3 3.8 5.2
Declared infecund 1512 17 13 04 11 11 3.3 2.7 6.7
Missing 14 07 07 09 11 1.3 15 1 1
Total 100 100 100 100 100 100 100 100 100
Number 149 300 328 303 210 152 210 1,652 2,237

na=not applicable

1The number of living children includes the current pregnancy

2Wants nexdirth within two years

3Wants to delay next athwo or more years

4Includes both female and male sterilisation

5The number of living children includes one additional child if respondent's wife is pregnant (or if anyneifenilpregreatitdorone current wife).

The table also shows that sterilisation among both currently marriegénwand currently married men is
somewhat low, accounting for only 10% of women and 4% of men. Additionally, the proportion of those
declared infecund among the same age group is also low, accounting for 5% of women and 3%hag men.
result clearly indictes that fertility among currently married women and currently married men in Solomon
Islands is very high.
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Figure 6.1 shows the percentage of currently married women and currently married meri 4§edhtb

want to have another child soon after the lfttheir youngest living child. The desire to have another child
soon is highest among both women and men who do not have any living children (49% of women, 47% of
men) and declines as the number of living children increases (1% of women with six ohitaoes cand

3% of men with six or more children). Correspondingly, the proportion of men and women who want no
more children increases with the number of living children they have, from 2% of women and 4% of men
without living children, to 62% of women dry0% of men with six or more children. This indicates that
there is a close link between the desire to have another child soon and the number of living children.

Figure 6.1 also shows that the desire to have another child soon is slightly higher am@axgepé where
a woman does not have any living children or has five children.

Figure 6.1: Percent distribution of currently married women and men aged 157 49 who desire to have
another child soon, Solomon Islands 2015
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Figure 6.2: Percent distribution of currently married women and men aged 15i 49 who want no more
children, Solomon Islands 2015
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6.2 DESIRE TO LIMIT CHIL DBEARING BY BACKGROU ND
CHARACTERISTICS

Tables 6.2.1 and 6.2.2 present the percentage of currently married women and currently married men aged
1549 who want no more children by the number of living children and their background characteristics. The
tables indicate that about 45% of women and 40% of men do not want more children.
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The tables also reveal that the desire to have no more chidnggihest among rural dwellers as opposed to
urban dwellers (see also Fig. 6.3). For women in rural areas, 47% do not want more children, compared with
41% of women in urban areas. A similar pattern was observed for men, whereby 41% of men in rural areas
and 37% of men in urban areas do not want more children).

Of all of the regions, the proportion of women who desire to have no more children is highest in Western
Province at 49%, followed by other province at 48%, Malaita at 47% and Honiara at 41%. &wddalc
demonstrated the lowest proportion of women wanting no more children (39%).

Table 6.2.1; Desire to limit childbearing i Women

Percentage of currently married women dif&49who want no more children, by number of
living children, according teackground characteristics, Solomon Islands 2015

o Number of living childreh

Background characteristiq
0 1 2 3 4 5 6+ Total

Residence
Urban 12 87 351 464 73 722 856 40.7
Rural 16 6.8 26 446 69.1 741 825 46.5
Region
Honiara 12 9 382 508 71 746 847 41.2
Guadalcanal 0.7 32 226 399 612 639 748 38.5
Malaita 3.2 9 232 465 722 745 819 47.4
Western 21 6.8 346 538 715 724 90.1 48.8
Other provinces 0 82 284 405 712 786 87.7 48
Education
No education 0 187 227 399 555 737 816 53.2
Primary 39 89 314 447 73 743 8l4 52.7
Secondary 0 51 234 453 702 721 914 32.7
More than secondary 0 46 393 504 70 713 90.3 38.6
Wealth quintile
Lowest 0 87 268 371 547 711 811 45.5
Second 33 89 192 453 733 716 845 47.6
Middle 11 51 304 509 751 80.4 84.2 49.1
Fourth 33 54 279 426 731 729 786 42.7
Highest 04 85 344 481 744 738 88 41.7
Total 15 7.3 281 449 69.7 738 829 453

Note: Women who have kemilisedre considered to want no more children.
1The number of living children includes the current pregnancy.

A similar pattern in the provinces was observed among currently married men a4@dvhd also wated

no more children. Western Province had the highest proportion of men wanting no more children (46%),
followed by Malaita (41%), other provinces (40%), Guadalcanal (39%) and Honiara (33%).
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Table 6.2.2: Desire to limit childbearing i Men

Percentge of currently married men adég49who want no more children, by number of living children,
according to background characteristics, Solomon Islands 2015

. Number of living childref

Background characteristiq

0 1 2 3 4 5 6+ Total
Residence
Urban 35 6.7 265 485 63 82 778 | 36.8
Rural 59 8.2 26.6 39.8 627 74.8 80.5 | 40.9
Region
Honiara 33 25 198 475 571 835 80.1 32.6
Guadalcanal 98 93 19 488 59.6 83 748 | 39.2
Malaita 0 6.3 27.7 36.2 59.1 80.4 80.6 | 40.7
Wedern 7.1 122 341 47.7 60.3 915 90.1 | 46.3
Other provinces 68 98 304 35 711 57 792 | 403
Education
No education 0 0 303 229 78 846 63 47.7
Primary 73 13 353 459 63.7 745 84.1 | 493
Secondary 59 54 214 396 64.8 723 734 | 304
More than secondary 0 52 223 374 494 893 83.1 | 37.2
Wealth quintile
Lowest 49 78 246 381 731 539 826 | 424
Second 0 73 29 484 652 744 725 | 421
Middle 10 74 271 349 59.2 844 89 40.1
Fourth 25 6.8 229 34 524 821 822 36.9
Highest 6.5 94 287 499 648 844 741 38.9
Total 151 49 52 7.8 266 416 62.7 76.4 80.1 40
50+ 60.6 43.9 709 715 76.8 855 76.6 | 76.5
Total 76 94 296 454 671 80 78 49.5

Note: Men who have b&erilisedr who state in respongaeajuestion about desire for children that their wifestexdlibedre considered to want no more children.
1The number of living children includes one additional child if respondent's wife is pregnant (or if anyneifenit prexgihant éore current wife).

Figure 6.3: Percent distribution of currently married women and currently married men aged 157 49
who want no more children, by residence, Solomon Islands 2015
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The desire to limit childbearing can also be affected by the |éedluzational attainment of both sexes. The
proportion of both currently married women and currently married men agd8 b6t wanting any more
children is high among those with less education than those with a secondary and higher level of education.
Slightly higher proportions of women wanted no more children than men at all education levels.
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Figure 6.4: Percent distribution of currently married women and currently married men aged 151 49
who do not want any more child by education level, Solomon Islands 2015
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The desire to limit the total number of children can also be influenced by the wealth status of both sexes. As
with education level, higher proportions of women and men in the lower wealth quintiles do not want more
children compared with women anmegbn in the higher wealth quintiles. Across wealth quintiles, slightly more
women than ren do not want more children.

Figure 6.5: Percent distribution of currently married women and currently married men aged 157 49
who want no more children by wealth quintile, Solomon Islands 2015
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6.3 IDEAL FAMILY SIZE

The SIDHS 2015asked women and men about the total number of children they would like to have in their
lifetime. For respondents who already had living children, the question was posed hypothétically: y o u
could go back to the time when you did not have any children and could choose exactly the number of children
to have in your whol e Tdble6.3l preserisihe peecentagewfaurréntdy marhiedt b
women and currently married men adéii49 with their preferred number of children.

Ideally the average number of children desired by all women and men &gédslBery similar, 3.2 children

for women and 3.3 children for men. This increases with the number of living children. The naan ide
number of children was slightly higher for married women and married men, increasing to 3.6 children for
married women and 3.7 children for married men. The largest proportion of married women (32%) and
married men (31%) listed 4.0 as the ideal numbbahidren. A further 26% of women and 21% of men
preferred two children, while 15% of women and 20% of men preferred 3.0 as an ideal number of children.
This shows that most married couples in Solomon Islands would preferred to have two to four dhgdren.
interesting to note that this pattern has not changed much from the last SIDHS/iBO2J06
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Table 6.3.1: Ideal number of children by number of living children

Percent distribution of women and men adest49 by ideal number of children, andeiam ideal number of children for
all respondents and for currently married respondents, according to the number of living children, Solomon Islands 2015

Ideal number of children

Number of living children

0 1 2 3 4 5 6+ | Total
WOMEN
0 132 42 24 26 22 24 32 6.1
1 3.8 75 14 14 15 07 0.2 2.9
2 40.2 411 323 122 73 38 47 | 258
3 157 193 186 249 6.8 104 52 | 153
4 16.1 20.1 392 46 637 35 335 318
5 2.4 23 28 77 88 283 114| 6.7
6+ 1 09 12 27 48 143 314| 57
Non-numeric responses 7.6 45 22 25 49 52 104| 56
Total 100 100 100 100 100 100 100 | 100
Number 1,981 877 832 788 675 479 634 | 6,266
Mean ideal number of children far
All 2.3 26 31 35 38 43 47 3.2
Number 1,830 837 814 768 642 455 568 | 5,914
Currently married 2.6 27 31 35 39 43 47 3.6
Number of currently married 321 600 718 714 588 427 547 | 3,916
Mean ideal number of children for
men agedl5+
All men - - - - - - - -
Number of men 0 0 0 0 0 0 0 0
Currently married men - - - - - - - -
Number of currently married men 0 0 0 0 0 0 0 0
MEN

0 102 35 32 21 44 7 11 7.2
1 17 3 1 0.4 0 0 0.6 13
2 281 346 19 86 65 34 16 21
3 206 237 255 257 8.6 10.2 4.7 | 195
4 23.8 26.3 39.8 475 50.1 276 26.9| 30.8
5 7.3 57 7.1 101 156 316 9.8 9.4
6+ 4.2 1.7 26 43 124 19 424| 7.9
Non-numeric responses 4 14 18 13 22 1.2 3 2.8
Total 100 100 100 100 100 100 100 | 100
Number 1,380 341 341 309 214 153 210 | 2,948
Mean ideal number of children for
All 2.9 29 33 37 4 43 4.8 3.3
Number 1,324 336 335 305 209 152 204 | 2,865
Currently married 2.9 3 33 37 4 43 4.8 3.7
Number of currently married 146 296 324 299 205 150 204 | 1,623
Mean ideal number of children for
men aged 15%
All men 2.9 29 33 37 41 44 52 3.6
Number of men 1,348 356 362 347 304 257 491 | 3,467
Currently married men 3 29 33 37 41 45 52 3.9
Number of currently married men 152 310 348 337 296 250 477 | 2,171

1The number of living childrem@gchurrent preancy for women.
2Means are calculated excluding respondentgewtmsrganeric responses.
3The number of living children includes one additional child if respondent's wife is pregnant (or if anyneifenilpregreatitdoroneeotmwife).
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Figure 6.6: Percent distribution of currently married women and currently married men aged 151 49
by ideal number of children, and by wealth quintile, Solomon Islands 2015
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Table 6.3.2 presents the mean ideal number of children for all wogesh ¥649 by background
characteristics. As shown, the overall mean ideal number of children for women &¢@ds1%2. The mean
ideal number of children increases with the age of a woman, going from 2.3 for women igfgtbih 1
for women aged 4%19 (Fig. 6.7).

Figure 6.7: Mean ideal number of children by all women aged 15i 49, Solomon Islands 2015
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The mean ideal number of children is lower among women living in urban areas (2.6 children) than for
women residing in rural areas (3.3 children) (Fi§).6

Figure 6.8: Mean ideal number of children by all women aged 15149 by educational attainment,
Solomon Islands 2015
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Among the regions, women in Malaita had the highest mean ideal number of children (3.4), particularly when
compared with Honiara, whichad the lowest (2.5).

The mean ideal number of children declines as the educational attainment of a woman increases, going from
3.6 children for women with no education to 2.8 children for women with a secondary education and 2.9 for
women with more thaa secondary education. This may suggest that education can also influence the fertility
preference of women (see Fig. 6.9).

Table 6.3.2: Mean ideal number of children

Mean ideal number of children for all women dde49 by
background characteristicSplomon Islands 2015

Background characteristic | Mean Numberlof
women
Age
15¢19 2.3 1,133
20c24 2.7 1,096
25¢29 3.1 1,057
30¢34 3.4 889
35¢39 3.7 762
40c44 4 546
45¢49 4.1 431
Residence
Urban 2.6 1,353
Rural 3.3 4,561
Region
Honiara 25 881
Guadalcanal 3.1 1,052
Malaita 3.4 1,530
Western 3.1 880
Other provinces 3.3 1,571
Education
No education 3.6 530
Primary 3.4 2,623
Secondary 2.8 2,382
More than secondary 2.9 380
Wealth quintile
Lowest 35 1,076
Secad 3.3 1,103
Middle 3.3 1,158
Fourth 3.2 1,197
Highest 2.7 1,379
Total 3.2 5,914
1Number of women who gave a numeric response
The mean ideal number

of

chi

dr en

decl

nes

as

wo m

quintile hada mean desire for 3.5 children, which did not vary greatly across the second to fourth quintiles,
but decreased noticeably to 2.7 children for women in the highest wealth quintile.
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Figure 6.9: Mean ideal number of children for all women aged 15i 49 by wealth quintile, Solomon
Islands 2015
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6.4 FERTILITY FAMILY STA TUS

To measure the level of unwanted fertility during 8BHS 2015women were asked whether any birth in

the preceding five years was: wanted at the time, wanted but at a later time, or ndavathté&or women

who were pregnant at the time of the interview, this question was also asked with reference to the current
pregnancy. The procedure required that respondents were able to recall accurately their wishes at one or more
points in the lasfive years. Care must be taken when interpreting these results because an unwanted
conception may have become a cherished child, leading to the rationalisation of responses to these questions.

Table 6.4 and Figure 6.10 shows the percent distribution thskio women aged 159 in the five years
preceding the survey (including current pregnancy) by planning status of the birth according to birth order
and motherd6s age at birth.

In general, more than twthirds of births to women agedi® in the five year preceding the survey were
wanted at the time of birth (67%), 20% of births were wanted but at a later time, and 12% were not wanted
or planned at all.

Table 6.4: Fertility planning status

Percent distribution of births to women agddc49 in the ive years preceding the survey (including current
pregnancies), by planning status of the birth, according to birth order and mother's age at birth, Solomon Islands 2015

Birth order and Planning status of birth

mother's age at birth | wanted then Wantedlater Wanted no more Missing | Total  Number of births
Birth order

1 71.3 20.4 7.8 0.5 100 1,147
2 69.3 215 8.5 0.7 100 988
3 66.2 21.1 114 1.3 100 801
4+ 61.9 18.8 18.6 0.7 100 1,582
Mother's age at birth

<20 66.5 23.6 9.4 0.5 100 505
20c24 66.5 22.7 10.1 0.7 100 1,265
25¢29 69.3 20.1 9.8 0.9 100 1,256
30¢34 65.1 19.9 14.3 0.7 100 829
35¢39 64.6 14.5 19.6 1.3 100 508
40c44 62 10.3 27.3 0.5 100 143
4&49 * * * * * 14
Total 66.7 20.2 12.4 0.8 100 4,519

Note: An asterisklicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
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Figure 6.10: Percent distribution of births to women aged 151 49 in the five years preceding the survey
by planning status, Solomon Islands 2015
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Looking at ferility planning status by birth order and age of the mother at birth, the data show that the
proportion of wanted births is highest in birth order 1, with the proportion decreasing as birth order increases
(Figs. 6.11)Of all first births (birth order 1){1% were wanted then, while 62% of all fourth or more births
(birth order 4+) were wanted then. The proportion of mistimed births was reasonably consistent across birth
order, ranging from 22% to 19%. However, births that occurred when no more childesrplaened
increased with birth order, from 8% of first births to 19% of all fourth and more births. This indicates that
wanted births diminish with increased number of children, and highlights the need for birth spacing and
limiting options. About 19% oflbfourth and or more births were not wanted.

Figure 6.11: Percent distribution of births to women aged 15i 49 by planning status and by birth order,
Solomon Islands 2015
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(69%). The proportion of births that were wanted later decreased steadily with age, just as the proportion of
births women did not want increased. Births that were wanted later decreased from 24% of births to women
under age 20, to 10%§ births to women aged #04.
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6.5 WANTED FERTILITY RAT E

The wanted fertility rate measures the potential demographic impact of avoiding unwanted births. It is
calculated in the same way as the conventional total fertility rate, except that unwantestdietkduded.

A birth is considered wanted if the number of living children at the time of conception was less than the ideal
number of children reported by respondent. The gap between wanted and actual fertility shows the extent to
which women were able tachieve their reproductive intentions.

A comparison of the total wanted fertility rate and total fertility rate for the three years preceding the survey
by background characteristics is presented in Table 6.5. The data reveal that if all unwantedebirths
eliminated, the total fertility rate in Solomon Islands would be 3.4 children per woman instead of the actual
total fertility rate of 4.4 children per woman.

Considerable variation is observed in the actual and wanted fertility rate by backgrountedktics. The

gap between actual and wanted fertility rates is slightly higher in rural areas (1.1) than in urban areas (0.9),
implying that women residing in urban areas are more likely to achieve their desired family size than women
living in rural aras.

Variations are also observed in the fertility gaps among the redwalaita Province demonstrated the
biggest gap between its actual fertility rate and desired fertility rate (1.2), while Western Province
demonstrated the lowest (0.7). Honiara Haxllbwest total wanted fertility rate of all regions and the only
wanted fertility rate below 3 (2.3), in contrast to other provinces, which had the highest (3.8).

Table 6.5: Wanted fertility rates

Total wanted fertility rate and total fertility rate fdhe three years
preceding the survey, by background characteristics, Solomon Islands 2015

Background characteristiq -If—g:filllitv; arlgid TOtarl;te;'“ty
Residence

Urban 25 3.4
Rural 3.6 4.7
Region

Honiara 2.3 3.3
Guadalcanh 35 4.6
Malaita 3.4 4.6
Western 3.7 4.4
Other provinces 3.8 4.8
Education

No education 35 4.7
Primary 3.6 4.9
Secondary 3.4 4.3
More than secondary 2.3 3.1
Wealth quintile

Lowest 4.0 5.7
Second 4.0 5.1
Middle 3.3 4.4
Fourth 3.4 4.0
Highest 2.4 3.2
Total 3.4 4.4

Note: Rates are calculated based on births to wof@A%igate 36 months preceding the survey. The total fertility rates are the same as those presented in Table 5.2.

In terms of educational attainmeritetgap between the total wanted fertility rate and the total fertility rate is
highest among women with less educationi(lL.2) in contrast to women with more educationi(0.8).
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This suggests that women with more education are more likely to achievietieed family size as opposed
to women with less education.

The results also indicate that wealth has a sign
family size, with the gap between wanted and total fertility rates being twiaga$dawomen in the lowest

wealth quintile (1.7) as for women in the highest wealth quintile (0.8). Women in the highest two wealth
quintiles were close to meeting their wanted fertility rates (0.6 and 0.8).
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CHAPTER 7 FAMILY PLANNING

by Nancy Pego, &tional Adolescent Health and Development Program CoordinSiMoHMS, Anterlyn

Tuzakana, Senior StatisticidNSQ Kaobari Matikarai, Census and Survey Technical Offi&&C

KEY FINDINGS

i

Knowledge of contraception is almost universal in Solomon Isjamitts94% of women and 9%
of men knowingat least onenethod.

The reprted contraceptive prevalence rate of currently married wome®4ds&8ecline of abour
17% from thecontraceptive prevalence raigzorded in th&IDHS 20062007 (35%).

Female sterifiation and injectablecontraceptivesare the most popular modern aaceptive
methods, used by®and 846, respectivelyof currently married womeihe hythmmethods used
by less than 3% of women

The public sector is the main provider of contraceptive methods wittatiomal referral hospital
provincial health cengt's and rural health centres leading providers catering for the nesst dive
thirds (8%) of modern contraceptive users aget4h

One in five women aged 189 years 20%) discontinued an episode of contraception within
months of starting; % of these womeidiscontinkedusing contraceptiobecause of side effecsd
health concerns.

About 35% of currently married women aged 4% have an unmet need for family planning, w
20% having unmet need for spacing and 15% having an unmet need for lifiitiagvas even
higher for sexually active unmarried women (83%).

Most men and women agedi #® had not been exposed to family planning messages via radio, tele
or newspaper and/or magazine (59% of men, 69% of women

INTRODUCTION

Family planning is recognised as a national priority, as regdmtthe 20162020 Solomon Islands Strategic
Health Plan, and is also reflected in the National Reproductive and Child Health Strategic RI202M16

One of the key results areas of the Reproductive Child Health and Nutrition Strateg2@2UL & famy

health, and the strategyds goal is to reduce

information.

u

ni

Family planning is a priority agenda for Solomon Islands because it not only benefits health but contributes
to global education, gas power to women, prevents sexually transmitted infections (STIs) and HIV
especially though condom usageduces poverty, and aids in environmental sustainability. Family planning
and reproductive health includes:

A

A

A
A

The Reproductive and Child Health National Strategic Plani2@P®, which was merged from the National
Health Strategic Plan, recognises the right of everyone to have knowledge about, and access to, contraceptives

improving health worker counselling dkilto discuss sexual health issues, including family planning

with men, women and young people;

improving the uptake of contraceptive methods by empowering men, women and young people to

exercise free choice;
reducing teenage pregnancy; and
allowing woma a choice in family planning.

of theirchoice. Improving access to and knowledge of family planning requires changes in health staff skills
and attitudes to contraceptive availability. The National Family Planning Programme is aimed at ensuring

that all women and men at the community level haf@mation and access to appropriate contraceptives in

order to plan the number and spacing of their children. National Family Planning Guidelines have been

updated, and service providers in all provinces are trained in various methods of contracdptidroa to
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optimise all opportunities to promote family planning for each individual -gdmwernmental organisations
and churches have been encouraged to play a more effective role in family planning.

This chapter presents tB¢DHS 2015indings on comaceptive knowledge; current, past and future use of
contraception; and attitudes pertaining to contraception. Data are also presented on exposure to family
planning messages through the media, sources and costs of contraception, and contact withrfaimdy pl
providersAl t hough the focus here is on women, some 1 €
because men play an i mportant role in realising w

The information is paicularly useful for policymakers, programmmanagers, and researchers in population
and family planning, and provides a means of assessing the success of Solsrhoafamidyspidnning
programmeOne of the important indicators resulting from this survey is the percentage of currently married
women, aged 1649, who are currently using any method of contraception (referred to as the contraceptive
prevalence rate, or CPR).

7.1 KNOWLEDGE OF CONTRAC EPTIVE METHODS

One of the major objectives of tI®RIDHS 2015was to assess the level of knowledge of coepton

methods among women and men. Individuals who have adequate information about the available methods
of contraception are in a better position to develop a rational approach to planning their families. The ability

to spontaneously name or recognisamily planning method when it is described is a simple test of a
respondent ds knowl edge, but is not necessarily al
on knowledge of contraception was collected in the survey by asking women and naamet ways or

methods by which a couple could delay or avoid pregnancy. If the respondent failed to mention a particular
method spontaneously, the interviewer described the method and asked whether the respondent had heard of
it. Contraceptive methods ageouped into two types. Modern methods included: female sterilisation, male
sterilisation, contraceptive pill, intrauterine contraceptive device (IUD), injectable contraceptives, implants,
male condom, female condom, lactational amenorrhea and emergem@aceptives. Traditional methods
included rhythnmethod (periodic abstinence) and withdrawal method.

Table 7.1 presents information about knowledge of contraceptive methods for all women and men as well as
for currently married and sexually active, umredd women and men. Findings from BE®HS 2015how

that knowledge of at least one modern method of family planning in Solomon Islands is almost universal
among both women and men. The most widely known modern contraceptive methods among women aged
15/ 49 are: male condoms (90%), injectable contraceptives (87%), female sterilisation (85%), contraceptive
pill (79%), and male sterilisation (74%). Over 51% of women have heard of implants, 68% have heard of the
IUD, and 34% have heard of emergency contragepfihis pattern is similar for all currently married and
sexually active unmarried men aged 49, except that men are more likely than women to have heard of
male and female condoms, male and female sterilisation, emergency contraception, andkaig tessalve

heard of the IUD, injectable contraceptives and pills.

Effective use of the lactational amenorrhoea method (LAM) means that a woman is exclusively or
predominantly breastfeeding, is less than six months postpartum, is postpartum amenartideiows

another contraceptive method when any of the previous criteria do not hold. LAM was reported as one of the
least known methods for all groups of married and unmarried females and males, with sexually active unmarried
males having the least knadge (24%); this is an improvement from 6% from3HeHS 20062007,

A greater proportion of women and men reported knowing a modern method than a traditional method.
Knowledge of any traditional method among all three groups of women ranges from 824 Re@rted
knowledge of traditional methods is very similar among mein8®%). One of the reasons for the lower
reported knowledge of traditional methods may be that these methods are not included in the government family
planning programme. Of the trédnal methods reported, withdrawal is the most common method known.

In contrast to th&IDHS 20062007, married women are more likely to have heard of each different type of
contraception than sexually active unmarried women, with the exception of tamdtans. Married women

know a mean of 9.3 methods of contraception, while sexually active unmarried women know a mean of 8.4
methods. This was an increase from 6.6 and 7.0, respectively, sigi®H® 20062007. The same is true

for men. More married nmehave heard of each different method of contraception than single sexually active
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men, with the exceptions of male and female condoms and withdrawal. Married men know a mean of 8.5
methods while sexually active unmarried men knew a mean of 7.7. Thidseasancrease from 7.5 and
5.9, respectively, from th8IDHS 20062007,

Table 7.1: Knowledge of contraceptive methods

Percentage of all respondents, currently married respondents and sexually active unmarried responderis4&ged
who know any contragstive method by specific ntbod, Solomon Islands 2015

Women Men
Sexually Sexually
Currently active Currently active
All married unmarried married unmarried

Method women  women woment All men men ment
Any method 94.1 97 96.4 98.1 99.2 99.6
Any modern method 93.8 96.7 96.1 97.9 99.1 99.6
Female sterilisation 85 90.8 86.6 81.3 88.5 82.6
Male sterilisation 74.4 82.6 68.6 75.4 83.5 77.5
Pill 79.2 86.5 78.3 74.3 83.1 76.9
Intrauterine device (IUD) 67.8 77.6 65.7 40.8 50.5 37.4
Injectables 86.7 929 84.1 75.3 86 70
Implants 51.2 58.6 45.5 26.4 334 24.9
Male condom 89.8 93.6 91.8 97.2 98.3 99
Female condom 75.6 79.7 83.1 82 85.5 86.3
Lactational amenorrhea method (LAM 42.4 50.5 36.4 25.7 33.2 24
Emergency contraception 34.2 38.1 36.5 294 351 30.7
Any traditional method 81.8 88.4 83.8 80.5 88 88.4
Rhythm 68.6 75.2 69.1 57.8 66.5 62.9
Withdrawal 73.2 81.3 76.2 76.4 84.1 86
Other 20.2 21.8 17.3 19.2 22.6 12.3
'r\gi‘;‘gnnd”e"r:ge;gi;nethc’ds knownby | = g 9.3 8.4 7.6 8.5 7.7
Numberof respondents 6,266 4,086 292 2,948 1,652 354
lr\ggzgnnduenr:iase;gi methods known by na na na 76 8.3 77
Number of respondents na na na 3,591.00 2,236.90 356.2

na = not applicable.
1Had last sexual intercoursé@ithdays preceglithe survey.
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Figure 7.1: Percentage of all women and men aged 15i49 with knowledge of any modern
contraceptive method, Solomon Islands 2015
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7.2  KNOWLEDGE OF CONTRAC EPTIVE METHODS BY BA CKGROUND
CHARACTERISTICS

Table 7.2 shows the percentage of curremtiyrried women and currently married men agedt@5vho

have heard of at least one contraceptive method or who have heard of at least one modern contraceptive
method by background characteristics. The results show that there is very little variation ledgeoof
contraception by background characteristics.

For all background characteristic subgroups, level of knowledge exceeds 90% for married women and
married menHowever, of all age groups, married women aged @%ave the lowest level of knowledge

of any method or any modern method. Women and men in urban areas have higher knowledge about
contraceptive methods than women and men in auealsBy region, women in Western Province have the
highest level of knowledge of any method of contraceptive J38% whereas women in Malaita have the

least amount of knowledge (93%). Men in Honiara, Malaita and Western provinces have the highest level of
knowledge (100%) while men in Guadalcanal have the least amount of knowledge (96%).

Education hasanimpactpne opl eés knowl edge of contracepfii ve me
49 with no education, 91% have heard of a method of contraception compared with more than 99% of women

in that age group with more than a secondary level education. Similarly, 9%frioéd men aged 189

with no education have heard of a method of contraception compared with 100% of men in the same age
group with more than a secondary level education. The difference across wealth quintiles was more noticeable
for women than men, witB4% of women in the lowest quintile having heard of a method of contraception
compared to 97 % men. In the highest wealth quintile 99% of women compared to more than 99% of men
have heard of any contraceptive methhong men, there are few differencésontraceptive knowledge

by wealth quintile although men in the lower wealth quintile are least likely to have knowledge about
contraceptive methods.
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Table 7.2: Knowledge of contraceptive methods by background characteristics

Percentage oturrently married women and currently married men ag&8c49 who have heard of at least one
contraceptive method and who have heard of at least one modern method by background characteristics, Solomon
Islands 2015

Women Men
Background characteristic Heardd Heard of any Heard of Heard of any
any modern any modern
method method! Number | method method! Number
Age
15¢19 92.9 92.3 141 100 100 10
20c24 93.5 93 645 98 98 148
25¢29 97.1 96.7 850 99.3 99.3 307
30¢34 97.9 97.6 824 100 100 355
35¢39 99 99 715 98.8 98.8 350
40c44 97.9 97.8 504 98.7 98.7 258
45¢49 97.2 97.1 407 99.6 99.1 226
Residence
Urban 98.8 98.6 835 100 100 360
Rural 96.5 96.3 3,251 99 98.9 1,292
Region
Honiara 98.7 98.4 529 100 100 229
Guadalcanal 971 96.9 772 96.4 96.4 327
Malaita 93.3 92.9 1,064 100 100 397
Western 99.4 99.2 581 100 100 236
Other provinces 98.3 98.2 1,141 99.7 99.4 462
Education
No education 90.8 90 454 95.9 95.9 63
Primary 97 96.7 2,018 98.8 98.6 698
Secondary 98.4 98.4 1,340 99.6 99.6 664
More than secondary 99.7 99.7 275 100 100 228
Wealth quintile
Lowest 94.2 93.8 813 97.4 97.4 322
Second 97.1 97.1 800 100 100 315
Middle 96.6 96.1 824 99.2 99.2 320
Fourth 98.4 98.1 831 99.6 99.3 350
Highest 98.7 98.5 818 99.7 99.7 345
Total 15¢49 97 96.7 4,086 99.2 99.1 1,652
50+ na na na 97.3 96.7 585
Total 15+ na na na 98.7 98.5 2,237

na = not applicable

1Female sterilisation, male sterilisation, pill, intrauterine device (IUD), ilgatéablese ioopdom, female condom, diaphragm, foam or jelly, lactational amenorrhoea method
(LAM), and emergency contraception

7.3  CURRENT USE OF CONTRACEPTION

Current use of contraception is defined as the proportion of women who was using a famihgpieethod

at the time of the interview. The level of current 8seisually calculated among currently married women

0 is the most widely used measure of the success of family planning programmes. Furthermore, it has been
used to estimate the reductionfertility that is attributable to contraception. The contraceptive prevalence
rate (CPR) is usually defined as the percentage of all women of child bearing age 49).th&t are
currently using a method of contraception at the time of the survey.
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To collect information on current use of contraception among Solomon Islands women, respondents in their
childbearing ages were asked whether they were currently using any methods, and if so which methods. Table
7.3.1 shows the percent distribution of all vesmand currently married women who are currently using
specific family planning methods by age. Similar information on current use was also collected for men.

Table 7.3.1 shows that approximately 21% of all women, 29% of currently married women, and 10% of
sexually active unmarried women are using a family planning method. About 18% of all women use any
modern method while 4% u$eny traditionalmethod. The most common methods used among all women
are female sterilisation (6%), injectable contraceptivés) @nd rhythm (2%).

The CPR of currently married women reported from3ieHS 2015s 29%, a decline of 17% from the
reported CPR of 35% in tl&|iDHS 20062007, About one in four currently married women use any modern
method, compared with one in ten sahuactive unmarried women. Only 2% of sexually active unmarried
women use traditional methods compared with 5% of married women. The most commonly used
contraceptive methods among currently married women are female sterilisation (9%), injectable
contracetives (8%) and rhythm (3%). However, among sexually active, unmarried women, male condoms
(4%), injectable contraceptives (2%), and rhythm (1%) are the most common contraceptive methods.

Contraceptive use varies by age. Use is lower among younger woeaainige they are in the early stage of
family building). Among older women (some of whom are no longer fecund), higher rates of use of any
modern method were observed than among women of intermediate ages. Contraceptive use of any modern
method is lowestdr younger women, peaking at 28% among all women agetP48/omen aged 35 and

over are more likely to use female sterilisation. The use of male condoms is most common for women under
35. The use of injectable contraceptives is most prevalent among wgatkA34.
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Table 7.3.1: Current use of contraception by age

Percent distribution of all women, currently married women, and sexually active unmarried woméa@igHuly contraceptive method currently used, according to age, Solomon Islands 2015

Modern method

Traditional method

Age Any Fem.a}le Ma!(? Any tradi . Not Number
Any modern  sterili-  sterili- Male Female tional With- currently of
method | method sation sation Pill  IUD Injectables Implants condom condom Other method Rhythm drawal Other using Total women
ALL WOMEN
Age
15¢19 3.6 2.3 0 0 0 0 0.4 0.4 1.3 0.2 0 1.3 0.9 0.2 0.2 96.4 100 1,241
2024 16.3 13.8 0 0 09 14 7 2.3 2.2 0.1 0 25 1.2 1.3 0 83.7 100 1,146
25¢29 22.6 17.8 25 0 1 1.9 9.4 1.6 14 0 0 4.8 3.2 14 0.3 77.4 100 1,091
30¢34 29.4 25.3 7.6 0.8 1.7 1.9 9 2.6 1.6 0 0.1 4.1 2 1.6 0.5 70.6 100 933
35¢39 32.3 27.6 14.1 1 0.8 2 6.7 25 0.5 0 0.1 4.6 2.1 1.9 0.7 67.7 100 803
40c44 28.5 225 134 0.2 03 22 4.4 1.4 0.6 0 0 6 2.8 2.8 0.5 715 100 576
45¢49 32.8 28.4 22.1 1.2 08 1.3 2 0 0.9 0 0 4.4 3 1.2 0.2 67.2 100 476
Total 21.3 17.6 6.3 0.4 08 14 5.8 1.6 1.3 0 0 3.6 2 1.3 0.3 78.7 100 6,266
CURRENTLY MARRIED WOMEN
Age
15¢19 11.2 7.1 0 0 0 0 2.6 3.7 0.7 0 0 4.1 1.9 1.5 0.8 88.8 100 141
2024 22.6 19 0 0 14 1.9 10.9 3.8 1 0 0 3.6 1.3 2.3 0 77.4 100 645
25¢29 26.8 21 3 0 12 24 11.2 2.1 11 0 0 5.8 3.9 1.6 0.4 73.2 100 850
30¢34 317 27.2 8.2 1 19 21 9.7 2.9 15 0 0 4.5 2.1 1.8 0.6 68.3 100 824
35¢39 338 28.8 14.7 11 0.9 2 7.1 2.7 0.4 0 0 5 2.1 2.1 0.8 66.2 100 715
40c44 31.8 25.2 14.9 0.3 03 25 5 15 0.7 0 0 6.6 3.2 2.9 0.5 68.2 100 504
45¢49 36.1 30.9 23.6 14 09 16 2.3 0 1.1 0 0 5.2 3.6 14 0.2 63.9 100 407
Total 29.3 24.3 9 0.6 1.1 2 8.2 2.4 1 0 0 5 2.6 2 0.4 70.7 100 4,086
SEXUALLY ACTIVE UNMARRIED WOMEN
Age
15¢19 6 5 0 0 0 0 0 0 5 0 0 1 1 0 0 94 100 96
2024 9.5 8.1 0 0 0 1.6 1.9 0 4.6 0 0 14 14 0 0 90.5 100 105
25¢29 10.7 9.2 0 0 0 0.6 7.9 0 0.7 0 0 1.6 1.6 0 0 89.3 100 50
30@34 * * * * * * * * * * * * * * * * * 18
35<39 * * * * * * * * * * * * * * * * * 12
40Q44 * * * * * * * * * * * * * * * * * 6
45(49 * * * * * * * * * * * * * * * * * 5
Total 9.6 8 0.9 0 0 0.7 2.4 0 4 0 0 1.6 11 0.4 0.1 90.4 100 292

Note: If more than one method is used, only the most effective method is considered in this tabulation.tAat astieisk indeats on fewer than 25 unweighted cases and has been suppressed.
1Women who have had sexual intercourse within 30 days preceding the survey.

na = not applicable.

IUD = Intrauteei device.
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7.4  CURRENT USE OF CONTRACEPTION BY BACKGROUND
CHARACTERISTICS

Table 7.3.2 shows data on current use of contraception among currently married womeni 48ed 15
accordingto their background characteristics. Knowledge of contraception methods by background
characteristics is important for identifying targets and goals for family planning services. There is a strong
association between current use of family planning anduhwer of children a woman has. The current

use of family planning methods increases with the number of children, from 5% among women with no
children to 23% among women with one to two children, and 39% among women who have five or more
children. One oubf ten women (10%) with more than three children have become sterilised and the use of
female sterilisation doubled (20%) among women with five or more children. This indicates that these
women might have completed their family size and do not want ®rhave children.

Married women in rural areas are more likely to use any method of contraception (30%) than married
women in urban areas (26%). This trend is consistent witBIldS 2006 2007although the percentage

has decreased (35% of women in ruralaa to 29% of women in urban areas). There is no substantial
difference in the use of any traditional method among married women in urban and rural areas although
slightly more women in rural areas used a modern method (25%) than women in rural argas &f%er
proportion of women in rural areas use all methods of modern contraception than those in urban areas, with
the exceptions of IUDs, male condoms and the rhythm method.

By region, women in Honiara have the lowest level of current use of conioacai21% while women in

the other provinces and Western province have a higher use of contraception at 35%. The highest use of
modern contraception was in Western Province (30%) and the highest use of any traditional method was in
the other provinces ¢8).

Currently married women with no education are less likely to use modern contraceptive methods (20%) or
traditional contraceptive methods (3%) than those with more than a secondary level education (27% us
modern methods, 6% using traditional method&g rend is less marked for those with a primary and
secondary education. Female sterilisation is the most popular form of modern contraception for all education
levels, with the exception of those with a secondary education where injectable contraaeptivese
commonly used.

There is no correlation between wealth and contraceptive use. For example, CPR is highest among mothers
in middle quintile households, and is lowest in the highest and lowest wealth quintile households. Most
women in the middle ahfourth wealth quintile households use female sterilisation and injectable
contraceptives.
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Table 7.3.2: Current use of contraception by background characteristics

Percent distribution of currently married women adéd49 by contraceptive method currdptused, according to background characteristics, Solomon Islands 2015

Modern method

Traditional method

Background characteristic Any Fem.a}le Ma!g Any tradr . Not Number
Any modern  sterili- sterili- Male tional Rhyth With- currently of
method | method  sation sation Pill IUD Injectables Implants condom | method m drawal  Other using Total women
Number of living children
0 4.7 2.3 0 0 04 03 0.4 0 1.2 25 1.2 1.3 0 95.3 100 403
1¢2 23.2 17.5 2.2 0 09 17 9.1 25 11 5.7 3.2 2.2 0.3 76.8 100 1,349
3c¢4 36 30.1 10.3 0.8 14 33 10.6 2.9 0.7 5.9 3.3 2 0.5 64 100 1,316
5+ 38.6 34.5 20.1 1.2 13 16 6.9 2.6 0.9 4.1 1.6 1.9 0.7 61.4 100 1,019
Residence
Urban 25.9 21.6 8.2 0.1 09 28 6.8 1.6 11 4.3 28 11 0.4 74.1 100 835
Rural 30.2 25 9.2 0.7 12 18 8.5 2.6 0.9 5.2 2.6 2.2 0.4 69.8 100 3,251
Region
Honiara 21.4 19.1 7.4 0 07 22 6.3 1.6 0.9 2.3 1.7 0.3 0.3 78.6 100 529
Guadalcanal 23.4 18.5 4.2 0.1 04 1.1 9.3 2.8 0.6 4.8 1.6 2.7 0.5 76.6 100 772
Malaita 28.2 24.5 10.3 0.4 1.7 15 7 2.7 0.8 3.7 1.8 1.7 0.2 71.8 100 1,064
Western 35 29.6 14.5 0.2 1 2.8 9.5 0.5 11 5.4 3.6 1.3 0.6 65 100 581
Other provinces 35.3 27.7 9.1 1.4 1.3 27 8.8 3.1 14 7.5 4 2.9 0.7 64.7 100 1,141
Education
No education 23.3 20 10.7 0.4 0.7 1 4.6 2.3 0.4 3.3 0.9 2.1 0.2 76.7 100 454
Primary 30.9 26.3 11.6 0.7 08 1.7 8.3 25 0.7 4.6 1.9 2.1 0.6 69.1 100 2,018
Secondary 28.3 22.2 4.3 0.5 1.7 27 9.4 2.2 14 6.1 3.9 1.8 0.4 717 100 1,340
More thansecondary 32.9 26.9 10.3 0 1.3 31 7.4 3.1 1.6 6 4.7 1.3 0 67.1 100 275
Wealth quintile
Lowest 27.6 23.7 7.3 0.9 1.3 17 9.2 2.8 0.5 3.9 1.3 2.3 0.4 72.4 100 813
Second 30.5 24.3 8.6 0.2 09 14 8.5 3.6 1 6.2 28 2.7 0.7 69.5 100 800
Middle 31.8 26.3 10.8 0.7 16 1.6 9.4 1.3 0.9 55 3 2.2 0.3 68.2 100 824
Fourth 29.2 24.6 10.5 0.7 1.1 21 6.8 2.2 11 4.7 2.9 15 0.3 70.8 100 831
Highest 27.6 22.7 7.9 0.3 0.7 33 7.1 2.1 1.2 4.9 3.1 1.3 0.5 72.4 100 818
Total 29.3 24.3 9 0.6 11 2 8.2 2.4 1 5 2.6 2 0.4 70.7 100 4,086

Note: If more than one method is used, only the most effective method is considered in this tabulation.
IUD = Intrauterine device
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7.5  TIMING OF STERILISAT ION

Table 7.4shows the percentage of sterilised women agéd9by age at the time of sterilisation and
median age at sterilisatiolm. countries where female sterilisation is prevalent, it is important to understand
the trend in which adoption of the method occurd Hre age at the time of sterilisation for better
development plans to improve services and supports in this @efidof 394 sterilised women, three
quarters (8%) were sterilised before age 35. The most common age group for sterilisation was between 30
and 34 (40%), with less than one in ten women being sterilised before reaching 25 (9%). The median age at
sterilisation among women in Solomon Islands is 31.7. This is higher than was report&IiHE2006

2007, where the median age was 30.9. The aredge is higher among women who were sterilised within

two years of the survey.

Table 7.4: Timing of sterilisation

Percent distribution ddterilisedvomen agedl5¢49by age at the time ddterilisationand median age adterilisation
according to thewumber of years since the operation, Solomon Islands 2015

Years since Age at time ofsterilisation .
operation Number of  Median
<25 25¢29 30¢34 35¢c39 40c44 45¢49 | Total women age*
<2 0 259 425 253 2.4 3.9 100 60 33.2
2¢3 7.4 222 351 199 143 11 100 64 321
4¢5 6.5 17.3 462 221 7.8 0 100 59 32.3
6¢7 (48) (18.2) (43) (25.5) (8.5 0 100 46 32.6
8¢9 5.8 47 251 203 1.8 0 100 46 29.8
10+ 176 285 422 11.8 0 0 100 118 a
Total 8.7 26.4  39.8 19.3 5.1 0.8 100 394 31.7

a = not calculated daeensoring.
1 Median age steerilisatiois calculated only for wosterilisebefore age 40 at less than 40 years of age to avoid problems of censoring.
Note: Figures in parentheses are bag&d®unweighted cases.

7.6  SOURCE OF CONTRACEPTION

In theSIDHS 2015women aged 139 who reported using any contraception were asked the source of the
contraception the last time they obtained it. Information on the source of contraception is vital for planners
and programme managers who provide conptageservices for management and logistics purpdses.

results are shown in Table 7.5.

The majority of users of any modern contraception source their methods from the public sector, which
supplied contraceptive methods to over four in five currensusée share of the government sector has
remained steady over the past two to three decades. The proportion of users who source their contraceptives
from the public sector ranges from 68% to 92%, depending on the method used. Very few users obtained
the methods from the private sectar other sources (5%).

Most men and women who are sterilised had the procedure done in a provincial hospital brierof

and users of implants (26%) also received these at a provincial hospital. Rural health centhesmagre t
source for injectable contraceptives (47%), IUDs (38%) and male condoms (37%). About one in two users
of all these methods sourced their methods from a rural health ceatprovincial hospital (25%).

The main providers of contraception from fhrévate sector are church hospitaled private hospitals or
clinics (2%). More women use other sources than the private sector, such as thamtitretSolomon
Islands Planned Parenthood Associa(#b).
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Table 7.5: Source of modern contraception methods

Percent distribution of users of modern contraceptive methods d&ed9 by most recent source of method,
according to method, Solomon Islands 2015

Fem_a_lle Ma!e_ . . Male Female
Source sterili-  sterili- Pill IUD Injectables Implants Total
sation  sation condom condom

Public sector 915 * (86.2) 90.5 88.8 83.3 68.2 0 87.6
National referal hospital 43.8 * (5.1) 2.2 1.8 7.4 0.5 0 17.8
Provincial hospital 47.2 * 9.2 141 6 26.4 10.8 0 24.9
Urban area health centre 0 0 (6.6) 10.1 9.8 25 7.6 0 5.1
Area health centre 0 0 (9.8) 16.3 14.8 15.9 6.2 0 8.5
Rural health centre 0 0 (28.5) 37.6 46.8 26.1 37 0 24.8
Family planning clinic 0 0 (7.7) 2.7 0.8 0 1.2 0 0.9
Nurse aide post 0 0 (19.4) 7.4 8.1 4.3 4.9 0 4.9
Statellite clinics 0 0 0 0 0.9 0 0 0 0.3
Other public sector 0.5 * 0 0 0 0.7 0 0 0.4
Private sector 7.3 * (1.4 1.1 2.3 11 111 0 4.6
Private hospital/clinic 1 0 (1.4 11 2.3 11 3.5 0 1.6
Pharmacy 0 0 0 0 0 0 6.7 0 0.5
Private doctor 0 * 0 0 0 0 0 0 0.1
Church hosptial 6.3 0 0 0 0 0 0 0 2.2
S;:;rrpnvate medical 0 0 0 0 0 0 09 0 01
Other sources 0 0 (7.8) 8.4 6.6 7.4 9.7 * 4.9
SIPPA clinic 0 0 (6.2) 6.3 1.6 2 5.6 * 2
Save the children fund 0 0 0 0 0 0 0.7 0 0.1
Church 0 0 2.7 2.1 5 55 0 0 2.4
Shop 0 0 0 0 0 0 1.7 * 0.3
Friend/relative 0 0 0 0 0 0 1.7 0 0.1
Other 0 * 0 0 0.2 0.3 4.7 0 0.5
Missing 1.2 0 (4.5) 0 2.1 7.8 6.3 0 2.5
Total 100 100 100 100 100 100 100 100 100
Number of women 394 23 48 89 361 102 83 3 1,102

Note: Total includes other modern methodsiles éxciational amenorrhoea methodRighké} in parentheses are bas2d 4@unweighted cases. An asterisk
indicates that a figure is based on fewer than 25 unweighted cased and has been suppressed.

IUD = Intrauterine device
SIPPA = Satwn IslanBlanned Parenthood Association.

7.7  INFORMED CHOICE

Informed choice is an important tool for monitoring the quality of family planning serdicesent users

of modern methods who are informed of potential side effects and problems associateiffardtht
methods are best able to make an informed choice about the method they would lik&tqtrmaders

of sterilisation must inform potential users that the operation is a permanent, irreversible procedure;
potential users also must be inforntddilternate methods that could be used. Users of temporary methods
also should be informed about choices they have and other available methods.

Current users of various modern contraceptive methods who started the last episode of use within the five
yearspreceding the survey were asked whether, at the time they adopted the particular method, they were
informed about possible side effects or problems they might have with the method and what to do if they
experienced side effects.

Table 7.6 presents inforitian on informed choice by type and source of method. The data shor@¥%at
of modern contraceptive users were informed about potential side effects or problems of the method by a
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health or family planning worker, 66% were informed about what to doyiekgerienced side effects, and

71% were informed of other methods that they could use instead. Women who had used an IUD in the
previous five years were more likely to have been told about the possible side effects or problems (76%),
what to do if these @re experienced (74%) and what their other family planning options were (88%) than
any other contraceptive method.

Current users are more likely to be informed about the potential side effects or problem and what to do if
they experience side effects iethsourced their contraceptive method from the public sector. They are less
likely to be informed about what to do if they experienced side effects when using the methods.

Table 7.6: Informed choice

Among current users of modern methods adéd49 who started the last episode of use within the five years
preceding the survey, the percentage who were informed about possible side effects or problems of that method, the
percentage who were informed about what to do if they experienced side effects, ameritentage who were
informed about other methods they could use, by method and initial source, Solomon Islands 2015

Among women who started last episode of modern contraceptive method within five
years preceding the survey:
Percentagevho Percentage who Percentage who were
Method/ Source were informed about were informed informed by a health or
side effects or about what to do if family planning worker of
problems of method experienced side other methods that could Number
used effects be used of women
Method
Female sterilisation 71 71.2 58.4 152
Pill (66.1) (68.9) (71.6) 46
IlUD 75.5 74.1 87.8 61
Injectables 68.6 63.1 72.6 336
Implants 72.5 62.5 75.6 102
Initial source of method
Public sector 71.6 67.8 72.8 613
National refeal hospital 78.1 74.1 55.9 85
Provincial hospital 73.3 72.3 74.6 129
Urban area health centre 74 72.7 77.9 51
Area health centre 62 55.2 80 79
Rural health centre 70.6 65.5 73.1 217
Family planning clinic * * * 9
Nurse aide post (75.3) (74.5) (77.9) 39
Statellite clinics * * * 2
Private sector (83.2) (79.7) (63.9) 24
Private hospital/clinic * * * 8
Pharmacy * * * 1
Church hosptial * * * 16
Other private medical sector * * * 0
Other sources (75.5) (65) (84.6) 37
Sippa clinic * * * 12
Church * * * 25
Other * * * 2
Missing * * * 21
Total 70.1 66.1 71.2 697

Note: Table includes users of only the methods listed individually. Figures in parenthe2g<@umweigtamhcases. An asterisk indicates that a figarems base
fewer than 25 unweightedsasad has been suppressed.

1Source atatt of current episode of use.
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7.8  CONTRACEPTION DISCON TINUATION RATES

All women aged 1649 who participated in th8IDHS 2015were asked about their reproductive history,

including the use of any family planning methods, timing of first use of methods, duration of use, and
discontinuation of contraceptive method(s). For those using any method who then stopped using the method
were further asked the reason for not continumgt use t he method. The womand¢
womanoOs questionnaire r ecié2rnbrahd priarltolthe suoveyt Acgeare pt i v e
contraceptive discontinuation rate based on the calendar data are presented in Table 7.7e @regayf th

concerns of family planning providers and planners is the discontinuation of contraceptive use among users.
The information presented in this section will assist family planning managers and planners to further
understand whether the discontinuatid contraceptive use is voluntarily or due to method failure or other
reasons.

Table 7.7 shows that one in five women agei#d®5years (20%) who started an episode of contraceptive
use discontinued within 12 months; 5% discontinued because of sids effeealth concerns, and another

5% discontinued for other reasons. Wanting to become pregnant or wanting a more effective method of
contraception were the next most common reasons for discontinuation, both comprising 3% of women.
About 2% stopped becarthe method failed and another 5% switched to another method.

Injectable contraceptives were associated with a higher rate of discontinuation, with more than 1 in 4 women
(26%) dropping this method within 12 months of use.
Table 7.7: Twelve-month contraceptive discontinuation rates

Among women aged5¢49 who started an episode of contraceptive use within the five years preceding the survey,
the percentage of episodes discontinued in the 12 months preceding the survey, by reason for discontinuation and
specific method, Solomon Islands 2015

Other Side Wanted Other Switched  Number

Method Desireto fertility effects/h more method to of

Method  become related ealth effective related Other Any another  episodes

failure  pregnant reasons concerns method reasong reasons reasorf method*  of usé
Female
steribsation | © ©) ©) (0.9) ©) ) © 09  © 159
Injectables 11 2.8 0.6 11.4 11 3 6.2 26.3 4.3 493
Rhythm (1.4) (2.9) (0) (0.5) (2.3) ) (4.0 (11.2) (2.6) 150
All methods 1.8 2.8 0.7 5.2 2.8 18 4.8 19.8 4.6 1,293

Note: Figures are based on life table calculations using information on episodes ofi 62enbathseqyaedding the survey.
LIncludes infrequent sex/husband away, difficult to get pregnant/menopausal, and rsai@tadissolution

2Includes lack of access/too far, costs to@amnaiicitconvenient to use.

3Reasons for discontinuation are mutually exclusive #meltatil tiven in this column.

4The episodes of use included in this column are atsalmistarftinued episodes included in the discontinuation rate. A woman is considered to have switched to another
method if she used a different method in the month following discontinuation or if she gave 'wanted a mas ¢heffiectserfdgésicodtinuation and started another
method within two tierof discontinuation.

5Number of episodes of use includes both episodes of use that were discontinued during the period of obsefvatethahdemsuatetiscontinued therjggod
of observation.

7.9  REASONS FOR DISCONTINUATION

Table 7.8 shows the percent distribution of discontinuation of contraceptive methods in the five years
preceding the survey by main reason for discontinuation. Across contraceptive methods tavbatome
pregnant was the most common reason among women for discontinuation (24%), followed by side effects
and health concerns (17%). The most commonly stated reason for discontinuing using the pill, rhythm
method and withdrawal method was wanting éadme pregnant (26% pill, 31% rhythm method, 30%
withdrawal method). For IUD and injectable contraceptive users, side effects and health concerns were the
most likely cause for stopping (37% for IUD, 33% for injectables). The main reason listed foridigngnt

the use of male condoms was wanting to become pregnant (29%).
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Table 7.8: Reasons for discontinuation

Percent distribution of discontinuations of contraceptive methods in the five years preceding the survey by main redgonditatentinuatia, according to specific method, Solomon
Islands 2015

Reason Female Male Female Lactation All
sterilisation  Pill IUD Injection Implants condom condom amenorrhea Rhythm Withdrawal Other  methods

Became pregnant while using 0 14.3 (12.5) 4.3 0 (29.3) 0 0 20.2 24.1 * 13.4
Wanted to become pregnant 0 26 (25.4) 20.4 0 (16.8) 0 0 30.9 30.4 * 24.2
Husband disapproved 0 4.9 (1.1) 3 0 3.7) 0 0 0 1.7 0 2.3
Wanted a more effective 0 67 (51) 25 * (4.2) 0 * 7.1 195 * 8.1
method

Side effects/health concem * 15,5 (36.7) 33.3 0 0 0 0 0.6 0 0 17.3
Lack of access/too far 0 0 0 8.7 0 (6.5) 0 0 0 0 0 3.9
Cost too much * 2.5 0 0.6 0 0 0 0 0 0 0 0.8
Inconvenient to use 0 4.8 0 2.7 0 (2.7) 0 0 1.9 0 0 2.1
Infrequent sex/husband away 0 5 (4.9) 1.8 0 (7.9) 0 * 10.4 5.1 * 5.1
Marital dissolution/separation 0 12 0 0.1 0 0 0 0 0 0 0 0.2
Other 0 2.3 (1.1) 7 0 (10.5) 0 0 4.5 1.9 * 5.1
Don't know 0 25 0 51 0 (2.1) 0 0 0.4 0 * 2.8
Missing 0 143 (13.3) 105 0 (16.4) * 0 24.1 17.3 * 14.7
Total 100 100 100 100 100 100 100 100 100 100 100 100
Number of discontinuations 3 65 32 242 2 41 0 6 107 85 21 604

Note: Figures in parentheses are bag&di®unweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted casesasddcas been suppr
1UD = Intrauterine device.
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7.10  KNOWLEDGE OF FERTILE PERIOD

An elementary knowledge of reproductive physiology provides a useful background for the successful
practice of coitusssociated methods of family planning such as withdrawal, condoms, amélvagi
methods. As shown in Tables 7.1 and 7.3% 6f all women and 58% of all men have heard of the rhythm

met hod, and 3% of al | currently married women a
knowledge about the time during the menstrual oytien a woman is most likely to get pregnant.

Overall, one in four women agedi¥® (26%) correctly reported that the most fertile time during the
menstrual cycle is midway between two menstrual periods. Among users of the rhythm method, 37% were
abletocorrectly identify when during a womanods cycl e
nonusers of the rhythm method had the correct kK nc
reported that a wo man 6 snenstauaion hds endad and #is wae highep ainorigs 1 |
users of the rhythm method (46%) thanusers (34%). One in four women (27%) stated that there was

no specific time a woman was more fertile or that they did not know when this fertile period was.

Table 7.9: Knowledge of fertile period

Percent distribution of women agé&éc49 by knowledge of the fertile period during the
ovulatory cycle, according to current use of the rhytinethod, Solomon Islands 2015

Users of Nonusers Al

_ . _ rhythm of rhythm women
Perceived fertile period method method
Just before her menstrual period begins 8.6 9.2 9.2
During her menstrual period 0.6 2.8 2.7
Right after her menstrual period has endec 45.8 34.3 34.5
Halfway between two menstrual periods 37.1 25.6 25.8
Other 0 1 1
No specific time 4.7 14.1 13.9
Don't know 3.1 12.9 12.7
Missing 0 0.1 0.1
Total 100 100 100
Number of women 125 6,141 6,266

7.11 NEED AND DEMAND FOR FAMILY PLANNING SERV ICES

Data in this section provide information on the extent of need and potentahdédon family planning services

in Solomon IslandsAn unmet need for family planning refers to fecund women who are not using
contraception but who wish to postpone their next birth (spacing) or stop childbearing altogether (limiting).
Specifically, woma are considered to have an unmet need for spacing if they are:

A at risk of becoming pregnant, not using contraception, and either do not want to become pregnant
within the next two years or are unsure if or when they want to become pregnant;

A pregnant witha mistimed pregnancy; or

A postpartum amenorrhoeic for up to two years following a mistimed birth and not using contraception.
Women are considered to have an unmet fadaniting if they are:

A atrisk of becoming pregnant, not using contraception, antnveafmore) children;

A pregnant with an unwanted pregnancy; or

A postpartum amenorrhoeic for up to two years following an unwanted birth and not using
contraception.
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Women who are classified as infecund have no unmet need because they are not at riskim§ becom
pregnant. Women who are using contraception are considered to have a met need. Women using
contraception who say they want no (more) children are considered to have a met need for limiting, and
women who are using contraception and say they wantdag dal/ing a child or are unsure if or when they

want a(another) child are considered to have a met need for spacing.

Unmet need, total demand, percentage of demand satisfied, and percentage of demand sauisfezth by
methods are defined as follows:

A Unmet need the sum of unmet need for spacing and unmet need for limiting
A Total demand for family planning: the sum of unmet need and total contraceptive use

A Percentage of demand satisfiedotal contraceptive use divided by the sum of unmet need and total
contraceptive use (any method)

A Percentage of demand satisfied by modern methad®tal modern contraceptive ude&vided by
the sum of unmet need and total contraceptive use (any method)

Table 7.10.1 shows the unmet need, met need, total demand, demaird satisflemand satisfied to space

or limit the number of children among currently married women agetP13 he results show that 35% of
currently married women have unmet family planning needs; 20% have unmet needs for spacing births, and
15% have unmetaeds for limiting the number of births. Fewer women reported that their family planning
needs were currently being met (29%). Approximately 11% reported that their need for spacing births had
been met, and 18% reported that their need for limiting biddsbleen met. The total demand for family
planning is 64%, which reflects the actual CPR among currently married wothesdfcurrently married

women with unmet need of family planning (35 percent) were to use any methods for spacing and limiting
their chidren.

The unmet need for family planning declines with increasing age of currently married women. More than
40% of young women agedil®t have an unmet need for family planning and the percentage decreases to
38% among women agediZsl, and drops to onl13% among women agedi4®. Younger married
women have a high unmet need for spacing births while older women have an unmet need for limiting the
number of births. Unmet spacing and limiting needs were similar between women in urban areas (21% for
spacimg, 14% for limiting) and those in rural areas (20% for spacing, 15% for limiting).

Results were mixed by educational attainment, where women with a secondary education reported the
highest unmet demand for family planning (39%), particularly for spaaiting [(28%), but those with more

than a secondary education reported the lowest unmet demand for family planning (27%). There was little
difference in the level of unmet need for family planning among currently married women by wealth
quintile, with the egeption of the lowest wealth quintile, which was slightly higher than the other quintiles
(37%). By region, the highest percentages of total unmet family planning needs are in ldodiara
Guadalcanal (39%), unmet need for spacing ( 23%) and for limitGeg)1

The total demand for family planning is highest among currently married women ags(20%) and

30i 34 (70%) followed by women in the 29 age group (66%) and i3 age group (64%). The lowest
demand for family planning is among older women aged4549%) who correspondingly have the
highest levels of satisfied demand for family planning (74%). Rural women have a higher total demand for
family planning (65%) and higher levels of satisfied demand (47%) than urban women (61% and 42%,
respectively).

The total demand for family planning generally increases with education: for example, from 57% among
currently married women with no education to 64% for women with a primary education, reaching a high
of 68% for women with a secondary level educatiod,taen decreasing to 60% for those with more than

a secondary education. Women with more than a secondary education also have the highest proportion of
satisfied family planning demand (55%).

Across the regions, married women living in Western and otieeinzes have the highest total demand
(67% Western Province, 69% other provinces) and the highest satisfied demand (53% Western Province,
51% other provinces). Total demand and satisfied demand were lowest in Honiara (60% and 36%,
respectively).
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Table 7.10.1: Need and demand for family planning among currently married women

Percentage of currently married women adeég49with unmet need for family planning, percentage with met need
for family planning, the total demand for family planning, and the pemgaif the demand for contraception that
is satisfied, by background characteristics, Solomon Islands 2015

Unmet need for family Met need for family Total demand for family Percentage
Background planning planning (currently using) planning of (_:Ie_mand
characteristic Percentage satisfied by
For For For For For For of demand modern Number of

spacing limiting Total |spacing limiting Total |spacing limiting Total | satisfied® methods® women
Age
15¢19 395 4.9 44.4 9.7 15 11.2 49.2 6.4 55.6 20.1 12.7 141
20¢24 40.3 7.7 47.9 17.5 51 22.6 57.8 12.7 70.5 32 27 645
25¢29 26.9 12 38.9 15.8 11 26.8 42.6 23.1 65.7 40.8 31.9 850
30¢34 21.2 17.1 38.3 12.7 19 31.7 33.9 36.1 70 45.3 38.8 824
35¢39 8.7 21.3 30 8.4 25.4 338 | 17.1 467 63.8 53 45.1 715
4044 5.7 20.3 26 3.1 28.7 31.8 8.8 49 57.8 55 43.6 504
45¢49 1.9 11.1 13 2.6 335 36.1 4.4 44.6 49 73.6 63 407
Residence
Urban 21.4 14.1 35.5 11.3 14.6 25.9 32.7 28.7 61.4 42.2 35.2 835
Rural 19.6 14.8 34.5 11 19.2 30.2 30.6 34.1 64.7 46.7 38.7 3,251
Region
Honiara 22.9 15.5 38.5 8.5 12.8 21.4 | 315 28.3 59.8 35.7 31.9 529
Guadalcanal 23 16.2 39.3 12.5 10.8 234 | 356 271 62.6 37.3 29.6 772
Malaita 19.1 13.4 32.6 9 19.2 28.2 | 282 326 60.8 46.4 40.3 1,064
Western 18 13.7 31.7 10.5 24.5 35 28.5 38.2 66.7 52.5 44.4 581
Other provinces| 18.4 14.8 33.2 13.3 219 35.3 31.8 36.7 68.5 515 40.5 1,141
Education
No education 17.8 16.2 34 6.1 17.2 23.3 23.9 334 57.2 40.6 35 454
Primary 158 16.9 32.7 9 22 30.9 24.8 38.8 63.6 48.6 41.4 2,018
Secondary 27.7 11.6 394 15.1 13.2 28.3 42.8 24.8 67.6 41.8 32.8 1,340
Zﬂeoc'fnt::r’; 166 107 273 | 148 182 329 | 314 289  60.2 54.6 44.6 275
Wealth quintile
Lowest 22.2 15.2 374 9.8 17.9 27.6 31.9 33.1 65.1 42.4 36.4 813
Second 18.7 15.1 33.8 13 17.5 30.5 31.7 32.6 64.2 47.5 37.8 800
Middle 17.5 15.7 33.1 114 20.4 31.8 28.8 36.1 65 49 40.5 824
Fourth 21.6 12.9 345 9.9 19.3 29.2 315 32.2 63.7 45.9 38.6 831
Highest 20.1 14.4 345 11.2 16.3 27.6 31.3 30.8 62.1 44.4 36.6 818
Total 20 14.7 34.7 11 18.3 29.3 31 33 64 45.8 38 4,086

Note: Numbers in this table correspond to the revised definition of unmetradatradisyriét al., 2012.
1Total demand is thenspfunmet need and met need.

2Percentage of demand satisfied is met need dividedrbgnatal d
3Modern methods include festexri¢isatiomalesterilisatiomill, IUD, injectables, implants, male condom, female condoimnanahtectatvéa method (LAM).

Table 7.10.2 shows the need and demand for family plararmgng all women and sexually active
unmarried women agedl40to space or limit the number of children. Many of the aboeationed trends

for currently married women hold trdier all women. Unmet demand is lowest among older age groups,
while satisfied demand is also highest for these age groups. There is little difference between unmet demand
for all women in rural areamnd urban areas (28%), although total demand and esadtiifmand are highest

in rural areas. Honiara and Guadalcanal also have the highest unmet demand for family planning (29% and
30%, respectively) and the lowest satisfied demand (33% and 36%, respectively). The trend is not constant
among education levelnid wealth quintiles, although women with more than a secondary education and

in the highest wealth quintile have the lowest unmet demand (24% and 26%, respectively).
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Unmarried women who are sexually active have a far higher total demand for family pl@33%)gnd a

much greater unmet demand (83%) than married women (64% who have a total demand, and 35% who
have an unmet demand). This unmet demand is particularly highifd® ¥8&ar olds at 91%. Only one in

ten sexually active unmarried women have thainify planning demand satisfied (10%) compared with
almost five in ten married women (46%).

Table 7.10.2: Need and demand for family planning for all women and for women who are not
currently married

Percentage of all women and women not currently mardged15¢49 with unmet need for family planning,
percentage with met need for family planning, the total demand for family planning and the percentage of the
demand for contraception that is satisfied, by background characteristics, Solomon Islands 2015

Unmet need for family Met need for family Total demand for family Percentage
Background planning planning (currently using) planningt of (_:Ie_mand
characteristic Percentage satisfied by
For For For For For For ofdemand modern Number of
spacing limiting Total | spacing limiting Total | spacing limiting Total | satisfie® methods® women
ALL WOMEN
Age
15¢19 12.5 1.2 13.7 3.4 0.2 3.6 15.9 1.4 17.3 20.7 13.4 1,241
20¢24 311 6.2 37.2 13 3.3 16.3 44.1 9.5 53.6 30.5 25.8 1,146
25¢29 24 10.3 34.4 13.5 9.2 22.6 375 19.5 57 39.7 31.2 1,091
30¢34 19.8 16 35.7 11.6 178 294 314 33.7 65.1 45.1 38.8 933
35¢39 8.4 20.1 28.5 7.6 24.7 32.3 16 44.8 60.8 53.1 45.4 803
40c44 5.4 17.9 23.3 2.7 25,8 285 8.1 43.7 51.8 55.1 43.4 576
45¢49 1.6 10.1 11.7 2.2 30.6 328 3.8 40.7 44.5 73.7 63.8 476
Residence
Urban 18.3 9.4 27.6 8.2 9.7 17.9 26.4 19.1 45,5 39.2 33 1,427
Rural 16.6 10.9 275 8.6 136 223 25.2 24.5 49.7 44.8 37 4,839
Region
Honiara 194 9.6 29 6.2 8.3 14.5 25.6 17.9 43.5 334 30 925
Guadalcanal 18.8 11.7 30.4 9.2 8 17.2 28 19.6 47.6 36.1 28.8 1,140
Malaita 14.7 9.6 24.3 6.5 13.3 19.8 21.2 22.9 44.1 45 39.1 1,608
Western 16.1 11 27 8.6 16.8 254 24.7 27.8 52.4 48.5 40.3 902
Other provinces| 171 11 28.1 11.2 15.7 26.8 28.3 26.6 54.9 48.9 38.6 1,690
Education
No education 14.9 14.1 29.1 4.8 154 20.2 19.7 29.5 49.3 41 354 576
Primary 13.7 13.2 26.9 7.2 16.6  23.8 20.9 29.8 50.7 47 40.2 2,820
Secondary 21.4 7 28.4 10.1 7.6 17.6 315 14.6 46.1 38.3 29.7 2,476
zﬂe%rsn?;r; 158 8 238 | 136 135 271 | 294 215 509 53.3 44.2 304
Wealth quintile
Lowest 18.3 11.6 29.8 7.7 136 214 26 25.2 51.2 41.7 35.8 1,158
Second 15.5 11.5 26.9 9.7 125 221 25.1 23.9 491 45.1 35.7 1,172
Middle 16.1 11.7 27.9 9.1 144  23.6 25.3 26.1 51.4 45.8 38.4 1,223
Fourth 18.1 9.5 27.6 7.8 133 211 25.9 22.8 48.7 43.4 35.9 1,253
Highest 16.9 8.9 25.8 8.3 10.4 18.7 25.2 19.2 44.4 42 34.8 1,460
Total 17 105 275 8.5 12.7 21.3 255 23.3 48.8 43.6 36.1 6,266
SEXUALLY ACTIVE UNMARRIED WOMEN
Age
15¢19 87.8 3.4 91.3 6 0 6 93.8 3.4 97.3 6.2 5.2 96
20¢24 78.8 6.5 85.3 8.6 0.9 9.5 87.4 7.4 94.8 10 8.5 105
25¢29 64.5 14.7 79.2 5.5 5.2 10.7 70 20 89.9 119 10.2 50
30¢34 50.2 21.2 71.3 4.4 7.5 11.8 54.6 28.6 83.2 14.2 14.2 18
35¢39 28.2 31.8 60 0 18.9 18.9 28.2 50.7 78.9 24 24 12
40c44 40.2 13.6 53.8 0 25.9 25.9 40.2 39.6 79.7 325 0 6
45¢49 0 64.6 64.6 0 18.2 18.2 0 82.9 82.9 22 22 5
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Residence

Urban 706 96 802 | 46 3 76 | 752 125 877 8.6 7.9 106
Rural 749 102 851 | 72 35 107 | 822 136 958 11.2 8.9 186
Region

Honiara 776 66 841 | 34 12 46 81 78 888 5.2 5.2 68
Guadalcanal 684 79 763 | 66 6 126 | 75 138 888 14.2 9.4 53
Malaita 739 168 907 | 39 54 93 | 778 222 100 9.3 9.3 39
Western 715 119 834 | 68 73 14 | 783 191 974 14.4 9.1 48
Other provinces| 74 98 837 | 92 0 92 | 832 98 929 9.9 9.9 84
Education

No education 377 321 698 0 182 182 | 377 503 88 20.7 11.9 14
Primary 628 194 822 | 56 59 116 | 684 253 937 12.3 11.9 93
Secondary 837 27 83| 57 09 66 | 893 36 93 7.1 4.9 163
zﬂe%fn?:rr; 647 98 745 | 17.6 0 176 | 823 98 921 19.1 19.1 22
Wealth quintile

Lowest 712 76 788 | 47 63 111 | 76 14 89.9 12.3 8.8 34
Second 748 119 867 | 36 47 83 | 784 166 95 8.7 6.1 32
Middle 722 144 866 | 7.8 14 92 80 158 958 9.6 8.2 69
Fourth 748 76 824 | 108 23 131 | 856 98 955 13.7 10.4 59
Highest 736 84 82 39 37 76 | 775 121 896 8.5 8.5 08
Total 734 10 833 | 63 33 96 | 797 132 929 10.3 8.6 292

Note: Numbers in this table correspond to the revised definition of unmet needdlegaeitad RORL.

1Total demahns the suwf unmet need and met need.

2percentage of demand satisfiest ised divided by total demand.

3Modern methods include festexri¢isatiomalesterilisatiomill, IUD, injectables, implants, male condom, female conddionaach&werhoea method (LAM).
4“Women who have had sexual intercours8@ithays preceding the survey.

7.12  FUTURE USE OF CONTRACEPTION

The intention to use contraception in the future provides a forecast of potential demand for services, and
acts as a convent summary indicator of disposition toward contraception among current nonusers. It
should be realised though that respondents may or may not adhere to their intentions for future use. In the
SIDHS 2015 currently married women who were not using anytremeptive method were asked about

their intention to use any contraceptive method in the future, according to their number of living children.
The results are presented in Table 7.11.

The data show that out of every ten currently married women, five (a¥%8) no intention to use any

family planning method in the future, four (37%) intend to use any methods in the future, and one is unsure
of their future intention to use any method (10%). About 42% of women with one child intend to use a
method in the futre and drops to 29% when women have four or more children. The proportion of women
who do not intend to use any contraceptive method in the future increases with the increasing number of
children a woman has, and by the time these women have four orchiloiren, 59% have no future
intention to use any family planning method.
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Table 7.11: Future use of contraception

Percent distribution of currently married women adéd49 who are not using a contraceptive method
by intention to use in th&uture, according to number of living children, Solomon Islands 2015

. Number of living childrefh

Intention

0 1 2 3 4+ Total
Intends to use 39.7 41.8 40.4 41.1 29.2 36.7
Unsure 13.4 125 11.6 7.5 8.4 10.1
Does not intend to use 45.1 435 46.3 50.5 59.2 51.1
Missing 1.8 2.2 1.7 0.8 3.1 2.1
Total 100 100 100 100 100 100
Number of women 316 512 518 498 1,043 | 2,887

LIncludes current pregnancy.

7.13 EXPOSURE TO FAMILY PL ANNING MESSAGES

Electronic media, such as radio and television, are important fananivating messages about family
planning. Information on the level of exposure to such media is important for programme managers and
planners so that they can effectively target population subgroups for information, education and
communication campaign$o assess the extent to which the media serves as a source of family planning
messages, respondents were asked if they had heard or seen a message about family planning on the radio,
television or in the print media (e.g. newspaper, magazine, posteg)rmotiths preceding the survey. The

results are shown in Table 7.12.

Table 7.12: Exposure to family planning messages

Percentage of women and men agest49 who heard or saw a family planning message on radio, on television or
in a newspaper or magazifre the past few months, according to background characteristics, Solomon Islands 2015

Women Men
None of None d
Background these these
characteristic three three
Newspaper/ media Number of Newspaper/ media Number
Radio Television magazine sources women |Radio Television magazine sources of men
Age
15¢19 19.9 2.6 13.2 74.6 1,241 24.7 3.6 16 69.6 605
20c24 28.7 51 16 68.3 1,146 31.8 54 20.8 63.4 519
25¢29 29.3 4.1 17.4 67.1 1,091 36.4 5.6 21.9 57.6 479
30¢34 30.6 3.5 13.7 66.7 933 39.8 6.2 20.2 55.5 436
35¢39 33.3 4.6 15.6 63.1 803 47 5.4 26.7 48.9 394
40c44 27.9 3.7 14.3 69 576 38.2 54 245 55.4 280
45¢49 29.6 3.8 13.3 68.4 476 42.4 7.4 241 52.3 236
Residence
Urban 41.5 134 32.1 49.2 1,427 40.8 14.1 35.9 49.8 720
Rural 24 11 9.9 74.2 4,839 34.2 2.5 16.6 61.9 2,229
Region
Honiara 43.1 15.6 329 47.9 925 40.7 14.9 37.7 49 475
Guadalcanal | 34.7 2.9 19.2 61.6 1,140 36.6 35 20.7 62.1 547
Malaita 15.9 14 8.1 825 1,608 36.2 54 17.2 59.1 710
Western 20.4 3 8.7 76 902 20.6 4.5 18 69.8 451
srt:\i:]ces 30.6 1 12.1 671 1690 | 406 1.1 17.3 56.4 765
Education
No education| 14.6 1 24 84.9 576 17.6 1.6 4.2 82.4 92
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Primary 234 2.1 8.5 74.9 2820 | 313 35 14.6 654 1,202
Secodary | 32.7 5 20.9 62 2476 | 374 55 23.9 56.1 1,348
gﬂe‘ifnt::rr; 505  13.9 42.4 39.9 394 | 517 13 41.3 39.7 307
Wealth

quintile

Lowest 161 05 4.6 83.5 1,158 | 317 15 10.7 66.5 529
Second 19 05 6 79.6 1172 | 326 23 14.9 64.8 565
Middle 259 1.2 11.4 71.8 1223 | 355 21 17.2 60.9 528
Fourth 306 25 16.7 65.8 1253 | 355 43 24.2 57.8 621
Highest 44 12.7 317 47.3 1,460 | 417 14 34.9 48.4 706
Total15c49 | 28 3.9 14.9 68.5 6,266 |358 53 21.3 59 2,948
50+ na na na na na 41.4 51 23.2 53.4 643
Total 15+ na na na na na 36.8 5.3 21.7 58 3,591

na = not applicable

In Solomon Islands, most women and men had not heard or seen a family planning message on the radio,
television or in a newspaper or magazine (69% of wos@¥, of men). Of those who had heard or seen a
message, the most common media source is the radio: 28% of women and 36% of men. Womeh in the 30
39 age group are the most likely to obtain family planning messages from the radio, and this is similar to
men inthe age groups 889 and 4549. Both women and men living in urban areas are much more likely

to hear about family planning messages through any of the three media listed than those living in rural areas.

The proportion of men and women who heard or adamily planning message on the radio, a television

or newspaper and/or magazine increases with educational attainment and the living standard of the
household. Over half of all men and women with more than a secondary level of education have heard a
family planning message over the radio.

Across the regions, men and women in Honiara are most likely to have been exposed to a family planning
message through any of the three media. Approximately 43% of women and 41% of men in Honiara have
received a familyplanning message over the radio while the lowest exposure was recorded in Malaita
Province for women (16%) and Western Province for men (21%).

About 15% of women and 21% of men were exposed to family planning messages by reading a newspaper
or magazine, wite very few women (4%) and men (5%) used television as a media for family planning
messages.

7.14 CONTACT OF NON-USERS WITH FAMILY PL ANNING PROVIDER

When family planning providers visit women in the field, or when women visit health facilities, family
plannirg fieldworkers and health providers are expected to discuss family planning issues, discuss available
contraceptive options, and motivate agsers of contraception to adopt a method of family planning. To
gain insight into the level of contact between+eers and health workers, women were asked if a family
planning fieldworker had visited them during the 12 months preceding the survey to discuss family planning
issues. In addition, women were asked if they had visited a health facility in the 12 prectiding the

survey for any reason, and whether anyone at the facility had discussed family planning with them during
the visit.

Table 7.13 shows that in the 12 months preceding the survey, three out of four womeri 4@edriéntly

not using contracejoin did not discuss family planning with either a fieldworker or with a health provider.
These are missed opportunities to inform and educate women about family planning options. This was more
common among adolescent and older women than those aigg®@l i@4heir prime child bearing years.
Slightly more norusers of contraception in urban areas (77%) than in rural areas (74%) did not discuss
family planning with either a fieldworker or at a health facility. Among regions, Malaita has the highest
instance othis (79%). Women not currently using contraception and with more than a secondary education
are the most likely to have discussed family planning (although 69% still have not).
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Fieldworkers discussed family planning with only 14% of-nears during th&2 months preceding the
survey, while 19% of nensers discussed family planning at a health facility. However, this has increased
since theSIDHS 20062007, from 9% and 17%. This low level of contact with agsers by family planning
providers varies byackground characteristics. Higher proportions of women age893@vomen in
Western Province, women with more than a secondary education, and women in the fourth wealth quintile
were visited by a field worker who discussed family planning options. Thegtigercentages of women

who discussed family planning with fieldworkers at a health facility were women init38 a8ge group,

women residing in rural areas, women in other provinces, women with a high level of education, and women
living in the fourthwealth quintile.
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Table 7.13: Contact of nonusers with family planning providers

Among women aged5¢49 who are not using contraception, the percentage who during the past 12 months were
visited by a fieldworker who discussed family planning, the pergentdo visited a health facility and discussed
family planning, the percentage who visited a health facility but did not discuss family planning, and the percentage
who did not discuss family planning either with a fieldworker or at a health facilityadkghound charaetristics,
Solomon Islands 2015

Percentage of Percentage of women who Percentage of
women who were  visited a health facility inthe  women who did not
Background visited by past 12 months and who: discuss family
characteristic fieldworker who Discussed planning either with  Number
discussed family family Did not discuss  fieldworker or at a of
planning planning family planning health facility women
Age
15¢19 8.6 6.3 24.2 88 1,196
20¢24 14.7 20.2 26.8 74.4 959
25¢29 14.9 251 29 69.2 844
30¢34 17.1 29.6 27.1 65.3 659
35¢39 19.4 26.8 26.6 67.5 544
40¢44 145 21.3 26.9 73.9 412
45¢49 13.9 14.2 27.3 78 320
Residence
Urban 13 16.6 231 77.2 1,172
Rural 14.4 20.2 27.7 74.3 3,762
Region
Honiara 12.6 17 222 77.3 791
Guadalcanal 12.7 20.7 21.6 74.3 944
Malaita 13.2 15.8 24.7 79 1,289
Western 16.4 21.7 34 71.5 673
Other provinces 15.5 22.3 31.2 71.9 1,236
Education
No education 8.6 15.9 27.8 81.3 459
Primary 14.9 20.7 27.3 73.6 2,148
Seconlary 13.8 18.2 25.6 76 2,039
More than secondary 18.4 23.5 26.5 68.7 287
Wealth quintile
Lowest 13.7 21.2 30.1 75 911
Second 131 20.6 24.9 74.4 912
Middle 12.1 17.8 29 77.3 934
Fourth 16.7 21.4 25.6 71.7 988
Highest 14.3 16.6 24.2 76.5 1,188
Total 14 194 26.6 75 4,934
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CHAPTER 8 INFANT AND CHILD MOR TALITY

by Kaobari Matikarai,Census and Survey Technical OfficPC

KEY FINDINGS

i

The infant mortaty andunder5 mortality rates in the five years preceding the survey {Zib)

are 19 and 24 deaths per 1,000 live bjrtespectivelyUsingthese mortality rated, in every 53
Solomon Islands children dibefore reaching age 1 athdéh every 42 Samon Islands children d¢
not survive to their fifth birthday

Neonatal mortalityjnfant mortality, childhood mortality and une@rmortality levels declinec
during the 16year period preceding the survey byd 5%, 330 and 1Po, respectively

Childsurvivaldat a do not show any cl ear associ a
and background-he infant mortality ratés the same for urban and ruaaéas a19 deaths per 1,00
live births; mothers with no education and higher educatmehigher child mortality than mother:
with only a primary and secondargducation Similarly, there was no clear trend time infant
mortality rateaccording tdthemo t h e r Ostatusve al t h

Infant mortality and undes mortality ratesare higher among young mothgaged less than 2
years) and older mothers (aged 30 and over). Mothers with short birth intervals and more :
previous births are more likely to experience higher early childhood mortality. There is nc
correlati on bet we emandeany ohittacodnsortaétynp o we r m

About 5246 of births in the five years preceding the sureey in an avoidable highisk fertility
behavior category23% fal into an unavoidable risk categond 284 are consideretb notbein
any highrisk category.

INTRODUCTION

This chapter presents estimates of levels, trends and differentials of neonatagéopasalinfant and
childhood mortality,and perinatal mortality in Solomon Islands. The information presehee is
i mportant not only for a demographic assessment
evaluation of health policies and prograssnAccording to the Solomon Islangsvernmentnational

healthstrategic plar2011 2015 the primary and preventative health services are key areas for improving

the quality of life of Solomon Islandemdinclude the reduction of infant and childhoodnality and the

incidence of highrisk pregnancies. $fimatesof infant and child mortality serve as an input into population
projections, particularly if the level of adult mortality is known from another source or can be inferred with
reasonable confitee. These estimates also serve the needs of the health ministry by identifying
populations within the country, particularly babies and their mothers, who are at high risk of mortality.

8.1

DEFINITIONS , METHODOLOGY AND ASSESSMENT OFDATA QUALITY

8.1.1 Terms and defnitions

Childhood mortality measures or indicators presented in this chapter are defined as follows:

A
A
A
A
A

Neonatal mortality: the probability of dying within the first month of life

Infant mortality : the probability of dying between birth and the first birthda

Post neonatal mortality. the arithmetic difference between infant and neonatal mortality
Child mortality : the probability of dying between exact age one and the fifth birthday
Under-5 mortality : the probability of dying between birth and the fifth biglid

The data used in estimating these mortality rates were collected in the birth history sectidgiDHtBe

20l5womends questionnaire. The section begins
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experience (i.e. the number of sons and daugtko live in the household, those who live elsewhere, and

those who have died). Next, for each live birth, information on the name, date of birth, sex, whether the
birth was single or multiple, and survivorship status was recorded. For living chilth@mation about

their age and whether they resided with their mother was obtained. For children who have died, the
respondent was asked to provide the childds age ¢

A retrospective birth history, such as that included inSHeHS 2015 is suscepble to several data
collection errors.

A First, only surviving women aged 14D were interviewed; therefore, no data are available for
children of women who h& died. The resulting mortality estimates will be biased if the child
mortality rate of survivig and norsurviving women differs substantially.

A Another possible error in data collection is undggorting of events (e.g. births and deaths),
especially in cases where deaths occur early in infancy. If such deaths are selectively omitted, the
consequece will not only be a lowdMR and neonatal mortality rate, but also a low ratio of neonatal
deaths to infant deaths and early neonatal death (within one week) to neonatal deaths.

A It is believed that undeeporting of early infant deaths may increasth the length of time since
the childdéds death (e. g. 10years kefore thg survey may e mocke at h
likely to be omitted than an early infant de&tliears before the survey). Thus, an examination of
these patterns over timedstical.

812 Reporting childrend6s birth dates

Mis-stating the date of birth and age at death of a child results in a distortion of the age patters of death
within a populationThis may affect the final indices obtained because of shifting ages abovevotheelo

borderline ages. Many DHS reports worldwide have reported evidence of age shifting or heaping to years
outside of the required coff year to avoid administering lengthy bitiistory-related question3.he cut

off year for theSIDHS 2015wvas Januar2010 and although élIDHS 2015nterviewers were trained and

advised on how to record all births of the mother as accurately as possible in the birth history table, there
would still be cases where interviewers accidentally or intentionally shifbthelcd r ends bi rt h d
the cutoff dates.

However, evidence from Appendix Table C.4 shows that there was no serious shift in the reporting of births
during the operations. For instance, the overall percentage with complete birth date (year Bpthatont

was reported is almost 1%for both children who are alive and children who have dibik is considered

very high and reliable. Furthermore, the distribution of living children in 2010 in relation to 2009 and 2011
doesnot show any deficit as etvn in the calendar year ratldowever, the datdoshow a apparendleficit
amongdead childrein 2009 which could lead to the underestimation of child mortality during this period.

813 Reporting childrends age at death

Another aspect that affects childlibmortality estimates is the accurate reporting of age at death. In general,
these problems are less serious for periods in the recent past than for those in the more distant past. If ages
are misreported then they will bias estimates, especially if theffieet of age misreporting results in the
transfer of deaths from one age bracket to another. For example, a net transfer of deaths from under age 1
year to age 1 year and older will decrease the estimate of infant mortality and increase the estimate of
childhood mortality. To minimise errors in the reporting of age at deat8]Ii¢S 2015nterviewers were

instructed to record the age at death in days if the death took place within one month after birth, in months

if the child died within 24 months, amayears if the child was two years or older.

The distribution of child deaths by age of the child at death is shown in Appendix Tal&aB/5nfant

deaths were not severely underreported istbeS 2015n thefive years preceding the survey, asaoted

by the high ratio of deaths in the first seven days of life to all neonatal de&bis (88 five years preceding

the survey). This is also apparent in the high ratio of deaths in the seven days of life to all neonatal deaths
reported in the last®years (8%6). However the table also shows some age heaping at age, Wwheys

could impact the estimates of early neonatal mortality and perinatal mortality.
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Appendix Table C.6 presents the distribution of deaths of children aged less than 2 ggaratigeath in
months over a 2§ear period that is split infeeriodsof five years. Neonatal deaths in the past 20 yaa@r's

55% lower than reported the SIDHS 20062007 which could indicate possible misreporting or urder
reporting. Table C.6 also alvs evidence of some heaping at age 12 months, which might have had an
impact on estimates of infant mortality.

8.2 LEVELS AND TRENDSIN INFANT AND CHILD MORTALITY

8.2.1 Early childhood mortality rates
Table 8.1 shows neonatal, postonatal, infant, child and und&mortality rates for successive fiyear
periods preceding tH&IDHS 2015 Thesurveycollected birth histories from rough8266women.
Table 8.1: Early childhood mortality rates

Neonatal, posheonatal, infant, child, and undé&rmortality rates fofive-year periods preceding the survey, Solomon
Islands 2015

Years preceding the Neonatal Postneonatal Infant Child mortality Under-5
survey mortality (NN)  mortality (PNN)  mortality (190) (491) mortality (5q0)
0¢4 (2011¢2015) 9 10 19 6 24

5¢9 (200&;2010) 10 9 20 8 28
10¢14 (200%,2005) 10 7 17 5 22

1Computed as the difference betweenrhandfaeonatal mortality rates.

For the most recent period (i.e. zero to four years before the survey, reflecting roddhB028), thelMR

is 19 deaths per,D00 live births. This means thE®in every 1000 babies born in Solomon Islands do not
live to ther first birthday. Of those who survive to the first birthdagut of 1,000 would die before reaching
their fifth birthday. The overall und& mortality rateis 24 deaths per 1,000 live births, which implies that
24in every1,000 live birthsSolomon Islanglbabies do not survive to tindifth birthday.

The first month of life is associated with the highest risk to survival. The neonatal mortalitythatdive

year period preceding the sunis@ deaths per 1,000 live births, implying tietut of everyl,000 infant
deaths occuduring the first month of life. As childhood mortality declines, pasinatal mortality usually
declines faster than theeonatal mortality because neonatal mortality is frequently caused by biological
factors that are not easily addressed by primary care interventions. In Solomon Islardsoatst
mortality is10 per 1,000 births among infants.

8.2.2 Trends in early childhood mortality
Mortality trends for Solomon Islands can be examined and predsntesnparing

A mortality rates for the last threensecutivdive-year periods preceding the survagg

A mortality rates obtained from other sources such aStbelS 20062007 and Solomon Islands
censuses, 1999 and 2009.

Figure 8.1 presents the level of early childhood mortality for thgedb period preceding the survey. IMR,
child mortality and unde® mortality were high in the period 200810 as compared with the earlieripd

2001 2005. For example, IMR increased from 17 infant deaths per 1,000 live births during the period 2001
2005 to 20 infant deaths per 1,000 live births in 2@080, while the rate for undérmortality increased

from 22 to 28 deaths per 1,000 liveths. A situation of high mortality is observed during this period.

There is an improved outcome in the most recent period from 2011 to 2015; for instamanniial
mortality rate decreasdxy about 11% (from 10 to 9 deaths per 1,000 live bifffig) 8.1 andTable 8.1).
The corresponding declines in IMR, child mortality and ufidenortality over the same period are 5%,
33% and 17%, respectively.
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Figure 8.1: Mortality trends, Solomon Islands 2015
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Figure 82 presents trends in some of ttteldhoodmortality indicators based othe 199%ensusSIDHS
20086 2007, 2009censusand theSIDHS 2015 Although the methodology used to calculate the mortality
indicators differs, the results are consistent, particularly with the level of IMR.

ThelMR reflecs a declining trend from 28 deaths per 1,000 during the 698fus to 19 deaths per 1,000
reported in th&IDHS 2015a drop of about 4% overthis period)Many factors contribetto the declining

trendin IMRs, althoughthe detaiéd analysis of thesedtrs is beyond the scope of this report. The results

from the two surveysSIDHS 20062007andSIDHS 2019, however, show a high proportion of women

giving birth in the five years preceding the survey receiving antenatal care, which could be assdhiated wi
the decline in childhood mortality. For example, among women who gave birth in the five years preceding
the survey, the percentage receiving antenatal care from a doctor was the same (94% in both surveys), the
percentage of deliveries assisted by dactord skilled health workers was unchanged (86%, see Chapter
116 Reproductive Health).

Figure 8.2: Trends in childhood mortality, 19997 2015, Solomon Islands 2015

Deaths per 1999 census
1,000 live births m 2006;2007 SIDHS
m 2009 census
m 2015 SIDHS

Infant mortality Child mortality Under-5 mortality

8.3 EARLY CHILDHOOD MORTALITY BY SOCIOECONOMIC
CHARACTERISTICS

Table 8.2 presents early chitutid mortality rates in Solomon Islands by socioeconamaracteristics.
The rates refer to tHg-year periodrom 2006 to 2015A 10-year period is used to calculate early childhood
mortality in order to minimise large sampling errors of the indicators.

Interestingly, the data show no differences between IMR in urban and rural areas (19 deaths per 1,000 live
births for both areas) but variability in other early childhood mortality categories is noticeable. For instance,
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the neonatal mortality rate isgfitly higher in urban areas (11 deaths per 1,000 live births) than in rural
areas (9 deaths per 1,000 live births). Rural areas, on the other hand, experienced highengiadt
mortality, childhood mortality and und&rmortality than urban areas.

In terms of differentials by province, MalaReovince ha estimates that are consistently higher tiase

of otherprovinceswith under5 mortality being the highest at 37 deaths per 1,000 live births. This is the
same pattern for Malaita in ti#DHS 20®i 2007, and although there is a declining trend between the two
surveys, Malaita is still reporting high levels of early childhood mortality compared with other provinces.

A mot her 6s lewldandt wetlth status are typicalgsociated with child suval. However,

according toSIDHS 2015d at a ,

child

sSsur vi

v al

does

not show

education and wealth statlis.general, children born to motlsevith no educatiortnave by far thdighest

mortality ratedor all types of childhood mortalitgxcept for neonatal mortality. Childhood mortality level
data drops with mothers having primary education but then increases as mothers education increases to
secondary or more than secondary. The same pattern for childhoodtyntaval was also cited with

mot her 6s

weal th

guintile

status.

Table 8.2: Early childhood mortality rates by socioeconomic characteristics

Neonatal, postneonatal, infant, child, and undemortality rates for the 1.Qear period preceding
the survey, bpackground characteristics, Solomon Islands 2015

Background Neona_tal Pos'&neo_natal Infan_t Chilql Under_—5
characteristic mortality mortality mortality mortality mortality
(NN) (PNN} (190) (491) (590)
Residence
Urban 11 7 19 4 23
Rural 9 10 19 7 26
Region
Honiara 11 5 16 6 22
Guadalcanal 11 10 20 4 25
Malaita 15 12 27 10 37
Western 6 6 12 6 18
Other provinces 5 10 15 6 21
Mother's education
No education 14 21 35 13 47
Primary 8 9 17 4 21
Secondary 9 7 16 10 26
More than secondary 14 6 19 8 27
Wealth quintile
Lowest 7 9 16 6 23
Second 14 13 27 10 38
Middle 4 8 12 6 18
Fourth 14 11 25 6 31
Highest 8 6 14 4 18

1Computed as the difference betweenrharndfaeonatal mortality rates.

Similar toobservations made in other DH&portsand data from other sources, the mortality differentials
observed by socioeconomic characteristics of the matkdessignificantfor theneonatal period than for
the postneonatal period. This is undoubtedly doethe fact that most causes of neonatal mortality are
biologically related and are less amenable to socioeconomic interventions, whereas causesafigiast
mortality are more related to standard of living factors. The data reflect the fact tdaguehil/al is not
strongly influenced by any socioeconomic charactertio the case of Solomon Islands. For example,
the level of IMR is the same for urban and raralasw h i
with the level of early lildhoodmortality. This means that efforts to reduce infant mortality in Solomon
Islands will yield greater ressit f

they are
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if the DHS data depict an accurate picture of the true sektrend of child mortality in Solomon Islands
thenit is safe to assume that besides education, the dedMRgould also be the result of government

i ntervent i

ons t hat

target

i ssues rel at

84  EARLY CHILDHOOD MORTALITY BY DEMOGRAPHIC
CHARACTERISTICS

The demographic characteristics of battmother and child have been found to play an important role in
the survival probability of children. Table3g&and Figure 8.present early childhood mortality b number
of these characteristics, including the sethefc hi | d
interval for thelO-year period before the survey.

mot herds age

ed to

at bi

Similar to most populations in the world, male children in Solomon Islands fgher bhild mortality rates
than female children and are more likely to die before reaching the age of five years (31 male deaths per

1,000 live births compared with 21 female deaths per 1,000 live births).

a mot

rth,

Table 8.3 also provides evidence that the lef/@leonatal mortality increases with the age of the mother: 6

deaths per 1,000 live births for mothers aged less than 20 years increases to 32 deaths per 1,000 live births for
older mothers. The undérmortality rate indicates a-Ehaped pattern, beingatvely higher for children
born to young mothers under age 20 and over age 30, than children born to mother$ 2&yd1R0and
under5 mortality rate indicates a strong relationship between maternal age and childhood mortality, whereby
childhood mortaty is higher among children born to young and older mothers (Fig. 8.3).

Table 8.3: Early childhood mortality rates by demographic characteristics

Neonatal, postneonatal, infant, child, and undemortality rates for the 1@ear period preceding the sy, by
demographic characteristics, Solomon Islands 2015

Demographic

Neonatal

Postneonatal

Infant

Child mortality

Under5

characteristic mortality (NN)  mortality (PNN}  mortality (1q0) (491) mortality (590)
Child's sex

Male 10 11 21 10 31
Femade 9 8 17 4 21
Mother's age at birth

<20 6 11 17 11 28
2029 7 9 16 6 22
30¢39 14 9 24 8 31
40c49 32 9 40 0 40
Birth order

1 10 10 20 6 26
2¢3 7 7 14 8 22
4¢6 10 10 20 8 28
7+ 22 19 41 2 43
Previous birth intervad

<2 years 14 13 27 15 41
2 years 6 8 13 4 17
3 years 7 10 16 6 22
4+ years 10 8 18 4 22
Birth size

Small/very small 16 6 22 4 4
Average or larger 6 8 14 na na
52y Q{/Miksing & 53 28 81 na na

na = not available.

1 Computed as the differbrt@een the infant and neonatal mortality rates.

2 Excludes fiatder births.

3 Rates for the fixear period before the survey.
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Figure 8.3: IMR for the 10-year period preceding the survey by selected demographic
characteristics, Solomon Islands 2015

Deaths per
1,000live births 40 41
24
“ 17 17 20 20
e 14

Male Femal{ <20 | 20¢29 | 30c39| 40¢49 1 2¢3 4¢6 7+
| Sex | Mother's age at birth | Birth order | Birth interval
Birth order affects a childbds chances of survival

that birth order 7 and higher is particularly at greater risk of mortality compared with lower order births. For
instance, in thease of neonatal mortality, the risk for a birth order 7 and higher is 22 deaths per 1,000
compared to 10 deaths per 1,000 for birth order 1. Figure 8.3 also indicates a high risk of infant mortality for
birth order 7 and higher for those children survitimg neonatal period with 41 deaths per 1,000 live births.

Short birth intervals are always associated \aitlincreased risk of mortalitgnd data from th&IDHS
2015also supports this viewn all the early childhood mortalityategories presented irafile 8.3 and
Figure 8.3 the shortest birth interval (i.e. less than two years) cah@kighestrisk of mortality. For
example, the shortest birth interval for infant mortality carries a high risk of mortality with 27 deaths per
1,000 as compared tahatr birth interval. Tie risk of mortality is also observed to be quite high dbtigest

birth intervalof four years and more

8.5 EARLY CHILDHOOD MORTALITY BY STATUS OF WOMEN

This section presents i nfor mat i osimgtheee empowdrinantat or s
i ndi ces, and relates those indices to early <c¢chi
collected data on general background characteristics of female respondents (e.g. age, education, wealth
quintile, employment status) and@ls dat a mor e speci fi c(e.d.loousenoldne n o s
decisionmaking and reasons for which wifeating isseen agustified). This section tabulates and presents
early childhood mortality rates ¢l as:xaiwfoimachdby t
participation in household decisiomaking, and her attitudéoward wifebeating. That is, these measures

of empowerment were developed based on the number of household decisions in which the respondent
participates, and her opinion on the nunifereasons that justify wifbeating. These measures were used
tocross abul ate early childhood mortality indicator
empowerment and childhood mortality outcomes as presented in Téble 8.
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Table 8.4: Early childhood mortality rates by women's status

Infant, child, and unde® mortality rates for the 1{§ear period preceding the survey,

by indicators of women's emp@&rment, Solomon Islands 2015

Empowerment indicator

Infant mortality

Child mortality

Under-5 mortality

(190) (491) (590)
Number of decisions in which
women participate
0 11 2 13
1¢2 25 9 33
3 18 6 23
Number of reasons for which
wife beating is justified
0 21 9 30
1¢2 18 6 24
3c¢4 19 6 25
5 20 7 27

1Restricted to currently mdmiomen. See Table 15.6.1 for the list of decisions.

2See Table 15.7.1 for the list of reasons.

With regards to participating in the decisimaking process in the household, there is no clear correlation

bet ween a wo

manos

ehitdpamdvmeortatity Ror exaample, Tabla 8.4 skiows that the
probability of babies dying before reaching their first birthday is high among babies born to mothers who

participate in one to thré®musehold decisions (25 deaths per 1,000 and 18 deaths @ cb@Pared with
babies born to mothers who did not participate infeuseholdiecisioamaking(11deaths per 1,000)

TheSIDHS 2013 | s o

gat her ed

nf or mat i

on

on

womenos

perception of their status. Womeio believe that a husband is justified in hitting or beating his wife for
any of the specified reaspasked aboutnay believe themselves to be low in status, both absolutely and
relative to men. Such a perception could act as a barrier to accesdthgchea forwomenand their
children, affect their attitude toward contraceptive use, and impact their genetla¢ingll Women were

asked whether a husband is justified in beating his wife under a series of circumstances, including: if the
wife burns tle food, argues with him, goes out without telling him, neglects the children, and refuses sexual

relations, among others. Cresdulation of early childhood mortality by this empowerment indicator
(Table 8.4) also shows no clear pattern, althdbgtprolability of babies dying before reaching their first

birthday is high among babies born to mothers who provided zero or three or more reasons for husbands

beating their wives compared with those born to mothers who provided one to two reasons for wife beati
This pattern was also seen in tBEDHS 20062007 This maysuggest that there is very little or no
correlation between witbeatingperceptiorand infant mortality.

8.6

PERINATAL MORTALITY

In theSIDHS 2015women were asked to report all pregnancy lassie five yearprecedinghe survey.

The duratiorof each such pregnancy was recorded. In this report, perinatal deaths include pregnancy losses

occurring after seven completed months of gestation (stillbirths) and deaths to live births withirt the firs

seven days of life (early neonatal deaths). The distinction between a stillbirth and an early neonatal death
may be a fine one, depending often on the observed presence or absence of some faint signs of life after

birth. Causes of stillbirths and earlganatal deaths are overlapping, and examining just one or the other

can understate the true level of mortality around the time of delivery. For this reason, in this report, both
event types are combined and examined together.

The perinatal mortality rats the sum of the number of stillbirths and early neonatal deaths divided by the

number of

pregnanci es

of

seven

or

mo wvseful imdicatdr h s 6

of the state of delivery services, both in terms of their use amddbality (i.e. the degree to which

complications arising during childbirth and the immediate postpartum are prevented or managed

effectively). Data in Table 8.5 show thiaere wereés9 perinatal deaths, an increase of abob B&tween
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the two surveys38 perinatal deathwerereported inSIDHS 20062007). Out of the total 59 perinatal
deaths, 27 were stillbirths and 32 were early neonatal deaths, resulting in a perinatal mortality rate in
Solomon Islands of 14 per 1,000 pregnancies accordthg®DHS 2015 Althoughtheperinatal mortality

rate in Solomon Islands between the two survegtalsle it is important to note that there was an ineeas

in the number of stillbirths recorded in t8®OHS 2015

The perinatal mortality rate is found to be leglamong older mothers with the rate increasing with age
from 7% among young mothers, 20among mothers agedi&B, to 51% among older mothers agedi40

49. Likewise, perinatal mortality is also higher among births that occur more than 39 months after the
previous birth. Although perinatal mortality generally decreasesng mothers with moreducation and
greatehousehold wealth, the pattern is not always consjgiarticularly withregard tchousehold wealth.

Table 85 further demonstrates that thaterval sincethe previous pregnancy is related to pregnancy
outcome. Pregnancies occurring within 39 months of a previous birth have the highest risk of pregnancy
loss or earlynfant death followed by pregnancies occurring withifi 28 months of a previousrth (21

and 15 pregnancy losses or early deaths per 1,000 pregnancies, respectively). The results contradict best
practice recommendatiobgcause birth interval of 39 months and more does not appear to be the safest
pregnancy intervatherefore, cautin must be taken in interpretingetieresults.

The perinatal mortality rate in rural areaslightly low (14 pregnancy losses or early deaths per },000
compared with urban areékS per 1,000). Westeffrovincehas ahigher perinatal mortalityate @2 per
1,000 live birththan the other provinces.
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Table 8.5: Perinatal mortality

Number of stillbirths and early neonatal deaths, and the perinatal mortality rate for the
five-year period preceding the survey, by background characteristics, Sdlslamts 2015

Background Number of early Perinqtal Numbgr of
characteristic Ngmber of neonatal mortality ~ pregnancies qf 7+
stillbirths?! deathg rates months duration
Mother's age at birth
<20 2 1 7 465
2029 12 12 11 2,317
30¢39 10 14 20 1,218
40c49 3 5 51 146
Previous pregnancy
interval in months!
First pregnancy 5 7 12 1,006
<15 2 9 14 779
15¢26 7 1 9 818
27¢38 3 5 15 539
39+ 11 10 21 1,005
Residence
Urban 4 8 15 741
Rural 24 25 14 3,405
Region
Honiara 2 4 13 467
Guadalcanal 4 8 15 803
Malaita 9 12 18 1,118
Western 8 5 22 568
Other provinces 4 5 7 1,192
Mother's education
No education 0 4 10 402
Primary 15 13 14 1,973
Secondary 11 13 15 1,564
More than secondary 1 3 18 207
Wealth quintile
Lowest 4 8 13 961
Second 3 7 12 860
Middle 8 3 14 835
Fourth 4 7 13 799
Highest 8 7 22 692
Total 27 32 14 4,147

1 Stillbirths are foetal deaths in pregnancies lasting seven or more months.
2Early neonatal deaths are deaths dttadg®among liseorn children.

3The sum of the number of stillbirths and early neonatal deaths divided by the number of pregnancies of seweation nex@essethger 1,000.

4 Categories correspond to birth intervals of <24 m8&then@, 3617 months, and 48+ months.

Table 85 alsoindicates that in Solomorislands perinatal mortality increases witimot her 6 s
level,from 10 perinatal deathger 1,000among births borto mothers with no education to 18 degples

educa

1,000among births borto mothers witha secondary and higher education. Similarly, perinatal mortality
appears to increasvith wealth quintiles with the highest early deaths of 22 occurred among births born

from mothers whdive in households in the higlst wealth quintileHowever, cautioshould be used when

interpreting tlesedata due to the sample size and possible errors in reporting.
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8.7 HIGH-RISK FERTILITY BEHAVIOUR

The SIDHS 2015examined the relative importance of maternal fertility patterns asstoigith an
increased risk of mortality. Generally, infants and children have a greater probability of dying if they are
born to mothers who are too old or too young, if they are born after a short birth interval, or if they are of
high birth order. In argsing the effects of highisk fertility behaviour on child survival, a mother is
classified as too young if she is less than 18 years, and too old if she is over 34 atghe ivesirth.

A short birth interval is defined as a birth occurring tess 24 months after the previous birth, and a child

is of high birth order if the mother previouslggbirth to more tharthreechildren (i.e. if the child is of

birth order4 or higher).

Table 86 shows the percent distribution of births in the fjsar period before the survey according to
these elevated risk factors. The table also examines the relative dsitdoéndying by comparing the
proportion dead in each specified higbk category with the proportion dead among children not in any
high-risk category. Although first births are commonly associated with increased risk of mortality, they are
not included in any highisk category because they are considered an unavoidable risk.

Table 8.6: High-risk fertility behaviour

Percent distributin of children born in the five years preceding the survey by category of
elevated risk of mortality and the risk ratio, and percent distribution of currently married women
by category of risk if they were to conceive a child at the time afuhey, Somon Islands 2015

Births in the 5 years
Risk category preceding the survey Percentage pf
Percentage currently married
of births Risk ratio woment
Not in any high risk category 24.9 1 25.3
Unavoidable risk category
First order births between as 18 and 226 137 77
34 years
Single highrisk category
Mother's age <18 3.2 2.55 0.4
Mother's age >34 2.3 3.35 6
Birth interval <24 months 11.3 1.48 10.3
Birth order >3 15.9 145 12.3
Subtotal 32.7 1.7 28.9
Multiple high-risk category
Age <18 and birth interval <24 month 0.5 0 0.2
Age >34 and birth interval <24 month 0.2 0 0.3
Age >34 and birth order >3 10.2 1.12 24.5
Age >34 and birth interval <24 month
and birth order >3 2 2:35 4.4
Birth interval <24 months and birth 7 279 8.6
order >3
Subtotal 19.9 1.79 38
In any avoidable highisk category 52.5 1.74 66.9
Total 100 na 100
Number of births/women 4,119 na 4,086

Note: Risk ratio is the ratio of the proportion dead among births in aiskezifiegoightioe proportion dead among bisthia any higlsk category.
na = not applicable

1Women are assigned to risk categories according to the status they would have at the birth of a child itthethe¢éimamtdnesivrvey: currelesagban 17
years and 3 months or older than 34 years and 2 months, latest birth less than 15 months ago, or lateStduiftigbeing of order

2Includes the categage <18 and birth order >3.
2Includes sterilised women.
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Almost 25% of birthsin Solomon Islands are not in any higbk categorywhich indicates a drop ob%

in this category sincthe SIDHS 20062007, Another 236 of births are first order births to mothers aged
18 34 and are consideréd be anunavoidable risk category. Thisagp has increased by %ilsincethe
SIDHS 20062007 The remaining 3% of births are in at least one of the specified avoidable-itiggh
categories: 3 fall in the single avoidable higtisk category and 20 are in the multiple avoidable high
risk categdies The most common births in the single avoidable high risk includefilidsieth ordes over

3 (16%) andbirths with short intervals of less than 12 month$4)L Births in multiple highrisk categories
are mostly founémong 1) mothersagad 34 andolderand birth ordes higher than 3 (1% of births) and

2) inbirth intervak ofless than 24 months airdbirth ordes higher than 3 (% of births).

The second column of Table §fesents the relative risk of dying (risk ratio) for children born erfitre

years preceding the survey by comparing the proportion dead in each risk category with the proportion dead
among children with no risk factors. Overdhg risk ratio is higher for a child who fallithin any
avoidable higkrisk category (singleigh-risk and multiple highrisk) than for a child who is withian
unavoidable risk category (1.¢édmpared withi.37). Moreover, the data shdittle differencebetweerthe

risk of dying among births in the single higbkk categoryandbirths in themultiple highrisk categories

with both categories having a risk ratio of 1.7.

The SIDHS 2015ound that theisk of dying among births for bothe unavoidable risk category and in
any avoidable high riskategoryhasincreagdsince theSIDHS 20062007 Forexample, the risk ratio in
any avoidable highisk category irthe SIDHS 20062007was 1.1 comparedith 1.7 inthe SIDHS 2015

It is important to note that ithe SIDHS 2015the highest single highisk is for births from older mothers
aged 34 and ovewith a risk ratio of 3.Aigher tharthe 1.6 risk ratioreportedin the SIDHS 2006 2007.
The highest multiple highisk categoryis for births with combingfactors such ashildren born to mothers
reporting ashort birth interval of less than 24 monthedmothershaving had three previous births, both
having a ratio of 2.8.

The last column in Table 8.6 shows the potential for-highkbirths among currently married women. A
womanods c thetime elapsed gineber last birth, and parity are usad determine the risk
categories in which any birth she conceived at the time of the switvdwgll. In the final data processing,

the criteria for placing women into specific risk categories are adjusted to take into account the gestation
period.

Two-thirds ofcurrently married women in Solomon Islands have the potenaddigh-risk birth, with 2%
of thesefalling within the single highiisk category and another @8falling into multiple highrisk
categories. Another one out of four married womenrant in any highisk category while about?8 of
married women have the potential of giving birth to a child exposed to any unavoidable risk.

135



CHAPTER 9 REPRODUCTIVE HEALTH

by Kathleen Gapirongo, National Program Manag&IMoHMS and Betty ManehanitaiNational
Maternal and Safe Motherhood CoordinatStMcHMS

KEY FINDINGS

U 94% of women who had a live birth in the five years preceding the survey receitexthtal care
from a skilled healttareprofessional for their last birth.

U Antenatal care attendance was slightly lower in 2015 than it was in 2007.

U About 7 out of 10 women(69%) made four or moreantenatal careisits during their entire
pregnancy.

U The mediamumber of monthsf pregnancybefore a woman seeks Hest antenatal careisit is
5.6 months, indicating that Solomon Islands women atdaenatatareat a relatively late stage i
their pregnancy.

U The majority of women (88) took iron tablets or syrup during their last pregnancy.

U Almost all women (9%) who receivedantenatal caréor their most recent birth had their bloc
pressureakenduringtheir pregnancy.

U Urine and blood samples were taken fov®ahd 836 of women, respectively.
U0 Only 23% of women received two or more tetanus toxoid injections during their last pregnant

U An estimated 5% of births were reported to be protected against riabtetanus because ¢
previous immunisations the mother had received

U Postpartum care is reported to be high in Solomon Islands. O#lpAwvomen who had a live birtt
in the five years preceding the survey received no postnatal care at 6B%antimahers received
postnatal care within the critical first two days after delivery.

U About61%of women received first postnatal care from trained health professionals whil@28o
did not receive the service in the first two critical days

U Concersthat nodrugs were available, no provider was availadne, taking transpovtere the most
commonly cited problems in accessing health care in Solomon Islands.

INTRODUCTION

Reproductive healtls an important part of the healthcare system and is aimed at reducing pregtetecy
morbidity and mortality. The health care that a woman receives dueggaorcy, at the time of delivery,

and soon after delivery is important for the survival and-tagthg of both the mother and child. Solomon
Islands is committed to the Millennium Development Gaald the Sustainable Development Goaisl

has developedarious policies and strategies to this end. The Millennium Development Goals call for a
threequarter reduction in maternal mortality and for universal access to reproductive health services by
2015. This chapter presents findings on several aspectsahaidtealth for Solomon Islands: antenatal,
delivery and postnatal care, as well as problems in accessing health care. The Ministry of Health and
Medical Services is working toward better access and higher quality services to improve maternal health.
The Ministry is trying to improve comprehensive and basic emergency obstetric care, facilitate human
resource development, and upgrade the skills of birth attendants.

Information on antenatal, delivery and postnatal care is of great value in identifyingupgogfavomen

who do not use such services, and is useful in planning for improvements in service dielikierghapter,
information on antenatal care (ANC) is shown according to the number of ANC visits made, the stage of
pregnancywhenthe first ANC visit was madgethe type ofANC provider, and the specific services and
information provided during ANC visits, including whether tetanus toxoid was received. Similarly, delivery
services are described according to the place of the delivery, the typsai pssisting the delivery, and
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the number of caesarean sections. Information on postnatal care is shown by whether a woman gave birth
in a healtlsarefacility or elsewhere, and describes the time since delivery of the first postnatal care, and
from whom t was received. This information helps identify population groups that are underserved by
maternity care services, and highlights access and barrigsmghealth services.

9.1 ANTENATAL CARE

The major objective of antenatal care is to ensure optimahheatitomes for mothers and their babies.
Antenatal care from a trained provider is important for monitoring the pregnancy and reducing morbidity risks

for the mother and child during pregnancy and deliviirys during an ANC visit that screening for
comgications, and advice on a range of issues, including place of delivery and referring mothers with
complications to a doctor or healthcare specialist occur. BIDIS 2015interviewers recorded the source

of ANC and the person who provided that care foa womanés most recent birth
from more than one provider, the provider with the highest qualifications was recorded.

Table 9.1 shows the background characteristics of women who had live births in the five years preceding the
suney according to the type of ANC provider. The results indicate that 94% of women received ANC from a
skilled provider. Most of these women (87%) sought care from a nurse or midwife, and 2% received care from
a doctor. Less than 1% of women received AN@nfi@ traditional birth attendant as their most qualified
provider. About 5% of women who gave birth in the five years preceding the survey received no ANC.

The percentage of women who gave birth in the five years preceding theanavého received anteral
care from a skilled provideras 94%, which is similar to the percentage in2866 2007 DHS (95%).
However the percentage afiese women who soughealthcare from a nurse or midwife incredgeom
72% in SIDHS 20062007to 8®%6 in the 2015 DHSThe percentage of women who received ANC fiam
doctor remaiedat 26 andthe percentage of women who recai&NC from a traditional birth attendant
also remairdunchanged at%. The percentage of women who gave birth in theyears preceding the
surveywho did not receive ANC increased fro3SIDHS 20062007 to 3% (2015DHS).

The results show that there is a high proportion of women add@® 9o had a live birth in the five years
preceding the survey and who received ANC from a skilled provitéerrdsults, however, also show that
the proportion of ANC received varied by womenos

Data shown in Table 9.1 and Figure 9.1 on mother
the quality of decisions the mother neaktoward her reproductive healtiotherswho give birth at age

less tharR0 are more likely thaoldermothers aged 20i 49to receive ANC from a skilled providé95%

compared with 93% of mothers giving birth at agé4®5, particularlyreceiving ANC fom a nurseor

midwife. Mothers giving birth at older ages {3®) are the least likely to receive ANC from a skilled

provider and they are more likely to report receiving no ANC (5%).

Figure 9.1: Percent distribution of women aged 151 49 who had alive birth in the five years preceding
the survey and who received antenatal care from a skilled provider and those who received no
antenat al car e, by ,Boombrelslands 2@l e at birt h
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There are also some differences in the proportion of mothers regc&MC by birth order. Mothers with
highest birth order are least likely to receive ANC (Table 9.1 and Fig. 9.2). Mothers are more likely to
receive ANC during their first birth (96%). As the birth number increases to more than 6 births, the very
critical time for mothers to receive ANC, the proportion of mothers receiving ANC declines to 91%.

Figure 9.2: Percent distribution of women aged 1571 49 who had alive birth in the five years preceding
the survey who received antenatal care (ANC) from a skilled provider (SP) and those had no
antenatal care by birth order, Solomon Islands 2015
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Urban women are marginally more likely to receive ANC than their rural counterparts (95% compared with
94%) with 5% of rural women stating that they did not receive ANChiair tive birth in the five years
preceding the survey. By region (province), women in Guadalcanal are the least likely to receive ANC
(89%) compared with women in other provinces.

The survey results also indicate a positive relationship betwd€ctoveageandthevo manés aducat i
attainment as shown in Table 9.1 and Figure\@&! educated women are more likely to seek ANC and
aremore likely to be attended to by a health worker than less educated womeB0@vef women with

a higher education ceived ANC compared with 82% of women with no education. Furthermore, 14% of
women with no education did not receive any ANC compared with 3% women with a higher education who

did not receive ANC.

Figure 9.3: Percent distribution of women aged 15i 49 who had alive birth in the five years preceding
the survey and who received antenatal care (ANC) from a skilled provider (SP), and those women
who received no ANC,
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Similarly, ANC isalsolinked witha  w o miiaimg &tatus.Womenliving in households irthe highest
wealth quintilearemore likely toreceive ANC (97%) tan womenriving in households withitthe lowest
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wealth quintile(89%). Nearly9% of womenliving in households ithe loweswealthquintile received no
antenatal care compartmonly 1i 5% of womenliving in other wealth quintil@ouseholds.

Table 9.1: Antenatal care

Percent distribution of women agedd® who had a live birth in the fiweears preceding the survey by antenatal
care (ANC) prader during pregnancy for the most recent birth and the percentage receiving antenatal care from a
skilled provider for the most recent birth, according to background characteristics, Solomon Islands 2015

Antenatal care provide Percentage
receiving
Background Community/ antenatal
characteristic village Traditional care froma Number
Nurse/  Auxiliary health birth No skilled of
Doctor midwife  midwife worker attendant Other Missing | ANC Total providert women
Mother's age
at birth
<20 1.8 87.8 5.4 0.7 0 0 0 43 100 95 272
20¢34 15 87.2 5.5 0.7 0.1 0.1 0.5 43 100 94.2 2,039
35¢49 3.1 84.3 5.3 0 0 0.1 1.9 5.2 100 92.8 497
Birth order
1 1.6 89.7 4.6 0.7 0 0 0.8 2.6 100 95.9 660
2¢3 1.9 87.1 5 0.6 0.2 0.1 0.5 4.7 100 94 1,092
4¢5 15 86.9 5.8 0.8 0.1 0.2 0.9 3.7 100 94.3 673
6+ 2.7 80.3 7.7 0 0 0 0.8 8.4 100 90.8 382
Residence
Urban 3.1 89.2 2.8 12 0 0.1 1.2 2.6 100 95 530
Rural 15 86.2 6.1 0.4 0.1 0.1 0.6 49 100 93.8 2,276
Region
Honara 3.6 90.6 11 18 0 0 1.6 1.3 100 95.2 336
Guadalcanal 45 76.9 7.7 12 0.4 0.5 0.4 8.4 100 89.1 543
Malaita 0.5 84.1 9.4 0.2 0 0 0.4 5.3 100 94 713
Western 0.6 92.1 5.4 0 0.2 0 0.4 1.3 100 98.1 405
Other 11 914 2.4 0.2 0 0 0.9 4 100 94.9 810
provinces
Education
No education 1.2 75.6 5.6 1.3 0.8 0.2 1.2 141 100 82.4 261
Primary 1.6 87 6.1 0.3 0 0.1 0.7 42 100 94.8 1,309
Secondary 15 89.6 5 0.7 0.1 0.1 0.3 2.7 100 96.1 1,084
More than 6.6 82.9 3.6 1 0 0 31 | 28 100 93 152
secondary
Wealth
quintile
Lowest 15 82.3 5.1 0.6 0.3 0.2 1.2 8.8 100 88.9 616
Second 0.4 88.6 5.5 0.4 0 0.3 0 48 100 94.5 575
Middle 1.4 87.1 6.1 0.4 0 0 11 3.8 100 94.6 563
Fourth 1.7 87.4 6.9 0.8 0.2 0 0.3 2.8 100 96 556
Highest 45 89.1 35 0.6 0 0 0.9 1.3 100 97.1 496
Total 1.8 86.7 55 0.6 0.1 0.1 0.7 45 100 94 2,807

Note: If more than one source of ANC was mentioned, only the provider with the highest qualificationsabudatisitered in this t
1Skilled providerlimtes doctor, nurse/midwife, and auxiliary midwife.

9.1.1 Number and timing of antenatal care

In line with WHO guidelines, th&solomon Islands Ministry of Healénd Medical Services recommends
that a woman who is having a normal pregnancy should attenéf@visits, the first of which should
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take place during the first trimestarduring the first 112 weeks of pregnancinformation on ANC visits
and the stage at which pregnant worsleouldseek ANC is presented in Table 9.2.

The results of the surveshows that about seven in ten won(@eso) receival four or moreANC visitsin
their last pregnancy before the survesile about20% had less than theecommended number of ANC
visits before delivery and about 5% never visited an ANC clinic in ZDd%ipaing this result tahe SIDHS
2006 2007, one may conclude that there has been minimptovament in the level of ANC services
provided inthelast eight years. Ithe SIDHS 20062007, about65% of women aged 1%!9 had four or
moreANC visits during theimost recent birth before the survey (Fig. 9.4).

Figure 9.4: Percent distribution of women aged 157 49 who had alive birth in the five years preceding
a survey according to the number of ANC visits, SIDHS 20067 2007 and SIDHS 2015
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Table 9.2 also shows thiistribution of women by urban and rural areas and by the total number of ANC
visits, with women in urban areas more likely to make four or more ANC visits during their pregnancy than
women in rural areas. As illustrated, 72% of women in urban areasuradNC visits compared with 68%

of women in rural areas. Those women who did not visit an ANC clinic during their pregnancy stage coupled
with those who had less than four ANC visits accounted for about 26% of rural women but only 18% of
urban women.

It is recommended that ANC visit for pregnant women should take place as early as or during the first
trimester (i.e. the firstill2 weeks or in the first to third month of pregnan@yhble 9.2 indicatelate ANC

visits among Solomon Island women, with thajonity of them making their first ANC visit between the
fourth and seventh month of pregnancy, 40% visiting an ANC while they were four to five months pregnant
and another 34% of women visiting an ANC for the first time when theysiete seven month@egnant.

The median gestational age when womeilerthaeir firstANC visit is 5.6 monthsindicating that most

women were at risk during their pregnancy because the opportunity for early diagnosis was lost and proper
treatment and protection from havingther complications would be provided ldtecomparing these data

with the 20061 2007DHS, it is quite obvious that verttle progresshas been made in terms of provision

of ANC services in the country.
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Table 9.2: Number of antenatal care visits and timing of first visit

Percent distribution of women aged® who had a live birth in the five years preceding the survey by number of
antenatal care (ANC) visits for the most recent live birth, and by the timing of the first visit, and among wthmen wi
ANC, median months pregnant at first visit, according to residence, Solomon Islands 2015

Residence

Number and timing of ANC visit
Urban Rural | Total

Number of ANC visits

None 3.3 5.3 4.9
1 15 3.1 2.8
2¢3 12.8 17.8 16.8
4+ 72.3 68.1 68.9
Don't know/missing 10.2 5.7 6.6
Total 100 100 100

Number of months pregnant at
time of first ANC visit

No antenatal care 3.3 5.3 4.9
<4 14 17.4 16.7
4¢h 40.8 40 40.2
6¢7 37 329 33.7
8+ 4 3.9 3.9
Don't know/missing 0.9 0.5 0.6
Total 100 100 100
Number of women 530 2,276 | 2,807

Median months pregnant at first
visit (for those with ANC)

Number of women with ANC 513 2,156 | 2,670

5.7 5.6 5.6

9.1.2 Components of antenatal care

In Solomon Islands, it is recommended that every pregnant wirnaive the following services: height
and weight measurements, blood pressure measurement, iron tablets, tetanus toxoidatimmuni
abdominal examination, and pregnancy consultaiwaior counsding. As part of her antenatal care, a
woman also shoulde informed of the signs of pregnancy complications and give blood asdamiples.

Similar to theSIDHS 20062007, the SIDHS 2015also collected information from women aged 4%

about the type of ANC care they received during pregnancy with theit teeehirth. Table 9.3 presents

the percentage of women who had a live birth in the five years preceding the survey who took iron tablets
and intestinal parasite drugs. The table also shows the percentage of women who were informed about signs
of pregnang complications as well as those receivinggkected routine ANC servicéihe SIDHS 2015

results show that, with the exception of intestinal parasite drugs, the majority of women received the
minimum ANC during their most recent live birth before thevey as illustrated in Figure 9.3. Among
women who received ANC for their most recent birth in the five years preceding the survey, the majority
(more than 90%) had their blood pressure measured and urine sample tested; another 81% were informed
of signsof pregnancy complications, while 85% had their blood tested. Among women with a live birth in

the five years preceding the survey, 88% took iron tablets or syrup. Only 49% took intestinal parasite drugs.
Islands

The SIDHS 2015 results show that, with eheeption of intestinal parasite drugs, the majority of women
received the minimum ANC during their most recent live birth before the survey as illustrated in Figure 9.3.
Among women who received ANC for their most recent birth in the five years pred¢bédisgrvey, the

majority (more than 90%) had their blood pressure measured and urine sample tested; another 81% were
informed of signs of pregnancy complications, while 85% had their blood tested. Among women with a live
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birth in the five years preceditige survey, 88% took iron tablets or syrup. Only 49% took intestinal parasite
drugs.

There is evidence that the components of ANC services are not equally received by all women when looking

at the distribution of ANC by tookiran&lelsor syrup,avkngen o u n d .
aged 3549 while pregnant, women with two to three or more than six births, women living in Guadalcanal

and Malaita, women with no education or only a primary education, and women living in the lowest wealth
quintile housholds were the least likely to take iron tablets or syrup. This pattern is similar among women

who took intestinal parasite drugs, with Malaita Province reporting the lowest percentage of women taking
intestinal parasite drugs (30%) of all the provinces.

Among women who were informed of signs of pregnancy complications, the most disadvantaged group of
women were those living in rural areas, women residing in other provinces, women with no and little
education, and women in the lowest and second lowesthaegaihtile households. Furthermore, women

with high birth order children, women in rural areas, women from other provinces, women with lower
education and from the lowest wealth quintile are less likely to have their urine and blood tested. There was
little difference among women having their blood pressure measured by background characteristics.

Figure 9.5: Percent distribution of women aged 157 49 who had alive birth in the five years preceding
the survey and who received specific antenatal care (ANC) services, Solomon Islands 2015
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In summary, theurveyresults show that a full range of AN€rviceds being providedHowever, vhile
the coverage adit leastfour ANC visits made during pregnangy fairly high concerted efforts arstill
needed to immve the timing offirst ANC visits andthe quality of ANC services being provided
particularly ineducathg women about thearly signs of pregnancy complicaticersd the importance of
takinganti-helminthic drugs. Weight @nimportant component @nANC visit becausé& measuresdetal
growthy however, because thigas not included in th8IDHS 2015ANC components questionnaire, no
dataareavailable.
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Table 9.3: Components of antenatal care

Among women aged X389 with a live birth in the five yemupreceding the survey, the percentage who took iron
tablets or syrup and drugs for intestinal parasites during the pregnancy of the most recent birth, and among women
receiving antenatal care (ANC) for the most recent live birth in the five years pretieglisurvey, the percentage
receiving specific antenatal services, according to background characteristics, Solomon Islands 2015

Among women with a live birth in

the past five years, the percentage

who during the pregnancy otheir Among women who received antenatal care for their most recen

last birth: birth in the past five years, the percentage with selected services
Background Number of
characteristics women Number of
Took Took with a live Informed of women with
iron intestinal  birth in the signs of Blood Urine Blood ANC for their

tablets parasite pastfive pregnancy pressure  sample sample most recent

or syrup drugs years complications measured taken taken birth
Mother's age at
birth
<20 90.4 41 272 80.1 98.1 94.3 87.7 260
20¢34 88.1 48.9 2,039 80.5 97.5 934 84.8 1,944
35¢49 87 54.3 497 81.6 98.1 94.8 86.3 466
Birth order
1 91.7 47.3 660 80.9 98.3 94.4 88.4 639
2¢3 87.4 46.8 1,092 80.6 97.6 93.9 84.6 1,038
4¢5 89.1 53.4 673 80.8 97.5 924.1 85 644
6+ 82.1 514 382 799 97 91.2 82.8 349
Residence
Urban 91.7 56.2 530 87.5 99.5 98.5 96.9 513
Rural 87.3 47.5 2,276 79 97.3 92.6 82.6 2,156
Region
Honiara 93.2 55.7 336 88.2 99.8 99.5 98.1 329
Guadalcanal 82 57.2 543 77.7 97.5 96.7 89.2 497
Malaita 85 30.3 713 83.3 97.7 94.6 84.8 672
Western 96 60.3 405 85.4 98.6 97.8 94.1 398
Other provinces 88.9 51.9 810 74.4 96.4 86.6 73.5 774
Education
No education 77.9 33.9 261 77.2 95.5 87.5 77.5 224
Primary 88.5 49.4 1,309 79 97.1 92.5 84.5 1,248
Secondary 90.1 51.1 1,084 82.7 98.6 96 87.3 1,052
gﬂe%fntg:rr; 88.9 59.6 152 85.2 99 97.7 90.8 145
Wealth quintile
Lowest 81.3 44 616 74.8 96.1 89.9 78 557
Second 88.7 47.9 575 78.1 96.9 92.6 81.4 547
Middle 88.6 453 563 80.1 97.5 93.6 85.8 538
Fourth 91.6 51.2 556 84.2 98.3 94.5 87.7 540
Highest 91.5 58.9 496 86.8 99.8 98.6 95.2 487
Total 88.1 49.1 2,807 80.6 97.7 93.7 85.4 2,670

9.1.3 Tetanus toxoid injections

Neonatal tetanus is a leading cause of neonatal death in dagetopintries, where a high proportion of
deliveries are conducted at home or in places where hygienic conditions may be poor. Tetanus toxoid (TT)
immunisation is given to pregnant women to previeatbaby frormeonatal tetanus. For full protection, a
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preghant woman needs two doses of TT dutiry first pregnancyand one dose of TT in each of her
subsequent pregnanciétowever, if a woman was immunised before she became pregnant, she may require
one or no TT injections durirthatpregnancy, depending ¢ime number of injections she has received and

the timing of the last injection.

For a woman to have lifetime protection, five doses of TT are required, two of which should be taken in the
first pregnancy while one dose must be taken in each of the sutige@gmancies until the fourth pregnancy.

The SIDHS 2015collected data on whether or not women received at least two TT injections during
pregnancy, and whether or not the last live births before the survey were protected against neonatal tetanus.

Table 9.4: Tetanus toxoid injections

Among mothers aged t89 with a live birth in the five years preceding the survey, the percentage receiving two or
more tetanus toxoid injections during the pregnancy for the last live birth and the percentage whdise bisth
was protected against neonatal tetanus, according to background characteristics, Solomon Islands 2015

Percentage receiving two  Percentage whose last

Background characteristiq or more injections during birth was protected Number of
last pregnancy againstneonatal tetanus mothers

Mother's age at birth
<20 29.8 47.1 272
20¢34 22 53.7 2,039
35¢49 225 58.2 497
Birth order
1 34 43 660
2¢3 19.6 58.1 1,092
4¢5 20.7 59.3 673
6+ 16.7 50.9 382
Residence
Urban 23.6 53.2 530
Rurd 22.7 54 2,276
Region
Honiara 20 49.1 336
Guadalcanal 25.2 53.3 543
Malaita 17 44.3 713
Western 29.4 64 405
Other provinces 24.3 59.4 810
Education
No education 20.2 46.1 261
Primary 21.9 55.8 1,309
Secondary 24.6 52.6 1,084
More than secondary 23.1 58.7 152
Wealth quintile
Lowest 20.2 51.7 616
Second 21.7 525 575
Middle 26.6 56.3 563
Fourth 23.7 55 556
Highest 221 53.8 496
Total 22.8 53.8 2,807

About 23% of women aged 1%19 received two or more injections of Tn their last pregnanay the five

years preceding the survey, whilé% of women reported that their most recent live birth was protected
against neonatal tetanus. This result clearly shows that TT coverage in Solomon Islands is very low,
signifying that a significant portion of babies are born without being protected against neonatal tetanus.



The proportion of mothers agedi¥® who received two or more TT injections shows some variation by
background characteristics. For instance, older mothersersadlith 6 or more births, mothers from rural

areas, and mothers living in Malaita are the least likely to receive two or more injections of TT during their

last pregnancy. The proportion of mothers receiving two or more TT injections appears to bagncreas
with the increasing |l evel of a motherds educati o
proportion of women receiving two or more TT injections is lowest among mothers in the lowest quintile
households while the highest proportiomaimen receiving TT injections is reported among women in the

middle wealth quintile households

Comparing the results of SIDHS 2015 with those of the SIDHSI2007, it is evident that there was little
change in the overall TT coverage and/or coveradgleomost recent birth from neonatal tetanus. Again,

this further supports the argument that ANC services in Solomon Islands have been stable for the past eight
years.

9.2 DELIVERY

9.2.1 Place of delivery

Some of the factors associated with birth outcome includeléice where a mother delivers her baby, the
disinfection practices used there, the equipment available, and the skills and performance of those who assist
the woman. Table 9.5 shows the distribution of live births in the five years preceding the syneeg of

delivery and background characteristics of the mother.

Overall, &% of births occurred at health facilitieg6% occurred at a public health centre, 8% took place

in a private health centre, and anoth&¥o of birthswere reported to takgace ahome. According to Table

9.5, younger mothers are more likely to give birth in a health facility than older wéoeaxample, 8%

of womenagedless than 20 gave birth at a health facility compared with 82% of women aigtdl 85

such, the reverse patn was observed for the percent distribution of births occurring at home, with the
proportion of women giving birth at home increasing from 12% among young mothers to 15% among older
mothers.

Women with fewer previous children are more likely to givéhtat a health facility than women with many
children. The percentage of births occurring at
of mothers with one child giving birth at health facilities to 29% of mothers with more than fiveenhild

(Table 9.5 and Fig. 9.7).

TheSIDHS 2015lso found that the proportion of women giving birth at a health facility increases with the
number ofANC visits a woman completed before she gave birth. The percentage of women who gave birth
at home decreasas the number of ANC visits completed before delivery increases. This finding clearly
indicates that women who never attended ANC clinics are more likely to give birth at home than women
who were able to attend more ANC clinics; 44% of women who had\'® VAsits and who delivered at

home, and 90% of women completing the recommended number of ANC visits and who delivered at health
facilities (Table 9.5 and Fig. 9.8).

The proportion of births occurring in a health facility is higher in urban areés) @an in rural areas
(82%). As such, home births are higher in rural areas and are more common among rural women living in
Guadalcanal, Malaita and other provinces with the corresponding percent of 19%, 18% and 16%.

TheSIDHS 2015%a | s 0 r e v e al ducatidma dttainmentreay ldage a direct influence on where
she would deliver her baby. The proportion of women giving birth at a health facility increases along with

t he womandéds education | evel, from 6 8 %acilityfto 9686 me n  wi
of women with more than a secondary education. The proportion of women giving birth at home decreases
with a womandés education | evel, with 29% of womer

only 2% of women with a higher eduitat delivering at home (Table 9.5 and Fig. 9.9). A similar pattern is
noticeable among women living in different wealth quintile households.

When comparing the results of t88OHS 20062007to those of th&IDHS 2015it was observed that there
was no sigificant change in the overall percentage of births occurring both at home and at the health facility.
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Table 9.5: Place of delivery

Percent distribution of live births in the five years preceding the survey by place of delivery and percentagd deli
in a health facility, according to background characteristics, Solomon Islands 2015

Health facility

Background Percentage
characteristic Public  Private deliveredina Number
sector sector | Home Other Missing  Total health facility  of births
Mother's age at birth
<20 78.7 9 11.5 0 0.7 100 87.8 463
20¢34 76.3 8.2 135 0.3 1.6 100 84.5 3,051
35¢49 73.3 8.8 15.3 0.7 1.9 100 82 606
Birth order
1 82.8 9.1 6.2 0.1 1.8 100 91.9 1,054
2¢3 77.4 8 12.9 0.3 14 100 85.4 1,616
4¢5 74.3 8.8 14.8 0.3 1.8 100 83.1 941
6+ 61.4 7.9 28.7 11 1 100 69.2 509
Antenatal care visits
None 47.3 3.8 43.9 0 4.9 100 51.2 137
1¢3 70.2 11.6 17.2 0.8 0.2 100 81.8 552
4+ 81.7 8.4 9.3 0.3 0.3 100 90.1 1,933
Don't know/missing 83.4 8.7 7.3 0.6 0 100 92.1 185
Residence
Urban 91.5 3.9 2.3 0.2 21 100 95.4 738
Rural 72.8 9.4 16 04 14 100 82.2 3,382
Region
Honiara 95.5 0.2 1.8 0.2 2.4 100 95.7 464
Guadalcanal 64.1 15.4 19.1 0.3 11 100 79.5 798
Malaita 70.1 10 17.8 0.7 14 100 80.1 1,109
Western 76.4 194 2.9 0.1 1.2 100 95.8 560
Other provinces 82.1 0.3 15.5 0.4 1.8 100 82.4 1,187
Mother's education
No education 58.5 9.6 28.6 0.7 2.6 100 68.1 402
Primary 72.7 8.9 16.4 0.3 1.7 100 81.5 1,958
Secondary 83.2 7.8 7.6 0.3 11 100 91 1,553
More than secondary 89.6 6.4 2.2 0.3 15 100 96 206
Wealth quintile
Lowest 63.8 55 28.7 0.2 1.7 100 69.3 957
Second 76.8 8.4 12.9 0.6 1.2 100 85.2 857
Middle 75.7 125 9.5 0.5 1.8 100 88.2 827
Fourth 78.3 10.2 9.8 0.2 15 100 88.4 795
Highest 90.5 5.6 24 0.2 1.4 100 96.1 684
Total 76.1 8.4 13.6 0.4 15 100 84.5 4,119

LIncludes only the most recent birth in the five years preceding the survey

Figure 9.6: Percent distribution of women aged 151 49 who had alive birth in the five years preceding
bi rt,Bolommpordisldnds 206t her 6 s age at

the survey
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Figure 9.7: Percent distribution of women aged 1571 49 who had alive birth in the five years preceding
the survey by place of birth and by birth order, Solomon Islands 2015
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Figure 9.8: Percent distribution of women aged 15i 49 who had alive birth in the five years preceding
the survey by place of birth and by number of antenatal care visits, Solomon Islands 2015
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In addition to placef birth, assistance during childbirth is an important variable that influences the birth outcome
and the health of the mother and infarite skills and performance of the birth attendant determine whether or
not he or she can manage complications arsgrob hygienic practices. Table &6d Figure 9.1@how the
distribution of live births in the five years preceding the survethéperson providing assistance, according to
background characteristics of the mother.

Overall,about86% of deliverieswereassisted by a skilled provider. Abal® of birthsweredelivered with the

assistance of a doctoR% wereassisted by a nuree midwife, and 186 were assisted by a nuraal, while 2%

of birthswere assisted by a traditional birth attendant or commineialthcare worker. Less tha¥ bf mothers
received no assistance during childbi@@mly 6% of births were delivered by caesarean section.

Women giving birth elsewhere than the health centres, mothers living in rural areas, mothers from other
provinces mothers with no or low education, and mothers residing in the lowest wealth quintile households are
less likely to receive assistance by a skilled provider.

Moreover, Figures 9.11 and 9.12 further illustrate the percent of births assisted by skilledlaét n t s
age at birth and by birth orderoMnger womerare more likely to give birth in a health facility where either a
doctor, registered nurse or midwife, or nurse aide will attend them as opposed to older women who are more
likely than yourger women to give birth at home with the help of a relative, a traditional birth attendant, or give
birth by themselves.

by mot h

Mothers with fewer children are more likely to be assisted by a skilled provider than mothers with six or more
children. Mothers wittmore than 6 children are more likely to opt for traditional birth attendants or a relative to
assist them during delivery. This indicates that seeking assistance from a skilled birth provider during delivery
w 0 mg wotnen infhé cakegoyy atigreater riskaofshavig conpplications n
during delivery. This may contribute to more maternal deaths and/or stillbirths in the country.

di mi

ni

shes

as

a

Furthermore, births assisted by skilled providers are more common among mothers who have trehrfour
ANC visits (91%), mothers in urban areas (96%), mothers living in Honiara (97%) and Western Province (97%),
mothers with more than a secondary education (97%) and women living in the highest wealth quintile households

(96%).
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Table 9.6: Assistance during delivery

Percent distribution of live births in the five years preceding the survey by person providing assistance during delivery,
percentage of birth assisted by a skilled provider and percentage delivered by caesatiam accaling to

background characteristics, Solomon Islands 2015

Person providing assistance during delivery
Background o N Pt_ercentage
characteristic Mldwlfe/ Traqmonal _ Don't dellve_red by a P_ercentage
Registered birth Relative/ know/ skilled delivered by G Number
Doctor nurse  Nurse aic attendant other No one missing Total providert section  of births
Mother's age at
birth
<20 3.7 72.7 11.8 1 9.4 0.4 1 100 88.2 6.6 463
20¢34 3.5 72.6 10.1 2 9.5 0.5 1.9 100 86.1 5.7 3,051
35¢49 5.6 683 11.2 3.1 8.2 0.9 2.7 100 85.1 6.4 606
Birth order
1 4.4 78.1 10.3 1.2 3.8 0 2.2 100 92.8 8.3 1,054
2¢3 3.6 73.8 9.7 1.7 9.7 0.1 1.4 100 87.1 5.3 1,616
4c5 3.9 68.6 12.7 1.7 10.5 0.4 2.2 100 85.2 4.6 941
6+ 3.1 59.7 8.8 5.7 17.3 3.1 2.3 100 71.6 5.1 509
Antenatal care
visitst
None 3.5 40.5 9.7 10.9 30.5 0 4.9 100 53.7 6.9 137
1¢3 3.3 70.9 10.4 3 11.2 0.3 1 100 84.6 6.9 552
4+ 4.3 76.8 10 1 6.8 0.6 0.6 100 91.1 6.9 1,933
r?fi’sns'fnzno""/ 5.9 75.4 12.8 4 1.9 0 0 100 94 33 185
Place of delivery
Health facility 4.3 82.8 11.8 0 0.5 0 0.6 100 98.9 7 3,482
Elsewhere 11 13.1 3.1 14.6 63.5 3.8 0.8 100 17.4 0 574
Missing 2.9 10.2 1.7 0 2.4 0 82.8 100 14.8 0 63
Residence
Urban 7 86.2 2.8 0.2 15 0 2.3 100 96 7.9 738
Rural 3.1 68.8 12.1 2.5 11 0.6 1.8 100 84.1 5.4 3,382
Region
Honiara 6.5 88.6 1.9 0.2 1 0 1.8 100 97 7.1 464
Guadalcanal 7.8 64.1 8.2 5.4 11.6 0.1 2.8 100 80.1 5.4 798
Malaita 15 67.8 11.8 14 15.5 0.6 1.3 100 81.1 6.6 1,109
Western 2.1 79.5 15.1 1 0.7 0.2 1.4 100 96.7 7.5 560
Other provinces 3 71 11.8 1.7 9.2 1.1 2.1 100 85.9 4.3 1,187
Mother's
education
No education 25 53.6 13 4.7 23.7 0.3 2.2 100 69 3.6 402
Primary 3.1 70 11 2.3 10.4 1 2.2 100 84.1 45 1,958
Secondary 4.3 77.5 10 1.3 5.4 0 15 100 91.8 7.7 1,553
Z’Iec(’:roen?;r; 9.3 84.4 3.1 0.7 0.7 0 17 100 96.9 10.3 206
Wealth quintile
Lowest 2.7 54.6 14.8 4.1 20.6 1 2.3 100 72 3.2 957
Second 2.7 72.4 11.6 2.4 9.3 0.4 1.2 100 86.7 6.1 857
Middle 3.5 75.3 11.2 1.6 5.6 0.1 2.6 100 90 6.3 827
Fourth 3.5 79.3 7.6 1.3 6 0.9 1.4 100 90.4 7.4 795
Highest 7.7 83.2 5.3 0.3 1.7 0 1.9 100 96.2 7.1 684
Total 3.8 71.9 10.4 2.1 9.3 0.5 1.9 100 86.2 5.9 4,119

Note: If the nesndent mentioned more than one person attending during delivery, only the most qualified person is cditidered in this tabula

1Skilled provider includes doctor, midwife, registered nurse, nurse aid.
2Includes only the most recent birtHiirethears preceding the survey.
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Figure 9.10: Percent distribution of women aged 157149 who had a live birth in the five years
preceding the survey by the type of person providing delivery assistance, Solomon Islands 2015
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Figure 9.11: Percent distribution of women aged 15149 who had a live birth in the five years
preceding the survey with the birth attended to by a skilled provider, by mot her 6s age at
Solomon Islands 2015
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Figure 9.12: Percent distribution of women aged 15149 who had a live birth in the five years
preceding the survey with the birth attended to by a skilled provider, by birth order, Solomon Islands
2015
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93 POSTNATAL CARE

Postpartum care is important for both the mother and the child for treatogmplications arising from

the celivery as well as for providing the mother with important information on family planning, personal
hygiene, nutrition and breast feeding and, how to care for her child. The postpartum period, also known as
the puerperium, is defined as the time betwedéwedg of the placenta and 42 days 6 weeks) following

delivery. The timing of postpartum care is important. The first two days after delivery are bateaalke

most maternal and neonatal deaths occur during this period. The Solomon Islands ©Gsieeines and
theWHO recommend that a mother should attend postpartum care during the puerperal period to check for
possible complications. Through the provision of integrated services, the Ministry of Health and Medical
Services recommends that motherceive postpartum care immediately, and when they bring their infants
for immunisation asix weeks.

In the SIDHS 2015 the extent of postnatal care was determined by asking mothers whether they had
received a health check after the delivery of theit ldrththat occurredn the five years preceding the
survey, when they received the fibstnatalcheckup, and what type of health provider they saw for
postnatal care.

9.3.1 Timing of first postnatal checkup for mother

Table 9.7 shows the timing of the fipostpartum checkup by background characteasiitthe percentage
of women with a postnatal checkup in the first two days after Bibthut 69% of women had their postnatal
check up in the first two days after birth, out of which 44% received postpasre within less than four
hours after birth and another 19% of wometeivedoostpartum careithin one to two days after delivery.
Another 21% of women claimed they did not receive any postpartum care after their last birth.

Youngerwomen, women witlfiour to five children urban women, bettexducated women, amgdbmenin
the highest wealth quintiltouseholds we more likely tareceivepostpartum care.

Comparisons across the provinces also show that postpartum care is highest among women in Honiara
(90%) and Western Province (73%), and very low among women in Guadalcanal (62%) and other provinces
(61%). In comparison to th&IDHS 20062007, postpartum checkup services in Solomon Islands show
some improvement, with more women receiving postpartunicesrin 2015.
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Table 9.7: Timing of first postnatal checkup

Among women aged 139 giving birth in the two years preceding the survey, the percent distribution of the mother's
first postnatal checkup for the last live birth by time after delivery, ardotrcentage of women with a live birth in

the two years preceding the survey who received a postnatal checkup in the first two days after giving birth, according
to background characteristics, Solomon Islands 2015

Time afte delivery of mother's first postnatal
checkup
Background Percentage of women
characteristic Less Don't No with a postnatal Number
than4 4¢23 1¢2 3¢6 7c¢41 know/ postnatal checkup in the first two of
hours hours days days days missing | checkug  Total days after birth women
Mother's age at
birth
<20 45.5 6.7 181 2.6 4.3 1.3 214 100 70.4 166
20¢34 43 5.8 20 4.8 3.7 2.2 20.4 100 68.9 1,205
35¢49 46.4 4.8 138 1.9 6.3 2.2 24.6 100 65 244
Birth order
1 42.7 7.6 187 4.7 4.6 15 20.2 100 68.9 400
2¢3 45.5 5.4 185 4.3 3.3 25 20.5 100 69.5 641
4¢5 46.6 4.4 20.7 4.2 4.8 2.6 16.7 100 717 381
6+ 34.7 6.1 17 2.2 4.7 1.6 33.6 100 57.8 193
Place of
delivery
Health facility 48.4 6.7 20 3.8 4.4 2.2 14.5 100 75.2 1,380
Elsewhere 16.7 0.5 128 6.4 2.7 2 58.9 100 30 227
Missing 0 0 0 0 0 0 100 100 0 8
Residence
Urban 46.7 134 226 25 4.1 1.9 8.8 100 82.7 291
Rural 43.1 4.1 181 45 4.2 2.2 23.8 100 65.3 1,324
Region
Honiara 50.7 159 231 17 1.2 1.7 5.6 100 89.7 182
Guadalcanal 375 3.2 20.8 5.2 7.1 11 25.1 100 61.5 301
Malaita 51 7.2 121 1.2 1 0.7 26.8 100 70.3 420
Western 49.5 3.6 19.2 31 9.3 3.8 11.5 100 72.6 238
Other provinces| 35.8 3.3 22 7.6 3.6 34 24.3 100 61 474
Education
No edication 40.1 3 145 26 4.7 2.7 32.4 100 57.6 145
Primary 42.9 5.6 179 4.2 2.7 25 24.1 100 66.5 699
Secondary 44.4 6.4 208 4.1 5.3 1.9 17.1 100 71.6 680
Zﬂeocrsnt::r’; 52 63 189 6 6.1 05 10.1 100 772 9%
Wealth quintile
Lowest 30.5 4.2 16.2 81 4.6 2.7 33.7 100 50.8 378
Second 42.4 5.6 19.7 33 3 1.9 24 100 67.7 337
Middle 52.5 4.7 154 26 4.6 2 18.3 100 72.5 305
Fourth 48.3 4.8 20 4.4 4 2.8 15.8 100 73.1 318
Highest 48.7 104 242 13 4.7 1 9.7 100 83.6 277
Total 438 5.8 189 41 4.2 2.1 21.1 100 68.5 1,615

LIncludes women who receivb@ekup after 41 days.
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9.3.2 Provider of first postnatal checkupfor mother

The type of provider for postpartum care was assessed. This is important because the skills of a provider
detemine the ability to diagnose problems and to recommend appropriate treatment or referral. Table 9.8

shows that 61% of women received postpartum care from a doctor, nurse or midwife, while 6% received

postpartum care from a nurse aide, and less than Y¥ofteer healthcare professionals, including traditional

birth attendants. About 32% of women did not have a postpartum check up in the first two days after birth.

Table 9.8: Type of provider of first postnatal checkup for the mother

Among women aged X389 giving birth in the two years preceding the survey, the percent distribution by type of
provider of the mother's first postnatal health check in the two days after the last live birth, according to background
characteristics, Solomon Islands 2015

Type of health provider of mother's first postnatal
checkup
Backgound No postnatal
characteristic Community/v  Traditional | checkup in the Number
Doctor/midwife/  Nurse illage health birth first two days of
registered nurse  aid worker attendant after birth Total women
Mother's age at
birth
<20 61.7 8.7 0 0 29.6 100 166
20¢34 61.3 6.1 0.1 14 31.1 100 1,205
35¢49 58.5 6.5 0 0 35 100 244
Birth order
1 61.8 6.4 0 0.7 311 100 400
2¢3 63.4 5 0 11 30.5 100 641
4¢5 59.4 10.5 0.3 15 28.3 100 381
6+ 54 3.1 0 0.8 42.2 100 193
Place of delivery
Health facility 68.2 6.9 0 0.1 24.8 100 1,380
Elsewhere 19.1 3.6 0.5 6.8 70 100 227
Missing 0 0 0 0 100 100 8
Residence
Urban 80.3 2.2 0 0.1 17.3 100 291
Rural 56.7 7.3 0.1 1.3 34.7 100 1,324
Region
Honiara 87.7 2.1 0 0 10.3 100 182
Guadalcanal 55.8 4.5 0.4 0.7 38.5 100 301
Malaita 60.3 8.7 0 1.3 29.7 100 420
Western 65.2 7.4 0 0 27.4 100 238
Other provinces 52.3 6.7 0 2 39 100 474
Education
No educéion 48.2 8.4 0 1 42.4 100 145
Primary 58.4 6.2 0.2 1.8 335 100 699
Secondary 64.2 6.9 0 0.4 28.4 100 680
More than 76.3 1 0 0 22.8 100 90
secondary
Wealth quintile
Lowest 38.5 9.2 0 3.1 49.2 100 378
Second 59.2 7.5 0 1 32.3 100 337
Middle 67.6 4.9 0 0 275 100 305
Fourth 66 6.5 0 0.6 26.9 100 318
Highest 80.5 2.7 0.4 0 16.4 100 277
Total 60.9 6.4 0.1 1 315 100 1,615
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Women aged less than 20 yeavsymen who gave birth to their second and third child, urban
women,womenwith a secondary education amidgher, womenin the highest wealth quintile, and women
in Honiara are more likely to receive postpartum care from skilled professionals.

A comparison across the provinces shows that postpartum checks by ahsldltacgprovider varies but is

lowest in Guadalcanal (56%) and other provinces (52%). These two provinces also account for the highest
proportion of women with no postnatal checkup in the first two days after birth. The proportion of women
with no postnatatheckup is also higher among older women, women with six or more children, women
who delivered somewhere other than a health centre, women with no education or just a primary education,
and women in the lowest wealth quintile households.

Women agd 20i 34, women with four to five children, women rural areas, womewith only aprimary
educationand women in the lowest wealth quintileuseholdsverethe most likely toseek postpartum
care froma traditional birth attendanflso, women from the lowest \aéh quintile households, women
with no formal education, and women in Malalfdestern and other provinces and women in rural areas
were most likely to seek postpartum care from the nurse aide.

94 NEWBORN CARE

9.4.1 Timing of first postnatal checkup for newbom

Newborn care is very important for a newborn infagttausé is a crucial periodor improvingt he chi | d 6 s
chances for survival and to lftye foundation fora healthy life. Earlyessentiaihewborn care is the initial

care provided by healthcaresenice at birth forthe prevention of infections and treating complications

arising from deliveryThe WHO states that a newborn infant or neonate is a chiak is lesshan28 days

old. These first 28 dayepresent the highest risk of dying fbe child Therefore, it isritical that proper

care is provided at the appropriate time duthgpostpartum checkup took for possible complications.

Through the provision of integrated services, the Ministry of Health and Medical Services recommends that
newlorns receive neonatal care immediatdtgrdelivery andat thefirst postnatal checkup.

Table 9.9shows the distribution of last births in the two years preceding the survey by time after birth of
first postnatal checkup, and the percentage of birtlsanpbstnatal checkup in the first two days after birth,
according to background characteristics

Overall, 82% of neonates did not receive postnatal newborn care (this includes newborns that received care
after the first week) while only 15.6% of birthsldeceive newborn care as part of a postnatal checkup within

the first two days after birth. Of the total births receiving newborn care, 8% received postnatal newborn care
within four hours and a further 8% received postpartum newborn care in thedgsbad day.

Neonats of women agé 20i 34, women witHour or five childrenurban women, betteducated women,
and those in the fourth and highest wealth quihtleseholdsire more likely tgeceivepostnatal newborn
care withinanhourafter birth.

The proportion of neonatesho donot receie postnatal newborn care checksfighestamong young

and older mothers, women who have six or more children, women living in rural areas, women living in
Western Province, women with a low level of educatiord aomen in the lowest wealth quintile
households.
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Table 9.9: Timing of first postnatal checkup for the newborn

Percent distribution of last births in the two years preceding the survey by time after birth of first postnatal checkup,
and the percentagef births with a postnatal checkup in the first two days after birth, according to background
characteristics, Solomon Islands 2015

Time after birth of newborn's first postnatal
checkup

Percentage of

charatirisic births with a

Less Don't No postnatal checkup

than 1 1¢3 423 1¢2 3¢6 know/ | postnatal in the first two Number

hour hours hours days days missing| checkup Total days after birth of births
Mother's age at birth
<20 2.1 4.8 2 51 22 0 83.9 100 14 166
20¢34 2.9 5 14 6.7 1.9 0.5 81.6 100 16 1,205
35¢49 1.8 5.6 0.7 6.8 15 0.6 83 100 14.9 244
Birth order
1 2.9 5.5 2.2 71 21 0 80.1 100 17.7 400
2¢3 2.8 4.5 13 6.8 1.6 0.4 82.6 100 15.4 641
4c5 3.1 5.4 0.9 57 23 12 815 100 151 381
6+ 0.8 5.4 0.4 6.3 1.2 0.6 85.4 100 12.8 193
Place of delivery
Health facility 3 5.7 14 6.6 1.2 0.5 81.6 100 16.8 1,380
Elsewhere 0.4 15 0.7 6 6.1 0.6 84.8 100 8.5 227
Missing 0 0 0 108 O 0 89.2 100 10.8 8
Residence
Urban 3.3 11 34 10 15 0.2 70.5 100 27.7 291
Rural 25 3.8 0.9 58 19 0.5 84.6 100 12.9 1,324
Region
Honiara 4.7 13.1 43 113 21 0 64.5 100 335 182
Guadalcanal 0.2 49 0.9 73 26 0.8 83.3 100 13.3 301
Malaita 0.4 4.6 11 84 19 0.5 83.1 100 14.6 420
Western 4.8 2.1 0.6 2 1.6 0 88.9 100 9.5 238
Other provinces 4.3 4 1 49 14 0.7 83.8 100 14.2 474
Mother's education
No education 0 6 1.9 45 15 0 86.1 100 12.4 145
Primary 1.8 35 0.7 6.9 1.7 0.4 85 100 12.9 699
Secondary 3.9 5.8 17 69 23 0.7 78.7 100 18.3 680
More than secondary 4.2 10.7 2.4 4.1 0 0 78.6 100 21.4 90
Wealth quintile
Lowest 12 2 14 43 238 0 88.3 100 8.9 378
Second 2.8 3.2 0 6 2.6 1.6 83.9 100 12 337
Middle 2.7 4.9 17 7 1 0.4 82.3 100 16.3 305
Fourth 3.6 7.3 17 7.7 09 0 78.8 100 20.3 318
Highest 3.1 9.1 2.1 86 1.8 0.5 74.8 100 22.8 277
Total 2.6 5.1 1.3 6.5 1.9 0.5 82.1 100 15.6 1,615

LIncludes newborns who received a chéekipe first week.

9.4.2 Provider of first postnatal checkup for newborn

The type of provider of the first postnatal checkup is crucial given that failure to detect complications could
potentially be fatal in this important period. Again, the ability to detect such complicaiwh$y recommend
appropriat treatment or referralepends on the knowledge and skills of the provider undertaking the checkup.
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Table 9.1Gshows thalistribution of births in the two years preceding the survelys of provider of the
n e wb ofirsh @ostnatal health chegf during the two days after the last live birth, according to
background characteristics

Table 9.10: Type of provider of first postnatal checkup for the newborn

Percent distribution of last births in the two years preceding the survey by type of provilerrafwborn's first
postnatal health check during the two days after the last live birth, according to background characteristics, Solomon
Islands 2015

Type of health provider of newborn's first

Background postnatal checkup
characteristic Traditional No postnatal Number

Doctor/midwife/ Nurse birth checkup in the first of

registered nurse aid attendant two days after birth  Total births
Mother's age at birth
<20 13 1 0 86 100 166
20¢34 14.7 1 0.2 84 100 1,205
35¢49 12.7 2.2 0 85.1 100 244
Birth order
1 16.4 1.3 0 82.3 100 400
2¢3 13.8 1.2 0.3 84.6 100 641
4¢5 145 0.5 0 84.9 100 381
6+ 10.7 21 0 87.2 100 193
Place of delivery
Health facility 155 11 0.1 83.2 100 1,380
Elsewhere 6.7 1.8 0 91.5 100 227
Missing 10.8 0 0 89.2 100 8
Residence
Urban 27.6 0 0.1 72.3 100 291
Rural 11.3 15 0.1 87.1 100 1,324
Region
Honiara 335 0 0 66.5 100 182
Guadalcanal 12.2 11 0 86.7 100 301
Malaita 13.2 1.3 0.1 85.4 100 420
Western 8.8 0.7 0 90.5 100 238
Other provinces 11.9 1.9 0.4 85.8 100 474
Mother's education
No education 11.7 0.7 0 87.6 100 145
Primary 11.8 11 0 87.1 100 699
Secondary 16.6 1.4 0.3 81.7 100 680
More than secondary 19.7 17 0 78.6 100 90
Wealth quintile
Lowest 7.2 1.7 0 91.1 100 378
Second 10.7 1.3 0 88 100 337
Middle 135 2.1 0.7 83.7 100 305
Fourth 19.6 0.7 0 79.7 100 318
Highest 22.8 0 0 77.2 100 277
Total 14.3 12 0.1 84.4 100 1,615
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Of the total births receiving newborn care (16%Pb received postnatal newborn care from a doctor, nurse
or midwife, while P4 received postnatal newborn care franurse aid. Lesghan 26 of neonates received
their postnatal checkujpom a traditional birth attendanhe data also show that the majority of births
(84%) did not receive any postnatal newborn checkup during this critical time period.

Neonates of wmen aged 24, womenwith one child womenin urban aregsvomenwith a secondar
education antiigher, womenin the highest wealth quintileouseholdsand womerliving in Honiara are

more likely to receive postnatal newborn care from skilled professidtasng neonates checked by a
doctor, nurse or midwife is lowest and below tiaional average in Malaita, Guadalcanal and other
provinces. The proportion for receiving postnatal care forlmenn baby from skilled professionals is also

low among mothers with more than six children (11%), births from older mothers agéd(33%) births

that occurred outside health facilities (7%), births from mothers with no education (12%) and birth from
mothers living in the lowest wealth quintile (7%).

9.5 PROBLEMS IN ACCESSING HEALTH CARE

Many factors can prevent women from receiving medical cedar treatment when they are sick.
Information on such factors is particularly important in understanding and addressing the barriers women
may face in seeking care duritigeir pregnancy and at the time of delivefihe SIDHS 2015included

guestions thaaisked women and mevhether or not each of the following factors would be a serious problem

for them in seeking medical care: getting permission to go for treatment, getting money for advice or treatment,
distance to a health facility, not wantingto do@an e, heal t h waveakherr Théinfamationt ude s,
collected from these questions provides a good framewodsfmsag problems encountered in accessing

health carén Solomon IslandsThe results are shownrable 9.11

Overall,about 90%of women reported that they encounter at least one serious problem in accessing health
care The two major problems stated by women in accessing health care are: no drug(s) available (80.3%)
and no healthcare provider at facilities (73%dmpamg these eésults to those of th&IDHS 20062007,

there has been a decline in the proportion of women reporting at least one problem in accessing healthcare
services. In th&IDHS 20062007, that proportion was 94% whereas in 2015 it had dropped slightly to
90%.

Table 9.11 also shows that more than 40% of women find it difficult to access health care due to transport
issues, distance to a health facility, cost of treatment, and no female provider available. Another 39% of
women say that going alone to a health figaig a problem for them while some women (18%) report that
getting permission to go for treatment is a serious problem.

Younger women are slightly more likely than older women to report at least one problem in accessing health
care. The women who havieet most trouble accessing health care (but claim that distance and taking
transport are not a problem) are those infid 9 age group. As such, it is likely that this group of women

may not seek medical care for themselves when they are sick. Thelsaldb@vs that women with five

or more living children are more likely to encounter at least one problem in accessing health care than
women with fewer living children. Their access to health services has been hindered by inadequate money
for treatment, ditance to health facility, no drugs, and no provider.

The marital status of a woman also influences her ability to access healthcare serviceman@atr
women face difficulties in getting permission to go for treatment, not wanting to go alonandig fh

female provider or finding no provider at all. Married women encountered problems mostly with distance
to the health facility and taking transport, while the problems encountered by divorced, separated or
widowed women were mostly about getting mepifor treatment.

Empl oyment status can also affect a womandés acces
for cash and women who are not employed at all tend to encounter many problems in accessing health care
services when they are sick goaned with women who are employed in a cash earning job.

Table 9.11 also shows that women in rural areas are likely to encounter more problems in accessing
healthcare services than women in urban areas. A comparison across the provinces shows ttatdMalaita
Honiara account for the lowest proportions of women with at least one problem in accessing health care,
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while women in other provinces account for the highest proportion, with at least one problem accessing
health care, the exception being getting eyofor treatment.

The data illustrate that more than half the population in the provinces encountered problems in seeking
health treatment, mostly with distance to a health facility and related transport issues. The majority of
women from Western Provin@ad other provinces stated that no provider and no drugs available are the
major problems in getting treatment in their provinces.

Less educated women are more likelhhdwveat least one serious problem in accessing healtraodrare

more likely to eperience all of the listed problems in accessing heath treatment. Educational attainment has

a direct |ink to a womanés ability to access heal
woman, the less likely it is she will encounter mangblems when trying to access healthcare services

(Table 9.11 and Fig. 9.13).

Figure 9.13: Percent distribution of women aged 15149 who reported at least one problem in
accessing health care, by w o me nedugcational attainment, Solomon Islands 2015
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increases. About twice the number of women énldlver wealth quintiles had problems in accessing health
centres for treatment than women in the higher wealth quintiles, mostly due to getting permission to go for
treatment (27% of women in lowest wealth quintile vs 11% of women in the highest waatita);jgetting

money for treatment (65.0% of women in lowest wealth quintile vs 26% of women in the highest wealth
quintile); distance to health facility (71% in the lowest wealth quintile vs 19% in the highest wealth quintile);
and taking transport (71% the lowest wealth quintile versus 18% in the highest wealth quintile).
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Table 9.11: Problems in accessing health care

Percentage of women aged d4® who reported that they have serious problems in accessing health care for
themselves when they areckj by type of problem, according to background characteristics, Solomon Islands 2015

Problems in accessing health care

At least
Background . one
characteristic Getting Not problem
permission Getting Distance wanting No accessing| Number
to go for money for to health Taking to go female No No health of
treatment  treatment facility transport alone provider provider drugs care women
Age
15¢19 254 53.1 48.7 49.3 55 54.6 76.1 82.6 92.8 1,241
20¢34 17 44.4 49 49.9 37.1 42.8 71.3 79 89.4 3,170
35¢49 16.3 43.7 48.7 48.6 32.9 39.9 73 81.1 88.5 1,855
Number of living
children
0 21.1 46.2 44.6 45 46.8 48.5 71.6 78.9 89.4 2,077
1¢2 15.9 43.9 47.6 48.4 34.9 414 72.5 79.4 88.7 1,692
3c¢4 16.3 45.7 53.1 53.9 36.1 41.8 74.5 82 90.5 1,423
5+ 20.2 48.9 53.6 53.4 36.8 43.8 73.2 82.4 91.3 1,073
Marital status
Never married 21.9 49.6 46.3 47.2 48.9 50.2 74.2 80.1 90.9 1,936
mggt'ﬁgror living 17.2 43.9 50.3 50.6 355 42 722 804 894 4,086
Employediast 12
months
Not employed 17 45.7 48.5 48 43.5 44.1 71.9 79.7 89.3 3,343
Employed for cash 16.7 32.8 36.9 39 28.4 41.3 71.3 77.2 85.1 1,400
CEa”;ﬁ'OVEd not for 23.1 58.4 60.6 61.8 40.4 47.2 761 846 953 1,516
Missing 45.2 45.2 69.9 69.9 69.9 69.9 85.8 85.8 85.8 6
Residence
Urban 11.7 22.5 17.7 18.8 22.5 32.3 64.3 69.3 79.3 1,427
Rural 20.4 52.8 58 58.4 44.4 47.8 75.3 83.6 92.9 4,839
Region
Honiara 7.6 15.4 9.1 11.3 17.8 28.3 66.1 69.1 77.1 925
Guadalcanal 23.8 61.2 63.4 61.4 50.2 47.6 69.1 78.9 92.4 1,140
Malaita 11 39.7 42.7 44.3 35.5 37 51.7 69.3 83.6 1,608
Western 12.1 53.5 54.4 52.3 38.3 42.8 91.3 92.8 95.7 902
Other provinces 31.3 54.1 63.7 65.4 48.4 58.4 89 91.3 97.7 1,690
Educdion
No education 19 54.6 55.3 59.6 42.5 47.4 67.1 79.8 91.8 576
Primary 21 52.9 55.4 55.7 42.2 46.3 73.8 815 91.6 2,820
Secondary 17 40.6 43.6 43.7 38.8 43.5 74 80.6 89.2 2,476
zﬂe‘;fnt::rr; 8.4 16.8 25.8 24.8 19.3 30.4 655 709  76.9 394
Wealth quintile
Lowest 26.6 65 70.5 71.2 50.9 55.4 76.9 84.3 94.3 1,158
Second 22.4 56.9 62.7 64.2 49.4 48.1 73.7 84.3 93.8 1,172
Middle 17.9 46.4 53.4 54 42.2 457 74.3 82.8 92.7 1,223
Fourth 16.2 40.8 46.6 47.1 35.5 42.1 73.2 79.7 89.9 1,253
Highest 11.2 25.9 18.8 18.2 23.4 33 67.2 72.4 80.5 1,460
Total 18.4 45.9 48.9 49.4 39.4 44.3 72.8 80.3 89.8 6,266
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CHAPTER 10 CHI LDRENG6S HEALTH

by Jenny Gaiofa, Child Health Officeésplomon IslandSIMoHMS , Anna JatobatuNational Newborn
Coordinatorand Jenniffer Anga ,National Program Coordinatei| , SIMAHMS

KEY FINDINGS

U Among all live births in the five years prior to tB&DHS 2015with reported birth wights, 10% of
newborns weighed less than 2.5 kilograms and were considered underweight.

U 73 % of children aged 129 months were fully vaccinated prior to tSéDHS 2015 a decline from
about83% reportedn the SIDHS 200&2007. Another 71 % of children a8 29 months wee
fully vaccinated by 18nonths of age as opposed to 77% reported iStDeIS 2006 2007.

U Among children aged 129 months, 83% received the third doses of pentavalent while
completed the three doses of the polio vaccine.

U 4% of childen under age 5 showed symptoms of acute respiratory infection in the two
preceding the survey, and 6% of these children, advice and treatment were sought from a t
facility.

0 19% of children under age 5 had a fever in the two weeks prisutiey, 61%eceivedadvice and
treatment from a health facility or provider, 10% took antimalarial drugs, wat#tet@ok antibiotics
for treatment.

U 8% of children under age 5 had diarrhoea in the two weeks prior the sus%eyeéeivedadvice
and treatmet from a health facility or provider66o were treated with oral rehydration therapy
applying fluid from an oral rehydration salts packet and recommended home fluids. A2éthafr
children with diarrhoea were not treated at all.

U About 39% of childrerunder age 5 had their stool disposed of safely, either by using the to
latrine, rinsing the stool into the toilet or latrine, or by burying the stool. In cont®é&6t, ® f ¢ h
stools were not disposed of safely and the most common unsafednudtistool disposal wa
throwing or leaving the stool into the sea or river.

INTRODUCTION

This chapter presents the findingfss e ver al areas of iIimportance to chi
weight and birth size is important fdmet design and implementation of programmes aimed at reducing
neonatal and infant mortality. Many early childhood deaths can be prevented by immunising children
against preventable diseases and by ensuring that children receive prompt and approprite whatm

they become ill. Vaccination coverage information focuses on children &j€8 @nonths.Overall

coverage levelfor this age groupt the time of the survey are shoviudditionally, the source of the
vaccination information (whether basedonawrt en vaccination card or on
Differences in vaccination coverage between population subgroups assist in the planning of infant and child
health programmes.

Information on treatment practices and contact with health senneasgachildren with the three most
important childhood illnesses (acute respiratory infectimARI, fever and diarrhoea) help in assessing
national programmes aimed at reducing the mortality impact of these illnesses. Infoisraterded on

the prevéence of ARI and feverandtheir treatment with antibiotics. The treatment of diarrhoea diseases
with oral rehydration therapy (including increased fluids)m@ssessing programmesézommend such
treatment. Because appropriate sanitary practicebalpnprevent and reduce the severity of diarrhoeal
diseass i nf ormation is also provided on the proper
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101 CHI L D6 SANDIWEEHT AT BIRTH

Wei ght and size at birth a mrabilityitonhe adsk of ahitdhood ilimebses at or
and their chances of survival. Children whose birth weight is less than 2.5 kg, or children reported to be

6very small 6 or O0smaller than averaged ared consi
death. For births in the five years preceding the survey, birth weight was recorded in the questionnaire (if

avail able) from either a Becausditheveightrmaycnotbelknowmfort he m
many babies, thehmobhbyds esrzematebobofth was al so
it can be a useful proxy for the weight of the ¢

and size at birth according to background characteristics.

About 9 in 10 ciidren (86%)in Solomon Islands are weigtat birth because thmajority of birthstake

place in a healthcare facility. Among children born in the five ypegseding theéSIDHS 2015 10%

weighed less than 2.5 kg at birth. Birth weight is Ist@nong cHdren born to young womeagedless

than 20, firstborn children, and children of women with no educafidre data in Table 10.1 indicate that

there is naorrelationbetween low birth weight babies and wealth quintile. The birth weight of a child has

little to do withthemat her 6 s pl ace of residence, and there is
weight (i.e. < 2.5kg) and urban vs rural areas, with 11% of low birth weights occurring in urban areas and
10% occurring in rural areaBy region,a kirth weight of less than 2.5 kg ranged from 10% of all births in

Malaita to 11% in Honiard.ow birth weight in other provinces reported 11% as well.

Table 10.1 also includes information on the mot hi
of a ¢ hhirth dvéightrecord a motherds subjective aBsasefd.s ment
Accordingly, mothers reported 3.38ball live births in the five years preceding the survey tadrg small
and11%reportedto besmaller than aerage About 21%o0f babies borio women under age 20 and 19%

of first-order births were small or smaller than average comparedbalities borrto older women and
higherorder births. There is ntlear relationship between the percentage of mottarisigno or limited

educatiorand the size of the baby, although mothers in the poorest households are more likely to report
their baby as being very small.
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Table 10.1: Child's size and weight at birth

Percent distribution of live births in the five yearsceaing the survey by mother's estimate of baby's size at birth,
percentage of live births in the five years preceding the survey that have a reported birth weight, and among live
births in the five years preceding the survey with a reported birth weighteptage less than 2.5 kg, according to
background characteristics, Solomon Islands 2015

Percent distribution of all live births by size of | Percentage Births with a reported

Background child at birth . of all births birth weight*
characteristic Smaller Don't that have a Percentage

Very than Average  know/ reported Number less than Number

small average orlarger missing Total | birth weight' of births 2.5 kg of births
Mother's age at birth
<20 5.2 15.3 76.2 3.3 100 88 463 14.3 407
20¢34 3.1 11 81.3 4.6 100 85.8 3,051 9.3 2,618
35¢49 2.9 9.5 83.3 4.4 100 84.1 606 11.4 509
Birth order
1 4.4 14.4 77.6 3.6 100 91.2 1,054 13.8 961
2¢3 3.2 10.2 82.5 4 100 86.3 1,616 8.9 1,394
4¢5 2 10.9 82.6 4.5 100 84.9 941 9 799
6+ 3.6 8.6 80.6 7.2 100 74.8 509 8.4 381
Mother's smoking
status
zg":rﬁtz Stobacco 29 135 78.2 55 100 82.9 788 11 653
Does not smoke 3.4 10.6 81.8 4.2 100 86.5 3,328 10 2,879
Missing 0 67.5 32.5 0 100 72.8 4 72.3 3
Residence
Urban 2.4 9.6 84.8 3.2 100 92.9 738 10.7 685
Rural 3.5 11.6 80.2 4.7 100 84.3 3,382 10.1 2,850
Region
Honiara 15 7.8 87.7 3 100 94.3 464 10.7 438
Guadalcanal 3.9 12.7 77.2 6.2 100 78.4 798 9.7 626
Malaita 3.4 10.2 84.3 2 100 79.8 1,109 9.5 885
Western 2.9 15.3 79.9 1.8 100 96.7 560 10.6 542
Other provinces 3.6 10.6 78.4 7.3 100 88 1,187 10.7 1,045
Mother's education
No education 4.7 12.1 76.1 7.1 100 67.6 402 12.8 272
Primary 3.5 11.3 80.2 5 100 84.2 1,958 9.5 1,649
Seconday 2.8 11.4 825 3.2 100 91.1 1,553 10.9 1,416
More than secondary | 2.7 7.5 87.2 2.7 100 96.1 206 7.5 198
Wealth quintile
Lowest 45 11.3 75.6 8.6 100 73.1 957 111 699
Second 2.8 11.2 82.9 3.1 100 84.4 857 7.6 723
Middle 3.5 12.1 80.7 38 100 89.3 827 11.7 739
Fourth 2.6 11 83.3 3.2 100 92.3 795 10.6 733
Highest 2.9 104 84 2.6 100 93.7 684 10 641
Total 3.3 11.2 81 4.4 100 85.8 4,119 10.2 3,535

1Based on either a written record or the mother's recall

There is a declinanithe percentage of very small babies born to mothers during the current survey compared
to theSIDHS 20062007, from 4% to 3%.
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10.2  VACCINATION COVERAGE

Universal immunisation of children against vacemeventable diseas&ghich includé® tuberculosis,
diphtheria, tetanus, pertussis (also called whooping colmgipatitis B,Haemophilusinfluenza type b,
polio, pneumococcusneasles and rubelé is crucial in reducing infant and child mortality. The measles
rubella vaccine was introduced into Solomon Island012;replacing the measles only vaccine &mgl
pentavalent vaccin@®iphtheria, pertussis, tetanus vaccine plus hepatitis Blaathophilusnfluenza type

b vaccine)was also introduced in 200&enerally vaccination coverage shows the level of ptiote
against specific vaccine preventable diseases among the selected age groups of the pofartatadion

on vaccination coverage among population subgroups is usefafféotive programme planning and
allocation of limitedresources to areas masneed. Additionally, information on immunisation coverage

is important for the monitoring and evaluation of the Expanded Programme on Immunizatioii. (EPI)
Various patterns of vaccination coverage among different social classes, gender and weidith can

give an indication of equitable service delivery and alert any marginalized group to be better targeted in the
subsequent programme cycBurveysmayaim to estimate the levels of immunization coverage at either
national or suimational levels.They aim to either establish baseline information and to provide a
comparison with administrativeoveragetp verify administrative data), while efforts to improve routine
reporting systems are ongoing. They can also be used to respond to specifimgjuegtrding factors
associated tow coverage or to satisfy information demands.

TheSIDHS 201%ollected information on vaccination coverage for all living children born in the five years
preceding the survey. According\iHO guidelines, children areonsidered fully vaccinatafithey have
received BCG vaccinations (for tuberculosis), three doses egemiaifvalent andgtio vaccines, measles

and measles rubellzy the age of 12 months. BCG should be given at birth or at first clinical costact
hepatitis B should be given within the first 24 hours (hepatitis B vaccine birth dose) or in the first two weeks
of birth. Pentavalent angblio vaccinationshould be givemat approximately 6, 10 and 14 weeks of,age
while measles containing vaccines (MCach as measles rubella vaccinatisimsuld be given agither 9

or 12 months of ager soon afterin the Solomon Islands, Measles Rubella is given at 12months. Although
recent introductions of the new vaccines such as pneumococcal conjugate vaecai@hged the current

EPI schedule, but these can only be assessed in the next DHS.

Information on vaccination coverage was collected in two wayisigthe SIDHS 2015 from vaccination

cards shown to the i mdcdlonwarbalwepds. Ifcards wdre availablenthé h er s ¢
interviewer copied the vaccination dates directly onto the questioniiiainere was no vaccination card

for the child or if a vaccine had not been recorded on the card, the respondent was asked to recall the
vacciration dates. Table 10.2 showsetlpercentage of children agedi28 months who received
vaccinations by source of informatidhat is, fromav ac ci nat i on recalectonThisistmot her 6
youngest cohort of children who have reached the age by wigglshould be fully vaccinated.

Table 10.2: Vaccinations by source of information

Percentage of children age ¢® months who received specific vaccines at any time before the survey, by source of
information (vaccination card or mother's report), arefqentage vaccinated 18 months of age, Solomon Islands 2015

All basic No Number

Source of information Penta Penta Penta Polio Polio Polio Measles/ vaccina vaccina of

BCG 1 2 3 1 2 3 Rubella tionst! tions children
Vaccinated at any time
before survey
Vaccination card 75.1 75.8 73.3 714 758 731 704 70.5 63.2 0 596
Mother's report 15.3 13.7 12.7 11.6 15.3 124 10.7 14.5 10.2 7.1 172
Either source 90.4 89.6 86 83.1 911 855 81.2 85.1 73.4 7.1 767
Vaccinated by & 902 891 856 827 906 851 804 815 70.5 7.1 767
months of agé

1BCG (Bacille calmette guerin) , measles (or measles/rubella) and three doses each of penta and polio vacattingegorediag tpid).
2For children whose information is based on the neyponrthe proportion of vaccinations given during the first year of life is assumed to be the sama as for children with

written record of vaccination.

12 The Expanded Program on Immunization (ERAs initiated in1974 by theWorld Health Organizatiowith the goal to make vaccines
available to all children throughout the world.
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Figure 10.1: Vaccination coverage of children aged 12i 23 months (SIDHS 2006i 2007) and children
aged 18i 29 months (SIDHS 2015) with specific vaccinations

Percentage vaccinatedt m 20062007 SIDHS (Children aged22 months)
any time before the survey 2015 SIDHS (Children aged,28 months)

93.4 91.2 cadl 01.1 LI
490.4 89.6 86 [kim 85.5 Kl o, , Kl 85.1 827
43 7.1

DPT1/ PenteDPTZ/ PenteDPTS/ Penta Polio 1 Polio 2 Polio 3 Measles/ All ba3|c
2 3 M.Rubella vaccmatlonsvaccmatlons

Overall, 73% of children aged 1189 months at the time of the survey were reported to be fully vaccinated

at any time before the survey. This is based on records from the vaccinalimcaand t he mot her

This is a decline from®x% of vaccination coverage of children aged 22 monthswhich was reported in
theSIDHS 20062007(Table 10.2 and Fig. 10.13imilarly, the proportion of children agedi 2® months

that were fully vacnated at exactly age 18 months at the time oS HS 201571%) was lower than

the 77% of children aged 123 months that were fully vaccinated at exactly age 12 months at the time of
the SIDHS 20062007.

About 85% of children aged 189 months receivka measles or measles rubella vaccine at any time before
the survey, which is equivocal to the 87% that was reported BIEieS 20062007, However, there was

a supplementary immunization activity in response to a measles outbreak, which may hawaBiiDets
2015coverage. The first dose of pentavalent was received by 89% of children #@8dniéths. The

percentage, however, dropped to 86% for the second dose, and dropped to 83% for the third dose of

pentavalent. A similar pattern was seen withgulccinations, with 91% of children receiving their first
dose, 85% receiving a second dose and anadfBeréceiving the three doses of polio by 18 months of age.
Another 7% of children agedi129 months did not receive any vaccinations at all.

10.2.1 Vaccination coverage by background characteristics

Table 10.3 shows the vaccination coverage among children af2é a®nths, according to information
from the vaccination card or mot her 6s recall,
for 78% of children aged 1i29 months. This information may give some indication of the success of the
immunisation programme in reaching out to all population subgroups.

Female babies are slightly more likely to have a higher vaccination coverage4faefqv all basic
vaccinations than male babies (73%@hildren who are birth order six and higher are less likely to receive
all vaguevaccinations. Moreover, children living in rural areas, children living in the lowest and fourth
wealth quintiles are more liketo be disadvantaged with regard to receiving all basic vaccinations.
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Table 10.3: Vaccinations by background characteristics

Percentage of children age @® months who received specific vaccines at any time before the survey (according to
a vacanation card or the mother's report), and percentage with a vaccination card, by background characteristics,
Solomon Islands 2015

Percen
Background A”. tage V\.'ith a
characteristic . . . bas_lc N(.) vaccina Number
Penta Penta Penta Polio Polio Polio Measles/ vaccina vaccina tion card of
BCG 1 2 3 1 2 3 M.Rubella  tions?! tions seen children
Sex
Male 913 911 875 834 924 858 813 85.7 73.1 6.1 78.3 405
Female 894 878 843 826 895 851 81 84.3 73.7 8.2 76.8 363
Birth order
1 95.1 90.7 886 852 952 893 85 90 77.6 3.1 76.1 196
2¢3 917 915 881 841 92 887 834 86.2 75.2 5.9 81.3 302
4¢5 874 87.2 83 819 86.8 79.7 775 82.2 72.7 11.2 74.8 182
6+ 815 851 78.8 771 874 779 727 75.7 59.3 11.7 74.3 87
Residene
Urban 949 913 907 883 928 91 88 89.1 82.5 4.7 70.2 137
Rural 89.4 89.2 85 819 90.7 843 797 84.2 71.4 7.6 79.2 631
Region
Honiara 946 92.2 92.2 90.6 93.7 921 89.7 90.4 85.4 54 64.4 86
Guadalcanal 912 926 88 861 944 90.2 86 85.2 75.5 4.6 80.5 144
Malaita 879 86.2 79.7 74 88.6 79.9 74 81.1 65.6 9.8 81.2 200
Western 848 863 838 812 889 849 798 81.8 66.2 9.8 66.5 126
Other provinces | 94 916 89.3 87.6 913 853 82 88.5 78.8 5.2 84.3 210
Mother's
education
No education 869 816 79.7 772 842 806 743 77 72.5 13.1 69.3 59
Primary 88 89.7 85.2 82 89.7 838 78.8 83.2 69.5 7.8 79.5 377
Secondary 934 905 875 849 936 884 857 89.2 78.7 5.4 77.7 300
gﬂe%fntg‘:rr; 97.7 942 931 882 967 87 784 834 71.4 2.3 70.6 31
Wealth quintile
Lowest 87 89.1 828 793 903 832 777 81.9 66.8 7 86.4 182
Second 922 895 857 84 92.3 869 81.3 88.7 76.5 5.9 80.2 173
Middle 88.1 881 857 829 887 824 816 81.5 75 11.3 76.5 146
Fourth 90.1 875 84.3 814 89.7 834 784 85.6 70.7 7.4 71 130
Highest 954 938 924 886 943 921 877 87.9 79.2 3.8 70.3 137
Total 90.4 89.6 86 831 911 855 81.2 85.1 734 7.1 77.6 767

1BCG, measles (or measles/rubella) andsaeeath of Penta and polio vaccine (excluding polio vaccine given at birth)

10.2.2 Trends in vaccination coverage

One way of measuring trends in vaccination coverage is to compare coverage among children of different
ages. Table 10.4 shows the percentagditdrenaged 1859 monthsvho receivedspecificvaccinations

during their first 18 months of life by current age. These types of data can provide information on trends in
vaccination coverage over the past five years.

From the table below in comparing @ifént age cohorts, it can be seen that the younger cohorts are more
likely to be vaccinated than the older ones showing an improvement in service reach. More significantly,
the coverage of almost all vaccines during this period showed an improvemergxiceptdfor Penta 2,

Polio 2and Polia3. The coverage of Penta 2, Pdliand Polio3 was recorded to be lower ini3 months
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compared to 459 months cohorts. Thaifference in vaccination coveragethe SIDHS 20062007and
theSIDHS 2015s minimal.

The percentage of children who received no vaccinations at all by 18 months of age has decli@éfd from
among children aged #29 months at the time of the survey to 7% among children ag&® 18onths.
Over the same period, the percentage of fully immdnibéddren by age 18 months increased fr&$béo

71%.

In summary, the data show that out of the total children &jé&@Xeceiving specific vaccines by 18 months
old, there is a minority group that were been missed Bot instance, 89% of all childieaged 1859
received BCG by 18 months. The other remaining 11% are those children whadidthey receive the
BCG vaccine or beemdministered latel his pattern is seen in each specific vaccines.

Table 10.4: Vaccinations in the first 18 months of life

Percentage of children age®¢b9 months at the time of the survey who received specific vaccingsrbgriths of
age, and percentage with a vaccination card, by current age of child, Solomon Islands 2015

Percen
tage with
Age in All a
months basic No vaccina  Number
Penta Penta Penta Polio Polio Polio Measles/ vaccina vaccina tion card of

BCG 1 2 3 1 2 3 Rubella tionst tions seen children
18-29 90.2 89.1 85.6 827 906 851 804 81.5 70.5 7.1 77.6 767
3041 88.6 88.7 86.4 81.7 89.7 864 813 74.2 66 8.6 70.6 855
42-59 87.8 87.9 86.4 82.3 889 86.1 80.2 73.6 64.6 9.4 67 1,129
Total 88.7 885 86.2 823 89.6 859 807 76.1 66.9 8.5 71.1 2,751

Note: Information was obtained from the vaccination card or if there was no written recards-éroohitdeemethese information is based on the mother's report, the
proportion of vaccinations given during the first 18 months of life is assumed to be the same as for citinehofivaccinatiens.

1BCG, measles (or measles/ruaetiahree doses each of Penta and polio vaccine (excluding polio vaccine given at birth)

10.3 ACUTE RESPIRATORY IN FECTION

Acute respiratory infection (ARI) is among the leading causes of childhood morbidity and mortality
throughout the world. Early diagnosiadtreatment with antibioticprevens a large proportion oleaths

caused by ARI. In th8IDHS 2015the prevalence of ARI was estimated by asking mothers whether their
children under age ¥earshad been ill in the two weeks preceding the survey withugh accompanied

by short, rapid breathing/hich the mother considered to be chetited. These symptoms dir&ked with

ARIL. It should be noted that the morbidity data collected are subjective in the sense that they are based on
t he mot h eon dl ifnesyiee.witheupvalidation by medical personjpel

Table 10.55hows tha#t% of children under age 5 years showed symptoms of ARI at some time in the two
weeks preceding the survey. The prevalence of ARl symptoms varies bytlagehild. Children agedi

11 months are me likely to show symptoms of ARI7Q%) than children in other age groug@hildren with

mothers smokes cigarettes/tobacco, mothers with no education and living in the lowest quintile are more
likely to have symptoms of ARI.

Among children less than age 5 years with symptoms of ARI, 79% sought advice and treatment from a
health facility or provider and 51% of these children were given antibiotics for treatment.
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Table 10.5: Prevalence and treatment of symptoms of ARI

Amongchildren under age 5, the percentage who had symptoms of acute respiratory infection (ARI) in the two weeks
preceding the survey and among children with symptoms of ARI, the percentage for whom advice or treatment was
sought from a health facility or pralér and the percentage who received antibiotics as treatment, according to
background characteristics, Solomon Islands 2015

Among children under age 5 Among children under age 5 with symptoms of ARI:
Percentage with Number | Percentage for whom advice o Percentage
Background characteristi¢  symptomsof of treatment was sought froma who received Number of
AR} children health facility or provide? antibiotics children
Age in months
<6 3.1 391 * * 12
6¢11 6.7 455 * * 30
12¢23 4.9 826 (81) (57) 41
24¢35 4.7 786 (87) (52.7) 37
36¢47 4.3 856 (73.7) (57.1) 37
48¢59 2.7 720 (82.3) (45.6) 19
Sex
Male 4.4 2,084 84.9 58.4 91
Female 4.4 1,949 72.8 43.1 85
Mother's smoking status
Smokes
Qgarettes/tobacco 5.3 766 (92.6) (57.3) 40
Does not smoke 4.2 3,263 75 49.1 136
Missing 0 4 C C 0
Cooking fuel
Electricity or gas 4.5 301 100 61.2 13
Kerosene * 6 * * 1
Charcoal (3.6) 30 * * 1
Wood/straw? 4.3 3,694 78.1 50.6 161
Missing 0 1 C C 0
Residence
Urban 5.1 720 86.8 54.8 37
Rural 4.2 3,313 77 50 140
Region
Honiara 5 455 (89.3) (53.5) 23
Guadalcanal 2.9 778 (80.2) (49) 23
Malaita 5.2 1,080 (75.1) (55.6) 57
Western 4 553 (65.9) (43.2) 22
Other provinces 4.5 1,167 (83.9) (49.1) 52
Mother's educatian
No education 3.3 390 * * 13
Primary 4.4 1,921 80.7 55.8 84
Secondary 4.7 1,521 79.7 45.7 71
More than secondary 4.2 201 * * 8
Wealth quintile
Lowest 3.7 939 (76.8) (46.1) 35
Second 4.6 833 (76.1) (62.8) 39
Middle 45 818 (72.4) (44.7) 37
Fourth 4.5 773 (88) (41) 35
Highest 4.6 670 (83.1) (60.6) 31
Total 4.4 4,033 79 51 176

Note: Figures in parentheses are basgdi®@m@beighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases.

1Symptms of ARI (cough accompanied by short, rapid breathing whictlated ahdébr by difficult breathing which wasatbdsts considered a proxy for pneumonia.
2Excludes pharmacy, shop, friend/relative and traditional practitioner.

3Inclu@s shrubs, grass, saw dust, agricultural crop.
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10.4 FEVER

Fever is another symptom of an acute infection in children. llinesses that cause fever contribute to high
levels of ménutrition and mortality. Feveran occur yearound andtherefore, factors thtacause fevemust
be taken into account when interpreting fever prevalence in Solomon Islands.

Table 106 shows the percentage of children under age 5 ydar$ad deverin the two weeks preceding

the survey and the percentage receiving various tretdni®/ selected background characteriséiosong

children under age 5 years, 19% had a fever during the two weeks preceding the survey. Of these children,
61% received advice and treatment from a health facility or provider; 10% received antimalgsiaratu

28% received antibiotic drugs for the treatment of their fever.

Table 10.6: Prevalence and treatment of fever

Among children under age 5, the percentage who had a fever in the two weeks preceding the survey; and among
children with fever, th@ercentage for whom advice or treatment was sought from a health facility or provider, the
percentage who took antimalarial drugs, and the percentage who received antibiotics as treatment, by background
characteristics, Solomon Islands 2015

Among children under age 5 Among children under ag8 with fever:
Background Pe_rcentage forwhom  Percentage Pecentage
characteristic advice or treatment was who tool_< wh(_) Foo_k Number

Percentage  Number of sought from a health  antimalarial  antibiotic of

with fever children facility or provider* drugs drugs children
Age in months
<6 13 391 (55.4) (3.2 (32.6) 51
6¢11 235 455 63.1 49 311 107
12¢23 24.8 826 65.7 11 224 205
24¢35 214 786 61 15.5 30.1 168
36¢47 17 856 59.7 7.6 32 146
48¢59 14 720 56.4 13.6 20.8 101
Sex
Male 21.6 2,084 60.2 10.6 294 451
Female 16.8 1,949 62.8 9.9 25 327
Residence
Urban 20.5 720 69.7 5.7 32.8 148
Rural 19 3,313 59.4 11.4 26.3 630
Region
Honiara 204 455 67.3 4 331 93
Guadalcanal 137 778 67.2 14.4 29.5 106
Malaita 19.8 1,080 54.2 12.9 222 214
Western 15.1 553 64.4 3.3 29.6 84
Other provinces 24.1 1,167 61.7 11 28.3 281
Mother's education
No education 14.4 390 (51.5) (13.8) (6) 56
Primary 18.7 1,921 61.1 9.9 28.2 359
Secondary 214 1,521 64.1 10.1 30.2 326
More than secondary 18.2 201 54 11.2 30.5 37
Wealth quintile
Lowest 20.7 939 59.2 13.4 24.8 194
Second 18.2 833 59.3 6.7 26.1 151
Middle 17.1 818 51.4 10.1 29.9 140
Fourth 20 773 62.8 9 23.6 155
Highest 20.5 670 74.9 11.7 34.8 137
Total 19.3 4,033 61.3 10.3 275 778

Note: Figurés parentheses are based o4a28nweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases.
1Excludes pharmacy, shop, fetaté/e, and traditional practitioner.
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The prevalence of fever varies by agdt@child. Children agedi@l1 months (24%and 1223 months

(25% are more commonly sick with fever than children of other age grdtnese arealsovariations in

the pevalence of fever by sewith male children tending to be more often sick with fever (22%) than
female children (17%). There is little variation in the prevalence of festsveen children inrban and

rural areas. Othgarovinceshavea higherpercentag of children with fevel(24%) as opposed to children

with fever in Guadalcanal (14%), Honiara (20%), Malaita (20%) and Western provinces {%6)
percentage of children with fever increases as the letelloe mot her 6 s eMbthersanith on i n
more than a secondary level educatom a small percentage all womenand the proportion atheir
children with a fever in the two weeks preceding the survey was TB&percentagefahildren with fever

is highest in the highestealth quintile andn the lowest wealth quintile (21%}e quintiles in between
show an increasing proportion of children with fever. All of this suggests that there is no relationship
between wealth quintile and fever prevaleas®ngchildren.

Childrenaged12i 23 monthsare more likely to be taken to a heattinefacility or provider for treatment of
feverthan other children. There igddference between the proportion of children in rural and urban areas
seeking treatment for feveawith 59% of rural children receivingeatment compared with 70% of urban
children.The lowest percentage of children with fever tat@ntreatment is in Malaita Proviné4%).
Childrenin the highestvealth quintile households are more likely to be taken for treatmenthbsa in

the lowestwealth quintile households.

10.5 DIARRHOEA

Dehydration caused by severe diarrhoea is a major cause of morbidity and mortality among young children,
although the condition can be easily treated with oral rehydration therapy (ORT). Exposure to diarrhoea
causihg agents is frequently related to the use of contaminated water and to unhygienic practices in food
preparation and disposal of excreta. In interpreting the findings &lbidS 2015 it should be borne in

mind that diarrhoea prevalence varies seasonally

10.5.1 Prevalence of diarrhoea

Table 107 shows the percentage of children under age 5 years with diarrhoea in the two weeks preceding
the surveyaccording to selected background charactesis®verall, 8%of all children under age years
haddiarrhoea, and% had diarrhoea with blood.

Table 10.7 also showhat all cases of diarrhoea & wonths are low at 1% because feeding is solely
administered by mothers. Froma3 months, the percentage of diarrhoea cases is high with a peak (13%)
at1223 months. Tl i s expected because children in this &
mout hé feeding actions i f not properly guided. Ge
under 59 months. Furthermore, a much severe form is diarvhitieblood, which is found in 1% of children

aged 659 months. This suggests that proper feeding techniques and the necessary essential information
need to be provided to mothers with children in these vulnerable age groups.

Diarrhoea prevalence lsgherin boys(9%) than ingirls (8%9. Diarrhoea is more common among children
who live in households with nonrimproved drinking watesource. There is no urldamral difference in
diarrhoea prevalencend here is no relationship between diarrhoea precaeandhouseholdwealth
quintile. Diarrhoea prevalenamong children by toilet facilities show no differences at all.
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Table 10.7: Prevalence of diarrhoea

Percentage of children under age 5 who had diarrhoea in the two weeks preceding
the survey, ¥ background characteristics, Solomon Islands 2015

Diarrhoea in the two
weeks preceding the
survey
Background characteristic . Al Qiarrhoea N””."ber of
diarrhoea  with blood children
Age in months
<6 1.3 0 391
6¢l11 7.2 1 455
12¢23 13.1 1.7 826
24¢35 9.5 1.4 786
36¢47 7.7 15 856
48¢59 5.3 1 720
Sex
Male 8.5 1.1 2,084
Female 7.6 1.3 1,949
Source of drinking watér
Improved 7.9 1.3 3,289
Not improved 8.8 0.8 739
Other/missing 0 0 5
Toilet facility?
Improved, not shared 8 1 800
Shared 8.4 0.4 297
Non-improved 8 1.4 2,925
Missing 13.9 0 11
Residence
Urban 7.5 0.9 720
Rural 8.2 1.3 3,313
Region
Honiara 7.1 0.8 455
Guadalcanal 7.4 0.8 778
Malaita 6.8 1.5 1,080
Western 8.8 1.9 553
Other provinces 9.6 1 1,167
Mother's education
No education 9.8 25 390
Primary 7.6 1.1 1,921
Secondary 8.2 1.1 1,521
More than secondary 7.4 0.9 201
Wealth quintile
Lowest 8.7 1.6 939
Second 8.1 0.8 833
Middle 8.6 1.6 818
Fourth 6.9 0.9 773
Highest 7.9 1.2 670
Total 8 12 4,033

1See Table 2.1 for definition of categories.
2See Table 2.2 for definition of categories.
3 Facilities that would be considered improved if they were not shared by two or more households.
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10.5.2 Treatment of diarrhoea

In theSIDHS 2015 mothers of childrewith diarrhoea were asked what was done to treat the illness. Table
108 shows the percentage of childiemder age 5 yeavgith diarrhoea who received specific treatments by
background characteristiedmong children under age 5 with diarrhoea, 55 % sought treatment and advice
from a health facility or provideChildren of mothers living imirbanhouseholds were more likely to be
taken to a healthcare providéanother childrenMore male children (56%) than fereathildren (53%)

had diarrhoea in the two weghieceding the survegnd werdaken to a healthcare provider.

The results also shows that 66% of these children were treated with eithekisdrokoral rehydration

therapy (ORT) orecommended home fluid®HF), with 37%treated with(oral rehydration salt(jRS

from aprepared ORS packeind46% were given recommended home fluidsiother25% were given
increased fluidsvhile the majority of children with diarrhoea were treated by ORT or increased fluids
(73%). Furthermore, 40% were given home remedies or other treatments and few children were treated by
antibiotics drugs and zinc supplements (7% givetibiotics drugs2% givenzinc supplemenjsand12%

of children with diarrhoea receigenotreatment gall.

The percentage of girls receiving ORT was greater than that of boys, exéeptdased fluidsvhere the
percentage is slightly highaith boys.

ORT and other treatments vary by urban and rural resid&nisan mothers ofhildrenwere more lilkely
to seekreatment fot h e i r diarrhoed68%) than those in rural areas @3 Home remedies were
more likely to be used in rural @ (43% than in urban areas (@, and nore children in urban areas
were given ORT or increased fluids 8}than children in rural areas (%4).

171



Table 10.8: Diarrhoea treatment

Among children under age 5 years who had diarrhoea in the two weeks preceding the survey, the percentage for whomreatrtenvitas sought from a health facility or prosidthe
percentage given oral rehydration therapy (ORT), the percentage given increased fluids, the percentage given ORT diuisieasddhe percentage who were given other treatments,
by background characteristics, Solomon Islands 2015

Percentage of children

Oral rehydration therapy (ORT)

Other treatments

with diarrhoea for whom ORT or
Background . . . . . .
characteristic advice or treatment was | Fluid from ORS Recommende Either increas  Anti- Zinc Home No Number of
sought from a health packets or pre  d homefluids ORS or| Increased  ed biotic supplec remedy treatmen  children with
facility or provider packaged liquid (RHF) RHF fluids fluids drugs Ments /other Missing t diarrhoea
Age in months
<6 * * * * * * * * * * * 5
6c11 (50) (20.8) (40) (53) (19.2)  (64.2) (42) (25) (30.2) 0 (16.7) 33
12¢23 46.1 32.3 44.6 63 26.5 71.9 7.8 2.2 41.6 0 135 108
24¢35 65.6 45.3 51.5 73.6 19.9 80.5 9 2.9 34.7 1.6 7.2 75
36¢47 54.1 36.1 38.2 62.9 29 66.4 8.9 1.3 39 2.3 16.2 66
48¢59 (66.5) (492) (51.1) (75.9) | (28.3)  (84.9) 0 (2.9  (52.7) 0 (1.6) 38
Sex
Male 56.1 36.5 43.2 63.4 255 72 8.5 14 36.9 0 12.6 177
Female 53.1 36.8 48.2 68.9 24.7 75 4.9 3.3 43.7 1.8 10.9 148
Type of diarrhoea
Non-bloody 51.8 35 42.6 62 23.6 70.5 5.2 2.1 36.8 0 14.2 258
Bloody (67) (41.7) (67.4) (86.7) | (36.7) (91.2) (15) (2.2)  (50.9) 0 (3.1) 49
Missing 63.2 45.7 26.2 65.2 14.8 65.2 9.1 4.3 55.3 15.1 14 18
Residence
Urban 62.3 44.9 46.5 78.1 36.2 84.2 13.2 4.8 24.9 0 116 54
Rural 53.3 35 45.3 63.5 22.9 71.2 5.6 1.7 43 1 11.9 271
Region
Honiara (63.3) (37.3) (50.2) (78.2) | (26.3)  (82.9) (185) (2.6)  (21.5) 0 (12.5) 32
Guadalcanal 55.7 49.8 41.4 75.9 42.9 84.7 3.2 5.1 36.2 2 3.9 57
Malaita 57 40.9 56.9 72.2 29.4 81.4 4.7 0 46.8 2 7.7 74
Western 55.5 38.1 55.2 68.9 34.2 84.3 5.8 3.2 36.8 0 13.9 49
Other provinces 50 26.2 34.5 51.9 9 54.9 7.4 1.8 44.1 0 17.5 112

Note: Oral rehydration therapy (ORT) includes fluid prepared from oral rebir@ppiackeatt, (rackaged ORS fluid, and recommended home fluids (RHF pafignitesses are based bAR8nweighted cases. An asterisk indicates that a figure is based on fewer than 25

unweighted cases.

1Excludes pharmacy, shop, friend atidrtedgbractitioner.
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Table 10.8: Diarrhoeatreatment( cont 6)

Percentage of children

Oral rehydration therapy (ORT)

Other treatments

Background With_diarrhoea for whom _ _ QRT or _ _

characteristic advice or treatment was | Fuid from ORS Recommende Either increas  Anti- Zinc Home Number of
sought from a health packets or pre  d home fluids ORS or| Increased ed biotic supple remedy No children with
facility or provider packaged liquid (RHF) RHF fluids fluids  drugs ments /other Missing treatment diarrhoea

Mother's

education

No education (38.2) (35.2) (60.3) (71.8) (18.5) (75.8) (4.2) 0 (65.6) 0 (4.3) 38

Primary 55.8 38 40.8 66.2 20.1 73.4 3.9 1.5 34 1 15.7 147

Secondary 58.8 34.4 47.5 63.8 32.1 73.2 10.5 3.3 39.8 0.9 8.6 125

More than * * * * * * * * * * * 15

secondary

Wealth quintile

Lowest 48.5 37.3 41.7 61.7 204 69.5 4 0 59.1 1.9 3.1 81

Second 51.1 32.7 36.9 61.8 20.8 70.1 1.6 2.5 28.6 0 25.3 67

Middle 48.2 34.4 51.9 69.6 231 70.8 35 0 54.4 0 11.5 70

Fourth 63.7 41.7 552 70.7 33.3 79.5 14.2 2.7 24.4 0 10.9 53

Highest 68.8 38.5 43.8 68.1 32.3 80.8 15.3 8 215 2.2 9.6 53

Total 54.8 36.6 45.5 65.9 25.1 73.4 6.9 2.3 40 0.8 11.8 325

Note: Oral rehydration therapy (ORT) includes fluid prepared from oral reliy8)gtiacketdt @dackaged ORS fluid, and recommended home fluids (RHF). Figures in parentheses a@ baseibredscases. An asterisk indicates that a figure is based on fewer than 25

unweighted cases.

1Excludes pharmacy, shop, friend ditiotia practitioner.
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10.5.3 Feeding practices during diarrhoea

Mothers are encouraged to continue normal feeding of children with diarrhoea and to increase the amount
of fluid they intake These practices help to reduce dehydration and minihesadverse consequences

of diarrhoea on the childds nutritionaless,¢she at us.
same amount, or more fluids and food than usual when their child had diarrhoea. Table 10.9 shows the
percent distribution oftdldren under age 5 years who had diarrhoea in the two \westedinghe survey

by feeding practiceandaccording to background characteristics.

Among children under age 5 years with diarrhoea, 8@%¥e given the same amount of liquid as usual
25% wereggiven more liquid than usual, 13éere given somewhat less than the usual amount,2%d 1
were given much less than usual

Thosechildren who had diarrhoesnd were given fogdt3% hadthe same amouf food as usual8%
hadmore 26% were given somewh#tss than the usual amount of fo@8%were given much less than
usual and2% of children who usually ate solid foods did not receimgfood during their illness.

Children who live in urban areas are more likely to receive more than the usual afound oluring

episodes of diarrhoea than children in rural afRegarding the amount of food offered during diarrhoea
episodes, children in urban areas are more likely to receive more food during a diarrhoea episode than
children in rural areas
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Table 10.9: Feeding practices during diarrhoea

Percent distribution of children under age 5 years who had diarrhoea in the two weeks preceding the survey by amoudstafdidouod offered compared with normal practice, the
percantage of children given increased fluids and continued feeding during the diarrhoea episode, and the percentage of lohittetinwed feeding and were given oral rehydration
therapy (ORT) and/or increased fluids during the episode of diarrhoea, lyrdnawtt characteristics, Solomon Islands 2015

Amount of liquids given

Amount of food given

Percentage

Percentage who continued

given feeding and Number
Background . g
characteristic mc;reased were given .of
Same Some Don't Same Some Never Don't fluids and ORT and/or children
as what  Much  know/ as what  Much gave  know/ continued increased with
More usual less less missing Total | More usual less less None food missing Total feeding fluids? diarrhoea

Age in months
<6 * * * * * 100 * * * * * * * 100 * * 5
6¢11 (19.2) (65.8) (7.6) (7.3) 0 100 (7.8) (46.2) (19 (9.3) 0 (17.7) 0 100 (11.2) (44.3) 33
12¢23 265 493 123 119 0 100 6 525 239 143 2.4 0.8 0 100 175 54.3 108
24¢35 199 537 133 13 0 100 7.3 478 264 165 2 0 0 100 17 66.2 75
36¢47 29 415 124 1438 2.3 100 147 375 22 18.1 5.4 0 2.3 100 20.7 45.6 66
48¢59 (28.3) (49.9) (11.6) (10.2) 0 100 (5.9) (345 (420 (13.3) (4.3 0 0 100 (18.8) (67.3) 38
Sex
Male 255 514 115 116 0 100 10 46.3 229 165 18 2.6 0 100 18 53.9 177
Female 247 483 138 123 1 100 6.4 43.6 30 12.7 4.1 21 1 100 17.6 58.4 148
Type of
diarrhoea
Non-bloody 236 536 121 107 0 100 7.9 50.1 239 135 1.7 3 0 100 17.3 55.3 258
Bloody (36.7) (32.5) (10) (20.8) 0 100 (9.9) (20.6) (35.6) (23.6) (10.2) 0 0 100 (21.9) (58.9) 49
Missing 148 454 26.7 4.5 8.6 100 104 403 32.7 8.1 0 0 8.6 100 14.8 57.2 18
Residence
Urban 36.2 36 8.8 18.9 0 100 13.3 37 219 259 0 1.9 0 100 30.3 58.4 54
Rural 229 527 133 105 0.6 100 7.4 46.7 27 125 3.4 25 0.6 100 15.4 55.5 271

Note: It is recommended that children should be given more liquids to drink during diarrhoea and food skayudesditpizeastheses. are based etDAFweigbd cases. An asterisk indicates that a figure is based on fewer thaed26aseseigh
1Continued feeding practices includes children who were given more, same as usual, oosainewhdhédmfohoea episode.
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Table 10.9: Feedingpracti ces during diarrhoea (Cont d)
Amount of liquids given Amount of food given Percentage
Percentage who continued
Background . given feeding. and Number
characteristic |n(?reased were given _of
Same Some Don't Same Some Never Don't fluids and ORT and/or children
as what  Much  know/ as what  Much gave  know/ continued increased with
More usual less less missing Total | More usual less less None food missing Total feedingt fluidst diarrhoea
Region
Honiara (26.3) (45.7) (6.8) (21.3) 0 100 (9.3) (40.4) (16.9) (30.9) 0 (2.6) 0 100 (18.8) (52.1) 32
Guadalcanal 429 36.3 126 8.1 0 100 20 299 276 225 0 0 0 100 335 64 57
Malaita 294 428 16 9.8 2 100 7.2 524 235 101 2 2.8 2 100 20.7 66.7 74
Western 342 446 7.2 14 0 100 154 375 30 6.7 35 6.9 0 100 30.8 70.5 49
Srt:\(/airnces 9 65.1 143 11.7 0 100 0 52.6 28 12.6 5.4 1.3 0 100 21 39.6 112
Mother's
education
No education | (18.5) (40.5) (23.7) (17.3) 0 100 | (3.4) (28.2) (39.6) (22.7) (4 (2.2 0 100 (12.4) (53.1) 38
Primary 20.1 51.2 14.8 12.9 1 100 9.9 51.2 21.6 11.3 3.1 1.8 1 100 15 60.5 147
Secondary 32.1 51.1 7.4 9.3 0 100 7.7 41 29.8 15.5 2.6 34 0 100 22.3 52.5 125
g/leocroentcl;aarr; * * * * * 100 * * * * * * * 100 * * 15
Wealth
quintile
Lowest 20.4 56 14 7.9 1.9 100 3.9 41.7 35.1 13.3 1.9 2.3 1.9 100 104 57 81
Second 20.8 57 12.8 9.4 0 100 8.2 50.4 225 7.4 8.1 34 0 100 12.5 51.2 67
Middle 23.1 51.1 12.4 13.3 0 100 6.8 57.9 17.3 15.7 2.3 0 0 100 15.9 55.1 70
Fourth 33.3 447 153 6.7 0 100 10.3 38.1 348 10.6 14 4.8 0 100 28.6 65.7 53
Highest 323 353 7.5 24.8 0 100 157 333 198 292 0 2 0 100 27.8 51.6 53
Total 25.1 49.9 12.6 11.9 0.5 100 8.4 45.1 26.1 14.7 29 2.4 0.5 100 17.8 56 325

Note: It is recommended thdtemishould be given more liquids to drink during diarrhoea and food should not be reduced. FiguebasedmnEsesvacighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases.

1 Continued feedingqices includes children who were given more, same as usual, or somewhat less food during the diarrhoea episode.
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10.6 KNOWLEDGE OF ORS PACKETS

A simple

intake thiough some form of ORT, including the use of a solution prepared from packets of ORS. To

and effecti

vV e

response

t o

dehydration

C ¢

ascertain how widespread the knowledge of ORS is in Solomon Islands, respondents were asked whether
they know about ORS packets.

Table 10.10 shows th@B% of womerwho gave birthin thefive years preceding the survey knew about
ORS packets. ORS knowledge is higher among urban woriég) (Ban among rural womeni%y), and
knowledgeaboutORSis higher among oldevomenthan younger ones, wif8% of women irthe oldest
age groughaving knowledge compar&2% women irthe youngest age group.

Simil ar|l

Yy

knowl edge

of

ORS

packets

i n Gramong e S

mothers with no education to @among mothers with more than a secondary eiturcat

Table 10.10: Knowledge of oral rehydration salts (ORS) packets or pre-packaged liquids

Percentage of women aged @® with a birth in the five years preceding the survey who know about ORS packets or
ORS prgpackaged liquids for treatment of diarrba by background characteristics, Solomon Islands 2015

o Percentage of women who Number of

Background characteristic | know about ORS pa_cke_ts or  vomen
ORS prepackaged liquids

Age
15¢19 61.5 113
20¢24 68 625
25¢34 73.2 1,380
35¢49 78.1 690
Residece
Urban 81.6 530
Rural 70.7 2,276
Region
Honiara 80.5 336
Guadalcanal 71.2 543
Malaita 68.8 713
Western 75.1 405
Other provinces 72.9 810
Education
No education 59.5 261
Primary 70.6 1,309
Secondary 77 1,084
More than secondgy 84.3 152
Wealth quintile
Lowest 66.9 616
Second 70.5 575
Middle 70 563
Fourth 76.6 556
Highest 81.6 496
Total 72.8 2,807
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10.7 TOOL DISPOSAL

If human faeces are left uncontained, diseasespreadhroughdirect contact or byransmission vidlies

and animals that had contagith the stool Hence, the proper disposal of
important in preventintghe spreadof diseasesTable 10.11 presents information on the disposal of stools

of children under age 5 years, bykground characteristics.

Table 10.11: Disposal of children's stools

Percent distribution of youngest children under age 5 years living with the mother by the manner of disposal of the
child's last faecal matter, and percentage of children whoselstm® disposed of safely, according to background
characteristicsSolomon Islands 2015

Manner of disposal of children's stools
. Put/ Percentage ol
Child rinsed .PUU Thrown Leftin Thrown/ childre% Number
Background used . . rinsed . . o
characteristic toilet or _|nto Buried nto drain into the left |r_1to Other Missing| Total Whos_e stools _of
latrine t0|Ie.t or or ditch garbage open sealriver are disposed children
latrine of safely
Age in months
<6 25 12 6.5 30.7 9.6 1.2 28.3 4.6 4.4 100 21.1 380
6¢l1 2.7 9.2 14.9 24.4 12.2 0.8 27.8 4.3 3.8 100 26.8 443
12¢23 4 10.8 24.6 13.1 7.9 1.3 32.8 2.3 3.2 100 39.5 732
24¢35 10.1 12,5 23.5 10.1 4.5 2.6 32 0.8 3.9 100 46.1 481
36¢47 18.5 11 21.7 6.5 3.6 1.9 34.2 1 1.7 100 51.1 386
48¢59 26.2 10.4 14.6 5 3.1 1.6 35.4 1.2 2.6 100 51.2 249
Toilet facility?
Improved, not | 564 585 67 119 12 1.6 6.2 3.7 36 | 100 61 554
shared
Shared 19.3 28.9 14.7 16.8 11.3 0.6 3.4 1.4 3.5 100 63 189
Norimproved 2.9 42 228 161 54 16 416 21 32 | 100 29.9 1,923
or shared
Missing 0 24.8 124 12.4 0 0 50.5 0 0 100 37.2 6
Residence
Urban 27.6 28.4 7.3 8.1 16.7 0.7 4.6 4.3 2.2 100 63.3 489
Rural 4.6 7.1 21.5 16.8 5 1.7 37.6 2 3.6 100 33.2 2,184
Region
Honiara 35.3 26 4.6 4.4 22 0.5 0.8 5 15 100 65.9 312
Guadalcanal 5.9 8.8 33.1 12.9 8.7 4.3 15 15 9.8 100 47.9 523
Malaita 5.8 11 18.7 22.6 5.9 0.2 33 14 1.2 100 35.6 680
Western 6.8 14.3 9.3 4.2 0.7 2.5 56.2 3.3 2.7 100 30.4 381
Other provinces 3.9 4.8 19.8 20.2 4.4 0.8 41.9 24 19 100 28.5 77
Mother's
education
No education 5.7 10.8 19.1 13.6 4.6 1.8 38.1 3.1 3.2 100 35.6 248
Primary 7.6 8.1 215 14.3 6.1 1.7 354 2.3 31 100 37.2 1,258
Secondary 9.7 12.9 171 17.4 7.8 1.3 28.1 2 3.6 100 39.8 1,024
More than 193 236 74 109 162 2.2 124 47 33 | 100 50.4 142
secondary
Wealth quintile
Lowest 2.6 2.9 24.8 14.6 6.8 1 40.5 21 4.7 100 30.3 595
Second 2.7 5.8 19.8 15 4.1 2.1 45.6 2.6 2.3 100 28.3 547
Middle 4.6 9.6 21.9 21.2 5.3 1.3 32.7 1.4 2 100 36.1 546
Fourth 11.8 12.6 18.6 16.7 4.2 2.4 28.1 2.1 35 100 43 529
Highest 26.1 27.7 6.6 7.4 16.9 0.9 6.1 3.9 4.2 100 60.4 457
Total 8.9 11 18.9 15.2 7.2 15 31.6 2.4 3.3 100 38.7 2,672

1Children's stools are considereed disposed of safely if the child used a toilet or latrine, if the fecal matter was put/rinkednietoraftdileas buried.
2See Table 2.2 for definition of categories
3 Facilities that would be considered improved ietheyshered by two or more households
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The survey showed that only 39% of children had their stools disposed of safely, with 9% of children able

to use a toilet or latrine to dispose ofneancheir s
19% of childrends stool being buried. I n contras:
32% of stools being thrown into or left in the sea or river, 15% were rinsed into a drain or ditch, 7% were
thrown into the garbage, 2% waft e the open, and another 2% were disposed of in other ways.

There are pronounced differenczesn t he di sposal of childrends stoo
instance, children living in urban areas are more likely to have their stools dispsséely than children

living in rural areas. Children whose mother have more than a secondary education and lives in the highest
wealth quintile are more likely to have their stools disposed of safely than other children.
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CHAPTER 11 NUTRIT ION

by Josephine Maelaua and Salome Diataldutritionists, SIMOHMS

KEY FINDINGS

U 32%of childrenunderage5 yearsare stuntedh growth(<-2 SD), with 10% beingseverely stuntec
(<-3 SD) Mean z score for heiglatge was 1.3

U 8% of childrenunderage5 yearsare wastedwith 4% beingseverely wastedviean z score was Q.z

U 16% of children undernge5 yearsare underweightvith 4% beingseverely underweight. Mean
score for weightige was 0.9

U 76% of children less than 6 montbkl areexclusvely breastfed.

U The mean duration for exclusive breastfeedisag.5 months.

U Initial breastfeeding within one hoaf giving birth occurs among®% of mothers.
U 3% of children less than 5 yeaskl areanaem.

U 37%of childrenaged6i 59 months receiveitamin A supplements

U 35% of childrerreceive deworming medication.

U 11%of children less than 5 yeaskl receiveron supplemerst

U 88% of households use salt, and of these, 98% use iodised salt.

U  47% of women agd 15 49 havea high body mass indexBMI): 30% areoverweightand B% are
obese.

U 41% of women aged 189 and 54% of pregnant women are anaemic.
U0 33% of women aged 189 receive vitamin A supplements after childbirth.

U 36% of men agd 15 49 havea high BMI: 26% of men ar@verweightand10% areobese.

INTRODUCTION

This chapter describes the nutritional status of children under yegr$infant and young child feeding
practices, including breastfeeding and feeding with swoidbr semisolid foods; diversity of foods fed and
thefrequency of feeding; and micronutrient status, supplementation, and fortification. The disalsssion
covers the nutritional status of adutiSi 49 and the prevalence of iodized salt in househdfitzlly,
children agd 6i 59 months and all women atjg5i 49 were eligible to provide a finger prick drop of blood
that was tested to determine the prevalence agfraia.

11.1  NUTRITIONAL STATUS O F CHILDREN

The nutritional status of children is an important indicafaheir health anavellbeing. Poo nutrition in

children under age 5 years is associated with an increased risk of morbidity and mortality. Usually there is
a @atchupdgrowth periodin older childenor adolescestwho experience growth retardatiamenthey

are less than threearsold.

Poor nutritiol statusin children is related to maternal malnutrition, low birth weight, inadequate
breastfeeding and weaning diets, and high levels of infectious disease moktadiiytrition in children

leads tcshort stature in adults, which is associated with reduced productivity and increased obstetrics risks
for women. Improvements in the nutritional status of children will reduce the severity of common childhood
illnesses and reduce the risk of death
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Similar anthropometrical standardnd measuremesivere used in the 2015 aBtDHS 20062007%. The
nutritional status of children was assessed by examining weight and height measurements using
standardised methods. Weight was measured using a digital scaextwthe nearest 10agns (g) and

height was measured using a portable measuring board accurate to the nadresttenimm) Children

under age 2 years were measured lying down, while older children were measured standing upright.

Three anthropostric indicators were calculated using weight and height measurements:

1. Height-for-agereflects achieved linear growth and deficits, which indicates-termg cumulative
inadequate nutrition and poor health. Low heigintage or stunting, is frequently asociated with
poor overall economic conditions, which result in leegn, inadequate calorie intake and/or
repeated exposure to illness, and other adverse conditions. -féeigige is the recommended
indicator that best reflects failure of a child toitiveach linear growth potential. This indicator
changes slowly over time and does not vary by season.

2. Weight-for-height reflects body weight relative to height. Low weidgbt-height, orwasting,
indicates a loss of weight or an insufficient weight gailative to height. Wasting is generally
associated with recent or ongoing severe weight loss. Weight loss in children resulting in low weight
for-height is usually due to recent illness and/or insufficient calorie intake (caused by food shortage,
weaningpractices or other events). This indicator can vary by season depending on the availability
of food and the incidence of acute morbidity in the child population.

3. Weight-for-age is an indicator of body mass relative to chronological age. Wéiglaige is
primarily a composite of weigHor-height and heighior-age, and fails to distinguish tall, thin
children from short, welproportioned children. Because it is influenced by both the height and the
weight of the child, it is more difficult to interpretolv weightfor-age or underweight, can be used
as a general indicator of child health and mortality risk.

These indices were calculated by comparing the weight and height measurements, or combinations of these
measurements, withorld Health Organization/HO) international growth references. These references

are based on the observation that wellrished children from different countries and ethnic groups have a
similar growth potential at least to age 7 years. Environmental factors such as infestiasegliinadequate

and unsafe diet, poverty and socioeconomic status, rather than genetic predisposition, account for any
deviations from the references (WHO 129%)

The anthropometric indicators afchildé sutritional status used in this survey angpeessed as standard
deviations (SD), the deviations of the individual anthropometric measurements from the median value of
the WHO growth reference for that childds height
Children whoare more than 3D below the reference median of the international growth reference for their

age or height (€ SD)are consideretb beundernourished and thosevho aremore thar8 SD &-3 SD)

belowthe reference mediameeconsidered to bseverely undernourished

Z-score means are also calculated as summary statistics representing the nutritional status of children in a
population. These mean scores describe the nutritional status of the entire population without the use of a
cutoff. A mean Zscore of less than 0.¢i a negative mean value for stunting, wasting or underweight)
suggests that the distribution of an index has shifted downward and thatfmostall, children in the
population suffer from undernutrition relative to the reference population.

Figure 111 illustrates th@ercentage of children undage Syearswho areclassified adeingmalnourished
according to three anthropometric indices of nutritional status: Heighge, weighfor-height, and
weightfor-age, bythe childés age in monthsin general, stunting, wasting, and underweight remain a
nutrition problem in children less than 5 years of age. About 50% of stunting occurs in childr2d aged
58 monthsyvhile over 20% of wasting occurs in children aged 1 month, and 20% of underweigfstiacc
children aged 2 and 24 months

BWHO. 1997 WHO Global Daabase on Child Growth and MalnutriticBee:
http://apps.who.int/iris/bitstream/10665/63750/1/WHO_NUT_97.4.pdf

181



Figure 11.1: Nutritional status of children by age, Solomon Islands 2015
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STUNTING IN CHILDREN

Low heightfor-age, or stunted growth, reflects a failure to reach linear growth potential as a result of
stboptimal health and/or nutritional conditions. On a population level, high level of stunting is associated
with poor socioeconomic conditions and a high risk of frequent and early exposure to adverse conditions
such as illness and/or inappropriate feediractices. Childhood stunting leads to significant reduction in
adult size. One of the main consequences of small adult size is reduced work capacity, which in turn has an
impact on economic productivity. Maternal size is associated with specific repvedugtcomes. Short

stature in women places an increased risk of delivery complications because of small pelvic size. Small
maternal size also increases the risk of giving birth tevi@ight babies who themselves have an increased

risk of becoming smablized adults.

Table 11.1 presents the nutritional status of children including the prevalence of lowfdreaye or
stunting in children aged less than 5 years by gender and according to birth size andchatentatfistics.
Overall, 2% of childrenunder age 5 years are stunted (identified-asSD below the mean), &dpoint
decline compared with3%6 reported in th&sSIDHS 20062007, According to theSIDHS 2015 10% of
children are severely stunted children (identified -@SD below the mean), amcrease 0% pointwho
were severely stunted in ts¢DHS 20062007 (9%). The prevalence of stunting is slightly higher among
boys (31%) than in girls 80%). A similar trend was reported in ti®DHS 20062007, in which the
prevalence of stunting was 37 boys and 2% for girls. Despite aB% decrease among boys compared
with a3% increase among girls, stunting is still prevalent among boys.
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Table 11.1: Nutritional status of children

Percentage of children under five years classified as malhedrigccording to three anthropometric indices of
nutritional status: heighfor-age, weightfor-height, and weighfor-age, by background characteristics, Solomon

Islands 2015
Heightfor-age Weightfor-height Weight-for-age
Percentaye Mean Percentage Mean 2 Percentage Mean Z Nu(r;ber
Background below below | Zscore | pelow below -2 above scoré | pelow below above | SCOr€ | qhildren
characteristic 3sD -2sB | (SD) | 3sD SB +2SD| (SD) | 2sp -2sB +2sD| (SD)
Age in months
<6 4.8 11.4 -0.2 3.5 9.2 7 0.1 1.3 7.2 3.9 -0.2 275
6¢8 6.5 16 -0.5 2.1 9.2 6.7 -0.2 2.2 11.7 2.4 -0.6 185
9¢l1 8.3 28.4 -1.2 3.8 7.9 4.3 -0.3 4.9 18 0.5 -1 185
12¢17 15.6 37.2 -1.5 6 14.4 4.6 -0.5 7.1 20.6 2.5 -1.1 381
18¢23 16.8 38.8 -1.5 4.4 11.1 4.7 -0.4 6.5 18 14 -1 338
24¢35 12.4 40.4 -1.6 3.3 7.7 4 -0.3 3.9 17.3 0.9 -1 700
36¢47 8.6 31.6 -1.5 2.2 5.9 3.2 -0.2 2.9 14 0.2 -1 762
48¢59 7.8 28.9 -1.4 15 4.4 1.6 -0.3 2.6 15.1 0.3 -1 658
Sex
Male 11.7 335 -1.4 3.2 7.9 4.3 -0.2 3.3 15.7 1 -0.9 1,778
Female 9 29.6 -1.3 3 8 3.5 -0.3 4.3 15.4 1.4 -0.9 1,705
Birth interval in
months?
First birth 10 29.9 -1.3 3.2 8.1 3.8 -0.2 2.9 13.9 0.8 -0.9 744
<24 12.8 33.2 -1.4 2 6.4 4.3 -0.2 3.5 17.3 1.2 -0.9 649
24¢47 10.5 32.1 -1.3 3.4 7.7 4.9 -0.2 3.2 14.1 1.5 -0.9 1,061
48+ 7.3 28.7 -1.2 3.5 9.2 2.7 -0.4 4.3 15.9 1.3 -1 652
Size at birth
Very small 24.6 52.5 -2 6.5 10.8 15 -0.5 9.3 32.8 1.1 -1.5 91
Small 15 40.1 -1.6 4.7 12.9 4.1 -0.6 6.5 24.9 0.6 -1.3 333
Aveaage or larger 9 28.8 -1.3 2.7 7.1 4.1 -0.2 2.8 131 13 -0.8 2,554
Missing 10.7 38.6 -1.5 4.4 7.5 3.8 -0.3 4.7 17 1.2 -1.1 125
Mother's
interview status
Interviewed 10.2 31.1 -1.3 3.1 7.8 4 -0.2 34 15.1 1.2 -0.9 3,106
E&ti:tﬁgjfg\llni?d 93 356 -14 6.8 12.4 3.1 0.6 91 176 0 1.2 76
Not interviewed
and not in the 12.3 35.6 -1.3 2.7 7.8 2.6 -0.3 6.1 19.5 0.8 -1 301
household
Mother's
nutritional
status®
Thin (BMI<18.5) (14.8) (50.5) (-1.8) (6.4) (14.9) 1.9 (-0.8) (6.4) (41.7) 0 (-1.6) 52
Normal (BMI
18.&24.(9) 11.1 33.2 -1.4 3.7 8.6 3.8 -0.3 4.2 16.6 1.3 -1 1,380
oot\;/:;\g((agn%/x 5 8 263  -1.2 1.6 5.5 4.3 0.1 2 122 13 0.7 1,270
Residence
Urban 8.2 27.3 -1.1 2.1 6.3 4.4 -0.1 1.5 12 1 -0.7 562
Rural 10.8 324 -1.4 3.3 8.3 3.8 -0.3 4.2 16.2 1.2 -1 2,921
Region
Honiara 9 26.6 -1.1 1.3 4.6 4.4 0 1 11.3 1.3 -0.6 375
Guadalcanal 14.3 36 -1.4 3.3 6.3 8.2 -0.1 3.8 13.9 1.7 -0.8 564
Malaita 10.3 34 -1.4 2.4 5.3 3.1 0 3.6 11.6 0.9 -0.8 995
Western 11.4 31 -1.3 5.7 14.6 2.8 -0.7 4.4 22.5 0.3 -1.2 494
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Other provinces 8.3 29 -1.3 3.1 9.4 2.7 -0.5 4.6 18.3 1.4 -1.1 1,055
Mother's

educatior?

No education 11.2 34.6 -1.5 4.6 10.6 3.4 -0.3 5 17.7 0.7 -1.1 327
Primary 10.2 33 -1.4 2.9 7.1 3.5 -0.2 3 14.7 1.3 -0.9 1,536
Secondary 10.6 29.3 -1.3 3.3 8.3 5 -0.2 4.1 15.1 14 -0.9 1,166
gﬂe"cfnt(;‘:rr; 43 21 -0.9 13 8.6 2.8 0.2 22 154 0 0.7 151
Missing 0 27.9 -1.8 0 0 0 -0.5 0 0 0 -1.2 2
Wealth quintile

Lowest 12.8 36.2 -1.5 4.5 10 3 -0.4 6.8 21.2 15 -1.1 837
Second 7.7 32.1 -1.3 1.8 6.5 3.3 -0.2 3.2 13 0.8 -0.9 758
Middle 12.2 33.2 -1.5 3.4 7.8 3.9 -0.3 3.6 16.2 0.7 -1 694
Fourth 9.9 29.1 -1.3 2.7 7.5 3.9 -0.1 2.7 12.7 0.5 -0.8 664
Highest 8.3 24.6 -0.9 3 7.5 6 -0.1 15 12.9 2.6 -0.6 530
Total 10.3 31.6 -1.3 3.1 7.9 3.9 -0.2 3.8 15.5 1.2 -0.9 3,483

Note: Table is based on children who stayed in the household on the night before the interview.i€axpretgeelimigtandard deviation units (SD) from the median of
the WHO Child Growth Standards adopted in 2006. The indices in this table are NOT comparable to those based NCH8/@RAOSHD reference. Figures in
prentheses are based ®42unweighted cases.

Table is based on children with valid dates of birth (month and year) and valid measurement of both height and weight.

1Recumbent length is measured for children under age 2, or in the few cases when the ag@oftharhildd<hitd is less than 85 cm; standing height is measured for
all other children.

2|ncludes children who are b8letandard deviations (SD) from the WHO Child Growth Standards population median.
3Excludes children whose mothers wisttenvi¢wed.

4Firstborn twins (triplets, etc.) are counted as first births because they do not have a previous birth interval.
5Includes children whose mothers are deceased.

8 Excludes children whose mothers were not weighed andamieasmradiose mothers were not interviewed, and children whose mothers are pregnant or gave birth within
the preceding 2 months. Mother's nutritional status in terms of BMI (body mass index) is presented in Table 11.10.1.

7For women who are not ieteed, information is taken from the Household Questionnaire. Excludes children whose mothers are not |Qigestiotheaeusehold

Stunting also appears to be higlaenongchildren in rural areasf Guadalcanal, Malaita and Western
provinces tharamongchildren in Honiara ahother provinces (see also Fig. 31 Stunting is more likely

to be observed among children baonmothers with little or no education and living in less wealthy
householdsandis more likely to be observed ampbabies who are born very small or small.

There are no observed differences between boys andogitisare equally shorter than children of similar
age in the international reference population.

Figure 11.2: Prevalence of severe stunting among children aged less than 5 years, Solomon Islands
2015

Severe stunting

m Stunting
36
34
31
26.6
14.3
. 10.3 114
8.3

Honiara Guadalcanal Malaita Western Other provinces

Percentage

Region

184



WASTING IN CHILDREN

Low weightfor-height or wasting or thinnessdicates in most casesrecent or severe process of weight
loss that is often associated with acute starvation and/or a severe disestise) My also be the result of
chronic unfavourable living conditions. Overall, the prevalence of wasting in Solomon Islands children is
fairly low, with 8% below-2 SD and 36 severely wasted (belov@ SD) (Table 11.1)omparedvith 4%

and P46, respective}, as reportedh the SIDHS 20062007 This is an increase of4 points for wasting

and a 2 points increase in severe wastiige mean Acore for weightor-height is-0.2, which is slightly
belowzero, the expected reference value.

There is an obserdepeak in the prevalence of wasting in children between ages 12 and 23 months, which
corresponds to the time after completing imrsatidn at 1 year of age and an age when acute infectious
diseases are common. The prevalence of wasting is ésotrgendes, with girls and boysat 8%.Wasting

is higher in rural areg8%),in Western (%%) and other province®%o). Children of educated mothers are

less likely to be wastedand the prevalence of wasting decreases as household wealth increases.
Furthermore,tiere is evidence thaabies who are borvery small are more likely to beeverelywasted

(7% below -3 SD) than children who are born of an average or larger 3%¢low -3 SD); a similar
patterrwasobserved in th&IDHS 20062007,

High weightfor-hdght is considered an indicatfmr obesity because the majority of individuals with high
weightfor-height are physically obese. The overall prevalence of childhood obesi§DB 4%, an
increase from 3% as reported in B®HS 20062007, Obesity amag children under the age of 5 years
has increased by point since theSIDHS 20062007 The currentprevalence of high weigtior-height
peaks irbabies that arless than 11 months oldsamilar patterras reported in th8IDHS 20062007,

Figure 113 shows the prevalence of wasting and obesity by region. More children in Wersi@nte are
wasted than children iather provinces and GuadalcaRabvince. Obesity among children undege5
years is observed in GuadalcaBaivince, whik Honiara repds aslightly equal proportion of wasted and
obese childrerwhich wasalsothe case for MalaitBrovince inthe SIDHS 20062007,

Figure 11.3: Prevalence of wasting and obesity among children aged less than 5 years by region,
Solomon Islands 2015
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UNDERWEIGHT IN CHILDREN

The prevalence of low weiglibr-age or underweightor being undernourished in childreshown in
Table 11.1 Overall, % of children are underweight (belo® SD), a4% pointincrease comparealith
12% reportedn the 2006 2006 SIIHS. Furthermore4% are severely underweight (bele®SD), a2%
point decreaseomparedvith 2% as reporteth the SIDHS 20062007. Themeanz-score for weightor-
age is-0.9 which isbelowzero, the expected value of the reference distribution

Children in rural areaghosein less wealthy householdmdthoseborn to less educatedothers are more
likely to be underweighthemselves (Table 11.1¢hildrenof an average or large birth size are less likely
to be underweight than children of a smalttbsize. Apathy, whether induced by inadequate nutrition or
infection, places children at risk dévelopmental retardatiomhe prevalence of underweigthildrenis
higher in Western Province thanother regions (Table 11.1 aRd. 114).
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Figure 11.4: Prevalence of underweight children aged less than 5 years by region, Solomon Islands
2015
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11.2 BREASTFEEDING AND COMPLEMENTARY FEEDING

The survival, growth, development, health and nutritional status of children are closely linked to infant and
youngchidl f eeding practices. The motherds nutritiona
i mportant i mpact on the childds heal télcompleteal nut ri
months of age is the recommended and most appropagteovieed newborn babies until age 6 completed

months. It provides optimal nutrition for the growing chileduces exposure to environmental pathogens,

and provides protection from environmental contamination such as poor water quality.

WHO andtheUne d Nati ons Chil drends Emergency Fund (UNIZC
be given after a child reaches 6 completed months of age, and that breastfeeding should continue into the second
year of life. Prolonged breastfeeding also increases @uiatpostpartum infertility, thus breastfeeding acts as

a natural contraceptive, impacting on the mother6:

11.2.1 Initiation of breastfeeding

Both the mother and child benefit from early initiation of breastfgedine suckling action of the baby on

the breast releasthe hormone oxytocin, which increases uterine contractions and improves the expulsion
of the placenta and reduces the risk of haemorrhage following delivery. The infant benefits from the first
breas milk, called colostrum, which is rich in nutrients and immunoglobulin that help protect infant against
infections.

Table 11.2 presents the prevalence of children born in the five years preceding the survey who were ever
breastfed and the time of initiah of breastfeeding. Overall, the prevalence of children who are ever
breastfed is 8%, a B0 pointsincreasgfrom 93%) from theSIDHS 20062007 Of these children79%

begn breastfeeding within one hour of birth; this figure increased ¥ &&childrenwho began breast
feedingwithin one day of birthOverall, 4% of children receivdéood other than breast milk. Both increase

in the prevalence of children ever breastfadd early initiation of breastfeeding favourably decreases the
percentage of childrewhoreceive bodotherthan breast milk by less thaf62

Figure 11.5sisuallyshowstheprevalence of breastfeeding by province. Overall, the prevalence of breastfed
children is more than 95in all provinceswith the highest prevalence in Guadalca(®8%) followed by

other provinces (98). The prevalence of breastfeeding is slightly higher in rural are#s (&&n in urban

areas (9%, with anincrease of % pointsin rural areaand8% points in urban areaspmparedvith 93%

(rural) and 8% (urban)from the SIDHS 20062007. Overall, the results show that the prevalence of
breastfed babies continues to increResdisfemthedhr a mo
SIDHS 2015ndicate that theres no difference in the wealth ofr@usehal wealth and the prevalence of

breastfed babiefn the SIDHS 20062007, however, there was an inverse pattehere the prevalence of
breastfeeding decreabwith anincreag in household wealth. This is an indication that all mothers can
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successfully brastfeed their children, provided that they receive adequate family support and access to
complete and accurate breastfeeding information.

Table 11.2: Initial breastfeeding

Among lastborn children who were born in the two years preceding the sutheypercentage who were ever
breastfed and the percentages who started breastfeeding within one hour and within one day of birth; and among
last-born children born in the two years preceding the survey who were ever breastfed, the percentage who received
a prelacteal feed, by background characteristics, Solomon Islands 2015

Among lastborn children born in the past two years:

Among lastborn children born in
the past two years who were ever

Background breastfed:
characteristic Percentage Percentage who Percentage who Number of Percentage ~ Number of last
ever started breastfeeding started breastfeeding  last-born who received a  born children
breastfed  within 1 hour of birth  within 1 day of birth children prelacteal feed ever breastfed
Sex
Male 98.2 77.9 94.6 824 4.4 809
Female 97.6 80 94.5 791 25 772
Assistance at delivery
Health professional 98 79.2 94.9 1,404 3.2 1,376
Traditional birth
attendant (100) (68.3) (92.8) 44 (10.2) 44
Other 97.7 81.2 93.7 147 5.1 144
No one 100 100 100 7 0 7
Missing 78.6 46.5 59.7 12 0 9
Place of delivery
Health facility 98.2 79.7 94.9 1,380 3.2 1,355
At home 97.1 74.4 93 221 47 215
Other 100 71.2 100 6 28.8 6
Missing 66.8 66.8 66.8 8 0 5
Residence
Urban 96.5 78.8 92.6 291 8.1 280
Rural 98.2 78.9 95 1,324 25 1,301
Region
Honiara 97 81.1 93 182 9.1 176
Guadalcanal 98.5 73.3 95.9 301 1.3 296
Malaita 97.7 80.3 95.5 420 2.6 410
Western 98.1 90.9 96.6 238 4.3 234
Other provinces 98 74.4 92.3 474 3.1 465
Mother's education
No education 98 85.5 95 145 11 142
Primary 98.1 80.5 94.7 699 3 686
Secondary 97.6 75.6 94.1 680 4.1 664
More than secondary 99.1 81.1 95.4 90 6.7 89
Wealth quintile
Lowest 97.3 78.3 92.8 378 5.2 368
Second 981 77.1 94.6 337 0.4 330
Middle 98.4 77.1 95 305 25 300
Fourth 98.6 80.2 96.7 318 21 313
Highest 97.2 82.5 93.8 277 7.6 269
Total 97.9 78.9 94.5 1,615 35 1,581

Note: Table is based ontast children born in the two years preceding thegaudtegs of whether the children are living or dead at the time of interview. Figures in
parentheses are based ef®28nweighted cases.
LIncludes children who started breastfeeding within one hour of birth.

2 Children given something otherrenast milk during the first three days of life.
3 Doctor, midwife, registerd nurse, nurse aid.
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Figure 11.5: Prevalence of breastfeeding by province, Solomon Islands 2015
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11.2.2 Breastfeeding status by age

One indicator of breastfed children is the peragta children less than 6 months old who are exclusively
breastfed.

Table 11.3 presents the prevalence of children less th&wyages who are currently breastfiasng and/or
receiving complementary foods at the time of the survey. There hasT¥égoimtsdecreasa the number

of children less than age 2 years currently breastfeéding67% at the time of th8IDHS 20062007to

60% reported inthe SIDHS 2015 The prevalence of exclusive breastfeeding declines rapidly between 4
and 7 monthsindicaing that most (6%) breastfed children started complementary feeds at 6 completed
monthsof age Figure 116 shows this relationship very clearly. The introduction of the newly integrated
WHO/UNICEF Infant Young Child Feedi{)y CH) practice in 2010 in Somon Isldnds which addressed
exclusive breastfeeding and starting complementary feeds at 6 completed ofoatfes (along with
continuel breastfeedindor up to two yearshashad a positivémpact As illustrated in Figure 11,8here

has beeimprovedadherence to the WHO/UNICEF IYCF practieeen though the practice of introducing
complementary foodst agel months onwards is still a common practice in some afé&xgdomon Islands.

According results oftte SIDHS 2015 plain water is given to chiléen mostly prior tahe weaning period

while at the time of th8IDHS 20062007, it was introduced durintpeweaning periodBreastfed children

are beingntroduced to mainly nemilk liquids or juice earlier than 4 months of age. Milk other than breast
milk is not commonly given to babies because the cost of formula and powdered milk is very expensive.
The prevalence of children wiawe givera bottle with a nipple peakghen children arbetween ages 12

and 17 monthsomparedvith 9 and 1L monthsat thetime of theSIDHS 20062007,

Figure 11.6: Relationship between exclusive breastfeeding and complementary feeding among
children aged less than 2 years, Solomon Islands 2015
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Table 11.3: Breastfeeding status by age

Percent distribution of yowest children under two years who are living with their mother by breastfeeding status and the percentage currently thiregistfe the percentage
of all children under two years using a bottle with a nipple, according to age in m8othson Island8015

Breastfeeding status
Number of
Agein Breastfeeding Breastfeeding _ Breastfeeding youngest child
months and and Breastfeeding and Percentage  under two Percentage
Not consuming consuming and consuming currently years living using a Number of all
breast | Exclusively plain water non milk consuming  complementa breast with their bottle with a  children under
feeding | breastfed only liquidst other milk ry foods Total feeding mother nipple two years

0¢l 14 86.8 0 4.2 0.7 7 100 98.6 109 0.7 114

2¢3 1.6 83.8 1.2 5.6 0.9 6.8 100 98.4 130 5.2 132

4¢5 5 61.1 4.3 6.6 1.9 20.9 100 95 141 11 145

6¢8 5.1 16.4 2 10.5 0.8 65.1 100 94.9 225 20.9 230
9¢l1 5.5 21 2.6 3.4 0.8 85.6 100 94.5 219 22.9 224
12¢17 18.7 13 0.4 04 0 79.3 100 81.3 413 244 436
18¢23 415 0.9 0.6 0 0 57 100 58.5 319 155 390

0¢3 15 85.1 0.7 5 0.8 6.9 100 98.5 239 31 246

0ch 2.8 76.2 2 5.6 1.2 12.1 100 97.2 380 6 391
6¢l1 6.1 12.7 24 8.5 13 69 100 93.9 296 21.1 303
12¢15 14.2 11 0.5 0.5 0 83.6 100 85.8 317 24.6 332
12¢23 28.6 11 0.5 0.2 0 69.6 100 71.4 732 20.2 826
20¢23 40 1 0 0 0 58.9 100 60 204 14.6 258

Note: Breastfeeding status refers foom2deriod (yesterday and last night). Children who ateslassifitfeeding and consuming plain water only consumed no liquid or solid supplements. The categoge®xdlnsivieigdstiastied, breastfeeding and
consuming plain water;mdk liquids, other milk, and complementary foodsd(selmsadids) are hierarchical and mutually exclusive, and their percentages add to 100%. Thus children who retmiveikriégsidsidkdeho do not receive other milk and
who do not receive complementary foods are classifieehiikthgumdoategory even though they may also get plain water. Any children who get complementary food ategolgsaffikthindbahey are breastfeeding as well.

1 Nonmilk liquids include juice, juice diiedasproth or other liquids.
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11.2.3 Duration and frequency of breastfeeding

Table 11.4 presents the median duration of &nyd of breastfeeding, exclusive breastfeeding and
predominantly breastfeeding among children born in the three years preceding the survey, and the mean
numberof feeds per dagr night by background characteristics.

WHO and UNICEF recommend exclusively breastfeeding babies for the first 6 completed ohauths

and continued breastfeeding for at least 24 months. The median duratiokiotieofreastfeedingmong
Solomon Islands children born in the three years preceding the survey is 18.8 months, a decline from
22.6months at the time of thB8IDHS 20062007. The mean duration for exclusive breastfeeding is 5.3
months and is 6.3 months for predominantly kifeading representing a sligimcreasdrom 5.1 months

and 5.8 monthgespectivelyfrom theSIDHS 20062007,

Children in rural areas are madikely to be breastfed more frequently than those in urban areas. There are
no differences in the mean duratiof exclusive breastfegd) amonghildren inruralareag5%) andurban
areag4%)orby r egi on, mot her6és educational attainment

Table 11.4: Median duration of breastfeeding

Median duration of any breastfeeding, exclusive breastfeeding predominahbreastfeeding
among children brn in the three years preceding the survey, by background characteristics, Solomon Islands 2015

Median duration (months) of breastfeeding
Background among children born in the three years preding
characteristic the suryey -
Any Exclusive Predaminant
breastfeeding breasfeeding breastfeeding
Sex
Male 18.2 4.6 5.3
Female 20.9 4.4 5.7
Residence
Urban 16.5 4.4 4.9
Rural 19.9 4.5 5.6
Region
Honiara 16.2 4.5 5
Guadalcanal 24.7 3.3 4.9
Malaita 17.8 4.3 51
Western 20.1 5.7 6.3
Other provinces 18.5 4.5 5.9
Mother's education
No education 18.3 4.1 5
Primary 21.3 4.8 5.5
Secondary 18 4.3 5.5
More than secondary 154 4.5 5.9
Wealth quintile
Lowest 21.8 4.2 5.8
Second 21.1 4.2 5.5
Middle 18.2 4.4 55
Fourth 195 5.3 5.7
Highest 16.4 4 4.6
Total 18.8 4.5 55
Mean for all children 21.1 5.3 6.3

Note: Median and mean durations are based on the distributions at the time of the survey of the propattisrsioickitiirthbyncludes children living and deceased at
the time of the survey.

11t is assumed that #astborn children and{astn children not currently living with the mother are not currently breastfeeding.

2Either exclusively breaktr received breast milk and plain water, asdilérliguids only.
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11.2.4 Types of complementary foods consumed by children

UNICEF and WHO recommend introducing solid food to infants from the age of 6 completed months
because the nutritional requinents of the child will not be adequately met by breast milk alone. In the
transition to eating the family diet, children from the age of 6 completed months should be fed small
quantities of solid and sersolid foods{ e f e r r cerdplementarg feodsthroughout the day. The risk

of malnutrition during this transition period is very high due to improper and unsafe food handling and
inappropriate feeding practices.

Mothers whose youngest childléss tharB years of age were asked about the typesaafsfand liquids
consumed by the child in the day or night preceding the interview. The results are presented in Table 11.5

LIQUIDS
Non-breastfed children are more likely to consume all other types of liquids and infant formula than
breastfed children. Thmo st commonly consumed | iquid is 6other

consumed by 65% of neireastfed children less than 2 years and by 49% of breastfed children in the same
age groupThe introduction of other liquids began early with one imlireastfed children (11%) aged30

months consumed other liquids and the number increased to 1 out of 2 among breastfed children (56%)
aged 68 months who consumed other liquids. By agg&lenonths, more than half of these children were
given other liquid$65%).

Infant formula consumption has declinathongbreastfed childrefrom 4% as reported in tH8IDHS
2006 2007to 2% in theSIDHS 2015 A similar pattern is also seen among #weastfed childrerNon-
breastfed childreare more likely to begivenliquids (infant formula, other milk, other liquidsjherthan
breastfed childrerOverall, the consumption of all types of liquidsiong breastfed children less than 2
years has declined by 8 percentage points fronStb&lS 20062007 while consumption of thier milk
showed only a small decline of 0.2%.

SOLID OR SEMI-SOLID FOODS

Overall, 89% of breastfed children agé@8 months received solid and semi solid complementary food in
addition to breast milk. Moreover, 97% of Rbreastfed children in the samehorts received the same
type of feedingThe introduction of sersolid and solid foods increased rapidly betwages4 and 9
months among abireastfedthildren. Vitamin Arich foods such as pawpaw, sweet potatoesipkin and

dark green leafy vegetaddare the most common foods introduced to young children. These are very soft
when cooked and easily mashed to the right consistency.

Other commonly consumed foods include those made from grgpezially for nofbreastfed children
followed by foods magl from tubersandroot crops.

Only 26% of breastfed children and®% of nonbreastfed children consume proteich foods such as
meat, fish and poultry. Consumption of eggs wa% 19 breastfed children and6% in nonbreastfed
children.The bw percentag of consumptiocould possibly belue to théhigh cost of thestbods and not
all householdsan afford themAnother 60% of breastfed children and 84% of-bogastfed children
consumed fruits and vegetables rich in vitamin A. Food made from rootsoemnslwere consumed by 47%
of breastfed children and 69% of rbreastfed children.

The percentage of ndireastfed children consuming any solid or seatids foods is higher 830) than
those who are breastfed@s), a decline of about 3% and 6%, respetjiv
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Table 11.5: Foods and liquids consumed by children in the day or night preceding the interview

Percentage of youngest children under two years of age who are living with the mother by type of foods consumed in tightlpyemeding th interview, according to breastfeeding status
and age, Solomolslands 2015

Liquids Solid or semisolid foods

Agein 3 Food  Fruits and Food made Cheese, _
months Fortified made vegetables Other Food made from Meat, yogurt, Any solid Number

Infant  Other  Other baby from rich in fruits and  from roots legumes fish, other milk or semi of

formula milk! liquids? foods graing vitamin A* vegdables andtubers and nuts poultry Eggs product solid food children
BREASTFEEDING CHILDREN
0c1 0 3 113 0 5.7 7.1 4.3 7.1 1 7.1 54 0 7.1 107
2¢3 0.9 1.2 11 0.3 3.8 4.9 1.7 3.7 0.6 21 21 0.6 7 128
4¢5 15 15 26.9 0 5.2 16.9 5 10.8 1.2 1.9 24 0.8 22 134
6¢8 3.9 3.9 55.6 0.9 14.4 58.1 21.4 41.6 3.9 12.4 14.8 2.7 68.7 213
9¢11 13 10.1 65.3 1.3 48.2 80.3 43.2 57.9 9.1 31.3 22.8 2.9 90.5 207
12¢17 15 7 63.7 4.4 73.9 88.1 54.8 67.4 25 43.1 32.1 8.7 97.5 336
18¢23 0.7 7.2 57 3.7 73.5 86.4 56.7 80.1 22.7 47.9 27.9 85 97.4 187
6¢23 1.8 7 60.9 2.8 54.7 79.3 45.1 62 16.3 34.5 25.3 6 89.4 943
Total 1.6 5.6 48.5 2 40.7 59.7 334 46.6 12 25.8 19.1 4.5 67.7 1,312
NONBREASTFEEDING CHILDREN

Ocl * * * * * * * * * * * * * 1
2c3 * * * * * * * * * * * * * 2
4c5 * * * * * * * * * * * * * 7
6c8 * * * * * * * * * * * * * 12
gcll * * * * * * * * * * * * * 12
12¢17 29 11.7 66.1 15 71.3 83.7 47.1 66.8 25.9 39.2 27.7 7.2 95.1 77
18¢23 0 5.7 69.4 4.6 80.7 91.8 60.9 75.5 25 56.4 28 9.9 100 132
6¢23 2 8.1 66.9 3.9 74.6 87.9 54.8 72 23.1 50.9 27.1 8.3 96.5 233
Total 2.6 7.8 64.8 3.7 71.3 84.4 52.4 69.2 22.1 48.7 25.9 7.9 92.6 244

Note: Breastfeeding status and food consumed réfeotn"g2dod (yesterday and last night). An asterisk indicates that a figure is based on fewer than 25 unaseheadoppessard.h

10Other milk includes freshedirmmd powdered cow or other animal milk
2Doesn't include plain water
3Includes fortified baby food

4Includes [list fruits and vegetables included in the questionnaire such as pumpkin, red or yellow yams dseaaeagutatvestsiaek yteafy vegetables, mangoes, papayas, and other locally grown fruits and vegetables that are rich in vitamin A]
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11.3 INFANT AND YOUNG CHI LD FEEDING PRACTICES

The WHO Global Strategy on Infant and Young Child FeedihgCF (WHO 2005) recommends the
timely introduction of solid and/or serablid foodsbeginning aage 6 completed monttendincreasing

the amount and variety of foods and frequency of feeding as the child gets older, while maintaining frequent
breastfeeding as best practice.

Mothers with childen aged 623 months living with them were asked about the kinds of foods and drinks
they fed their children and how often children ate the food in the previous day or night. The list of foods in
the questionnaire was categorised into seven groups. Thaunirstandards were defined with respect to
food diversity (i.e. the number of food groups consumed) and feeding frequency (i.e. the number of times
the child was fed), as well the consumption of breast milk or other milk or milk products. Breastfed childre
aged 68 months were considered to have met the minimum nutritional requirements if they consumed
foods from at least three food grodfpas well as breast milk at least twice a day and at least three times per
day for children agedi23 months. No#breastfed children were considered to have met the minimum
nutritional requirements if they consumed milk or milk products plus foods from at least four food groups
(including milk products), and were fed at least four times per day.

Table 11.6 shows the mentage of children who are fed according to I'YCF practie®ng all children

aged 623 months, 8% consume breast milknilk, or other milk productsyhich isa declingrom 85% as
reportedn the SIDHS 2006 2007. This isdue toa significantdecreasén the percentage of nehreastfed
childrenwho consume ntk and milk products since theIDHS 20062007. Furthermore, only 3% of
children agedi®3 monthsonsume a varied diet from the three to four main food groups a day, a substantial
fall of 22% points from 59.2% at the time of th&IDHS 20062007 A further 15% points declineis
observecamongchildren who met all three IYCF practicewith only 22% comparedvith 37 at the time

of theSIDHS 2006 2007. There has beemdrastic decline ithe percentagef children aged &3 months

who ae fed according to IYCFecommendations

Among nonrbreastfed children, onl\28 meet the minimum IYCF requirementsyary slightimprovement

of 0.3% point from 2.®6 reported inthe SIDHS 20062007, Furthermoremost ofthese children are
children aged 1”2L7 months, children with more educated mothers and children living in wealth households.
Similar observations were reported in BEOHS 20062007,

14 Food groups used in the assessment of minimum standard of feeding practices include: infant formula, milk other thik, lnfezeteror
yogurt or other milk products; foods made from grains, roots and tuietading porridge and fortified baby food from grains; fruits and
vegetables rich in vitamin A; other fruits and vegetables; eggs; meat, poultry, fish and shellfish (and orgabeaeaig)pas and nuts; and
foods made with oil, fat or butter.
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Table 11.6: Infant and young child feeding (IYCF) practices

Percentagef youngest children aged;B3 months living with their mother who are fed according to three IYCF feeding practices based on breastfeeding status, fiamchigeoups,

and times they are fed during the day or night preceding the survey, by backgtaradteristcs, Solomon Islands 2015

Among breastfed children €3 months, percentage fed:

Among nonbreastfed children §23 months, percentage fed:

Among all children 623 months, percentage fed:

Minimum Both 4+ food Number of . . Minimum . Number of Breast milk Minimum . Number of
Background 4+ food groups and breastfed |Milk or milk 4+ food With 3 IYCF non-breastfed | . . 4+ food With 3 IYCI -
characteristic groups meal minimum meal children 23| products groups eal practice$  children 623 milk, or milk groups eal practices all children
frequency? frequency* products® frequency 6¢23 months
frequency months months
Age in months
6¢8 13.3 57.2 104 213 * * * * 12 95.2 14.5 54.6 9.8 225
9¢11 311 61.6 24.8 207 * * * * 12 96.4 324 59.8 24.6 219
12¢17 43.9 64.9 32.6 336 8.9 44.6 317 3.2 77 83 44 58.7 27.1 413
18¢23 44.9 70.9 35.5 187 4.5 49.9 30.1 14 132 60.4 47 54 214 319
Sex
Male 35.1 64.6 29.1 479 7.6 46 29.3 3.3 119 81.6 37.3 57.6 24 598
Female 335 62.7 23.7 464 7.6 49.5 29.5 2.7 114 81.8 36.7 56.1 19.5 578
Residence
Urban 43.4 64.9 32.9 155 (23.7) (59.1) (41.1) (9.8) 44 83.3 46.9 59.7 27.9 199
Rural 32.6 63.4 25.2 787 3.9 45.1 26.7 14 189 814 35 56.3 20.6 977
Region
Honiara 38.5 68.8 31.6 96 (28.4) (64.9) (46.5) (10.8) 29 83.3 44.6 63.6 26.7 125
Guadalcanal 25.2 56.8 15.7 199 (5.9) (38.6) (31.1) (3.7) 28 88.3 26.9 53.6 14.2 227
Malaita 26.5 72.8 24.5 240 0.4 30 14.2 0 79 75.3 27.4 58.3 18.4 320
Western 50.6 71.9 42.9 134 (10.3) (61.8) (32.1) (5.6) 37 80.7 53 63.4 34.9 170
Other provinces 38.5 54.8 26.1 274 6.1 58.5 38.6 1.2 60 83.2 42 51.9 21.7 333
Mother's education
No education 317 68.9 26.3 86 * * * * 20 80.8 28.4 57.7 21.2 106
Primary 29.7 64 22.8 407 8.4 46.6 34.2 2.3 102 81.6 33.1 58 18.7 509
Secondary 38.8 63.5 30 398 7.6 52.7 23.1 3.8 100 81.5 41.6 55.4 24.8 498
More than 4 53.7 28.1 52 * * * * 11 85 47 575 24.5 63
secondary
Wealth quintile
Lowest 30.7 61.3 25.3 235 (4 (34.5) (29.7) 0) 52 82.7 314 55.6 20.8 287
Second 31.7 63 24 204 (4.9) (48) (20.1) (1.6) 50 81.4 34.9 54.6 19.6 254
Middle 31.9 68.3 23.9 175 (2.9) 47) (29.1) (0) 43 80.9 34.9 60.6 19.2 218
Fourth 40.9 62.7 29.4 170 (3.9 (47.7) (22.7) (2.4) 51 77.7 42.5 53.4 23.1 221
Highest 39 63.8 31 158 26.6 66.5 50.6 13.2 37 86 44.2 61.2 27.6 196
Total 34.4 63.6 26.5 943 7.6 47.7 29.4 3 233 81.7 37 56.9 21.8 1,176

Note: Figures in parentheses are basdd@mu@ueighted cases. An asterisk indidatefigting is based on fewer than 25 unweighted cases and has been suppressed.
1Food groups: a. infant formula, milk other than breast milk, cheese or yogur or other milk products; b. fepdmtaadedruiegsaimcluding porridgeified baby food from grains; c. vitaioimfluits and vegetables (and red palm oil); d. other fruits and
vegetables; e. eggs; f. meat, poultry, fish, and shellfish (and organ meats); g. leg&oekraadtfad<hildren, minimum meal fydgueceiving solid or ssotid food at least twice a day for infam®6ths and at least three times a day for ¢@iBdneor®hs3
Includes two or more feedings of commercial infant formula, fresh, tinned, and powdered anioTaFaritkodenelagtigatchildren age2Bémonths, minimum meal frequency is receiving sefidlior feedhior milk feeds at least four times a day.
5Nonbreastfed children age2Bamonths are considered to be fed with a minimum standarantfathde¢édahg Child Feeding Practices if they receive other milk or milk products at least twice a day, reetifreqdheminiandreneive solid esd&hfoods
from at least four food groups not including the milk or milk prooucfBimatgeeding, or not breastfeeding and receiving two or more feedings of commercial infant formula, frest,aimimed wuilé, Fowidgogurt.

7 Children are fed the minimum recommended number of times per day accordingot@dstie @djegsthtus as described in footnotes 2 and 4.
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11.4 MICRONUTRIENTS IN CH ILDREN

11.4.1 Vitamin A and iron intake among children

Micronutrients are vitamins and minerals vital for life. They are needed in very small aouptay
significant roles in the body. Even though all micronutrients are crugiaimin A and iron are the most
commonnutrient deficiencies in thdeveloping world.The SIDHS 2015included questions regarding
vitamin A and iron intake in orddo examinethe nutritonal intake from food and supplemengsmnong
childrenagedé monthsto 5 years and among women ageti4tb

Children need vitamin A&nd ironfrom foods afteiage6 monthsbecauseheir vitamin Aand iron stores
startto deplete and breast mi#oneis notadequatéo provide sufficient amourg of these nutrient3 he
WHO/UNICEF global IYCF strategy clearbutlinesspecificfeeding recommendations to enscinddren
get enough vitamin A and iron &xhieve their full growtland potential.

Vitamin A is vitd for supporting normal growth in children and protecting them agaifesttiors and
blindnessVitaminAent er s the body as r et i ‘aootenefas ptant soarces. ma |
The main sources of vitamin A (retinol) include: breast mility fiéssh, eggs, milk and milk products. Food

p r o v i-chiotengconBistanainlyof green leafy vegetables and coloured fruits such as papaya, pumpkin,
yellow banana and pandanus. Childneedvitamin A for propergrowth andfighting infections such as
pneumonia and diarrhoea. The severity of illnesften associatbwith the degree of vitamin A deficiency.

Iron is an essential mineral important for many cell activities. It helps with haemoglobin production and
transportation of oxygen in the body astpof haemoglobinChildren require iron for proper growth and
development. Foods such as red meat, fish, and green leafy vegetables are high in iron and should be
included in their daily diet. Ainadequate intake of iron from food sour¢asd low absgtion) may lead

to iron deficiency anaemia.

Table11.7 and Figure 11.presenthe intake ofvitamin A and ironamongchildren agd 6 months to 5
years who were living with their mother at the time of the survey. Over&#, @4children consumed
vitamin A-rich foods, a decrease 6% points (from 90%) from the SIDHS 20062007 Children from
Honiam, Malaita and Western provincage more likely to consume vitamin#ch foods than children
from other provincesThere is a minimal difference between regiand residenabut therateof vitamin
A intakesincreases with agé higher consumption raie found among children ag&i 2 yearswhich is
similarfor boththe 20062007 and 2015urveysThe @nsumption ratef iron-rich foodis 466 compared
with 32% at the time of th&IDHS 2006 2007. Theconsumptionate increases withouseholdvealth and
educationandhighamong children living imrbanareas

Although the consumption rate for vitamin A is high and the rate for iron has increased sinc&tbeast
anaemia and undernutrition are still high. High rates of undernutrition indicate that vitamin A deficiency is
high in childrenWHO and UNICEF have made recommendation for routine vitamin A supplementation
for all children in areas with highumbes of children who are undernourished, and wherelédagh rate

from measles and where amin A deficiency is a problengolomonislands iscurrently implementing
routinevitamin A supplementation ichildrenagedé months to 5 years

Vitamin A supplementgrotect against complication of other life threatening infections asomalaria.
Supplementing children with a large dose of vitamin A reduces the risk of dying from these infections.

Resultsfrom theSIDHS 2015how that 3% of children receive vitamiA supplementswhichindicaiesa
massiveincrease ohbout 306 points whencomparedwith only 7% during theSIDHS 2006 2007. Iron
supplement intake wad %, an increase of% points(from 4%) from theSIDHS 2006 2007. This indicates
thatthe intake ofvitamin A and ironsupplemerd isimproving Figure 11.8 shows that supplements of
vitamin A, iron, and devorming tablets is high in Honiara and other provinces, followed by Malaita and
Guadalcanal provinces.

Overall, 35% of children aged 59 months recead deworming medication in the last 6 months preceding
the survey while the majority of these children in the same age (98%) lived in households with iodised salt.
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Figure 11.7: Among children aged 6 months to <5 years who consumed vitamin A-rich and iron-rich
foods in the 24 hours before the survey by region, Solomon Islands 2015
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Figure 11.8: Among children aged 6 months to <5 years given vitamin A supplement, iron
supplement and deworming tablets by region, Solomon Islands 2015
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Table 11.7: Micronutrient intake among children

Among youngest children aged&Z3 months who are living with their mother, the percentages who consumed
vitamin Arich and irorrich foods in the day or night preceding the survey, and among all chilgs®mngonths, the
percenages who were given vitamin A supplements in the six months preceding the survey, who were given iron
supplements in the last seven days prior the survey, and who were given deworming medication in the six months
preceding the survey, and among all childegyed €59 months who live in households that were tested for iodised

salt, the percentage who live in households with iodised salt, by background ehiatast, Solomon Islands 2015

Among children aged
Among youngest children aged;83 . 6¢59 months living in
mor?tk)lls Iivi%g with the mo?h(;tr: Among all children aged¢s9 months: ?louseholds testgd
for iodized salt
Background Percentage whc Pecentage Percentage Perentage
characteristic Percentage who  consumed given vitamin  given iron given Percentage
consumed foods foods richin A supplements deworming living in
rich in vitamin A iron in last 24 Number| supplements in the 7 days medicaion Number| households Number
in last 24 hours hours prior the  of in last 6 prior the in last 6 of with iodised of
prior the survey survey children|  months survey months®  children saltt children
Age in months
6¢8 58.8 22.9 225 36.2 8 9.1 230 98.4 212
911 83.8 43.8 219 41.6 13.7 16.8 224 97.6 187
12¢17 90.3 51.7 413 44 12.7 284 436 98.9 394
18¢23 93.8 58.1 319 37.9 8.3 37.3 390 97.9 336
24¢35 na na na 38.1 10.5 40 786 99 688
36¢47 na na na 36.3 10.1 39.6 856 98.3 763
48¢59 na na na 28.6 10.4 38.7 720 98.1 634
Sex
Male 86.1 48.3 598 37.9 10.1 36.4 1,880 98.6 1,645
Female 81.9 44.5 578 35.2 10.9 32.7 1,762 98.2 1,568
Breastfeeding
status
Breastfeeding 81.8 43.7 943 42.7 10.6 27.1 1,173 98.7 1,021
’t;lroetastfeeding 93 57.8 233 34.2 10.4 39 2,316 98.4 2,054
Missing 0 0 0 25.8 9.4 255 153 95.6 139
Mother's age at
birth
15¢19 76.6 42.4 58 31.2 7.2 31 90 99.2 81
20¢29 84.6 45.4 660 38.2 11 34 1,846 99.1 1,598
30¢39 83.5 48.2 405 34.1 9.7 34.9 1,420 97.5 1,269
40¢49 89.8 50.8 52 40.6 11.2 38 286 98.2 265
Residence
Urban 87.1 55.9 199 49.3 16.3 44.1 644 96.9 616
Rural 83.4 44.5 977 33.9 9.2 32.6 2,998 98.8 2,598
Region
Honiara 85.5 52 125 53.5 19.4 48.5 408 954 398
Guadalcanal 83.5 38.8 227 321 8.8 28.3 714 99.9 658
Malaita 85.1 41.7 320 34.3 7.6 31.7 990 99.7 883
Western 85.3 54.7 170 15.5 4 29.6 492 99.6 438
Other provinces 82.2 49.9 333 45.2 13.8 38.6 1,038 96.7 837
Mother's
education
No education 79.2 37.6 106 25.7 9.5 22.3 358 100 294
Primary 84.7 45.4 509 355 10 35.7 1,753 98.6 1,505
Secondary 854 48.8 498 407 11.3 36 1,355 98.3 1,241
Zﬂeocroent:;r; 757 51.4 63 383 10.6 376 176 94.9 173
Wealth quintile
Lowest 80.2 37.2 287 30.4 8 26.2 862 99.6 673
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Second 83.9 50.5 254 35.5 8.2 34.9 756 99.5 654
Middle 82.5 46.7 218 37.7 9.8 35.5 737 96.7 662
Fourth 86.9 48.3 221 37.3 12.3 38.8 680 99.3 636
Highest 88.2 52.3 196 44.7 155 40.4 607 96.8 588
Total 84 46.4 1,176 36.6 105 34.6 3,642 98.4 3,213

Note: Information on vitamin A is based on both mother's recall and the imnwimézatearaidabie). Information on iron supplements and deworming medication is based
on the mother's recall.

na = not applicable

LIncludes meat (and organ meat), fish, poultry, eggs, pumpkin, red or yellow yams or squast,praetutss reldsvgreen leafy vegetables, mango, papaya, and other
locally grown fruits and vegetables that are rich in vitamin A, and red palm ¢iéifediata are co

2Includes meat (including orgaf) nfish, poultry and eggs.
3Deworming foteatinal parasites is commonly done for helminthes and for schistosomiasis.
4Excludes children in households in which salt was not tested.

11.5 NUTRITIONAL STATUS O F ADULTS

The nutritional status of adults is an important indicator forthemid wellbeing. Nutritional status is
determined by calculating the body mass index (Blgweight in kgheightin m2 BMI is classified as

f ol | owsg/n? Quhderwéight, 18i24.9kg/m? =n o r ma i129.9k@r® 5 overweightandO 3 0

kg/n? = obese. Reaching and mainfama healthy weighareimportant for overall health and contiafl

some diseasesncluding noacommunicéle diseases (NCDskEating a healthy diebeing physically

active not abusing alcohol, and not using tobaaekey behaviour®r staying healthyA high BMI can

lead toNCDssuch diabetes, high blood pressure, heart disease andosomeafcancersA low BMI is
strongly associated with low bone mineral density, a mineral used for critical functions throughout the body.
It is also strongly associated with decreased immune functions

11.5.1 Nutritional status of women

Table 1.8.1 showsthe nutritional stius of women according to their BMI and by their background
characteristics. The mean BMI for women ad&d49 is 25.7kg/nm? compared with 25 reported in the
SIDHS 20062007, While 50% of women are within theormalweight limit, 3% areclassfied as beingf
short stature (<145 cm) a@éo as underweighShort stature wamainly observed in th&5i 19 age group
(4%) and thosdiving in least wealthy househddA higher proportion (%) of shortstatured women
resides in rural areasostly in MalaitaProvince.

The prevalence of low BMI (<18.5g/m?2) was 2. Younger womeragedl15i 19 (%%0) tend to have very
low BMIsthan other women. A higher proportiohwomen with a BMI <18.5 areom rural areadive in
theleast wealthy householdsnd aramostly from Gadalcanaand otheprovinces.

The overall preval e’amangwomersdi%y of whBhBI% gre@vRriveigkt gnid m
18% are obesédigh BMI is observed among older women &86i 49 from urban areagarticulaty in
Honiaraand Malaita

BMI tends to increasaith age, eduation level and household wealtimcreasing BMI with age can
possiblybe explained by a combination of biological and sacituralroles where these females are in
their reproductive yeardJrban women witha higher level obducation are more likely teaveaccess to
food. The types of foods consumed were not compiled in this survey.
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Table 11.8.1: Nutritional status of women

Among women aged t39, the percentage with height under 145 cm, mean body mass index (BMI), and the
percentage with specificMB levels, by background characteristics, Solomon Islands 2015

Height BMI*
<17 >=25.0
18. 17. Moderatel Total 25.
Sﬁ;ﬁ:&?gc Percentage Number 24% <18.5 1805 ( and Y (qver- 29.05 Number
below 145 of |Mean (Total (Total (Mildly severely weightor (Over >=30.0 of
cm women | BMI  normal) thin)  thin) thin) obese) weight) (Obese women
Age
15¢19 3.9 1,177 | 23.4 69.7 4 3 1 26.3 22.6 3.7 1,113
20¢29 2.8 2,135 | 25.1 54.4 2 1.6 0.4 43.7 29.8 139 1,871
30¢39 2.5 1,678 | 26.7 42.9 1.7 1.1 0.6 55.4 31.4 24 1,525
40c¢49 2 1,005 | 27.7 32.3 1.7 1.6 0.1 66 34.1 31.9 988
Residence
Urban 15 1,333 | 27.3 38 15 1 0.4 60.5 31.6 289 1,238
Rural 3.2 4,663 | 25.2 53.9 2.5 1.9 0.5 43.6 28.9 14.7 4,258
Region
Honiara 0.8 869 27.6 35.8 14 0.9 0.5 62.8 31.7 31.1 805
Guadalcanal 3.1 1,070 | 24.7 59.2 3 2.3 0.8 37.8 25.1 12.7 989
Malaita 4.4 1,577 | 25.9 48.7 0.7 0.6 0.1 50.6 33.5 17.1 1,456
Western 2.3 851 25.6 50.5 25 1.9 0.5 47.1 29.7 174 760
Other provinces 2.3 1,630 25 53.9 35 2.9 0.7 42.5 27.4 15.2 1,486
Education
No education 3.8 552 | 253 513 25 1.5 0.9 46.2 291 171 505
Primary 3.3 2,724 | 25.9 48.6 2.2 1.8 0.4 49.2 29.5 19.8 2,516
Secondary 2.2 2,352 | 25.2 54.2 2.4 1.8 0.6 43.4 29.3 141 2,134
gﬂeocfntdh:rr; 0.7 369 | 272 381 11 11 0 60.8 321 287 341
Wealth quintile
Lowest 4.4 1,117 24 63.3 3.8 2.9 0.9 329 24.3 8.6 996
Second 1.7 1,141 | 24.9 55.9 2.2 1.9 0.4 41.8 28.8 13 1,042
Middle 35 1,187 | 25.6 50.2 2.3 2.1 0.2 47.5 30.1 174 1,106
Fourth 3.4 1,195 | 26.3 46.5 1.2 0.7 0.5 52.3 30.8 21.6 1,097
Highest 1.3 1,356 | 27.1 39 1.9 1.3 0.6 59.1 32.7 26.4 1,256
Total 2.8 5,996 | 25.7 50.4 2.2 1.7 0.5 47.4 29.5 179 5,496

Note: The body mass index (BMI) is exprebsadtas of weight in kilograms to the scheighbin meters (Ky/m

1Excludes pregnant women and women with a birth in the 2 monthe suaveging t

Figure 11.9: Regional differences in mean body mass index (BMI) among women aged 15i 49,
Solomon Islands 2015
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11.5.2 Nutritional status of men

Table 118.2 showsghe nutritional status of men aged 49 by background characteristics. Theam BMI
for menis 24.6kg/n?, a slight increase of @2point sincehe SIDHS 20062007, According to tle SIDHS
2015 63% of menare classified as havingr@rmalBMI, 26% areoverweight, 90 areobeseand 3% of
men are moderately to severely underweight (2.2% are mildlatidi®.3% aremoderately to severely
thin).

Table 11.8.2: Nutritional status of men

Among men aged 1389, mean body mass index (BMI), and the percentage with specific BMI levels, by background
characteristics, Solomon Islands 2015

BMI
18. 17. <17 =250 o
Background Mean 24% (<Tlo8tj 18.02 (Moiizjately (C;I;/(:ﬁl 29.0; >=30.0 Number
characteristic BMI (Total - (Mildly : (Over  (Obese) of men
normal) thin) thin) sevgrely weight or weight)
thin) obese)
Age
15¢19 22.2 81 8.7 7.9 0.8 10.3 8.4 2 542
20¢29 23.9 70.2 1.3 1.3 0 28.5 23.9 4.6 893
30639 25.4 53.5 0.7 0.4 0.3 45.8 33.7 12.1 764
40¢49 26.4 45.1 0.6 0.4 0.1 54.3 34.9 195 471
Residence
Urban 25.9 48.8 1.6 1.4 0.2 49.6 31.9 17.7 619
Rural 24 67.5 2.8 25 0.3 29.7 23.6 6.1 2,051
Region
Honiara 26.3 45.2 11 1 0.1 53.6 34.1 195 411
Guadalcanal 24.7 65.6 2.6 2.3 0.3 31.8 23.2 8.6 490
Malaita 24.6 61.4 1 1 0 37.6 31.2 6.4 681
Western 23.6 68.8 4.3 35 0.8 26.9 20.9 6 396
Other provinces | 23.5 70.7 3.6 3.4 0.3 25.6 19 6.6 692
Education
No education 24.4 60 5 4.4 0.6 35 27.3 7.7 77
Primary 24.2 64.3 3.3 2.9 0.4 32.4 25 7.5 1,087
Secondary 24.2 67.5 21 1.9 0.2 30.4 22.8 7.6 1,232
i%f;:;’; 266 404 04 04 0 59.2 395 197 274
Wealth quintile
Lowest 23.1 78.8 35 3.2 0.3 17.8 15 2.8 486
Second 24.2 67.3 2 1.8 0.3 30.7 24.1 6.5 529
Middle 24.2 62 2.8 2.8 0 35.3 27.6 7.6 491
Fourth 24.7 59.8 3.3 2.7 0.5 36.9 28.2 8.7 544
Highest 25.7 51.4 1.2 0.9 0.3 47.3 30.8 16.5 620
Total 1549 24.4 63.2 25 2.2 0.3 34.3 25.5 8.8 2,670
50+ 25.3 53.3 2.6 1.4 1.2 44.2 30.4 13.8 591
Total 15+ 24.6 61.4 25 2.1 0.4 36.1 26.4 9.7 3,262

Note: The body mass index (BMI) is expressed as the ratio of weight in kilograms to the square of ight in meters (kg/m

A higher percentagef men 81%) with anormal BMlis observeé&imongyounger men aged 1%59. The
majority of these memesidein rural areasmainly from OtherProvinceand WesternThe prevalence of
low BMI is 3%. A higher percentagef low BMI (<17 kg/m?)is also found among ¢h15 19 age group,
and among those men wiine in rural areaggenerally from WesterRrovince.

200



The overall prevalence of high BMmong mer§>=25kg/m?)is 36%, with 26% of these mefassified as
being overweight and nearly 1086 obese. High BMAmongmenoccurs mainlyin the 4049 age group
and among men livingn urban areg9articularly Honiara. This can lexplainedby the factthat men in
this age groupegin to decrease their physically activitlile their waist circumferencdacreases

Figure 11.10: Regional differences in mean body mass index (BMI) among men aged 15i 49,
Solomon Islands 2015
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11.6  MICRONUTRIENT INTAKE AMONG MOTHERS

Vitamin A plays a number of key functiois the body,ncluding promotinggood vision, maingaining
epithelia tissas and supporting reproduction in womén inadequate intake of vitamin A increases a
personébés susceptibility to infections. It i s
protection against infections and blindness.

Iron is importanfor red bloodcell production, oxygen transpdttroughout the bodyand immune system
support Women require more iron than mieacause they havaenstrulcycles where they lose blood
During pregnancywomen need more iron to support the increzfseed blood cell productionto meet
placental and foetal needs and particularly during childbirth when blood .igsfogtadequate intake of
iron from food sources and low absorption may lead to iron deficeraty agnaemia.

Table 119 and Figure 11.14howthe percentage of women who receive vitamin A supplements during the
postpartum period. AbolB3% of women receive vitamin A supplements after childbirthinerease of

from 16% reportedin the SIDHS 20062007. Higher percentageof these are womdrom Guadalcanal
Province (4%), womenwith higher educaticel background, and those living in wealtthousehold.

Figure 11.11: Percentage of women aged 151 49 who receive vitamin A supplementation during the
period of postpartum, by region, Solomon Islands 2015
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Iron tablets are provided routigefor all pregnant womeanlthougha higher percentage of womere

unable to remember whether they had taken their iron tablet. RefsihiésSIDHS 2015 show thal % of

women tookiron tabletsor lessthan60 daysduring the pregnancy of their most recent birth 2% took

iron tablets for more than 90 days, particularly women in Western Province. In the SIDH3@IN&6%

of women took iron tablets for less than 60 days, while only 19% took iron tablets fothraar90 days.
Another 7% of women did not take iron tablets during pregnancy of last birth as opposed to 11% reported
in SIDHS 2015. Iron and vitamin A intake from foods was not compiled for this survey. Over 98% of
women live in households where iodisadt is used and another 49% took deworming medication during
pregnancy of last birth.

Figure 11.12: Percentage of pregnant women taking iron supplements by region, Solomon Islands
2015
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Table 11.9: Micronutrient intake among mothers

Among women agei5¢49 with a child born in the past five years, the percentage who received a vitamin A dose in
the first two months after the birth of the last child, the percent distribution by number of days they took iron tablets
or syrup during the pregnancy of thast child, and the percentage who took deworming medication during the
pregnancy of the last child; and among women ageg4®5with a child born in the past five years and who live in
households that were tested for iodised salt, the percentage who Ihauseholds with iodised salt, by background
characteristics, Solomon Islands 2015

Number of days women took iron tablets o

syrup during pregnancy of last birth

Among women
with a child born
in the last five
years, whoive in
households that
were tested for

Background iodised salt
characteristic Percentage of
women who
took Percentag
Percentage deworming living in
who received medication households
vitamin A Don't during Number with Number
dose know/ pregnancy of of iodised of
postpartum! | None <60 60¢89 90+ missing Total last birth women salt? women
Age
15¢19 30 10.7 306 6.2 338 187 100 38.8 113 994 102
20¢29 33.1 111 325 6.6 235 264 100 47.2 1,379 99 1,194
30¢39 31.6 114 29.1 7.8 26.2 255 100 51.9 1,072 97.6 959
40c49 34.3 12.2  25.7 10 258 264 100 52.6 243 97.9 224
Residence
Urban 39.5 7 321 69 178 36.2 100 56.2 530 97.3 504
Rural 30.9 12.3 30.2 74 26.8 233 100 47.5 2,276 98.7 1,974
Region
Honiara 39 52 375 83 152 337 100 55.7 336 96 326
Guadalcanal 43.7 17.7 301 55 269 19.7 100 57.2 543 99.9 500
Malaita 32.7 145 38.7 11.1 242 115 100 30.3 713 99.5 635
Western 23.4 35 292 54 403 215 100 60.3 405 99.8 364
Other provinces 26.7 105 214 57 213 411 100 51.9 810 96.5 653
Education
No education 27.9 21.8 29.2 8 164 246 100 33.9 261 100 213
Primary 31.9 11 31.1 6.7 253 259 100 49.4 1,309 98.5 1,134
Secondary 34.1 9.4 303 8 278 245 100 51.1 1,084 98.2 986
Zﬂeirjnt:aarr; 34 9 30 62 197 351 100 59.6 152 962 146
Wealth quintile
Lowest 29.3 179 317 56 198 25 100 44 616 994 483
Second 32 11.3 29 7 27.2 25.6 100 47.9 575 99.1 489
Middle 324 108 296 81 288 228 100 45.3 563 96.7 508
Fourth 33.9 81 323 76 284 235 100 51.2 556 99.4 523
Highest 35.7 7.2 30 85 216 327 100 58.9 496 97.3 476
Total 325 11.3 305 7.3 251 257 100 49.1 2,807 98.4 2,478

1In the first two montheradelivery of last birth.

2Excludes women in households wherasabt tested.
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11.7 ANAEMIA

Iron deficiencysuch asanaemia is alobal problem and affects mostly children as well as women of
reproductive age. It occurs because of a lack of mineral iron in the bodyregpisite for producing
haemoglobin, part of the red blood cell that transportygen to body organs. This type of anaemia is
prevalent in the developing world and is a resultrof@n-poordiet.

Iron deficiency anamia in children impairs mental capacity, motor developmenteimahviour in children.

Iron deficiency predisposes people to diseases through reduced immune fuitioapathy associated

with anamia in young children adversely affects their cognitive and social development. Children born to
mothers who are iron defent have reduced iron stores that may not be corrected by breastfeeding, which
then can lead to early onset amaa. Low birthweight babies are born with reduced iron stores and have
additional requirements for catcip growth. These additional iron tégements cannot be met by breast
milk alone,and if iron supplements are not provided, these babies will also haveeasettrisk of early
onset anamia.

11.7.1 Prevalence of anamia in children by background characteristics

Table 1110 presents the prevalem of ana@mia in children aged i69 months by background
characteristics. Overall, 38 of children agedi®9 months are considered to be anaaroioparedvith
49% reportedn the SIDHS 20062007, a decrease of %0 points.In the SIDHS 20062007, 2% of
children had mild iron deficienaygomparedvith 24% in SIDHS 2015 Furthermore, 14% of children have
moderate aremia comparedavith 19% as reporteth the SIDHS 20062007. The prevalence of severe
areemia remains static at @4in boththe SIDHS 20062007andSIDHS 2015

The highet prevalence for any aamia is in children aged 127 monthswith 63% in SIDHS 2015
comparedvith 78% as reporteth the SIDHS 20062007 Currently the prevalencef anaemias slightly
higher among boywhan girls, which is in@ntrast to the&SIDHS 20062007where prevalence was higih
in girls. The prevalece of anamia decreases with increasimguseholdvealth.

Figure 1113 presents ditrences in the prevalence of amga by egion.In general, the prevalence of any
anaemias highthroughout the Solomon Islandatis particularlyhigh in WesterrProvince Honiaraand
other provinces.

Figure 11.13: Prevalence of anaemia among children aged 6i 59 months by haemoglobin level and
by region, Solomon Islands 2015

Any anaemia (<11.0 g/dl) Mild anaemia (10.610.9 g/dI)
® Moderate anaemia (749.9 g/dl) H Severe anaemia (< 7.0 g/dl)
= 45.6
38.4 40.2
@ 33.6
(@]
g
c 26.2
g 25.3 23.4 238 p 235
E %
o 4 1 4
4.6 13
1.9 0.2 0.3 0.8 0.3
| - — -
Honiara Guadalcanal Malaita Western Other provinces
Region

204



Table 11.10: Prevalence of anaemiain children

Percentage of children aged¢3 months classified as havingaemia, by background charaetstics, Solomon Islands
2015

Anaemia status by hemoglobin level
| Any anaemia Mild anaemia Mode_rate Se\_/ere Number of
Background characteristic (<11.0 g/dl) (10.0z10.9 anaemia (7.@Q anaemia (< 7.0 children
g/dl) 9.9 g/dl) g/dl)
Age in months
6¢8 60.7 35.7 235 1.6 192
911 59.5 28.4 28.4 2.6 194
12¢17 62.7 33.1 28.5 1.1 414
18¢23 48 29 18.9 0.1 359
24¢35 35.2 216 13.3 0.4 768
36¢47 29.2 20.9 8.3 0.1 814
48¢59 24 18.2 5.7 0.1 690
Sex
Male 40.1 234 15.9 0.7 1,730
Female 37.9 24.7 12.9 0.3 1,701
Mother's interview status
Interviewed 39.3 24.2 14.6 0.5 2,968
ngj;fé‘l’éewed butin 45.1 26 17.9 1.2 88
m‘;t r'::j;‘é'mgd and notin 35.4 22.8 12.4 0.2 376
Residence
Urban 411 25.3 14.5 1.3 531
Rural 38.6 23.9 14.4 0.4 2,901
Region
Honiara 42.7 26.2 14.6 1.9 343
Guadalcanal 38.4 25.3 13 0.2 601
Malaita 33.6 234 9.9 0.3 981
Western 45.6 23.8 20.9 0.8 491
Other provinces 40.2 235 16.4 0.3 1,014
Mother's educatior?
No education 39.5 26.3 13.2 0 310
Primary 37.5 22.7 14.3 0.5 1,503
Secondary 41.8 255 15.6 0.7 1,102
More than secondary 40.4 25.7 13.6 11 138
Missing 100 55.7 44.3 0 2
Wealth quintile
Lowest 40.3 25.9 14.4 0 818
Second 42 25.7 15.8 0.4 740
Middle 35.2 22.4 12.5 04 716
Fourth 39.5 22.2 16.7 0.6 636
Highest 37.3 235 12.3 15 522
Total 39 24.1 14.4 0.5 3,431

Note: Table is based on children who stayed in the household on the night before the interview and who wPBrevettaddafamamia, based on haemoglobin
levels, is adjusted for altitude using formulas in CDC, 1998. Haemogjuhidécigrar(g/dl).

LIncludes children whose mothers are deceased.
2For women who are not interviewed, information is taken from the Household Questionnaire. Excludes childneot listesemtothetsusehold Questionnaire.
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11.7.2 Prevalence of anaemia among women

Iron deficiency is the most common and widespread nutritional disorder worldtviaiéecs a large
number of women in reproductive agmarticulaty pregnant women. Iron deficiency mag due to
inadequate absorptiorf dietary iron and frequently manifests as armpairmentof increasd risk of
maternal mortality, low birth weight, preterm and low birth weightd subsequent risk of anaemia in the
infant and otherinfectious disease Iron deficiency can lead to a dease in haemoglobin production
causing iron deficiency anaemia.

Anaemia is more common in developing countriecting large numbeiof women of reproductive age
particularly pregnant and lactating mothers. These stages of life demand maqranidgroviding less
makes womemmore susceptible icon deficiency. Women need more iron due to repeated blood loss during
menstruation.

Pregnancy demands extra iron to support the added blood volume, growth gfaiogtoi®od loss during
childbirth. Seves anaemia habeenshown to increase the risk of maternal mortality, low birth weight,
pretermchildbirth, and subsequent risk of anaeiftaathe child)during infancy Developing babies depend
on their mothdis iron storesthereforeanaemic mothers areane likely to have anaemic babies.

Table 11.11 presents the prevalence of anaemia in womed5igk by background characteristicéhe

overall prevalence @nyanaemias 41% among women agddi 49years.This isa decrease &% points

from that repord in theSIDHS 20062007 (44%). In terms of severity33% of women areclassified as
havingmild anaemia7% has havingnoderateanaemiaand1% ashavingsevereanaemia

Anaemia in pregnaomen haslecreasg from 6@% as reported in th8IDHS 20062007to 54% in the
SIDHS 2015 This may indicateghatwomen are becomingporecomplant withtakingiron supplemerst
during pregnancy

The highest proportion of anaemia occurs ameamen wth little education, those living irural areas
thoseliving in theleast wealthy householdand thosérom Guadalcanal Province. dhen with children
are more likely tdbeanaen.

Figure 11.14: Prevalence of anaemia among women aged 151 49 by region, Solomon Islands 2015
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Table 11.11: Prevalence of anaemia in women

Percentage of women aged d4® with anaemia, by background characteristics, Solomon Islands 2015

Anaemia status by hemoglobin level

Background characteristic Any Mild Moderate Severe Number
(NP <12.0g/dl/P| (NP 10.@11.9g/dl/P | (NP 7.@9.9g/dlI/ | (NP<7.0g/dl/P of
<11.0 g/dI) 10.0510.9 g/dl) P 7.@9.9 g/dl) < 7.0 g/dl) women
Age
15¢19 36.2 30 5.6 0.6 1,151
20¢29 43 33.7 8.3 1 2,128
30¢39 40.9 329 7.1 0.9 1,667
40c49 41.1 34 6 11 1,007
Number of children ever
born
0 35 29.1 5.2 0.7 1,911
1 45.7 355 9.4 0.8 821
2¢3 42.2 33.9 7.6 0.8 1,487
4c5 43.6 35.2 7 14 1,073
6+ 43.1 33.9 8.1 11 661
Maternity status
Pregnant 541 27.7 23.8 2.6 384
Breastfeeding 49.3 40.2 8.3 0.8 1,439
Neither 36.5 30.7 5 0.8 4,130
Using IUD
Yes 39.7 29.8 7.8 2 84
No 40.8 32.8 7 0.9 5,870
Smoking status
Smokes cigarettegsbbacco 45.7 34.9 9.2 1.6 1,184
Does not smoke 39.5 32.3 6.5 0.7 4,766
Missing 66 66 0 0 3
Residence
Urban 41.5 31 9.1 1.3 1,321
Rul 40.5 33.3 6.4 0.8 4,633
Region
Honiara 44.2 32.7 10 15 868
Guadalcanal 46.1 36 8.6 15 1,054
Malaita 36.3 30.6 5.3 0.4 1,566
Western 39.3 32.8 5.9 0.6 843
Other provinces 40.5 329 6.6 0.9 1,622
Education
No education 44.5 36.4 6.5 15 551
Primary 40.4 32.8 6.8 0.8 2,701
Secondary 40.8 324 7.4 0.9 2,334
More than secondary 37.3 29.9 6.9 0.5 366
Wealth quintile
Lowest 45.3 36.7 7.8 0.7 1,096
Second 41.1 33.1 6.9 1.1 1,142
Middle 37.5 30.2 6.5 0.7 1,191
Fourth 41.1 34 6.3 0.8 1,189
Highest 394 30.6 7.6 12 1,335
Total 40.7 32.8 7 0.9 5,953

Note: Prevalence is adjusted for altitude and for smoking status if known using formulas in CDC, 1998.

IUD = intrauterine device
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11.8 PRESENCE OF IODISED SALT IN HO USEHOLDS

The SIDHS 2015 included testing for iodine in household salts. Adding iodine to salt is a global strategy to
eradicate iodine deficiency. lodine is a trace element that is important for making thyroid hormones. These
hor mones ¢ on tetalmlism and manyothdryuactionsmn pregnancy, iodine is important for
proper foetal bone and brain development. Children also require enough iodine for proper growth and
development.

Seafood are rich sources of iodine. lodine is also present in geitides grown in hemountainous areas
where iodine exists naturally in the sdllowadays, most of the top soiltl@ached out due to deforestation
and flooding. As a resulpeople are nable toobtain enough iodine fromheir dietand this can resuin
iodine deficiency

A lack of iodine in the diet can cause goitres in adults and can delay growth and development in children.
Severe iodine deficiency in pregnant and lactating mothers can lead to brain damage in foetuses and infants.
Although therds no available data on iodine deficiency in Solomon Islands, a few goitre cases have been
observed.

Table11.12 and Figure 11.15 show that iodised salt is widely available and used by most households in
Solomon Islands. Out of almost 88%twfusehold with salt tested at the time 81DHS 2015 98% use
iodised salt, witminimal variationby residene, region and wealth quantile.

Table 11.12: Presence of iodised salt in household

Among all households, the percentage with salt tested for iodine obated the percentage with no salt in the
household; and among households with salt tested, the percentage with iodised salt, according to background
characteristics, Solomon Islands 2015

Among all households, the percentage Among households with tested salt:

Background - - -
characteristic _ With no salt in the Number of Pe_rce_ntage with Number of

With salt tested household households iodised salt households
Residence
Urban 934 6.6 850 97.6 793
Rural 86.7 13.3 4,192 98.4 3,634
Region
Honiara 96.5 35 496 97 479
Guadalcanal 89.9 10.1 948 99.5 852
Malaita 89.1 10.9 1,349 99.6 1,202
Western 89.7 10.3 760 99.8 682
Other provinces 81.5 18.5 1,488 95.5 1,213
Wealth quintile
Lowest 78.3 21.7 1,026 98.9 804
Second 87 13 1,010 99 878
Middle 89.2 10.8 1,029 97.7 918
Fourth 91.1 8.9 1,055 98.4 961
Highest 94 6 922 97.2 866
Total 87.8 12.2 5,042 98.2 4,428

Figure 11.15: Percentage of households using iodised salt by region, Solomon Islands 2015
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CHAPTER 12 MALARIA

by Dr HugoBugoro, Technical Advisor for National Vector Borne Disease Control ProgsdigHMS

KEY FINDINGS

U 87% of households have at least one mosquito net of any kind, and 86% have at least one in:
treated net (ITN) and onleng-lasting insecticidal n€t.LIN).

U 56% of households have at least one LLIN for every two people wiedsia the household th
night before the SIDHS 2015.

U 28% of households have received indoor residual spraying (IRS) against mosquitoes in the 1:
prior to the SIDHS 2015.

U 66% of households have at least one ITN for every two people and/or haveddBs in the 12
months prior to the SIDHS 2015.

U 71% of the household population had access to an ITN on the night prior to the SIDHS 201
slept under an ITN on the night prior to the survey, and 67% of household members who hav
to at least pe ITN slept under it.

U 70% of children under age 5 years slept under any kind of mosquito net on the night prio
SIDHS 2015, and 76% slept under an ITN or in a dwelling sprayed with IRS in the 12 month
to the survey.

U 80% of children under ageyears in households with at least one ITN, slept under an ITN o
night prior to the SIDHS 2015he use of an ITN among younger children is lower in: urban a
children living in Malaita Province, and among children living in the second andshigiealth
quintile households.

U 64% of pregnant women in all households slept under any kind of mosquito net on the night
the SIDHS 2015, and 75% of pregnant women in household with at least one ITN slept under
on the night prior to the suey. The use of ITNs among pregnant women is lower: in urban are
Honiara, among pregnant women with a high level of education, and among women living
highest wealth quintile.

U About one in five children under age 5 years had a fever in the wesdesling the survey, 62% fc
whom advice and treatment were sought, for which the majority (84%) sought advice and tre
from the public sector.

INTRODUCTION

Malaria continues to be a major public health concern in Solomon Islands, especially among pregnant
women and children under afeg/ears Malaria is aé¢ading cause of morbidity and mortality in Solomon
Islands in both outpatient attendance and inpatient admissions. Most parts of the country report malaria
transmission throughout the year, althoirglidencesncrease during and soon after the rainy seaso

Malaria is caused by four species of parasites that are transmittgtbplielesnosquitoesPlasmodium
falciparumis the most common of these parasites. It causes the most severe form of malaria, which often
leads to death if is notproperly manage However, the most severe cases are typically limited to patients
who have an impaired immune function or who have developed little or no immunity to malaria through
previous exposure. Children under &geearsare most at risk. Also at particular rigke pregnant women

who are vulnerable because of their reduced natural immunity. Malaria @®atédered to béhecause of
pregnancy loss, low birth weight, and neonatal mortality.

The burden of malaria, as measured by the number of confirmed casg®Qfkeipeople, has been
significantly reduced in the last 24 yedrem 442caseger 1000 people in 1992 ta little over40 cases
in 2015 (Fig121).

209



Rainfall (mm)

Figure 12.1: Annual incidence rate (AIR) of malariain Solomon Islands since 1992
500
450

400 \
350 \

300
250

200 \
150
100

50 \/\

0
1990

Cases / 1,000 people

1995 2000 2005 2020

Year

Source: Natididector Borne Disease Control Programnaey2@l seport

With renewed interest from the government, communities and donor patiieses successes have been
realised througttheimplementation of intensified control and elimination strategies. Arttongtrategies

is the use of lordpsting insecticidal nets (LLIN). LLINs are essential for the control and elimination of
malaria and are supplemented by indoor residual spraying (IRS) in selected areas.

Despite this achievement, malaria is still an intgat public health issue and will continue to present
challenges to individuals and the governrieabcial and economic developmental plans if existing control
effortsd including supplies, logistics arah increase igurrent key activitie® are not sstainedlt is
important to note that in most parts of the country, malaria transmission occurs throughout the year; malaria
is also seasondiencethe differences thenumberof malariacasesluring the weainddry seasos(Fig.

12.2. As well,the buden varies between and within provinceig)(12.3).

Figure 12.2: Seasonality of malaria in Solomon Islands

- 0) S oge - .
600 Rainfall g Mosquito densities Malaria Incidence
0
= =
% S 600 - \ A
B £ N A
e =
400 7 8 8_ ’r/ 'll ‘II""x'
v w - \ / '|l !k
3 g 400 /A
© 3 V X o
6 &) \/ N\
200 o N
% a 200 -
cC ©
2 °
pad -
[0}

0 = g O | R R UFE LA B T B T I
$55555358388 355555388383
3U)Q.‘C;>UC_QE‘§>~C S OQN >0 C O = C

SO0R00 @@ (=] 3 9 oo
PZpPzoHoL=IzS SZBo2888=<33
Time (Month and Year) Time (Month and Year)

Source: Bugoro et2l14Malaria Journal 13:56

210




Figure 12.3: The burden of malaria in the Solomon Islands by province in 2015

Total confirmed cases (N = 23,998)
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Plasmodium knowlesias recently been added to the current list of malaria parasites, making it the fifth
species of parasite to cause human malaria. All malaria parasites are transmitiéettey female
AnophelesnosquitoesPlasmodiunfalciparum(Pf) is the most common of these parasitesvever The
prevalence oPlasmodium vivakas slowly replaceBfin Solomon Island€?lasmodium vivaray not be

as severe d&fbut can be fatal if R untreatedPf causes the most severe form of malaria, which often leads

to death ifit is not properly manageduch casesoweverare typically limited to vulnerable individuals,

in particular, children under the age of fiyears pregnant womerpeople with impaired immunity or
thosewho have not been exposed to malanal, therefore have not developed an adequate immune
response. Malaria during pregnancy can result in pregnancy loss, low birth weight, and early neonatal death.

In addition, malda continues to pose a high burden in both societal and economic terms in Solomon Islands
rangingfrom school absenteeisrto low productivity at workplaces and outputs from other economic
sectors.

The Solomon Islandgovernmentin alliance with regionagyovernments, through its VectBorne Disease
Control Programmes committed to intensgifng malaria control effortén orderto eliminate malaria by
2030. This will and can be achievieg

A providing reliable and quality diagnosis and treatment of bBtasmodium falciparumand
Plasmodium vivaxwhich is accessible for the total population;

A distributingLLINs to every person (universal coverage of LLINS) in Solomon Istands

A redudng malaria transmission by reducitige survival of malaria vectors entagihouses or sleeping
units througtuse of LLINs and supplemented by IRS

A adoping malaria prevention measures and treatment for pregnant women; and

A dlowing for additional prevemtive measures that target the other life stages of the mosquito through
the application of integrated vector management to complement LLINs and IRS.

The cost related toreducing cases afalaria is expected to be hjgaspecially as thgovernment
progranmeis going through the malaria elimination phase in some provinces. Ftindeecent detection
of a potentidly insecticideresistah form of malariain Solomon Islands in addition to the current
behaviouristic resistance expressed by the vector is a new challenge. The prevdasraadfium vivax
is high and its control Issbrought yet another challenge for the current progieifence, quests to improve
the quality of diagnosis with the rapid diagnostic tests, treatment adherence to artédraisdin
combination therapy and primaquine are ongoing.
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The SIDHS 2015collected lasic information on malaridatis useful for assessing the implementation of
malaria control strategies, includifigS of dwellings with insecticides, the availability and use of mosquito
nets, the prophylactic and therapeutic use of antimalarial dxadshe collection of blood for diagnostic
tests for children with fevemhe results arsummarised in the following sections.

12.1  MOSQUITO NETS

Data collected during tieIDHS 2015w~erealsoused to assess the proportion of househwitlsmosquito

nets, teated or untreated (any mosquito nets), those ingttcticidetreated netsITNs), and those with

LLINs. An LLIN is a mosquito nethat has been impregnated with insecticide by the manufacturer and
which does not require furthereatment. An ITN is eitlrean LLIN or a pretreated mosquito net obtained

less than 12 months before the survey, or a mosquito net that has been soaked in an insecticide less than 12
months before the survey.

Table 12.1 shows the percentage of households with at leagper@fmosquito net, thosgith more than
one net, and the average number of nets per household. The same information is prahieledseession
of ITNsandLLINs.

12.1.1 Bed nets of any kind

Table 12.1 shows that on averagjg of households own at least one betlaf any kind. Th percentage

is higher in rurafreas than inrbanareasWestern, Malaita and Guadalcanal provineg®rtover 8% of
households having at least one bed with Western Province 8@2%, Malaita Province a87%, and
Guadalcanal Provoe at85%. Honiarais the exception, reportiranly 626 of households with at least one
bed net. Thaveragdor other provincess 92% The percentage of households wdtHeast one bed net is
interestingly lowest among households in the highest weuailttilgs at % whereas other wealth quintile
households report more than 87% coveradds may demonstrate a significant knowledge gap in
understanding the benefit of using the LLIN to prothotisehold memberfom potential malaria
transmission.

Eachhouseholdn Solomon Islandéas an average d.6 bed nets of any kinavith households in rural
areas hang more bed nets (2.7) théwouseholds imrbanareag2.1). Western and Malaita provinces have
the most bed nefser householdt 3.0 and 2., #espectively, followed by Guadalcanal with 2.3 and Honiara
averaging 1.7 per househofdher provincefiave2.8 nets per household.

12.1.2 ITNs and LLIN s

The percentage obluseholdsvith at least one ITNs 86%, with rural householdsaving morg89%%0) than
urbanhouseholds (7). The majority of households in Western attter provinces (about 92each) had
at least one ITNHouseholds in Honiara have tlmevestnumber of ITNsTheaverage household $3.5
ITNs, with 58% of households posséisgat least one ITXor every twgpeoplewho stayed in the household
the night before the survey.

The same pattern is alBmndwith the possession of LLKHouseholds owning at least one LLIN account
for about86% of all householdsindicatingthat the majority of mosquitnets in Solomoislands are ITNs
or LLINs. Household possession of LLSNs highest inrural areas, households in Western atiter
provinces and households from the middle wealth quinfifeddle wealth quintilehouseholds r& most
likely to own a moguito net.About 90% of middle wealthquintile households$ave at least one LLIN
compared with over 74%f household$rom the highest wealth quintile.

On average, households possess 2.5 LLINs, with households in Honiara owriewestaumber atl.7
LLIN per household. Furthermore, S ®f households possess at least one LLIN for every two people
staying in the household the night before the surweigh more in rural areas (66) thanin urbanares
(38%). The percentage ofusehold possessing one LN for every two people was lowest in Honiata
29%, withotherprovincesrangng from 541 65%.
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Table 12.1: Household possession of mosquito nets

Percentage of households with at least one mosquito net (treated or untreated), insétréeithel net (TN), and londasting insecticidal net (LLIN); average number of nets, ITNs, and
LLINs per household; and percentage of households with at least one net, ITN, and LLIN per two people who stayed holtheéhgoniggt prior to the survey, by background
characteristicsSolomon Islands 2015

. Percentage of households with at least one net f Number of
Percentage of households with at Average number of nets per . .
least one mosquito net household every two persons whp stayed in the lusehold | households with at
the night prior to survey least one person
Any Insecticidd Lor_19 Any Insecticidd Lor?g Any Insecticidd Longlasting who stayed in the
mosquito treatepl _ Iastl.ng mosquito treateq _ Iastl.n.g Number of mosquito treaFed insecticidal net hqusehold on the
Backgro_un_d net mosquito  insecticidal net mosquito  insecticidal | households net mosquito net (LLIN) night before the
characteristics net (ITN¥ net (LLIN) net (ITN¥ net (LLIN) (ITNY survey
Residence
Urban 72.2 71.6 71.4 21 2 2 850 40.6 37.9 37.9 849
Rural 89.4 88.9 88.8 2.7 2.6 2.6 4,192 61.7 60.2 60.1 4,191
Region
Honiara 62.4 61.4 61.2 1.7 1.7 1.7 496 31 28.8 28.8 496
Guadalcanal 84.8 83.9 83.7 2.3 2.2 2.2 948 56.4 53.6 53.5 947
Malaita 87.4 87.1 87.1 2.7 2.6 2.6 1,349 57.8 56.8 56.8 1,349
Western 92.2 91.8 91.7 3 2.9 2.9 760 66.3 65.1 65 760
Other provinces 91.9 915 91.5 2.8 2.7 2.7 1,488 64.4 62.7 62.5 1,488
Wealth quintile
Lowest 87.2 86.8 86.8 25 25 25 1,026 56.7 55 55 1,025
Second 89.9 89.8 89.7 2.6 2.6 2.6 1,010 57.9 56.7 56.6 1,010
Middle 90.8 90.5 90.5 2.8 2.7 2.7 1,029 63 61.9 61.9 1,029
Fourth 88.6 87.2 87.1 2.7 2.6 2.6 1,055 63 60.4 60.2 1,055
Highest 74.9 74.4 74.3 2.3 2.2 2.2 922 49 47 46.9 921
Total 86.5 86 85.9 2.6 25 25 5,042 58.1 56.4 56.3 5,041

1De factbousehold members.

2 An insecticideeated net (ITN) is: 1) a fatamjed net that does not require any further treatment (LLIN) or 2) a pretreated net obtained within the th2 swethop@cadiegthat has been soaked with insecticide within the 12 months preceding the survey.
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12.2  INDOOR RESIDUAL SPRAYING

IRS is another component of efforts to control malaria transmission in Solomon Islands. To obtain
information on coverge of IRS, all households interviewed in ti®#DHS 2015were asked whether the
interior walls of their dwelling had been sprayed against mosquitoes duringrirenit® before the survey

and if so, who had sprayed the dwelling. Households are considdredcbvered if they own at least one

ITN and/or the dwelling has been sprayed at any time in the 12 npith# the survey.

Table 12.2 presents results of 8IBHS 2015with regard to IRS. About 28% of all households received IRS
in the 12 months for to the survey, anthe number of households having received IRS is similar between
urban areas (29%) and rural areas (28%). Househdllestern and Malaita provinces report 34% and 31%,
respectively, followed by Honiara at 25%, Guadalcanal Provir229%a, and other provinces at 26%.

Table 12.2: Indoor residual spraying against mosquitoes

Percentage of households in which someone has come into the dwelling to spray the interior walls against mosquitoes
(IRS) in thel2 months preceding the surtley,percentage of households with at least one ITN and/or IRS in the 12
months prior to the survey, and the percentage of households with at least one ITN for every two people and/or IRS in
the 12 months preceding the survey, by background charatitsr Solomon Islands 2015

Percentage of Percentage of householdy Percentage of households witt
Background households with IRS with at least one ITNR at least one TN for every two  Number of
characteristic in the 12 months prior and/or IRS in the 12 persons and/or IRS in the 12 households

to survey months prior to survey months prior to survey

Residence
Urban 28.9 76.6 53.1 850
Rural 27.5 90.3 69 4,192
Region
Honiara 24.6 67.7 44.3 496
Guadalcanal 22.4 85.9 62.9 948
Malaita 30.9 89.5 67.6 1,349
Western 33.7 92.9 76.1 760
Other provinces 26.2 92.3 69.7 1,488
Wealth quintile
Lowest 23.7 88.1 63.6 1,026
Second 274 90.6 66.4 1,010
Middle 29.7 92.1 71.1 1,029
Fourth 30.8 90.2 714 1,055
Highest 26.8 78.1 58.2 922
Total 27.7 88 66.3 5,042

LIndoor residual spraying (IRS) is limited to spraying conducted by a governmerippeuaigcotal@rganisation

2 An insecticidesated net (ITN) is: 1) a fateated net that does not require any further trielliNjeior ) a pretreated net obtained within the12 months preceding the
survey, or 3) a net that has been soaked with insecticide within the 12 months preceding the survey.

The combined coverage of housetsaidth at least one LLIN and/or having hiIS in the 12 monthgrior

to the survey igstimatedo be88%, with higher coverage in rurareag90%) than in urbarareas 77%).
The data also show higher coverage of (RShe 12 monthgrior to the surveyamong households with at
least one LLIN m Guadacanal, Malaita, Western and other provjranes also among households in the
second, middle and fourtkealthquintiles.

Figure 12.4 shows that 98% of spraying operations are carried outdoyernment workers. Very few IRS
operations are carried oy nongovernmerdl organisations
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Figure 12.4: Percentage of households receiving indoor residual spraying operations provided by
various organisations by province, Solomon Islands 2015
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12.3 ACCESS TO AN INSECTICIDE-TREATED NET

An averagef 71% of houséolds in Solomon Islands hagecess to an ITNf each ITN in the household
used by up to twpeople The proportion of househ@with access tan ITN varies with the househdids
de factosize ranging froma low of 576 of household with eightor mae membersto a highof 86% of
household with two members staying in the household the night before the s{irable 12.3)

Table 12.3: Access to an insecticide-treated net (ITN)

Percent distribution of the de facto household population by numbisisetticidetreated nets (ITNs) the household
owns, according to number of persons who stayed in the household the night befetatlky, Solomon Islands 2015

Number of people who stayed in the household the night before the surv
Number of ITNs

1 2 3 4 5 6 7 8+ Total
0 21.7 14.4 104 12.6 12.4 11.7 155 18.9 14.8
1 41.5 27.1 19.1 12 6.1 6.3 6.8 5 8.4
2 155 36.4 29.4 29.5 26.6 187 124 11.5 19.3
3 15.9 15.3 32.7 34.6 37.6 39 40.2 29.3 33.9
4 1.9 2.9 2.9 4.9 7.8 7.8 10.7 9.6 7.9
5 3.2 3.2 2.6 2.5 4.8 6 4.5 7.4 5.3
6 0.2 0.4 2.4 2.3 3.3 8.1 7.3 131 7.5
7+ 0 0.4 0.7 1.7 1.3 2.3 2.6 5.3 29
Total 100 100 100 100 100 100 100 100 100
Number 212 821 1,878 3,319 4,074 4,418 3,592 8,679 | 26,993

Percent with

78.3 85.6 83.3 81.4 78.6 77.8 68.5 57.4 71.2
access to an ITN

1Percentage of the facttiousehold population who could sleep under an ITN if each ITN in the household was used by up to two people
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Figure 125 presents the percentage @é factohousehold with acess toan ITN by background
characteristics. A higher percentage of rulalfactohousehold have access to an ITN6%) than urban

household (53%).

Across the five province groups, Western and other provinces account for the highest propdetinotof
household with access tanITN. Honiarahasthe lowesiproportion, a#t3%. There is no clear relationship

between household wealth, althougkerestingly,
percentage difNs.

the highestealth quintile household$ave the lowest

Figure 12.5: Percentage of de facto households with access to an insecticide-treated net, Solomon

Islands 2015
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12.4 USE OF MOSQUITO NETSBY PEOPLE WITHIN THE HOUSEHOLD

TheSIDHS 2015ncluded questions that asked resporsl@hetherthey hadslept undea mosquito net the
night before the survey. The results are presented in Table 12.4.

About 67% of householdnemberswith access to at least one ITN slept under an ITN the night before the

survey. The same proportion of the household

populatio¥)(8¥ept under an ITN the nigheforethe

surveyor in a dwellingthat receivedRS in the 12 monthgrior to the surveyAnother 5% sleptunder any

kind of mosquito net the night before the survey.

Table 12.4 also shows that%®f people whaslept under a mosquito net of any kine tiight before the
survey were childreagedless than 5 yearandabout 70%of them slept undemelLIN. The survey also
showed that in the 12 monthsor to the survey76% of the peoplewho slept under a treated bed net and/or
in a dwelling sprayed \th IRS were children less than 5 years of age.
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Table 12.4: Use of mosquito nets by people in the household

Percentage of the de facto household population who slept the night before the survey under a mosquito net (treated
or untreated), under an insediiie-treated net (ITN), under a lodgsting insecticidal net (LLIN), and under an ITN or in

a dwelling in which the interior walls had been sprayed against mosquitoes (IRS) in the 12 months preceding the survey;
and among the de facto household populatinmouseholds with at least one ITN, the percentage of people who slept
under an ITN the night before the survey, by background characteristics, Solomon Islands 2015

Household population
Household population in households with &
least one ITN
Percentage who Percentage
Background Percentage  Percentage  Percentage slept under an who slept
characteristic who slept who slept who slept ITN last night or under an
under any under an under an in a dwelling ITN on the
net the night ITNton night LLIN on night sprayed with IR3 night
before before before in the 12 months before
survey survey survey preceding survey Number survey Number
Age (in years)
<5 70.3 69.6 69.5 75.6 4,156 80.3 3,602
5¢14 56.6 56.1 56.1 66.8 7,451 65.3 6,400
15¢34 52.7 52.2 52.2 64 8,154 62.5 6,809
35¢39 57.6 57.2 57.1 67.1 4,042 67 3,450
50+ 54 53.5 53.5 64.2 3,186 62.5 2,731
DK/Missing 184 18.4 18.4 50.4 5 27.1 3
Sex
Male 54.3 53.9 53.9 65.2 13,408 63.4 11,391
Female 60.3 59.8 59.7 68.9 13,585 70 11,605
Residence
Urban 42.8 42.2 42.2 55.6 5,287 60.2 3,711
Rural 60.9 60.4 60.4 69.8 21,705 68 19,285
Region
Honiara 33.5 32.8 32.8 46.4 3,328 54.3 2,014
Guadalcanal 61.6 60.9 60.8 68 4,715 73.1 3,930
Malaita 52.1 51.8 51.8 64.6 7,241 59.5 6,299
Western 65.5 65.2 65.1 76.5 4,020 70.2 3,730
Other provinces 65.7 65.2 65.2 72.8 7,690 71.4 7,022
Wealth quintile
Lowest 57.4 56.9 56.9 64.8 5,404 66 4,663
Second 60.5 60.3 60.3 70.5 5,363 66.4 4,871
Middle 62.7 62.5 62.5 72.4 5,393 69.2 4,866
Fourth 61.1 60 59.9 71.9 5,408 69.6 4,663
Highest 45.1 44.6 44.5 55.8 5,425 61.5 3,932
Total 57.3 56.8 56.8 67 26,993 66.7 22,995

1An insecticiteeated net (ITN) is: 1) a fataied net that does not require any furthentr@atthl), or 2) a pretreated net obtained within the 12 months preceding the
survey, or 3) a net that has been soaked with insecticide withiththerE2eding the survey.

2|ndoor residual spraying (IRS) is limited to spraying conductethisng gadvate or gmaernmental organisation.

Childrenless than 5 years olite more likely to have slept under a mosquito net¢hddrenover the age
of 5. With regard to net usdhere isno differencebetween male and female childi@ged lesshan 5 years,
althoughthe SIDHS 2015did reveal a general tendency foorefemalechildren(60%) to sleep under any
kind of net than malehildren (54%). With regardto other age group#he percentage of peopséeeping
underabed net of any kingvaslower tharfor children agedi 4 years

More people of all age grouptept undera bed net of any kind in rural areasl¢) thanin urbanareas
(43%). About 66%0f peopleslept under ankind of bed net in WesterRrovince followed by Guadalcanal
and Malaiaprovinces a62%and 5246, respectivelyHoniara had theewesthumber opeople whdad slept
under anykind of bed net.
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Figure 126 shows that 8% of households own at least one ITN. About three out of five households (56
have at least one ITN forvery two peoplewho stayed in the household the night before the su@vesr
70%of household$iave access tanITN and57% of thehousehold population slept under an ITN the night
before the survey.

Figure 12.6: Ownership of, access to, and use of an insecticide treated bed net (ITN), Solomon

Islands, 2015
71.2
H

Percentage of households Percentage of households Percentage of household Percentage of household
with at least one ITN with at least one ITN for population with access to population who slept under
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12.5 USE OF EXISTING ITNS

Table 12.5 shows that overall,%6f existing ITNs(or ITNs owned by household#ere used the night
before the survey. The use of existing Blidlreported to be higher in umareag74%)than in rural areas
(65%). Among the provinces, the use of I3¢ lowest in Malaita (5%), with Guadacanal reporting the
highest proportionf ITN use.No differencesvereobservedcross household wealth quintiles regardiey
useof ITNs.

Table 12.5: Use of existing ITNs

Percentage of insecticidesated nets (ITNs) that were used by anyone the night
before the survey, by background characteristics, Solomon Islands 2015

Percentage of existin

Background ITNG used the nght
before survey Number of ITN%

Residence
Urban 74 1,660
Rural 64.9 11,047
Region
Honiara 72.2 821
Guadalcanal 76.3 2,093
Malaita 59.3 3,548
Western 64.4 2,219
Other provinces 66.5 4,025
Wealth quintile
Lowest 64.5 2,530
Secoml 66.5 2,612
Middle 66 2,794
Fourth 65.5 2,744
Highest 68.6 2,026
Total 66.1 12,707

1An insecticidesated net (ITN) is: 1) a fateaed net that does not require any further treatment (LLIN), or(2) a pretreated net obtainethsiftecdtntptie
survey, or 3) a net that has been soaked with insecticide within the 12 preceding the survey.
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12.6  USE OF MOSQUITO NETS BY CHIL DREN AND PREGNANT WOMEN AGED
1549

The use of mosquito nets by vulnerable populations, particularly childcepragnant women, in highly
endemic countries is one of the major indicators collected durirf®jEieS 2015 Table 12.6 presents data on

the extent to which children under age 5 years slept under any kind of mosquito net on the night before the
interview. Overall, the majority of children under age 5 years (80%) in households with at least one ITN slept
under an ITN the night before the survey. The proportion of children who slept under any kind of net, under an
ITN, or under an LLIN on the night prior tbe survey accounted for almost the same percentage (70%).

A greater proportion of childresmgedless than 2 years slept under a mosquito net of any kind than children
agal 3 and 4yearg(Table 12.6). High proporticof children skepingunder any bed nare reported in rural
households, among children in Western and Guadacanal prg@ndesmong children living in the second,
third and fourthwealth quintilehousehold

Table 12.6: Use of mosquito nets by children

Percentage of children undBryears of age who, the night before the survey, slept under a mosquito net (treated or
untreated), under an insecticideeated net (ITN), under a lofgsting insecticidal net (LLIN), and under an ITN orin a
dwelling in which the interior walls have dresprayed against mosquitoes (IRS) wthin the 12 months preceding the
survey; and among children under 5 years of age in households with at least one ITN, the percentage who slept under
an ITN the night before the survey, by background characteristiosn&olslands 2015

Children under age 5 in
Children under age 5 in all households households with at least
one ITN
Percentage  Percentage Percenta Percentage who slept
Background
characteristic who slept who slept ge who _under an ITN Ias_t Percentage
under any under an slept night or in a dwelling who slept
net the night ITN the under an  sprayed with IRBin Number | underanITM  Number
before night before  LLIN last the 12 months of the night of
survey survey night preceding survey children before survey children
Age (in years)
<1 76.9 75.2 75.1 79.5 827 86.8 717
1 73.8 73.1 73.1 78.2 834 83.8 728
2 714 71 71 77.3 819 81.7 712
3 64.6 64.5 64.5 711 892 74.5 773
4 64.7 64.1 64.1 72 784 74.6 673
Sex
Male 711 70.2 70.2 76.2 2,131 80.4 1,862
Female 69.4 68.8 68.8 75 2,025 80.1 1,741
Residence
Urban 57.3 56.6 56.5 65.5 679 78 493
Rural 72.8 72.1 72.1 77.6 3,477 80.6 3,109
Region
Honiara 49.1 48.1 47.9 56.8 427 74.9 274
Guadalcanal 73.2 72.2 72.2 75.9 749 86.3 627
Malaita 65 64.6 64.6 73 1,136 73.4 1,000
Western 76.2 75.8 75.8 83.6 597 814 556
Other provinces 77.7 76.9 76.9 80.4 1,247 83.7 1,145
Wealth quintile
Lowest 69.7 69.2 69.2 73.7 966 80.3 833
Second 72 717 717 77.6 862 77.8 795
Middle 74.1 73.5 73.5 80 864 815 780
Fourth 74.7 73 73 78.6 801 82.7 707
Highest 58.5 57.9 57.8 66.3 663 78.6 489
Total 70.3 69.6 69.5 75.6 4,156 80.3 3,602

Note: Table is based on children who stayed in the housgihidbefve rihe interview.

1An insecticideeated net (ITN) is: 1) a fateaged net that does not require any further treatment (LLIN), or 2) a pretreated net obtained within the tt2months precedin
survey, or 3) a net that has been soaked with insecticide witbithbefezeding the survey.

2Indoor residual spraying (IRS) is limited to spraying conducted by a governnwrippeuatecotal organisation.
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Table 12.7 shows the percentage of pregnant women who slept under any type of mosquito nét the nigh
before the interview. About %6 of pregnant women in households with at least one ITN slept under an ITN
the night before the interviewhile 64% slept under aniind of mosquito net. The other #®of pregnant

women slept under an ITthe night prior tothe surveyor in a dwelling sprayed with IRS in the 12 months
preceding the survey

The data show that the lowgsrcentagef pregnant womemsingany kind of net the night before the
interview were from urban areas ahdseliving in Honiara.Interestingly, the resultsevealthat the lowest
proportion of pregnant women sleeping under any mosquitber@ghtprior to the surveyerethoseiving

in the highest wealth quintilaousehold$46%).

Table 12.7: Use of mosquito nets by pregnant women

Percentages of pregnant women aged4%who, the night before the survey, slept under a mosquito net (treated or
untreated), under an insecticideeated net (ITN), under a lodgsting insecticidal net (LLIN), and under an ITN or in a
dwelling in whichthe interior walls have been sprayed against mosquitoes (IRS) within the 12 months preceding the
survey; and among pregnant women aged4bin households with at least one ITN, the percentage who slept under
an ITN the night before the survey, by backguaharacteristics, Solomon Islands 2015

Among preghant women
Among pregnant women aged 159 in all households aged 1549 in households
with at least one ITN
Background Percentage = Percentge Percentage Percentage who slept Percentage
characteristic who slept who slept who slept _under an ITNIIas_t who slept
under any under an under an night or in a dwelling under an
net the night ITN the LLIN the sprayed with IRBin Number ITN the Number

before night before  night before the 12 months of night before of

survey survey survey preceding survey women survey women
Residence
Urban 41.7 41.7 41.7 52.8 72 58.3 51
Rural 68.6 68.6 68.3 74.1 306 77.9 269
Region
Honiara (29) (29) (29) (38.7) 45 (45) 29
Guadalcanal 64.5 64.5 62.8 73.1 59 81.8 47
Malaita 66.7 66.7 66.7 71.5 103 76.4 90
Western 71.8 71.8 71.8 77.4 72 76.9 68
Other provinces 69 69 69 75.5 99 77.6 88
Education
No education * * * * 31 * 22
Primary 64.8 64.8 64.8 69.2 164 75.5 141
Secondary 64.3 64.3 63.7 71.7 165 75.1 141
Za%rc?ntc:]:r?/ i * * * 18 * 16
Wealth quintile
Lowest 68.8 68.8 68.8 71.4 96 80.4 82
Second 76.8 76.8 76.8 82.6 74 83.3 68
Middle 64.5 64.5 64.5 70.4 64 74.8 55
Fourth 60 60 58.6 68.7 69 72.8 57
Highest 46.2 46.2 46.2 57.1 76 59.3 59
Total 63.5 63.5 63.2 70.1 378 74.8 321

Note: Table is based on women who stayed in the household the night before the interview. Figures in par&BA8sasvesibesbdases. An asterisk indicates that a
figure is baseuh fewer than 25 unweighted cases and has been suppressed.

1An insecticideeated net (ITN) is: 1) a fatemyed net that does not require any further treatment (LLIN), or 2) a pretreated net obtained within thg tt2months precedin
surveyor 3) a net that has been soaked with insecticide withinttieegt2eedimg the survey.

2Indoor residual spraying (IRS) is limited to spraying conducted by a governmergppeuatecotal@rganisation.

220



12.7 PREVALENCE AND PROMP T TREATMENT OF FEVER I N CHILDREN
UNDER AGE 5 YEARS

Fever is the symptom that most frequently presages the onset of an episode of malaria. Especially in malaria
endemic areas, it is important that children experiencing fever receive prompt testing farpagdaites, either

by rapid diagnostic tests or by microscopy. Children testing positive for infection should be given an effective
antimalarial medication according to national recommendations. The main objective of this protocol for rapid
diagnosis andreatment of malaria in children is to reduce morbidity and mortality; however, a secondary
benefit should be a reduction in the rate of antimalarial drug resistance as treatment becomes more specific.

Table 12.&hows the percentage of children experiemein episode of fever during the two weeks preceding
the survey, the percentage havimgd a finger or heel sticKpresumably for diagnostic purpoyethe
percentage havirgfever receiing antimalarial drugs, and the percentage treated with antimalargs the
same or next day following the onset of fever.

Table 12.8 also shovilsat 196 of children under ageyears had gever in the two weeks prior to the survey.
The data further indicate that fever is more common among young clalgidiess tha 3 yearsis higher
amongooys (2%) than girls (%), amongchildren living in Honiara and Malaitrovince among children
whosemothers havin@g secondary educatipand among children living in the lowest and highest wealth
quintile householdsNo obvous difference with regard to fevanvere observetietween urbaareaq21%o)

and ruralareaq1%%).

Among children under agé yearswith fever, 626 sought advice and treatmer@eking advice and
treatment is less likelpmongolder children, children imural areas, children in Malatirovince and
childrenwhosemothers liv in the middlewealthquintile households
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Table 12.8: Prevalence, diagnosis, and prompt treatment of children with fever

Percentage of children under age 5 with fever in the weeks preceding the survey; and among children under age 5
with fever, the percentage for whom advice or treatment was received, the percentage who had blood taken from a
finger or heel, the percentage who took artemisinin, the percentage who took iaitemthe same or next day
following the onset of fever, the percentage who took antimalarial drugs, and the percentage who took the drugs the
same or next day following the onset of fever, by background character&ticenon Islands 2015

Among gggdgan under Among children under age 5 with fever:

Percentage Percentage
Background with fever Percentage who had Percentage Percentage
Characteristic in the two for whom blood taken who took Percentage who took

weeks advice or from a finger Percentage artemisinin who took antimalarial Number

preceding Number of | treatment  or heel for whotook same or antimalarial drugs same of

the survey children |was sought testing artemisinin  next day drugs or next day children
Age (in months)
<12 186 846 60.6 324 0 0 4.3 2.6 158
12¢23 24.8 826 65.7 39.3 0.2 0.2 11 7.3 205
24¢35 214 786 61 44 0 0 15.5 13.6 169
3647 17 856 60.3 43.5 0 0 7.6 5.4 146
48¢59 14 720 57.2 29.7 0 0 13.6 12.3 101
Sex
Male 21.6 2,084 60.4 37.2 0 0 10.6 8.6 451
Female 16.8 1,949 63.1 40.3 0.1 0.1 9.9 7.2 327
Residence
Urban 20.5 720 70.8 56.1 0.3 0.3 5.7 4.4 148
Rural 19 3,313 59.4 34.4 0 0 11.4 8.9 630
Region
Honiara 204 455 69 61.2 0 0 4 2.2 93
Guadalcanal 13.7 778 67.2 52.6 0 0 14.4 11.4 107
Malaita 19.8 1,080 54.2 29.5 0 0 12.9 12.2 214
Western 15.1 553 64.4 40.9 0 0 3.3 2.4 84
Other provinces 24.1 1,167 61.7 31.8 0.1 0.1 11 7.2 281
Mother's education
No education 14.4 390 (51.5) (34.4) 0 0 (13.8) (13.8) 56
Primary 18.7 1,921 61.1 31.8 0.1 0.1 9.9 7 359
Secondary 214 1,521 64.6 45.8 0 0 10.1 8.3 326
zﬂe%rgntg‘;'; 18.2 201 54 455 0 0 11.2 6.7 37
Wealth quintile
Lowest 20.7 939 59.2 29.7 0 0 13.4 11.8 194
Second 18.2 833 59.3 33.7 0 0 6.7 3.7 151
Middle 17.1 818 51.4 29 0 0 10.1 7.5 140
Fourth 20 773 62.8 40 0 0 9 8 155
Highest 20.5 670 76.1 64.2 0.3 0.3 11.7 7.9 137
Total 19.3 4,033 61.5 38.5 0 0 10.3 8 778

Note: Figures in paretheses are basedieru@eighted cases.
1Excludes friend, relative and traditional practitioner.

Furthermore, 8% of thosechildrenexperiencing fever in the two weesor to the surveyad their blood
tested for malaria. It was observed there was a slight difference betwegB8M®o)and girls (486) and for
urbanareag56%) and rurabreag34%) settings. Furthermore, blood testing is reported to be more common
among children in Honiara and GadmhnalProvince childrenwhosemothershave asecondary and higher
educationandchildren of mothers living ithe highest wealth quintilbouseholds
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Amongchildren with fevers10% received antimalarial drugs, ant®f themreceived drugs the same day
or the day after the fever started.

12.8 SOURCE OF ADVICE OR TREATMENT FOR CHILDR EN WITH FEVER

Table 12.9 presents information on sources from which advice or treatment for fever wasosahgtten
underage 5 yearwith fever in the two weeks preceding the survey. Among children undéwétieafever
in the two weeks preceding thervey (19.%0), 54% of themseekadvice from any public sectbealth clinic,
mostly from rural health censeVery few caseseekadvice and treatment from a private sestairce (8%)
or anyothersource (40).

Table 12.9: Source of advice or treatment for children with fever

Percentage of children under age 5 with fever in the two weeks preceding the survey for whom advice or treatment
was received from specific sources; and among children under age 5 with fever in the two weeks preceding the survey
for whom advice or treatment was received, the percentage for whom advice or treatment was received from specific
sources, by background characteristics, Solomon Islands 2015

Percentage for whom advice or treatment was receive
from each source:
Backgound characteristic Amqng children Amoqg children with fever for vyhom
with fever advice or treatment was received
Any public sector source 54.2 83.5
..National referal hospital 0.9 14
..Provincial hospital 6 9.2
..Urban area health centre 6.7 10.3
..Area health centre 11.1 17
..Rural health centre 225 34.7
..Nurse aid post 7 10.7
..Satellite clinics 0.4 0.6
Any private sector source 7.9 12.2
..Private clinic 15 2.4
..Pharmacy 0.2 0.3
..Private doctor 0.8 1.3
..Church: Hospital 2.9 4.5
..Church: Rural health clinic 2.1 3.2
..Church: nurse aide post 0.4 0.6
Any other source 3.9 6
..SIPPA clinic 0.1 0.2
..Friend/relative 2.8 4.3
.. Traditional practitioner 15 2.4
Number of children 778 505

Among children withafever fa whom advice or treatment was sought, the majord¢dighad consulted
public sectosource and received advice or treatm@ainsultations were high at rural health centré%93
followed by area health centréis®o). Anotherl2% of caseseceivedadvicefrom the private sector and%
received advice frorather sources.

12.9 ANTIMALARIA DRUGS US ED FOR CHILDREN WITH FEVER

Most malariaendemic countries recommetiet use of artemisinibased combination therapy (ACT)the
first-line treatment for malari®An ACT is defined asn antimalarialdrug that contais an artemisinin
componenas well asa second antimalarial drug. WHO recommeiindistypes of ACTdrugs. Table 12.10
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shows the types of antimalarial drugs used among children undgéryageswith afever in the two weeks
preceding the survey.

It is interesting to note the variety of antimalarial drugs taken by children at the different health settings.
Coartem is the current drug of choice and is the first line treatment for malaria in Solomon {&%mnads
childrenhavebeen administered withfibllowed by SP/Fansidar (22%), Chloroquine (18%) and other anti
malaria (126). Theuse of artemisinin anatametarare lesscommonlyused among children with fever in
Solomonislands (0.% and &4, respectiely).

Mot her sé k nowl iefldepoe onhdeug prefieremcé fordhleir childramrelation to theuse of

coartem and fansida; most probably because of the availalfitiigse drugat the health facility. The high
consumption of chloroquine amoanbildren of uneducated mothers suggds possibility that the drug is
availablewithin the househol@nd,therefore the SIMOHMS treatment guidelinégs ignored. Itmay also
suggestimited coartem stock in health facilitiesnd,hence aresort to the wilable antimalarial drugs at
home Drugs thaare onlyavailable from private clinics and drug stoaes reportedly used by childrevith

fever.

Table 12.10: Type of antimalarial drugs used

Among children under aged 5 with fever in the two wee&seding the survey, the percentage who took any antimalarial
medication, the percentage who took specific antimalarial drugs, by background charaste¢@istomon Islands 2015

Percentage of children who took drug: Number of
Background . children with
characteristic Artemisinin  Quinine Faisiij ar %Ti?lrg Primaquine  Artametar ~ Coartem Oﬂ;;ﬁgr ];i\cl)le;ra\\/:lwrt]i?

malarial drug

Age (in months)
<12 * * * * * * * * 7
12_23 * * * * * * * * 23
24_35 * * * * * * * * 26
36_47 * * * * * * * * 11
48_59 * * * * * * * * 14
Sex
Male 0 (4.6) (19.1) (16.4) (12.3) (5.4) (59.1) (2.7) 48
Female (1.2) (2.3) (26.1) (20.1) (3.3) (7.3) (32.2) (24.8) 32
Residence
Urban * * * * * * * * 8
Rural 0 15 24.5 17.9 9.3 6.9 47.9 125 72
Region
HOﬂIara * * * * * * * * 4
Guadalcanal * * * * * * * * 15
Malaita * * * * * * * * 28
Western * * * * * * * * 3
Other provinces (1.2) (1.2) (18.9) (1.1) (10.7) (4.2) (66.9) (6.4) 31
Mother's education
No education * * * * * * * * 8
Primary (1.2) (7.3) (10.9) (6.2) (19.7) (6.1) (62) 0 35
Secondary 0 0 (30.5) (22.2) 0 (8.5) (37.4) (14) 33
More than secondary * * * * * * * * 4
Wealth quintile
Lowest * * * * * * * * 26
Second * * * * * * * * 10
Mlddle * * * * * * * * 14
Fourth * * * * * * * * 14
nghest * * * * * * * * 16
Total 0.5 3.7 21.9 17.9 8.7 6.2 48.3 11.6 80

Note: Figures in parentheses are based®uor®&eighted cases. An asterisk indicates a figure is baséthor2feweweighted caselshas been suppressed.

224



CHAPTER 13 HIV AND AIDS RELATED KNOWLEDGE, ATTITUDES
AND BEHAVIOUR

by Hellen Tomasi, National STI/AID Program Offic&IMAHMS Alice Buko, HIV Communication
Advocabr, SIMOHMS Loyce Pabulu, PrincipalStatistician, SINSQ and Anterlyn Tuzakana, Senior
Statistician SINSO

KEY FINDINGS

U Knowledge of AIDS is widespread Solomon Islandsyith 91% of women and 9% of men agd
15/ 49 having heard of AIDS. However, the percentage of women anadvhiehave heardbout
AIDS has declined slightly singbe SIDHS 20062007.

U HIV awareness is almost universal among urban women and m#naf®¥ 996, respecirely),
while awareness amomgral women and men is lower @and 9646, respectively).

U Among women and men who have knowledge of HIV prevention methddspfA@omen and 8%
of men know that limiting sexual intercourse to one uninfected partner can reduce the che
contracting HY.

U About three in ten women and four in ten men have comprehensive knowledge about AIDS.
they know that consistent use of condoms during sexual intercourse and having just one ur
faithful partner can reduce the chances of getting Fihéyalsoknow that a healtiooking person
can have the AIDS virus, and they reject the two most common local misconceptions abc
transmission or prevention.

0 Overall, 246 of women and 2% of men know that HIV can be transmitted by breastfeeding
thatthe risk of motheto-child transmission can be reduced if the mother takes special drugs
herpregnancy.

U0 Among those whbaveacceping attitudes towards those living with HIV/AIDSY&of women and
16% of men express accepting attitudes in fowragions: they would care for a family member w
HIV/ AIDS in their own home, thewould buy fresh vegetables from shopkeeper who has the /
virus, agree that a female teacher who has the AIDS virus but is not sick should be allc
continue teachingnd that they would not want to keiejp secret that a family membisrinfected
with the AIDS virus.

INTRODUCTION

Acquired immune deficiency syndrome (AIDS) is caused by a human immunodeficiency virus (HIV) that
weakens the immune system, making the body susceptible to and unabte/&r from other opportunistic
diseases that lead to death through these secondary infections. The predominant mode of HIV transmission
is through heterosexual contact, followed in magnitude by perinatal transmission in which a mother passes
the virus toher child during pregnancy, delivery or breastfeeding. Other modes of transmission are through
infected blood and unsafe injectiolsGlobally, and in Solomon Islands, AIDS is one of the most serious
public health and develarent challengebecause itféects all aspects of socioeconomic livelihood.

This chapter presents current levels of HIV and AIDS knowledge, attitudes and related behaviours for the
general adult Solomon Islands populatitinthen focuses on HIV and AIDS knowledge and patterns of
sexual activity among young peoplbecauseyoung adults are the main target of many HIV prevention
efforts.Findings in this chapter will assist the HIV and STI control programrBelomon Islands to identify
particular groups of peoplgho aremost in neeaf information and services ameho aremost vulnerable

to the risk of HIV infectionlnformation gathered from tH&IDHS 2015will also assist all stakeholders and
development partners in taking up the challenge to tackle the ongoing threat of HIMfiAtBountryThe

survey respondents compri8266 women and 2,948 men aged 4% yearswvho participated in the HIV

15 http://www.who.int/features/qa/71/en/index.html
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and AlDSrelated knowledge, attitudes and behaviours sedholuding HIV counselling and testing. An
additional 643 men aged 50 yeansl @ver also participated.

13.1 KNOWLEDGE OF AIDS

The SIDHS 2015askedrespondents whether they had heard of AIB@.thoserespondents/ho reported
having heard of AIDS weréurther asked a number of questions about whether and how HIV can be
prevented.

Theresults inTable 13.1 show the percentage of women and mehl&)d9 who have heard of AIDS, by
background characteristics. 8olomon Islands91% of women and 8% of men have heard of AIDS. The
percentage of both women and men who have heard of AlBSlightly declined since tH&IDHS 2006

2007 (94% and98%, respectively)There are minor differences in awareness according to background
characteristicsYoung women, women and men who have never been married, and never had sex are less
likely to have kowledge of AIDS.

Awareness about AIDS is almost universal among urban wd@@¥) and men (9%), and rural men
(96%), while awareness among rural women is slightly lowe?d8®Women in Guadalcanal and Malaita
provinces are less likely to be well awab®at AIDS.

On the other hand, awareness and knowledge about
education and living status. For example, women and men with no and lower education are less likely to have
knowledge about AIDS compared with men and men with more education. This pattern is also observed

with household wealth.
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Table 13.1: Knowledge of AIDS
Percentage of women and men aged498 who have heard of AIDS, by background cheriatits, Solomon Islands 2015

Women Men
Background charaetistic Has heard Numberof | Has heard Number of
of AIDS respondents of AIDS respondents
Age
15¢24 89.6 2,387 93.5 1,124
.15¢19 87.2 1,241 90.4 605
..20c24 92.2 1,146 97.2 519
25¢29 94.2 1,091 99 479
30¢39 91.7 1,736 98.7 830
40c49 90.8 1,052 99 516
Marital status
Never married 89.7 1,936 94.2 1,261
..Ever had sex 94.3 1,043 97.1 825
..Never had sex 84.3 893 88.6 436
Married/Living together 92 4,086 98.8 1,652
Divorced/Separated/Widowed 90.5 244 100 35
Residene
Urban 97.4 1,427 99.1 720
Rural 89.4 4,839 96.1 2,229
Region
Honiara 97.8 925 98.9 475
Guadalcanal 85.3 1,140 92.8 547
Malaita 87.3 1,608 99.8 710
Western 94.9 902 95.8 451
Other provinces 93.3 1,690 96.2 765
Education
No edwcation 71.9 576 86.2 92
Primary 89.5 2,820 95.2 1,202
Secondary 96.2 2,476 98.4 1,348
More than secondary 99.8 394 99.4 307
Wealth quintile
Lowest 83.1 1,158 93.6 529
Second 88 1,172 97 565
Middle 91.4 1,223 97 528
Fourth 95.2 1,253 973 621
Highest 96.6 1,460 98.6 706
Total 1549 91.2 6,266 96.8 2,948
50+ na na 93.8 643
Total 15+ na na 96.3 3,591

na = not applicable
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13.2 KNOWLEDGE OF HIV PRE VENTION METHODS

HIV among adults is mainly transmitted through heterosexual cortieten an infected partner and a-non
infected partner. Consequentiythe HIV prevention programme in Solomon Islands has mainly sought to
reduce further sexual transmission through three programmatically important iyvalye: promotion of
sexual abstience 2) mutually faithful monogamy among uninfected coupéesi3) condom use by those
that cannot abstaiinom sexual intercourse.

HIV and AIDS prevention programmes focus their messages and efforts on three important aspects of
behaviour, often refeed to as/ABCO messages: a) delayisgxual debut (€. abstinenckg b) limiting the

number of sexual partners, anging faithfulto one uninfected partner; and c¢) ustiogpdoms To ascertain

whether programmes have effectively communicated these messegmsndents were asked specific
guestions about whether it is possible to reduce the chances of getting the AIDIS/ wigitsg condoms

every time they have sexual intercourse, by having one sex partner who is not infected and has no other
partners, antly abstaining from sexual intercourse.

Table 13.2 presesthe proportion of women and men aged4%whoare aware about the various HIV and
AIDS prevention method$y background characteristics. Findings of 8iBHS 2015indicate that, in
general, morenen are aware about various preventive methods to reduce HIV transmission compared with
women, with a similar pattern observed for each preventative méthisdis similar to what was reported

in theSIDHS 20062007

Findings ofthe SIDHS 2015reveal thaknowledgeis highest for awareness that HIV can be prevented by
limiting sexual intercourse to one uninfected part@®f4women, % men) Thisresponsdpercentage)

has slightly declinedmong merbut has slightly increasexinong women (77% women, 89%en,) since

the SIDHS 20062007 Slightly more than 62% of women and 70% of men are aware that HIV can be
preventedy using condoms every time they have sexual interconrsks another 58% of women and more
than 65% of men are aware of both preventi@thmds.Table 13.2 also shows that there is no substantial
difference in the level of knowledge of prevention methods by age giawermarried men and women
who report that they lva never had sex were found to hdsgsknowledge of prevention methodsmpared

with those who hee hal sex, olare marriecandor living together or divorcedseparatedr widowed.

Differencesare noted among womeand merfrom urban and rural areas regarding the level of knowledge
about ways to prevent HIV from spreadifgomen and men in urban areas are more knowledgeable about
ways to prevent HIV from spreading than women and men in rural areas.

The data alsshow some differences in knowledgeéH1V prevention methodsn the basis of regiokiVomen

in Guadalcanal Provinaae the least knowledgeable about HIV prevention methods. Men from Malaita and
Guadalcanal provinces are the least knowledgeable about using condoms and limiting sexual intercourse to
one uninfected partner.

The proportion of respondents who have knogtedbout ways to prevent HIV from spreading increases
with educational attainment and wealth quintile for both women and men. For example, women and men
with lesseducation antiving in lower wealth quintildvouseholds have leksowledge about HIV prevédion
methodghanthose women and men withoreeducation andiving in higherwealth quintilehouseholds.

16 http://www.who.int/features/2004/hiv_aids/en/index.hthitp://www.who.int/hiv/en/
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Table 13.2: Knowledge of HIV prevention methods

Percentage of women and men aged;49 who, in response to prompted questions, say that pemiereduce the
risk of getting the AIDS virus by using condoms every time they have sexual intercourse, and by having one sex partner

who is not infected and has no other partners, by background chaistitts, Solomon Islands 2015

Women Men
Using
Limiting condoms and Limiting  Using ondoms
Background sexual  limiting sexual sexual and limiting
characteistic intercourse  intercourse to intercourse sexual
to one one Number to one intercourse to
Using uninfected uninfected of Using uninfected one uninfected Number
condoms  partner? partnert2 women | condoms  partner? partnert? of men

Age
15¢24 62 77.2 57.7 2,387 64.6 80.9 59.5 1,124

.15¢19 58.3 74.3 54.6 1,241 62.1 75.4 55.4 605

..20c24 66 80.3 61.1 1,146 67.6 87.3 64.4 519
25¢29 66.2 82.4 62.1 1,091 68.7 89.6 64.8 479
30¢39 62.8 80.4 59.1 1,736 75.9 89.6 70.9 830
40c49 57.7 78.6 54.2 1,052 73.5 91.1 68.8 516
Marital status
Never married 59.7 77.2 55.7 1,936 66.6 82.2 61.7 1,261

..Ever had sex 64.5 83.4 60.5 1,043 72.8 87.1 68.4 825

..Never had sex 54 70 50.1 893 54.9 72.8 49.1 436
{\(A)ggtlﬁg: Living 63.1 80.1 59.2 4,086 | 727 89.7 67.8 1,652
\E/)v'i‘:jog\‘/’vee%/ Separated/ | o7 g 79.8 64.5 244 69.3 95 69.3 35
Residence
Urban 65.9 89.7 63.3 1,427 77.9 94.9 76.2 720
Rural 61.2 76.1 56.8 4,839 67.5 83.8 61.7 2,229
Region
Honiara 68.4 92.9 66.6 925 79.5 95.4 78.5 475
Guadalcanal 51.3 69.7 a7 1,140 62.9 87.6 60.8 547
Malaita 61.8 78 58.7 1,608 63.7 82.7 58.5 710
Western 66.4 82.7 63.8 902 69.1 92 67.5 451
Other provinces 64.4 77.4 58.1 1,690 75.7 80.6 65.1 765
Education
No education 42.2 55.1 39.6 576 51.4 61.2 42.7 92
Primary 59.3 75.3 54.5 2,820 67.8 83.3 62.2 1,202
Secondary 68.8 87.1 65.4 2,476 71.3 88.9 67 1,348
More than secondary 70.9 93.2 68.2 394 78.5 96.3 76.1 307
Wealth quintile
Lowest 56.4 66.3 50.9 1,158 68.3 78.6 60.1 529
Second 60.4 75.4 56.3 1,172 64.5 82.3 58.9 565
Middle 62.9 78.3 57.9 1,223 67.8 85.3 61.9 528
Fourth 63.5 83.6 60.1 1,253 69.2 88.9 65.4 621
Highest 66.7 89.4 64.5 1,460 78.1 94.8 76.5 706
Total 1549 62.2 79.2 58.3 6,266 70 86.5 65.2 2,948
50+ na na na na 62.3 814 58.8 643
Total 15+ na na na na 68.6 85.6 64.1 3,591

na = not applicable

1Using condoms every timeg have sexual intercourse
2Partner who has no other partners
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13.3 REJECTION OF MISCONC EPTIONS ABOUT HIV AN D AIDS

As part of the effort to assess HIV and AIDS knowledgeSIBdHS 2015collected information on common
misconceptions aboltlV transmission in Solomon Islands. Respondents were asked whether they think it
is possible for a healtHpoking person to have HIV and whether they believe HIV can be transmitted through
mosquito bites, transmitted by supernatural meansharing fod with a person who has HIV or AIDS.
Comprehensive knowledge is defined by a combination of measures that includasging) knowledge
about HIV prevention methods that relatettee knowledgehat consistent use of condowhsring every
sexual intercowge can reduce the change of getting the AIDs virus; having just onedditive and faithful
partner can reduce the chances of getting the AIDS virus; 2) knowing that a-aaithy person can have

the AIDS virus; and 3) rejecting the two most commnawal misconceptions about AIDS transmission and
prevention: that HIV can be transmitted by mosquito bites and by supernatural means. The same questions
were also asked during t&#DHS 20062007,

Tables 13.3.1 and 13.3.2 present the percentage of wonh%d6 and men aged 15 years ataerwith

a comprehensive knowledge about Al0O®e results show that 3d.of women and 4% of men aged 15
49 have a comprehensive knowledge about AIDS. About &lwomen and 7 of men agree thahe
AIDS virus cannot béransmitted by mosquito bites; %lof women and 7o of men agree that a healthy
looking person can have HIV; #&of women and 8% of mensaythatthe AIDS virus cannot be transmitted
by supernatural means; and®4 df women and 7 of men report that a pgsn cannot become infected by
sharing food with a person who has the ANXSS.

The data also indicate low comprehensive knowledge about AIDS among young women, women who never
married women who haveever had sexand women living in rural areaCompehensive knowledge of

AIDS increasesvith increasing level of education and wealth quintile among women. The same pattern is
also observed among men in this same age groupitinthe samdackground characteristics. For instance,
about 346 of young men ave a comprehensive knowledge about AIDS compaitbcadult men; only 3%

of rural merhave ecomprehensive knowledge compaveéth 61% of urban mepandonly 15% of men with

no education have a comprehensive knowledigeit AIDScomparedvith 60% of beter educated men.

More women and men in Honiara are more knowledgeable about AIDS than women and men living in the
other regionsand provinces. For instance, more thar?&bf women inHoniarahavea comprehensive
knowledge about AIDS while less tharf86f women in Guadalcanal, Malaita and Wesfmavinceshave

a comprehensive knowledgd AIDS. Women residing in other provincémave the least amount of
knowledge (2%0) about AIDS, andhie same pattern agbservecamong merin other provinces.
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Table 13.3.1: Comprehensive knowledge about AIDS i Women

Percentage of women aged 44D who say that a healthipoking person can have the AIDS virus and who, in response
to prompted questions, correctly reject local misconceptions about transmission or preveritienADS virus, and
the percentage with a comprehensive knowledge about AIDS by background characteristics, Solom@01&ands

Percentage of respondents who say that:
Percentage who
say that a
The AIDS A person healthy looking
TheAIDS virus cannot person can Percentage
Background characteristig virus cannot be become have the AIDS  witha
A healthy cannot be transmitte infected by virus and who compre
looking transmitted d by sharing food | reject the two hensive
person can by supernatur  with a person | most common knowledge Number
have the mosquito al means  who has the local miscon about of
AIDS virus  bhites [CS] [CS] AIDS[CS] ceptions AIDS women
Age
15¢24 67.3 57.8 72.9 67.7 41.1 28.8 2,387
..15¢19 62.2 54 70.8 63.8 36.5 25.1 1,241
.20¢24 72.9 61.8 75.2 72.1 46 32.8 1,146
25¢29 75.6 67.1 79.7 75.7 50.8 36 1,001
30¢39 73.9 63.4 76.4 74.8 49.5 33.7 1,736
4049 70.3 56 71.9 68.5 43.1 26.7 1,052
Marital status
Never married 68.1 59.1 73.9 68.2 42.8 28.6 1,936
..Ever hadsex 73.7 62.8 79.8 74.2 46.6 31.5 1,043
..Never had sex 61.6 54.9 67 61.2 38.4 25.3 893
Married/Living together 72.6 61.2 75.6 72.5 46.4 31.8 4,086
\?V';;Og\fv‘:é/ Separated/ 68.8 63 70.3 74.2 50.1 37.6 244
Residence
Urban 80.2 70.8 80.3 80.3 57.2 39 1,427
Rural 68.4 57.7 73.3 68.5 42 28.7 4,839
Region
Honiara 81.3 69.7 85.8 81.8 57.6 41.3 925
Guadalcanal 67 66.7 62.5 68.8 50.2 30.7 1,140
Malaita 71.3 57.5 73.7 67.7 44.8 30.1 1,608
Western 77.1 60.7 76.3 75.1 47.4 34.6 902
Other provinces 64.8 54.6 7.7 68.4 35.2 24.7 1,690
Education
No education 49.3 36.5 53 42.7 24.1 15.2 576
Primary 67.1 52.7 69.9 65 36.7 23.7 2,820
Secondary 77.5 70.9 83.1 81.6 54.9 39.2 2,476
More than secondary 90.9 88.7 90.9 91.8 79.7 55.6 394
Wealth quintile
Lowest 57.5 49.7 63.2 57.3 32.2 221 1,158
Second 66.9 53.1 715 64.8 36.1 24.3 1,172
Middle 70.1 60 77.2 72 44.6 30.8 1,223
Fourth 77.2 63.8 79.2 76.9 50.2 33.8 1,253
Highest 80.8 73.3 81.3 81.9 60.1 41.4 1,460
Total 1549 71.1 60.7 74.9 71.2 45.4 31 6,266

1Two most common local misconceptions: it is possible to get HIV from mosquito bites and it is possible fandetith\a pesdw@ringio has AIDS.

2Comprehensive knowledge means knowingsdiséent use of condoms during sexual intercourse and having just one uninfected faithful partner cangetlinge the chance of
the AIDS virus, knowing that a hiealkityg person can have the AIDS virus, and rejecting the two most cononoapgtioakratsout AIDS transmission or prevention.
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Table 13.3.2: Comprehensive knowledge about AIDS i Men

Percentage of men aged 440 who say that a healthipoking person can have the AIDS virus and who, in response to
prompted questions,arectly reject local misconceptions about transmission or prevention of the AIDS virus, and the
percentage with a comprehensive knowledge about AIDS by background characteristics, Solomon Islands 2015

Percentage of respondents who say that:
Percentage who
A person say that a healthy
A The AIDS  The AIDS cannot looking person  Percentage
healthy- virus virus become can have the AIDS  with a
Backgound characteristic| looking cannot be  cannot be infected by virus and who compre
person transmitted transmitte sharing food reject the two hensive
can have by d by with a person most common knowledge
the AIDS mosquito  supernatur  who has the local miscon about Number
virus bites al means AIDS ceptions' AIDS of men
Age
15¢24 71.4 65.1 80.7 70.4 46.3 33.6 1,124
.15¢19 65.5 62.1 76.8 67.4 41.9 314 605
..20¢24 78.3 68.7 85.3 74 51.3 36.1 519
25¢29 80.5 80.8 88.3 78.6 62.4 45 479
30¢39 81.1 78.5 87 82.7 59.9 46.2 830
40c49 80.9 75 85.6 81.8 60.4 45.4 516
Marital status
Never married 72.8 68.2 81.2 72.5 49.8 37.4 1,261
..Ever had sex 78.2 73.8 86.5 75.9 54.3 42.5 825
..Never had sex 62.6 57.6 71.1 65.9 41.3 27.8 436
Married/Living together 80.5 76.8 87 80.4 58.9 43.6 1,652
Divorced/Separated/
Widowed P (88.2) (82.3) (91.2) (97.1) (71.6) (51.2) 35
Residence
Urban 85 89.5 95 90.9 75.1 61.2 720
Rural 74.8 67.9 81.2 72.8 48.8 34.6 2,229
Region
Honiara 89.2 93.6 96.8 93.1 83 68.9 475
Guadalcanal 71 72 80.4 7.7 52.8 36.6 547
Malaita 79 76.3 85.4 80.8 57.7 38 710
Western 72.6 62 72.3 69.4 46.6 39 451
Other provinces 75.5 64.9 86.4 68.2 42.4 31 765
Education
No education 48.7 53.5 65.5 55.3 33.9 15.3 92
Primary 71.9 63.2 78.7 69.1 44.3 32.9 1,202
Secondary 814 79.9 89.4 83.8 62 45.9 1,348
More than secondary 88.5 88.7 92.1 86.5 74 59.3 307
Wealth quintile
Lowest 69.5 60.8 77.7 66.3 41.9 29.2 529
Second 74.6 67.4 83.7 73.3 47.4 32.8 565
Middle 75.7 68.6 82.4 74.7 50.3 36.8 528
Fourth 78.8 77.2 84.2 79.4 56.8 41.8 621
Highest 85.1 86.9 92.3 88.5 73.6 59.1 706
Total 1549 77.3 73.2 84.6 77.2 55.2 41.1 2,948
50+ 74.2 63.9 79.8 71.2 49.3 34.9 643
Total 15+ 76.7 71.5 83.7 76.1 54.1 40 3,591

Note: Figures in parentheses are basdd@mu@ueighted cases.

1Two most commlonal misconceptions: it is possible to get HIV from mosquito bites, and it is possible to get HIV by shairp foas AlifySperso

2Comprehensive knowledge means knowing that consistent use of condoms during sexual intercoareelaninféetddddgitbful partner can reduce the chance of getting
the AIDS virus, knowing that a hiealkityg person can have the AIDS virus, and rejecting the two most common local misconceptions about ANEBti@nsmission or pre
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Table 13.4: Knowledge of prevention of mother-to-child transmission of HIV

Percentage of women and men aged¢48 who know that HIV can be transmitted from mother to child by
breastfeeding and that the risk of mothgr-child transmission (MTCT) of HIV can be reducedebyntither taking
special drugs during her pregnancy, by background characteristics, Solomon Islands 2015

Women Men
HIV can be Risk of MTC"  HIV can be
Risk of MTC1 transmitted by can be transmitted by
Background can be breastfeeding anc reduced by br.eastfeeding anc
characteristic reduced by risk of MTCT car mother risk of MTCT car
HIV can be mother be reduced by HIV can be taking be reduced by
transmitted taking specia mother taking transmitted special drugs mother taking
by breast  drugs during  special drugs Number of| by breast during special drugs  Number
feeding pregnancy during pregnancy women feeding pregnancy during pregnancy of men
Age
15¢24 63.6 26.9 23 2,387 56.3 28.6 20.7 1,124
..15¢19 59.3 26.5 23 1,241 50.7 26.1 17.7 605
..20c24 68.3 27.3 23.1 1,146 62.9 31.6 24.1 519
25¢29 66.4 325 24.7 1,091 66.5 31.9 23.4 479
30¢39 66.9 30.5 24.7 1,736 64.8 35.7 25.6 830
40¢49 67.1 27 23.2 1,052 64.9 34.3 25.1 516
Marital status
Never married 61.6 26.7 22.3 1,936 56.4 29 20.8 1,261
..Ever had sex 66.7 26.7 221 1,043 62 31.6 23.3 825
..Never had sex 55.6 26.6 225 893 46 24.1 16.3 436
L\gggt'ﬁg: Living 67.4 29.9 24.6 4,086 65.8 34.2 24.8 1,652
Divorced/Separated/
Widowed P 66.8 28.6 23.6 244 (70.4) (47.7) (39.7) 35
Currently pregnant
Pregnant 65.5 26.8 22.6 399 na na na na
Not pregnant or not sur 65.6 29 23.9 5,867 na na na na
Missing C G q 0 na na na na
Residence
Urban 711 35.7 295 1,427 65.9 39.3 27.9 720
Rural 63.9 26.9 221 4,839 60.6 29.8 21.7 2,229
Region
Honiara 72.1 32.8 28 925 61 41.7 27.2 475
Guadalcanal 55.7 23.6 16.7 1,140 64.8 25.2 19.6 547
Malaita 70.4 314 28.3 1,608 53.9 41 22.1 710
Western 69.6 30 26 902 65.5 255 24.2 451
Other provinces 61.9 27.3 21 1,690 65.6 26.8 23.9 765
Education
No education 51.1 18.7 17.7 576 45.1 20.3 12.7 92
Primary 64 27.3 22.9 2,820 58.9 314 21.6 1,202
Secondary 68.8 30.9 24.5 2,476 63.5 31.1 229 1,348
More than secondary 77.9 42.1 35.3 394 71.3 43 34.7 307
Wealth quintile
Lowest 56.9 24.2 20.6 1,158 59 23.6 17.3 529
Second 64.9 26.9 235 1,172 59 29.3 20.5 565
Middle 64.9 27.9 21.9 1,223 60.7 30.9 21.9 528
Fourth 70.5 315 25.9 1,253 63.9 34.1 255 621
Highest 69.4 32.8 26.5 1,460 654 39.9 29 706
Total 1549 65.6 28.9 23.8 6,266 61.9 32.1 23.3 2,948
50+ na na na na 57.7 29.1 20.5 643
Total 15+ na na na na 61.1 31.6 22.8 3,591

Note: Figures in parentheses are basdd@mu@¥eighted cases
na = not applicable
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Although morewomen and men agree that a healtigking person can have the AIDS virus, that virus
cannot be transmitted by mosquito bites, that AIDS cannot be transmitted by supernatural means, and that a
person cannot become infected by sharing food with a persohagh®IDS, the data also show that there is

a subpopulation with different characteristics and with misconceptions about the disease. In particular,
women and men in rural areas, women and men with no and little education, and women and men living in
low wealth quintile households are more likely to have misconception about AIDS and have less knowledge
on how it is transmitted from one person to another.

Despite government efforts to increase awareness of HIV prevention and treatmengweaeeakss amgn
women and men has notcreased substantially since the SIDHS 2@067.The proportion of womeand
men agd 15/ 49 with comprehensive knowledge increased @ftyand 6%points, respectively.

13.4 KNOWLEDGE OF MOTHER -TO-CHILD TRANSMISSION O F HIV

Educating peple about the ways in which HIV can be transmitted from mother to child during pregnancy,
delivery, and breastfeeding is critical to reducing metbahild transmission (MTCT) of HIV. To obtain
information on these issues, respondents were asked witah®IDS virus can be transmitted from a
mother to a child during pregnancy, delivery, or breastfeeding and whether a mother who is infected with
HIV canreduce the risk of transmission of the virus to the baby by taking certain drugs (antiretrovirgl) dur
pregnancy.

Table 13.4 shows that, overai6% of women and62% of men know that HIV can b&ansmitted by
breastfeedingAbout 29%o0f women and®2% of men know that the risk of MTC@an be reduced through
the use of certain drugs duripgegnancyAnother 24% of women and 23% of miemow that HIV can be
transmitted by breastfeeding ath@tthe risk of MTCT can be reduced by the mother taking special drugs
during pregnancy.

Knowledge of MTCT in Solomon Islands is likely to be lower among women andivirgnin rural areas,
those living in Guadalcanal Province, and among women and men with less education and living in lower
wealth quintile households.

13.5 STIGMA ASSOCIATED WI TH AIDS, AND ATTITUD ES RELATED TO HIV
AND AIDS

Knowledge and beliefs about HIVfattion affect how people treat thabatthey know to be living with

HIV or AIDS. The level of pogress in reducing stigma and related attitwiesh as discrimination against
people living with HIVor AIDS is an important measure in supporting strategiel programes aimed at
preventing and controlling infection the SIDHS 2015 a number of questions were posed to respondents
to measure their attitudes towards Hi\ected people. These questions concerned their willingness to buy
vegetables from ainfectedproduceseller, to let others know the HIV status of family members, and to take
care of relatives who have AIDS in their own household. They were also asked whetherositilé
female teacher who is not sick should be allowed to continghitep Tables 13.5.1 and 13.5.2 show the
percentages of women and men who have heard of HIV and, AiilSwho express positive attitudes
towards people with HIV, by background characteristics.

Accepting attitudes with regard to all four indicators amongheiw and men are very low, with women
indicating less acceptance towards individuals with HIV or AIDS (6%) than men (16%). Only a very low
proportion of women in rural areas, with no education or just a primary education, and living in lowest wealth
quintile have positive attitudes towards people living with HIV or AIDS.

The results also show that more men than women are likely to express their support to each specific attitudes
toward those people living with HIV or AIDS. For example, 61% of men are gvilbncare for a family

member with AIDS living in the same house compared with 42% of women; 56% of men would buy fresh
vegetables from shopkeeper who has AIDS compared with only 33% of women; and 30% of men and 19%
of women would agree to allowing a fem&acher who has AIDS but is not sick to continue teaching. About

the same percent of women and m&n/4§ and 68%) agree that they would not want to keep it a secret that

a family member was infected with the AIDS virus.
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Table 13.5.1: Accepting attitudes toward those living with HIV/AIDS i Women

Among women aged 89 who have heard of AIDS, the percentage expressing specific accepting attitudes toward

people with HIV/AIDS, by background characteristics, Solomon Islands 2015

Percentage of respondents who:

Are willingto ~ Would buy Would not
care for a fresh Say that a female  want to keep Percentage
Background family vegetables  teacher who has  secret that a expressing  Number of
characteristic member with from the AIDS virus but family acceptance respondents
AIDS inthe  shopkeeper s not sick should member got | attitudes on who have
respondent's  who has the be allowed to infected with all four heard of
home AIDS virus  continue teaching the AIDS virus| indicators AIDS

Age
15¢24 38.8 31.1 19.5 64.2 5.1 2,139

.15¢19 39.6 31.6 21 62.3 5.2 1,082

..20c24 37.9 30.6 17.8 66.1 5 1,057
25¢29 42.9 36.1 20.3 66.2 7.1 1,028
30¢39 43.8 32.2 17.7 68.8 6 1,591
40¢49 45.5 34 19.4 70.2 6.9 956
Marital status
Never married 42.5 33.6 22.2 62.6 6.3 1,736

..Ever had sex 45.5 35.1 21.8 60.5 6 983

..Never had sex 38.7 31.6 22.6 65.3 6.8 753
{\(")ggt'ﬁg: Living 41.4 31.8 17.4 68.9 5.7 3,757
\I:/)\/Ii\:joor\(/:\/(:?j/ Separated/ 49.3 42.7 24.7 65.3 9 220
Residence
Urban 48 40.4 26.6 62.2 9.5 1,389
Rural 40.1 30.3 16.7 68.3 4.9 4,325
Region
Honiara 49.9 38.2 28.2 64.2 10.2 905
Guadalcanal 34 294 12.4 66.6 4.4 973
Malaita 394 32.3 18.4 75.1 6.3 1,404
Western 447 36.3 16.7 47.4 3.6 856
Other provinces 43.4 30.2 20 71.5 5.7 1,577
Education
No education 27.8 20.2 8.2 76.6 2.3 414
Primary 37.2 25.3 13.7 69.1 35 2,525
Secondary 46 39.2 23.1 63 7.2 2,383
More than secondary 64.3 54.7 40.9 65.3 191 393
Wealth quintile
Lowest 33 22.8 12 72.7 3.3 962
Secomnl 36.4 26.8 13.3 73 4.2 1,032
Middle 42.6 32 16.9 64.9 4.1 1,118
Fourth 40.8 33.8 19 66.9 5.9 1,193
Highest 53 43.8 30.1 59.8 10.8 1,410
Total 1549 42 32.8 19.1 66.8 6 5,714

235



Table 13.5.2: Accepting attitudes toward those living with HIV/AIDS i Men

Among men aged X389 who have heard of HIV/AIDS, the percentage expressing specific accepting attitudes toward
people with HIV/AIDS, by background charactessSolomon Islands 2015

Percentage of respondents who:

Are willingto ~ Would buy Would not
care for a fresh Say that a female  want to keep Percentage
Background family vegetables  teacher who has  secret that a expressing  Number of
characteristic member with from the AIDS virus but family acceptance respondents
AIDS inthe  shopkeeper s not sick should member got | attitudes on who have
respondent's  who has the be allowed to infected with all four heard of
home AIDS virus  continue teaching the AIDS virus| indicators AIDS
Age
15¢24 57.5 47.2 26 62.5 12.6 1,051
..15¢19 56.6 45.8 22.6 60 10.5 547
..20c24 58.5 48.7 29.7 65.3 14.8 504
25¢29 60 58.4 31.2 64.1 17.4 474
30¢39 62.7 61.8 32.1 69.7 17.4 819
40¢49 65.7 59.6 33.2 70.5 18.9 511
Marital status
Never married 58.6 50.7 28 61.5 13.4 1,188
..Ever had sex 609 54.3 32.5 65.3 15.8 801
..Never had sex 53.9 43.1 18.5 53.5 8.5 387
{\(")ggt'ﬁg: Living 62.3 58.7 31.2 70.1 17.6 1,632
Divorced/Separated/
Widowed P (73) (68) (39.2) (51) (22) 35
Residence
Urban 54.6 67 49.7 73.3 28.2 713
Rural 63 51.6 23.4 63.9 11.8 2,142
Region
Honiara 551 70.5 59 76.9 37.5 470
Guadalcanal 53.1 50.8 20.6 86 13.3 508
Malaita 594 44 20.6 59.1 9.4 709
Western 70.8 55.7 27.5 48.8 5.8 432
Other provinces 65.4 60 28.2 63 16.1 736
Education
No eduation 45.3 36.5 16 67.4 10.3 79
Primary 58.1 43.8 19.6 63.2 9 1,144
Secondary 62.1 61.9 34.2 66.3 17.9 1,326
More than secondary 69.8 76.1 54 775 34.7 306
Wealth quintile
Lowest 62.4 45.9 19.5 66.4 13.1 495
Second 56.8 443 20.7 60.7 9 548
Middle 64.2 51.9 22.2 61.8 9.6 512
Fourth 60.7 61.5 32 69.6 18 604
Highest 60.7 68.4 48.4 70.9 26.1 697
Total 1549 60.9 55.5 29.9 66.3 15.9 2,855
50+ 63.1 51 25 65.6 12 602
Total 15+ 61.2 54.7 29.1 66.1 15.2 3,457
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13.6 ATTITUDES TOWARD NEG OTIATIN G SAFER SEX

Knowledge about HIV transmission and ways to prevent it is not useful if people are not able to negotiate
safer sex practices with their partners. To gauge attitudes towards safer sex, respondeiBHst2015
wereasked whether they thirskwoman is justified in refusing to have sex with her husband if she knows he
has sex wittother women. Thee womenwere also asked whether they think that a woman in the same
circumstance is justified iasking her husband to use a condom if she kncatddr husband has a sexually
transmitted infection (STI). Thesults from these questions are shown in Table 13.6.

The findings show that the majority of women and men aged9lgears (89% women, 88% men) believe
they are justified to refuse having sekintercourse with the husband if the wife knows he has sex with other
women. Most women and men with different background characteristics believe that a woman is justified in
refusing to have sexual intercourse with her husband if she knows he hathsstkaey women.
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Table 13.6: Attitudes toward negotiating safer sexual relations with husband

Percentage of women and men agea49 who believe that a woman is justified in refusing to have sexual intercourse
with her husband if she knows that he Is&xual intercourse with other women, and the percentage who believe that
awoman is justified in asking that they use a condom if she knows that her husband has a sexually transmitted infection
(STI), by background characteristics, Solomon Islands 2015

Women Men
Refusing to have Asking that they Refusing to have
Background sexual intercourse  use a condom if sexual intercourse vth
characteristic with her husband if ~ she knows that  Number her husband if she
she knows he has sex her husband has of knows he has sex with  Number of
with other women an STI women other women men

Age
15¢24 86.3 0 2,387 84.7 1,124

.15¢19 83.8 0 1,241 82.3 605

..20¢24 89 0 1,146 87.4 519
25¢29 90.1 0 1,091 89.6 479
30¢39 91.2 0 1,736 90 830
40c49 90.2 0 1,052 89.5 516
Marital status
Never married 85.5 0 1,936 84.9 1,261

..Ever had sex 89.5 0 1,043 87.5 825

..Never had sex 80.8 0 893 79.8 436
t'\gggt'ﬁz Living 90.4 0 4,086 90.2 1,652
Divorced/Separated/
Wi P 92 0 244 (82) 35
Residence
Urban 91.6 0 1,427 87.3 720
Rural 88.2 0 4,839 88 2,229
Region
Honiara 94 0 925 88.3 475
Guadalcanal 85.7 0 1,140 90 547
Malaita 94.2 0 1,608 90.3 710
Western 88.2 0 902 86.1 451
Other provinces 83.9 0 1,690 84.5 765
Education
No education 89.4 0 576 78.1 92
Primary 87.8 0 2,820 87.2 1,202
Secondary 89.6 0 2,476 88.4 1,348
More than secondary 92.8 0 394 90.4 307
Wealth quintile
Lowest 86.7 0 1,158 86.9 529
Second 89.5 0 1,172 90.9 565
Middle 86.1 0 1,223 85.6 528
Fourth 88.9 0 1,253 87 621
Highest 92.9 0 1,460 88.4 706
Total 1549 89 0 6,266 87.8 2,948
50+ na na na 89.9 643
Total 15+ na na na 88.2 3,591

Note: Figures in parentheses are baséd@mu@ueighted cases.
na = not applicable.

238



13.7 MULTIPLE SEXUAL PARTNE RS

To support counter policy measures against the spread of the epidemic, sensitive information about the sexual
behaviar of women and mewere collected to assess the extent of multiple sexual partners and higher risk
sexual behaviar. Higher risk sex is defined as having sex with a person who is neither a spouse nor a
cohabiting partner (UNGASS 2005)The SIDHS 201%ollected responses from women and men who had
sexual intercourse with more than one sexual partner in the 12 nmoetesling the survey. The specific
responses included the actual number of partners the waymen had intercourse with; for those who had

higher risk sexual intercourse, whether a condom was used in sexual intel@oditbe average number of
sexualpartners during the womérs mendés | i f et i me.

13.7.1 Multiple sexual partners and condom use

Tables 13.7.1 and 13.7.2 show the percentageswien and men théiad two or more partners in the 12
months preceding the survey. The tables also show the perceoitagaraen and men with two or more
partners who used a condom during their last sexual intercourse. Finally, the tables provide information on
the mean number of lifetime sexual partners among those who have ever had sexual intercourse.

A much larger propion of men than women reported having two or more sexual partners in the 12 months
preceding the surve®% for men v8% for women. This trend has slightly declined since $iIBHS 2006

2007 fndings (%0 for menvs 4% for women). Amongeopleaged 1549, men had a greater number of
sexual partners during their lifetime (mean nun®é¢han women (mean number 3.9). The mean number of
lifetime sexual partners for women and men is highest in Western Pr¢8i@der women, 11.9 for mégn

and other provinee(3.9for women,12.2for womer). Although the mean number of lifetime sexual partners
increases with increasing education and wealth, for women, this trend slows down beyedquiary
education, as is the case beyond the fewrghlthiest group amgpnboth sexes

The results further show that slightly oveyo®f nevermarried women and% of women who were
divorced, separated, or widowed reported having two or more sexual partners, as comparédofiith 1
married women.

Condom usage appears todhightly higher amongnen (20%) than women(19%). The resuk show that
close to one in four nevenarried women and men reported condom use during their last sexual intercourse
(22% for women24% for mer).

Figure 13.1: Among respondents aged 15i 49, those who had multiple sex partners and those who
used a condom during their last sexual intercourse, Solomon Islands 2015

Women
H Men

19

Percent

2.7

Had 2+ partners in the 12 Use condom during last sexual
months preceding survey intercourse

TUNAIDS 2005. United Nations General Assembly Special Session on HIV/AIDS. Monitoring the Declaration of Commitment on SlIV/AID
Guidelines on construction of core indicators. UNAIDS. Geneva, Switzeland.
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Table 13.7.1: Multiple sexual partners i Women

Among all women aged &89, the percentage who had sexual intercourse with more trensexual partner in the

12 months preceding the survey; among those having more than one partner in thel2 months preceding the survey,
the percentage reporting that a condom was used at last intercourse; and the mean number of sexual partners during
their lifetime for women who ever had sexual intercourse, by background characteristics, Solomon Islands 2015

Among women who had 2+| Among women who
All women partners in the 12 months ever had sexual
preceding survey: intercourse:
E;ngtzgfngg Percentage. who Mean
. Number | reported using a number of  Number
Background characterist in the 12 of condom during Number sexual of
months women last sexual of women partnersin  women
preceding intercourse lifetime
survey
Age
15¢24 4 2,387 20.5 95 3.4 1,552
1519 3.8 1,241 20.5 47 2.6 549
.20c24 4.2 1,146 20.5 48 3.9 1,004
25¢29 25 1,091 16.4 28 4 1,042
30639 2.3 1,736 18.3 39 4.3 1,686
40¢49 0.8 1,052 145 8 3.9 1,022
Marital status
Never married 5.4 1,936 22.3 105 3.7 1,033
Married or living together 11 4,086 14.6 44 3.9 4,029
\[/)\/Ii\(/jc:)r\::vi?i/ Sparated/ 8.8 244 12.4 22 5.1 240
Residence
Urban 3.1 1,427 15.3 45 4.1 1,195
Rural 2.6 4,839 20.4 126 3.9 4,107
Region
Honiara 2.7 925 12.1 25 34 773
Guadalcanal 25 1,140 21.4 29 34 965
Malaita 19 1,608 24.7 31 21 1,299
Western 1.7 902 20.3 15 8.2 776
Other provinces 4.2 1,690 17.7 70 3.9 1,489
Education
No education 12 576 0 7 19 520
Primary 2.4 2,820 17.4 67 4.1 2,410
Secondary 3.1 2,476 21.5 76 4.2 2,013
More than secondary 5.1 394 21.6 20 3.8 358
Wealth quintile
Lowest 25 1,158 19.2 29 3.2 993
Second 2 1,172 18.5 24 3.4 992
Middle 2.9 1,223 22.8 35 4 1,056
Fourth 3 1,253 15.7 37 4.5 1,070
Highest 31 1,460 18.9 45 4.3 1,191
Total 1549 2.7 6,266 19 171 3.9 5,302

IMeans are calculated excluding respondents whergaaenmresponses.
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Table 13.7.2: Multiple sexual partners i Men

Among all men age 189, the percentage who had setintercourse with more than one sexual partner in the past
12 months; among those having more than one partner in the past 12 months, the percentage reporting that a condom
was used at last intercourse; and the mean number of sexual partners durinigfetieie for men who ever had sexual
intercourse, by background charactéids, Solomon Islands 2015

All men

Among men who had 2+
partners in the 12 months
preceding survey:

Among men who ever
had sexual intercourske

Percentage who Mean
Parcentage th reported using a number of
. had 2+ partners in  Number . Number Number
Background characteristic condom during sexual
the 12 months of men of men . of men
preceding survey .Iast sexual pgrtngrs in
intercourse lifetime
Age
15¢24 10.7 1,124 245 121 6.5 708
..15¢19 6.5 605 28.6 39 3.9 262
..20¢24 15.7 519 225 81 8 446
25¢29 11.2 479 19.9 53 10.4 450
30¢39 6.2 830 12.7 52 10.7 773
40c49 25 516 9.2 13 8.7 470
Marital status
Never married 134 1,261 24 169 7.3 807
Married or livhg together 3.5 1,652 11.7 58 9.7 1,558
Divorced/®parated/Widowed (32.6) 35 * 11 (18.4) 34
Type of union
In polygynous union 14.8 43 * 6 (17.2) 39
In nonpolygynous union 3.2 1,609 13.2 52 9.5 1,519
Not currently in union 13.9 1,296 22.8 181 7.8 841
Residence
Urban 11.9 720 251 86 9.4 612
Rural 6.9 2,229 17.3 153 8.9 1,788
Region
Honiara 12.3 475 235 59 9.1 408
Guadalcanal 6.6 547 35 36 5.6 429
Malaita 2.9 710 141 21 6 557
Western 8.4 451 14.6 38 11.9 379
Otherprovinces 11.1 765 15.3 85 12.2 627
Education
No education 4.9 92 12.5 4 4.5 79
Primary 5.5 1,202 17.8 66 8.2 915
Secondary 10.1 1,348 22.2 136 9.3 1,124
More than secondary 10.7 307 17 33 11.6 282
Wealth quintile
Lowest 6.7 529 22.7 35 7.6 429
Second 6.6 565 22.8 37 7.7 445
Middle 5.6 528 12 30 8.7 428
Fourth 9.2 621 10.3 57 11.2 503
Highest 11.1 706 27.8 79 9.4 595
Total 1549 8.1 2,948 20.1 239 9 2,400
50+ 1.3 643 18.2 8 6.8 601
Total 15+ 6.9 3,591 20 247 8.6 3,001

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

1Means are calculated excluding respondents whergawerioresponses.
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13.8  PAYMENT FOR SEXUAL INTERCOURSE

In the SIDHS 2015 men who had sexual intercourse in the 12 months preceding the survey were asked if
they had paid anyone for sexual intercourse during that time. Those who had engaged in paid sexual
intercourse in therior 12 monthswere asked if they used a condom the last time they paid for sexual
intercourse. Such information provides insights into understanding the prevalence of commercial sex
practices and its linkages to higher risk sexual bebawibere those involved have @i risk of contracting

HIV and relatedSTIs

Table 13.8 shows that among males agédi95about 36 reported ever paying for sexual intercourse and
2% reported having paifibr sex in the 12 months preceding the sunfesimilar percentage of men reported
paying for sex in th&IDHS 20062007. The practice of paid sex in the 12 months preceding the survey was
most common among men who were divorced, widowed, or separg@eoh(€ontrat to theSIDHS 2006
2007where nevemarried nen were the most predongint; among regions, the percentage of those who pay
for sex ranges from slightly ovefdof men living in other provinces to slightly ovekodf men living in
GuadalcanaProvince

The absolute number ofenwho use condom at last paid sexual intercoursige 12 months preceding the
survey compared with men who paid for sex was very low; hénsalifficult to make conclusions about
the variation of condom use. However, condom used by men a8 d5ast paid sex is 24
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Table 13.8: Payment for sexual intercourse and condom use at last paid sexual intercourse

Percentage of men aged 440 who ever paid for sexual intercourse and the percentage reporting payment for sexual
intercourse in the 12 months preceding the survey, and among them, thengege reporting that a condom was
used the last time they paid for sexual intercourse, by background characteristics, Solomon Islands 2015

Among men who paid for sex
Among all men: in the 12 months preceding
the survey:
Background characteristic Percentage Percentage who paid Percentage
who ever paid for sexual intercourse reporting condom
for sexual in the 12 months Number use at last paid Number
intercourse preceding survey of men | sexual intercourse of men
Age
15¢24 2.2 1.7 1,124 * 19
.15¢19 11 11 605 * 7
..20¢24 3.5 25 519 * 13
25¢29 2.9 1.9 479 * 9
30¢39 34 2.1 830 * 17
40c49 3.4 1.2 516 * 6
Marital status
Never married 2.9 2.2 1,261 (17.6) 28
Married or living together 2.7 1.3 1,652 (27.7) 22
Divorced&eparated/
Widowed P 95 6 35 ’ 2
Residence
Urban 25 2.2 720 (36.5) 16
Rural 3 1.6 2,229 (14.3) 36
Region
Honiara 2 2 475 * 10
Guadalcanal 3.2 2.4 547 * 13
Malaita 2.4 1.9 710 * 14
Western 2 1.6 451 * 7
Other provinces 4.2 1.2 765 * 9
Educaion
No education 9.2 4.7 92 * 4
Primary 2.4 1.4 1,202 * 17
Secondary 2.8 2 1,348 (24.8) 27
More than secondary 3 1.2 307 * 4
Wealth quintile
Lowest 2.9 0.6 529 * 3
Second 1.6 0.9 565 * 5
Middle 3.2 1.9 528 * 10
Fourth 4.6 3.3 621 * 21
Highest 2.2 1.9 706 * 13
Total 1549 2.9 1.8 2,948 211 52
50+ 2.8 0.7 643 20.9 5
Total 15+ 2.9 1.6 3,591 211 57

Note: Figures in parentheses are basgdi@m@beighted cases. An asterisk indicates that a figure is based on tieweightet2is and has been suppressed.

13.9 COVERAGE OF HIV COUN SELLING AND TESTING

Knowl edge about oneds HIV st at wslclraags and es@blishiogat i on
linkages to care, treatment, and support services. Knowledge of HI staimportant for helping
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individuals make specific decisions about adopting safer sex practices to reduce their risk of contracting or
transmitting HIV. For those who are HIV positive, knowledge of their HIV status allows them to take actions
to protecttheir sexual partners and to access treatment services.

To assess awareness of HIV testing services, respondents were asked whether they knew where to get an
HIV test and whether they had ever been tested for HIV. Respondents who reported that thery testiiole

for HIV were asked whether they received the results of their last test. The findings for women andimen age
15i 49 are presented in Tables 13.9.1 and 13.9.2, respectively.

Overall, 326 of women and 4% of men know where they can get an Hi&t 6ee also Figl3.2).
Knowledge of a place for HIV testing is highest among women and men who have divorced, separated and
widowed (486 of women in this categor$8% of mern and among urban waeen and men (57% of urban
women, 69% of urban merkKnowledge ofvhere to get HIV testing among women and men increases with
increasindevel ofeducation and wealth.

By marital status, neveanarried women and men who have not yet initiated sexual activity are least likely to
know a place to obtain an HIV test (22f nevermarried women28% of nevermarried mel Among the
regions, womenb6s and mendés knowledge of a place
Malaitaprovinces.

Tables 13.9.1 and 13.9. 2 al so ssting&andwhetseptloenprdceived s 6 e
their results. Among women and men tested for HIV in the 12 mpnglesding th&IDHS 20150nly 26
of women and % of men received their ressilt

Urban women are more like(8%) than rural womer{1%) to have been testddr HIV in the 12 months
preceding the survegnd to have received théest results.

Figure 13.2: Knowledge of a place for HIV testing among women and men aged 15i 49 by sex,
Solomon Islands 2015

Women
H Men

IS
8 36.7
[
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Table 13.9.1: Coverage of prior HIV testing i Women

Percentage of women aged d4® who know where to get an HIV test, the percent distribution of women agg® 15
by testing status and by whether they received the results of the last test, the percentage of women ever tested, and
the percentage of women ag 1549 who were tested in the 12 months preceding the survey and received the results
of the last test, according to background characteristics, Solomon Islands 2015

Percent distribution of women/men Percentage who
by testing status and byvhether have been
they received the results of the last tested for HIV in
Background test the past 12
characteristic Percentage | Ever tested Ever months and
who know and tested, dd received the Number
where to get | received notreceive Never Percentage  results of the of
an HIV test results results tested* | Total ever tested last test women
Age
15¢24 29.4 3.8 1.2 95 100 5 1.6 2,387
.15¢19 22.8 1.2 1 97.8 100 2.2 0.7 1,241
..20¢24 36.6 6.6 15 92 100 8 2.7 1,146
25¢29 46.2 10.3 3.7 86.1 100 13.9 25 1,091
30¢39 40 6.2 1.8 92 100 8 1.1 1,736
4049 38 5.3 0.9 93.8 100 6.2 0.6 1,052
Marital status
Never married 30.7 2.9 0.8 96.4 100 3.6 15 1,936
..Ever had sex 38.3 4.5 1.1 94.4| 100 5.6 25 1,043
..Never had sex 21.7 1 0.3 98.6 100 14 0.4 893
l\c")grertfg: Living 38.9 7.1 2.1 90.8| 100 9.2 15 4,086
\?V';;ch\fvee‘é/ Separated/ 476 9.1 28  881| 100 11.9 07 244
Residence
Urban 56.7 11.9 1.2 86.9 100 13.1 3.3 1,427
Rural 30.8 4 1.9 924.1 100 5.9 0.9 4,839
Region
Honiara 56.3 12.4 0.8 86.8 100 13.2 3.4 925
Guadalcanal 27.4 2.8 0.6 96.7 100 3.3 0.8 1,140
Malaita 29.7 4.3 2.4 93.2 100 6.8 0.9 1,608
Western 40.8 8.6 1.9 89.5 100 10.5 2.1 902
Other provinces 36.8 4.3 2.3 93.4 100 6.6 11 1,690
Education
No education 15.6 15 15 96.9 100 3.1 0.6 576
Primary 28.2 4.3 1.7 94 100 6 1 2,820
Secondary 45.8 7 1.7 91.3 100 8.7 1.7 2,476
More than secondary 714 16.3 2.6 811 100 18.9 4.5 394
Wealth quintile
Lowest 20.5 2.3 0.9 96.9 100 3.1 0.4 1,158
Second 27.7 3.4 2.3 94.3 100 5.7 0.5 1,172
Middle 31.2 3.9 15 94.6 100 5.4 0.9 1,223
Fourth 42 7.3 2.4 90.2 100 9.8 2.3 1,253
Highest 56.9 11 1.6 87.4 100 12.6 2.9 1,460
Total 1549 36.7 5.8 1.7 92.4 100 7.6 15 6,266

LIncludes 'don't know/missing'
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Table 13.9.2: Coverage of prior HIV testing i Men

Percentage of men aged 449 who know where to get an HIV test, the percent distribution of men agetb 15y
testing status and by whether they receivihe results of the last test, the percentage of men ever tested, and the
percentage of men aged ¢%9 who were tested in the 12 months preceding the survey and received the results of the
last test, according to background charactées, Solomon Islaisc2015

Percent distribution of Percentage who
women/men by testing status and have been
by whether they received the tested for HIV in
results of the last test the 12 months
Background .
characteristic Percentage Ever Ever preceding
who know tested tested, survey and
where to and did not received the
getan HIV | received receive Never Percentage  results of the ~ Number
test results results tested® | Total ever tested last test of men
Age
1524 39.8 2.2 1.1 96.7 100 3.3 0.5 1,124
1519 32.6 14 0.8 97.8 100 2.2 0.6 605
..2024 48.2 3.3 14 95.3 100 4.7 0.4 519
2529 53.0 5.2 1.9 92.9 100 7.1 11 479
30-39 55.7 6.0 25 915 100 8.5 1.3 830
4049 51.6 55 1.6 93.0 100 7.0 1.0 516
Marital status
Never married 42.0 3.0 11 95.9 100 4.1 1 1,261
..Ever had sex 49.3 4.2 14 94.4 100 5.6 1.4 825
..Never had sex 28.1 0.8 0.5 98.7 100 1.3 0.4 436
Married/Living together 53.2 5.3 2.2 92.5 100 7.5 0.8 1,652
Divorced/Separated/
Widowed P (57.9) (6.3) 0.0 (93.7) 100 (6.3) 0.0 35
Residence
Urban 68.7 3.9 1.2 94.9 100 51 1.2 720
Rural 41.9 4.5 1.9 93.6 100 6.4 0.8 2,229
Region
Honiara 71.4 34 0.7 95.9 100 4.1 1 475
Guadalcanal 44.3 3.1 0.9 96.0 100 4.0 0.6 547
Malaita 38.4 5.9 1.8 92.4 100 7.6 13 710
Western 42.6 35 14 95.1 100 4.9 0.5 451
Other provinces 50.0 4.9 3.1 92.0 100 8.0 0.9 765
Education
No education 23.8 1.0 0.0 99.0 100 1.0 0.0 92
Primary 37.2 4.2 1.0 94.8 100 5.2 0.8 1,202
Secondary 54.1 4.0 1.8 94.2 100 5.8 0.7 1,348
More than secondary 75.1 7.5 4.4 88.1 100 11.9 2.4 307
Wealth quintile
Lowest 38.8 3.9 1.7 94.5 100 5.5 0.0 529
Second 40.1 4.8 1.0 94.2 100 5.8 1.2 565
Middle 41.1 4.3 11 94.6 100 54 0.4 528
Fourth 50.3 3.8 24 93.8 100 6.2 1.2 621
Highest 66.2 4.9 2.1 93.0 100 7.0 1.4 706
Total 1549 48.5 4.3 1.7 93.9 100 6.1 0.9 2,948
50+ 39.5 3.1 0.9 96 100 4.0 0.5 643
Total 15+ 46.9 4.1 1.6 94.3 100 5.7 0.8 3,591

Note: Figures in parentheses are baséd@u@seighted cases.
Lincludes 'don't know' or 'missing'
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13.10 MALE CIRCUMCISION

Evidence from studies such as Bailey ef(2007) shows that male circumcision is correlated with lower
vulnerability to transmission @TIs, including HIV. Becausanen who are not circumcisédve a higher

risk of HIV and AIDS transmission, tHelDHS 2015asked male respondents about their circumcision status.
Table 13.10 shows the resudf men who report having been circumcised by background characteristics.

About 6% of menaged 1549 reporéd that theyare circumcised. This trend has increased marginally from
4%, as reportedh the 2006 2007. Among men who are circumcised, urban men are more likely to be
circumcised (80) thanrural men(5%).

By region, Malaita has the lowest percentage afuoncised men @) and among religious grogpthe
United Church has the highest percentage of circumcised ). (14
Table 13.10: Male circumcision

Percentage of men aged d® who report having been circumcised,
by background charaetistics, Solomolslands 2015

Background characteristic P_ercent_age Number of
circumcised men
Age
15¢24 4.2 1,124
1519 3.8 605
..20c24 4.7 519
25¢29 5 479
30¢39 7.5 830
40c49 7.6 516
Residence
Urban 8.2 720
Rural 51 2,229
Region
Honiara 8.5 475
Guadalcanal 3.3 547
Malaita 1.8 710
Western 7.3 451
Other provinces 9.1 765
Religion
Anglican 5.8 990
Roman catholic 5.4 538
United church 14.1 299
Southseas evangelical 25 515
Seventh day adventist 6 352
Other 4.3 249
Missing * 6
Ethnic group
Melanesian 4 2,833
Polynesian 32.4 56
Micronesian 77.2 50
European * 2
Chinese * 3
Other * 3
Missing * 2
Total 1549 5.9 2,948
50+ 8.7 643
Total 15+ 6.4 3,591

Note: An asterisk indicates that a figure is based thafe25 cases and has been suppressed.
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13.11 SELF-REPORTING OF SEXUALL Y TRANSMITTED INFECT IONS

In the SIDHS 2015 respondents who had ever had sexual intercourse were asked if in the past 12 months
they experienced a disease acquired through sexual toniathey experienced either of two symptoms
associated with STls: a badhelling, abnormal discharge from the vagina or penis, or a genital sore or ulcer.
Table 13.11 shows the se#iported prevalence of STIs and STI symptoms among women and meail,Over

5% of women and % of men reported having had an STI or experiencing STI symptothe 12 months
preceding the survey.

Among both women and men, the prevalence of STls and STI symjgdrigher among the 2Q9 age
groupfor women (846) andthe 20i 24 agegroupfor men (P4). By region,the prevalences relatively high
among women living in Honiara ¥ and meriiving in GuadalcanaProvince(5%). By wealth,women
living in middle and fifthwealthquintile householdsre slightly more likely than othetto have reporteah

STl infection or STI symptoms. Women with a higher educati&g) ghdwomen whaare marriear living

with a partnef4%) have the lowest prevalence of STIs or STI symptoms. Among men, those living in rural
areasare more likely to hee an STI or STI symptoms%¥é) compared with urban men a(i%6). Men with

a higher education have the lowest prevalence of STIs or STI symptoms.
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Table 13.11: Self-reported prevalence of sexually transmitted infections (STIs) and STI symptoms

Among womerand men aged 1619 who ever had sexual intercourse, the percentage reporting having an STl and/or
symptoms of an STl in the 12 months preceding the survey, by background characteristics, Solomon Islands 2015

Percentage of women who reported having inghl2
months preceding the survey:

Percentage of men who reported having in the 12
months preceding the survey:

Number of STI/ Number of
Bad women Bad abnormal men who
Background smelling/ STI/ genital who ever smelling/ discharge ever had
characteristic abnormal Genital discharge/ had sexual abnormal Genital from penis/ sexual
genital sore/ sore or inter- discharge sore/ sore or inter-
STI discharge ulcer ulcer course STI from penis ulcer ulcer course
Age
15¢24 19 4.3 0.9 5.2 1,568 4.1 5.3 33 6.4 720
.15¢19 1.6 3.1 12 35 551 4.3 5 2.9 5.9 266
..20c24 2.1 5 0.8 6.1 1,017 3.9 5.4 3.6 6.6 454
25¢29 1 5.2 11 6 1,050 4.2 3.8 1 5.3 462
3039 0.5 3.2 0.5 35 1,709 2.1 14 0.6 2.6 811
4049 0.9 2.7 0.6 35 1,035 0.3 0.5 0.4 0.7 508
Marital status
Never married 2 3.8 15 4.7 1,043 4.7 5.8 2.9 7 825
..Ever had sex 2 3.8 15 4.7 1,043 4.7 5.8 2.9 7 825
t'\gggt'ﬁgiuv'”g 08 36 0.6 4.2 4075 | 1.7 13 0.7 2.3 1,641
Divorced/Separated/ 0.5
Widowed P 2.4 7.4 0.3 8.4 244 () (0.5) (0.5) (0.5) 35
Male circumcision
Circumcised C C C C 0 7.9 8 4.2 9.4 160
Not circumcised na na na na na 2.2 2.4 1.2 3.3 2,290
DK/Missing na na na na na 8.4 4.8 4.1 8.4 51
Residence
Urban 17 4.9 1 5.8 1,216 2.2 2.4 0.9 3.2 642
Rural 0.9 35 0.7 4.1 4,146 2.9 2.9 1.6 4 1,859
Region
Honiara 14 4.4 0.9 54 784 1.7 1.8 0.7 21 426
Guadalcanal 1.2 24 0.3 2.8 978 2.9 4.5 1.7 51 447
Malaita 0.9 4.6 0.7 4.9 1,306 2.6 1.8 1.9 3.3 571
Western 1.2 3.5 1.3 4.7 799 25 2.8 15 3.9 391
Other provinces 11 3.9 0.8 4.6 1,495 3.4 3.1 1.3 4.5 666
Education
No education 0.7 4.7 11 5 527 2.1 2.8 2.1 2.8 80
Primary 11 3.6 0.6 4.2 2,439 19 25 1.7 31 954
Secondary 1.2 4 0.9 4.7 2,030 3.8 3.4 1.4 4.9 1,168
More than secondary | 1.1 3 0.7 3.6 366 14 1.2 0.4 2.3 299
Wealth quintile
Lowest 0.9 47 0.7 5 999 3.5 3.1 2.6 41 439
Second 1.2 2.7 0.5 3.8 998 3.4 2.6 0.6 4 460
Middle 1.2 4.2 1.3 4.8 1,068 2.1 2.7 1.9 4.2 445
Fourth 0.8 37 0.6 4.2 1,081 2.9 3.1 17 4.2 531
Highest 14 3.8 0.8 4.5 1,216 1.9 2.4 0.6 2.9 626
Total 1549 1.1 3.8 0.8 4.5 5,362 2.7 2.8 14 3.8 2,501
50+ na na na na na 15 1.6 0.4 2.6 634
Total 15+ na na na na na 25 25 1.2 3.6 3,135

Note: Figures in @atheses are based oid25unweighted cases.

na = not applicable.
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13.12 PREVALENCE OF MEDICA L INJECTION

The prevalence of unsafe practices relating to teeimedical injections such as the reuse or overuse of
injection equipment has implicatisfor the quality of the healthcare service and is likely to contribute to the
transmission of bloetiorne infections with the potential risk of transmission of HIV through these medical
injections. Table 13.12 shows that women are more likely to repameiving medical injections in the 12
monthspreceding the surve{23%) than men 16%). The percentage of women who received a medical
injection in the 12 monthzreceding th&IDHS 2015s highest among those aighi 29 (2%%), most likely
because of ingions given to women during antenatal care or family planning visits. WomerB@igz9
andwomen aged 4@19 haverelativelyfewermedical injections.

For women, a high proportion of those that are never married report having received a medical imjection i
the 12 monthgreceding the survein contrat to men where thever had serepresent a high proportion of
those that report having received a medical injection in the 12 nnettesding the surveBy region, a high
proportion of women in WestefProvince (33%) received medical injection in the 12 mongiieceding the
surveywhile men living in WesterProvinceand other provinces (% each received a medical injection.
Injection prevalence for women increases with education and wealth in conthasinjection prevalence

for men where there is no strong pattern observed by education and wealth status.
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Table 13.12: Prevalence of medical injections

Percentage of women and men aged;49 who received at least one medical injection in the 12thsopreceding the survey, the average number of medical injections per person in
the 12 months preceding the survey, and among those who received a medical injection, the percentage of last medicsliforj@dtioh the syringe and needle were takemfia
new, unopened package, by background characteristics, Solomon Islands 2015

Women Men
Percentage Percentage For last
who received a  Average number For last injection, Number of who received a  Average number injection, Number of
Background medical of medical syringe and respondents medical of medical syringe and respondents
characteristic injection in the injections per Number needle taken receiving medical| injection in the injections per Number needle taken receiving medical
12 months person in the 12 of from a new, injections in the 12 months person in the 12 of from a new, injections in
preceding months respond unopened 12 months preceding months respond unopened thel2 months
survey preceding survey ents package preceding survey survey preceding survey ents package preceding survey
Age
15¢24 23 1 2,387 91.8 550 18.2 0.5 1,124 98.3 205
..15¢19 24.1 1.2 1,241 94.3 299 18.3 0.5 605 99.1 111
..20c24 21.9 0.9 1,146 88.8 251 18.1 0.4 519 97.3 94
25¢29 25.1 1.3 1,091 92 273 145 0.5 479 96 69
30¢39 21 1.2 1,736 93.8 365 15.7 0.5 830 96.6 130
4049 21.2 15 1,052 93.7 223 11.6 0.4 516 96.1 60
Marital status
Never married 23.2 1.1 1,936 92.8 450 17.9 0.5 1,261 97.8 226
..Ever had sex 23.1 1.2 1,043 92.2 241 20.5 0.5 825 98.7 169
..Never had sex 23.4 0.9 893 93.5 209 13 0.3 436 95 57
Married/Living together 22.3 1.2 4,086 92.4 911 13.8 0.5 1,652 96.5 228
\?V'Loc:\‘:vee%/ Separated/ 21.1 2 244 95.1 51 * * * * 10
Residence
Urban 27.8 1.9 1,427 95 396 17.5 0.5 720 93.9 126
Rural 21 1 4,839 91.7 1,016 15.2 0.5 2,229 98.4 338
Region
Honiara 24.6 0.6 925 96.7 228 15.9 0.3 475 91.5 76
Guadalcanal 14.7 0.4 1,140 95.1 168 12.9 0.5 547 96.8 71
Malaita 18.7 0.9 1,608 97.8 301 16.1 0.4 710 97.1 114
Western 32.6 4 902 93.9 294 16.8 0.5 451 98.7 76
Other provinces 24.9 0.9 1,690 85 421 16.8 0.6 765 100 128
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Education

No education
Primary
Secondary
More than secondary
Wealth quintile
Lowest
Second

Middle

Fourth

Highest

Total 1549
50+

Total 15+

17.1
20.2
26
25.8

17.3
19.9
22.5
24.8
26.8

225

na

na

0.6
1
1.6
1.4

0.9
0.8
11
1.8
1.4

1.2

na

na

576
2,820
2,476

394

1,158
1,172
1,223
1,253
1,460

6,266
na

na

90.9
93
92.8
92

89.9
90.7
93.7
91
95.8

92.7

na

na

99
568
644
101

200
234
275
311
392

1,412
na

na

*

12.8
18.7
15.2

15.9
14.7
18.4
13.2
16.7

15.7

13.8

154

*

0.4
0.6
0.5

0.4
0.5
0.6
0.4
0.5

0.5

0.5

0.5

1,202
1,348
307

529
565
528
621
706

2,948
643

3,591

96.7
98.1
93

100
97.8
96.7
100
93.3

97.2

98.9

97.5

12
153
252

a7

84
83
97
82
118

464

89

553

Note: Medical injections are those given by a doctor, nurse, pharmacist, dentist or other health workes. tAatasfagisk iisdieested on fewer than 25 unweighted cases and has been suppressed.

na= not applicable
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13.13 COMPREHENSIVE KNOWLE DGE ABOUT AIDS AND SOURCES OF
CONDOMS AMONG YOUTH

This sction addresses HhNand AIDSrelated knowledge and behaviour among young adults aged.15

The youth of today face enormous challengepecially during the period between their first sexual
encounter and marriage, where this is often seen as a time of sexual experimentation. Faced with the very
day threat of HIV/AIDs, it is a tim#hat may involve risky behaviouspecial attention is patd this group
because of the high percentage o fSolgnoulslandhasaopl e i
relatively highpopulation of young peopl&ith 41% of the population younger than 15 yeascording

to 2009 Population and Housingcemduh e wor | dds attent i oyouthpopulgtionut h i s
account for half of all new HIV infections worldwide (e.g. Ross et al, 2006)

Young participanten the SIDHS 2015were asked the sanset ofquestions as the other participaots

facts and beliefabout HIV transmission. As mentioned earieSectionl3.3 comprehensive knowledge

about AIDS is defined as knowing tha):people can reduce the chances of getting AIDS if condoms are
used consistently during sexual intercourse or hajisgone uninfected faithful partner; 2) a healthy
looking person can have AIDS; and 3) HIV cannot be transmitted by mosquito bites, supernatural means
or by sharing food with a person infected with the vitogrmation on the overall level of knowleglg

about major methods of avoiding Hl&hdtherejection of major misconceptioree shown in earlier téds

in this chapter. Table 13.18esents the percentage of young adults aged4l®ith a comprehensive
knowledge about AIDS as well as knowledgewdhwhere to get condoms, by background characteristics
Condom use among young adults plays an important role in preventing the transmission of HIV and other
STls,andunwanted pregnancies. Knowledge about where to go for condoms helps young adulis to obta
and use condoms

Table 13.B shows thaB4%of young men aged 124 have comprehensive knowledge of Al@#npared

with 29%youngwomenin the same age categomhis result is similar to those of tidDHS 20062007,
indicating no significant change iromprehensive knowledge among the sexes since the last DHS.
However, the prcentage of young women whodwn of a source for condontesincreasd from 46% in
SIDHS 20062007to 56% in 2015. Young men hava highercomprehensive knowledge on where to access
condons (82%) tharyoung womern{56%.

The percentage of young womemnd menwho have widespread knowledge of AIDS and know where to
getcondonsincreasesvith age although this pattern slowly declines for women agé@23roung ren
aged 1819 havea greder comprehensive knowledge about AlPIS%) than young women in the same
age range (28%).

Table 13.8B also shows thathe percentage ofoung women whdnavenever had sex and who haae
comprehensive knowledge of AIDS declirfeom 30%in SIDHS 20062007to 28%in the SIDHS 2015
Young women and men in urban areas havelatively a highecomprehensive knowledge about AIDS
(36% for young women58% for young mendhan rural women and men (27% for rural women, 26% for
rural men) The findings also reve#that men and women in rural areas are less likely to know where to get
condoms.

There is gpositive correlationbetweerthe level of knowledge about AIDS among wonagr men and
educational attainmentvhere the percentage of responses on comprehengivdekige increases as
educational attainment increasksowledge about AIDS is lowest among women with no educatié)(12
compareavith women who have attendpdssecondary education (%6).
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Table 13.13: Comprehensive knowledge about AIDS and of a source of condoms among youth

Percentage of young women and young men ageq245wnith comprehensive knowledge about AIDS and the
percentage with knowledge of a source of condoms, by background characteristics, Solomon Islands 2015

Women Men
Percentage with Percentage Percentage with Percentage
Background comprehensive who knowa Number of | comprehensive who know  Number of
characteristic knowledge of condom respondents| knowledge of a condom respondents
AIDS sourcé AIDS sourcé
Age
15¢19 25.1 447 1,241 314 76.9 605
1517 23.6 37.6 768 24.7 71.2 381
..18¢19 27.7 56.1 472 42.8 86.7 224
20¢24 32.8 68.7 1,146 36.1 88.5 519
..20¢22 33.9 69.5 743 35.3 88.3 317
..23¢24 30.7 67.1 403 37.3 88.7 201
Marital status
Never married 28.1 51.5 1,565 34 80.8 966
..Ever had sex 30.5 66.9 749 39 90.5 563
..Never had sex 25.9 37.4 817 27 67.2 403
Ever married 30.2 65.1 822 31.1 915 158
Residence
Urban 36 66.1 567 57.6 92.1 274
Rural 26.6 53.1 1,820 25.8 79.1 850
Education
No education 12.1 30 95 * * 26
Primary 20 42.1 873 231 76.8 450
Secondary 34.3 65.4 1,351 40.2 86.8 611
More than secondary 56.1 89 69 (67.8) (92.7) 37
Total 28.8 56.2 2,387 33.6 82.3 1,124

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

1Comprehensive knowledge means knowing that consistent use of condoms during sexual intercourse and haviaithjus ppant endaseicteel the chance of
getting the AIDS virus, knowing that aloedithy person can have the AIDS virus, and rejecting the two most common local misconceptions about AIDS transmission or
prevention of the AIDS virus. The components of comprehlenjeeaka@nresented in Tables 13.2, 13.3.1 and 13.3.2.

2For this table, the following responses are not considered a source for condoms: friends, family members, and home.

13.14 AGE AT FIRST SEXUAL INTERCOURSE AMONG YO UTH

Early engagement in sexual belmwiexposures young womea the risk of early pregnancy aegposes
both young women and men tiee risk of STIsand HIV infection and transmission. Early pregnancy
contributesto highfertility levels as well asnaternal, infant and child deatkeéhile early age HIV infedbn
contributes to high leves of mortality. BecauseHIV transmission occurs predominantly through
heterosexual intercourse between an infected andnferted person, age at first intercourse marks the
time when most individuals aradt exposed to the risk of acquiring HIV.

Table 13.14 showthepercentage of young women and young men agie2diwho had sexual intercourse
before age 15 and who had sexual intercourse before a@#eg&also Fig. 13.13)here is almost an equal
proporton of young women and men who had sexual intercourse before reaching age 15 and #ge 18
for young womenl1.26 for young men)Slightly moreyoungmen (%%) had sexual intercourse before
age 18 than young woméb2%).

Amongyoung women aged 134,thoseaged 2022 aremore likely to have their first sexual intercourse
before they turn 1%han women in the other age groups (e.g195and 2B824). This is indicated by the
highest percentage (13%) of women in this age grou®@0vho had sexual intercme before age 15.
For men, those ithe 18 19 age category haaigherlikelihood (14%) of havingsexual intercourse before
age 1%han young men in other age groups
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The percentage of women whovesexual intercourse before age 15 increases inre tipper age grosp
compared with the results observed from3h@HS 2006 2007. Amongwomen who had their first sexual
intercourse before age I8higher percentage in the lowest age group when compared with the upper age
group. For example 8% of women agel 18/ 19 had their first sexual intercourse before age 18, compared
with 48% of women aged 224. The increasing proportion of young aduwkho havesexual intercourse
before age 15 and 18 clearly indicates a need for sex eduocatiaierto enableltem to protect themselves

from STIs, including AIDS, given that a large proportion of young adults have been exposed to sexual
behaviours before age 15.

Evermarried women and men are more likely to have had their first sexual intercourse before age 15 and
aged 1820% before age 1%.3% before age J&ompared witmevermarried young women and meff
nevermarried young womeri1%nevermarried youngner).

Table 13.14 also showisat ahigher proportion of rural women reporteavingsex beforeagel5 ard 18
(12% and 584, respectivelycompared with urban women%/and 426, respectively.

Table 13.14: Age at first sexual intercourse among young people

Percentage of young women and young men agec¢245~vho had sexual intercourse before age 15 and the
percentage of young women and young men ageg48vho had sexual intercourse before age 18, by background
characteristics, Solomon Islands 2015

Women Men
Percentage Percentage Percentage Percentage
who had who had who had who had
Background sexual sexual sexual sexual
characteristic intercourse  Number of intercourse Number of | intercourse Number of intercourse Number of
before age respondents before age respondents| before age respondents before age respondents
15 (15¢24) 18 (18¢24) 15 (15¢24) 18 (18¢24)

Age
15¢19 10.2 1,241 na na 10.6 605 na na

.15¢17 9.5 768 na na 8.5 381 na na

..18¢19 11.3 472 57.5 472 141 224 56.7 224
20¢24 12 1,146 49.7 1,146 11.8 519 54 519

..20¢22 13 743 50.3 743 13.3 317 53.5 317

..23¢24 10.1 403 48.4 403 9.5 201 54.6 201
Marital status
Never married 6.6 1,565 42.4 852 10.8 966 51.4 584
Ever married 195 822 62.5 767 13.2 158 67.2 158
Knows condom
sourcé
Yes 115 1,341 54.8 1,052 12.8 925 57 653
No 10.4 1,046 46.6 567 3.7 199 38.3 89
Residence
Urban 7.4 567 42.2 422 13.6 274 54.3 207
Rural 12.2 1,820 55.4 1,197 10.3 850 55 535
Education
No education 14.4 95 47.1 77 * * * 21
Primary 14.8 873 61.8 506 8.8 450 49.5 229
Secondary 8.8 1,351 48.8 967 12.7 611 56.7 455
More than secondary 3.6 69 29.1 69 (15.8) (37) (60.3) 37
Total 11 2,387 51.9 1,619 11.2 1,124 54.8 743

Note: Figures in parentheses are basdd®mu@beighted cases. An asterisk indicates that a figure is based on fewegltteth @ eswed has been suppressed.

na = not available

1For this table, the following responses are not considered a source for condoms: friends, family members and home.
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Findings of theSIDHS 2015also reveathatyoung women who havettended primary educati@ccount

for ahigher proportion of womewho havehad sexual intercourse before age 15 and agesl&iucational
attainment increases beyond primary education, sexual intercourse before ages 15 and 18 declines among
women. Thisndicates that increasing educational status has a positive impact on sexual intercourse before
ages 15 and 18. This is in contrast to men where the opposite results are observed, which suggests that
education has no significant impact on sexualootgr® before ages 15 and 18.

Figure 13.3: Percentage of young women and men aged 15i 24 who had first sexual Intercourse by
age group, Solomon Islands 2015
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13.15 PREMARITAL SEXUAL IN TERCOURSE AND CONDOM USE

Premarital sexual intercourse in thiglysigefers taasexuakelationshipghat occurs among neverarried

women and men. Table 18.8hows the proportion of neverarried women and men aged 28 who

have never had sexual intercourse and the proportion of-me&reed women and men who had sexual
intercouse in the 12 months preceding the survey. The table also presents the proportion of those who had
premarital sexual intercourse but used a condom at their last sexual intercourse.

Amongwomen aged 124 who have never married,%2eportthat they did nbhavesexual intercourse
in the 12 monthgreceding the survey. This is in contrasti286 of nevermarried merwho say they did
not havesexual intercourse in the 12 mongh®r to the surveyThis finding shows an increase from 45%
of women and 30% afien in 20062007 who have never had sex in the 12 months before the survey.

Of the 34% of nevermarried women whbiavehad sexual intercourse, onlg% used a condom during
their last sexual contachnd, 25%o0f nevermarriedmenstate that they have hadxual intercourse and
used a condom at their last sexual intercourse.

According toTable 13.5, nevermarried women within th@0i 24 age groupaccount for the highest
percentage (51%f women who had sexual intercourse in the 12 mgrdeeding the suey, while never
married women within the 189 age group account for th@wvest percentage (32 of nevermarried
womenwho useda condom at their last sexual intercourse.

Higher proportions of nevenarried women and mef67% and 720, respectively neverhad sexual
intercourse and lackeknowledge on where to obtain condoitbgs important to strengthen the coverage

of family planning awarenesargetingthese higher percentages of women and men who are at high risk of
early pregnancySTlIs, and HIV ifiection and transmission.

Women and meim both urban and rural areas do not show significant variations iratiegisso and use
of acondom at the last sexual intercours&b each of urban and ruralomencompared witl27% of
urbanmenand24% of rura men.

Although educational attainment is likely to show a positive role with safe sexual intercourse, the number
of cases and results presented in the table are too few for discussion.
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Table 13.15: Premarital sexual intercourse and condom use during premarital sexual intercourse
among youth

Among nevemarried women and men aged 424, the percentage who have never had sexual intercourse, the
percentage who had sexual intercourse in the 12 months preceding the survey, and, among thoseprdrn il

sexual intercourse in the 12 months preceding the survey, the percentage who used a condom at the last sexual
intercourse, by background characteristics, Solomon Islands 2015

Women Men
Percentage Percentage
who had who had
sexual sexual Percentage
Background Percentage intercourse Number Percentage Percentage intercourse  Number who used
characteristic who have inthe 12 of never who used ¢ who have inthe 12 of never acondom Number
never had months married condom at Number of| never had  months married at last of
sexual preceding respond last sexual respond sexual preceding respond  sexual respond
intercourse  survey ents intercourse  ents intercourse  survey ents intercourse ents

Age
15¢19 63.2 27.2 1,092 16.3 297 56.9 355 595 23.2 211

.15¢17 76.1 18.6 714 21.3 133 71.5 23.8 381 28.4 91

..18¢19 38.8 43.3 378 12.3 164 30.7 56.2 214 19.3 120
20c24 26.8 50.8 473 19.6 241 17.4 68.6 370 25.6 254

..20¢22 26.7 51.7 377 19.9 195 18.6 67.5 259 24.9 175

..23¢24 27.2 47.2 96 18.5 45 14.7 71.2 111 27.2 79
Knows condom
sourcé
Yes 37.9 45.2 806 21.9 364 34.7 54.7 780 25.2 427
No 67.3 22.8 759 9.1 173 (71.2) (20.8) (186) (17.4) 39
Residence
Urban 44 42.8 415 18.2 177 27.7 62.4 250 26.6 156
Rural 55.1 313 1,151 17.6 360 46.6 43.2 716 235 310
Education
No education * * * * 12 * * * * 6
Primary 66.3 23.7 533 15.8 126 59.6 33.3 384 215 128
Secondary 447 39.9 940 18.4 375 30.7 575 530 26.4 305
More than
secondary (37.1) (49.5) (49) (276) 24 (10.7) (82.8) (32) (20.9) 27
Total 52.2 34.3 1,565 17.8 537 41.7 48.2 966 24.5 465

Note: Figures in parentheses are basdd®m@feighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases aed.has been suppres
1For this table, the following responses are not considered a source for condoms: friends, family members and home.

13.16 MULTIPLE SEXUAL PARTNERS AMONG YOUTH

HIV is commonly transmittetly having multiple sexual partnerghich involves sexual relainshigs with
partners who are neither a spouse nor a cohabiting parimaeng peopleare more likely to engage in
temporary sexual relationships than older adults, wimnafiexpose them to STIs and HIV. Condom use
among young adults plays an importaneriol preventing the transmission of HIV and other STls, as well
as unwanted pregnancies. Knowing where to get condoms helps young adults obtain and use them.

Table 13.6.1 shows the percentage @ung women aged 134 whohadmultiple sexualpartnersn the

12 months preceding the survey, and among them, the percentage whaaiséona at lasintercourse,

by background characteristidganongall young women who had multiple sexual partners in the 12 months
preceding the surve21%usedacondom duringtieir last intercours&/omen in thel8i 19 and 2824 age
groupsshowthe lowestpercentage(19% for each age grolijpf womenwho usedacondom at thie last
intercourse. Evemarried womerwith multiple partners account fonly 4% of all womenwho have usd
acondom during their last intercoursemparedvith 24% of nevermarried women.

257



According toTable 13.16.1, young women aged 25 in urban areasccount forl6% of all women who
reported using.condom during their last sexual intercourse compardu22% of women in rural areas.

Table 13.16.1: Multiple sexual partners in the 12 months preceding the survey among young people
T Women

Among all young women agedd4, the percentage who had sexual intercourse with more than one sexual partner

in the 12 months preceding the survey, and among those having more than one partner in the 12 months preceding
the survey, the percentage reporting that a condom was used at last intercourse, by background characteristics,
Solomon Islands 2015

Women aged 1624 Women aged 1§24 who h_ad 2+ partners
Background in the 12 months preceding the survey
charaderistic Percent_age who had 2+ Pergentage who reported
partners in the 12 months Number of using a condom at last  Number d
preceding the survey women intercourse women
Age
15¢19 3.8 1,241 (20.5) 47
.15¢17 21 768 * 16
1819 6.7 472 (19.4) 32
20c24 4.2 1,146 (20.5) 48
.20c22 4.8 743 (21.1) 36
.2324 3.1 403 * 12
Marital status
Never married 51 1,565 23.6 80
Ever married 19 822 * 15
Knows condom source
Yes 5.7 1,341 21 76
No 1.8 1,046 * 19
Residence
Urban 3.9 567 (15.5) 22
Rural 4 1,820 21.9 73
Education
No education 2.8 95 * 3
Primary 3.4 873 (13.2) 30
Secondary 4.3 1,351 23 59
More than secondary 5.7 69 * 4
Total 1524 4 2,387 20.5 95

Note: Figures in parethenses are basdd®m@beighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
1For this table, the following responges aomsidered a source for condoms: friends, family members and home.

Table 13.16.2 shows thal% of young men aged 124 had two or more partners in the 12 months
preceding the survegpomparedvith 4% of young womerin the same age groufpmongall young men
who had multiple partneis the12 monthgreceding the surve5% reportedhat theyusedacondom at
thdr last intercourse.

Although the percentage yéung menn the 20 22 and 20 24 age groups who had multiple sexual partners
in the 12months preceding the survey is hid7% and 16%respectively) they account for thiowest
percentagef young men whaiseda condom at thie last intercourse.

The findings also show that only 26% @vwermarried merused a condom at their last sexunétrcourse
I n t er ms nowlédgeabeut & sourde afondons, 25% of young menwho usea condomhave
knowledge of where to get them.
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Table 13.16.2: Multiple sexual partners in the 12 months preceding the survey among young people

T Men

Among dlyoung men aged 124, the percentage who had sexual intercourse with more than one sexual partner in
the 12 months preceding the survey, and among those having more than one partner in the 12 months preceding the

survey, the percentage reporting thatanzlom was used at last intercourse, by background characteristics, Solomon
Islands 2015

Men age 1524 Men age 1524 who hagl 2+ partners in the 12
months preceding the survey
Background Percent_age who had 2+ Per(_:entage who reported
characteristic partners in .the 12 months  Number of using a condom at last
preceding survey men intercourse Number of men
Age
15¢19 6.5 605 (28.6) 39
.15¢17 3.8 381 * 14
..18¢19 111 224 (31) 25
20¢24 15.7 519 22.5 81
..20¢22 16.6 317 18.9 53
..23¢24 142 201 * 29
Marital status
Never married 11.6 966 25.7 112
Ever married 5.2 158 * 8
Knows condom source
Yes 12.3 925 25.2 114
No 3.6 199 * 7
Residence
Urban 17.3 274 28.2 47
Rural 8.6 850 22.1 73
Education
No education 0 26 * 0
Primary 6.2 450 33.5 28
Secondary 134 611 23.9 82
More than secondary (30.4) 37 * 11
Total 1524 10.7 1,124 24.5 121

Note: Figures in parentheses are basdd@mu@beighted cases. An asterisk indicates that a figure is based @6 fewezigided cases and has been suppressed.
1For this table, the following responses are not considered a source for condoms: friends, family members and home.

13.17 AGE-MIXING IN SEXUAL REL ATIONSHIPS

In asmall, opersocity such as Solomon Islands, daegenerally aware thgobung womerare having

sexual relationships with older men. Sueltationshipscan lead to the spread of HIV and other STls
especially in cases where an infected older partner introduces the virus to the uninfected younger partner
therebyintrodudng the virus into the younggauninfected populatiorf.o examine age differences between

sexual partnerd so-calledd&rossgenerational sexual partné®& women aged 1519 who had sexual
intercoursen the 12 months precedingthe surwege r e asked about their partn
they did not know a partnerdéds exact age, they wer
and if older, whether the partner wasat@nore years older.

Table 13.17%hows the percatage of men and women ages 19 whohad sexual intercourse in the 12
months preceding theSIDHS 2015with a partner who was 10 or more years qldsr background
characteristicOverall, 126 of teenage women who had sexual intercourse in the 12 maiahsopthe
survey stated that their partner was a man who was 10 years older thathikiésnin contrast to 1% of
teenage men.
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In addition, 29% of eer-marriedyoung women an8% of neveimarried womerhad intercourse with a
partner 10 years older th#flemselves Young women inural areas and with primary educateme more
likely to have intercourse withraalepartnemwho is10 years oldethan them

Table 13.17: Age-mixing in sexual relationships among women and men aged 15-19

Among women and mengad 1%19 who had sexual intercourse in the 12 months preceding the survey, the
percentage who had sexual intercourse with a partner who was 10 or more years older than themselves, by
background characteristics, Solomon Islands 2015

Women aged 1519 who had sexual Men aged 1519 who had sexual
intercourse in the 12 months intercourse in the 12 months
. receding surve receding surve
Background charaetistic Percentalloge who Ead ’ PercenggeNho Ead ’
sexual intercourse with  Number of | sexual intercourse with a Number
a man 10+ years older ~ women woman 10+ years older  of men
Age
15117 12.1 183 0 91
.18'19 10.3 253 12 130
Marital status
Never married 2.8 297 0.8 211
Ever married 28.7 139 * 10
Knows condom source
Yes 12 251 0.8 203
No 9.7 185 * 19
Residence
Urban 8.1 108 2.7 60
Rural 12 328 0 161
Education
No education * 14 * 8
Primary 13.5 144 11 71
Secondary 9.3 277 0.6 139
More than secondary * 1 * 3
Total 11 436 0.7 221

Note: An asterisk indicdtasa figure is based on fewer than 25 unweighted cases and has been suppressed
1For this table, the following responses are not considered a source for condoms: friends, family members and home.

13.18 RECENT HIV TESTS

Having knowl edge usibauaidl in motieng enesklfl to/takes ¢omstrol over driier

sexual behaviour to avoid transmitting the virus to others. The focus on measuring the coverage of HIV
testing among youth is crucial because youth are often faced with many challendestacid<to testing

and counselling, and many are vulnerable to the threat of infection.

This sectiordiscussesital information based asurveyguestionshat asked respondents whether they have
ever been tested for Hithe timing of the most recent HI¥ést (within the previous 12 monthgnd
whether the respondent received the resilthar mostrecent HIV testThe intent wasiot tolearnthe
resuls of the recent HIV test, but to captute responses amhether the respondent recaivbe resuk
after ther mostrecent HIV test.

Table 1318 shows the percentage of young women and men a@e@d o had sexual intercourse in the
12 monthspreceding the surveyhe table also preserttse percentagef those young women and men
who have been tesi for HIV and received the resuif thar last test.
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Amongyoung women aged 134 who ha sexual intercourse in the 12 monghreceding the survey%
had been tested for HIV anthdreceivel the result of the last testthis is in contrast to 1% obyng men
in a similar age category.

Overall the number of young women and men who were tefste#ilV and who also received their test
results isvery low. Young urban women who are never married, have knowledge of where to get condoms,
and have a postcondary education are the most likely to be tested for HIV and are more likely to receive
the results of their HIV test.

Table 13.18: Recent HIV tests among youth

Among young women and young men ageqd2kbwho had sexual intercourse in the 12 montleepding the survey,
the percentage who were tested for HIV in the 12 months preceding the survey and received the results of the last

test, by background characteristics, Solomon Islands 2015

Women aged 1§24 who had sexual Men aged 1524 who had sexual
intercourse in the 12 months preceding the intercourse in the 12 months
survey: preceding the survey:
Background Percentage who have
characteristic Percentage who have been been tested for HIV in the
tested for HIV in the 12 months 12 months preceding
preceding survey and received Number d | survey and received the Number
the results of the last test women results of the last test of men

Age
15¢19 1.4 436 0.9 221

.15¢17 25 183 0.9 91

..18¢19 0.6 253 0.9 130
20¢24 2.8 881 0.2 398

..20¢22 4 550 0.1 231

..23¢24 0.8 330 0.4 167
Marital status
Never married 2.6 537 0.6 465
Ever married 2.2 779 0 154
Knows condom source
Yes 2.9 876 0.5 568
No 1.3 441 0 51
Residence
Urban 3.6 325 1.6 180
Rural 19 992 0 439
Educdion
No education 0 58 * 13
Primary 1.9 443 0.1 191
Secondary 2.7 774 0.7 385
More than secondary (3.6) 42 0 30
Total 2.3 1,317 0.5 619

Note: Figures in parentheses are basdd@mu@beighted cases. An asterisk indicates that adfggutemsfewer than 25 unweighted cases and has been suppressed.

1For this table, the following responses are not considered a source for condoms: friends, family members and home.
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CHAPTER 14 DISABILITIES

by Elsie Taloafiri National Community BadReabilitation CoordinatgrSIMoHMS

KEY FINDINGS

U Difficulties in seeing, hearingvalking or climbingstairswere the most common types of disabiliti
reported during th&8IDHS 2015

U About 10% of all people aged 5 years and older have some difficulties in $é&irggorted having
some difficulties in hearing, the same percenté9e (eported having some difficulties in walkin
7% reported having some difficulties in climbing sta8<1% reported having some difficulties
cognition (remembering or concentratingfo reported having some difficulties in setre
(washing or dressing), a3 reported having some difficulties in communication.

U The prevalence of disability increasegh age,with those aged 60 and over showing higl
percentages of disabilities compared with those aggd. 5

U The prevalence of disabilitg higher among rural populat®thanurban populatios
U About 16%of males and17% of femaleshavea mild to sgere disability.

U Onehalf of peopleaged60 and older reported having a mild to severe disability about 24%
within the same age groupdicaing that they have moderate to severe disability.

U Nearly 17%of people living in rural aredsavea mild tosevere disability, comparedth 15% of
people in urban areas.

U Of those with a mild to severe disability, about 54% have primary level education; thos
moderate to severe disability, 46% have primary level and from those with severe disabili
28% claimed to have primary level of education.

U Secondary level among the population with mild to severe disability accounted for 6% whil
3% among the population with severe disability.

i 66% of the population with a mild to severe disability are lggahrried; of those with sever
disability only 28% are in the same married status.

INTRODUCTION

People with disabilities are disadvantaged in schools, workplaces and in other public places and are,
therefore, considered to be vulnerable in Solomon Islands. As a signatory to the United Nationsdbonventi
on the Rights of Persons with Disabilities (UNCRPD), Solomon Islands agrees to uphold the rights of people
with disabilities, and i s, therefore, obliged to:
all human rights and fundamentaédoms by all persons with disabilities and to promote respect for their
i nherent dignityo.

The government of Solomon Islands has developed a Solomon Islands National Disability Inclusive
Development Policy and Plan of Action to promote effective sengtieetly to people with disabilities.

This policy, together with the Plan of Action, incorporates many of the provisions in both the Incheon
Strategy Making the Rights Real Framework for Action, and the UNCRPD, which is an indication of a
g o0 v er n me nnebts advancmgihe status of people with disabilities. These two documents provide
the government with a solid framework from which to work together to build a society that is inclusive,
barrierfree and rightdbased for alits people. The governmehtas called on donor partners, regional
agencies, disability organisations, mgovernmental organisations and businesses, to work with the
government to ensure that the strategies identified in the policies are achieved.

The definition of disability in th survey is in line with the definition from the International Classification
of Functioning, Disability and Health, and refers to any difficulties encountered in any or all areas of
functioning as follows:
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A impairments i are problems in body functions dtemations in body structure;
A activity limitations T are difficulties in executing activities (e.g. walking or eating); and

A participation restriction 1 are problems with involvement in any area of life (e.g. facing
discrimination in employment or transport

The module questions on disability included in®hi@HS 2015vere adopted from the Washington Group,

and asked whether the person had any difficulties due to health problems in seeing, hearing, walking or
climbing steps; remembering or concentratisgif-care (e.g. washing or dressing, communicating and
understanding); or being understood. The questions were asked of persons aged 5 years and above but in
cases where the individual was not available, the interviewers were advised to use the hbadséiod

or the most senior household member as proxies.

14.1 DISABILITY BY FUNCTI ONAL DOMAIN AND DEGR EE OF DIFFICULTIES

Table 14.1 and Figure 14.1 present the distribution gfealpleageds years and ovewith disabilities by
functional domain, degreef difficulties, and by social background characteristics. Overalp b all
peopleageds yearsover reported having difficulty in seeing. Difficulty in remembering or concentrating is
reported to be the second highest problem, wittoBpeoplefalling into this category, whil@% reported
difficulty in climbing stairs Difficulty in walking and hearing accounted %o of difficulties,with self
carebeingthe least common difficulty &%.

The results also indicate that people are more likely to répeing some difficulties (mild) in abf the
seven functioal domains of seeing ), hearing and walkingsf6 each), climbingstairs(5%), cognition
(7%), selfcare 8%) and communicatior2@o) as opposed to other moderate and severe difficulties.

Similarly, the data also show that people are more likely to report having some difficulties (mild) regardless
of their different background characteristics. Howgwtter people aged 60 and above and those people
living in rural areas are more likely to has@me difficulties than their counterpairisirban areasrhere is

little difference in reported difficulties among men and women.

Figure 14.1: Percent distribution of all people aged 5 and above with difficulties, by functional
domain, Solomon Islands 2015
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Table 14.1: Disability by functional domain

Percentage distribution of the population aged 5 years and older with disabilities by functional domain and degree of

difficulty, Solomon 2015

der

Sex Residence Agegroup
Functional domain / Severity 5¢17 18¢59 60+
Male Female| Urban Rural | years years years Total
Seeing
Some difficulty (mild) 8.3 8.5 6.1 9 0.8 9.7 42.8 8.4
A lot of difficulty (moderate) 14 1.6 0.7 1.7 0.1 0.9 145 15
Cannot do at all (severe) 0.1 0.1 0 0.1 0 0 0.8 0.1
Total 9.8 10.2 6.8 10.8 0.9 10.6 58 10
Hearing
Some difficulty (mild) 4.5 4.8 3 5.1 2.4 3.8 24.5 4.6
A lot of difficulty (moderate) 1 0.9 0.5 11 0.3 0.5 8 0.9
Cannot do at all (severe) 0.1 0.1 0 0.1 0 0.1 0.6 0.1
Total 5.6 5.8 3.5 6.2 2.7 4.4 33.1 5.7
Walking
Some difficulty (mild) 4.1 5 34 4.9 0.6 4.3 30.6 4.6
A lot of difficulty (moderate) 0.9 0.9 0.5 1 0.1 0.4 9.6 0.9
Cannot do at all (severe) 0.3 0.2 0.1 0.3 0.1 0.1 1.8 0.2
Total 5.3 6.1 4 6.1 0.8 4.8 42 5.7
Climbing
Some difficulty (mild) 4.5 6 3.9 5.6 0.8 5.2 31.8 5.3
A lot of difficulty (moderate) 1.2 1.3 0.9 1.3 0.2 0.6 12.7 1.2
Cannot do at all (severe) 0.3 0.3 0.1 0.4 0.1 0.1 3.2 0.3
Total 6 7.7 5 7.3 1.1 6 47.7 6.8
Cognition (Renembering or
Concentrating)
Some difficulty (mild) 6.8 7.6 5.4 7.7 2.6 7.4 33 7.2
A lot of difficulty (moderate) 1 11 0.5 1.2 0.3 0.8 7.9 11
Cannot do at all (severe) 0.1 0.1 0 0.1 0.1 0 0.7 0.1
Total 7.9 8.8 6 9 2.9 8.2 41.6 84
Seltcare (washing or dressing)
Some difficulty (mild) 3 2.6 35 2.6 25 1.7 13.2 2.8
A lot of difficulty (moderate) 0.7 0.5 0.9 0.5 0.7 0.3 2.7 0.6
Cannot do at all (severe) 0.6 0.3 0.4 0.5 0.6 0.2 1.7 0.4
Total 4.2 34 4.8 3.6 3.8 21 17.6 3.8
Communication
Some difficulty (mild) 1.9 1.9 4 1.4 2.2 1.3 5 1.9
A lot of difficulty (moderate) 0.5 0.4 0.8 0.4 0.6 0.2 1.7 0.5
Cannot do at all (severe) 0.4 0.3 0.3 0.3 0.4 0.2 0.5 0.3
Total 2.8 2.6 5.1 21 3.1 1.8 7.2 2.7
Total 11,395 11,627 | 4,632 18,390| 9,039 12,450 1,533 23,022
Table 14.2 shows the prevalence of disabilitiestioseaged 5 year s and ol
di fficulty, a |l ot of difficulty and unabhltento

aged 5 years and above is calculated as follows:

A at least some difficultyi scores at least one in mild to severe difficult in each different dpmain

domain and

A unable to do alli scores at least one in severe difficulty only for each domain.
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The results show a | ow prevalence rate for disabi
domains. This is the group of people statimaf theyare unable to do any of the functional domains listed.

Selfcare and communication are reported to be the two leading difficulties as opposed to other functional
domains at 2.2% and 1.5%, respectively.

The prevalence rate for disabilites inttete gory of oOat | eafsomabwdf® of d
of people having at least a lot of difficulty with hearing, to the highest percentage of 3% among people
having difficulties with sekcare.

As expected, the disability prevalence is muchtiier i n t he category oOat | eas
category includes all people with mild, moderate and severe difficulties in all domains reported. The highest
rate of difficulty is with seeing and cognition (remembering and concentratinga watle of 10% for each.

Table 14.2: Disability by functional domain and degree of difficulty

Prevalence of disability among the population aged 5 years and older by domain and degree of difficulty, Solomon
2015

At least sane | At least a lot of | Unable to do

Background characteristic difficulty (%) | difficulty (%) | atall (%)

Functional domain

Seeing 10.2 1.6 0.1
Hearing 6.1 11 0.1
Walking 7.1 2 1
Climbing 8.6 2.7 1.2
Cogmen fremeTBE OO | 302 z
Selfcare (washingr dressing) 7.3 3.3 2.2
Communication 5.3 2.3 15

Figure 14.2: Prevalence of disabilities among the population aged 5 years and older by functional
domain, Solomon Islands 2015

At least some difficulty
H At least a lot of difficulty

10.2 10.2 m Unable to do at all
> 8.6
*GC-; 71 7.3
6.1
S 5.3
[
1.6 1.1 1
Seeing Hearing Walking Climbing Cognition Self-care Communication
(Remembering (washing or
or dressing)

Concentratin
Disability 9

142 DISABILITY BASED ON THREE THRESHOLDS BY BACKGROUND
CHARACTERISTICS

Tables 14.3 and 14.4 show the prevalence of disabilities among the population aged 5 years and older based
on three thresholds by background characteristics. The three thresholds are calculated as:

A mild to severe disability at least one of the sixdomairsisc or ed 6ésome di fficulty
A moderate to severe disabilitpet | east one of the six domain is ¢

<

A severdlisabilityi at least one of the sixdomains scored 6cannot do it at
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The results show that thgrevalence of disabilities amortlge populationaged5 years andlder was
reported higher fothe threshold6 itd to severe disabilifyacross all functioal domains, with 1% of
peoplehavinga mild to severe disabilitgompared with a pderate to severdisability 4%), or asevere
disability (190). About 78% of the total population aged 5 years atdkrreported no disability at all across
all functionaldomains.

Females are slightly more likely to have a mild to severe disability (17%) and modaeater®disability
(4%) than males. Older population aged 55 and above are more likely trhaderate to severe disability
and severe disabilityf:.he data show that as people age, the likelihood of becoming disabled increases.
Table 14.3: Disability based on three thresholds

Prevalence of disability among the population aged 5 years and older based on three thresholds, Solomon 2015

Background Percentage of population aged 5 years and older with:
characteristic . No” Milq to severe Modera}te tc.). Sevgre Not appligable

disability disability severe disability disability or missing Total
Sex
Male 78 15.9 3.4 11 15 11,264
Female 77.7 16.6 35 0.9 15 11,561
Age group
5¢17 years 87.6 7.7 1.5 0.9 2.4 8,987
18¢59 years 77.7 18.4 24 0.5 1 12,318
60+ years 21.6 49 235 5.4 0.4 1,520
Age
5t09 84.4 9.3 2.3 1.3 2.7 3,894
10to 14 89.8 6.4 1 0.6 2.2 3,549
15to0 19 90.7 6.3 0.9 0.6 1.6 2,415
20to 24 91.2 6 0.7 0.6 1.6 1,973
2510 29 88.1 9.5 0.8 0.3 1.3 1,972
30to 34 84.3 13 14 0.5 0.7 1,795
35to0 39 78.8 185 1 0.5 1.2 1,679
40 to 44 70.2 26 25 0.8 0.6 1,310
45 to0 49 63.3 32.2 3.1 0.6 0.7 1,050
50 to 54 53 38.5 7.4 0.2 1 1,030
55 to 59 42.7 455 10.7 0.9 0.3 637
60+ 21.6 49 235 54 0.4 1,520
Residene
Urban 79.8 14.6 3.1 0.7 1.8 4,605
Rural 77.3 16.6 35 11 1.4 18,219
Wealth index quintile
Poorest 77.2 16.8 4 0.8 1.3 4,440
Poorer 78 15.7 3.9 1.3 11 4,496
Middle 76.7 16.9 3.7 11 1.6 4,522
Richer 77.5 17 3 0.8 1.7 4,605
Riclest 79.6 14.8 2.7 11 1.8 4,761
Total 77.8 16.2 3.5 1 15 22,825

Rural populations have a higher prevalence of disability in all three thresholds than urban populations. The
population aged 5 years and above with no disability was slightly lowaral areas at 77% than in urban
areas at 80%.

Mild to severe disability is less common among people living in the richest wealth quintile households.
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Table 14.4 presents the percentagenepopulation aged 5 years aoldlerby theirdisability statusnd by
their educational attainment and marital sta@isthe total populatiomged5 years analderwith a mild

to severe disability, 28 havenever attended school% of those withamoderate to severe disability also
claimed tchavenever attendesichoo) while 43% of those withasevere disability also stated that theye
never attended schoélbout 10% of thosewith no disabilityhavenever attended school.

Table 14.4: Disability by educational attainment, marital status and degree of difficulty

Educational attainment and marital status among population aged 5 years and above by disability status based
on three thresholds, Solomon 2015

Percentage of population aged 5 years and above with:

Background characteristic Total No Mild to severe ~ Moderate to Severe  Not applicable

disability disability severe disability disability or missing
Never attended to school 12.6 104 17 33.6 45.1 9.9
Education
No education 22.5 21.2 22 40.6 53.5 30.5
Primary 47.9 47.1 53.7 46.2 27.9 46.7
Seconary 23.4 25.7 17 8.5 10.4 18
More than secondary 5.2 5.2 6 2.8 3.1 3.8
Marital status
Married legally 43.4 38.8 66.4 51.7 27.7 22.7
Defacto 1.3 1.3 15 2.1 0.3 0.5
Divorced 3 12 7 19.6 17.9 15
Separated 19.4 22 8.8 9.7 21.6 21.8
Not applicable (< 15 years) | 32.6 36.4 15.9 16.1 31.1 53.2
Total 22,825| 17,764 3,702 788 229 342

Note: Percentage total may not equal to 100 due to rounding off or missing category.

Educational attainment and marital status among population agetayel above by disability status
based on three thresholds, Solomon 2015

The data also show that the proportiothafpopulation witha disability declined wittanincreasing level
of education. For instancef the population witha mild to sevee disability 54% have only gorimary

education comparedith only 6% who havemore thara secondaneducation Similarly, of those witta

moderate and severe disability d4®ave aprimary education as opposed3% who havemore thara

secondangducatbn. Of those wittasevere disability, 86 have no education comparedth 3% who have
more tharasecondangducation

Among the population aged 5 years alutbrwith adisability, 686 of thosewith amild to severe disability
arelegally married, 2% with amoderate to severe disability ar@PRin the severe disability statasealso
legally married. Divorced and separated among the disability popukattso evidetn About 2@% of those
with a moderatedo severe disabilityand 18% of those withseere disability are divorced Within the
severe disability status, aboutt22f people arseparated
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Figure 14.3: Prevalence of disability by educational attainment, Solomon Islands 2015
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Figure 14.4: Prevalence of disability by marital status, Solomon Islands 2015
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CHAPTER 15 WOMENGS EMP OWE RNDBDEMOGRAPHIC AND
HEALTH OUTCOME

by Hugo Hebala UnderSecretary,and Simon Dolaianp Research Officer (Gendergolomon Islands
Ministry of Women Youth Children and Family Affaiaeid Willie Lahari, Satistics Advisor, Solomon
Islands Resource Facility

KEY FINDINGS

U Nearly 526 of currently married women and %ilof currently married men are employed. T
percentage ofcurrently employed marriedvomen and men increasetfom 426 and 87%
respectivelyin theSIDHS 2006 2007.

U About 39% of voamenare engageith paid (cash) employment (versu€am 2006 2007) compared
with 50% of men(versus 5% in 2006 2007).

U The percentage of unpaid working women declined slightly fréa¥hiB&006 2007 to 5@%6in 2015.

U Only 226 of women who earn cash decide on how their own earnings are spent. The maji
women (566) who earn cash rka joint decisions with their husband or partner about the us
their earnings.

U About 68% of currently maried women participate in all three decisions regardimejr own health
care, making household purchases, and visits to their familglatives. This is an improvemel
from 5®% in 2006 2007.

U About six in ten women own a house and about four in tenemoown land, mostly in join
ownership with their husbands. Ownership of assets is less influenced by background dem
characteristics.

U Close to eight in ten women agree with at least one of the spgusiditationsfor wife beating
an increaséom about seven in ten women in 20R607. This indicates that the majority of wom«
still believe that violence against women is justified under certain circumst&hess.to six in ten
men agree with at least one specifigstificationfor wife beatng.

U The use of contraception is lower among women who do not participate in any household di
than those who d@ similar finding was observed in 2008007.

INTRODUCTION

Thischapt er examines the relationship between
outcomes irorder to gainnsightsinto the status of womeim Solomon Islanddt focuseson analysing
selected measures of womenbés empower ment by
selected genddyased, reproductive and family planning outcomes.

The analysis of womends empower meaalycansructed rales,

wo me

t hei

about

behaviours and attribute$ women and men, over time have implications on gender inequalities in regard
to access to opportunities, resources and senitd®e SIDHS 2015 t he sel ect ed measul
empowerment comprisevo empowerment measurewomends parti ci pation in

making and2) wo meno6s at t i t uahsed violewea (GBVA® Sane of dhe womebased
questionge.g.wife beating are directly comparedith those of mepparticularly hisband andpartnes.*®

Data used in this analyssses our ced from the womends questionn

18 In the SIDHS 20062007, three set# f e mpower ment measur es was ahousdhgldsdectsiomaling, 2wo men 6 s |

their attitudes towardswife e at i ng, and 3) their attitudes towards a wifeds right
latter is extuded in view of the international revisions to ®®HS 2015vo mend6s questi onnaire.

¥The term 6husbanddé and/or Owifed is based on womenmetnetessmngyonses t o
obtained or ascertainedfo any f or mal evidence such as a marriage certificate or
womenodés responses for 6living with a mand as i f married.
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background characteristics include: age, number of living children, residence prgiovince, educatign

and wealth quintile.Spgei f i ¢ data coll ected to assess the degr e
employment and castarnings of women and em, control over womeh®& nd me nearsings; a s h
ownership of assets by women and men, participation in decis&ing, attitueé towards wifebeating,

current use of contraception, family planning and reproductive health care.

A significant number of questiotisat wereasked in th&IDHS 20062007were asked in th8IDHS 2015

This allows for direct comparison of results betwdensurveys. The new inclusions in ®¥®HS 2015
include questi ons o-4earnngstheralatve magnitee of womé@eash@arningsa s h

and womefs control over their own earnings and over those of their husBattitional background

questions such as main economic activity, sector of employment, occypatiahe inclusion of income
guintile are collected to supplement fut®Ire rese:

15.1 EMPLOYMENT AND FORM OF EARNINGS

Employment statygarticularly employment for cash, is an important determinant of empowerment for
women as well as men. Employment enables women to participate in household -tealsian and
empowers womehy placingthem in control of financial matters.

Table 15.1 sbws the percentage of currently married women and men agéé Who were employed at
any time in the 12 monthweceding the survegnd the percent distribution of employed women and men
by the type of earnings they received (cash only, cash daddnin-kind only).

Findings of the SIDHS 2018how that about five in ten womer2fs) comparedvith nine in ten men

(91%) are employed. In th8IDHS 20062007, about four in temvomen(42%) comparedvith nearly nine

in tenmen (87%) were employed. These fimg)s show that although gender disparities in employment
remain significant, in terms of progress sitlce 2006 2007, the results indicate a progressive shift in
attitudes and the narrowing tfie gendetrbased employment gagvi t h i mpr ovement s i
employment (paid and unpaid) growth since 2Q0087.%*

Womenengagedh paid employmen(cash only) account for $8of all currently employed married women

as opposed t83% in 2006 2007. This is incomparson t050% of men engageth paid employmenas

opposed t&2% in 2006 2007. The percentage of male paid employnfeash only) has slightly declined

whil e womenbs has s |iR2007 Inteyns of anpaidempognient, snemaceemor 0 0 6
likely to be paid for their work than women. Howevesultsof the SIDHS 2015also show the decline in

the proportion of unpaid women from%@an 2006 2007 to 5@%6 in 2015. A direct relationship between

age and paid employmeftash only) is observed; as age increases among both sexeageg4o paid
employment(cash onlyalsoincreases. This ihe opposite of what wabserved in 200&007.

20 such data, although not fully analysed in this chapter, will supplementsenahd comparisons with similar data from the census and
household income and expenditure surveys. Future anal yrméns wusing t
particularly with regard to economic empowerment.

21 The 20122013 Solomon Islands Household Income and Expenditure Survey found that although female heads of households earn less than

their male counterparts in most waggrning categories, they earn more than their male counterparts in income bracket of SBD BB@DO to

30,000. Also, althougmen earn three times more than femalesnnual wagédsalariesin terms of their average (median) wages/salaries per
capita, the gap in earnings show that women earmSBDE/$68).t han 10% of
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Table 15.1: Employment and cash earnings of currently married women and men

Percentage of currently married women and men ageg425vho were employed at any tinie the 12 months
preceding the survey, and the percent distribution of currently married women and men employed in the 12 months
preceding the survey by type of earnings and according to age, Solomon Islands 2015

Among currently married Percent distribution of currently married respondents employed in the 1
respondents: months preceding survey, by type of earnings
Percentage
Age tt?gféoéidnip\s Number of Cash Qash and In-kind Ngt M(;sosrl]:g Total Number of
preceding respondents | only in-kind only paid Know respondents
survey
WOMEN
Age
15¢19 30.7 141 (32.3) (3.5) (2.6) (B1.6) 0 100 43
20¢24 37.3 645 34.4 8.4 2.9 53.8 0.4 100 241
25¢29 50.2 850 37.7 7.5 1.9 52.4 0.4 100 426
30¢34 52.9 824 42.7 4.8 3 49.3 0.2 100 435
35¢39 57.2 715 43.1 7.5 2.6 46.5 0.2 100 409
40c44 59.5 504 41.1 7.3 3.1 48.5 0 100 300
45¢49 63.7 407 34.8 10.9 4.6 49.7 0 100 259
Total 1549 51.7 4,086 39.4 7.4 2.9 50.1 0.2 100 2,114
50+ C 0 S S S C S 0 0
Total 15+ C 0 4 4 q G G 0 0
MEN
Age
15¢19 * 10 * * * * 0 100 9
20¢24 87.2 148 40.5 94 4.4 457 0 100 129
25¢29 89.5 307 49.1 8.1 2.3 40.4 0 100 274
30¢34 91 355 49.2 11.8 3.2 35.8 0 100 323
35¢39 88.9 350 51.4 7.7 35 375 0 100 311
40c44 934 258 54.2 11.7 3 311 0 100 241
45¢49 93.4 226 53.1 7.1 2 37.8 0 100 211
Total 1549 90.6 1,652 50.2 9.3 3 37.5 0 100 1,497
50+ 76.8 585 34.3 11.1 4.1 50.6 0 100 449
Total 15+ 87 2,237 46.5 9.7 3.2 40.5 0 100 1,947

Note: Figures in parentheses are basdd@mu@fghted cases. An asterisk indicates that a figure is based on fewer than 25 unweldiztedeasesippressed.

152 CONTROL OVER AND RELATIVEMA GNI TUDE OF A WOMENGS
HUS B A N BARSIINGS

Control overhousehold and otheesourcesparticularly income (casharnings) is a key measure in the
overall empower ment of women and men. Women6s act
productive capacity of women and portrays womenbod
own productive arnings within and outside of the household setting. Access teeaasings by women

can become a significant instrument in transforming perceptibard traditions on gendeelations in
decisioamaking and over time bringing about social and econanmita nges t o womenédés st
This section examines the control ogevife6 and husbaril earnings, and controlovewwi f e 6 s ear ni 1
andtherelative size oahusband and wi f eds earnings.
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1521 Control over wifebds earnings

The SIDHS 2015asked currently married women aged 14D who received caskarnings from
employmengboutthe nature of control over who used the @feaskearnings by whether the wife earned
more or less than her husband, according to background charactértstichia provile useful insights
from wives that were not previously collected in 81BHS 20062007.

According to Table 15.2.1gss thara third 30%) of all currently married women have control over the use

of their own caslearningsindicatingthat women still daot have total control over their earningbout

half (568%) of all currently married women stated that decisimimsutt he use of earfings wi f eb
are made jointlypy both the wife and husband or partner.

Table 15.2.1: Control over women's cash earnings and relative magnitude of women's cash earnings

Percent distribution of currently married women aged4%who received cash earnings for employment in the 12
months preceding the survey by person who decides how wife's cash earnings are usgavhather she earned
more or less than her husband, according to background characteristics, Solomon Islands 2015

Person who decides how the wife's cash earnings ar Wife's cash earnings compared with
Background _ used: husband's cash earngs:
characteristic _ Wife and _ About Husband Don't

Mainly husband Mainly the hasno  know/ Number

wife jointly  husband Other Missing Total | More Less same earnings Missing Total [of women
Age
15¢19 * * * * * 100 * * * * * 100 16
20¢24 30.1 53.6 12 0 4.2 100 | 18.1 48.8 17.6 10.5 5 100 103
25¢29 33.2 55 7.6 04 3.8 100 | 24.3 454 193 54 5.6 100 193
30¢34 22.6 56.9 13.8 0 6.8 100 | 22.7 48.7 16.4 45 7.7 100 207
35¢39 25.8 59.3 9.4 0 55 100 | 21.5 511 139 7.1 6.4 100 207
40c44 26 58.7 7.6 0 7.7 100 | 22.8 442 16.8 6.3 9.8 100 145
45¢49 25.9 54.6 10.5 0 9 100 | 243 36.2 21.1 7.9 10.5 100 118
Number of
living children
0 26.8 50.1 14.4 0.7 8 100 | 24.2 358 234 7 9.7 100 123
1¢2 28.6 55.4 10.7 0 5.3 100 | 18.8 495 17.9 7.3 6.5 100 335
3c4 25.2 61.1 8.5 0 5.2 100 | 249 452 165 6.5 7 100 319
5+ 26.8 54.2 10.1 0 8.9 100 | 22.7 48 14.4 55 9.4 100 213
Residence
Urban 35 51.8 10.5 0 2.7 100 | 24.7 478 16.6 6.2 4.6 100 327
Rural 22.9 58.5 10.2 0.1 8.2 100 | 211 452 17.7 6.8 9.2 100 663
Region
Honiara 37 55 6.2 0 1.8 100 | 26.4 46.3 16.9 6.3 4.2 100 197
Guadalcanal 28.5 48.7 17.6 0 51 100 | 16.8 444 252 6.4 7.1 100 170
Malaita 39.3 47.3 7.1 0 6.4 100 | 23.2 384 24.9 6.1 7.4 100 175
Western 11.9 57.6 16.3 0.6 13.6 100 | 18.1 493 15.9 1.8 14.9 100 124
Other provinces 19 65.5 8.5 0 7 100 | 23.7 49.8 10 9 7.4 100 324
Education
No education 40.6 46.7 9.3 0 34 100 | 243 446 224 3.9 4.7 100 61
Primary 21.5 58.2 10.9 0.2 9.2 100 | 154 48 17.3 8.6 10.7 100 389
Secondary 26.6 57.2 10.5 0 5.6 100 | 27.7 45.2 15 5.6 6.6 100 354
More than 343 538 9.1 0 29 100 | 257 444 205 51 43 100 | 186
secondary
Wealth quintile
Lowest 27.1 55.9 10.9 0 6.1 100 | 16.7 43.3 148 17.6 7.6 100 101
Seond 25.7 57.9 8.2 0 8.1 100 | 23.2 43.7 185 4.7 9.8 100 134
Middle 21.4 60.7 10.4 0 7.6 100 | 243 46.1 15.9 53 8.5 100 203
Fourth 28.6 53.1 9.1 04 8.9 100 | 20.1 453 195 5.7 9.4 100 224
Highest 29.5 55.3 11.8 0 3.3 100 | 239 485 17.1 54 51 100 327
Total 26.9 56.3 10.3 0.1 6.4 100 | 22.3 46.1 17.4 6.6 7.7 100 989

Note: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
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As women get older, especially from agg® 39 and the number dheir living children increases

(especially from0D4),overh al f of al | deci si on seamibgs ard madehomtlyu s e o1
This trend declines afteige40, especiallamongwomenwith more than 4 living children. This indicates

the generational shifin attitudes, especially when more young married couples are jointly making financial
deci sions. These findings further rev-makihgovtehe ef f
the wifebs earnings. J o i nwomehendWestarfravisceandrHeniarpaor e f r
excluding all other individual provinces.

Al t hough education is a key driver o fanddwhereiedan 6 s e mj
significant variation. The findings show that the majority of culyanarried women witaneducation are

jointly involved in decisiorma ki ng ov er datmiegs, whild veoten withang éducation are

almost divided in the control ovidrew i f e 6 s : 4&%repori thathes wife ha control and 8% report

jontcont r ol over .wifeds earnings

In terms of the relative magnitude of the wife's eeaimings to those of her husband or partner, the majority

(46%) of currently married women st at-eathindgsiclasetot hey
half of these women are aged-309 . Despite earlier evidence of [
employment, income (casfarnings) inequality by gender appears biased against women and widens as
wealth increase#n urbanareasywomen are more likely to earn more thheir husbangthis is in contrast

torural womenln addition, hese women are likely tive in WesterrProvinceand Honiara. These findings

further suggest that although education appears todravdluenceon gender inequalityith regard to
casheanings the percentage okomenwith no educatiorwho earned the same, less or more than the
husbands was similar to that for women with more than a secondary edudaissuggests that the impact

of education on gender inequalitith regard tacasheanings is not significantldifferent for women with

no education and those with more education

15.2.2 Controloverhus bandés or partnerds earnings

This section examines the decisions by men (husband or partner) and women (wife) over who decides how
thehusban@ sash earnings will be usdoly selected background characteristics. WhileiiEHS 2006
2007posed a similar questi@s thatsked in th&IDHS 20150 currently married womesaged15i 49, in

2015 the same questioras also asked to currently marrieg@mina similarage category.

Table 15.2.2 shows that 14% of currently married women (compared with 16% i2Q0@p state that

they decide on how the husbandbs cash earnings al
the progressivetsat us of women i n influencing decisions re
not improved. The results of the SIDHS 2015 indicate that women have a somewhat lesser degree of control
over the use of Adow 29% of vorrsee@on tdabdtiseir rusband is thegnsin decision

maker in the use of his cash earnings. Howeter2015 findings tend to support the predominant view
among both men (61%) and women (55%) that <contro
decidel on by the couple. A similar observation was seen in the SIDHS 2008 results.

Although the 2015 findings show, for the first time, that close to six in 8 )$ounger women, especially

thosein the 1% 19 age category, make joint decisioegardingheir husbangh a r t n eegarmdisgsotder s h
women continue to make joint deci si ofhssuggestshow t |
changing attitudesspecially among younger womenregardingei r husbandbés earning

The 2015 responses amdmath women and men, compared vitibse of justvomen in 20062007, show

evidence that as education incregspgo secondary levethe percentage @dint decisionsalsoincreases.

This may not necessarily be less empowering for women aloneto dorfiredi r husbandds ea
indicates that womends participat i emakingevennwherehei r h
it relates to the use of the husbandds earnings.

Urban women and men appear likely to support the view of the wife haumg ont r o | of her h
earnings than rural womgandthese women are likely tive in Guadalcanal and/esterrprovinces. While

it is observed that wealthier women, especitilysein the fourthwealthquintile, show predominance in

the jointcort r o | over the use of the husbandds walhr ni ngs
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quintileshave a predominant say in jouttcisions. This reflects differences in attitydespecially among
men when wealth is considered.

Table 15.2.2: Control owemen's cash earnings

Percent distributions of currently married men aged4%bwho receive cash earnings and of currently married women
aged 1549 whose husbands receive cash earnings, by person who decides how husband's cash earnings are used,
accordingo background characteristics, Solomon Islands 2015

Men Women

Background Husband Husband
characteristic  |Mainly and wife Mainly Mainly and wife Mainly

wife  jointly husband Other Missing Total Numberl wife  jointly husband Other Missing Total Number
Age
15¢19 * * * * * * 4 8 57.6 32.8 0 1.6 100 133
20¢24 10 64.5 198 23 35 100 64 14.1 54.6 29.3 0.2 1.8 100 598
25¢29 13.4 65.5 17.5 0 3.7 100 157 15.3 54.1 29.2 0 1.4 100 813
30¢34 13.7 64.1 126 05 9 100 197 | 151 50.5 323 01 2 100 785
35¢39 12.9 57.4 23 0 6.7 100 184 | 13.6 58.1 27.1 0 1.2 100 686
40¢44 14.8 57.1 18.3 0.7 9.1 100 159 12.6 58.1 28.2 0.2 1 100 478
45¢49 16.5 59.7 18.7 0 51 100 127 15.5 58.4 25.7 0 0.5 100 388
Number of
living children
0 11.1 59.1 19.1 0 10.8 100 91 12.2 55.2 30.5 0.2 100 376
1¢2 12 64.6 18.3 0.7 4.4 100 338 14.3 55.4 28.3 0 100 1,266
3¢4 13.1 62.6 16.6 0 7.6 100 272 14.2 54.3 30.6 0 0.9 100 1,257
5+ 19.1 53.7 19.5 0.6 7.1 100 190 14.9 55.9 279 0.2 1.2 100 981
Residene
Urban 16.4 61.7 18.9 0 3 100 295 11.6 57.7 28.5 0.1 2 100 794
Rural 12.4 60.8 177 0.6 84 100 596 | 14.9 54.5 29.3 0.1 1.3 100 3,086
Region
Honiara 16.6 62.2 17 0 4.2 100 192 13.6 59.3 24.7 0.1 2.3 100 503
Guadalcanal 11.6 67.1 17.2 1.6 2.5 100 232 9.6 55.1 34.2 0 1.1 100 727
Malaita 19.3 575 15.6 0 7.6 100 156 21.6 50.4 27 0 100 1,007
Western 10.1 65 17.7 0 7.3 100 155 115 64.3 22.9 0.3 100 569
Other provinces| 11.5 50.7 23.9 0 13.9 100 157 12.2 52.9 33.1 0 1.8 100 1,074
Education
No education | (9.9) (54.7) (22.2) (0) (13.2) 100 29 | 134 519 338 0 1 100 433
Primary 14.1 60.2 19.6 0.3 5.8 100 324 14.5 54.3 30 0.1 1.1 100 1,909
Secondary 135 63.2 16.6 0.7 6 100 360 13.9 57.3 26.8 0 2 100 1,277
zﬂeocroent(;‘;r; 143 597 179 0 81 100 178 | 155 564 264 0 17 100 261
Wealth quintile
Lowest 18.4 59 11.9 1 9.7 100 104 18.3 49.2 31.7 0 0.7 100 758
Second 12.1 59.9 18.7 1.1 8.2 100 132 17.3 48.8 32.1 0 1.9 100 760
Middle 11.8 64.4 16.2 0 7.6 100 165 12.3 57.3 28.7 0.1 1.5 100 787
Fourth 10.4 58.8 22.4 0.5 7.9 100 218 12.8 63.2 224 0.1 1.5 100 792
Highest 16.6 62.3 17.9 0 3.1 100 273 10.7 56.9 30.9 0.1 1.4 100 784
Total 1549 13.7 61.1 18.1 0.4 6.6 100 891 14.2 55.2 29.1 0.1 1.4 100 3,880
50+ 13.4 64.7 16.4 0 5.6 100 204 na na na na na na na
Total 15+ 13.7 61.8 17.8 0.3 6.4 100 1,095| na na na na na na na

Note: Figures in parentheses are baséd®mu@beighted cases. An asterisk indicates that a figdreridéaer than 25 unweighted cases aedrmasppressed.
na = not applicable.

274



153 CONTROL OVER WEARNMNGSA3ND RELATIV E SIZE OF
HUSBANDOGS ANIEARMINGE O S

Among currently married women aged 49 years who earned cash and whose haslbas e ar ned c ac
the 12 months before the survey, Table 15.3 shoy
earnings are used, according to the -eaeingstThesee magr

findings provide further inshy about the degree of control by the respective sexes with respect-to cash

ear ni

ngs and its connection to womendbdés empower mer

Overall, the 2015 results show that in view of the varying magnitudes of a woman's earnings relative to

those of her husband,ibd e ci si ons

over the wuse oetamniegsappear t he

predominant (5866%) among women. The argument that often those who earn the money are more likely
to be the decisiomaker is evident from the responses following jalatisbns. Although a third of
currently married women earn more than their husbands, it is less likely that they have more autonomy and

bargaining power over the use of their husbandés
It is obvious that other factors apatfm t he r el ative size of a wife a
influence over the control over the wife or husba

women work with no earnings or do not work at all, they participate in housedmkiotkmaking with
their husbands over the husbands earnings. This confirms that other sociological, cultural or economic

factors

have a say i nmakifgwithio o autsidesttie fioudeliod.anci al deci

Table 15.3: Women's control over their own earnings and over those of their husbands

Percent distribution of currently married women ageed®5with cash earnings in thel2 months preceding the survey

by the person who decides how the wife's cash earnings are used, and the percent distrfutioendly married
women aged 1819 whose husbhands have cash earnings by the person who decides how the husband's cash earnings
are used, according to the relationship between wife's and husband'sasashgs, Solomon Islands 2015

. ey . Person who decides how husband's cash earnings are
, Person who decides how the wife's cash earnings are usg ]

Women's used:
earnings reldive Wife Wife
to husband's and and  Mainly Number
earnings Mainly husban Mainly Mainly husban husban of

wife djointly husband Other Missing Total Number| wife d jointly d Other Missing Total women
More than 31.6 605 7.9 0 0 100 221 | 137 634 23 0 0 100 221
husband
Less than husban| 31 57 12.1 0 0 100 456 11.8 58 30.2 0 0 100 456
Same as husbang 16.2 69.8 14 0 0 100 172 8.4 68.8 22.4 0 0.4 100 172
Husband has no
cash earningsor | 35.6 56.5 7.8 0 0 100 65 na na na na na na 0
did not work
Woman worked
but has no cash na na na na na na 0 16.3 51.1 315 0.1 1.1 100 1,094
earnings
&V:rrll‘a“ did not na na na na na na 0 144 541 294 0 2 100 1,863
Don't know/ 55 9.6 07 11 832 100 76 9.3 68 143 2 63 100 76
Missing
Totalt 26.9 56.3 10.3 0.1 6.4 100 989 14.2 55.2 29.1 0.1 1.4 100 3,880

na = not applicable
LIncludes cases where a woman does not know whether steeeearieds than hasband.

15.4 OWNERSHIP OF ASSETS

Ownership and control over assets such as property and land by women and men have implications on gender
relations within the family unit as well as broader implications on livelihoods within communities. When
women have liméd access to or are generally denied ownership and control of assets, their ability to engage
actively in decisiormaking within the family is weakened. While the challenges of cultural norms and related
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i deol ogi es

benefits often lead to improved economic status and livelihoods within and outside the household.

against

w o memiots

wovmezrr Gsh i pa rod a iansisnegt sp onw

Tables 15.4.1 and 15.4esenthe ownership of assets for women and men, respectively. According to
Table15.4.1, the overall responses of women agéd45how that the majority of women neither own a
house (8%) nor own land %0%). As age increases, the percentage of women neither owning a house nor
land decreases, while solely owning a house increaseseflais a shift in behaviour among older women

towards solely owning and jointly owning a house and IdMwteover,aa w0 ma n 6 sduchtierv e |

of

increases fromoeducation to postecondary education, the percentage of women who do not own a house
or land increases, accounting for over half of all respofneeswomen with asecondary levedducation
Thissuggest s

Table 15.4.1: Ownership of assets i Women

t hat

educati
majority of these women reside in urban areasnd own a house (6%), and do nobwn land (@9%).

on

does

not

have

a

signi -

Percent distribution of women aged ¢4® by ownership of housing and land, according to background
characteristics, Solomon Islands 2015

Percentage who own a house: Percentage who own &and:
Background Percenage
characeristic Alone who do not Alone Percentge
and own a and who do not
Alone Jointly  jointly house  Missing Total | Alone Jointly jointly ownland Missing Total Number
Age
15¢19 5.2 18.7 6.4 69.5 0.2 100 24 231 6.8 66.5 1.1 100 1,241
20¢24 8.1 21 15.3 55.5 0.1 100 6.2 224 118 59.2 0.4 100 1,146
25¢29 13 29.2 15 42 0.8 100 83 269 135 50.1 1.2 100 1,091
30¢34 16.8 32.2 194 31.3 0.3 100 | 10.1 289 153 44.5 12 100 933
35¢39 19.1 32.8 22.9 24.8 04 100 | 148 28.2 194 37.2 0.4 100 803
40c44 19.8 34.9 21.8 23.3 0.2 100 | 147 332 152 36 0.9 100 576
45¢49 23.1 35.1 221 19.4 0.3 100 | 155 312 218 30.7 0.9 100 476
Residence
Urban 10 13.3 10 66.4 04 100 79 18.2 9 63.9 1 100 1,427
Rural 14.3 31.7 18 35.7 0.3 100 9.3 29.2 15 45.6 0.8 100 4,839
Region
Honiara 8.4 9.9 9.5 71.9 0.4 100 | 81 131 8.1 69.9 0.8 100 925
Guadalcanal 18.6 25.8 19.5 35.8 0.3 100 86 375 158 36.3 1.9 100 1,140
Malaita 10.4 27.9 22 39.5 0.2 100 | 52 18.3 10.8 65 0.7 100 1,608
Western 14.4 36 11.3 37.9 0.4 100 11 346 147 38.9 0.8 100 902
Other provinces | 14.6 334 14.7 36.9 0.5 100 | 12.3 30.7 174 39.1 0.5 100 1,690
Education
No education 17.4 329 24.4 25.3 0 100 9 29.8 142 46.4 0.4 100 576
Primary 15.2 31 17.7 35.7 0.4 100 | 10.1 27.7 15.2 46 0.9 100 2,820
Secondary 11 241 12.9 51.6 0.3 100 76 258 122 53.3 1 100 2,476
gﬂe%fn?:& 8.3 16 134 619 05 100 | 93 206 109 588 04 100 394
Wealth quintile
Lowest 15.2 36.8 19.8 27.8 0.4 100 95 324 144 42.8 0.9 100 1,158
Second 14 34.1 17 34.7 0.2 100 83 293 149 46.3 1.2 100 1,172
Middle 15.4 29.4 18.3 36.5 0.4 100 94 263 14.2 49.2 0.9 100 1,223
Fourth 14.9 27 17.8 40.1 0.2 100 | 10.6 276 164 44.6 0.8 100 1,253
Highest 8 13.7 9.5 68.3 0.5 100 | 74 197 9.2 63 0.7 100 1,460
Total 13.3 27.5 16.2 42.7 0.3 100 9 26.7 137 49.8 0.9 100 6,266

na = not applicable
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The majority of the wealtBstwomenneither own a hous®8%) nor land (636). In contrast, ownership
of house and land appeaaainlyamongwomen inthe pooresivealthquintile (36.86). These results imply

that other factors such as customary belief and practises are likely tanhiafleence ovethe ownership

of assets than the socioeconomic status of women.

Table 15.4.2 presentsesponses of memregarding house and lamgvnership As can be seen, ownership
variesconsiderablyfrom those of women, with some excepti@hseducatiorand wealthd although the
effect

of

t hese

characteri
overall findings show that more m#ran women agethi 49, own a house solely (Bbmen,13% womer).

st

CcS

About 37% of metave jointownership of land compared wi#7% of women.

Table 15.4.2: Ownership of assets i Men

on

menos

over al

Percent distribution of men aged ¢® by ownership of housing and land, according to background characteristics,
Solomon Islands 2015

Percentage wb own a house:

Percentage who own &nd:

Percent Percent
age who age who
Sﬁ;ﬁfg&?;ﬂc Alone o?o not Alone c?o not
and own a and own
Alone Jointly jointly house Missing Total | Alone Jointly jointly land Missing Total Number
Age
15¢19 9.7 28 7.5 544 0.3 100 5.7 36.4 10.6 45.9 1.4 100 605
20¢24 19.9 255 10 44.6 0 100 8.1 35.7 13.4 40.7 2.1 100 519
25¢29 33.8 255 8.3 31.9 0.6 100 | 114 425 12.6 31.1 2.4 100 479
30¢34 51 16.8 6.5 25.8 0 100 | 16.5 40.2 14.6 25.4 3.3 100 436
35¢39 52 11.9 9.9 25.8 0.4 100 | 15.2 35.3 17.7 29.8 2 100 394
40¢44 49.6 16.4 11.4 21.2 1.3 100 17.5 354 17.5 24.5 5 100 280
45¢49 60.8 12.8 6.7 19.3 0.4 100 22.1 34.4 15.9 25.2 2.4 100 236
Residence
Urban 15.9 7.1 5.9 71 0 100 8.9 109 4.9 73.1 2.2 100 720
Rural 41.2 25.5 9.4 23.4 0.5 100 13.5 46 17 21 2.6 100 2,229
Region
Honiara 7.4 6.4 7.4 78.8 0 100 3.8 7.7 3.1 84.7 0.7 100 475
Guadalcanal 50.3 22.7 4.4 22 0.6 100 23.3 42.2 4 27.4 3 100 547
Malaita 44.7 28.3 18.4 8.6 0 100 12.4 52.8 22.8 9.8 2.2 100 710
Western 255 19.1 1.5 53.9 0 100 15.9 334 5.2 45.1 0.4 100 451
Other provinces 37.9 23.3 7.3 30.5 1 100 7.7 40.6 25.1 22 4.7 100 765
Education
No education 39.3 22.2 12.7 25.8 0 100 10.5 378 134 38.4 0 100 92
Primary 42.6 23 8.6 25.3 0.5 100 14.4 43.4 14 255 2.7 100 1,202
Secondary 29.1 21.6 8.4 40.5 0.4 100 10.2 36.1 14.3 37.1 2.3 100 1,348
gﬂe%r:n?:& 302 104 8 51.5 0 100 | 142 201 13 496 32 100 307
Wealth quintile
Lowest 44.6 29.8 11.9 12.8 0.9 100 9.7 51.2 20.4 14.8 3.9 100 529
Second 40.3 32.7 9.9 171 0 100 12.4 51.4 17.4 17.6 1.1 100 565
Middle 44.6 17.9 9.9 27.4 0.3 100 15.2 40.2 18.2 22.8 3.6 100 528
Fourth 354 20.1 6.6 374 0.5 100 16.3 376 11.7 31.7 2.6 100 621
Highest 16.3 8.3 5.6 69.6 0.2 100 8.6 13.7 55 70.7 1.5 100 706
Total 1549 35 21 8.6 35 0.4 100 12.3 374 14 33.7 2.5 100 2,948
50+ 60.1 13.9 11.8 13.9 0.4 100 23.2 38.2 215 14.9 2.2 100 643
Total 15+ 39.5 19.7 9.1 31.2 0.4 100 14.3 37.6 154 30.3 2.4 100 3,591

As with women, similar behaviour is observed among:ragiage increases, sole ownership of a house and
landalsoincreases. However, in the case of roeer 29, there is a shift in attitude as those who jointly own
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ahouse and do not own a house are likely to move towards solely owning a house. The majority of those
men who own a house solely are foundural areas and iGuadalcanaProvince. In urban areas, the
majority of men do not have a houmdand which issimilar tosituation withwomen.

1555 WOMENOGS PARTININPBECTSION-MAKING

Decisionrmaking is a procegbat isessentatoand i nt egrated part of womendod
the context of this process is political, socioeconomic or cultural, involvargen enhances their ability

to participate in making decisions on issues that affect their personal and collective circumstances. Issues
and challenges affecting women such as gebhders ed vi ol ence i mpinge on ge
choices in decisiomaking. In Solomon Islands, the government adopted a policy on the elimination of
violence against women based on the recommendation of the United Nations to protect women and children
from such violence. Inadequate representation of women at all lewidsisionmaking is seen as a major

obstacle against collective action to tackle the prevalence and impact of such violence within families and
communities. Information drawn from the 20@607 and SIDHS 2015 provides insightto the current

status and mrgr ess of womends -mmaghggmemtndi ntdeaiediadn o
demographic and health behaviour.

In both the 20062007 andSIDHS 2015, specific questionsvere asked to gather information about
womends aut onomy a nreartisigation in decissopnakiong at thechouseholdtlekieé i
Information was collected on three types of decisi@king: 1) their own health care) making major

household purchasesnd3) visits to family or relatives. In th8§IDHS 20062007, an additioal type of
decisionma ki ng question (o6purchases of daily househ:¢
informationwas obtained in a supplementary table including, for the first time, responses from men. Table

15.5 shows information about currenthamed women and currently married men ageti4@5oy the

person who usually makes decisions about the three aforementionedigdisekground characteristics.

According to Table 15.5, if women make final decisions alone, or jointly with their husbapddreers,

they are considered to participate in a decisi@king process with some degree of autonomy.

Table 15.5: Participation in decision-making

Percent distribution of currently married women and currently married men agetb 1% the person whosually
makes decisions about various issues, Solomon Islands 2015

- Mainly Wife and Mainly ~ Someone . Number of
Decision wife husband jointly husband else Other Missing ~ Total respondents
WOMEN
Own health care 29.3 57.4 12.1 0.2 0.1 0.9 100 4,086
Major household 22.3 53.2 23.2 0.3 0.1 08 100 4,086
purchases
Visits to her family |45 o 64.3 18.2 0.2 02 08 100 4,086
or relatives
MEN
Own health care 14.1 66.3 19.2 0.1 0 0.4 100 1,652
Major household 14.7 69.9 14.8 0.2 0 04 100 1,652
purchases
Visits b her family
or relatives S S ¢ ¢ G G 0 0

The majority of all currently married women in 2015 reported that all three household decisions are made
jointly between the wife and husbaa partne). A similar findingwasobserved irthe SIDHS 2006

2007, However,up t023% of women do not participate in certain household decisions, a decline38ém 2

in 2006 2007. In terms of decisions regarding spending on major household purchéses v23men in

2015 (comparedwith 29% in 2006 2007) stated that this deson is predominantly made by men.igh

shows that attitudes have not changed significantly although thasebeem s | i ght decl i ne
participation indeciding abouhousehold purchases. When a similar questiamintroduced for men in

2015, tle majority of menagreevi t h women t hat household decisions
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household purchases are made jointly. This sugges
in making decisions, and are likely to show that #reyless controlling idecisions regarding spending on
major household purchases.

When examining womends ¢ olboththe2006 2007andSIDHS 2015showo wn h e
no significant variation in attitudes, with close to a third of women tedgrmaking the decision. This

indicates that the majority of women still have limited rights over their bodies. Betine2606 2007 and

SIDHS 2015, the percentage afomenwho reported making decisions solely concerning visits to their

family and friendsdeclined(20% and 16%espectively). Tlsr ef | ect s t he ri sks posed
of movement, especially towards those who may be experiencing violence at home where men are
controlling their choices and their participation in decigizaking.

15.6 PARTICIPATION IN DECI SION-MAKING BY BACKGROUND
CHARACTERISTICS

Table 15.6.1 shows the distribution of currently wonaged15 49 who participate in three types of
decision® womano6és own health care, making hoelaveshol d p
0 by background characteristics. In 2015, additional background information was collected on income,
economic activity, sector of employment and occupaitioarderto furthergaininsightsintowo me n 6 s
decisionmaking. Slightly over 6846 of womenparticipate in althreedecisions comparedith just over

57% in 2006 2007, despite the fact that there were four types of decidimatswere asked aboint the

SIDHS 20062007 These findings sugggabsitivechanges in attitudesith women gaining idfience and

power over time.

Table 15.6.1: Women's participation in decision making by background characteristics

Percentage of currently married women aged;4% who usually make specific decisions either by themselves or
jointly with their husband, bydzkground characteristics, Solomon Islands 2015

Specific decisions
o Woman's  Making major Visits to None of  Number
Background characteristic own health hous%holii her family  All three the three of
care purchases or relatives decisions decisions women
Age
15¢19 82.6 75.8 72.3 57.9 10 141
20¢24 87.1 70.6 78.8 63.1 9.1 645
25¢29 85.9 74.7 77.8 63.7 9.1 850
30¢34 86.3 75.7 79.4 64.8 7.7 824
35¢39 86 78.2 83 68.3 6.6 715
40c44 87.4 79.2 83.8 69.4 6.9 504
45¢49 90.1 75.7 86.6 67.5 4.7 407
Employment (last 12 months)
Not employed 84 72.5 76.3 62.1 10.7 1,970
Employed for cash 89.8 84.4 86.2 76.1 5.5 989
Employed not for cash 88.8 73.3 83.4 62.3 4.2 1,120
Missing 65.6 65.6 65.6 65.6 34.4 7
Number of living children
0 854 77.9 78 66.7 9.3 403
1¢2 86.9 74.2 80.6 65.8 8.5 1,349
3c¢4 86.1 74.6 81.1 64.4 7.4 1,316
5+ 87.6 77.7 81 66.1 6.4 1,019
Residence
Urban 83.3 76.5 79.1 68.8 11.9 835
Rural 87.5 75.3 81 64.7 6.6 3,251
Region
Honiara 84.3 80.4 81 737 11.5 529
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Guadalcanal

Malaita

Western

Other provinces

Education

No education

Primary

Secondary

More than secondary

Wealth quintile

Lowest

Second

Middle

Fourth

Highest

Income quintile

Lowest

Second

Middle

Fourth

Highest

Missing

Main activity

Agriculture

Industry

Services

Missing

Working sector

Public sector

Private sector

Religious organisation

Other

Missing

Occupation

Legislators, senior officials antiinagers
Professionals

Technicians and associate professiona
Clerks

Service workers, shop and market sale;
workers

Skilled agricultural and fishery workers
Craft and related workers

Plant and machine operators and
assemblers

Elementary occupation

Missing

Total

85.8
88.3
82.9
88.8

85.3
86.4
87
89.5

89.7
86.6
84.3
88.3
84.6

82.1
94
91.8
90.8
91.8
83.9

87.8
83
90.8
91

92.6
86.6

(91.7)
94.8
89.6

(88.3)
91.8
98.2
90.1

87.3

89.3
94

*

87
94.3

86.7

71.3
78.3
72.6
75.2

72.7
73.9
76.6
87.7

72.5
74.5
75.4
77.6
7.7

76.3
86.7
79.9
87.6
92
89.7

71.7
76.4
83.2
100

88.1
81.4

(95.9)
84.4
86.9

(91.8)
86.2
92.4
87.4

81.2

74.4
75.8

*

74.2
78.8

75.6

82.4
76.1
817
82.9

76.4

80.7

80.9
86

79.8
80.6
77.8
84.1
80.7

78.2
90.3
86.4
85.1
92.8
76.7

83.9
79.3
85.6
100

89.1
85
(89.5)
83.7
87.5

(91.8)
87.6
87.5
85.7

82.3

85.4
87.2

*

821
94.3

80.6

60.6
65.5
67.3
64.2

57.9
63.8
67.9
79.5

59.7
63
64.9
69.7
70.1

67.5
79.5
71.3
79.3
83.8
76.7

63.1
69
72.6
91

79.6
74.5
(84.1)
74.2
72.5

(85.4)
77.8
83.3
81.9

68.2

65.3
71.1

*

65
78.8

65.5

51
7.2
13.6
5.2

7.7
7.5
8.2

4.3
7.3
9.4
6.6
10.9

9.5
2.4
51
6.9
2.9
10.3

55
11.7
3.8

3.6
8.5

(1.3)
15

(5.3)
4.5
1.8
8.8

4.9

4.2
4.7

*

7.3
5.7

7.7

772
1,064
581
1,141

454

2,018

1,340
275

813
800
824
831
818

218
215
179
176
178
22

819
91
1,197

273
495
30
153
38

29
247
46
35

559

857
98

7

229
7

4,086

Note: Figures in parentheses are basdd®m@beighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

The2015rsul t s show a

positive

womenos

respo hosiset®old by

wealth and employment status appear mixdgth regard toparticipation in decisiomaking. However,
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particularly fromagel5i 44, participabnin all threedecisiors increases. This reflects changes in attitudes
sincetheSIDHS 20062007. Similar to earlier regut s ,
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slight progress in attitudesas observed since 2008007 regarding caskemployment and decisien
making. In theSIDHS 2015 76% of women(comparedwith 70% in 2006 2007) who are employed for

cash participate in althreedecisions. In addition, the 2015 results show that women whose main economic
activity is in the services industry, attibsewho workin the public sector and/or occupy positions as
technicians and associate professigraats more likely to participate in diiree decisiondVhen assessing
theef f ect owfealtimon deesiodnmking betweetthe SIDHS 20062007 and SIDHS 2015 we
observe that womeim the highestwealthquintile are more likely to participate in #ireedecisions than
women in the lowest wealth quintile.

While theeffect ofeducatioro n  wo me n &-makineades the data show thatearlyeight in ten
(80% women witha postsecondary education dominated in making all decisions in 2015. However, the
results also show that close to six in t60%) women with no education made all decisions, a slight
improvement since 2008007. Furthermore, women in rural asesgre more likely to participate in #iree
decisiors than urban women since 2G@®07. This indicatesto some extentthe lboseningof strong
patriarchal family and cultural attitudes often found in more isolated rural areas.

Table 15.6.2 presents orfnation regarding decisiemaking among men aged i¥®, according to
decisions about their own health care and about major household purchases by background characteristics.
About 8 in 10 80%) men report making the vast majority of decisions about bethawn health care and

major household purchases. Making all decisions is more predominant araorage®0i 24 and35 39

(13% and 11%}¥omparedwvith men in othelage category. Moreover, men with more living children are

more likely to make all decisiormpared with women. Thdifferenceis less significant difference by

urban and rural areghe highesageof men who made all decisiolige in Western Province.

Similar to t he effectokampleymeit] weath and educationhisdlegssa@lr on men o ¢
decisionmaking behaviour. The responses from men who are employed and men who are not employed do

not vary significantly similary, responses from men by wealth quintlary little. When looking at

educational status, the data show th& 8Rall decisioamaking emanatdrom men withapostsecondary

education (highest level) companeith 79% of menwith no education.

Figure 15.1: Number of household decisions in which currently married women participate,
Solomon Islands 2015
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Figure 151 shows the distribution of currently married women by the number of household decisions in
which they participate, either alone or with their husband or partner. The majority of women participate in
all three decisionsspecifically regarding their own hkh care, making major household purchaaad

visiting family andrelatives. Onl\8% of women do not participate in any of the thdeeisions Although

this has slightly increased frorfridn 2006 2007, it indicatesthat there are more wom@n absolue term$
whoare not participating in ahreedecisionseven if the 2015 results show a higher percentage of women
participating in all decisions compareith 2006 2007.2

22 plso, noting the differences in samplize between the two surveys.
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Table 15.6.2: Men's participation in decision making by background characteristics

Percentage of currently married men aged4% who usually make specific decisions either alone or jointly with their
wife, by background characteristics, Solomon Islands 2015

Specific decisions

Man's  Making major Neither of
Background characteristic own household Both the two Number

health purchases  decisions decisions of men
Age
15¢19 * * * * 10
20¢24 86.1 82.2 81 12.7 148
25¢29 88.5 84.1 814 8.8 307
30¢34 82.8 85.7 77.1 8.7 355
35¢39 85 83.9 80.2 11.3 350
40¢44 85 84.7 79.6 9.9 258
45¢49 85.6 86.9 814 8.9 226
Employment (last 12 months
Not employed 77.8 81.9 77.1 17.4 153
Employed for cash 85.5 85.4 79.9 9 891
Employed not for cash 87.5 84.7 80.9 8.7 606
Missing 0 0 0 100 2
Number of living childre
0 86.6 85.6 80.9 8.7 180
1¢2 84.9 82.3 78.5 11.3 627
3¢4 85.8 86.1 80.6 8.6 499
5+ 85.4 86.7 81.2 9.2 346
Residence
Urban 83.4 83.4 77.8 10.9 360
Rural 86 85.1 80.5 9.5 1,292
Region
Honiara 86.7 86 82.1 9.4 229
Guadalcanal 80.8 81.3 77 14.9 327
Malaita 88.2 86.5 79.6 4.9 397
Western 88.9 91.9 87.1 6.2 236
Other provinces 83.9 81.4 77.6 12.3 462
Education
No education 86.3 87.5 78.6 4.8 63
Primary 84.1 84.4 79 10.4 698
Secondary 86 84.1 80.4 10.2 664
More than secondary 87.4 86.7 82 7.9 228
Wealth quintile
Lowest 87.5 88.4 83 7.1 322
Second 88.3 83.6 80.5 8.6 315
Middle 80.6 80.2 73.4 12.7 320
Fourth 84.5 84.9 80.6 11.2 350
Highest 86.4 86.4 82 9.2 345
Total 1549 85.4 84.7 79.9 9.8 1,652
50+ 83.8 82.6 7.7 11.4 585
Total 15+ 85 84.2 79.4 10.2 2,237

Note: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
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15.7 ATTITUDE STOWARD WIFE BEATING

Solomon Islands reinforced its efforts to teckiolence against women whérjoined other countries of

the world in signing the 1993 United Nations Declaration on the Elimination of Violence against Women.
Violence against women is a term used to collectively refer to violent acts that are pomexitiusively
perpetrated against women. It is a form of geitdesed violence (GBV) and is often the consequence of
imbalances in power between women and men. GBV is also a violation of human rights:dsgutting

issue and concerimposing orsocioeconomic statuses, culture and religion. It has negative consequences
on the mental and physical wellbeing of women, including their reproductive and sexual health
(WHO01999). In Solomon Islands, abuse by a husband or partner is a common form afdd8% eomplex

issue that requires understanding from various perspectives.

The SIDHS 2015 similar to theSIDHS 20062007, collected information on both wom@rma nd men 6 s
attitudes toward wifebeating by background characteristics. More specificallya date collected about

the percentage of all women and men agédd5vho agree that a husband is justified in hitting or beating

his wife for five specific reasons, by background characteristiese specific reasons includgshe burns

the food,2) she argues with hinB) she goes out without telling him) she neglects the children, abd

she refuses to have sexual intercourse with him.

1571 Womends at t swifabdaingt owar d

According to Table 15.7.1, over three quarter§4y@f women agree withtdeast one specific reason for
wife beating. This rate has increased frod8%@n the SIDHS 20062007 and is concerning because it
indicates that a high proportion of women still believe that violence against warifierbéatingby her
husband or partner¥ justified under some circumstances. A similar finding is observed in the 2009
Solomon Islands Family Health and Safety Studyere the majority of women (%@ believe that a man

is justified in beating his wife under some circumstance, particularlyrefasons of infidelity and
disobedience. These results further confirm the subordinate status of women in marital relgtishistips

is generally accepted by women in Solomon Islands.

Table 15.7.1: Attitude toward wife beating i Women

Percentage of Adlwvomen aged 1649 who agree that a husband is justified in hitting or beating his wife for specific
reasons, by background characteristics, Solomon Islands 2015

Husband is justified in hitting or beating his wife if she: Percentage who
B L Burns Argues Goesout Neglects Refuses to have agree with at
ackground characteristic . . )
the with without the sexual intercourse least one
food him telling him  children with him specified reason  Number
Age
15¢19 34.1 36.2 59.4 68.9 22 77.7 1,241
20c24 332 42.5 62.3 69.3 25.1 79.3 1,146
25¢29 295 35.7 59.8 65.7 19 75.9 1,091
30¢34 33.3 38.9 61.7 68.6 23.7 79.4 933
35¢39 29.7 34.2 56.7 63.6 21.2 73.3 803
40c44 30.9 38.2 60.6 67.2 23.9 76.2 576
45¢49 30.8 35.9 54.8 60.2 24.9 70.3 476
Employment(in 12 months
preceding survey)
Not employed 34.3 39 61.9 69.4 23.2 77.9 3,338
Employed for cash 23.6 30.3 53.9 60.3 17.9 71.2 1,400
Employed not for cash 34.6 41.3 60.7 67.4 25.7 79 1,516
Missing 3.2 16 36.5 43.8 15.6 56.2 12
Number of liing children
0 32.7 355 58.6 66.3 20.3 76.2 2,077
1¢2 30.7 38.6 61.5 68.2 23.8 77.7 1,692
3¢4 325 38.6 59.6 67.5 22.2 76.3 1,423
5+ 315 38.4 59.4 65 25.6 76.4 1,073
Marital status
Never married 324 35.5 58.4 67.4 20.7 76.8 1,936
Married or living together 31.8 38.5 60.6 67 23.6 77 4,086
Divorced/separated/widowed 31 38.3 57.2 59.9 21.3 69.5 244
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Residence

Urban 28.6 30.9 53.3 62.5 18.6 71.5 1,427
Rural 32.9 39.5 61.7 68.2 23.7 78.2 4,839
Region

Honiara 290.8 27.2 47.8 59.1 15.4 66.9 925
Guadalcanal 38.9 49 60.8 67.9 31.4 78.3 1,140
Malaita 37.8 49.2 73.3 75.1 27.6 85.3 1,608
Western 295 25.1 54.2 65.2 20.1 72.5 902
Other provinces 24.1 31.1 55.6 63.5 171 74.8 1,690
Education

No education 39.3 45 66.4 70.9 285 80.1 576
Primary 35.6 41.3 61.1 68.5 26 79 2,820
Secondary 27.9 34.3 58.7 66.5 19.1 75.5 2,476
More than secondary 20.3 21 47 51.7 11.4 61.9 394
Wealth quintile

Lowest 39.6 44.9 61.9 68.2 26.1 78.5 1,158
Second 35 40.1 63.5 68.6 24.7 78 1,172
Middle 33.9 36.5 60.9 68 25.2 77.8 1,223
Fourth 27.3 38.4 62.4 69.2 20.5 79.7 1,253
Highest 25.6 29.8 51.9 61.6 17.8 70.5 1,460
Income quintile

Lowest 24.7 36.8 62.9 66.2 211 74.6 327
Second 24.3 30.3 55.5 61 19.9 73.9 307
Middle 27.8 35.2 57.8 66.7 18.3 7.7 251
Fourth 20 21.2 46.3 56.2 14.9 68.6 240
Highest 19.8 22.8 40.8 47.2 14.8 57.2 230
Missing 24.9 43.8 63 66.9 10.7 77.2 45
Main activity

Agriculture 32.6 40.4 60.6 66 254 77.5 1,073
Industry 28.6 34.6 55 65 22.3 75.1 114
Services 27.4 335 55.7 62.8 19.9 74 1,720
Missing 14.8 18.2 46.3 61 8.6 61 16
Working sector

Public sector 16.7 21.8 44.2 51.2 11 63.3 377
Private sector 25 33.3 54.6 60.8 19.4 714 750
Religious orgnisation (15.6) (26.3) (51.9) (55.5) (19.3) (63.3) 38
Other 33.2 33.9 68.7 75.5 25.6 86.1 181
Missing 25 40.1 63.1 71 17.7 79.4 55
Occupation

Legislators, senior officials and

managers (7.8) (20.7) (28.2) (35.3) (12) (44.6) 37
Professional 16.9 22.8 48.7 52.5 11.8 65.7 338
Technicians and associate 249 313 53.8 55.4 20 67.9 63
professionals

Clerks 15.5 16 31 44 84 48.6 56
Service workers, shop and 311 401 62.1 69.3 25.4 80.3 798
market sales workers

Skilled agricultural anashery | 5, 7 395 57 64.5 23.6 76.4 1,134
workers

Craft and related workers 34.2 38.4 62.5 63 20.4 78.3 124
Plant and machine operators . . . . N . 8
and assemblers

Elementary occupation 28.8 36.4 62.8 69.5 22 76.9 352
Missing 28.5 24 535 60.8 12.4 60.8 12
Total 31.9 37.6 59.8 66.9 22.6 76.7 6,266

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

The SIDHS 2015shows that the moswidely accepted justification fawife beatingis neglecting the
children. This is similar to th8IDHS 20062007 finding. This perception among women has increased
from 58% in the SIDHS 20062007to 67/% in the current surveyThe leasacceptable jusiitation is the

wife refusing sexual intercourse with her hushdnd tis view has increased substantially frond4lig

2008 2007 to B%in 2015. Moreover, although it is less likely that women who are divorced, separated or
widowed will justify wife beatihgfor any specific reason, it is often argued SH2HS 2006 2007report)

that these women would have either experienced higher incelgreleuse than other women, or that they
have experienced the impact first hand.
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The 2015 results show an increasgehenumbero f wo mends r e swifecbeatingty thg ust i f
background characteristics of education, employment and wealth, comyptré2D0G 2007. Evidence

showsthat asawoman 6 s educati onal status 1incr eaisnalkevelf rom n.
her views onthe justification for wife beatingacrossall five reasons declines. This reflects the positive

impact of education on violence against women, even though the proportions of responses remain relatively
high. Moreover, the majorityf women who justifywife beatingunder any circumstaneee thosevho are
predominately employed in the agriculture industry. This is expected given that the majority of these women

are based in rural areas and predominantly occupy positions as sfiiledtaral and fishery workers.

Also, wealthier women are the least likely to justifife beatingunder any circumstance compaseith

the20086 2007findings.

Both the 2015 an8IDHS 2006 2007findings show that rural women are more likely to justiffe beating
than urban women. At the provincial level, the 2015 findings show changing attirdesomen from
Malaita Provincebecoming more accepting wfife beatingfor neglecting children and refusing sexual
intercourseéhanwomen in other provinces.

1572 Me n 6 s &atowardiwiiedeating

Similar to women, men agedi® wereaskedabout heir views on the justification for wifigeating under

certain circumstances. According to Table 15.7.2, the overall attitude of men in 2015 appears generally
simlaro t hose of women in a number of <certain justi
in proportion. |t is also evident t habeatimpeareds at
changing since 200@007. Overall, % of mend comparedwith 779 of womend agreed with at least

one specifigustification for wife beating. The perceptions of men have declined froth 6iice2006
2007.This is one interesting findings from the sut
perceptims toward wife beating is beyond this survey and further research in this area is being encouraged.

Although the most predominant and least accepted views by women arégastting justification for

wife beatingare similarto those ofhe wife neglectinghe children and the wife refiag sexual intercourse

with the husband, the trend in views diférom those 2006 2007.Wo me n6s Vvi ews 7Bave i n
compared witth8%) , whi | e mends 3% cemparedwith§’s. Thk ebsdrviedsienitdy ( 4

in views between men and women reflect an entrenched cultural andasoejatancef maritalor partner

violence acrosthe sexes and within society.

Whil e menbs perceptions by background chp@aceact er i
of residencerégionar e rel atively | ower in proportion than
since 20062007. In 2015, men who are predominantly unemployed and employed (not for cash) are more
likely to agree with at least one specificsea forwife beatinghanthey weregpreviously inthe2006 2007,

where this view was predominant among men who were employed for cash. Educational status has also
affectedme n6s vi ews r e g ar wdife begtingfohat leapt ore reastsinae 200620071 o f
mends vVviews decr ease sfmmmdducaton io pasecdndas edudatiosin i ncr e
contrast tane nviewsin 2006 2007. In contrast to perceptioims2006 2007, men with no education are

more likely to justify violence foany specific reason. The 2015 results also show changes in the trend of

me n 0 s sa&copliogncweealth. There is a shift in attitude where the poorest men (lowest quintile)
account for the highest response in favouwifé beatingfor at least one Bson, in contract to the same
wealthquintile reportingthe lowest response in 20@&07.
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Table 15.7.2: Attitude toward wife beating i Men

Percentage of all men age ¢4 who agree that a husband is justified in hitting or beating his wife forifgpec
reasons, by background characteristics, Solomon Islands 2015

Husband is justified in hitting or beating his wife if she: Percentage
Goes out Refuses to who agree
. without  Neglects have sexual| with at least
Background characteristic . . o
Burns Argues telling the intercourse | one specified
the food  with him him children with him reason Number
Age
15¢19 19.8 34 42.4 46.2 16.5 59.7 605
20¢24 219 33.7 41.4 46.7 11.6 60.5 519
25¢29 21.9 34 40.5 46.8 12.2 61 479
30¢34 17.4 32.1 37.2 44.2 8.6 54.4 436
35¢39 195 37 36.9 45 12.5 55.7 394
40c44 155 26.4 32.3 38.4 7.4 48.5 280
45¢49 15.1 28.9 36.1 40.5 8.9 49.1 236
Employment (last 12 months)
Not employed 16.6 371 37.5 43.2 12.3 57.4 721
Employed for cash 16.1 29.4 36.4 42.3 8.5 56 1,233
Employed not for cash 255 34.5 43.3 48.9 15.6 57.6 990
Missing 0 0 17.7 17.7 0 17.7 4
Number of living children
0 20.1 33.2 41 45.8 14 58.6 1,411
1¢2 19.4 32.8 38.6 45.1 8.5 57.6 681
3c¢4 19.2 32 36.5 43.7 9.5 53.7 510
5+ 16.4 334 34.7 41.2 12.4 53 347
Marital status
Never married 20 33 41.2 46.2 14.4 59.3 1,261
Married or living together 18.8 32.8 37.2 43.7 9.9 55 1,652
Divorced/Separated/\Mowed (18.5) (385.3) (41.4) (40.5) (5.7) (55.9) 35
Residence
Urban 7.6 33.1 37.9 33.8 8.2 51 720
Rural 231 329 39.3 48.2 12.9 58.7 2,229
Region
Honiara 2.8 32.7 40.7 33.1 6.3 51 475
Guadalcanal 24.7 50.2 41.4 60.4 15 73.9 547
Malaita 30.3 28.7 51.7 50.6 7.1 61.5 710
Western 9.1 18.7 22.2 23 10.1 34.2 451
Other provinces 21.6 33.1 34.1 48 18.3 57.2 765
Education
No education 22.1 44.8 37.2 51.5 12.2 62.7 92
Primary 255 36.3 43.6 50.8 13.7 61.4 1,202
Secondary 15.7 30.8 36.8 41.1 111 55.4 1,348
More than secondary 10.5 25.7 30.9 35 7.1 43.8 307
Wealth quintile
Lowest 23.2 40.1 40.2 54 16.6 65 529
Second 27.3 33.8 43.7 49.4 11.5 60.2 565
Middle 22.6 27.9 35.6 42.8 11.4 53.2 528
Fourth 19.2 32.3 37.8 43.6 12.6 55.8 621
Highest 7.9 312 37.8 36.5 8 51.6 706
Total 1549 19.3 32.9 39 44.7 11.8 56.8 2,948
50+ 18 25.9 31.6 38.5 9.8 46.8 643
Total 15+ 19.1 31.7 37.6 43.6 114 55 3,591

Note: Figures in parentheses are baségd@u@beighted cases.
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Similar to rural women, rural men are more likely to justiyife beatingthan urban men. However,
comparedwith the 20062007 findings, this view has changed. Rural men, in contrast to urban men are
now more likely to justify at least one specific reasonwide beating This relates specifically to cases

where thewife neglects the children, wife burns the food, wife goes out without telling the husband, and
wife refuses sexual intercourse. The only case where views have not changed is where the wife argues with
the husband. By regiaor province, men from Guadaleal and Malaita provinces show relatively higher
responses, a shift in attitude from the dominance of men from Honiara and other provinces2602006

The justifcation for wife beatinga form ofGBV, remains high. The above informatjamcluding earer
discussionsclearly showsthe power imbalances and changing attitudes over time, particularly among men.

This kind of power imbalance is recognised as a determin@®dfand i mpacts on womenao:
rights; it is rooted in customary and rethteeliefs, and in intimate maritahdpartner relationships. Given

that this is a societwide issue, prevention cannot be limited to a singular approacheduites anore

holistic process.

158 WOMENOGS EMPOWERMEBRST

I n the 2015 Wo mspeciicdat®ares ©®tl il @t &idr ¢ 0 measure women
i ndicators derived weethenwmliysedwittsselecterphealiteautooeestsuch as
contraceptive use, family planning, and reproductive health care. These analyses thamaggee of
womenods ability t o mhegardng tbeoowrt body landie family; indenerald i o n s
w o0 ma hedlth decisions impact on her status,-igetfge and sense of empowerment. These topical
analyses follow subsequently from this lgeBs.

Womends empower ment in this analysis ilsvomeadwsr ed
participation in making household decisipaad2) wo me n 6 s at t wif¢ hedtieg Theseviveor d s
indicators are summarised in two separate indit@$e first index shows the list of decisions in which

women participate alone or jointly with their husband or partner. The value of this index rangesdrom 0
3signifying the positive rel ati ons hdomrolindecision me nd s
making among womernd their capacity to engage in matters that affect their own lives and circumstances.
The second index ranges in value frorto® and represents the total number of reasons for which the
respondent feels thatife beatingby the husband or partner is justifiédscore from low to high indicates

the degree of sense of entitlement,-ssteem and status of women.

Table 15.8 shows the percentage of currently married women ag4@ Who participate in aforms of
decisionmaking and the percentage who disagree with all of the reasons justif{fiadeatingby the
value on each of the indicators of worGeeempowerment. The information pertaining to these indices show
the relationships among these indicators. Thelt®show that the percentage of women who disagree with
all justifications forwife beatingslightly increases as the number of household decisions that women
participate alone or jointlyn increases; from226 of women who participate in no householdid®ns to

25% who participate in all three decisions. Although a similar tneasl observed in 2002007, it is
concerning that the percentage of women who disagree with all reasons justifyihgatife according

to the number of decisions women papéte in, has decreased since 20P@7. For example, the
percentage of women who disagree withoélthe justifications for wife beatingleclined from 286 in

2006 2007 to 186in 2015 for women who participate in otegtwo household decisions

23|n the SIDHS 20062007, an additional empowerment indicaiowo menés attitudes toward a wifeds righ
her husband or partndr was ncluded. In the reviseBIDHS 2015this question is omitted following revisions to international standards of the
model questionnaire.
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Table 15.8: Indicators of women's empowerment

Percentage of currently married women age@d4%who participate in all decisianaking and the percentage who
disagree with all of the justifications for wife beating, by the value of each of the indicators efhg@mpowerment,
Solomon Islands 2015

Percentage who
Percentage who . ) Number
o oy . disagree with all the
Empowerment indicator participate in all S of
- . reasons justifying
decisiorrmaking . . women
wife beating
Number of decisions in which
women participate*
0 na 21.5 315
1¢2 na 17.8 1,094
3 na 25.3 2,677
Number of reasons for which
wife beating is justified
0 72 na 939
1¢2 65 na 1,425
3¢4 63.2 na 1,196
5 60.6 na 526

na = not applicable
1see Table 15.6.1 for the list of decisions.
2see Table517.1 for the list of reasons.

The percentage of women who patrticipate in all household decisions decreases as the number of reasons
justifying wife beatingncreases, from 22 of women whalisagree withanyof the reasons justifyingife

beatingto 61% of women who agree with all five reasons justifying vaiéating. While this trend is similar

to those 0f2006 2007 results, it is disirbingto find that the percentage of women who participate in all
decisions has increased fron?bin 2006 2007 to 6% for women who agree with all five reasonsvigie

beating

The 2015 findings show that the higltieelevel of empowerment or sense of entitlement, or control in one
indicatorthe mordikely it is to lead to a higher level of empowerment in other s, as observed in

2006 2007.>* Recogns ng t he former relationships aid in su
especially in the case where if one has to effec
i mpact on ot helwvesareas of womenos

159 CURRENTUSEOFCONTRACEPTI ON BY VBOAMTEHNOG S

The extent of a womandés empower ment is also depe
about her fertility and choice of contraceptive methods. When a woman feels that she isitinited
incapable of controlling other matters affecting her life such as abuse, she may be less likely to feel that she
can make decisions about fertility. It is also likely that she may feel the need to decide on contraceptive
methods that are easier to ceakcfrom her husband or partner, or choose those that are not dependent on

his cooperation.

The relationship of the two empowerment indicators with the current use of contraception of currently
married women aged 189 by selected background characterssis shown in Table 15.9. The results show

that the use of a contraceptive method is relatively lower among women who do not participate in any
household decisions (28 than among women who are involved in at least one household decision. Similar
findings were observed in 200B007. This confirms the expectation that the use of contraception is
positively related to participation in household decisions. In addition, about a third of women who

24 As noted in theSIDHS 20062007report, inrelation tosuch relationships, when women participate more in makingetmld decisions, it

is likely that they have strong genegalitarian views. This implies that women who participate in more household decisions are more likely
to disagree with all justifications fevife beating The same can be argued for women whapsu fewer justifications fowife beatingwhere

they are more likely to participate in household decisiaking.
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participate in at least one household decision are curremtly ascontraceptive method. This trend has
slightly declined since 2008007. It is argued and proven by the data that women who do not participate
in household decisions are much less likely to use a certain contraceptive metlaozb(elgm) and more

i kely
cooperation.

t o

deci

de

to

use modern

f emal

e

met h

ods th

The association between the use of contraceptives and the justificatvda béatingappears mixed and
unexpected. Similar observations werade in 20062007. Women who do neigree with any justification
for wife beatingare less likely to use: a contraceptive methoddR2&ny modern method (29, female
sterilisation %) and modern female methods {@2than women whagree withat least aejustification
for justifying wife beating Although it is expected that the use of contraceptivieségsely related tthe
acceptance alife beating thereis no strong evidence of thiséitherthe 2015r 2006 2007 findings.

Table 15.9: Current use of contraception by women's empowerment

Percent distribution of currently married women aged4%by current contraceptive method, according to selected
indicators of women's status, Solomon Islands 2015

Modern methods

Temporary

Any Female Male Any Not Number
Empowerment Any o - modern Male .
- modern | sterili-  sterili- traditional currently Total of
indicator method . . female condom .
method | sation  sation . method using women
methods
Number of decisions
in which women
participate!
0 23.2 18.7 6.9 1 9.8 0.9 4.5 76.8 100 315
1¢2 31.3 26.7 9.7 0.8 15 1.2 4.6 68.7 100 1,094
3 29.3 24 9 0.4 13.7 0.9 5.3 70.7 100 2,677
Number of reasons
for which wife
beating is justified
0 28.2 23.2 8.8 1.1 12.4 0.8 4.9 71.8 100 939
1¢2 29.5 23.4 9.1 0.5 12.7 1.1 6.1 70.5 100 1,425
3c4 30.5 25.8 8.9 0.2 15.7 1 4.6 69.5 100 1,196
5 28.5 25.2 9.7 0.3 14.7 0.6 3.3 71.5 100 526
Total 29.3 24.3 9 0.6 13.8 1 5 70.7 100 4,086
Note: If more than one method is used, only the most effetitveonsttiered in this tabulation.
LPill, intrauterine device, injectables, implants, female condom, diaphragm, foam/jelly and lactational amenorrhoea method.
2See Table 15.6.1 for the list of decisions.
3See Table 15.7.1 for the lisasbns.
15.10 IDEAL FAMILY SIZE AN D UNMET FAMILY PLANNING NEEDSBY
WOMENOGS STATUS
The extent of a womandés empower ment and her contr

for her chances of becoming pregnant and having a say in her unmdomiedting childbearing and
spacingof births It is argued that as a woman becomes more empowered, she is more likely to have a say
in decisions arounadnideal family size and spacing of children. She is also likely to have more control over
her abilty to use and access contraceptives. An unmet need for family planning is defined in terms of women
who have a desire to limit their births but are usihgfamily planning.

The findings from Table 15.10 show mixed relationships between the empowermewimeh in
participating in household decisiomaking and their ideal family size and unmet family planning needs,
similar tothose otthe SIDHS 20062007, Although women who do not participate in household decision
makinghave a lower desire fahildren 8.4) as expected, they have the greatest unmet need for family
planning in spacing childbearing @, and a moderate desire for limiting children. The results also show
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that women who patrticipate in one to thauseholdecisions have the greatest de&irehavingchildren
(3.6) and the greatest desire for limitlrighs(16%). However, they have the lowest unmet need for family
planning for spacingirths (18%).

The 2015 results show a strong negative association between the empowerment indicaing regard
womenods padf wife bepting andnthe desire for children and unmet needs. Surprisingly, women
whoagree withall justificationsfor wife beatinghave the highest desire for children (3.3), the highest desire
for family planning for spacingirths (23%) and the lowest desire for limitingirths (13%). Although
women who do not participate in decisimaking have the lowest desire for children (3.0), they also have
the lowest (180) unmet need in spacityths

Table 15.10: Ideal number of children and unmet need for family planning by women's
empowerment

Mean ideal nhumber of children for women aged4% and the percentage of currently married women ageg485
with an unmet need for family planning, by indicators of women's empowermeom8olislands 2015

Percentage of currently married
women with an unmet need for

Empowerment indicator family planning
Mean ideal number Number of For For Number of
. . A Total
of childrent women spacing  limiting women

Number of decisions in which
women participatet

0 3.4 307 26.2 14.7 40.9 315
1¢2 3.6 1,035 17.9 15.9 33.8 1,094
3 3.5 2,574 20.1 141 34.3 2,677

Number of reasons for which
wife-beating is justified

0 3 1,363 18.2 15.2 33.4 939
1q2 3.1 2,056 194 15.7 35.1 1,425
3¢4 3.2 1,740 21 13.8 34.8 1,196
5 3.3 754 22.5 12.9 35.3 526
Total 3.2 5,914 20 14.7 34.7 4,086

1Mean excludes respondents who gawemeric responses.

2See table 7.12.1 for the definition of unmet need for family planning
3Restricted to cently married women. See Table 15.6.1 for the list of decisions.
4See Table 15.7.1 for the list of reasons.

1511 WOMENOGS STATUEPRCDNCTIVE HEALTH C ARE
The relationshi p b dheavalability oreproductivesheadtht caré hiaslicaiomsd

on wo adizgtte access reproductive care. |In societies
status may not affect their access to health services. However, in other societies such as Solomon Islands,
increased empowermentispee ct ed t o enhance womends ability to

meet their own reproductive healthcare needs.

Table B.11 presents the percentage of women agiediddsho had dive birth(s) in the five years preceding
the surveyand among theswomen, those/ho received antenatal care, delivery assistance, and postnatal
care from health personnel for themost recentbirttoy i ndi cat or s of womendés em

The findings show less significant variation in the use of reproductive headtlaroang women who do

not participate in any decisions and those who patrticipate in at least one decision. The findings are mixed
andare unexpectedimilar to the 200682007 results. Women who do not participate in household decisions

are less likely to eive antenatal care from a skilled provider but more likely to receive delivery care from

a skilled provider and postnatal care from a health personnel. On the other hand, women who participate in
at least one household decision have rhkedy to receive antenatal care bigss likelyto receive delivery

care and postnatal care from a skilled and a health personal, respectively. The percentage of women
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accessing reproductive health care in Solomon Islands is relativeJyvhigh is encouragingnd alhough
this confirms the provision of antenatal and delivery assistance to most women in the d@oafgoy,
supportevidence of improvements in access to postnatal care since220@6

Table B.11 presents information showing thabmen who disagree witvife beatingand women who do
not participate in decisiemaking account for the highest percentage of all womé&go(@nd ®%,
respectively) who received postnatal care. Similar findings were observed ir22006

Table 15.11: Reproductive health care by women's empowerment

Percentage of women aged d® with a live birth in the five years preceding the survey who received antenatal care,
delivery assistance and postnatal care from health personnel for the most recent birth, by indicators of women's
empowerment, Solomon Islands 2015

Percentage Percentage Received postnatal Number of
receiving receiving care from health women with a
Empowerment indicator antenatal care  delivery care personnel within child born in the
from a skilled  from a skilled the first two days of five years
provider provider delivery? preceding survey
Number of decisions in which
women participate
0 91.1 89.5 75.5 197
1¢2 92.6 86.9 66.8 707
3 954 88.3 69.2 1,588
Number of reasons for which wife
beating is justified
0 93.8 87.5 74.9 612
1¢2 95.6 90.7 69.6 977
3¢4 93.2 86 64.9 851
5 92.3 87.8 67.3 367
Total 94 88.2 69 2,807

1'Skilled provider' includes doctor, nurse/midwife, auxiliary midwife, registered nurse or nurse aid.

2Includes women who receivedmapalscheckup from a doctor, midwife, registered nurse, nurse aid, community health worker or traditithalfbsthvedtelagiant in
after the birth. Includes women who gave birth in a health facility and those who did not pifecBityh in a healt

3Restricted to currently married women. See Table 15.6.1 for the list of decisions.
4See Table 15.7.1 for the list of reasons.
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CHAPTER 16 CHILD LABO UR AND CHILD DISCIPLINE

by Kaobari Matikarai, Census and Survey Technical Offis@C

KEY FINDINGS

U Over 3 out of 5 children (62%) ageild. in Solomon Islands are involved inild labour activities;
this percentage is higher than that of its neighboring country, Vanuatu, at 50%.

U The majority of children aged %1 who are involved in child labour activities work for a fam
business for at leagthour per week and do householtbres for less than 28 hours per week.

U Children aged5L1 are more likely to be involved in child labour activities if they reside in r
areas; and, more female children are inviblire child labour activities than male children. T
percentage of children engaged in | abour
and wealth.

U About 12% of children aged 124 are involved in child labour activities in Solomon Island#)
the majority working for a family business, followed by doing household chores for less tr
hoursper week

U Child labour among children agedil2 is more common among female children, children liv
in rural areas, and children whose motherrtasducation.

U The majority of children (86%) aged 24 receive some form of violent discipline, with childr
living in rural areas, those living in lower wealth quintile households, and those whose mo
caretaker has very little education, are mikey to experience this type of disciplinary method.

U The most common method of child discipline is psychological aggression, with 78% of childre
2i 14 having received this type of discipline in the month prior to the survey.

INTRODUCTION

This chapter presents information and findings related to child labour and child discipline in Solomon

Islands based on data collected during3teHS 2015 Child labour is an important issue that affects the
development and health ohildren worldwide. Great effottas been made combat child labour at the

international and national leyé&hroughthe developnent ofpolicies and conventions.

Article 32 of the Convention on the Rights of the CRIRC) proclaims thatStates partierecognize the

right of the child to be protected from economic exploitation and from performing any work that is likely

t o

be hazardous or to interfere with the <chi

| d

mental, spiritual, morad r s oci al Gbelomen IstapdmiEcaimeta member of the United Nations

in 1978 and as a member countynsidersthe CRCto bea cornerstone of human righSolomon Islands

ratified andbecamea signatory to the CRC in 1995.

Similarly, one of theore functios of the International Labour Organizati®ibO) since its inception is to

combat child labouiSolomonislands became a member of the ILO in 1984 and ratified the Worst Forms

of Child Labour Convention in 1999 (No.182) and the Minimum Agev@ations 1978N0.138) in 2012

and 2013respectivelyas part of enforcing and monitoring child labour in the country.

S

With support fromthd L O6s Paci fic Subregional Child Labour

Islands conducted the firstver Natimal Child Labour Forum in the country in August 2014 with excellent

participation and collaboration from stakeholders, including government ministries, employers
organisations, workers unions, United Nations agenciesgoeernmental organisations, ane tmedia.

The stakeholders identified key areas of child labour that needed to be addressed immediately. One of the

priorities identified was the need for adequate information regarding the nature of child labour in Solomon
Islands. A rapid assessment wadertaken by the ILO in September 2014 as a direct outcome of the forum,

and the assessment has found that child | abour
Solomon Islands.
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A childis considered to be involved in child labour atges if, during the week preceding tB¢DHS 2015

A children aged 611 were involved in at least 1 hour of economic work or 28 hours of domestic work
per week; and

A children aged 1214 were involved in at least 14 hewf economic work or 28 hours of domiest
work per week.

This definition allows differentiation between child labour and ceitdloing househoichores in ordeto

identify the type of work that should be eliminated. As such, the estimate provided here is a minimum of
the prevalence of chilébour because some children may have been involved in hazardous labour activities
for a number of hours that could be fewer than the number specified in the criteria above. Table 16.1 presents
child labour activities by type of work. Percentages do nougado total labour because children may be
involved in more than one type of work.

Culturally, households in Solomon Islands consid
their upbringing and discipline. Young children are taught by plaeents to help oat homewith gathering

firewood, gang to the shop, waghg up after a meal, and cldag around the house. These practices have

been examined from a wider perspective in regards to the rights of children in the contexiRE.thde

SIDHS 2015was instrumental in capturing data on child labour.

16.1 CHILD LABOUR BY BACK GROUND CHARACTERISTI CS

The child labour module was included in 8IBHS 2015ousehold questionnajrehich contains a list of

guestions asking children atféf 14 residingn the selected household about their involvement in economic
activities and household chores. The module of child labour is administered only to the most knowledgeable
adult of the househaldnainlythec hi f d6bBer, mot her or sweespitin@mkver . Chi
groups: children agkbi 11 and children agkl2i 14.

Table 16.1 presents child | abour by childrenbés b
aged 511 are involved in child labour activitiesChild labour in Solomon lands ishigher than in
neighbouringvanuatu (62 vs 50%). Of the totalnumber ofchildren involved in child labouactivities

the majority work foafamily business (68®). This is followed by children who are engaged ie@onomic

activity for at leasfl hour per week(62%), andthose whado household chores fagss thar28 hoursper

week(54%). Child labour is more common among children agebl Sesiding in rural arsaandis more

common among female childréiman male childrenChild labour declineas amot her d slewelduc at i
and wealttstatus increases
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Table 16.1: Child labour

Percentage of children who are involvement in an economic activity and household chores during the week prior to taecaurding, to age groupend the percentagef children

aged %14 who are involved in child labour, Solomon Islands 2015

Percentage of children aged;31 involved in: Percentage of children aged 24 involved in:
HHchores Economic HHchores
Background Paid work Economic forless HHchores Unpaid activity less Economic HHchores for 28 Number
characteristic outside Unpaid  Working activity for than 28 for 28 hours Number of | Paid work work  Working for less than activity for less than hours or Number of | Total of
household work for family at least one hours/ or more Child children outside  outside for family 14 hours/ 14 hours or 28 hours/ more/ Child  children child children
(HH) outsideHH business hour/ week!  week hours/ week labour? aged %11 HH HH business week more/ week  week week labour aged 1214 | labour* aged %14
Sex
Male 2.2 7.8 66.2 59.6 47.1 0.5 59.6 2,787 5.9 135 84 74.5 10.2 67.8 11 104 1,006 46.6 3,793
Female 2.3 8.5 71.2 63.7 62.1 0.8 63.8 2,560 31 9.8 85.3 73.4 12.8 82.1 1.9 13 1,046 49 3,606
Resdence
Urban 1 7.5 42.2 35.3 39.1 0.5 35.4 797 1.9 9.9 56.2 54.1 3.8 64.8 1.6 4.5 329 26.4 1,126
Rural 25 8.3 73.3 66.2 56.9 0.7 66.2 4,550 5 12 90.1 77.8 13 77 15 13.1 1,723 51.6 6,273
Region
Honiara 0.7 8.5 315 25 35.4 0.1 25 488 2.2 11.2 44.4 46.3 0.7 63.4 0.7 11 192 18.2 681
Guadalcanal 15 8 66 57.6 46.5 0.1 57.6 959 4 13.3 87 78.8 8.8 69 0.5 8.8 337 44.9 1,296
Malaita 2.8 3.6 69.9 63.5 57 0.3 63.5 1,500 54 6.9 89.7 74.8 15.9 77.3 14 15.9 633 49.3 2,133
Western 3.3 7 73.4 61.5 56.1 0.2 61.5 775 5.1 7.8 87.1 80.7 6.5 72.1 0.9 6.7 288 46.7 1,063
Other provinces 21 12.9 77.9 73.2 61.2 1.6 73.3 1,625 4.2 17.7 89.8 76 14.3 81.2 2.6 14.8 601 57.5 2,226
School attendance
Yes 2.6 8.6 72.2 65.5 57.8 0.6 65.5 4,114 4.5 11.8 85.3 75 11.2 75.7 1.4 11.3 1,861 48.6 5,976
No 1.1 6.8 56.5 48.6 42.3 0.7 48.6 1,210 4.8 10.7 78.4 64.1 14.9 69 2.7 15.6 185 44.2 1,395
Don'tknow/Missing 0 2.3 66.8 47.7 51.8 0 47.7 23 0 0 95.2 66.8 28.3 56.7 0 28.3 5 44.1 28
Moter's education
No education 35 8.1 70.1 63.3 54.9 1 63.3 613 6.3 15.3 88.5 70.3 19.2 775 2.4 19.2 307 48.6 919
Primary 21 8.1 71.4 64.2 55.7 0.2 64.2 2,403 4.8 11.9 88.9 79 10.3 76.2 0.5 105 902 49.6 3,305
Secondary 2.9 11.6 60.5 54.4 48.7 1 54.6 983 4.3 15.2 77.2 71.2 8.4 75.9 11 8.4 207 46.5 1,190
gﬂe‘lrsntg‘:& 1.1 5.6 49.2 388 48.7 07 38.8 209 3.9 4 62.3 56.9 5.4 55.8 24 59 74 30.2 283
Missing 0 0 35.4 15.2 45.5 0 15.2 3 0 15.8 42.9 27 15.8 58.3 0 15.8 5 15.6 8
Wealth quintile
Lowest 21 8.8 72 65.4 53.7 0.8 65.4 1,216 4.8 14 88.5 78.4 10.3 79.3 0.7 10.3 424 51.2 1,639
Second 3.4 7 74.7 68.5 58 0.6 68.5 1,172 6.9 13.7 92.1 77.5 15.2 75.4 1.6 15.2 433 54.1 1,605
Middle 21 9.5 73.8 66 54.8 0.4 66 1,094 4.9 11.3 90.5 79.3 11.9 75.3 2.2 12.2 427 50.9 1,521
Fourth 1.6 8.5 69.6 62.8 56 0.8 62.9 1,032 3.9 9.1 89 74.9 14.8 77.1 1.6 15 389 49.8 1,421
Highest 1.8 6.7 47.2 38.8 47.1 0.6 38.9 834 1.3 9.6 61 57.8 4.9 67.6 12 5.4 378 28.4 1,212
Total 2.3 8.2 68.6 61.6 54.3 0.6 61.6 5,348 45 11.6 84.7 74 115 75.1 15 11.7 2,052 47.8 7,399
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The results show that total child labour among children ageti4lid Solomon Islands is about 12%. This
means that 12% of children ay#2 14 are involved in 14 hours of economic work per week and 28 hours of
domestic work. The most common labour activities that children in this age group are engaged in include
working for a family business (85%), doing household chores for less tihan28oer week (75%), and doing

some other type of economic activity for less than 14 hours per week. Child labour in this age group is common
among female children, children living in rural areas, and among children whose mother has no education.
Childrenliving in the highest wealth quintile households are less likely to be involved in child labour.

16.2 CHILD LABOUR BY SCHO OL ATTENDANCE

Education is a crucial element of any effective effort to eliminate child labour. Children with no access to
quality educatin have little alternative but to enter the labour market, where they are often forced to work in
dangerous and exploitative conditions. Table 16.2 shows the percentage of childreirldgeticcare
involved in child labour, anthe percentage of childresged 5i 14 whoattend school

Table 16.2: Child labour and school attendance

Percentage of children aged B} who are involved in child labour and who are attending school, and the percentage
of children aged &14 years attending school who are inxed in child labour, Solomon Islands 2015

All children aged §14 Children gged §14 involved Children aged §14 attending
in labour school
Number | Percentage of Number of Percentage of Number of
Background Percentage Percentage . . . X .
characteristic of children  of children _of child labourers children children attending  children
involved in _ attending children who are _aged &1_4 _school vv_ho are aged &_14
child labour school aged attending myolved in involved in child attending
5¢14 school child labour labour school
Sex
Male 46.6 80.6 3,793 82.2 1,767 47.4 3,059
Female 49 80.9 3,606 82.2 1,769 49.9 2,917
Residence
Urban 26.4 83.1 1,126 84.7 298 26.9 936
Rural 51.6 80.3 6,273 82 3,238 52.7 5,040
Region
Honiara 18.2 82.3 681 827 124 18.3 560
Guadalcanal 44.9 85.7 1,296 89.2 582 46.8 1,111
Malaita 49.3 77 2,133 79.7 1,053 511 1,642
Western 46.7 78.6 1,063 80 496 47.5 835
Other provinces 57.5 82.1 2,226 81.8 1,280 57.3 1,828
Age
5¢11 61.6 76.9 5,348 81.8 3,295 65.5 4,114
12¢14 11.7 90.7 2,052 87.4 241 11.3 1,861
Mother's education
No education 48.6 76.8 919 81 447 51.2 706
Primary 49.6 80.4 3,305 82.4 1,638 50.8 2,658
Secondary 46.5 83 1,190 84.7 554 47.5 987
More thansecondary 30.2 87.5 283 90 85 31 248
Missing 15.6 69.6 8 42.3 1 9.5 6
Wealth quintile
Lowest 51.2 74.5 1,639 74.9 839 514 1,221
Second 54.1 79.9 1,605 81.9 869 55.5 1,283
Middle 50.9 82.3 1,521 84 775 52 1,252
Fourth 49.8 82 1,421 86 708 52.2 1,166
Highest 284 87 1,212 88.7 345 29 1,054
Total 47.8 80.8 7,399 82.2 3,535 48.6 5,976
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At the time of theSIDHS 2015 there wereZ,399 children agedi34, and ¢ this total, 486 (3,535)were
involved in child labar activities,and 826 attendedschool. The proportion afild labarrers who attend
school is higher in urban ad more common among older children age@d1# and increasswith an
increag inhousehold wealth.

Another 8% (5,976) of children aged 24 are childremvho attend schookndabout 496 are chidrenwho
attend school and are involved in child labactivities This situation is more common in rural areas, among
youngerchildren and among childrewhosemotherhasno education.

16.3 CHILD DISCIPLINE BY BACKGROUND CHARACTER ISTICS

Discipline is usedo prevent futurdl behaviar. The manner in which parerdscaretakers discipline their
childcanhavelony er m consequences to t he Achilddisdpire madelesr el o p n
was incorporated to the SIDHS 2015household questionime with the purpose of obtainingformation

on thetypes ofdisciplinary methods used with children ddé 14 by parents and caretakers living in the

same household. The module aimed to elicit a range of disciplinary practices, frainlanhapproache

to psychological aggression to moderate and severe forms of physical punishment.

The questions included are especially designed to measure some of the common ways in which parents
discipline their children. These questions are not intended to coypeactices that parents use to discipline
children, but rather to coverse of the more common methods.

The module has a unique structure and approach such that information is gathered on only one randomly
selected child agedi 14 years within a householdhe first part of the module lists all eligible children

within the household and then randomly selects one child within that houseletdewers then posed
questions to the childds parents ( motdngnelelseart her )
the household used any of a list of methods to discipline the child in the previous Respbnses were
grouped into the followingategories: 1) only newiolent discipline (e.g. taking away privileges, explaining

to the child why his oher behaviour is wrong); 2) any physical punishment (e.g. hitting the child either with

or without a tool); and 3) severe physical punishment (e.g. hitting the child on the face or head, or hitting the
child very hard with a tool); 4) psychological aggies (e.g. shouting, yelling or screaming at the child or
giving the child something else to do); and 5) any kind of violent discipline method (e.g. any physical
punishment, severe punishment or psychological aggression). The results are presented6i3Table

The majority of children (86%) receive some form of violent discipline. These children received some form
of physical punishment, severe physical punishment, and psychological aggression in the month preceding
the survey. Children living in rural @as, children with mothers or caretakers who have little education, and
children living in lower wealth quintile households are more likely to experience some form of violent
discipline.

The most common disciplinary method used by mothers or caretageyslimlogical aggression. A greater
percentage of children receive this disciplinary method (78%), which includes shouting, yelling or screaming
at the child or given a child something else to do, while 68% receive any type of physical punishment.
Children living in rural areas, living in the lowest wealth quintile households, and whose mothers or
caretakers have little education are more likely to experience or receive these types of disciplinary actions.

The data also show that 22% of children receivergephysical punishment. Few children (13%) receive
nonviolent discipline.
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Table 16.3: Child discipline

Percentage of children aged™, according to method of discipliningethbhild, Solomon Islands 2015

Respondent | Number of
Only Any Number | believes that | respondents
. Any Severe . . .
Background non- Psychological ? : violent of the child to the child
- . ; physical physical Lo . o
characteristic violent aggression unishment  ounishment discipline | children needs to be discipline
discipline P P method | aged 14 physically module
punished (2¢14)
Sex
Male 11.8 78.3 70.2 23 86.2 5,141 2,338 4,985
Female 13.3 77.3 66.2 21 84.7 4,862 2,157 4,555
Residence
Urban 19.9 65.7 59.5 15.2 75.7 1,540 536 1,475
Rural 11.2 80.1 69.9 23.3 87.3 8,462 3,958 8,066
Child's age
2¢4 years 12.6 74 72.7 22.4 84.6 2,514 1,107 2,321
5¢9 years 10.5 79.9 73.1 25.1 87.8 3,912 1,882 3,867
10¢14 years 14.8 78.1 59.7 18.2 83.6 3,575 1,505 3,352
Caretaker education
No education/ Pre 12.2 80.7 66.9 18.2 86.8 1,474 704 1,425
school/ Other
Primary 11.3 79.3 69.7 24.2 86.8 5,563 2,559 5,288
Secondary 12.3 76.2 69.8 20.3 85.4 2,324 1,022 2,252
More than secondary|  ,, g 63.7 51.1 153 71.4 530 186 522
(Tertiary/Vocational)
Caretaker not in
household G ¢ < ¢ ¢ ar 0 0
Missing 28.3 67.9 67.9 47.8 67.9 64 22 53
Wealth index quintile
Lowest 10.7 83.4 71.4 26 87.8 2,246 1,113 2,124
Middle 10 81.1 71.7 22 88.5 2,076 988 2,009
Fourth 14.4 73.8 66.3 20.1 83.7 1,919 805 1,836
Highest 19.5 65.9 58.7 13.3 76.1 1,616 544 1,552
Total 12.5 77.9 68.3 22 85.5 10,002 4,494 9,540

na = not applicable
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APPENDIX A: SAMPLE DESIGN AND IMPLEMENTATION

Al INTRODUCTION

The 2015 Solomon Islands Demographic Health SurS€YHS 2015 is the second survey of its kind and

follows the fist survey implemented in 200B007. The survey is a nationwide and calls for a nationally
representative sample of about 5 domains namely, Western, Guadalcanal, Malaita, Honiara (as a separate
province) and all/l ot he®Ot lpero& i mrewi mc es ,c owntbii aile dg iuv
country. All women and men agééi 49 living in the selected households or staying in the households the

night before the survey were eligible for individual interview. All womenEgid9 and children btween

age 659 months in albf the selected households were eligible for an anaemia test. The survey is designed

to provide estimates on the levels of fertility, infant and child mortality, use of contraception and family
planning, and family welfare arfealth indicators.

Solomon Islands is divided into 9 main provinces. Honiara, the national capital city is on Guadalcanal
province, but is treated as a separate province from Guadalcanal and is regarded'agrdwnt®. It is
subdivided into wards @renumeration areas. Each province is subdivided into districts and each district into
villages. In addition to these administrative units, during the last census in 2009, each sector was subdivided
into convenient areas called census enumeration areak (B£otal, Solomon Islands has about 1,342 EAs.

The list of EAs has census information on households and population counts, and also the census cartographic
materials. This list of EAs was used as the sampling frame f&ieS 2015

The survey estimas of theSIDHS 2015will be reported for the country as a whole, for urban ramal
areas, and foHoniara the capital city, and each of tbéher 4 provincesnamely,Guadacanal, Malaita,
Western and Other Provinces.

A2 SAMPLE FRAME

The sampling fram used for th&IDHS 2015s based on the Solomon islands HousingRopulation Census
conducted in 2009 by the National Statistics Office. The frame consists of 1,342 EAs. An EA is a convenient
geographical area with an average size of about 60 to 1@elads. The frame contains information about each

EA location, the type of residences, the number of households, and the population. Each EA has a cartographical
map that delimits the boundaries and shows the main landmarks of the EA. Table A.1 sz tbensus
household distribution by province.

Table Al: Population and households distribution by province, 2009 Census

Province Population % Households %

1. Choiseul 26,372 5.1 4,712 5.2
2. Western 76,649 14.9 13,762 15.1
3. Isabel 26,158 5.1 5,143 5.6
4. Central 26,051 5.0 4,905 5.4
5. RenBell 3,041 0.6 688 0.8
6. Guadacanal 93,613 18.1 17,163 18.8
7. Malaita 137,596 26.7 24,421 26.8
8. Makira 40,419 7.8 7,173 7.9
9. Temotu 21,362 4.1 4,303 4.7
10. Honiara 64,609 125 8,981 9.8
Total 515870 100 91,251 100

A.3 SAMPLE DESIGN AND IM PLEMENTATION

The sample for th8IDHS 2015was a stratified sample, selected independamtiyo stage$rom the sampling
frame. Stratification was achieved by separating each geographical domain into unheal anedag10 stratums
in total).
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In the first stage, EAs were randomly selected from each of the 10 stratas with probability proportiondhto size

total, 211 EAs were selected. After the selection of the EAs and before the main survey enuaé@isshold

listing operation updating was carried out in all of the selected EAs. The household listing consisted of visiting
each of the 211 selected EAs, drawing a location map and a detailed sketch map, and recording on the household
listing forms alloccupied residential households found in the EA with the address and the name of the head of the
household. The resulting list of households served as the sampling frame for the selection of households in the
second stage.

In this second stage of selecti@nfixed number of 24 households per EA were selected in every urbaearand

EA through equal probability systematic sampling based on the newly updated household listing. Table A.2 shows
the sample allocation of EAs and households according to pravinicey urban and rural.

Table A2: Sample allocation of EAs and households according to province and by region, 2015 SIDHS

Distribution of enumeration areas and households in the sampling frame by province, 2015 SIDHS

. Enumeration Area Households

Province

Urban Rural Total | Urban Rural Total
Honiara 29 na 29 696 na 696
Guadanacal 12 33 45 288 792 1,080
Malaita 8 37 45 192 888 1,080
Western 12 33 45 288 792 1,080
Other Provinces 8 39 47 192 936 1,128
Total 69 142 211 | 1,656 3,408 5,064

A4 SAMPLE PROBABILITIES AND SAMPLE WEIGHTS

Due to the noiproportional allocation of the sample across domains and urban/rural areas, and differential
response rates, any analysisStbHS data requires the data to be weighted. Weights are applied to the data
to ensurehat survey results are representative at both the national and domain level. Since the XDHS sample
is a twastage stratified cluster sample, sampling weights are calculated based on sampling probabilities for
each sampling stage and for each cluster u® the following notations:

P first-stage sampling probability of tfifecluster in straturh
Pxi:  secondstage sampling probability within thiecluster (households)

Letan be the number of clusters selected in stradtuviy the number of househds according to the sampling
frame in thaé™ cluster, anda v, the total number of households in the stratum. The probability of selecting

theit cluster is calculated as follows:

a,, M i
a M
Let b,; be the proportion of households in the selected cluster compared to the total number of households

in clusteri in stratumh if the cluster is segmented, otherwiise=1. Then the probability of selecting cluster
i in the sample is:

3y Mhi, by,

P1ni= —
a M

Let |, be the number of households listed in the household listing operation in icinsteatunmh, let g,

be the number of househol ds sel ect ed i ffor etch e cl u.
household in the cluster is calculated as follows:
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The overall selection probability of each household in clustéstratumh is therefore the product of the
two stages selection probabilities:

Py = Bhi® Py

The design weight for each household in clustéstraturmh is the inverse of its overall selection probability:

Next, the design weight is adjusted for household-response and individual n@asponse to get the
sampling weightgor households and for women and men, respectively-rigponse is adjusted at the
sampling stratum level. For the household sampling weight, the household design weight is multiplied by the

inverse of the household response rate, by stratum. For thewains i ndi vi dual sampl
household sampling weight is multiplied by the in
For the mendés individual sampling weight, the hou
merdbs individual response r at-espondeythe sampliag weights ar&f t e r

normalized to get the final standard weights that appear in the data files. The normalization process is done

to obtain a total number of wmeighted casesqual to the total number of weighted cases at the national

level, for the total number of households, women, and men. Normalization is done by multiplying the
sampling weight by the estimated sampling fraction obtained from the survey for the housédiuctiree
individual womands weight, and the individual ma
which are valid for estimating means, proportions, ratios, and rates, but are not valid for estimating population
totals or for pooled data.

A.5 SAMPLE IMPLEMENTATION

Table A.3 and Table A.gresent response rates for women and men, respectively, by urban and rural areas and
by region. The male subsample constituted one in tw

303





































































