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Nowadays conflicts with the aim to political control the population within states become more
prevalent. In these type of conflicts mass exclusion is often a strategic goal. In addition,
migration policies of governments increasingly restrict displaced people to cross their borders
to find security, resulting in a growing number of vulnerable people who cannot leave their
country (Castles, 2003; Esscher, 2004). At the beginning of 2006 the UNHCR estimated 8.4
million refugees and 23.7 million internally displaced persons (UNHCR, 2006).

These so called internally displaced persons face particular reproductive health risks due to a
complex set of factors of which the disruption of health care systems and life trajectories, loss
of income and social networks, changing population structure and power relations are some
examples (Esscher, 2004; Krause et al., 2000).

The importance of treating and preventing poor reproductive health outcomes and risks of
people who face emergency and displacement is acknowledged at the International
Conference on Population and Development of 1994, after which a broad set of interventions
is designed and implemented to improve the situation of these populations (Esscher, 2004;
Krause et.al., 2000; UNHCR, 1999).

This thesis aims at getting insight in some aspects of the reproductive health situation of
populations living in conflict affected areas in Sri Lanka. Due to the long lasting conflict, few is
known about the living and health situation of these populations, in particular those living in
the Northern and Eastern regions. This information gap is a consequence of the fact that
(national) surveys and censuses are not able to cover these areas due to problems in access
and safety.

Another reason for studying these utilisations in particular, is that knowledge about maternal
health and its determinants, as well as the reproductive health situation of displaced persons
is known. In addition, theories concerning individual motivation and decision making
processes are widely used in understanding human behaviour, together with the observation
that more models are provided to study the utilisation of (health) services.

Nevertheless, it is difficult to find studies that focus in particular on the utilisation of health
services of displaced persons.

The overall objectives of this research are to explore the extent to which internally displaced
persons living in different settings are underserved in maternal health and family planning
services, and how these possible found equalities or inequalities in utilisation of maternal
health care services and family planning methods can be explained, thereby including two
additional explanatory factors to the analyses, i.e. self efficacy and displacement related
factors.

These insights are needed because the utilisation of these services are necessary in the
contribution to the (maternal) health situation of women. Having insight in the situation and
the factors that determine the utilisation of these services and family planning methods,
interventions can be developed and resources might be better allocated in order to improve or
change the situation, if needed.

This research is different from other investigations that are done on the utilisation of services,
because in addition to the most commonly used demographic and socioeconomic factors to
explain these utilisation, some displacement and psychological related factors are
incorporated in the analyses. The objective of the inclusion of the psychological factor self
efficacy is to get some insight in the predictive value of this factor that captures a crucial part
of individual motivation and decision making processes, as well as personality traits.
Nowadays the concept is acknowledged to be of importance in studying human behaviour,
because it captures processes of individual motivation and decision making. This process has
to be taken into account when studying individual behaviour, like utilisation of maternal health
care services and family planning methods. The perceived ability of individuals to perform the
behaviour needed to get access to these services is of importance in the understanding of
utilisation of services, because it are not only demographic or socioeconomic factors that
contribute to this understanding, but also psychological processes play a role in this.

For the reason that especially the situation of internally displaced persons is of concern in
this research, it is of interest to understand whether and how this displacement contributes to
the explanation of the utilisation of selected services.
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In this study, it becomes clear that socioeconomic and health policies of Sri Lanka led to an
overall improvement of health circumstances. An outcome of these policies is that the crude
birth rate decreased considerably since 1940 and has reached a level of 19 births per 1000
inhabitants; the crude death rate is at a low and constant level since the eighties, i.e.
approximately 6 deaths per 1000 inhabitants. Then, Sri Lankan life expectancy increased
from 55 years in 1950 to 72 years in 2000.

In relation to maternal health, the total fertility rate is below replacement level since 2000, and
maternal mortality has reached a relatively low level of under five maternal deaths per 10,000
live births.

The Demographic and Health Survey of 2000 showed that in Sri Lanka 97 percent of
pregnant women receive antenatal care. Skilled attendance during delivery increased from 27
percent in 1939 to 89 percent in 1996 and is currently at a level of 98 percent (World Bank,
2005). Then, over 70 percent of women in their reproductive age use, modern or traditional,
family planning methods (World Bank, 2005).

Unless these positive indicators, it is also a fact that this development does not equally occur
within the country. When exploring Sri Lankan studies and statistics concerning population
and development, it becomes immediately clear that in the majority of studies the Northern
and Eastern regions are not taken into account since the 1980s. The country is affected by
the already two decades lasting conflict between the Sri Lankan government and the
Liberation Tigers of Tamil Eelam resulting in a disruption of (health) infrastructure, but also
leading to large scale and long term displacement. Consequently, of this situation, an
estimated 800,000 people have been forced to move once or more during this already two
decades lasting conflict. In Northern and Eastern provinces 80 percent of the population has
faced displacement at least once in his or her live (Skinner, 2005). Especially these Northern
and Eastern regions show relatively high maternal mortality rates, as far the situation enabled
to evaluate maternal deaths.

For getting insight in a set of factors that might cause these high maternal mortality rates, it is
chosen to explore and analyse the utilisation of maternal health services. The three services,
known as being the most powerful predictors of maternal health are the number of antenatal
checks, the attendance of a skilled assistant at delivery, together with the number of visits of a
midwife at home. In addition, utilisation of modern family planning methods gives information
whether individuals are able to plan their fertility in order to avoid unwanted or unplanned
pregnancies, increasing the risk of complications.

Recently collected data resulting from the project “Millennium Development Goals; A multi-
country research into the living conditions of refugees, asylumseekers, and internally
displaced persons” of the UNHCR is available and used for this research. As mentioned, due
to the unstable situation in the Northern and Eastern provinces of Sri Lanka, most of the
surveys held in the country do not cover (parts of) these areas. To overcome this information
gap individual information about the living conditions of refugees and internally displaced
persons is collected for this project in three countries, of which one is Sri Lanka.

The main conclusions that can be drawn from the first data exploration are that the number of
antenatal checks, together with the number of visits of a midwife at home are seem to be
lower for displaced women than for non displaced women. Concerning the attendance of a
doctor at birth the same observation is made. But for the reason that the majority of deliveries
is attended by a skilled assisted, i.e. if not a doctor, then a nurse or midwife, it must be kept in
mind that utilisation of this maternal health indicator does not seem to have important
differences between non displaced and displaced women. Thus, the majority of women were
adequately skilled attended at delivery.

Regarding the utilisation of family planning methods, frequency distributions showed that the
utilisation of modern as traditional family planning methods is low, i.e. 20 percent of all
respondents aged 15-54 used a modern method the past 12 months. In comparison with the
national statistics reporting that at least 70 percent of the population used family planning
methods, this is an important finding for this population under study. When distinguishing this
use for displacement status, displaced women have the highest utilisation, while returned
displaced women have less often used a modern family planning method.
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In order to get insight whether these differences can be attributed to displacement, or that it
are other factors causing these differences, further analyses is needed to get insight in this.
For this reason, quantitative analyses are conducted by applying logistic regression in which
the four utilisations are dichotomously constructed. In addition, the contributions to the scoring
level of self efficacy is analysed.

The first important conclusion that can be drawn in relation to the research interest is that
above differences found for displaced and non displaced women are partly attributed to
displacement. This can be concluded because when controlling for other factors no significant
differences are found for the different displacement statuses and their prediction of the
dependent variables, except for one. It are the appropriate number of four antenatal checks
which are provided significantly less often to displaced women.

Of these other independent variables ethnicity and place of residence seem to be the most
important explanatory factors for the utilisation of maternal health services, while for family
planning it are marital status, parity, and ethnicity contributing most to the explanation of use.
For the reason that almost no differences are found concerning age, wealth, and education, it
can be confirmed that the Sri Lankan health system does not discriminate for these features.
Also in those areas affected by conflict the aim of Sri Lankan policy to provide an egalitarian
health system is more or less fulfilled.

Then, self efficacy is the factor to which most attention is given in the research design in order
to include individual processes of behaviour into the analysis. Interestingly the concept has
predictive value in all four models, although its effect is not consistent. Self efficacy has a
positive impact on the attendance of a doctor at delivery, as for the number of visits of a
midwife at home. The ability of women to receive the care they need is therefore an important
finding in the research, contribution to the explanation of found differences in utilisation.

Another aim of the research is to get insight in the factors contributing to the prediction of this
self efficacy itself. Although the constructed model has a very low predictive power,
displacement related factors do make a difference in the prediction of self efficacy. When
controlling for various factors, displaced persons have a higher self efficacy than those non
displaced, and being displaced more than two times results in an even higher level of self
efficacy. In addition, duration of stay at place of residence make displaced persons have a
higher likelihood to score above the average level of self efficacy. Reflecting these results on
theory it can be concluded that displacement enforces one’s ability to perform specific
behaviour. By overcoming barriers and challenges during tensions, displacement, and
building a new life, it seems that persons become more self efficacious.

Recommendations that can be made from this research in order to improve the situation of
displaced women in Sri Lanka can be made for policy as well as scientific level.

First, within the design and implementation of health policies it has to be taken into account
that it are especially Muslim women, either displaced or not, who are underserved in the
number of antenatal care checks. It can be recommended that programs should especially
target on the women.

Then it has to be kept in mind that after the 2002 ceasefire (displaced) women remain (more)
underserved in the number of antenatal checks, which is an unexpected and important
finding.

Concerning the utilisation of family planning methods, overall utilisation is very low, especially
when comparing with national statistics. This indicates that the population which is poorly
covered in national statistics has a deviant outcome comparing to the general statements
made about the Sri Lankan situation.

It is clear that the problems in measuring and monitoring the living and health situation in
conflict affected areas lead to bias results of the national situation. Therefore, it is
recommended to retrieve more information about the living and health situation of the
population difficult to reach. Only then this population can be served more adequately,
because based on the national information Sri Lanka seems to be doing well.

Recommendations that can be made in relation to further research are that this research
proved that in addition to the commonly used factors to explain utilisation of health care
services, self efficacy has a clear and strong predictive effect. Then it is found that that
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displaced persons have a higher self efficacy, possibly through overcoming complex
obstacles and experiences relating to this event. Therefore, it is recommended that this
concept, as possibly other psychological aspects, has to be taken into consideration in
understanding health care seeking and utilisation in relation to maternal or reproductive
health. Because the concept has a strong effect it is of interest to explore its determinants
more carefully in order to understand which particular (displacement related) factors do make
a difference.
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1. Introduction

“ Sri Lanka, a kind of Darfur”

........ is written on the front page of an opinion magazine in December 2006.
The article gives on overview of the situation two years after the Tsunami hit the
Island. Increasing tensions between Tamil Tigers and the government disrupt
the reconstruction work within the Tsunami affected areas. Because of safety
reasons humanitarian aid organisations have to leave again. For already more
than two decades Sri Lanka suffers from an internal war. Consequently an
estimated 800,000 people have been internally displaced. Unfortunately, this
overwhelming number of people is a very small proportion of the total number of
people being displaced every year worldwide, all trying to live a life as every
human being tries to do, including to love and raise their children....................

Today forced migration has to be seen as both a result and a cause of global and social
transformations. New type of conflict, violence, and mass flights emerged from the 1960s, in
the context of struggles of decolonization, state formation, and the incorporation into the
bipolar world order of the Cold War. The context of this trend is the inability of these regions
to achieve economic and social development after failing to build legimate and stable states
(Castles, 2003). Up to the Cold War conflict was mainly common on a large political scale
aiming to control territories on inter-state level. Nowadays conflicts with the aim to political
control the population within states are more prevalent, in which mass exclusion is often a
strategic goal. In addition, migration policies of governments increasingly restrict affected
people to cross borders to find security, resulting in a growing number of vulnerable people
who cannot leave their country to find security (Castles, 2003; Esscher, 2004). Although exact
numbers are difficult to obtain due to restrictions in definition and registration, the UNHCR
estimated 8.4 million refugees and 23.7 million internally displaced persons (IDPs) worldwide
at the beginning of 2006 (UNHCR, 2006).

These so called internally displaced persons, often already marginalized groups within their
society, face particular reproductive health risks due to a complex set of factors of which the
disruption of health care systems and life trajectories, loss of income and social networks,
changing population structure and power relations are some examples (Esscher, 2004;
Krause et al., 2000). Resulting reproductive health risks are gender and sexual based
violence, increasing vulnerability of adolescents due to instability in sexual and reproductive
development, rising number of unwanted pregnancies due to forced and unprotected sex,
limited or interrupted access to contraception, and growing number of (unsafe) abortions with
subsequent mortality, morbidity, stigmatizing and social exclusion. Also, lack of adequate
nutrition, together with the increase of infectious diseases affect the overall health status
indirectly affecting reproductive health status of the population. Finally, the disruption of health
care systems lead to underprovision and difficulties in accessing care needed. (Krause et.al,
2000; McGinn, 2004; McGinn et.al, 2004; UNHCR, 1999). Discrimination and social exclusion
might play another role in this accessibility.

In addition to these observations, theory states that fertility is decreasing during crisis due to
decrease in (marital) fertility due to the absence of spouses or postponement of marriage, but
also resulting from decreasing fecundity caused by stress and malnutrition (Palloni, 1990).
Consequently fertility is rising after stabilisation of the situation, exposing more women to
above reproductive health risks.

The importance of treating and preventing poor reproductive health outcomes and risks of
people who face emergency and displacement is acknowledged at the International
Conference on Population and Development of 1994, after which governments and
organisations increasingly implemented reproductive health interventions within humanitarian
assistance programs in order to provide reproductive health facilities (Esscher, 2004; Krause
et.al., 2000; UNHCR, 1999). Although these interventions within basic humanitarian aid save
a lot of lives and morbidities, disparities in reproductive behavior, need, risks and outcomes
exist within and between displaced populations (McGinn, 2000).
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1. Introduction

This thesis aims at getting insight in some aspects of the reproductive health situation of the
population living in conflict-affected areas in Sri Lanka. Because of the long lasting conflict,
few is known about the living and health situation of the population living in these areas,
which are in particular the Northern and Eastern regions. This information gap is caused by
the fact that (national) surveys and censuses do not cover these areas because of safety
reasons.

Another reason for studying these utilisations in particular, is that knowledge about maternal
health and its determinants, as well as the reproductive health situation of displaced persons
is widespread. In addition, theories concerning individual motivation and decision making
processes in relation to behaviour are widely used, together with more models that are
provided to study the utilisation of (health) services.

Nevertheless, it is difficult to find studies that focus in particular on the utilisation of health
services of displaced persons. No clear findings are formulated that summarise the most
important determinants of the utilisation for this population in particular. As mentioned before,
this research tries to find some of them.

For attaining this insight, the focus is laid on the utilisation of most important maternal health
services (antenatal care checks, skilled attendance during delivery, and visits of a midwife at
home), as well as on the utilisation of modern family planning methods. The population under
study are displaced and non displaced persons, both living in the same areas under study, of
which the former are living in either welfare camps or elsewhere, possibly with relatives or
friends.

This quantitative research aims at finding an explanation for similarities or differences in the
utilisation of maternal health services and family planning methods among people living in
conflict affected areas in order to contribute to the understanding of the establishment of
these similarities or disparities, as to contribute to existing knowledge of health behaviour of
this population.

Anticipating on this aim, the following research questions, subsequently their objectives are
covered in this research:

1. How often do displaced and non displaced women living in conflict affected areas make
use of reproductive health facilities in order to attain a healthy reproductive status?

la. How often do displaced and non displaced women living in conflict affected areas in Sri
Lanka make use of maternal health services (antenatal care, skilled attendance during
delivery, visits of midwife at home) in order to go through safe pregnancy and delivery?

1b. How often do displaced and non displaced women (and men) in their reproductive ages
and living in conflict affected areas make use of modern family planning methods in order to
plan, space, or prevent pregnancy, but also to avoid STls and STDs?

The objective of these first explorative questions is to get insight in the overall use, but also in
the frequency and quality of selected maternal health services of the last pregnancy since
2000 of women living in conflict affected areas in Northern and Eastern districts of Sri Lanka.
In addition, an explorative overview of the utilisation of modern family planning methods of
women in their reproductive age is provided. Having this overview, something can be said
about the reproductive health situation and behaviours of a population, which is not, or partly
covered in censuses, Demographic and Health Surveys (DHS), and other country statistics.
When comparing two living situations, i.e. those either displaced or not, something can be
said about the (under) utilisation of these health services for these particular populations in
order to improve their reproductive health situation.

2. Which factors contribute to the explanation of found similarities of disparities in the
utilisation of maternal health services and family planning methods of displaced and non
displaced women? Do self efficacy and displacement have an additional contribution to this
explanation?

It is known that socioeconomic (household wealth, education and the status of women), and
demographic characteristics (age, marital status, parity etc) are important factors that affect
the utilisation of health services and family planning methods, as well as their proximate
determinants.
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1. Introduction

In addition to this knowledge, this research incorporates two factors, namely self efficacy and
displacement related factors. These factors might play an additional explanatory role in the
analyses on the utilisation of health services. Self efficacy determines the ‘construction’ of
actual behaviour for a large extent. The reason for taking the influence of this psychological
concept into account is that in existing studies and models concerning the utilisation of health
services no or few attention is given to the individual decision making processes that are
related to the performance of behaviour in which self efficacy plays an important role.

Then, displacement related factors are taken into account for the reason that displacement
impacts individual life in several manners, by for example the disruption of life course careers
impacting the sequence and timing of reproductive events, i.e. nuptiality and fertility,
indicating that the reproductive health status might also be influenced.

Then, displacement can have a significant impact on psychological factors, in this study
conceptualised as self efficacy. For the reason that self efficacy determines how a person
feels, thinks and acts, it might partly explain how people make use of health care services and
family planning methods.

This second question has an explanative function and tries to get insight in the factors that
explain or predict the use of maternal health care services and family planning methods of
women living in the conflict affected areas under study. Thereby this question aims at getting
insight in the found similarities or disparities of the explorative first research question.
Understanding why and which women are at risk facing complications during pregnancy and
delivery due to (under)utilisation of maternal health services, or who face risk at unplanned,
unwanted or short spaced pregnancies, and being more susceptible attaining STIs/STDs, can
contribute to better allocation of services to this particular population. In these analyses, the
influences of self efficacy and displacement on the dependent variables receive more
attention in order to get insight in their impact on utilisation, probable previous health seeking
behaviour. It is important to have some insight in the impact of self efficacy because it
indicates in addition to socio economic and demographic indicators, if and how psychological
factors can contribute to the explanation of utilisation of maternal health services and family
planning methods. The same goes for displacement related factors, which are important
events that took place in the lives of the persons affected by conflict.

Because of the incorporation of self efficacy and displacement related factors, an additional
research question within this explanatory part is:

2a. Do demographic, socioeconomic, and displacement related factors contribute to the
predictive value in understanding the level of perceived self efficacy at the time of interview?
As said, by mastering events, (seeing others doing and explaining, as emotional experience)
over the life course develops a person’s way in approaching and dealing with the world.
Impact, storage, and reflection of this social learning differ over the life course. Stress or
deviant situations (like conflict and displacement) at particular stages in their lives might have
impact on the development of self efficacy. Therefore, it is of interest to know whether
displacement and the number of displacements have affected (current) self efficacy in a
particular way.

This question has the objective to get insight in the impact of conflict and displacement at
different stages in life on (perceived) self efficacy of affected persons. It is useful to have
some insight in this, because then can be anticipated on the mechanisms that underlie
decision making and behaviour of individuals that have been affected by these experiences
during their lives. In addition, the influence of the predictive value of self efficacy on the
utilisation of maternal health services and family planning methods can be taken into
consideration when understanding better how self efficacy is affected by displacement or
other factors.

Summarising, the overall objective for finding answers to above two research questions is
twofold; firstly ‘to explore the extent to which internal displaced persons living in different
settings remain underserved in maternal health and family planning services’. Secondly ‘how
equalities or inequalities in utilisation of maternal health care services and family planning
methods can be explained’ by including two explanatory variables to the analyses, i.e. self
efficacy and displacement factors in addition to the usual demographic and socioeconomic
factors, like for example age, marital status, place of residence, wealth, and education. The
frequency and quality of maternal health services and family planning methods utilisations
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have implications for the general health situation of the population, but mainly that of women
and mothers. Having insight in the situation and the factors that determine the utilisation of
these services and family planning methods, recommendations can be developed and
resources might be better allocated in order to make interventions to improve or change their
situation, if needed.

The thesis is structured in such a way that background information is given in subsequent
three chapters that cover a) reproductive and maternal health, both in relation to emergencies
situations and displacement, b) the Sri Lankan health care system, policies and demographic
change related to maternal health, and c) an historical overview of the conflict situation and its
consequences. Because the first research question requires exploration of the data, its results
and interpretations are presented in chapter four, covering also maternal mortality and health
in the conflict affected areas under study.

Then, an overview of applied theories is given in chapter five, followed by the construction of
the conceptual model to give guidance in answering the formulated research questions,
followed by the hypotheses.

Chapter six covers the operationalisation of this model after giving an overview of the
possibilities and limitations of the used dataset and the applied methods.

The results of the data analyses concerning the second research question are covered in
chapter seven in which different sections discuss the five dependent variables under study.
Finally conclusions are drawn and recommendations are made in chapter eight. Reflection on
the process of this research is given in chapter nine.
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2. Maternal health and its determinants

2. Maternal health and its determinants

This thesis aims at getting insight in some aspects of reproductive health, focusing on women
living in conflict affected areas in the Northern and Eastern regions of Sri Lanka. Reproductive
health is a broad concept that covers various aspects; i.e. fertility and family planning,
maternal health and child survival, safe abortion, sexual health and HIV/AIDS. Reproductive
health not only concerns women and children, but also adolescents and men. Access,
knowledge, information, and choice are essential concepts within reproductive health in order
to give people the opportunity to make their own choices regarding sexual and reproductive
behaviour and to go safely through pregnancy and delivery. According to the formal definition
resulting from the International Conference on Population and Development;

“Reproductive health is a state of complete physical, mental, and social well-being and not
merely the absence of disease or infirmity, in all matters relating to the reproductive system
and to its functions and processes. Reproductive health therefore implies that people are able
to have a satisfying and safe sex life and that they have the capability to reproduce and the
freedom to decide if, when and how often to do so. It also includes sexual health, the purpose
of which is the enhancement of life and personal relations, and not merely counselling and
care related to reproduction and sexually transmitted diseases” (Cited from the International
Conference on Population and Development, Cairo, 1994; Programme of Action, Paragraph
7.2).

Although there are many indicators to measure maternal health, the most commonly used
indicators are maternal mortality rates, together with the proportion of deliveries attended by a
skilled assistant'. A maternal mortality rate is defined as the number of maternal deaths® per
1,000 10,000 or 100,000 live births (in this thesis 10,000 life births is the denominator). When
nothing is done to avoid maternal deaths, ‘natural’ maternal mortality is estimated to be 150,
meaning that 150 women die out of 10,000 live births (Van Lerberghe en Brouwere, 2001).

Nowadays developed countries have reached stable and low maternal mortality rates, i.e.
approximately five maternal deaths per 10,000 live births. In developing countries instead, on
average around 50 women per 10,000 live births die (Thonneau, 2001). Consequently, an
estimated 529,000 women die each year from preventable complications of pregnancy and
delivery, of which 99 percent occur in developing countries (UNFPA, 2006). Besides this,
many more women face physical and psychological problems after surviving the termination
of their pregnancy. The Safe Motherhood Initiative estimates that for every woman who dies
resulting from pregnancy, 30 to 50 women experience temporal of chronic disabilities
(UNFPA, 2006). This means that 15 to 25 million women each year suffer from nonfatal
complications of pregnancy, which include anaemia, infertility, pelvic pains, incontinence and
obstetric fistula (UNFPA, 2003), thereby loosing a substantial number of healthy life years. In
general 15 percent of all pregnancies are at risk of complications that require emergency
obstetric care, which is an equal risk for all women worldwide (UNFPA, 2006).

Since the start of the Safe Motherhood Initiative in 1987, the reduction of maternal mortality
and morbidity is put on the agenda of many organisations and world conferences. Nowadays ,
the reduction of maternal deaths and disabilities is recognized as a human right, as well as of
great importance of international development, as formulated in the Programme of Action®.
This programme prescribes that maternal health services should be expanded in the context
of primary health care, together with the development of strategies to overcome underlying
causes of maternal death and morbidity (UNFPA, 2006). Then, the improvement of maternal
health conditions is the fifth goal of the Millennium Development Goals (MDG), aiming at a
three-fourth reduction in maternal mortality rates of 1990 by the year 2015 worldwide.

' “The process by which a woman is provided with adequate care during labour, delivery and the early postpartum
Eeriod' (Graham et. al, 2001)

‘The death of a women while pregnant or within 42 days of the termination of a pregnancy, irrespective of the
duration and the site of the pregnancy, from any cause related, to or aggravated by the pregnancy or its
management, but not from accidental or incidental causes’ (WHO, 1992. International Classification of Diseases, 10th
revision).

Programme of Action is the final outcome of the International Conference on Population and Development (ICPD)
held in Cairo, 1994.
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Having the objectives of the Programme of Action and the Millennium Development Goals in
mind, this research focuses on gaining insight in the utilisation of maternal health services
(i.e. ante- and postnatal care and the attendance of a skilled assistant during delivery) and
family planning methods, in order contribute to the understanding of one important aspect of
maternal health.

General determinants and consequences of maternal health are discussed in this chapter.
Concerning the research focus, a separate section is devoted to the impact of emergencies
and displacement on maternal health.

2.1 Causes of maternal mortality and morbidity

The causes of maternal deaths are consistent around the world. The United Nations
Population Fund (UNFPA) mentions that 80 percent of maternal deaths worldwide are caused
by five, mostly preventable, direct causes, which are haemorrhage, obstructed labour,
eclampsia, sepsis, and unsafe abortion, their distributions shown in figure 2.1. The remaining
fifth part of the causes is indirect, i.e. caused by a medical condition that is worsened by
pregnancy or delivery. These indirect causes are for example malaria, anaemia, hepatitis, and
HIV/AIDS, but also chronic diseases like heart diseases fall within this category (UNFPA,
2003).

Figure 2.1: Causes of maternal mortality worldwide, 2000

Indirect causes;
20%

Other direct
causes; 8%

Abortion; 13%

Haemorrhage;
25%

Obstructed labour;
8%

Eclampsia; 12%

Sepsis; 15%

Source: Adapted from UNFPA, 2003

Haemorrhage, or acute severe bleeding is the leading cause of maternal death and is hard to
predict, because of its possible occurrence before or between routine antenatal care visits.
Emergency obstetric care is needed to treat this complication (Bergsja, 2001).

Then, obstructed labour arises during delivery but can be predicted by having information
about previous delivery circumstances or by checking the height of the mother to determine
high risk deliveries. Usually, women who are selected to be at risk for obstructed labour are
referred to a hospital to deliver (Bergsjg, 2001). Another intervention is to institutionalize
deliveries, by making deliveries in clinics or hospitals the routine.

Third, eclampsia is defined as pregnancy induced hypertension, again difficult to prevent, but
simple to treat successfully when occurring. By diagnosing pre-eclampsia through monitoring
blood pressure and the detection of protein in the urine during antenatal checks, eclampsia
can be predicted more carefully (Bergsja, 2001).

Unclean (home) deliveries or other unhygienic circumstances can lead to infections, or so
called puerperal sepsis. The main prevention to this complication is to assure a clean
delivery, which can be assessed by the attendance of a skilled assistant during delivery
(Bergsja, 2001).

An important cause of maternal mortality that is addressed relatively recent (at the ICPD in
1994), and being a major public health problem in developing countries are deaths resulting
from unsafe abortion. Worldwide 52 million of 190 million pregnancies are aborted (UNFPA,
2006), of which the majority under unsafe conditions. As shown in figure 2.1, 13 percent of all
maternal deaths are attributable by this cause of death. Unsafe abortions are often a result of
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the illegal status of abortion, in addition to poor provision, knowledge, and use of family
planning methods, resulting in unplanned and unwanted pregnancies. Therefore, the unmet
need of family planning methods is an important factor in this, because it does not enable
women to plan and space their children according to their needs.

The first indirect cause of maternal deaths is anaemia, which increases women’s risk of
haemorrhage. Anaemia is highly prevalent among pregnant women; according to the WHO,
every second pregnant woman is anaemic. Anaemia is caused by nutritional problems and
worsened by worm infections, malaria, or other infectious diseases (WHO, 2006). Besides the
increasing risk of complications due to severe bleeding, anaemia may also result in low
weight babies (Kolsteren and De Souza, 2001).

Finally, malaria affects existing health conditions as anaemia, but also health status in
general, because immunity to malaria is reduced as consequence of pregnancy, which
increases the susceptibility for being infected. Malaria itself increases the risk of getting ill,
anaemic and eventually death. Spontaneous abortions, stillbirths, premature deliveries, and
low birth weights (cause of child mortality) are consequences of maternal malaria (WHO,
2003).

All the above causes put maternal health at risk, but can be detected and prevented by
making use of antenatal care, skilled attendance during delivery, the availability of emergency
obstetric care facilities, postpartum care, and family planning methods. These and other
determinants of maternal health are discussed in the following section.

2.2 Determinants of maternal health

Over the years, it has been recognized that the approach to detect and prevent maternal
deaths and morbidities by providing antenatal care and the training of traditional birth
assistants (TBA) did not reduce maternal mortality. Therefore a paradigm shift took place
among health professionals and policy makers, who concluded that maternal deaths result
from complications that are hard to detect, but are always treatable if Emergency Obstetric
Care (EOC) is available and accessible (UNFPA, 2006). In this research the utilisation of this
service is not investigated, although it has to be kept in mind that it is assumed that ante- and
postnatal care, as well as the attendance during delivery are performed by skilled doctors,
nurses, or midwifes, all participating in a broader network, including an Emergency Obstetric
Care, which can be referred to if complications emerge.

The provision, accessibility, and use (in time) of these services are important determinants
that influence safe motherhood and health status of women. This section discusses the
importance of these services, but also socioeconomic determinants as poverty, education and
the status of women contributing to the improvement of maternal health.

2.2.1 Maternal health services

As mentioned, the Programme of Action prescribes that maternal health services should be
expanded in the context of primary health care, together with the development of strategies to
overcome underlying causes of maternal death. There the Programme of Action also
formulated how maternal health services should look like;

“Maternal health services are based on the concept of informed choice and should include
education on safe motherhood, prenatal care that is focused and effective, maternal nutrition
programmes, adequate delivery assistance that avoids excessive recourse to Caesarean
sections, and provides obstetric emergencies, referral services for pregnancy, childbirth and
abortion complications; post-natal care and family planning” (cited from ICPD Programme of
Action, paragraph 8.22).

This implicates that besides education and nutrition, antenatal care, skilled assistance at
delivery, emergency obstetric and postpartum care, as well as family planning are essential
factors contributing to maternal health. Due the fact that this the data used for this research
enables to focuses on utilisation of antenatal care, skilled attendance during delivery, and
family planning methods, these issues are discussed, as the others are toughed upon briefly.

A major determinant of maternal health is the provision and use of antenatal care. Antenatal
care is an important entry point for women to the health care system (UNFPA, 2006). The
goal of antenatal care is to prevent, detect, and treat problems that can cause above
mentioned complications during pregnancy and delivery (Bergsjg, 2001). Many of the
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described causes can be detected and prevented by using this service. The World Health
Organisation recommends at least four antenatal checks as appropriate (UNFPA, 2006).

An important aspect of antenatal care is to address the medical needs of pregnant women.
Examples are services like tetanus toxoid immunization, information about nutrition, and the
distribution of iron and folic acid tablets, the determination of blood group type in order to save
time in an emergency situation, counselling and testing for syphilis and HIV, and the provision
of medicines to prevent vertical transmission of the HIV virus to the child (Bergsja, 2001).

In addition to prevention, detection, and treatment, antenatal care has an important
educational function. By making use of antenatal care, pregnant women get in touch with the
health system, where they and their families can be reached for information and educational
means. For example, to prevent women to die from haemorrhage, information and education
may induce women and their surroundings to seek medical care when they start bleeding
(Bergsjo, 2001). Antenatal care can also inform about family planning methods and the
dangers of (unsafe) abortion. Finally, malaria can be prevented or treated by the provision of
treated bed nets and medicines (Bergsjg, 2001).

As mentioned before, antenatal care does not have a significant impact on maternal death
risks when no referral exists with delivery and obstetric care. Nevertheless, good quality of
antenatal services improves women’s health before and after birth and make women more
likely to have a skilled attendant at delivery (UNFPA, 2006).

In the developing world, 58 percent of all deliveries take place with the assistance of a trained
or skilled attendant (UNFPA, 2006). Because most complications occur unexpectedly during,
and immediately after delivery it is of great importance that a person attends this vulnerable
moment in order to prevent or treat complications. These attendants can be skilled (i.e.
doctor, nurse or public midwife) or unskilled (i.e. traditional birth assistant (TBA), or other).
The former refers to a professionally trained health worker, trained to manage normal
deliveries and diagnose, manage or refer complications, while the latter is not (Graham, et al,
2001). In addition to training, skilled assistants are usually supported by a broader health care
system, which makes referral to hospitals of emergency obstetric care easier and more
effective, as this is not the case for TBAs (Bergstrem and Goodburn, 2001). The presence of
a skilled assistant could reduce an estimated 16-33 percent of deaths due to obstructed
labour, haemorrhage, sepsis and eclampsia (UNFPA, 2006). Because the referral capabilities
of skilled assistance within a health care network, (trained) TBAs are nowadays seen as
inappropriate, because they do not have this connection. Nevertheless, TBAs are useful in a
different way, because they can be a link between the health care system and the community
within they can encourage women to use family planning and antenatal services (Bergstram
and Goodburn, 2001). For the reason that a very low proportion of the deliveries under
analyses are attended by a TBA it is decided that this research does not take into account
these untrained assistants.

As mentioned, the paradigm shift in recommended interventions to reduce maternal mortality
laid the focus on the provision and access to Emergency Obstetric Care (EOC), being a
crucial factor to prevent maternal death together with the attendance of a skilled assistance.

It is known that 60 percent of maternal deaths occur in the days immediately after delivery. A
skilled attendant during delivery and the immediate crucial hours after delivery contribute to
the improvement in maternal and child survival and health in the postnatal period. Regular
checks of mother and child in the period after delivery are needed in order to monitor the
health of the mother and child.

Finally, the provision and adequate use of family planning methods play an important role in
the prevention of maternal mortality and morbidity. Appropriate utilisation of family planning
methods reduce (unwanted and unplanned) pregnancies, consequently unsafe abortions,
increase the space between two pregnancies; and decrease the number of high risk
pregnancies of young and older women (Safemotherhood.org, 2002).

Worldwide, one in six women who want to prevent or delay conception, are not able to do this
due to absence of appropriate family planning methods. If the demand for these unmet
methods would be met, the number of pregnancies will be reduced by 20 percent, together
with a similar decrease in deaths and morbidities (UNFPA, 2006).
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This relationship between family planning method use, fertility and maternal mortality and
morbidity is more complex than above description seems to be. Even when family planning
methods are widespread and have a high prevalence rate, failure rates can be very high in
particular cases. This can be explained by the fact that women have to control their
childbearing years for 25 to 30 years successfully when they want to avoid abortions and limit
their number of children. Failure rates vary for each method, and discontinuation increases
the risk of conception (Thonneau, 2001).

Besides provision and failure risks, the decision that has to be made whether to use, or not to
use family planning methods depends on a complex set factors, of which perceived risk,
communication between the partners, support of parents, family and peers, attitude of the
community towards sex education, and the influence of health staff are some examples
(Thonneau, 2001). This means that access to and provision of family planning methods does
not guarantee a decrease in unplanned and unwanted pregnancies, spacing, and a lower
number of births, but also other factors determine maternal health. These factors are
discussed in next sections.

2.2.2 Socioeconomic determinants of maternal health

In addition to the introduction of above services and family planning methods, demographic,
social and economic factors play an important role in maternal health. It is known that
improvements in hygiene, education, the status of women, and accessibility to health
services, reduce maternal mortality rates considerably (Van Lerberghe and De Brouwere,
2001).

In addition, poverty, wealth, and nutrition are other aspects that contribute to improvements in
maternal health. Poverty increases a women’s chance of dying because of pregnancy and
childbearing. In many countries, gaps exist between wealthier and poorer women and their
utilisation of maternal health services (UNFPA, 2006). Costs of transportation, use of health
services as well as medicines become an important barrier for women if poverty increases.
Poverty also affects the status of living and adequate nutrition intake, which directly affects
the general health status of the women and therefore the risk of complications, and poor
women are far less likely to receive antenatal care, as other health services (UNFPA, 2006).

Educational status of women contributes to the knowledge and information women receive
and have about health in general, the risks and complications that belong to pregnancy, the
(access to the) health care system, rights, and their family planning method knowledge.
Increasing knowledge influences their power and beliefs about being able to deal with
particular situations. By increasing education, status of women changes, consequently their
influence on health and other conditions. Then, education affects lifestyles and decision
making processes of both women and men, and due to prolonged education, marriage and
childbearing are postponed, thereby reducing the number of young mothers and number of
children.

It is known that of half of all women in the developing world receive the recommended
minimum of four antenatal visits, in which women with low education are underrepresented.
Women with secondary schooling are two or three times more likely to receive antenatal care
as women without education are (UNFPA, 2006).

Since the International Conference on Population and Development (Cairo 1994), it is
recognised that maternal deaths and morbidities are violations of women’s human rights and
are strongly tied to women’s status in society and economic independence (UNFPA, 2006).
The promotion of gender equality and the empowerment of women is therefore the third
Millennium Development Goal.

The status of a woman is of importance in relation to her maternal health on different levels in
society. Status of women is On national level, many governments do not give priority to the
need of women and therefore they might lack the ability to choose and access the care they
want and need (UNPFA, 2006). On household level, low status of women might lead to the
situation where low or no priority is given to investments in pregnancy and delivery care,
because they are too costly in money as well as in time. These gender inequalities within
society or the household can affect the nutritional status of the women when food and
resources are not equally distributed. Thus, often women are seen as less worthwhile to
invest in, which can have severe consequences for their maternal health (UNPFA, 2006). On
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individual level, women might lack the power to discuss reproductive needs (i.e. planning and
spacing of children), as utilisation of family planning methods with their partner.

2.3 Maternal health and emergency induced displacement

As described in above sections, maternal health status is highly depended on the provision
and access to services that support reproductive health. In the (Sri Lankan) case of
emergency and displacement, provision, access, and utilisation of these services might be
distorted, together with worsening health conditions of the affected population. In addition,
emergency and displacement situation disrupt life course careers, leading to changing
patterns of fertility, nuptiality, and mortality, indirectly influencing maternal health status. For
investigating the utilisation of maternal health services of women living in conflict affected
areas in Sri Lanka, it is of importance to have insight in these changing demographic patterns
for the reason that it gives a broader understanding of the impact on maternal health.
Therefore this section gives a short overview of the relationship between maternal health and
emergency induced displacement, thereby focusing on the causes of the changing pattern of
fertility during and after an emergency.

2.3.1 Impact of emergencies on fertility

Palloni (1990) discusses the impact of emergencies on demographic indicators. As
mentioned, concerning the fact that maternal health is closely related to reproduction it is
important to have some insight in the changing pattern of fertility and nuptiality during and
after an emergency, because these do not remain the same within and after this situation.

According to Palloni, fertility responses in two ways to emergencies, namely by reactions of
nuptiality and marital fertility patterns. Changes in the nuptiality pattern during emergency
periods occur due to several reasons. First, marriage rates decrease consequently from
increasing transaction costs. Households have to reallocate recourses due to food shortages
or loss of income, resulting in a decline of marriages that depend on dowry contracts. Other
aspects that reduce marriage rates are the absence of potential spouses due to war or
displacement and general uncertainty.

Marital fertility is affected by emergency in several ways. As a result of stress, poor physical
condition, physical separation due to war and displacement, or deliberate abstinence, the
frequency of intercourse, the length of postpartum amenorrhoea and fecundity are affected,
which has a direct impact on fertility. Women’s fecundity decreases due to stress or
malnutrition, affecting normal amenorrhoea and ovulatory cycles. Controversially, in situations
where infant mortality is high, the period of postpartum amenorrhoea is shortened, increasing
the risk of conception (Palloni, 1990).

These two examples show that emergencies influence the fertility status of the affected
population, and explain why fertility is lower during, for example conflict, and higher after
stabilisation. Underlying figure 2.2 shows the development of the Total Fertility Rate* (TFR)
and the Crude Birth Rate® (CBR) over stages of crisis. It is clear that they both decline before
the onset of crisis due to migration, a growing lack of resources and food, and a tighter
nuptiality regime. The lowest levels are reached around nine months after the beginning of
the crisis, because of lower conceptions since the onset.

Fertility increases around nine months after the stabilisation due to catching up of postponed
marriages and restoration of pre-conflict marital fertility. The level of the increase in nuptiality
depends on the composition of the marriage market; conflict that caused high mortality rates
among young men can result in a smaller marriage market, the same as displacement of
potential spouses has (Palloni, 1990).

Excess in TFR can be explained by the unusual composition of the female population who are
at risk to become pregnant; depending on the length of the crisis infant mortality and the
impact of changing nuptiality and marital fertility patterns, the number of women who are

* The average number of children a woman would bear if she survived through the end of the reproductive age span
and experienced at each age a particular set of age specific fertility rates (Preston et.al, 2001).

® The number of birth in the population between time 0 and T, by the number of person-years lived in the population
between time 0 and T (Preston et.al, 2001).
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susceptible for conception increased after the stabilization of the crisis. The increase of the
CBR is a direct consequence of increased TFR as well as compositional changes Thus, even
when a population does not intend to replace the lost population, fertility will rise, especially
the situation affected the population structure in such a way that a young females are highly
represented (Palloni, 1990).

Figure 2.2: Ratios of fertility measurements during crisis to fertility measurements during normal periods, CBR and TFR.
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Source: Adapted from Palloni, 1990, pp. 207

2.3.2 Impact of emergencies on maternal health

As discussed above, women in their reproductive age are a vulnerable group concerning their
health, especially in crisis situations. It are often women who have to flee from conflict and
violence in order to find a safer place to live with their children. These women become a
vulnerable group concerning their increasing risk of sexual and gender based violence, but
also the break-down of families and relations, and the general safety situation lead to their
increasing vulnerability. Due to changes in the age and sex composition, displaced women
are at risk of rape and sexual assault. In addition to reduced access to and provision of
services, they have to deal with the consequences of these risks, as well as with their
changing fertility and fecundity status, being different from the normal situation. As stated
above, fertility might increase after (re)settlement, but due to lack of services, nutrition, and
hygiene, these women have to deal with additional complications resulting from pregnancy,
delivery, and abortions. Poor nutrition, lack of resources and the prevalence of infectious
diseases due to epidemics and poor sanitation might lead to a worsening of the maternal
health situation.

Displaced women are at higher risk to get anaemic due to deficiencies of nutrients and
malnutrition. As said, anaemia worsens maternal health and increases the risk of severe
bleedings. Poor hygiene in displaced circumstances increases the risk of infections, which are
unfavourable for pregnant women.

Lack in the provision of family planning methods, increase the number of unwanted and
unplanned pregnancies, as well as the risk of attaining STD and HIV/AIDS. Besides this,
women face more difficulties to space their births. The increase of unsafe abortions,
consequently maternal mortality and morbidity can be a result of a lack of family planning
methods for those who are living in emergency affected areas.

A maternal death or morbidity has implications for different levels in society. Families,
communities, but also the countries are affected. Because (very young) children are less
protected and are confronted with more extensive health problems due to lack of care, their
risk of getting sick or facing death increases due to the loss of care and protection of the died
or sick mother (Campbell, 2001). They may suffer prolonged homelessness or might become
orphans. Relatives or friends become responsible for taking over the household. Then, the
loss of production and resources lead to increasing poverty, and for families that are already
displaced due to emergency these consequences might be even more complex. Malnutrition
might increase resulting from possible increasing poverty due to this loss.
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On country level, high maternal mortality generates high social and economic cost due to the
loss of a person within her (re)productive years. Then high mortality in reproductive age
decreases life expectancy of women, but also that of their family, especially their children.

This chapter gave insight in maternal health and its determinants, the importance of maternal
health, and the causes and consequences of emergencies in which women become more
vulnerable to poor maternal health and other reproductive health outcomes.

This knowledge, as the observations done concerning the reproductive health situation of
displaced persons is widely described in the literature, project programmes, and presented in
the different media sources. In addition, theories dealing with migration and displacement,
processes of individual behaviour and decision making, as well as the determinants of the
utilisation of (health services) are widely used in science.

Nevertheless, it is difficult to find studies that focus on the utilisation of health services of
displaced persons. No clear findings are formulated that summarize the most important
determinants of the utilisation of health services for this population in particular. As mentioned
before, this research tries to find some of them.

But before going into more detail on the maternal health situation of the population under
study, i.e. people who are living in Sri Lankan conflict affected areas, together with their
utilisations of maternal health services and family planning methods, next chapter provides
background information on situation and developments concerning health, policies, and
demographic change in Sri Lanka, in which the focus is laid on fertility and maternal health
issues. In addition an historical overview of conflict and displacement is given.
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3. Health, policies, demographic change, and conflict in Sri Lanka

Because the determinants of maternal health described in previous chapter are very context
specific, this chapter gives an overview of Sri Lankan policies and services. For example the
health and educational system, followed by more specific information on the maternal health
(care) policies and situation of the country is given. In addition, a short overview of
demographic changes of indicators in relation to maternal health is given in order to get some
insight in the impact of described implemented policies on demographic on aspects of the
population, in this case especially for maternal health indicators.

Finally, a short historical overview is given on the conflict and its consequent (long term) high
number of displaced persons, together with the contribution of the Tsunami that hit the island
at the 26" of December in 2004.

3.1 Sri Lankan health policies and services

Sri Lankan policy, irrespective of the government in power, has always regarded education
and health as crucial factors contributing to socioeconomic development. A feature of Sri
Lankan state policy is the concept of equity and social justice in favour of the underprivileged,
resulting in high literacy rates (males 92.4 percent; females 89.7 percent in 2001)
(Department of Census and Statistics, 2005), and life expectancy at birth (males 68 years;
females 75 years) (WHO, 2006), both being relatively high within the region.

Health care in Sri Lanka is delivered through a network of hospitals and outpatient care
centres throughout the whole island. Public services are (almost) free of charge and fall under
the responsibility of the Central Ministry of Health and the eight provincial councils (WHO,
Regional Office for South-East Asia, 2006). Until the 1920s, modern health facilities were
restricted to urban or military centres, while rural communities were responsible for their own
health care needs where medical problems were mainly treated by traditional practioners
(Somanathan et.al, 2002).

Since the 1930s, governments started to expand their public health systems into rural areas,
as well as to train traditional practioners. This was also applicable for Sri Lanka, where
maximisation of social welfare became an ultimate governmental goal since then. Since the
1940s, three other goals have been of main importance in the formulation of policies. The
provision of insurance through hospital inpatient services in order to prevent the poverty-
inducing impact of high expenditures caused by sickness being the first. (Somanathan et.al,
2002). To reach this goal, a taxation system to fund and maintain an expanded hospital
infrastructure that was established, which enabled the creation of an extensive network of
public facilities throughout the island organised into a referral system of facilities ranging from
maternity homes and dispensaries upwards to teaching hospitals and other national hospitals
(WHO, Regional Office for South-East Asia, 2006).

Nowadays, this public health network consists of 500 hospitals, which provide in- and
outpatient services. Figure 3.1 shows the development of the number of hospital beds and
physicians per 1000 inhabitants since 1981.

Figure 3.1: Number of hospital beds and physicians, Sri Lanka 1981-2004
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Although during the 1990s, the number of hospital beds fluctuated between 2.4 and 2.8 beds
per 1000 persons, over the whole period the number of beds slightly increased to around
three beds in 2003. For physicians information is only available since 1990, but since then the
number increased gradually over the years from one physician in 1990 to 1.4 doctors in 2004
per 1000 inhabitants.

The second focus of the government is equity of access, incorporating access to a minimum
level of services as a basic right of citizenship. Therefore, the reduction of barriers to access
health services is assessed by avoiding fees, but also by reducing the distance to services.
Fees are avoided by making health care almost free available for all people. Almost, because
sometimes additional costs are demanded for the purchase of supplies and medicines,
although the poorer part of the population is protected from these extra charges in
government hospitals. In general, these additional costs are higher in urban areas and for
wealthier patients (Somanathan et.al, 2002).

Keeping the financial burden low for poor people does not mean that the costs for receiving
medical treatment and care are nihil. Transportation and opportunity costs might be a barrier
to the utilisation of health care facilities. But in Sri Lanka travelling costs are minimal due to
the high density of medical facilities (most people live within one kilometre of government
health facilities), and state policy providing cheap bus connections to rural areas. Thus, most
inhbitants have easy and cheap access to (urban) health centres (Somanathan et.al, 2002).
Another important aspect that contributes to equity of access is the fact that health services
are continuously provided by the government in areas that are controlled by the LTTE®. This
indicates the importance of this goal, concerning the fact that the costs of providing these
health services are high and not necessary beneficial for the government (Somanathan et.al,
2002).

Finally, health and tax systems that redistribute resources contribute to the reduction of social
and economic inequalities. The established government health services act as a major
mechanism of resource distribution from the more developed estate sector to rural areas.
Since the 1970s, the system continued to have a net transfer of resources to poorer
households (Somanathan et.al, 2002).

This extended and good working public sector does not mean that the private sector does not
exist. The Sri Lankan government permits private health facilities and overcrowding and long
waiting lines have created incentives for patients to seek health care from the private sector if
they can afford this. Around 3,000 to 4,000 medical government doctors are working in their
private time provide the private sector, together with some 850 full time doctors that run
private clinics. There are approximately 100 private hospitals in the country of which most can
be found in the Western province, as well as in urban areas.

The implementation of these policies and services contributed to the substantial decrease in
maternal mortalities and morbidities, as discussed in the following section.

3.2 Maternal mortality changes in relation to the implementation of maternal health
related policies and services

As above makes clear, Sri Lanka is an example that shows that the combination of
professionalisation of delivery care together with a strong public commitment leads to a
decrease in the number of maternal deaths (Van Lerberghe and De Brouwere, 2001). This
section gives an overview of the development of Sri Lankan maternal mortality over time,
together with the implementations of several policies and services that are direct or indirectly
related to these developments.

Concerning the research focus, it is of importance to have insight in these developments, for
the reason that if objecting to understand the utilisation of maternal health services,
contextual information is needed. When knowing the Sri Lankan status of maternal health
makes it more easier to reflect and interpret the situation of displaced person in relation to the
overall population.

® LTTE = the Liberation Tigers of Tamil Eelam ( overview of Sri Lankan conflict is given in chapter section 3.4).
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3.2.1 Development of Sri Lankan maternal mortality rates and causes of death
Underlying figure 3.2 presents the time trend of maternal mortality since 19227 up to 1996 in
Sri Lanka. The figure presents the number of maternal deaths per 10,000 live births. Although
antenatal care was available in the first half of the twentieth century (midwifes were
introduced in 1906), maternal mortality rates where above 150 until the end of the first half of
this century (210 in 1881). Between 1922 and 1947, maternal mortality rates declined
gradually, to which malaria epidemics contributed to peaks (as the great malaria epidemic of
1934 and 1935). As mentioned, since the 1940s public health policies where introduced and
from 1947 onwards maternal mortality rates started to drop more rapid (Van Lerberghe and
De Brouwere, 2001).

Figure 3.2: Maternal mortality rate, Sri Lanka 1922-1996
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The steep mortality decline in 1947 and 1948 can be explained by the implementation of
activities to control malaria, public health measures, and the expansion of Mother and Child
Health (MCH) services. Underlying figure 3.3 shows that since 1945 the proportion of deaths
attributable to eclampsia decreased from 46.2 percent in 1945 to 28.7 percent in 1950, which
is an outcome of above intervention.

The figure also shows a decline over the whole period in the proportion of deaths caused by
sepsis, consequently of the improvement of general health care, sanitation and hygienic
circumstances during delivery. The steady decline of maternal mortality after 1950 can be
contributed to technological developments in health care (i.e. blood transfusions), the
availability of health care, and the decline in fertility. During the mid-1950s fertility mainly
declined due to increasing age of marriage, subsequently increasing age at childbearing. The
use of family planning methods caused a decline in marital fertility since 1975 (Seneviratne
and Rajapaksa, 2000).

An increase in the relative contribution of maternal deaths caused by unsafe abortions is
shown since the 1970s. It is not clear if this cause of death really increased, or that better
registration and increased reporting might explain this increase. Nevertheless, in Sri Lanka
abortion is illegal except for cases where the life of the woman is at risk, but is used as a
mean to interrupt pregnancies that are unplanned of unwanted. In Sri Lanka 7-10 percent of
maternal deaths can be contributed to complications of unsafe abortion (Family Care
International, 2002). Again, awareness about the interpretation of these figures is needed.

" Since 1897 births and deaths were registered; in 1921 a section on maternal mortality was included in this
registration (Family Care International, 2002)

27



3. Health, policies, demographic change, and conflict in Sri Lanka

Deaths caused by health conditions worsened by pregnancy, i.e. indirect causes, increased
since the mid-1990s to which heart diseases are the most important one, contributing to one
third of the deaths in this category (Fernando, 2005).

Figure 3.3: Contribution of selected causes to maternal mortality, Sri Lanka 1930-2000
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Although Sri Lanka eradicated smallpox and has immunization policies that almost cover the
whole population, prevalence of malaria is still high, especially among the displaced
population in the Northern and Eastern regions (NCED and UNDP, 2005). Besides the
increase of other causes, haemorrhage is still prevalent. Malnutrition followed by high
prevalence of anaemia among Sri Lankan women can be the explanation of this.

3.2.2 Sri Lankan maternal health policies and services

Above changes in maternal mortality followed the implementation of maternal health care
facilities closely. The first antenatal care clinic was established in 1921, succeeded by the
Health Unit System in 1926, having as main activity the provision of maternal and child health
care through domiciliary as well as clinic based services. Later this Health Unit System
initiated community based Mother and Child Health care throughout the country. These latter
services provide out-patient antenatal care through health centres and field clinics, trained
assistance during delivery through institutions or at home, and postpartum and infant are
during the early months (Seneviratne and Rajapaksa, 2000). The objective of the Health Unit
system was, and is, to introduce a preventive program at community level. A health unit is
defined as a geographical area were several categories of field level workers are present. A
Public Health Nurse (PHN), a Public Health Inspector (PHI) and a Public Health Midwife
(PHM), together with a Medical Officer of Health (MOH) are responsible for the promotion and
delivery of health services at community level. The Public Health Midwife (PHM) is
responsible for antenatal, natal, and postnatal services. Care to pregnant women is provided
through home visits and field based clinic services. In addition, this Public Health Midwife is
responsible for providing other services to women in their reproductive ages. Thus,
information about and provision of family planning methods are offered along this line
(Fernando, 2005).

In 1960 maternal deaths received more attention on national level. A special committee and a
full time MCH medical officer were appointed to investigate maternal deaths (Van Lerberghe
and De Brouwere, 2001). In 1968, a separate organisational structure, the ‘Maternal and
Child Health Bureau’ (later the Family Health Bureau) was established, aiming on the
reduction of maternal mortality, followed up by maternal morbidity (Fernando, 2005).

Then, a referral system of primary, secondary, and tertiary health care units was established.
A first level unit exists of rural hospitals, central dispensary, and maternity homes where
facilities of uncomplicated deliveries are available. Secondary health care units are district
hospitals, which have more facilities for in-patient care as well as natal care. Then, specialist
services are available in tertiary health care units, which are general as well as teaching
hospitals (Fernando, 2005). During recent years, more emphasis is laid on the availability of
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specialist services and improved provision of facilities for Emergency Obstetric Care relating
to the paradigm shift in maternal health (Fernando, 2005). In 1997 an integrated reproductive
health care policy was adopted which is nowadays still the source out of which maternal care
is provided (Seneviratne and Rajapaksa, 2000). This network of institutions, together with a
referral system and the presence of a relatively satisfactory infrastructure improved physical
access to maternal health. The fact that all services are free of charge diminishes the
economic burden on households and people (Fernando, 2005). Above factors contribute to
the decrease in deliveries attended by TBAs, consequently an increase of deliveries that are
attended by a skilled assisted, resulting in an overall improvement of maternal health,
subsequently decrease in maternal mortality and morbidity.

The Demographic and Health Survey of 2000 showed that in Sri Lanka 97percent of pregnant
women receive antenatal care. Skilled attendance during delivery increased from 27percent in
1939 to 89 percent in 1996 and is currently at a level of 98 percent (World Bank, 2005). Then,
it has been estimated that 3-4 percent of deliveries do not receive any skilled assistance, and
3 percent of the deliveries take place at home (NCED and UNDP, 2005). Mainly remote
areas, the plantation sector, as well as conflict affected areas are subjected to this under
coverage (Family Care International, 2002). According to the NCED and UNDP, postnatal
care is weak in Sri Lanka and has to be improved; in 2000, a Public Health Midwife visited 77
percent of the women at home and women are discharged from the hospital 24-48 hours after
a normal delivery (NCED and UNDP, 2005).

Over time the Family planning method Prevalence Rate® (CPR) increased from 57.8 percent
in 1982 to 66 percent in 1993 to 70 percent in 2000 (Department of Census and Statistics,
2006). Nowadays, over 70 percent of women in their reproductive age use family planning
methods, either modern or traditional (World Bank, 2005).

3.2.3 Socioeconomic policies and services

Not only the establishment of widespread maternal health facilities contributed to a decline in
the number of maternal deaths and the overall improvement of maternal health, also
economic, social, and psychological developments affected maternal health status of the
country. Most important aspects of these developments in Sri Lanka are described in this
section.

Sri Lanka achieved great improvement in the reduction of non-income poverty by the
redistribution of public expenditure (around 4 percent of the GDP) to households by offering
free education, health services, food subsidies and the insurance of minimum consumption
levels. The country has less success in reducing poverty that directly relates to income. In the
period 1953-1985 poverty declined significantly, after which stagnation took place. About 23
percent of the total population lives below the poverty line®, varying by province and sector.
Within the Northern and Eastern provinces (46 percent), as within the estate sector higher
poverty rates exist (World Bank, 2005).

Non income related poverty is reduced by the implementation of several policies of which a
few are mentioned here. The first being the Samurdhi Programme, a safety net program
implemented by the government in 1996 aiming at the improvement of nutritional status of
poor communities by providing direct financial assistance and the implementation of programs
to enhance their income levels (HPRA, 2006). A household is selected to receive benefits
from the Samurdhi Programme if the monthly income is below Rs. 1,500 (=USD) (HPRA,
2006). In 2005, nearly half of the household in the country received some benefit of this
program, but the World Bank evaluated that 36 percent of the poorest consumption quintile
are not reached. More than 40 percent of the transfers go into the richest 60 percent of the
population, together with a bias towards ethnic minorities (Tamils and Moors) being less likely
to receive benefits than the Sinhalese are (World Bank, 2005).

A consequence of this high proportion of households living below the poverty line is that
malnutrition rates are high, and therefore a problematic issue affecting the whole country.

8 CPR: Family planning method prevalence rate is the percentage of women between 15-49 years who are
Eracticing, or whose sexual partners are practicing, any form of contraception.

The poverty line is determined by a consumption level that a person meets a certain minimum nutrition intake (2030
kilocalories). In 2002 this was a monthly income of Rs. 1,423 per month, in 2006 this was Rs. 2,100 per month
(HPRA, 2006).
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Malnutrition increases the risk of infant and child deaths, but also increases the susceptibility
to diseases later in life (World Bank, 2005). The Demographic Health Survey of 2000
indicated that 29 percent of all children between 3 and 59 months are moderate or severely
underweight. Although this indicator declined substantially last decade (38 percent in 1993;
29 percent in 2000), it remains an important national problem (World Bank, 2005).
Malnutrition put not only children at health risks, also (pregnant) women have to suffer from
the consequences of malnutrition. Maternal health becomes at risk when the prevalence of
anaemia increases consequently of under nourishment.

Programs aiming at the reduction of malnutrition are the provision of food assistance to
conflict affected populations (the value of this food assistance ranges between Rs.336 for
families with one member to Rs. 1,260 for families with five members (World Bank, 2005)).
Then the Thriposha (triple nutrient program) aims at maternal health by focusing on pregnant
and lactating women who are nutritionally vulnerable, as well as children between 12 and 60
months who are at risk of growth faltering. These women and children receive pre-cooked
cereal based food designed to supplement energy, protein, and micronutrients (World Bank,
2005).

Finally, the last important intervention against malnutrition is a school-feeding program where
children receive hot meals in school, aiming at the attraction of poor children to attend school
as to provide them with adequate nutrition (World Bank, 2005).

Since 1945 education is free accessible for the whole population from primary to tertiary level.
In 2003, 98.4 percent of the children were enrolled in primary education (HPRA, 2006). The
free and accessible education resulted in increasing literacy rates as presented in table 3.1.

Table 3.1: Literacy by sex, Sri Lanka 1901-2001

Census year Male Female Total
1901 42.0 8.5 26.4
1911 47.2 125 31.0
1921 56.3 21.2 39.9
1946 70.1 43.8 57.8
1953 75.9 53.6 65.4
1963 85.8 67.5 771
1971 85.6 70.9 78.5
1981 91.1 83.2 87.2
2001 92.4 89.7 91.1
2006 94.5 90.6 92.6

Source: Seneviratne and Rajapaksa, 2000, pp.114 (1901-2001) and HPRA, 2006 (2006)

Increased education and literacy impact knowledge and behaviours women have concerning
health, nutrition and how to deal with pregnancies and deliveries. Higher educated women are
more likely to receive antenatal care, to have a more adequate nutrition intake during
pregnancy, and to seek medical care if needed (World Bank, 2005). Increasing educational
level of women also increases the demand for health care, and it is known that child
malnutrition declines by increasing maternal education level (World Bank, 2005).

Another outcome of the Sri Lankan educational system is the improvement of nutritional
status of children. The provision of mid-day meals, the supply of free books and uniforms to
children give parents the incentive to send their children to school. This increases education
as well as nutritional status of the children. The provision of scholarships, books, and
uniforms do not lay an economic burden on the household to send their children to school.

As mentioned, status of women is another factor in improving maternal health. In Sri Lanka,
equality between the sexes is guaranteed in the national constitution since 1978. Human
rights and freedoms of women suppose to be on an equal basis with men; this means that
women have equal rights in education, voting, and employment (Family Care International,
2002).

Indicators to measure the status of women are school enrolment rates and the share wages
of women in non-agricultural employment (World Bank, 2005). Above table 3.2 shows that for
primary and secondary education as for literacy, gender equality is reached. For tertiary
education and the share of women in wage employment in the non-agricultural sector this is
not reached. Information about the share wage of women in non agricultural employment is
not presented here.
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Figure 3.4: Crude Death and Birth Rates, Sri Lanka 1948-2003
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Table 3.2: Female education and labour force participation, Sri Lanka 1990 and 2001

1990 2001
Education
Ratio of girls to boys in Primary Education 93.1 95.3
Ratio of girls to boys in Secondary Education 104.0 104.2
Ratio of girls to boys in Tertiary Education 66.2 89.8
Ratio of literate women to men (15-24 years) 100.0 101.0
Labour force participation
Share of women in wage employment in the non-agricultural sector 29.0 31.0
Total labour force participation 53.7 49.5
Male labour force participation 67.4 67.2
Female labour force participation 394 325
Female labour force in the total labour force 32.8 33.4

Source: Adapted from NCED and UNDP, 2005, pp. 43

The implementation of these policies are followed by an improvement in public health. Due to
the free of charge provision and increasing educational levels of the population, utilisation
rates are high, which has an immediate impact on the demographic characteristics, as well on
the maternal health situation in the country. Next section gives an overview of the
demographic changes that took place within the country, all in relation to maternal health.

3.3 Demographic change in relation to maternal health in Sri Lanka

As discussed before, Sri Lanka has recorded impressive achievements in health, nutrition and
family planning, of which the implementation of a broad social development policy is a factor
in its success. This second part of the chapter is devoted to demographic change of indicators
that are related to the improvement of maternal health over time of the country, and is of
importance for this study because it gives insight in how population change contribute to
affected maternal health.

The Sri Lankan population is still growing due to positive natural growth as shown in figure
3.4. The crude birth rate (CBR) decreased considerably since 1940 and has reached a level
of 19 births per 1000 inhabitants. The total fertility rate (TFR) is below replacement level since
2000. Then, the crude death rate (CDR) is at a low and constant level since the eighties. Life
expectancy increased from 55 years in 1950 to 72 years in 2000. Figure 3.5 shows that life
expectancy for females increased faster, and is somewhat higher than for males. After
divergence in 1962, a converging pattern between the sexes is shown. (The fact that life
expectancy for males is decreasing in 2001 might be due to the use of a different data source
for that year).

Figure 3.5: Life expectancy by sex, Sri Lanka 1948-2001
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Next section shows that the improvement of overall life expectancy and the rapid increase in
female life expectancy is partly contributed by the overall improvement of mortality in the ages
under five years, but also within the reproductive ages, for which this research is particularly
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interested, because it implies that some particular determinants of maternal health have
changed, resulting in lower death rates.

3.2.1 Decomposition of average age at childbearing and average changes in crude
death rates over time

In order to get a better understanding of the underlying mechanisms that explain changes in
averages that contribute to the change in maternal mortality and health it is meaningful to
have some insight in the underlying mechanisms of these changes. Therefore, attention is
given to the relationship between the mean age at childbearing and age specific fertility rates.
Then, crude death rates for females are decomposed by age and weighted by the population
age structure®.

It is important to have some insight in the contributions of direct and compositional effects on
the changes of these demographic averages in order to something about the improvement of
the situation. Especially because strong compositional effects, i.e. changing population
structure, might hide the effect of the improvement or worsening of the indicator itself.
Although these insight do not directly deal with the situation of the displaced population in
particular, it provides understanding of how population changes might have affected maternal
health. These considerations have also to be taken into account when studying the situation
of the population under study.

Decomposing age at childbearing

Besides the number of children per women (parity) and the interval between two succeeding
births (spacing), maternal mortality and health are strongly related to the age at childbearing;
having children too young or too old has implications for the health situation of the mother,
because pregnancy and delivery at these extreme ages increase the risks of complication for
the mother as well as the child.

Figure 3.6 shows that the mean age of childbearing is quite high in Sri Lanka. This can be
due to the fact that the number of births per women is high, which increases the mean age at
childbearing or simply to the fact that childbearing is postponed to later ages. For the reason
that the TFR reached displacement level in 2001, this assumption is hard to defend for the
last years, although it might be a reasonable for the period 1950-1880, where the TFR was
higher. Unfortunately, it is not possible to distinguish mean age at childbirth by parity due to
data restrictions. Average age at first birth would be a better indicator of the maternal health
situation in the country.

Figure 3.6: Mean age at childbearing, Sri Lanka, 1952-1995 Figure 3.7: Age specific birth rates, Sri Lanka, 1955, 1963, 1984, and 1995
035 — — — — — — — — — — — —
284 — — — — — — - — — o —
0.3
R 0.25 4
;'; é 0.2
g :
6 el
i 'E 0.15
3
= 0.14
27,2 0.05
27,0 ]
g g § § § § § § § g g E g E § § § § § § § é § 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-54
fffffffffffffffffffffff I 1955 — — 1963 — - -1984 - - - 1995
Source: Own calculations, based on United Nations: Source: Own calculations, based on United Nations:
Demographic Yearbook, 1997 Historical supplement Demographic Yearbook, 1997 Historical supplement

10 Appendix A covers the methodology of decomposition in general and the methods that are applied for the
decompositions
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For the decomposition the absolute number of births for each age group are weighted by the
number of women within those age groups, thereby indicating that the decomposition is
restricted to women within their reproductive age, for Sri Lanka women between the ages of
10 and 55 are selected to include very young and very old mothers.

Table 3.3 shows the results of the decomposition of the change in average age at child-
bearing for Sri Lanka for 1955-1963, 1963-1984 and 1984-1995 resulted from the
decomposition. These results reflect the changes that in age-specific birth rates that are
shown in figure 3.7.

For the period 1955-1963, the mean age of childbearing was increasing by 26 days each
year. This increase can be contributed to a slight increase of age specific births rates, and a
very small ageing of the population. As said, figure 3.7 shows this graphically. The difference
in mean age between 1955 and 1963 show that age specific birth rates are decreasing below
age 30. After this age, fertility rates are increasing. These effect result in a very small
decrease in TFR and together with a very small effect of an ageing population, the mean age
at childbirth is increasing for this period.

Table 3.3: Average age at childbearinga"(t) : decomposition of the annual change over time for the periods 1955-
1963, 1963 - 1984 and 1984 — 1995

1955 - 1963 1963 - 1984 1984 - 1995
Mean age at childbearing (t) 27.670 28.247 27.376
Mean age at childbearing (t + 1) 28.247 27.376 28.030
Average change per year 0.072 -0.041 0.059
Direct effect 0.064 -0.032 0.059
Structural effect 0.009 -0.01 0
Both effects 0.072 -0.041 0.059

Source: Own calculations based on United Nations: Demographic Yearbook, 1997 Historical supplement

The decrease of the mean age of childbearing within the period 1963-1984 can be explained
by a decrease in age specific birth rates, a shift to the left and a small change in the
composition of the population, which became a little bit younger.

For the last period, 1984-1995, mean age is increasing due to a strong decrease in birth rates
for women in their twenties as shown in figure 3.7. Consequently of this strong decrease, the
TFR decreased is reduced by 50 percent, i.e. from 5.11 to 2.34 children per women in
respectively 1955 and 1995. Clearly this contributes to an overall improvement in maternal
health conditions.

For studying maternal health conditions, these results are important because they show that
the number of births per women is reduced, as well the age at childbearing is shifted towards
older ages. Young women who are more at risk have lower rates of childbearing, thereby
reducing the risk of complications.

Decomposing crude death rates

Figure 3.8 shows the pattern of crude death rates (CDR) of males and females in Sri Lanka
over time. For females the CDR decreased somewhat earlier and more rapid than for males.
In the period 1980-1987 males show an increase in crude death rates.
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Figure 3.8: Crude death rates by sex, Sri Lanka 1956 - 1995
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As said, the crude death rate is an average of the age specific death rates d (a,t), and can
therefore be decomposed in the force of mortality (u), weighted by the total population or by
the age specific population, starting with the equation of the former:

T,uF (a,)N" (a,t)da
DO

NQ) =u ()

]ENF (a,t)da

After decomposing the female crude death rate by the total female population, the direct and
compositional part of this decomposition do not sufficiently contribute to the explanation of
how the change in survivorship is established, because age-specific information is not
available in the results'’. For this reason, the crude death rates are decomposed by time and
age to get a better understanding of the change of this average.

Underlying figure 3.9 shows the improving force of mortality by age for females for four
selected years within the period 1956-1995. The figure shows that the force of mortality (u) is
improving for all age groups over time, but the strength of improvement varies by age, being
the largest within the youngest and reproductive ages.

" The results for this decomposition can be found in Appendix A3
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Figure 3.9: Force of mortality (log dx) for females, Sri Lanka 1956, 1968, 1978, 1988, and 1995
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To get more insight in the impact of the direct and the compositional contributions to the
changes, age decomposition of the crude death rate is conducted according to the same
procedure as before, by decomposing the two terms further by age (see appendix A4 for
more details concerning the establishment of underlying equation):

p=[ut el +Lut ol + o Lut g0,

This decomposition allows for estimating the contribution of each age group to the total
change over time of the crude death rate, together with the estimation in each group of the
direct (level 1) and structural (level 2) effects. As said, the direct effects represent the
changes in the indicator itself, here the worsening or improvement of mortality. Structural
effects are caused by changes in the population structure, e.g. it might seem that mortality is
worsening because the crude death rate is increasing. This can be a misleading interpretation
because the increase can be explained by a growing population in the older age groups,
which have a mortality rates.

The results of this age decomposition for all age groups can be found in Appendix A4 and A5,
which shows that most improvement in survival is contributed to the youngest age groups and
that for the last period this contribution by young ages is much less than for the previous
periods. For these younger age groups the contributions of direct changes always offset
structural changes for all periods. This is due to the fact that infants and young children
benefit most from the improving health situation, because they are the most vulnerable group
in the population. Therefore, this group shows great improvement in mortality itself, while
structural changes are lacking, referring to decreasing fertility. When less children die at very
young ages, they will not be replaced, implicating that reproduction declines, as the TFR
does. Thus, for these age groups compositional changes are an outcome of the direct change
in mortality, as shown in the figures.

It is also known that the Sri Lankan population has been growing fast, and ageing rapidly (see
figures A2 in Appendix A). This structural contributions to the total change are clearly visible
in the figures. For all period structural changes contribute most to old ages, representing
population ageing.

Because this research is interested in maternal health, figures 3.10 shows the age
decomposition of annual change over time in crude death rates for females in their
reproductive ages (15-49 years) for the above mentioned periods. Improvement in mortality
for women in their reproductive years exists in all the four periods, although this improvement
is sometimes offset by the structural changes that contribute to the explanation.
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Figure 3.10: Age decomposition of annual change over time in crude death rates for females aged 15 and 49 in Sri Lanka for the periods
1956-1968, 1968-1978, 1978-1988 and 1988-1995
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For the period 1956-1988 is it clear that for females direct effects, level 1, contribute to the
improvement in survival. Striking are the direct contributions in the middle age groups.
Structural changes, level 2, in the youngest and oldest age groups offset the direct
improvement of mortality. In the period 1968-1978 these structural effects offset the direct
changes for more age groups, in addition to lower direct effects. Here, improvement in
mortality is present in the three oldest age groups. In the third period it are the younger age
groups again that benefit more from the improvement in mortality, but they also show a
structural change. In the last period structural changes have less effect on the total change,
as the direct change do. This last figure shows that the youngest age groups benefit from
improvement in mortality, while for the older women the situation is worsening.

It can be concluded that if looking at the improvement of the mortality situation of Sri Lankan
females over time, maternal health improved due the fact that mortality rates decreased
directly in the reproductive ages, i.e. improvement in mortality in these reproductive age
groups contributed to the reduction in crude death rates for females. Besides these direct
effects, structural changes do not reveal these direct changes and even offset the impact of
the direct change in some cases.

Of course, this improvement in mortality is not the same for the whole population within the
country. Next chapter focuses on the maternal health situation of populations living in conflict
affected areas, together with the utilisation of services under study. But first a short historical
overview of the conflict and its consequent displacement is given in succeeding section.
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3.3 Conflict and displacement in Sri Lanka; implications on reproductive health

Forced migration, or displacement, in Sri Lanka is the result of three causes; developmental
projects, i.e. dams, airports, roads, luxury housing and conservation areas force people to
move, then natural disasters, i.e. earthquakes, volcano outbreaks and tsunamis, and conflict
that forces people to move to safer areas. The latter causes the highest number of displaced
persons in the country, and will be toughed upon more deeply in this section.

3.3.1 Historical overview of the Sri Lankan conflict

As mentioned in the introduction, since four decades the type of conflict is changing
worldwide. When up to the Cold War conflict was mainly common on a large political scale
aiming to control territories, nowadays aim to politically control populations are more
prevalent. Dealing with decolonization and state formation lead to for example identity
struggles, ethnic division, problems of state formation and competition of economic assets. In
this, mass exclusion is often a strategic goal, which has led to an increasing number of forced
migrants (Castles, 2003; Esscher, 2004).

The implications of these global transformations partly explain the causes of the conflict in Sri
Lanka. Most displacement took place since the start of the conflict between the LTTE and the
Sri Lankan government in 1983, but the roots of the conflict lie before that.

Colonialism introduced beliefs about racial superiority and identity which resulted in two
opposed nationalisms (Sinhala and Tamil), which laid the foundation for the present ethnic
conflict between these two groups (Norwegian Refugee Council, 2005).

After independence of England in 1948 (England occupied the country since 1830), the Tamil
community and its politicians faced constant marginalization. In 1956 a coalition of Sinhala
dominated parties were elected, making Sinhala the official language. This government
implemented policies that limited Tamil to access university education and government jobs
(Skinner, 2005). Then, large scale political violence appeared for the first time in 1971. In the
following years, the continuation of marginalization and social tension frustrated young Tamil
youth, and the first armed groups by Tamil youth were established in 1972 resulting from this
situation. The Tamil United Liberation Front was created in May 1976 and advocated a
separate Tamil State in Sri Lanka. In the same period, the Liberation Tigers of Tamil Eelam
(LTTE) was created. The LTTE also aimed to create a separate homeland for the Tamils
known as the Tamil Eelam in the Northern and Eastern provinces of Sri Lanka. Riots across
the whole country and organized violence against Tamils in the South emerged. In 1983, the
LTTE began their armed fight with a mine attack on government forces. Since then the LTTE
control most of the northern and eastern areas of the island, but have also conducted
operations throughout the country (Norwegian Refugee Council, 2005).

In the years after 1983, the conflict between the Tamil groups and the government escalated
into a civil war. In 1987 Indian Peace Keeping Forces (IPKF) were sent to Sri Lanka to
enforce a peace settlement, but the LTTE attacked the Indian troops in the north, while in the
southern state of India a revolt took place against the government, because of the presence
of the Indians in Sri Lanka, instead of peacekeeping their own problems. In 1990 the IPKF left
the northern region, after which the LTTE continued their, more intensive, war against the
government (HPRA, 2006). In this period, the so called Eelam War Il, around 80 percent of
the population in the north-east became displaced. Due to organized ethnic cleansing of non-
Tamils by the LTTE, all Muslims were expelled from this region by October 1990 (Skinner,
2005). Fighting and mass displacement continued until late 1999.

In February 2002 a ceasefire was agreed upon by signing a memorandum of understanding
between the Sri Lankan government and the LTTE. Until the end of 2005 this ceasefire
remained, except for some violations that caused displacement. An example of these
continued violations are the split of the LTTE with its Eastern component in 2004, resulting in
the Karuna fraction that represents the eastern areas of the LTTE. The LTTE accused the
government for supporting this fraction and this lead to increasing tensions and fights
between the two fractions and the government.

In the beginning of 20086, the situation intensified and escalated after the presidential elections
in November 2005. Before these elections, Mahina Rajapakse’s party who strongly
represents the Sinhalese national parties, gained power. Reacting on this the LLTE restricted
Tamils in their areas of influence to vote, which resulted in the loss of the moderate Ranil
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Wickramasinghe, and allowed the Tamil Tigers to avoid engagement in the peace talks in
which they believed to have gained little until so far (IDMC, 2006).

Above political tensions, violence and conflict, together with the Tsunami have lead to (long
term) displacement of many Sri Lankans, as to be described in next section.

3.3.2 Conflict induced displacement in Sri Lanka

The violence during the 1980s and 1990s resulted in widespread displacement within the
country itself, but also from the island to India and elsewhere. An estimated 800,000 people
have been forced to move once or more during this two decades lasting conflict; in the
Northern and Eastern provinces 80 percent of the population has faced displacement at least
once in his or her live (Skinner, 2005).

As mentioned before, the main cause of displacement is the war between the Sri Lankan
Government and the LTTE, to which forced recruitment by the LTTE, inter-communal violence
in Eastern regions, and the abuse of human rights by ethnic cleansing, contribute to the
displacement of people to safer areas. The establishment of army camps in or close to
populated areas and the occupation of land and houses by armed forces for military camps
motivate people to flee avoiding living in crossfire (Norwegian Refugee Council, 2005). Then,
the establishment of High Security Zones, together with the shifting boundaries between the
governmental and the LTTE controlled areas, forced people to leave their place of residence
(HPRA, 2006). Finally, shortage of food and other essential resources in the conflict zone,
succeeding from the economic blockade imposed on the north-east by the Sri Lankan
government, are followed by displacement (Norwegian Refugee Council, 2005).

Although 358,759 people have returned home since the ceasefire in 2002 (Skinner, 2005),
still 325,000 people (February 2005) remain displaced, some of them living in welfare camps,
but most of them staining elsewhere, which can be at relatives or friends, or autonomously,
shown in underlying figure 3.11 (UNHCR, 2005)'?. Most affected ethnic communities are
Muslim and Tamil populations. Out of the total number of IDPs 79 percent are Tamil, 13
percent Muslim and 8 percent Sinhalese (HPRA, 2006).

As said, more than half of the IDPs returned to their former place of residence in the period
after the ceasefire and the end of 2005. Unfortunately, the ceasefire did not hold, and due to
increased tensions and violence between the government and the LTTE in the north and east,
new displacement evolved at the end of 2005 and the beginning of 2006. An estimated
200,000 additional persons are displaced in especially in Batticaloa, Killinochchi, Jaffna,
Mallaitivu, and Vavuniya (IDMC, 2006).

Besides above described conflict induced displacement another 550,000 (February 2005)
individuals are displaced as consequence of the Tsunami on 26" of December 2004
(UNHCR, 2005). Part of this population was already displaced due to conflict (mainly in the
Eastern areas, see again figure 3.11), which means that a considerable proportion of the
displaced persons are displaced multiple times (Norwegian Refugee Council, 2005).

Due to the fact that the heart of the conflict lies in Northern and Eastern provinces, the
number of internally displaced persons are clustered in particular districts within conflict areas
or along the borderlines of them.

This widespread and long lasting displacement lead to a set of problems concerning the
provision and accessibility of health services, loss of income and social networks,
consequently problems regarding reproductive health. The impact of conflict and
displacement on these factors, consequently affecting maternal mortality and morbidity is
therefore described in following section. Followed by an overview of the utilisation of maternal
health services and family planning methods of the population under study, thereby
answering the first research question.

'2 UN figures are based on government statistics and only take into account those internally displaced persons that
have been registered (Skinner, 2005).
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Figure 3.11: Population displaced by ethnic conflict and Tsunami, Sri Lanka by district, 2005
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4. Impact of conflict and displacement on maternal mortality and health

Despite the success of described policy implementations that substantially improved the
overall health and maternal health situation within Sri Lanka, access to services and health
conditions are not always evenly distributed. Due to conflict and displacement health systems
and living situations are disrupted, and especially those who are difficult to reach in Northern
and Eastern provinces face a lot of problems.

This chapter describes the consequences of conflict and displacement on maternal mortality
and health in Sri Lanka, and gives an overview of maternal mortality patterns in conflicted
affected areas together with an overview of the impact of conflict on the (maternal) health
care system.

First maternal mortality rates on province and district level are discussed, followed by some
information about the disruption of the health care system, and its consequences. The fourth
section focuses on the utilisation of maternal health services, as use of modern family
planning methods as obtained from the surveyed population. This means that the first
research question, i.e. “How often do displaced and non displaced women living in conflict
affected areas make use of reproductive health facilities in order to attain a healthy
reproductive status?” is covered in this section, thereby giving an explorative overview of the
situation of the defined indicators which will serve as a basis for further analyses.

4.1 Maternal mortality in conflict affected areas

Regarding maternal health, available regional data show in figure 4.1 that maternal mortality
rates within the more by conflict affected provinces are higher compared to the less affected
provinces. In several years and in particular regions (especially the Northern Province)
maternal mortality was even more than four times as high as the average of the country, as
presented in figure 4.2 (Department of Census and Statistics Sri Lanka, 2005).

Reliability of this data can be questioned, because maternal deaths are difficult to measure
due to underreporting, misclassification, and complex and costly methods to calculate
maternal death rates (Safemotherhood.org, 2002). In addition, the registration system is in
these areas is disrupted, which makes it more difficult to monitor the situation. Although this
research does not have maternal mortality rates of the surveyed population for the reason
that the sample is too small and the content of the questionnaire does not allow for this, it
does provide information on the utilisation of the most important services contributing to an
improvement of maternal mortality.

Nevertheless, available rates give at least some indication in the variability of maternal
mortality rates within the country. The figures clearly show that since the onset of the conflict
in 1983, maternal mortality rates increased for the provinces that are affected, and especially
the Northern Province shows high maternal mortality rates.

Figure 4.1: Average maternal mortality rates by provinces most Figure 4.2: Maternal mortality rates by most conflict affected
affected and those less affected by conflict, 1967-1999 provinces, 1967-1999
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As maternal mortality rates vary within the country by province, this indicator also varies by
district within each province. It is important to have some insight in this, because the scope of
displacement and (re)settlement differs by district. Besides the mentioned fact that
demographic data of these regions are of low quality, it is worthwhile to get some insight in
the contributions to maternal mortality change of districts to provinces as a whole.

Underlying figures 4.3, 4.4 and 4.5 show maternal mortality rates by district for the three
provinces where conflict and displacement are most prominent; for the Northern Province
high maternal mortality rates are found in Mannar and Vavuniya in the 1980s, while in the
1990s mortality rates where high in Killnochchi. The small population, together with a small
number of maternal deaths and poor registration, can cause the irregularities shown in the
figures. Within the other two provinces maternal mortality rates are at lower level, differences
are smaller en less irregularities are shown.

Because displacement indicates the movement of people, districts are faced by an in- or
outflow of persons over time. The selective effect of migration might have an influence on
overall health status of the province, which can be partly be reflected in maternal mortality
rates. Difficulties to get insight in this, due to lack of regional migration data.

Figure 4.3: Maternal mortality rates by district for the Northern Figure 4.4: Maternal mortality rates by district for the Eastern Province,
province, 1967-1999 1967-1999
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Figure 4.5: Maternal mortality rates by district for the North Central Province, 1967-1999
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As above indicates, maternal mortality rates vary within and between provinces. The impact
of conflict and displacement might be an explanation for this, but this does not certainly have
to be the case, because especially for these regions reliable data do not exist. Next section
goes into more detail on the disruption of and pressure on the health care system in conflict
affected areas in order to see whether this could have impacted maternal mortality.
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4.2 Disruption of, and pressure on the health care system

Higher (maternal) mortality among displaced populations can partly be explained by the fact
that on the one hand, due to conflict, infrastructure and the provision of health services has
been disrupted, which has implications for the access to health services of the population
living in conflict areas (Krause et.al., 2000; McGinn, 2000; McGinn et.al., 2004), while on the
other hand, high immigration of persons fleeing from conflict areas into safer areas put more
pressure on existing health services. These migration flows, which might be selective, have
consequences for the health situation of the population that has to make use of these
services (Norman et al., 2005).

According to the Norwegian Refugee Council, the long lasting conflict has a destructive effect
on the number of (accessible) health centres. In 2002, 55 out of 400 health institutions in the
North East were completely destroyed and 49 were not functioning. Many others were in bad
condition due to absence of maintenance. Then, 41 percent of the 11,132 posts in health care
were vacant, mainly for skilled and professional positions (Norwegian Refugee Council,
2005), which indicates a significant lack of medical professionals available for the increasing
vulnerable population with growing and changing health needs and risks.

Resulting from this disruption, the referral system has broken down, the disease surveillance
system that existed before the conflict, collapsed, and the availability of basic health
information that is needed to monitor health trends and promote appropriate healthy living and
behaviour patterns is very poor, indication that few information is available about the
(changing) needs and circumstances these people live in.

Although the government provided some basic services to the areas affected by the conflict (
including the LTTE controlled areas), the health system suffered because of several
restrictions that lead to a lack of medical supplies, medicines, equipment, human resources,
and other necessities (Norwegian Refugee Council, 2005).

Then, the presence of high numbers of displaced persons and military personnel in conflict
areas affect the already over-stretched and under-resourced health system, for the reason
that these services have to cope with an additional demand for care. The workload of the
health personnel has increased and the supply of equipment and management of logistics
became more difficult (Norwegian Refugee Council, 2005).

Above disruption of, and pressure on the health care system has several implications for the
health and living conditions of the affected populations, i.e. as the surveyed population. Later
their utilisation of maternal health services and family planning methods is described and
analysed. Next paragraph goes into more detail of above consequences on maternal health
and other conditions in conflict affected areas in Sri Lanka.

4.3 Consequences of conflict and displacement on (maternal) health and living
conditions in conflict affected areas in Sri Lanka

A review of the Norwegian Refugee Council mentions that the long lasting conflict in Sri
Lanka has almost collapsed the whole health sector in Northern and Eastern provinces of the
country. The achievements of good health care that were made before the early 1980s are
completely reversed. According to this review, availability, accessibility, and quality of health
care have all been severely affected leading to increased mortality and morbidity and rising
infant and maternal mortality. Communicable and infectious diseases exist on higher level
than the average. The incidence of vaccine preventable and communicable diseases (i.e.
measles, TB, respiratory tract infections, diarrhoeal diseases, vector borne diseases, and
infectious hepatitis) became prevalent again. The lack of family planning has led to an
increase in fertility of very poor households (Norwegian Refugee Council, 2005). All these
factors put maternal health at risk and contribute to the increase in maternal morbidity and
mortality, as well as infant mortality.

Many displaced persons have been displaced several times, and are affected by various
problems such as disability, loss of income and consumption (HPRA, 2006). Social status is
worsened due to loss of productive assets, land, social capital and family and friends.
According to the council and other sources, war-affected areas in the Northern and Eastern
provinces are the most disadvantaged. Infrastructure, irrigation systems, and roads are
destroyed, which make it difficult to obtain a secure livelihood and access to services. Sudden
separation from traditional neighbourhoods, together with a new way of living can have a
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traumatic effect on displaced persons, because normal daily routine of life and economic
activities are disrupted, poor rural youth are faced with fewer opportunities, and ethnic
minorities might face (real and perceived) discrimination (Norwegian Refugee Council, 2005).
All this might affect decision making processes of individuals.

According to the report of the Norwegian Refugee Council, the main problems faced by
displaced people are the inability to satisfy basic needs (i.e. food, water, shelter, sanitation,
privacy, family life and medical treatment), the lack of educational facilities for children, and
the burden placed on the existing schools in areas where welfare centres are established.
Harassment and intimidation by the security forces and moral and cultural problems created
in welfare centre areas is another problem. Also tensions between welfare centre dwellers
and local inhabitants, psychological and psychiatric problems resulting from displacement
have traumatic effects. Lack of communication (facilities) might cause a lack of information on
events and the situation in home areas. Then, displaced persons are unable to obtain gainful
employment competing with local residents. Finally, forced child labour and abuse of women
and children put lives at risk (Norwegian Refugee Council, 2005).

Ferren (1999) refers to literature that mention that traumatized persons often isolate
themselves, feel weak, passive, and have difficulties with concentration, which together with
anxiety affect the processing of information. They also engage more often in self-destructive
behaviours as a distraction from the anxiety of traumatic memories (Ferren, 1999).

It is clear that the long lasting conflict situation does not contribute to an overall improvement
of the health situation of the country. Sri Lanka seems to develop in a positive way in many
aspects, but consequently of conflict the situation of Northern and Eastern regions are often
not encountered in census and surveys, and therefore excluded from the literature and
rapports. This gives misleading information on the status of development of the country.
Although the country seems to be doing well, many problems are neglected. Although a
ceasefire stabilized the situation, many households are still living in poor conditions without
concrete future improvement or return plans. The situation has consequences for the affected
areas, but also for the country in general.

From previous given information, it became clear that maternal health services play an
important role in preventing maternal morbidity and mortality, as to a lower infant mortality.
Due to poor living conditions and limited provision and access to these services, maternal and
infant mortality rates are high in areas where displacement occurs. These maternal deaths
can be explained by lack of services, but also the non use of existing services due to several
causes need to be understood. Being confronted with displacement demands a higher need
for health care services. Lack of hygiene and sanitation, poor nutrition, the higher risk at
infectious and communicable diseases put maternal health at higher risk. Gender and sexual
based violence, like abuse, rape and discrimination of women increase the risk of unwanted
pregnancies, often followed by an unsafe abortion. Therefore, the provision and use of
adequate health care is of high importance to prevent and treat problems these women face.

To get a better understanding of the current situation of people living in conflict affected
areas, next paragraph gives a descriptive overview of the utilisation of maternal health
services, as of modern family planning methods, thereby answering the first research
question “how often do displaced and non displaced women living in conflict affected areas
make use of reproductive health facilities in order to attain a healthy reproductive status?”

4.4 Utilisation of maternal health services and family planning methods of the surveyed
population

In this section, descriptive results from the survey held among displaced and non displaced
households in five selected conflict affected provinces' are presented relating to the first
research question. As said, the survey gives additional insight in the living conditions of
populations of which few is known due to difficulties in implementing censuses and surveys in
these areas. All shown frequencies are extracted or calculated from the resulting database by
the author. The focus is laid upon the differences between displaced and non displaced
women in utilisation of maternal health services and modern family planning methods in order
to answer the first (explorative) research question aims at getting insight in utilisation of
maternal health services, i.e. the number of antenatal checks, the type of assistance during

'3 Chapter 6 provides more detailed information about this dataset
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delivery, and the number of visits from a public midwife at home (assuming to cover postnatal
care). This paragraph tries to answer this question by giving a descriptive frequency overview
for these factors by displacement status, age, and need., where need is defined by maternal
risk factors in three categories; firstly, need can be assessed by the age of the mother.
According to the WHO a women has an increased risk of complications when she is younger
than 18, or older than 35 years (WHO, 2006).

Second, need can be determined by the number of previous pregnancies a woman had, so
called parity. Women with first, or sixth or higher order pregnancies are at higher risk
according to the definition of the WHO (WHO, 2006).

Then, the WHO defines births that have a birth interval smaller than 24 months as high risk
pregnancies (WHO, 2005). Thus, women who are in need should receive additional care
services in the form of higher quality and frequency of ante- and postnatal care, as skilled
attendance during delivery.

The first three subsections describe the utilisation of three selected health services of women
who are currently living in conflict affected areas, giving birth to a child after 2000. It
implicates that only information of the last born in this period is available, which means that
the results are restricted somehow to somewhat younger women and circumstances that are
more recent.

In addition, the last subsection describes the utilisation of modern family planning methods of
surveyed women in the past 12 months, including the utilisation of their current and present
partners, to get insight in the similarities or differences between displaced and non displaced
persons. Eventually, these results serve as a basis for further analyses.

4.4.1 Number of antenatal care checks

This section gives an overview of the number of antenatal care checks received for the last
pregnancy since 2000. Underlying table 4.1 shows whether women, being displaced or not,
received a particular number of antenatal care checks or visits. The proportion of displaced
women who did not have any antenatal check is more than twice as high as for non displaced
women Then, the figures show that in general non displaced women have received more
checks.

Table 4.1: % distribution of number of antenatal checks for the last pregnancy since 2000, by displacement status

Displacement status at delivery

IDP Non IDP Total N
Never 12.73 5.75 11.27 47
1-3 checks 26.97 18.39 25.18 105
4-5 checks 12.42 14.94 12.95 54
6-7 checks 34.85 41.38 36.21 151
8-9 checks 12.73 14.94 13.19 55
10 or more checks 0.30 4.60 1.20 5
N 330 87 417

Source: Own calculations based on data UNHCR MDG project, 2006.

If decomposing these results by age, table 4.2 shows that for both groups the age category
25-29 years received most often not any check, as for displaced women this is more than
double the proportion of non displaced women. Concerning the oldest age group, displaced
women received fewer check ups than non displaced women did. Further analyses have to
find out whether it is displacement status or age that are the most probable explanations, or
that other factors cause these found differences.

Table 4.2: % distribution of number of antenatal checks for the last pregnancy since 2000, by displacement status
and age

Displacement status and age at delivery
IDP Non IDP

Age (years) 14-24 25-29 30-34 35-54 14-24 25-29 30-34 35-54
Never 6.60 17.98 12.82 21.05 3.03 8.70 0.00 14.29
1-3 checks 28.30 16.85 34.62 28.95 24.24 13.04 28.57 7.14
4-5 checks 16.04 10.11 14.10 10.53 18.18 21.74 7.14 7.14
6-7 checks 36.79 47.19 26.92 26.32 36.36 39.13 35.71 71.43
8-9 checks 11.32 7.87 11.54 13.16 12.12 13.04 21.43 0.00
10 or more checks 0.94 0.00 0.00 0.00 6.06 4.35 7.14 0.00
N 106 89 78 38 33 23 14 14

Source: Own calculations based on data UNHCR MDG project, 2006.
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If grouping above number of antenatal checks in binary categories of less than four, and four
or more visits, an indicator is constructed that represents the minimum number of four
antenatal checks being appropriate as defined by the WHO (UNFPA, 2006). The results in
table 4.3 show that the proportion of displaced women who received less than the four
required antenatal checks is higher compared to non-displaced women.

Table 4.3: % distribution of number of antenatal care checks for the last birth since 2000, by displacement status

Displacement status at delivery

IDP Non IDP Total N
Less than four checks 39.7 2414 36.45 152
Four and more checks 60.3 75.86 63.55 265
N 330 87 417

Source: Own calculations based on data UNHCR MDG project, 2006.

Looking into more detail to the need of receiving additional attention during pregnancy
resulting in an appropriate number of antenatal checks (table 4.4), displaced women received
twice less often the appropriate number of checks when they are in need, than non displaced
women did (respectively 40 and 21 percent). The smaller number of cases of non displaced
women might disturb these results in some sense, but it remains clear that non displaced
women seem to receive more appropriate care according to their needs. But again, further
analyses has to confirm whether this finding is still obtained when controlling for other factors.

Table 4.4: % distribution of number of antenatal checks for the last birth since 2000, by displacement status and need

Displacement status and need at delivery
IDP Non IDP
Need (age, parity, spacing) No need Need No need Need
Less than four checks 40.00 40.16 32.14 21.43
Four and more checks 60.00 59.84 67.86 78.57
N 195 122 28 56

Source: Own calculations based on data UNHCR MDG project, 2006.

Besides having insight in the frequencies of antenatal checks, the quality of these checks is of
importance. Due the fact that skilled providers have better knowledge and can anticipate
more adequate on high risk pregnancies and complications, together with to the fact that they
are linked to the health care system, the quality of received antenatal care can be evaluated
by whom the service is provided, i.e. skilled or traditional.

For constructing this variable, the higher order assistant is selected in cases where multiple
answers were given. Table 4.5 shows that the majority of antenatal care checks were
provided by a skilled assistant (doctor, nurse, or midwife). For only two cases a traditional
birth assistant (TBA) provided antenatal care. For 98 percent of the non displaced women
antenatal care is provided by a doctor, for displaced women this is some 12 percent less, but
skilled care is mostly received in the form of a nurse or midwife.

Table 4.5: % distribution of provider of antenatal checks for the last birth since 2000, by displacement status

Displacement status at delivery

IDP Non IDP Total N
Doctor 85.89 97.59 91.74 355
Nurse 9.72 2.41 6.07 33
Midwife 3.45 n.a 3.45 11
TBA 0.63 n.a 0.63 2
No one 0.31 n.a 0.31 1
N 319 83 402

Source: Own calculations based on data UNHCR MDG project, 2006.

When decomposing above values again by age as shown in table 4.6, it becomes clear that
of the older age groups, fewer women received their antenatal checks by a doctor than non
displaced women of the same age category did. The table also shows that antenatal checks
received by a midwife increases by age for those being displaced. Thus, where it can be
expected that older women make more use of the traditional assistance, this is not confirmed
for non displaced women, while it is for older women being displaced, possible referring
problems in accessing this maternal health care service, or their visibility within the health
care network.
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Table 4.6: % distribution of provider of antenatal checks, last birth since 2000, by displacement status and age

Displacement status and age at delivery
IDP Non IDP

Age (years) 14-24 25-29 30-34 35-54 14-24 25-29 30-34 35-54
Doctor 87.74 88.64 86.84 75.68 100.00 95.65 93.33 100.00
Nurse 9.43 7.95 7.89 16.22 0.00 4.35 6.67 0.00
Midwife 2.83 3.41 3.95 5.41 n.a. n.a. n.a. n.a.
TBA 0.00 0.00 1.32 2.70 n.a. n.a. n.a. n.a.
No one n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.
N 106 38 76 37 31 23 15 14

Source: Own calculations based on data UNHCR MDG project, 2006.

4.4.2 Skilled attendance during delivery

A second factor that determines maternal health is the type of attendance during a delivery.
Due the fact that the proportion of deliveries attended by skilled assistant is high in Sri Lanka
(97 percent in 2001), as well for the surveyed population (respectively 96 and 100 percent for
displaced and non displaced women) (HPRA, 2006), disparities among the surveyed people
exist in the type of skilled assistance attended, i.e. a doctor, nurse or midwife (see table 4.7)
Because a lack of doctor might reflect a disrupted health system, it is of importance to know
who are differently served in this aspect of maternal health. As the table makes clear, non
displaced are more assisted by a doctor than displaced women are, who are more assisted
by a nurse, although the differences are very small.

Table 4.7: % distribution of type of assistance during delivery of the last birth since 2000, by displacement status

Displacement status at delivery

IDP Non-IDP Total N
Doctor 74.61 78.31 76.46 303
Nurse 17.24 13.25 1525 66
Midwife 5.64 8.43 7.04 25
TBA 2.51 0.00 2.51 8
N 319 83 402

Source: Own calculations based on data UNHCR MDG project, 2006.

Table 4.8 shows the same frequencies, but then decomposed again by age. Concerning
displaced women, assistance by a doctor or nurse during delivery decreases by age.
Assistance by a doctor for displaced women is lower than those non displaced, except for the
youngest age group. Then, the table shows that the assistance by a traditional birth attendant
is increasing by age, and does not occur among the non-displaced population.

Table 4.8: % distribution of type of assistance during delivery of the last birth since 2000, by displacement status and
age

Displacement status and age at delivery
IDP Non IDP
Age (years) 14-24 25-29 30-34 35-54 14-24 25-29 30-34 35-54
Doctor 80.00 72.73 75.00 68.42 71.88 86.96 80.00 76.92
Nurse 16.19 15.91 18.42 21.05 15.63 8.70 13.33 15.38
Midwife 2.86 7.95 2.63 7.89 12.50 4.35 6.67 7.69
TBA 0.95 3.4 3.95 2.63 n.a n.a n.a n.a
N 105 88 76 38 32 23 15 13

Source: Own calculations based on data UNHCR MDG project, 2006

Because skilled attendance is high among both groups, it is of interest to determine who is
assisted by a doctor, and who are not to get some insight in the quality of the health care
system. Table 4.9 summarizes the same distributions as table 4.7, presenting that in total
three quarters of the deliveries is attended by a doctor. By distinguishing for displacement
status, a somewhat higher proportion of non displaced women were assisted by a doctor
during the delivery compared to non displaced.

Table 4.9: % distribution of assistance by a doctor during delivery of the last birth since 2000, by displacement status

Displacement status at delivery
IDP Non IDP Total N
No doctor 25.39 21.69 24.63 99
Doctor 74.61 78.31 75.37 303
N 319 83 402

Source: Own calculations based on data UNHCR MDG project, 2006.
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Table 4.10 shows some more detailed information concerning the need for skilled attendance
because of the higher risk of facing complications when a woman is in need according to the
definitions of the WHO. Here the difference between displaced and non-displaced women is
less evident, some 4 percent of the displaced women in need were less assisted by a doctor
than non displaced women in need were.

Table 4.10: % distribution of assistance by a doctor during delivery of the last birth since 2000, by displacement
status and need

Displacement status and need at delivery
IDP Non IDP
Need (age, parity, spacing) No need Need No need Need
No doctor 23.28 26.45 21.43 22.22
Doctor 76.72 73.55 78.57 77.78
N 189 121 28 54

Source: Own calculations based on data UNHCR MDG project, 2006.

4.5.3 Number of visits of public midwife at home
The reason for investigating the number of visits of a midwife at home refers to the analysis of
its effectiveness of the Sri Lankan health system (chapter 3) on studied populations.

In Sri Lanka, the Public Health Midwife is responsible for antenatal, natal, and postnatal
services; care to pregnant women is partly provided through home visits. In addition, the
Public Health Midwife is responsible for providing other services to women in their
reproductive ages, i.e. information about, and provision of family planning methods
(Fernando, 2005). This implicates that visits of a midwife at home refer to ante- as postnatal
care. Due the fact that these visits are customary in Sri Lankan society, it is of interest to get
insight in the situation of conflict affected persons. In what way are they served according to
Sri Lankan policy, and does this differ by age, need or displacement status.

Table 4.11 shows the number of visits of a midwife at home by displacement status. It is clear
that displaced women receive more often no, or only few (1-3) visits of a midwife at home
than displaced women do.

Table 4.11: % distribution of the number of visits of midwife at home for the last birth since 2000, by displacement
status

Displacement status at delivery
IDP Non IDP Total N
Never 15.71 12.50 15.04 63
1-3 visits 25.08 18.18 23.63 99
4-5 visits 15.71 22.73 17.18 72
6-7 visits 20.24 21.59 20.53 86
8-9 visits 19.94 20.45 20.05 84
10 or more visits 3.32 4.55 3.58 15
N 331 88 419

Source: Own calculations based on data UNHCR MDG project, 2006.

Investigating these numbers into more details again by age, table 4.12 indicates that for the
youngest age group, non displaced women receive more visits of a midwife at home than
young displaced women do. On the contrary, older displaced women receive more visits at
home than their non displaced counterpart. Again, the small number of cases might disturb
these results somehow. Later it becomes clear whether it is indeed the displacement status
and age that make the difference, or whether it are other factors contributing to the
explanation of these findings.

Table 4.12: % distribution of the number of visits of midwife at home for the last birth since 2000, by displacement
status and age

Displacement status and age at delivery
IDP Non IDP

Age (years) 14-24 25-29 30-34 35-54 14-24 25-29 30-34 35-54
Never 15.89 17.98 14.10 18.42 15.15 8.70 6.67 21.43
1-3 visits 32.71 22.47 25.64 15.79 1212 26.09 20.00 21.43
4-5 visits 14.95 19.10 11.54 18.42 24.24 17.39 20.00 35.71
6-7 visits 15.89 21.35 24.36 21.05 27.27 13.04 40.00 7.14
8-9 visits 16.82 17.98 21.79 18.42 15.15 30.43 6.67 14.29
10 or more visits 3.74 1.12 2.56 7.89 6.06 4.35 6.67 0.00
N 107 89 78 38 33 23 15 14

Source: Own calculations based on data UNHCR MDG project, 2006.
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Table 4.13 shows binary grouped results for the number of visits. In referrence to the
recommended four antenatal checks, it is chosen to split the number of visits of a midwife at
home at five. Also for the reason that the average number of visits is 4.7. The table shows
that a clear differentiation can be made between displaced and non displaced persons, where
the latter received more often five or more visits.

Table 4.13: % distribution of the number of visits of midwife at home for the last birth since 2000, by displacement
status

Displacement status at delivery
IDP Non IDP Total N
Less than five visits 51.06 39.77 48.69 204
Five and more visits 48.94 60.23 51.31 215
N 331 88 419

Source: Own calculations based on data UNHCR MDG project, 2006.

Focusing again on the need of women in table 4.14, displaced women who are in need
received less often more than five visits than non displaced women do. Again, it is not clear
whether most of the visits take place before or after the delivery of the child.

Table 4.14: % distribution of the number of visits of midwife at home for the last birth since 2000, by displacement
status and need

Displacement status and need at delivery
IDP Non IDP
Need (age, parity, spacing) No need Need No need Need
Less than five checks 50.77 53.28 42.86 41.07
Five and more checks 49.23 46.72 57.14 58.93
N 195 122 28 56

Source: Own calculations based on data UNHCR MDG project, 2006.

4.4.4 Utilisation of family planning methods

This final subsection gives a descriptive overview of the utilisation of family planning methods
of displaced, non displaced and, displaced and returned people, both men and women, at the
time of interview. Thus, the sample size is much larger than that of the maternal health
services.

Underlying table 4.15 shows the use of family planning methods in the past 12 months. Here
it must be mentioned that this represents a narrow 20 percent of the 1,855 persons being 15
years or older, i.e. 80 percent did not use any of the mentioned methods (modern or
traditional) in the past 12 months. By displacement status, over 85 percent of returned
displaced persons did not use any method, for displaced and non displaced this is both 78
percent. These outcomes are very low in compared to national statistics who claim that over
70 percent of the population of reproductive age used family planning methods, either modern
or traditional.

The table shows that the majority of males, unless their displacement status did not use any
modern family planning method in the past 12 months. For females this proportion is lower,
but still the two third did not use any modern method.

An interesting result is that returned displaced persons made least use of modern family
planning methods, while displaced persons show to have used modern methods most often.

Table 4.15: % distribution of utilisation of modern family planning methods, by sex and displacement status

Displacement status and sex at interview

Males Females
IDP Non IDP Returned IDP IDP Non IDP Returned IDP Total
No 92.90 94.59 96.80 67.60 69.89 79.41 83.53
Yes 7.10 5.41 3.20 32.40 30.11 20.59 16.47
N 493 185 219 534 186 238 1,855

Source: Own calculations based on data UNHCR MDG project, 2006.

Table 4.16 shows that if comparing utilisation of different types of mehods, condom use is the
highest, as traditional methods are the lowest for displaced persons. The latter also shows to
have the highest proportion of female sterilisation. Concerning other modern methods,
displaced persons have higher utilisation than those non displaced. In general, female
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sterilisation and other modern methods are the most used family planning method, each
contributing to one third of the total use.

Table 4.16: % distribution utilisation of type of family planning methods, by displacement status for both sexes

Displacement status at interview

IDP Returned IDP Non IDP Total N
Pill 18.92 14.93 26.58 19.84 73
Condom 9.01 5.97 3.80 7.34 27
Male sterilisation 1.80 1.49 1.27 1.63 6
Female sterilisation 31.98 29.85 25.32 30.16 111
Traditional 5.41 14.93 16.46 9.51 35
Other Modern * 31.98 31.34 26.58 30.71 113
Other 0.90 1.49 0.00 0.82 3
N 222 67 79 368

*|UD, injectables, implants, foam tablets, diagraph, jelly or female condom
Source: Own calculations based on data UNHCR MDG project, 2006.

Concerning utilisation by age, table 4.17 shows that female sterilisation increases rapidly with
age, while at the same time utilisation of the pill decreases. Young women aged 15-20 show a
high proportion of utilisation of oral pill, together with other modern methods. Remarkable is
that among the ages 20-35 years traditional methods are higher than succeeding ages. This
can be related to reproduction at younger ages, after which female sterilisation at older ages
becomes more common.

Table 4.17: % distribution utilisation of type of family planning methods, by age for both sexes

Age (years)

15-19 20-24 25-29 30-34 35-39 40-44 45-54 | Total N
Pill 66.67 37.14 28.57 16.88 18.75 19.70 3.13 19.84 73
Condom 0.00 8.57 8.93 10.39 9.38 6.06 1.56 7.34 27
Male sterilisation 0.00 0.00 0.00 3.90 0.00 0.00 4.69 1.63 6
Female sterilisation 0.00 5.71 8.93 20.78 35.94 39.39 60.94 30.16 111
Traditional 0.00 17.14 10.71 12.99 4.69 4.55 10.94 9.51 35
Other modern* 33.33 28.57 41.07 35.06 31.25 30.30 17.19 30.71 113
Other 0.00 2.86 1.79 0.00 0.00 0.00 1.56 0.82 3
N 6 35 56 77 64 66 64 368

*|UD, injectables, implants, foam tablets, diagraph, jelly or female condom
Source: Own calculations based on data UNHCR MDG project, 2006.

Because among males family planning method prevalence rate is very low, it is chosen to
analyse family planning method use of women. To include males, couple family planning
method prevalence is incorporated by linking the use or non use of modern methods of the
husband to the wife, if this relation is known. For women of whom the partner cannot be
extracted from the available information, utilisation of the woman only is taken into account.
After the construction of this indicator the utilisation of males and females, including couple
prevalence is equally distributed. Table 4.18 shows that for both males as females, three
quarters of the individuals aged 15-54 did not use any modern family planning method the last
year.

Table 4.18: % distribution utilisation of modern family planning methods including couple prevalence, by sex,
including couple prevalence

Sex
Male Female Total N
No 75.43 74.23 74.81 1,642
Yes 24.57 25.77 25.19 553
N 1.058 1.137 2,195

Source: Own calculations based on data UNHCR MDG project, 2006.

For females the utilisation is presented by displacement status in table 4.19. Again is shown
that displaced women show the highest utilisation, while returned women the lowest.

Table 4.19: % distribution utilisation of modern family planning methods including couple prevalence, by
displacement status

Displacement status
Non displaced Displaced Displaced and returned Total N
No 72.81 70.77 82.65 75.41 844
Yes 27.19 29.23 17.35 24.59 293
N 217 626 294 1,137

Source: Own calculations based on data UNHCR MDG project, 2006.
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If decomposing these proportions again by age in table 4.20, displaced, and returned women
aged 20-24 show a 10 percent less use of modern methods than the other two groups do. For
displaced women, utilisation is increasing faster by age than for the other two groups. A
remarkable result is that displaced and returned women show very low utilisation at older
ages.

Table 4.20: % distribution utilisation of modern family planning methods including couple prevalence, by
displacement status and age

Age (years)

14-19 20-24 25-29 30-34 35-39 40-54 Total N
Non displaced
No 100.00 82.05 71.05 70.83 69.57 59.70 72.81 158
Yes 0.00 17.95 28.95 29.17 30.43 40.30 27.19 59
N 26 39 38 24 23 67 217
Displaced
No 94.59 82.00 71.43 64.13 57.29 65.00 70.77 443
Yes 5.41 18.00 28.57 35.87 42.71 35.00 29.23 183
N 74 100 84 92 96 180 626
Displaced and returned
No 94.12 93.02 78.57 70.18 86.05 81.33 82.65 243
Yes 5.88 6.98 21.43 29.82 13.95 18.67 17.35 51
N 34 43 42 57 43 75 294

Source: Own calculations based on data UNHCR MDG project, 2006.

Summarising this section of which the objective is to get insight in the overall use and the
differences in this between displaced and non displaced women, it is shown that concerning
antenatal care services disparities exist between displaced and non displaced women.
Especially when focusing on their needs, displaced women seem to be underserved in the
utilisation of maternal health care services.

Concerning the utilisation of modern family planning methods, non displaced and returned
women show the lowest utilisation, while displaced women show the contrary.

Although having the answers to the first research question, conclusions about these obtained
results can not be drawn from this descriptive information for the reason that it might be other
factors contributing to the explanation of these differences.

Therefore above studied indicators are used as dependent variables in following chapters in
order to get insight in the underlying mechanisms that might give some explanation of above
disparities in utilisation.

But before conducting these analyses, a conceptual model has to be constructed from
appropriate theories in order to validate the utilisation of these specific explanatory factors.
Thus, theories and the construction of the conceptual model(s) are described in subsequent
chapter first, after which the above found differences are explained in chapter 7.
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5. Theoretical framework and conceptual model

Before conducting analyses on the utilisation of maternal health services and modern family
planning methods, theoretical background is needed to serve as basis for defining the
appropriate explanatory variables in order to get insight in underlying mechanisms that
explain disparities within the three types of utilisations described in the previous chapter. A
theory can be defined as “a coherent set of propositions that define relevant variables, the
relationship between them and the mechanism through which they influence each other” (De
Bruijn, 1999). For this research, several theories are used to explain and conceptualise the
mechanisms within the so called conceptual model that guides the analyses for this research.

This chapter gives first a short overview on appropriate existing theories and approaches for
this research. Due to the incorporation of self efficacy in addition to existing explanatory
factors in the explanation of health care utilisation, together with trying to get insight in how
displacement affects this utilisation, a major part of the discussion on the theoretical
framework is devoted to psychological processes of decision making and performance of
behaviour in order to understand the importance to include self efficacy as additional
explanatory variable in the model. Then, these theories are implemented and schematised in
a conceptual model for answering the research questions which is the basis for the
formulation of hypotheses.

5.1 Theoretical framework

As said, for constructing a conceptual model that gives guidance in answering the formulated
research questions, theories are needed in order to define relevant variables, the relationship
between them and the mechanism through which they influence each other. Existing theories
that are appropriate for this research are subsequently, the process-context approach
(Willekens 1991; De Bruijn 1999), a framework for the explanation of socioeconomic
inequalities in health service (Kunst and Houweling; 2001), and theories and models dealing
with behaviour and decision making (Bandura 1977; Ajzen and Fishbein 1980; Ajzen 1991;
Schwarzer; 1995).

5.1.1 Process-Context Approach

For understanding the impact of conflict, together with other contextual factors on macro level
on the background of the individual, respectively his or her behaviour, the process-context
approach serves as a basis for the construction of the conceptual model. This approach
integrates both macro as micro level based on methodological individualism by Coleman
presented in figure 5.1. Besides, the notion of time, e.g. the life course and social change
constitute the process context approach as shown in figure 5.2. As this figure shows, the
approach treats individual demographic behaviour as an outcome of a process under
influence of economic, social, cultural, political, and historical structures (De Bruijn, 1999).

Figure 5.1: Methodological individualism by Coleman (1990)

Macro Context Social
level outcome
A
v
Micro Individual Individual
level background g behaviour

Source: Adapted from De Bruijn, 1999, pp. 18
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Figure 5.2: Process-Context approach
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Often social outcomes at macro level refer to the aggregation of individual behaviour of the
population under study, where the context refers to the construction of society determined by
institutions and social systems (e.g. McNicoll 1994). At micro level, it are individuals whose
choice, emotions, motivation, and interactions play a substantive role in the process of
individual behaviour. In addition to the interaction between structure and agency, time plays a
crucial role in the approach, due to the fact that processes as well as contexts are changing
over time. Different behaviour within a changing life course results in the idea that generations
or cohorts are the mechanism of social change (e.g. Giele and Elder 1998).

Changes over the life course, as well as social change are important aspects within the
research, because changing life course patterns of reproductive indicators as fertility and
nuptiality (marriage), but also of the context, i.e. education, employment, and health
structures on macro level, indicate that conflict and displacement play a role in the disruption
of careers and social constructs that might have implications concerning reproductive needs
and risks of individuals, but also their decision making processes referring to the utilisation of
health care services and family planning methods. As time refers to duration, duration since
displacement might result in different behaviour due to integration and adjustment to new
circumstances, subsequently social change.

5.1.2 Utilisation of health services

In addition to the process-context approach, insight is needed in the factors that can be
applied within this approach concerning the research topic that treats health care utilisation as
dependent variable. A broad variety of research is conducted on explaining health care
utilisation, of which the approach of Kunst and Houweling (2001) is very useful for this
research, because it covers the main determinants, and can be placed within the process
context approach.

Kunst and Houweling show that inequality and underutilisation of maternal services are likely
to be a factor contributing to maternal mortality among social-economically disadvantaged
women (Kunst and Houweling, 2001). The authors propose a conceptual framework for the
explanation of socio-economic inequalities in health service utilisation (Kunst and Houweling,
2001, p 302). This framework is based on a previous research conducted by Barthéléemy
Kuate Defo (1997) on the effects of socio economic status on women'’s health in Cameroon.
Defo found that long term effects of social disadvantages are apparent in the excess of
mortality among women who were not employed during childbirth, women who were living in
poor neighbourhoods and those living in households without modern assets (Defo, 1997).
Kunst and Houweling conceptualised individual socio-economic status, proximate
determinants, and demographic characteristics in order to understand their relationship to the
utilisation of health services, as shown in figure 5.3.
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Figure 5.3: Conceptual framework for the explanation of socio economic inequalities in health service utilisation
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Source: Adapted from Kunst and Houweling, 2001, pp. 302

Associations concerning utilisation of services and family planning methods are found for
socio-economic status (measured in terms of household wealth and educational level of the
woman). Concerning delivery care, Kunst and Houweling found a consistent relationship
between wealth and utilisation, but with high variations among the countries under study
(Kunst and Houweling, 2001). They concluded that several barriers that make these services
inaccessible, unaffordable, or unacceptable for women with few economic resources (Kunst
en Houweling, 2001) could construct the explanation for the underutilisation of health services
and family planning methods.

As mentioned, this framework is appropriate for this research because of its coverage of main
determinants of health care utilisation, as it is possible to place within the process-context
approach. Although the framework does not distinguish between the factors on macro and
micro level, it is still clear that most of the concepts are an outcome of the impact of the social
context on individual background. The main contextual factors that affect the individual
background within the framework are cultural (ethnicity, religion and beliefs), economical
(income, wealth, employment, duties and opportunity costs), social and political (education,
health, women’s status and autonomy). It are these contextual factors that determine
demographic and socioeconomic background factors, indirectly the proximate determinants,
to explain the utilisation of health care services.

5.1.3 Processes of individual behaviour

What the model of Kunst and Houweling does not incorporate are the mechanisms that
explain the process between individual background and actual behaviour. The proximate
determinants in the model are separated from actual behaviour by individual processes of
behaviour formation, which deserve attention for a full understanding and explanation of
behavioural outcomes.

For the reason that this process is often neglected in these kind of frameworks, in addition to
the fact that decision making processes are nowadays very important explanatory factors in
understanding actual individual behaviour, this research tries to incorporate the role of self
efficacy in this part of the model. Thereby an important aspect of these human behavioural
decision making processes are taken into account in the analyses on the utilisation of
maternal health services and modern family planning methods of women living in conflict
affected areas in Sri Lanka.
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As said, the measurement of utilisation of maternal health methods and family planning
methods on societal level is an aggregated result of individual behaviour, which is again the
outcome of a complex set of antecedent factors that determine the actual behaviour. One of
these factors is the process of decision making and behaviour performance. Various theories
and models provide insight into these processes. One of the most prominent is the Theory of
Planned Behaviour (Ajzen 1991), as presented in figure 5.4. Most of Kunst and Houwling’s
background factors and proximate determinants could directly be fitted into this model, where
most these concepts would fall under the external variables, but where some fit within the
behavioural process, i.e. tendency to consult and beliefs. At the end, the measured utilisation
of health services is an outcome of individual behaviour.

The Theory of Planned Behaviour captures most important antecedent factors of individual
behaviour, by describing individual readiness, willingness, and ability to perform particular
behaviour. The model shows that three concepts are distinguished that influence the intention
to perform behaviour, i.e. the attitude towards the behaviour, the subjective norm, and
perceived behavioural control.

Fiqure 5.4: Theory of Planned Behaviour

External Behavioural beliefs
variables Attitude towards the
behaviour
Socio- \
demographic Evaluation of outcomes
variables
Attitudes | Relative importance | Intention |——>| Behaviour

towards targets

Personality Normative beliefs
traits
L Subjective norm
Motivation to comply |
| Control beliefs }\A
Perceived behavioral Actual behavioural
control control
Power beliefs L

Source: Ajzen, 1991

The attitude towards the behaviour is determined by behavioural beliefs and the evaluation of
outcomes. Humans internally organise available and meaningful information into knowledge
structures, e.g. cognitive schemes by interpretation and constructs of (subjective) reality give
meaning to objects, events and situations. These meanings create outcome expectations and
standards against which behaviour is evaluated and choices are made (De Bruijn, 1999).

Due to the fact that individuals are part of a larger social environment, the immediate
individual context is of importance in the formation of intentions; the normative beliefs a the
person has about the opinion important others have of the intended behaviour or its
alternatives, together with the motivation to comply to these beliefs, determine partly whether
a choice is translated to an intention, or not.

Finally, the concept of perceived behaviour control is determined by control and power
beliefs. When decisions and intentions to particular behaviour are made, this intended
behaviour is not always performed. Concerning health issues and behaviour (change), the
role of behavioural control is of essence to incorporate, because its contribution to the
explanation why particular persons with the same intentions do not perform the intended
behaviour, while others do. Efficacy beliefs, or in this case perceived behavioural control,
affect the intention to perform behaviour, the amount of effort spent to reach this performance,
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and the persistence to continue striving to reach the goal aiming at by performing behaviour
(Schwarzer and Fuchs, 1995).

Although the importance of the concepts like intentions, attitudes and subjective norms is
acknowledged for this research the incorporation in the conceptual model is outside the scope
of this thesis due to data limitations. However, self efficacy, closely related to behavioural
control can be incorporated. In fact, many behavioural theorists claim that self efficacy merits
study in its own right and even may have more explanatory power than attitudes (Bandura,
1977; Schwarzer, 1995).

The concept of self efficacy origins from the psychologist Albert Bandura, who mentions the
concept for the first time in his article “self efficacy: towards a unifying theory of behaviour” in
1977. The concept can be defined as “beliefs in one’s capability to organize and execute the
course of action required to manage prospective situations” (cited Bandura, 1995 pp. 2). This
means that a person who beliefs in being able to cause an event, can conduct a more active
and self determined life course. Over the years, it has been found that a strong sense of
personal efficacy is related to better health, higher achievement, and more social integration
(Schwarzer and Fuchs, 1995).

Self efficacy determines the way people feel, think, and act. Persons with stronger perceived
efficacy are more optimistic and choose to perform tasks that are more challenging. Higher
goals are set, to which a higher efficacious person also sticks to easier. Thus, once an action
has been taken, persons with higher self efficacy invest more effort and persist longer in
finalising the action than persons with lower self efficacy do (Schwarzer and Fuchs, 1995).

In contrast, a low sense of efficacy is related with depression, fear, and helplessness. Low
esteem and pessimistic thought hinder accomplishments and personal development. Low self
efficacious persons rely more on the (subjective) meaning of important others to form
intentions than higher efficacious persons do (Schwarzer et.al., 1992). And, persons with low
self efficacy anticipate more on failure scenarios, which makes it more likely to fail the action
(Schwarzer and Fuchs, 1995).

For this research, this knowledge is of importance, because it gives insight in why individuals
use particular maternal health facilities or family planning methods, and while others do not.
Of course, availability and access are of additional importance in this case, but the essence of
information, knowledge, and outcome expectancies of these services, together with the
subjective norm and perceived behavioral control must not be neglected in the explanation of
utilisation of health services. Because even when these services are free available and
equally accessible (as in the case of the Sri Lankan health care system), it are individuals
themselves who decide to make use of them or not, based on their mental schemes, thereby
aiming at reaching their subjective goals or needs.

Besides the fact that self efficacy plays a role in above processes of decision making and
behavioural performances, it also determines other aspects of human functioning. According
to Luszczynska, Gutiérrez-Dofia, and Schwarzer (2005), self efficacy is especially related to
psychological related constructs, e.g. personality (self-esteem, optimism, future orientation,
self regulation, and social comparison orientation), stress appraisals, well being,
achievements, and social relations. As shortly mentioned before, self efficacy influences
optimistic or pessimistic ways of thinking, goals, motivations and future expectations,
perception of positive and negative experiences and problems, sense of competence and
social relations (Schwarzer et.al., 1992).

For the reason that the provision of health care can be seen as a form of social support, for
this research the association between self efficacy and social support is relevant to mention.
Recipient as well as provider factors determine whether this social support is given or not.
The kind of problem and attitude of the person in need of social support are of importance in
the determination to receive support or not. Controllable causes are related with lower social
support, because the person is regarded to be a victim of his own decisions and behaviors.
On the contrary, people in need for help by suffering from non controllable causes are more
likely to receive support from others (Schwarzer et.al., 1992). Because this study focuses on
populations affected by conflict induced displacement, above idea of social support is
essential because it relates to (international) humanitarian aid programs, as to the support of
the surrounding environment to which the displaced individuals are subjected. Thus, it can be
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expected that people suffering from non-controllable displacement might be provided with
more assistance than the people suffering from controllable displacement do. Over time, this
idea of social support and its relation to controllable and uncontrollable problems might be
reduced when the situation stabilises and people are supposed to have own control and
responsibility of their situation again. This association is not further explored in this research,
although it has to be kept in mind when interpreting the results. Especially when higher
utilisation of services of displaced person is found. Then the provision of humanitarian aid
might play a role in the explanation.

It must be mentioned that the best type of self efficacy indicator to be used, i.e. general or
domain specific, is under discussion in the literature.

According to the ideas of Bandura (1986, 1977) the incorporation of a general self efficacy
indicator creates problems in is predictive relevance, because an indicator of general self
efficacy provides a global score that decontextualised self efficacy behavior by transforming
self efficacy into a generalized personality trait rather than a context specific judgment about
one domain of behavior (Pajares, unknown) This implies that if asking individuals to assess
their general confidence in the ability to succeed tasks or situations without the specification
what these exactly are, individuals will generate this judgment by aggregating related
perceptions that they hope that will be related to imagined tasks. They do this because they
have to judge their ability in performance a tasks, without having a clear task in mind
(Pajares, unknown).

In addition, Luszczynska et.al (2005) showed that general self efficacy could be used for
some universal human traits.

For this research, it is chosen to use a general self efficacy indicator, because the
construction of a domain specific indicator that refers to maternal health care seeking abilities,
and family planning method use, are difficult to operationalise due to data limitations.

This section discussed theories, approaches, and concepts relevant for this study. In relation
to this study, the relevance of the concepts is discussed in next section, where the conceptual
model is constructed. Together with this model, hypotheses are formulated on the expected
influence of the concepts on the utilisations of the services under study.

5.2 Conceptual model and hypotheses

Having the process-context approach in mind, together with the objective to understand the
effects of various factors that contribute to the explanation of the utilisation of maternal health
services and family planning methods of women living in conflict affected areas in Sri Lanka,
a model is constructed that conceptualises above theories and the research problem in order
to give guidance in answering the research questions. Underlying figure 5.5 shows the final
conceptual model of which each aspect is described in this section, starting with the context
and social outcome at macro level.

At macro level, one important contextual factor is the already more than two decades lasting
ethnic tensions that has affected, or still affects the reproductive health status of the
population living in those areas where conflict is most severe. Besides these ethnic tensions,
other contextual factors described in chapter three are of importance in understanding and
explaining the utilisation of maternal health services and family planning methods.

It are especially social, economic, political, and cultural factors that determine employment,
wealth, educational and health systems that determine the background characteristics of each
individual. An example of these contextual factors are the national policies aiming at an
egalitarian health care system, freely and easily accessible for inhabitants, which is expected
to show a quite homogeneous health status of the population.

This research does not allow for aggregation of individual behaviour to the macro level
because data limitations do not allow for that. Also studying the direct social impact of conflict
and displacement and other contextual factors on the individual background is difficult due to
data and time limitations.

As became clear in previous chapters the analyses are conducted on individual level, where
the utilisation of four types of services are the dependent variables to explain.
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Figure 5.5: Conceptual model for the analysis on utilisation of maternal health services and family planning methods
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Determinants of the reproductive health situation of the affected population are studied by
analysing four dependent variables concerning individual behaviour of which seemingly
different and similar utilisations for displaced and non displaced women are given in previous
chapter. Thus, the utilisation of maternal health services (number of antenatal care visits, type
of attendance during delivery, and the number of visits by a midwife at home) for the most
recent birth since 2000, together with the utilisation of modern family planning methods by
women are investigated.

The conceptual model shows that it are three broad concepts that influence the utilisation of
these four services, i.e. the individual background, covering demographic, socioeconomic as
well ass displacement related factors, the proximate determinants described by Kunst and
Houweling, and self efficacy capturing some aspects of individual behaviour processes.

It must be mentioned that in this description only those concepts and relations are discussed
which are also analysed. This means that all dotted relationships, together with the grey
concepts are not analysed and therefore not discussed in detail in this section, although some
are discussed descriptively in previous chapters as well while interpreting the outcomes.

First, the individual background is determined by the contextual influence of the macro level.
Then, it is expected that this individual background directly influences the utilisation of
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maternal health services and family planning methods, as it does indirectly through the
proximate determinants and self efficacy.

These proximate determinants and self efficacy directly influence the utilisation of the four
services under study.

Finally the conceptual model shows that the factors within the individual background directly
influences self efficacy, being analysed separately in order to see how and which individual
background factors predict this characteristic.

Starting with the conceptualisation of the individual background, some of the independent
variables of the model of Kunst and Houweling are selected for answering the second
research question “which factors contribute to the explanation of found similarities of
disparities in the utilisation of maternal health services and family planning methods of
displaced and non displaced women? Do self efficacy and displacement have an additional
contribution to this explanation?”

It is evident that demographic characteristics like age, sex, marital status, parity, ethnicity and
place of residence are implemented in the model, together with the variables wealth,
education, and status of women, which represent socioeconomic status. Common knowledge,
the findings of Kunst and Houweling, together with the information given in chapter 2.2.2 tells
that these factors are of importance in explaining similarities or differences in the utilisation of
maternal health services and family planning methods.

Starting with the demographic factors, age informs about the stage in life and relates to
particular reproductive and sexual behaviour as well as needs, the same does marital status.
Ethnicity covers cultural beliefs and behaviours, and place of residence refers to the
institutional context, possibly in this case the severity of the conflict, and the state of the
health care system.

The hypotheses that can be formulated for demographic factors are;

H1.a Based on the equalitarian health care system, utilisation of maternal health services
does not differ by age, ethnicity and place of residence.

H1.b Based on different needs, beliefs and values, utilisation of modern family planning
methods does differ by age, marital status, parity, and ethnicity.

H1.c Based on the equalitarian health care system, utilisation of modern family planning
methods does not differ by place of residence.

Concerning socioeconomic status, wealth is a variable that covers long term economic status
(Filmer and Pritchett, 2001), respectively social status and purchasing power (due to
underreporting of income, resulting from dependencies on benefits, e.g. the Samurdhi
programme, income is not a good proxy for economic status in this research). Wealth might
directly contribute to the accessibility of services, as it might indirectly determine the general
health status of a person, because it enables the provision of basic needs, e.g. nutrition,
shelter, and clothing.

Then educational level is another indicator that reflects socioeconomic status. It covers the
knowledge a person has about the process of selecting, attaining, and processing new
information. For many behaviours it is known that higher education leads to more information
about opportunities and how to overcome barriers. In relation to maternal health higher (and
therefore longer) education increases the age of marriage, followed by a higher age at
childbearing, resulting in lower risks of complications, subsequently different needs
concerning the utilisation of maternal health care services and family planning methods.
Finally, status of women is incorporated in the model because it is an important factor
contributing to the understanding of opportunities and power of women within the decision
making process and the performance of behaviour. Status of women influences the equality
status within the household concerning for example the distribution of resources like food,
thereby influencing health as nutritional status. In addition it enables women do have control
over her own fertility, as to negotiate within sexual relationships.

The hypotheses that can be formulated for socioeconomic factors are;

H2.a Based on the equalitarian health care system, utilisation of maternal health services
does not differ by wealth, education, and status of women.
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H2.b Based on differences in knowledge and accessibility, utilisation of modern family
planning methods differs by wealth, education, and status of women.

Concerning displacement related factors four features are conceptualised, i.e. displacement
status, number of displacements, duration of stay at the place of residence, and age at first
displacement. These factors give information in which way conflict has affected life. Then, the
number of displacements might affect someone’s (subjective) ability to seek health care, or to
use family planning methods for the reason that previous (traumatic) events might demotivate
individual behaviour, or affect the goals that were strived for. The duration since displacement
might refer to how well a women is integrated in her new place and whether she attained the
knowledge where and how to make use of (provided) health facilities and family planning
methods needed. Finally, age at first displacement might tell something about the disruption
of life course careers, having different implications on the maternal health situation because
of possible disrupted sexual, marriage, educational, and employment careers.

The hypotheses that can be formulated for displacement related factors are;

H3.a Based on the disruption of lives, utilisation of maternal health services differ by
displacement status, the number of displacements, and duration of stay.

H3.b Based on differences in provision and accessibility, utilisation of modern family planning
methods differ by displacement status, the number of displacements, and duration of stay.

Some proximate determinants of the framework of Kunst and Houweling are taken into
account in the analyses. It are only need, perceived health and autonomy for which the data
allows to operationalise. As described in next chapter, need is operationalised according to
WHO defined demographic features of a woman in relation to her higher risk of complications.
According to this organisation, women in need are expected to receive more attention before,
during and after delivery.

Then perceived health status influences the utilisation of health services, although for this
research it is a complex factor because it is difficult to determine the causality of its possible
effect. For the analysis on the utilisation of modern family planning methods perceived health
might relate to the level of awareness of vulnerability of a woman’s own health condition in
order to protect herself from unwanted or unplanned pregnancy or STI/STDs by making use
of appropriate family planning methods.

Finally autonomy refers to a woman’s control of decision making. Autonomy influences the
utilisation of maternal health services and family planning methods in such a way that the
outcome would be according her wishes and needs.

The hypotheses that can be formulated for the proximate determinants are;

H4.a Based on the egalitarian health care system, utilisation of maternal health services differ
by relative need.

H4.b Based on needs, values and beliefs, utilisation of modern family planning methods does
differ by perceived health and autonomy.

Then the concept of self-efficacy has a central position in the model because of its focus
within the research questions. As mentioned, self efficacy indicates how well a person feels
able to perform (intended) behaviour, as how this is related to someone’s personality. For
explaining the differences in utilisation of maternal health services and family planning
methods, self efficacy might be an explanatory factor with high predictive value. For the
reason that the concept reflects a woman'’s ability to perform specific behaviour, it is assumed
that this ability (beliefs) contribute to the utilisation of health services and family planning
methods.

The hypotheses that can be formulated for self efficacy are;

H5.a Based on different abilities, utilisation of maternal health services differ by self efficacy.
H5.b Based on different abilities, utilisation of modern family planning methods differ by self
efficacy.

As said, it is of additional interest to get insight in the factors that explain the level of self

efficacy. Therefore the conceptual model shows that the relationship between the individual
background on self efficacy is investigated in order to answer the research question “do
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demographic, socioeconomic, and displacement related factors contribute to the predictive
value in understanding the level of perceived self efficacy at the time of interview?”

The socioeconomic factors wealth, education, and status of women influence a person’s level
of self efficacy because it are in particular these features that enable person to learn from
experiences. All three provide a larger range of opportunities, and with broader means and
resources these factors enable individuals to experience or challenge these opportunities.
Therefore it can be assumed that increasing socioeconomic status has a positive effect on
self efficacy. It has to be taken into account that the causality of this relationship must be
taken in consideration when interpreting the results of the analysis.

Through traumatic experiences caused by conflict an displacement, it is expected that
displacement has a negative impact on self efficacy. In addition, the number of displacements
are assumed to strengthen this negative effect on self efficacy. Duration of stay at the place of
interview might influence the knowledge, experiences, adjustment and integration in the new
(social as physical) environment. Therefore it assumed to have a positive effect on self
efficacy. Finally, age at first displacement incorporates experiences (social learning) in
different stages in the life course. When individuals have experienced single or multiple war
related traumatic events in which a death or injury is experienced directly, withessed or
learned, many individuals suffer from stress reactions, which might impact their self efficacy in
particular way, possibly different for the timing in life individuals are exposed to this (Ferren,
1999).

The hypotheses that can be formulated for self efficacy are;

H6.a Based on opportunities, level of self efficacy differs by wealth, education and status of
women.

H6.b Based traumatic experiences, level of self efficacy differs by displacement status, the
number of displacements, duration of stay, and age at first displacement.

Before starting to investigate these hypotheses, the used dataset and methods are described
in next chapter, in which also the conceptual model is operationalised.
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6. Data, methods, and operationlisation

After the conceptualisation of the theoretical framework, this chapter gives short description
the used data and applied methods within this research. After this overview, the
operationalisation of the conceptual model for this particular dataset is discussed.

6.1 Data

For getting insight in the underlying mechanisms of the utilisation of maternal health services
and family planning methods, individual information is needed. As mentioned, data that
provides insight in demographic, health and socio-economic situation of displaced persons
are scarce and incomplete. Due to the unstable situation in the Northern and Eastern
provinces of Sri Lanka, most of the surveys held in the country do not cover (parts of) these
areas. To overcome this information gap, the UNHCR conducted a survey in order to obtain
individual information about the living conditions of refugees and internally displaced persons
in three countries.

The objectives and content of this dataset are discussed in previous section after which its
possibilities and limitations in relation to this research are shortly discussed.

Additional contextual data are obtained from the Sri Lankan Department of Census and
Statistics, the United Nations Higher Commissioner for Refugees, the World Health
Organisation, the World Bank, and other institutions. This contextual information is especially
used for the chapters that contain demographic and socioeconomic background information.

6.1.1 “Millennium Development Goals; A multi-country research into the living
conditions of refugees, asylumseekers, and internally displaced persons”**

Recent collected data resulting from the project “Millennium Development Goals; A multi-
country research into the living conditions of refugees, asylumseekers, and internal displaced
persons” of the UNHCR is available and used for this research. Access to this dataset is
possible for the reason that the UNHCR has commissioned this project to the Netherlands
Interdisciplinary Demographic Institute, who coordinated the project. The data is collected in
the first half of 2006. Within this project, similar surveys are conducted in Armenia and
Ecuador. For Sri Lanka, the districts Mannar, Vavuniya, Trincomalee, Anaradhapura, and
Polonnaruwa were selected. The selection of households, including the displaced, comes
from official government registration, in which the internally displaced persons are assumed to
be adequately covered.

Unfortunately the target of 1,500 households is not reached due to increasing tensions at the
beginning of 2006. Nevertheless, 1,064 households are included in the final dataset. Of this
amount, individuals within 873 households are displaced (living in welfare camps or
elsewhere), as the remaining 191 households are not.

Of the total sample aged 15 years and older, 10, 14, 24 and 41 percent are respectively the
ethnicities Sinhalese, Indian Tamil, Muslim, and Sri Lankan Tamil.

The content of the survey is related to the measurement of relevant Millennium Development
Goals indicators. The main goal of the project is to contribute to fill up the information gap that
exists between the relatively well documented living conditions of refugees and internally
displaced persons living in established refugee camps, and those who live outside these
camps. Therefore, living conditions and well being are measured in terms of Millennium
Development Goals indicators in this survey.

6.1.2 Reflection on the data

As all dataset have, this used dataset has a lot of possibilities but also its limitations in
regards to this research. Starting with the former, it is a huge advantage that the dataset
provides a very broad insight in the living and health circumstances of the population living in
the five selected districts. The data provides household as well as individual information for all
members of this household. Information on migration histories, income, employment,
education, (reproductive) health, gender questions, and vulnerability and coping are captured.

'* See appendix D for the complete questionnaire used for the Sri Lankan study
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Concerning health, aspects of (perceived) health status, use of medicines and health care
services are included. In addition a special child module is incorporated in the survey.
Concerning this research, aspects of reproductive health are widely incorporated in the
dataset. Knowledge and perceptions of HIV/AIDS and family planning methods, the actual
utilisation of these methods, and the provision of maternal health services are registered.
Then, birth history and immunisation information, as well the health status of each child is
taken into account.

Limitation of the data set, especially for the research question dealt with in this research, are
that for the information of utilisation of maternal health services, only the circumstances of the
last child since 2000 are given. For this reason, the number of cases to be studied is relatively
small, for each maternal health service approximately 400 cases are present. And because
only this limited information is available, it has to be taken into account that it is difficult to
generalise the maternal health circumstances for all women under study. Nevertheless, this
information is very useful to get insight in the current situation.

Then, it has to be considered that those women who died (possibly in relation to their
pregnancy) are not covered in the data. This means that the outcomes can underestimate the
situation, because there where the services where lacking women could have died.

Then it is reasonable to assume that the most wealthiest and healthiest households or
persons have been displaced further than this survey covered. Selection effects of migration
play an important role in this.

Other limitations of the dataset are that it does not contain information about the (lacking)
health care system and other infrastructure. Therefore it is difficult to draw conclusions
whether utilisations are affected by individual behaviour or the absence of adequate services,
of which the latter is most probable because of the good working and egalitarian Sri Lankan
health care system.

To avoid anticipatory analyses, circumstances at interview can not be applied for past
situations. For example it can not be assumed that wealth status or educational level at the
moment of interview is the same as 10 years before.

Nevertheless, the dataset contains a broad set of information and is a very rich source for
further exploration, especially because it covers that population which is normally neglected in
statistics.

6.2 Methods

6.2.1 Logistic regression

Because the sample size is too small to conduct multivariate regression analyses, it is
decided to construct dichotomously dependent variables on which logistic regression can be
applied. Logistic regression is used when categorical dependent variables are modelled
(Norusis, 2000). The (dichotomous) dependent variables for the regression are A. receiving at
least four antenatal care visits (1) or less (0), B. attendance at delivery by a doctor (1), or not
(0), C. receiving at least five visits of a midwife at home (1) or less (0), and D. the use of
modern family planning methods in the last year (1) or not (0).

Logistic regression implies a transformation of the dependent variable. This transformation is
necessary, because with normal (linear) regression the dependent variable y can become
bigger than one, or smaller than zero, which is not possible in the case of dichotomous
variables (Allison, 1984). By transforming the dummy variable into a continue variable the
regression model becomes linear according to the following equation, where p is the
probability of success:

1

P
P = 1+ o PothX) > LN(l—PJ =py + B X

This logit transformation does not use probabilities, but odds, which is a ratio of probabilities:

OddS_P(y=1)_ P(y=1) p

= - — _pP = pPtAX _ pho X
P(y=0) 1-P(y=1) 1-p 1-p
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In this function B is the change in the log odds (logit) if x changes one unit, and e® is the
change in the odds if x changes one unit. The higher the value of the odds, the larger the
probability of success. This means that odds between 0 and 1 refer to probabilities between 0
and 0.5. Odds of 1 and higher refer to probabilities between 0.5 and 1. Above implies that
changes in x do not have a constant effect on y, or P (Allison, 1984).

The final results resulting from this regression can be interpreted by odds ratios or

coefficients. The odds ratio describes the likelihood to experience the event for the level of
interest compared to the reference group of this variable, like:

odds _category _of _interest

odds _ratio =
odds _reference _ category

The results obtained from this analysis can also be interpreted by coefficients, thereby
including an intercept. These coefficients, or probabilities are most useful when the purpose
of the analysis is to forecast the probability of an event (NoruSis, 2000). But because this
research is interested in the impact of the independent variable it is not useful to present this
in coefficients.

The models are constructed by stepwise inclusion of the explanatory variables after checking
their predictive power and significance of each explanatory variable separately.

For testing model improvement, the Likelihood Ratio (LR) test is used. This test uses the ratio
of the maximized value of the likelihood function for the full model (L) over the maximized
value of the likelihood function for the simpler model (Lo). The likelihood-ratio test statistic
equals:

~2l0g(+%) = ~2llog L, ~log £,] = ~2(L, - L,)

1

This log transformation of the likelihood functions results in a chi-squared statistic that is
tested with a 95 percent confidence interval. The significance levels of the resulting odds
ratios are tested for three levels, i.e. *** : p<0.01 **: p<0.05 *: p<0.1

6.2.2 Construction of indexes by principal component analysis

For the construction of the four indexes used in the analyses (wealth, status of women,
autonomy and self efficacy), principal component analysis is applied. The details of these
constructions are described separately for each index in Appendix B.

The idea behind principal component analysis is to discover linear relationships among the
selected variables in order to discover whether the variables can be explained by a much
smaller number of variables, so called factors, or components.

For the calculation of the indexes, the first component is the one that is used to represent the
concept. Because the approach captures the common information by the extracting
orthogonal (unrelated) linear combinations of a set of variables, this first component is the
linear index of all variables that captures the largest amount of information that is common to
all of the variables (Filmer and Pritchett, 2001).

Shortly the approach works as follows:

1. A set of N variables a; to aj\,f , represent the value of these N variable of each case
j-

2. Each variable is normalized by its mean and standard deviation:
ay =(a; —a,)l(s;).

3. These selected variables are expressed as linear combinations of a set of underlying
components for each case j. Principle components find the linear combination of the
variance with maximum variance (which is the first principal component) and then
finding the second linear combination of the variables. As said, the components are
orthogonal, i.e. unrelated to each other and variance is decreasing by each
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component. Estimates of coefficients and variables are made for each of the principle
component, of which the first looks like:

Ay = fu-(ag, =) (s) + .t fiy (a3 —ay) M(sy)

This first component can be used as an index under the assumption that the index
explains that maximum variance (and covariance) in the selected variables.

Besides the first component, other components have a specific meaning that might disturb the
interpretation of the first one. This means that the first component never reconstructs the
index perfectly. For the reason that often a number of components result from the analysis,
some rules are needed to decide which components need to be interpreted, and which not.
One rule is to retain those components that have an eigenvalue greater than 1. Due to the
fact that an eigenvalue is the amount of variance that is explained by one or more component,
it makes no sense to add a component that explains less variance than is contained in one
variable, i.e. that has an eigenvalue smaller than 1.

Uniqueness is the part of the variance of the variable that cannot be explained by the
common factors (1-communality), where communality is the sum across rows of the squared
loadings, which is the percentage of the variability for each asset explained by the new
variable. Values of uniqueness that are greater than 0.6, are considered as high (Stata Press,
2005).

6.3 Operationalisation conceptual model

This section describes the operationalisation of the constructed conceptual model (see figure
5.5 on page 57) given the available dataset and used methods. Because different analyses
are conducted, the different frequencies of the constructed independent variables are given
for each dependent variable to be analysed in Appendix C. Here is reflected on the decisions
made in the construction of the dependent and the independent variables.

6.3.1 Dependent variables

As stated in the research questions and the conceptual model, four concepts of reproductive
health are explored thereby distinguishing between three maternal health services and family
planning methods. All dependent variables are binary grouped as presented in table 6.1. In
addition, self efficacy levels of men and women are analysed.

Table 6.1: Dependent variables of the research

Dependent variables Labels N Proportion
A Number of antenatal care visits 0: Less than four visits 152 36.36
N= 417 1: Four or more visits 266 63.64
B Delivery attended by doctor 0: No 99 24.57
N=402 1: Yes 304 75.43
(¢} Number of visits of midwife at home 0: Less than five visits 204 48.69
N= 419 1: Five or more visits 215 51.31
D Use of modern family planning methods* 0: No 844 74.23
females aged 14-54 years N=1,137 1: Yes 293 25.77
E Self efficacy 0: Mean and lower score 1,355 51.74
N= 2,619 1: Higher than mean score 1,264 48.26

*Modern methods: pill, [UD, male and female condom, male and female sterilisation, injectables, implants, foam
tablets, diaphragm, and jelly.

Non modern, or traditional methods: rhythm, natural family planning, withdrawal, abstinence, and other.
Source: Own calculations based on data UNHCR MDG project, 2006.

As described in chapter four, the motivation to split the number of antenatal checks at four is
based on the recommendations made byt the WHO, where at least four antenatal check are
seen as adequate.

For the number of visits of a midwife at home, which is split at at least five visits, above
recommendation is taken into consideration, thereby adding up one visit to take into account
postnatal care.

Concerning the analysis to be conducted on the utilisation of family planning methods, the
listed methods in the survey are grouped into utilisation of modern methods (1), and
traditional methods or non use (0). This analysis is conducted on only women, but the
utilisation of their husbands, if known, is taken into account. This means that couple
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prevalence is incorporated in the construction of the variable, i.e. if either the wife or the
husband used a modern method within the past year, both are labelled as users. For the
women of whom the partner could not be extracted from the survey, only her utilisation is
taken. Because in Sri Lanka it are in general females who use family planning methods
(condom use is rare), the incorporation of couple prevalence does not lead to a biased
variable.

For predicting the level of self efficacy it is chosen to conduct another logistic regression
analysis (mainly due to restrictions in time). The constructed binary dependent variable is
whether a person scores average or lower self efficacy (0), or scores above this average (1).
Here, self efficacy is again determined by factor analysis, but in this case men are also
incorporated in the construction, thereby providing insight in the possible different
contributions of both sexes in the explanation of self efficacy.

6.3.2 Independent variables

6.3.2.1 Individual background

Most variables that are conceptualised in the individual background are obvious to construct.
Although it has to be mentioned that instead of extracting the reported value for age directly
from the dataset, the indicator is calculated by extracting the century month of birth of the
respondent from the century month of the birth of the last child since 2000, or century month
at interview to prevent heeping. For missing values on month, six is given in order to keep the
case within the sample.

Parity is constructed on the basis of of the total number of births given, in which the children
who died are included. Parity at last birth is constructed from above parity at interview, minus
one, because it is dealt with the last pregnancy since 2000.

Place of residence at last birth is constructed on basis of the available information about the
timing of previous displacements.

Then, period of birth is split at the moment the ceasefire was signed, i.e. 22.02.2002. All births
within February 2002 are coded as having occurred before the ceasefire, while births since
the 1 of March occurred after this event.

6.3.2.2 Socioeconomic status

Socioeconomic status is measured by three variables, i.e. wealth status of the household,
educational level, and status of women. The used methodology for the construction of the
former and the latter are described in Appendix B1 and B2.

The reason for constructing a wealth index is that information about income and expenditures
of individuals and households it not always reliable due to under - or over reporting for several
reasons. For Sri Lanka, questions concerning income and expenditures in the survey are
probably underreported due to fear of loss of benefits (i.e. The Samurdhi programme) when
reporting the real, probably higher, income and expenditures. Therefore, it is useful to use
another indicator that represents the economic situation of the household.

An indicator that represents the economic status of a household within the sample is wealth.
Wealth is a theoretical measurable quantity when information about income and expenditures
is lacking, difficult, or poor to measure. The concept can be considered as an underlying
unobserved variable, which represents the economic status of the household on the long run
(Filmer and Pritchett, 2001).

To obtain this wealth index, information about variables that are associated with a
household’s relative position in the distribution is needed. Often these variables are
household ownership of consumer durables, characteristics of the household’s dwelling and
household landownership (Rutstein et.al, 2004).

Educational level is directly constructed from the questionnaire, by grouping educational level
into a binary variable, the first label being not and primary educated, the second, secondary
and higher education.

Often status of women is measured by information about education, employment, literacy,
and participation in society. In this research the status of women is constructed differently by
using questions that measure opinions about gender issues. In particular, whether a woman
thinks a husband is allowed to hit his wife seven particular situations, i.e. when she goes out
to see friends without telling him; when she leaves town/village without telling him; when she
neglects the children; when she argues with him; when she refuses to have sex with him
when he wants it; when she didn’t prepare the food properly; and, when she spends any
money without first consulting him
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All respondents above age 15 can agree or disagree on these statements, or answer that
they don’t know. Because the number of persons that answered the latter is small (less than
10 percent), it is decided that this category is recoded as missing.

The index is based on the answers of female respondents only, because then it reflects
somehow their opinion about their rights and situation. If including men in the construction of
the index, factor scores might be distorted by their values.

For the analysis of self efficacy, the index is based on the responses of males and females,
resulting in a different scores and distribution.

All these three variables are constructed on basis of the situation given at the time of
interview. This means that for the circumstances around the last pregnancy since 2000 it is
assumed that these statuses were the same, possibly leading to anticipatory analysis.

The reason that these explanatory variables can be used with confidence in the analyses
concerning the last birth is that three quarter of them took place after 2002, which implicates a
relatively short duration since interview. Together with the fact that most respondents live at
current place of residence for a longer time, it can be assumed that their wealth status
remained more or less the same since 2000, although the effects of displacement through
conflict on wealth might put this assumption under discussion.

The status of women is assumed to be stable along this period (2000-2006). This variable is
based on subjective ideas which can change over time, but concerning these type of
questions can assumed to be stable opinions over one’s life because they are learned and
internalised at younger ages. Therefore assuming to be dependent on someone’s personal
context.

6.3.2.3 Displacement history

The explanatory variables that cover the displacement history of the respondent are
constructed for the moment of delivery of the last birth since 2000, as for the time of interview.
This reconstruction is mainly done on basis of the century months by which age at first
displacement and duration of stay are obtained.

The number of displacements can be constructed directly from the dataset, as for the number
of displacements at last birth the situation has to be reconstructed. The same is done for
displacement status.

Concerning the utilisation of family planning methods, displacement status also distinguishes
for those that have been returned after displacement because the findings obtained from the
explorative research found that this particular group has the lowest utilisation.

6.3.2.4 Proximate determinants

As already shown in the conceptual model. not all proximate determinants of Kunst and
Houweling are used for the four analyses. The content of the data does not allow taking into
take into account those proximate determinates in the grey part of the box. Further, of the
operationalisable concepts not all are used in each analysis. Perceived health for example is
only incorporated in the analysis of utilisation of family planning methods for the reason that
these might vary too much over time and is only appropriate to take into account for a very
small period around the interview to avoid anticipatory analysis.

Then, autonomy is again an index, this time based on nine questions that cover who in the
household makes decisions about particular aspects like; the need of health care, of
respondent or child; education of daughter or son; major and daily household purchases;
migration; marriage of daughter or son; and, what food should be cooked each day. More
details are to be found in Appendix B3.

Individual score 1 if only the respondent makes the decision, and 0 when the respondent
together with others, or only others decide. Again, the index is based on the answers of
females only. For the analysis on self efficacy the responses of males are included, resulting
in different scores and distribution.

Need at moment of last pregnancy and delivery, as at interview is constructed by adding three
types of circumstances into one variable. According to the WHO a women is in need for
(additional) maternal health care if she is relatively young or old, i.e. under 18 or above 35
years (WHO, 2006). Then she is in need if she expects her first or sixth or higher order child.
Finally, additional attention is needed when the birth interval between the last birth and birth
under study is less than two years (WHO, 2005).
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6.3.2.5 Self efficacy

The last independent variable to be operationalised is self efficacy. For this research
limitations of the dataset do not enable to use a domain specific index of self efficacy (see
discussion in chapter 5.1 on page 56). Therefore, a general self efficacy index is applied in all
the analyses.

On basis of four general self efficacy related questions an index is constructed as described
in Appendix B4. The questions cover whether the respondent thinks he or she is able; to
solve most problems if is tried hard enough; to deal effectively with unexpected events; to find
the means and ways to get what he or she wants, if someone opposes the person; and to find
several solutions, when being confronted with a problem.

For the last analysis, this self efficacy is the dependent variable. Because this last analysis is
conducted on the whole population, i.e. including men, new scores are calculated, leading to
a variable with different frequencies and distributions.
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7. Analyses on the utilisation of maternal health services and modern family
planning methods

This chapter describes the regression analyses conducted on the five dependent variables of
interest. Based on described theory, the conceptual model, and formulated hypotheses, a set
of independent variables are used in order to obtain a model that predicts whether; a) at least
four antenatal care checks were provided for the last pregnancy since 2000, b) a doctor was
present during the delivery of this last born child since 2000, c) a woman was visited at least
five times by a midwife at home, d) a modern family planning method was used in the past 12
months, and e) a person scores above the average level of self efficacy.

The obtained models are shown in tables that present odds ratios together with their
significance level. The analysis on each dependent variable is covered in separate sections of
this chapter.

Before describing these models, each section starts with a discussion on the gross effects of
each independent variable on the variable to explain. These gross effects are obtained by
bivariate analysis, i.e. logistic regression with only one independent variable, thus not
controlling for addition factors.

It must be mentioned that only those cases that score on every independent variable in the
model are taken into account in the analyses. In this way no cases are lost during the
modelling process.

For the reason that the inclusion of status of women leads to a selective loss of cases15, it is
chosen not to include this variable to avoid biased results. For the same reason autonomy is
not incorporated in the analysis on utilisation of modern family planning methods.

7.1 Antenatal care: receiving at least four antenatal care checks

Given the descriptive information on utilisation of antenatal care given in chapter 4.4.1, it
seems that displaced women less often received at least four antenatal care checks than non
displaced women received for their last pregnancy since 2000. To discover whether this
group is indeed underserved in antenatal care, it has to be controlled for various factors that
additionally might contribute to the explanation of these differences. Table 7.1 shows the odds
ratios obtained for this dependent variable.

Resulting from bivariate regression, model 0 shows that displaced women are half as likely to
have received at least four antenatal care checks than non displaced women are, reflecting
the outcomes of the descriptives, as confirming the hypothesis that receiving the prescribed
number of antenatal checks differ by displacement status.

Then, model 0 shows that there are no differences found for age. This indicates that the
health care system does not discriminate for age. Interesting is the fact that of all independent
variables ethnicity has the highest predictive power, i.e. 53.68 percent which is very high. The
bivariate model shows that Muslim women have only three percent of the likelihood of
Sinhalese women to have received at least four checks. As the hypothesis expected
differences between the ethnicities, this strong effect of Muslim women is remarkable, and
might possibly refer to the presence of discrimination against Muslims within the health
system on the one hand, while on the other hand Muslim women themselves might reject the
utilisation of antenatal care checks or have less access to health care.

One of the factors that might influence this strong effect of ethnicity, is place of residence at
time of childbearing. Especially in this research this factor might refer to the impact of conflict
and displacement on the health care system, as indicated in the previous background
chapters.

5 Because the status of women is based on sensitive questions, and the ‘don’t know’ category is recoded as missing,
a large group of the surveyed population does not score on this variable, leading to a loss of cases to be analysed.
Exploring the characteristics of this lost group, it is found that the majority of these missing values are Muslim
women. Therefore, it can be concluded that it is a selected group that is excluded from of the model when including
the status of women.

In addition to this non randomness, it is not the case that particular questions used for the construction of this variable
score missing. The majority of the missing cases are attributed to the non response of the whole set of questions
used for the construction of the index. This indicates that the decision to recode the answer ‘don’t know’ into a
missing value did not lead to a large number of missing values on the status of women.
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Table 7.1: Odds ratios and significance level of receiving at least four antenatal care checks, last pregnancy since 2000

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8
N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378
Odds ratio | Odds ratio Odds ratio | Odds ratio Odds ratio | Odds ratio | Odds ratio QOdds ratio QOdds ratio
Displacement status
Non displaced 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Displaced 0.51** 0.51** 0.20*** 0.32** 0.30** 0.28** 0.25** 0.22** 0.22**
Age at delivery
14-24 years 0.96 0.93 1.64 1.45 1.44 1.50 1.47 1.55 1.74
25-29 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
30-34 years 0.61 0.63 1.00 0.92 0.91 0.87 1.28 1.18 1.22
35-54 years 0.63 0.60 0.87 0.91 0.90 0.85 1.32 1.30 1.25
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 2.81 3.84 0.42 0.42 0.45 0.42 0.40 0.42
Indian Tamil 1.37 2.16 0.19 0.19 0.18 0.17 0.18 0.15
Muslim 0.02*** 0.02*** 0.03*** 0.03*** 0.03*** 0.03*** 0.03*** 0.03**
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 0.97 1.02 1.03 1.00 0.98 1.04 1.27
Trincomalee and other 0.00*** 0.03*** 0.02*** 0.02*** 0.02*** 0.01*** 0.01***
Anaradhapura 0.03*** 0.09** 0.09** 0.08** 0.08** 0.07** 0.10**
Polonnaruwa 0.01** 0.03*** 0.03*** 0.02*** 0.02** 0.02*** 0.02***
Wealth Status
Poorest 1.00 1.00 1.00 1.00 1.00 1.00
Middle 0.65 1.05 1.10 1.02 0.97 0.91
Richest 0.97 0.92 0.99 0.89 0.80 0.84
Education
None and primary 1.00 1.00 1.00 1.00 1.00
Secondary and higher 2.18*** 0.65 0.62 0.62 0.62
Need
No Need 1.00 1.00 1.00 1.00
Need 1.21 0.48 0.58 0.58
Period of childbirth
Before ceasefire 1.00 1.00 1.00
After ceasefire 0.70 0.41* 0.46
Self efficacy
Lowest 1.00 1.00
Middle 0.47*** 0.66
Highest 0.61 0.32*
Log likelihood model -247.10 -245.02 -107.41 -92.69 -92.66 -92.23 -91.11 -89.63 -88.00
LR 4.16 275.22 29.44 0.06 0.86 2.24 2.96 3.26
Degrees of freedom (df) 1 4 7 1 13 14 15 16 18
delta df 3 3 4 2 1 1 1 2
chi2<LR (95 % ClI) No imp Imp Imp No imp No imp No imp No imp No imp
Pseudo R2 0.0124 0.0207 0.5707 0.6295 0.6297 0.6314 0.6358 0.6418 0.6483

*:p<0.01 *: p<0.05 *: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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Model 0 shows that women living in Trincomalee, Anaradhapura, and Polonnaruwa at the moment of
their last delivery have a very low likelihood of having received at least four antenatal checks
compared to those women who lived in Mannar. Women living in Vavuniya do not differ from this
district.

Against all theoretical expectations, but in accordance with the Sri Lankan health care system, wealth
status does not seem to make a difference in predicting the utilisation of antenatal care checks in the
bivariate model referring to the egalitarian health system, not discriminating for wealth.

As theoretically also expected, the effect of educational level significantly differ from each other, i.e.
higher educated women are two times more likely to have received at least four antenatal care
checks. As expected, higher educated women possibly have more knowledge and access to the
health care system

Then, women in need of antenatal checks, referring to their increased risk of complications relating to
their age, parity, or birth interval, do not differ from women without this need.

Also the gross effect of period of childbirth does not contribute to the prediction of the dependent
variable.

Finally, self efficacy does show some differences in the bivariate model, where middle self efficacious
women are half as likely than low efficacious women are to have received at least four antenatal
checks. This is contrast to the hypothesis that self efficacy would have a positive effect on the number
of antenatal checks.

When adding above factors one by one to the model, it becomes clear that the difference between
non displaced and displaced women increases. When controlling for all explanatory factors, model 8
shows that displaced women have one fifth of the likelihood of non displaced women to have received
at least four antenatal checks, thereby confirming the hypothesis that the utilisation of this service
differs for displaced and non displaced women.

The table shows that very low odds ratios especially for Muslims are obtained, and together with
those women living in Trincomalee, Anaradhapura, and Polunnaruwa these features are the strongest
predictors of receiving at least four antenatal checks.

In addition to this, self efficacy has some explanatory power, because after controlling for the other
independent variables, high self efficacious women have one third of the likelihood of the lowest
efficacious women to have received the prescribed number of antenatal care checks. Although the
middlest level of self efficacy is not significant, it is in line with the direction of the highest one. Thus, it
seems that there is a negative relationship for self efficacy and receiving the appropriate number of
antenatal checks.

Interesting is to see that the effect of education is lost, even changing direction. This loss is obtained
when controlling for place of residence. This means that educational differences between districts
contribute to the predictive effect.

When ignoring the effect of self efficacy, model 7 shows that the period of childbirth has a significant
different influence, namely those women that gave birth after the ceasefire have almost one third of
the likelihood of receiving at the appropriate number of antenatal care checks of women that gave
birth before that particular moment in time. This is a remarkable result, because it is expected that the
situation would have been improved since the agreement on the ceasefire. The reduction of
humanitarian aid after 2002 might contribute to the explanation of this result, together with the
possible long term pressure put the health system, partly caused the impact of conflict and
displacement.

Finally it is remarkable that the last model, model 9, has a predictive power of 65 percent, which is
quite high knowing that usually in social sciences a model’s predictive power of 25-30 percent is
reasonable. The reason of this high R? might be that ethnicity itself has a very high predictive power,
indicating that the explanative effect on the utilisation by Muslim women is very strong.

For the reason that displaced persons are less likely to have received the prescribed number of
antenatal care checks, a new model is created for only those women being displaced. In this way it
can be determined whether it are in particular displacement related factors that might contribute to
this lower utilisation or that other factors have a different influence.

Table 7.2 shows the obtained odds ratios, where in the first place it seems that those women who are
displaced more than ones have lower likelihoods to have received at least four antenatal checks than
those who are displaced ones. Without controlling for any factor, duration of stay has a positive effect
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on the utilisation of antenatal care, but it becomes clear that this positive effect is replaced by a non
significant negative effect if controlling for several factors.

Except for need and period of childbirth, the gross effects of the independent variables are more or
less the same for this selected population as for the total sample.
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Table 7.2: Odds ratios and significance level of receiving at least four antenatal care checks, last pregnancy since 2000, displaced women only

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 Model 9
N= 288 N= 288 N= 288 N= 288 N= 288 N= 288 N= 288 N= 288 N= 288 N= 288
Odds ratio Odds ratio Qdds ratio Odds ratio Qdds ratio Odds ratio QOdds ratio Odds ratio QOdds ratio QOdds ratio
Number of displacements
One 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Two 0.59 0.59 0.64 0.32 0.26* 0.26* 0.27* 0.33* 0.49 0.52
Three 0.35** 0.35** 0.36** 0.36 0.23* 0.23* 0.24 0.27 0.32 0.33
Four or more 0.67 0.66 0.73 0.60 0.41 0.41 0.44 0.55 0.86 0.94
Duration of stay
Less than 5 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
5to 10 years 1.01 0.94 0.99 0.68 0.81 0.79 0.76 0.72 0.67 0.66
More than 10 years 1.35 1.09 1.21 0.40 0.35 0.34 0.34 0.34 0.40 0.43
Age at delivery
14-24 years 0.93 0.88 1.67 1.54 1.52 1.68 1.62 1.58 1.75
25-29 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
30-34 years 0.59 0.57* 0.88 0.78 0.75 0.75 0.35 1.06 1.10
35-54 years 0.52 0.53 0.87 0.85 0.84 0.75 0.54 1.44 1.47
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 2.76 3.55 0.70 0.71 0.97 1.01 0.60 0.68
Indian Tamil 1.32 1.67 0.27 0.28 0.34 0.39 0.26 0.26
Muslim 0.01*** 0.01*** 0.04*** 0.04*** 0.04*** 0.03*** 0.03*** 0.03***
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 0.98 1.25 1.12 1.12 1.01 1.08* 1.18
Trincomalee and other 0.01*** 0.03*** 0.02*** 0.02*** 0.02*** 0.01*** 0.01***
Anaradhapura 0.03*** 0.14 0.16 0.16 0.18 0.10* 0.14
Polonnaruwa 0.01*** 0.03*** 0.03*** 0.03*** 0.03** 0.02*** 0.02**
Wealth Status
Poorest 1.00 1.00 1.00 1.00 1.00 1.00
Middle 0.56** 0.98 0.98 0.85 0.81 0.77
Richest 0.95 1.35 1.35 1.17 1.00 1.05
Education
None and primary 1.00 1.00 1.00 1.00 1.00
Secondary and higher 2.03** 0.50 0.45 0.44 0.43
Need
No Need 1.00 1.00 1.00 1.00
Need 0.95 0.31* 0.41 0.39
Period of childbirth
Before ceasefire 1.00 1.00 1.00
After ¢ fire 0.60* 0.25* 0.29*
Self efficacy
Lowest 1.00 1.00
Middle 0.40*** 0.70
Highest 0.59 0.45
Log likelihood model -191.65 -191.60 -189.41 -75.18 -67.06 -67.01 -66.15 -64.53 -62.41 -61.93
LR 0.10 4.38 228.46 16.24 0.10 1.72 3.24 4.24 0.10
Degrees of freedom (df) 3 5 8 11 15 17 18 19 20 22
delta df 2 3 3 4 2 1 1 1 2
chi2<LR (95 % ClI) No imp No imp Imp Imp No imp No imp No imp Imp No imp
Pseudo R2 0.0185 0.0188 0.0300 0.6150 0.6566 0.6568 0.6612 0.6695 0.6804 0.6428

**:p<0.01 *: p<0.05 *: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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Where need had a positive effect on the whole sample, it has a small negative effect for only
those displaced, although this difference is not significant.

Then the gross effect of period of delivery has a negative effect, i.e. displaced women who
gave birth after the ceasefire are forty percent less likely to have received at least four
antenatal care checks. When controlling for the other factors this likelihood even reduces to
one third, indicating that displaced women had less access to health care after the ceasefire
than they did before, which is an important outcome providing additional information to the
explanation the lower number of antenatal care checks of displaced women.

This additional model shows that for displaced women, displacement related factors like the
number of displacements and the duration of stay do not significantly contribute to the
explanation of this lower utilisation. Some other variables do, and especially period of delivery
shows to be of imporance for this population, but in an unexpected way. After the ceasefire
displaced women are one third less likely to have received at least four antenatal checks than
they did before. This effect is not obtained in the previous models where non displaced
women are included.

In addition, it are again Muslims and women living in Trincomalee and Polonnaruwa at the
moment of their delivery, being very less likely to have received the appropriate number of
antenatal checks.

7.2 Skilled attendance during delivery: being assisted by a doctor

For the analysis on the presence of a doctor at delivery of the last birth since 2000, the same
method as in the previous section is applied, thereby also including the same independent
variables. Before discussing the results, it has to mentioned again that the fast majority, i.e.
98 percent, of the deliveries is attended by a skilled assisted, e.g. a doctor, nurse or midwife.
In this analysis is distinguished whether a doctor was present at delivery or not. Therefore it
has to be kept in mind that when a doctor was not present, the woman was not necessarily
underserved. Generally it can be said that this analysis tells more about the health care
system in general, than it does for explaining the utilisation of services. This because it can be
assumed that when no doctor was present, the health care system might be inadequately
working.

Table 7.3 shows a sequence of nine models, of which the last has a predictive power of 19
percent in which in total 371 out of 402 cases are remained. Here is are the factors ethnicity,
place of residence, and self efficacy having the highest predictive power, respectively 7.83,
7.20, and 6.73 percent. This is mentioned because it shows that self efficacy is of importance
in the prediction of being attended by a doctor.

In contrast to the previous analysis, there is not an a priory significant difference found
between displaced and non displaced women in being assisted by a doctor at delivery. Also
between the categories of the independent variables age at delivery, need, and period no
significant differences are obtained for the gross effects.

Indian Tamils show to be different from Sinhalese, i.e. they have a quarter of the likelihood of
Sinhalese women to be assisted by a doctor in the bivariate model.

Women living in the districts Anaradhapura and Pollonnaruwa show to be respectively four
and six times as likely to be assisted by a doctor than women living in Mannar. For the other
three districts no differences are found.

Concerning wealth status, model 0 shows that only women of the middle wealth category are
significantly different from those with lower wealth status. They are almost two times more
likely than the reference group.

Education shows again the theoretically expected effect, where women with secondary and
higher education are more likely than women without or only primary education are.

In the bivariate model, the different levels of self efficacy are highly significant from each
other, where women with a middle level of self efficacy are significantly over two times more
likely to be assisted by a doctor than low self efficacious women. For high efficacious women
this likelihood is even ten times higher. These results confirm the hypothesis that higher
efficacious women are possibly more able to insist on getting the care they need, where in
this case it is a doctor being present during the delivery of their child.
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Table 7.3: Odds ratios and significance level of the attendance of a doctor at delivery, last birth since 2000

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8
N= 371 N= 371 N= 371 N= 371 N= 371 N= 371 N= 371 N= 371 N= 371
QOdds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio
Displacement status
Non displaced 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Displaced 0.93 0.94 1.13 1.24 1.05 1.18 1.20 1.21 1.21
Age at delivery
14-24 years 1.20 1.20 1.09 1.06 0.98 0.91 0.92 0.92 0.83
25-29 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
30-34 years 0.97 0.97 0.86 0.87 0.80 0.82 0.77 0.79 0.74
35-54 years 0.80 0.80 0.67 0.66 0.65 0.73 0.67 0.69 0.69
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 0.71 0.73 0.70 1.44 1.26* 1.23* 1.24 0.89
Indian Tamil 0.26** 0.25** 0.49 0.36 0.38 0.36 0.36 0.31
Muslim 1.74 1.81 2.04 1.99 1.90 1.90 1.86 1.72
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 1.17 1.65 1.80* 1.93* 1.96* 1.94* 1.62*
Trincomalee and other 0.97 0.65 0.47 0.69 0.70 0.71 0.46
Anaradhapura 3.82*** 3.42* 3.15 3.28* 3.22* 3.23* 1.78*
Polonnaruwa 5.96*** 4.42% 4.06* 5.25** 5.15** 5.19** 4.18**
Wealth Status
Poorest 1.00 1.00 1.00 1.00 1.00 1.00
Middle 1.87* 1.51 1.59 1.61 1.62 1.48
Richest 1.10 0.61 0.53* 0.54* 0.54* 0.43**
Education
None and primary 1.00 1.00 1.00 1.00 1.00
Secondary and higher 1.72% 2.29* 2.30** 2.31* 2.35*
Need
No Need 1.00 1.00 1.00 1.00
Need 0.92 1.14 1.12 1.31
Period of childbirth
Before ceasefire 1.00 1.00 1.00
After ceasefire 1.19 1.1 0.92
Self efficacy
Lowest 1.00 1.00
Middle 2.28*** 2.42**
Highest 10.35*** 10.18***
Log likelihood model -202.04 -202.46 -186.62 -179.79 -176.60 -173.21 -173.12 -173.07 -162.79
LR -0.84 31.68 13.66 6.38 6.78 0.18 0.10 20.56
Degrees of freedom (df) 1 4 7 11 13 14 15 16 18
delta df 3 3 4 2 1 1 1 2
chi2<LR (95 % CI) No imp Imp Imp No imp Imp No imp No imp Imp
Pseudo R2 0.0001 0.0030 0.00765 0.1103 0.1260 0.1428 0.1433 0.1435 0.1944

***:p<0.01*:p<0.05*: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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If looking into more details to what happens with above odds ratios when the independent
factors are incorporated into the model it immediately becomes clear that no significant
difference between non displaced and displaced women is obtained. Although the direction of
the difference is remarkable, because after controlling for age, displaced women become
more likely to be assisted by a doctor, in model 8 this likelihood is 20 percent higher than for
the non displaced women.

As mentioned, in the model without controlling for any additional effect, Indian Tamils are
significant less likely to be attended by a doctor during delivery. This significant difference is
lost when controlling for place of residence, which indicates that this ethnic population
particularly live in districts where the attendance of a doctor at delivery is lower, i.e. Mannar
and Vavunyia.

When controlling for several factors, women living in Polonnaruwa when giving birth to their
last child were over five times more likely to be assisted by a doctor than women in Mannar.
Also in Anuradhapura this likelihood is high, although not being significant in all models.
Women with high wealth status become more than half as likely than low wealth status
women to be attended by a doctor.

The strength of the effect of education increases by the incorporation of independent
variables, leading to the finding that secondary or higher educated women are more than two
times more likely to be assisted by a doctor than women without or with primary education.
The factors need and period of birth do not seem to make a difference in the prediction of
being attended by a doctor or not.

Then, the inclusion of the variable being of most interest of the research, namely self efficacy,
leads to a significant improvement of the model. Women with a middle level of self efficacy
are significantly over two times more likely to be assisted by a doctor than low self efficacious
women are. For high efficacious women this likelihood is even almost a significant ten times
higher. The impact of one’s efficaciousness on the ability to find the appropriate health care
might be an explanation for these results.

7.3 Ante- and postnatal care: receiving at least five visits of a midwife at home

The last analysis concerning maternal health circumstances of the last pregnancy since 2000
is conducted on the number of visits of a midwife at home. As mentioned, these visits are
dichotomously defined as receiving at least five of these visits, or less. As shown in the
descriptive overview, displaced women are less often visited at home by a midwife. This
further analysis aims to discover which factors contribute to these differences. Table 7.4
shows that by inclusion of the previous independent variables the predictive power of the
model accumulates to a narrow 14 percent, by covering again 378 cases scoring on each
variable.

Starting again with a description of the odds ratios obtained from bivariate analysis, model 0
shows that displaced women are significantly less likely to have received at least five visits at
home by a midwife.

Differences in age, education and need do not contribute to the prediction whether a woman
was visited at least five times at home by a midwife.

Model 0 shows that Sri Lankan and Indian Tamils have respectively one third and one quarter
of the likelihood of Sinhalese women to haven been visited at least five times at home by a
midwife.

Also for this dependent variable a clear division is found between the Northern and Eastern
districts (Mannar/Vavuniya/Trincomalee) and the North Central districts (Anuradhapura
/Polonnaruwa). The latter two have a higher likelihood for being visited at least five times at
home by a midwife, while between the former three no differences exist.

Referred to the poorest women, women with middle or higher wealth are more likely to be
visited at home, both having remarkably the same strength.

For giving birth before or after the ceasefire, model 0 shows that women who delivered after
the ceasefire where one and a half times more likely to have been visited by a midwife at
home for at least five times than women who gave birth before this agreement.

Finally, self efficacy contributes again to the prediction of this dependent variable, where
higher self efficacious women show to be more likely to have been visited at least five times
at home by a midwife than low efficacious women. For middle and high levels of self efficacy
this is respectively almost two and three times higher than the lowest level.
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Table 7.4: Odds ratios and significance level of receiving at least five visits of a midwife at home, last pregnancy since 2000

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8
N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378 N= 378
Qdds ratio Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio
Displacement status
Non displaced 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Displaced 0.64* 0.62* 0.66 0.63 0.66 0.66 0.62 0.64 0.63
Age at delivery
14-24 years 0.95 0.92 0.76 0.68 0.70 0.70 0.68 0.68 0.62
25-29 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
30-34 years 1.24 1.27 1.1 1.09 1.09 1.09 1.31 1.46 1.48
35-54 years 1.22 1.19 0.99 0.94 0.94 0.94 1.18 1.32 1.36
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 0.37** 0.35** 0.73 0.73 0.73 0.77 0.76 0.61
Indian Tamil 0.26*** 0.26** 0.59 0.62 0.62 0.67 0.64 0.60
Muslim 1.34 1.32 1.05 1.05 1.05 1.06 0.95 0.90
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 0.77 0.75 0.74 0.74 0.71 0.68 0.58
Trincomalee and other 1.50 1.08 1.06 1.06 1.02 1.16 0.91
Anaradhapura 3.63*** 2.51 2.41 2.41 2.51 2.56 1.83
Polonnaruwa 4.58*** 3.35** 3.25** 3.25** 3.45** 3.58** 3.06**
Wealth Status
Poorest 1.00 1.00 1.00 1.00 1.00 1.00
Middle 1.76** 1.35 1.35 1.29 1.32 1.30
Richest 1.76* 1.23 1.23 1.15 1.19 1.12
Education
None and primary 1.00 1.00 1.00 1.00 1.00
Secondary and higher 0.90 1.00 0.99 0.99 0.98
Need
No Need 1.00 1.00 1.00 1.00
Need 0.98 0.66 0.57 0.58
Period of childbirth
Before ceasefire 1.00 1.00 1.00
After ceasefire 1.54* 1.76* 1.60*
Self efficacy
Lowest 1.00 1.00
Middle 1.89** 1.56*
Highest 2.78*** 2.95%**
Log likelihood model -260.41 -259.62 -239.17 -233.75 -233.15 -233.15 -232.01 -229.89 -225.17
LR 1.58 40.90 10.84 1.20 0.00 2.28 4.24 9.44
Degrees of freedom (df) 1 4 7 11 13 14 15 16 18
delta df 3 3 4 2 1 1 1 2
chi2<LR (95 % ClI) No imp Imp Imp No imp No imp No imp No imp Imp
Pseudo R2 0.0060 0.0090 0.0871 0.1078 0.1101 0.1101 0.1144 0.1225 0.1405

**:p<0.01 *: p<0.05 *: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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The significant difference between displaced and non displaced women disappears when
adding additional these factors into the model.

Also the found effects for Sri Lankan and Indian Tamils are removed when controlling for
place of residence, indicating that these ethnicities are living in districts in which the likelihood
of being visited by a midwife at home at least five times is low.

Wealth also looses its significant impact when controlling for age, ethnicity and place of
residence, thereby confirming the hypothesis that the Sri Lankan health care system does not
discriminate for these characteristics.

As said, women giving birth after the ceasefire are more likely to have received this number of
visits than women giving birth before the ceasefire are. This possibly indicates that a
stabilising situation enables midwifes to do their work better. Because the model controls for
place of residence, it means that in all districts this effect is obtained.

Finally, when controlling for all above factors, the positive impact of self efficacy is remained.
Thus, women being middle or high self efficacious are respectively one and a half and three
times as likely to have been visited by a midwife than low self efficacious women.

7.4 Family planning: utilisation of modern methods in the past 12 months

The analysis to be conducted on the utilisation of modern family planning methods of women
in the past 12 years is somewhat different from the previous three analyses for the reason
that another group of respondents is selected. Here, it are not only women who gave birth to
a child since 2000, but all female respondents aged 15-54 years are taken into account in the
analysis. This means that the sample size is larger than for the previous analyses, i.e. 1,137
cases. The analysis covers 1,003 of these cases, because the remaining 134 score a missing
on at least one of the incorporated variables. Table 7.5 shows that the last model has a
cumulative predictive power of 25 percent. As mentioned in chapter 6, the use of modern
family planning methods of males is taken into account in the analysis by the inclusion of the
prevalence of family planning methods of couples in constructing the dependent variable.

As shown in the table, a distinction between displaced and returned displaced women is
made for the reason that they showed disparities in their utilisation in the descriptive part of
this research, see chapter 4.4.4. The bivariate model shows that there exists indeed a
difference between them. Displaced and returned women are less likely to have used modern
family planning methods in the past 12 months than non displaced women.

The gross effect model shows that, as expected, age at interview has a positive effect on the
utilisation of modern methods. Very young women are very less likely to have made any use
of modern family planning methods. After age 30, the differences in likelihood do not increase
much. This finding can be explained by the fact that the data showed that the most commonly
used methods are the pill, for younger women, and female sterilisation for the older ones. For
the reason that in Sri Lanka fertility is relatively low (TFR at replacement level ), and the age
at childbearing quite high (around 27 years), women start their childbearing at high age, and
are able control their reproduction after a short reproductive time span to limit their number of
children. This is reflected by the odds ratios, which do not increase that much after age 35,
indicating that most women in these age groups control their fertility permanently by making
use of female sterilisation as was shown before.

The categories belonging to marital status show to be significantly different. This factor has
the highest predictive power, i.e. 8 percent, where as expected, married women are most
likely to have used modern methods.

Parity, or number of children, raises the odds ratios substantially. Where women with one
child are almost 10 times as likely than women without children to use modern methods,
women with three children 23 times more likely than the reference group to have used
modern methods in the past 12 months.

Of the four categorised ethnicities, Muslim women are the only group being significantly
different from Sinhalese women, having a quarter of their likelihood.

Concerning place of residence, the gross effects show differences between the districts are
less clear than for the analyses on utilisation of maternal health services. In the districts
where the assistance of a doctor and the number of visits of a midwife at home were most
likely, i.e. Anaradhapura and Polonnaruwa, the odds ratios of utilisation of modern methods
are much lower. Provision and access of these methods, or the presence of a certain ethnic
group in these districts might be the explanation of this. Probably this becomes clear when
controlling for several independent variables.
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Table 7.5: Odds ratios and significance level of utilisation of modern contraceptives in the past 12 months, women including couple prevalence

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 Model 9
N=1003 N=1003 N=1003 N=1003 N=1003 N=1003 N=1003 N=1003 N=1003 N=1003
Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio Odds Odds ratio | Odds ratio | Odds ratio
Displacement status
Non displaced 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Displaced 1.24 1.20 1.16 0.98 0.90 0.93 0.96 0.96 0.98 0.98
Displaced and returned 0.62** 0.55** 0.85 0.72 0.75 0.62 0.66 0.65 0.64 0.66
Age at interview
14-19 years 0.22*** 0.22*** 0.70 1.15 1.00 1.01 1.00 1.01 1.01 0.96
20-25 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
25-29 years 1.72* 1.78** 1.29 0.83 0.67 0.75 0.74 0.70 0.71 0.69
30-34 years 2.20*** 2.39*+* 1.59 0.88 0.65 0.76 0.75 0.73 0.75 0.74
35-39 years 2.43** 2.53** 1.64 0.83 0.70 0.80 0.78 0.75 0.78 0.76
40-54 years 2,19 2.26™* 1.41 0.70 0.55* 0.64* 0.62 0.60 0.63 0.60
Marital status
Never married 0.03*** 0.05*** 0.22** 0.26** 0.27** 0.28** 0.28** 0.28** 0.30*
Married 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Cohabiting 0.23*** 0.26*** 0.25*** 1.39 1.19 1.22 1.15 1.14 1.18
Divorced. separated. Widowed 0.19*** 0.19*** 0.21*** 0.24*** 0.23*** 0.23*** 0.23*** 0.23*** 0.23***
Parity
No child 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
One child 9.70*** 5.49*** 5.98*** 5.95*** 6.03*** 5.96*** 6.00*** 6.17***
Two children 17.16*** 10.05*** 12.27** 11.97*** 12.23*** 12.13*** 12.07*** 11.80***
Three children 23.56*** 14.70*** 17.83*** 16.92*** 17.42%** 17.47*+* 17.57** 17.29***
Four and more children 19.42*** 13.59*** 17.67*** 17.35*** 18.15*** 17.77*** 17.66*** 1711
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 1.10 1.27 0.70 0.72 0.71 0.70 0.79
Indian Tamil 1.32 1.23 0.77 0.82 0.78 0.77 0.82
Muslim 0.26™** 0.14*** 0.11*** 0.11*** 0.11** 0.11*** 0.11***
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 0.60*** 0.56*** 0.54*** 0.54*** 0.55*** 0.57**
Trincomalee 0.09* 0.35 0.36 0.35 0.35 0.41
Anaradhapura 0.31*** 0.33** 0.34** 0.33** 0.34** 0.39*
Polonnaruwa 0.26*** 0.86 0.87 0.83 0.85 0.91
Wealth status
Poorest 1.00 1.00 1.00 1.00 1.00
Middle 0.82 0.94 0.94 0.93 0.96
Richest 1.03 1.16 1.20 1.16 1.24
Education
No education 1.00 1.00 1.00 1.00
Primary education 0.95 0.67 0.67 0.65
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Secondary and higher 0.81 0.66 0.65 0.64
Perceived general health

Excellent/good 1.00 1.00 1.00
Fair 1.35* 0.94 1.03
Poor/Very Poor 0.97 0.69 0.67
Self efficacy

Lowest self efficacy 1.00 1.00
Middle self efficacy 0.58*** 0.68**
Highest self efficacy 0.45** 0.58**
Log likelihood model -585.45 -556.07 -491.33 -477.41 -437.67 -450.66 -450.14 -448.05 -444 47 -444.19
LR 58.76 129.48 27.84 79.48 -25.98 1.04 4.18 7.16 0.56
Degrees of freedom (df) 2 7 10 14 17 21 23 25 27 29
delta df 5 3 4 3 4 2 2 2 2
chi2<LR (95 % CI) Imp Imp Imp Imp Imp No imp No imp No imp No imp
Pseudo R2 0.0127 0.0622 0.1681 0.1979 0.2282 0.2406 0.2409 0.2428 0.2438 0.2493

**:p<0.01 **: p<0.05 *: p<0.1
Modern methods: pill, IUD, male and female condom, male and female sterilisation, injectables, implants, foam tablets, diaphragm, and jelly.

Non modern, or traditional methods: rhythm, natural family planning, withdrawal, abstinence, and other.

Source: Own calculations based on data UNHCR MDG project, 2006.
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Surprisingly, model 0 shows that there are no significant differences between the levels of
wealth status, neither for educational level. This is against all expectations and knowledge
obtained from previous research on the utilisation of family planning methods. Increasing
wealth, as increasing education is expected to relate to more knowledge, means, and thereby
access to family planning methods.

For perceived general health the gross effect show that compared with women who perceive
their health as good or excellent, women with perceived fair health are more likely to have
used modern methods.

In contrast with the hypotheses, increasing self efficacy leads to a lower likelihood of having
used modern methods in the past 12 months.

When controlling for the various factors, and especially for marital status, the difference within
displacement status and age are lost. Interesting is to see that the effect of age changes
direction during this process, where after controlling for marital status and parity age has a
negative effect on the utilisation of modern family planning methods.

Concerning marital status, after controlling for parity, never married, separated, divorced, and
widowed women show a lower likelihood compared to those being married in having used
modern methods in the past years, which is a reasonable finding.

As expected, parity remains its powerful predictive value, having a positive effect on the
utilisation of modern methods. Thus, increasing number of children make women more willing
to use family planning methods in order to control their fertility. This finding is in accordance
with the low Sri Lankan TFR. Muslim women are least likely to do so, as shown in all models.

Also after controlling for the selected factors, differences remain between the districts for the
utilisation of modern methods. A result which is difficult to interpret, except for the reason that
in these districts modern methods might be more difficult to access due to lack of provision or
infrastructural problems.

After controlling, different levels of wealth, education and perceived health do not have
predictive value for the differences in utilisation, while self efficacy has. The odds ratios of this
latter variable are decreasing by increasing level of self efficacy, i.e. higher self efficacious
women are less likely to have used any modern family planning method the past 12 months
than lower self efficacious women. This result might be explained by the idea that higher
efficacious women might think that they are more able to control their fertility by other means
than modern family planning methods like abstinence, withdrawal or rhythm. As stated, self
efficacy is related to the knowledge people have about the outcomes of alternative
behaviours. In addition, higher self efficacious women might be more able to negotiate with
their partner about their sexuality, as the appropriate method to use in order plan their fertility.

Although this analysis shows that no difference exist in the utilisation of modern family
planning methods for the three displacement statuses, an additional analysis is conducted on
only displaced women in order to explore the effects of displacement on this utilisation. This
means that 830 cases remain to which last model has a predictive power of 30 percent.
Resulting table 7.6 shows that after controlling for the various factors, see model 10, those
women being displaced two times are almost twice as likely as those who are displaced ones
to have used modern methods in the past year.

Also when considering displaced women only, Muslims are least likely to have used modern
methods, together with almost the same results obtained for place of residence, wealth
status, education, perceived health and self efficacy.

Outstanding is the effect of parity on the utilisation of modern methods, which has again a
positive effect. But its effect is much stronger for this specific population, as shown in the
binary model. And when controlling for the various factors, and especially for ethnicity, the
level of the odds ratios are raising substantially. These outcomes indicate that displaced
women have stronger incentives to limit their fertility.
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Table 7.6: Odds ratios and significance level of utilisation of modern contraceptives in the past 12 months, women including couple prevalence, displaced women only

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 Model 9 Model 10
N=830 N=830 N=830 N=830 N=830 N=830 N=830 N=830 N=830 N=830 N=830
Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio | Odds ratio Odds Odds ratio | Odds ratio | Odds ratio | Odds ratio
Displacement status
Once 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Twice 1.13 1.23 1.27 1.87** 1.72* 1.80** 1.84** 1.83** 1.81** 1.81** 1.91**
Three 0.90** 0.93 0.98 1.47 1.41 1.57 1.55 1.54 1.52 1.51 1.58
Four and more 1.04 1.17 1.28 1.96** 1.79* 1.68* 1.51 1.53 1.47 1.47 1.58
Duration of stay
Less than 5 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
5to 10 years 1.43* 1.48** 1.57** 0.90 0.87 0.69 0.76 0.76 0.77 0.76 0.80
More than 10 years 1.21 1.29 1.29 1.08 1.09 1.15 1.30 1.19 1.19 1.18 1.28
Age at interview
14-19 years 0.17*** 0.16*** 0.59 1.64 1.19 1.17 1.19 1.25 1.24 1.1
20-25 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
25-29 years 1.70* 1.73* 1.38 0.74 0.55 0.62 0.62 0.56 0.56 0.83
30-34 years 2.29*** 2.28* 1.72 0.85 0.58 0.70 0.69 0.66 0.66 0.63
35-39 years 2.53** 2.49%* 1.88* 0.84 0.69 0.82 0.80 0.75 0.76 0.72
40-54 years 2.21% 217+ 1.46 0.66 0.49* 0.59 0.57 0.53 0.54 0.50
Marital status
Never married 0.03*** 0.04*** 0.45 0.67 0.74 0.83 0.83 0.81 0.89
Married 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Cohabiting 0.22*** 0.18*** 0.17*** 1.21%* 0.90 0.92 0.84 0.86 0.90
Divorced. separated. Widowed 0.16*** 0.14*** 0.15*** 0.18*** 0.17*** 0.17*** 0.16*** 0.17*** 0.16***
Parity
No child 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
One child 23.50*** 29.30*** 35.33*** 37.78*** 41.01*** 40.61*** 39.79*** 43.38***
Two children 50.07*** 66.28*** 93.16*** 95.27*** 106.32*** 107.94*** 104.83*** 110.23***
Three children 69.15*** 94.81*** 129.94*** 125.52*** 141.15%** 146.68*** 144 17*** 148.74***
Four and more children 55.40*** 88.39*** 137.04** 141.45%** 163.00*** 163.66*** 160.06*** 165.94***
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 1.13 1.51 0.95 0.96 0.94 0.92 1.06
Indian Tamil 1.31 1.36 0.99 1.06 1.00 0.98 1.05
Muslim 0.25*** 0.11*** 0.09*** 0.08*** 0.08*** 0.08*** 0.08***
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00 1.00
Vavuniya 0.55*** 0.46*** 0.44*** 0.43*** 0.44*** 0.46***
Trincomalee 0.81** 0.39 0.43 0.38 0.37 0.50
Anaradhapura 0.25*** 0.33* 0.34* 0.33* 0.32* 0.40*
Polonnaruwa 0.24*** 0.95 1.01 0.93 0.91 1.10
Wealth status
Poorest 1.00 1.00 1.00 1.00 1.00
Middle 0.75 0.93 0.92 0.90 0.93
Richest 1.01 1.29 1.35 1.32 1.41
Education
No education 1.00 1.00 1.00 1.00
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Primary education 1.08 0.88 0.88 0.83
Secondary and higher 0.86 0.73 0.72 0.70
Perceived general health

Excellent / Good 1.00 1.00 1.00
Fair 1.49* 1.02 1.14
Poor / Very Poor 0.97 0.76 0.74
Self efficacy

Lowest self efficacy 1.00 1.00
Middle self efficacy 0.52*** 0.58**
Highest self efficacy 0.47** 0.59*
Log likelihood model -488.30 -485.99 -460.73 -398.32 -376.61 -355.30 -347.74 -346.72 -344.89 -344.61 -341.06
LR 4.62 50.52 124.82 43.42 42.62 15.12 2.04 3.66 0.56 7.10
Degrees of freedom (df) 3 5 10 13 17 20 24 26 28 30 32
delta df 2 5 3 4 3 4 2 2 2 2
chi2<LR (95 % ClI) No imp Imp Imp Imp Imp Imp No imp No imp No imp No imp
Pseudo R2 0.0012 0.0060 0.0576 0.1853 0.2297 0.2733 0.2887 0.2908 0.2927 0.2933 0.3005

**:p<0.01 *: p<0.05 *: p<0.1
Modern methods: pill, IlUD, male and female condom, male and female sterilisation, injectables, implants, foam tablets, diaphragm, and jelly.

Non modern, or traditional methods: rhythm, natural family planning, withdrawal, abstinence, and other.

Source: Own calculations based on data UNHCR MDG project, 2006.
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7.5 Self efficacy

For answering the last research question objecting to get insight in the factors that contribute
to the prediction of the level of self efficacy, another logistic regression model is created
where the binary dependent variable reflects whether a person belongs to the surveyed
population scoring the average or lower (0), or scoring above this average level (1) of self
efficacy. As mentioned in the previous chapter, for this analysis the self efficacy index is
based on males as well in order to see whether a difference exists between males and
females. In total 2,619 cases score on this variable, of which 1,940 remain for the analysis
when excluding those cases where at least one of the independent variables has a missing
value. It must be mentioned that the final model has a very weak predictive power, i.e.
4.7percent.

Discussing the obtained gross effects in table 7.7 first, model 0 shows that no significant
differences exist between the likelihoods of displaced and non displaced persons to score
above the average level of self efficacy. Remarkable is the negative relation of age, i.e. the
likelihood of scoring above the average level of self efficacy is decreases by age, together
with the finding that no differences exist between the sexes.

The gross effects of marital status show that never married and cohabiting women and men
have a higher likelihood of scoring above the average value of self efficacy than those who
are married.

Then, it are Sri Lankan Tamils and Muslims who are more likely to obtain this score than
Sinhalese or Indian Tamils are. Here the positive effect of displacement might interact in such
a way that it are especially these ethnic groups who have a higher score.

In confirmation with the hypotheses, increasing wealth corresponds to a higher likelihood of
scoring above the average level of self efficacy. Where only the richest groups is significantly
different from the poorest.

For education, no significant differences are found for the three different levels of self efficacy.
This is in contrast with the hypothesis that higher education is related to higher self efficacy
Finally model 0 also shows that the gross effects of whether a person lives in a welfare camp
or not, does not make a difference on the prediction of self efficacy.

When controlling for the selected independent variables it is interesting to see that differences
between non displaced and those displaced become significant, where displaced persons are
one third more likely to score above the average level of self efficacy than non displaced
persons do.

The predictive effect of age remains, i.e. the odds ratios are decreasing by increasing age.
The table also shows that the significant difference of never married persons is lost when
controlling for age. Interesting is that the higher likelihood of cohabitation remains through the
whole model, indicating that cohabiting people are more likely to score above the average
level of self efficacy. This effect can be interpreted that if women in a society like Sri Lanka
with traditional values concerning marriage and sexuality, one has to have a strong
personality, i.e. self efficacy, to make the decision not to marry, but to cohabit with a partner
instead.

The higher odds ratios of Sri Lankan Tamils and Muslims remain when controlling for the
various factors. For place of residence, the differences are remained and become even
stronger when controlling for these other factors. In Vavunyia, Anuradhapura and
Polunnaruwa persons are almost two times more likely to score above the average level of
self efficacy than those living in Mannar. For the reason that the model already controls for
important factors as age and ethnicity it is difficult to find an explanation for these findings.

As expected and discussed above, those persons having the highest level of wealth are more
likely to score above the average level of self efficacy than low wealth persons are. Because
the unknown causality it is difficult to interpret these results.

When controlling for the several factors, the negative effect of education on self efficacy
becomes significant, which is in contrast with the expectations. Model 10 shows that primary
educated persons are less likely to score above the average level of self efficacy than
uneducated persons are, which is an finding difficult to interpret.

Another interesting finding is that after controlling, those persons living in welfare camps are
one fifth more likely to score above the average level of self efficacy.
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Table 7.7: Odds ratios and significance level of scoring above the average level of self efficacy, both sexes

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8
N= 2582 N= 2582 N= 2582 N= 2582 N= 2582 N= 2582 N= 2582 N= 2582 N= 2582
QOdds ratio QOdds ratio QOdds ratio QOdds ratio QOdds ratio Qdds ratio Odds ratio QOdds ratio QOdds ratio
Displacement status
Non displaced 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Displaced 1.17 1.17 1.17 1.14 1.20* 1.20* 1.34* 1.35%* 1.36**
Age at interview
14-24 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
25-34 years 0.99 0.99 0.99 0.99 0.95 0.95 0.93 0.93 0.94
35-44 years 0.89 0.89 0.89 0.91 0.83 0.83 0.80 0.81 0.81
45-54 years 0.68*** 0.68*** 0.68*** 0.74* 0.67** 0.67** 0.65** 0.66** 0.67**
55 years and older 0.59*** 0.60*** 0.59*** 0.65** 0.60** 0.60* 0.59*** 0.58** 0.59**
Sex
Male 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Female 0.92 0.91 0.93 0.93 0.93 0.92 0.91 0.91
Marital Status
Never Married 1.40%* 1.22 1.09 1.1 1.08 1.08 1.10
Married 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Cohabiting 1.68** 1.66*** 1.52** 1.52** 1.52 ** 1.53** 1.54*
Divorced, separated. widowed 0.80 0.94 0.89 0.89 0.94 0.94 0.96
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 1.57** 2.04** 2.04** 2.18*** 2147 2.06**
Indian Tamil 0.88 0.99 0.99 1.17 1.16 1.05
Muslim 1.85** 1.49** 1.49** 1.52** 1.51* 1.40*
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00
Vavuniya 1.52%** 1.81%** 1.70*** 1.69*** 1.70%**
Trincomalee 1.68** 1.60 1.78* 1.21 1.87
Anaradhapura 1.53** 1.93*** 2.02%** 1.72* 1.84*
Polonnaruwa 1.70** 1.61** 1.70** 1.71% 1.82**
Wealth status
Poorest 1.00 1.00 1.00 1.00
Middle 1.15 1.04 1.04 1.07
Richest 1.51% 1.46** 1.46** 1.52%*
Education
No education 1.00 1.00 1.00
Primary education 0.81 0.75* 0.76*
Secondary and higher 1.01 0.85 0.86
Living in welfare camp
No 1.00 1.00
Yes 1.00 1.21*
Log likelihood model -1786.32 -1775.49 -1774.74 -1761.87 -1748.27 -1731.99 -1724.34 -1722.50 -1721.10
LR 21.66 1.50 25.74 27.20 32.56 15.30 3.68 2.80
Degrees of freedom 1 5 6 9 12 16 18 20 21
delta df 4 1 3 3 4 2 2 1
chi2<LR (95 % ClI) Imp No imp Imp Imp Imp Imp No imp No imp
Pseudo R2 0.0007 0.0067 0.0072 0.01414 0.0220 0.0311 0.0354 0.0364 0.0372

¥ p<0.01 *: p<0.05 *: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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Table 7.8: Odds ratios and significance level of scoring above the average level of self efficacy, both sexes, displaced persons

Model 0 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 Model 9 Model 9
N=2029 N=2029 N=2029 N=2029 N=2029 N=2029 N=2029 N=2029 N=2029 N=2029 N=2029
QOdds ratio Odds ratio QOdds ratio Odds ratio QOdds ratio QOdds ratio QOdds ratio QOdds ratio QOdds ratio QOdds ratio QOdds ratio
Number of displacements
One 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Two 1.09 1.18 1.17 1.17 1.17 1.05 0.97 1.03 1.01 1.01 1.03
Three 1.55%** 1.68*** 1.68*** 1.68*** 1.68** 1.55** 1.36* 1.657* 1.53** 1.54* 1.56**
Four or more 1.49** 1.64*** 1.59*** 1.59** 1.59** 1.45** 1.26 1.51** 1.50** 1.51** 1.53*
Duration of stay
Less than 5 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
5to 10 years 0.98 1.01 1.03 1.03 1.03 1.25* 1.30** 1.36** 1.34* 1.35% 1.40**
More than 10 years 1.12 1.26* 1.27* 1.27* 1.27* 1.38* 1.49** 1.39* 1.31* 1.31* 1.33*
Age at first displacement
0-14 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
15-24 years 0.88 0.92 0.79 0.79 0.78 0.76 0.68** 0.68** 0.69** 0.69**
25-34 years 0.78** 0.79* 0.69 0.69 0.66* 0.64* 0.57** 0.56** 0.57** 0.57**
35 years and older 0.55*** 0.56*** 0.55** 0.55* 0.50** 0.46** 0.40*** 0.38*** 0.39** 0.39**
Age at interview
14-24 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
25-34 years 1.03 1.22 1.22 1.22 1.20 1.26 1.24 1.24 1.24
35-44 years 0.91 1.24 1.24 1.27 1.26 1.31 1.30 1.30 1.29
45-54 years 0.69** 1.08 1.08 1.22 1.24 1.32 1.35 1.33 1.33
55 years and older 0.60*** 1.05 1.05 1.21 1.27 1.44 1.49 1.46 1.46
Sex
Male 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Female 0.93 0.93 0.96 0.95 0.94 0.94 0.93 0.93
Marital Status
Never Married 1.44** 1.26* 1.64 1.12 1.1 1.10 1.09
Married 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Cohabiting 1.81%* 1.98** 1.78*** 1.83** 1.82** 1.84* 1.83**
Divorced, separated. widowed 0.90 0.98 0.93 0.93 0.95 0.96 0.95
Ethnicity
Sinhalese 1.00 1.00 1.00 1.00 1.00 1.00
Sri Lankan Tamil 2.01%** 2.05*** 2.70*** 2,77 2.76*** 2.78**
Indian Tamil 1.1 1.17 1.32 1.46 1.46 1.52
Muslim 2.27** 1.85* 1.45 1.44 1.41 1.47
Place of residence
Mannar 1.00 1.00 1.00 1.00 1.00
Vavuniya 1.71%* 2.19*** 2.08* 2.09** 2.09%**
Trincomalee 1.47 1.85 2.02* 2.05* 1.96
Anaradhapura 1.46** 2.16** 2.25* 2.31* 2.41*
Polonnaruwa 1.93*** 2.85*** 2.99*** 3.07*** 2.97*
Wealth status
Poorest 1.00 1.00 1.00 1.00
Middle 1.13 1.04 1.04 1.02
Richest 1.56*** 1.32** 1.32** 1.28*
Education
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No education 1.00 1.00 1.00
Primary education 0.86 0.82 0.82
Secondary and higher 1.07 0.94 0.93
Living in welfare camp

No 1.00 1.00
Yes 0.82** 0.90
Log likelihood model -1397.88 -1395.93 -1385.09 -1384.13 -1383.78 -1367.82 -1354.49 -1332.87 -1330.03 -1329.15 -1328.91
LR 3.90 21.68 1.92 0.70 31.92 26.66 43.24 5.68 1.76 0.48
Degrees of freedom 3 5 8 12 13 16 19 23 25 27 28
delta df 2 3 5 2 3 3 4 2 2 1
chi2<LR (95 % CI) No imp Imp No imp No imp Imp Imp Imp No imp No imp No imp
Pseudo R2 0.0056 0.0070 0.0147 0.0154 0.0156 0.0270 0.0365 0.0518 0.0539 0.0545 0.0547

**:p<0.01 *: p<0.05 *: p<0.1
Source: Own calculations based on data UNHCR MDG project, 2006.
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Because displaced persons are more likely to be more self efficacious, another model is created
in order to explore whether displacement related factors have an additional contribution to this
differences. Table 7.8 shows that this is indeed the case. When including three displacement
related factors, i.e. the number of displacements, duration of stay, and age at first displacement,
the last model has a, still very low, predictive power of 5.5 percent, in which 2,029 cases remain.
This analysis shows that in addition to the previous effects of age, marital status, ethnicity, and
wealth, additional explanation is given by the displacement related factors.

First it becomes clear that the number of displacements has a positive effect on the dependent
variable, i.e. those who are displaced three or more times, are one and a half times more likely to
score above the average level of self efficacy.

Also duration of stay has a positive influence, the longer a persons lives at the place of residence,
the higher the likelihood of scoring above the average level of self efficacy.

Then it is interesting to see that the effect of place of residence is stronger for this selected
population than it is for the whole sample.

Finally, within this population, living in a welfare camp or not, does not contribute in the prediction
of self efficacy.

7.6 Main results obtained from the analyses

This chapter tried to find some explanations for the found differences in the utilisation of three
types of maternal health services, and of modern family planning methods, thereby focusing in
particular on the differences between displaced and non displaced persons. For each of these
dependent variables a model is constructed in order to get insight in the contributions of selected
factors to the explanation these utilisation. Thereby the contribution of the concept self efficacy of
major interest. In addition, an analysis is conducted on this concept in order to get insight in the
factors contributing to its prediction.

It can be concluded that for the four analyses conducted on the utilisations, some important
findings are obtained concerning the differences between displaced and non displaced women.
Only for the number of antenatal checks a significant difference between displacement status
exist, in which displaced women seem to be underserved in this important service for the reason
that after controlling for various factors they remain to have one fifth of the likelihood of non
displaced women to have received at least four antenatal checks.

For the attendance of a doctor at delivery, the number of visits of a midwife at home, and the use
of modern family planning methods, no significant differences are found in the utilisation for these
two populations under study.

Of all dependent variables included in the models, place of residence and ethnicity are most
important predictors for the utilisation of maternal services. Between the five surveyed districts, a
clear distinction can be made between the Northern and Eastern region (Mannar, Vavuniya,
Trincomalee), and the North Central area (Anaradhapura, Polonnaruwa).

Although the LLTE occupies major parts of the Northern and Eastern districts, it can not be
concluded that the found differences can be explained by this situation in particular, because also
the north of Anaradhapura falls under their occupation. In addition, the surveyed population does
not represent the situation of the whole district due to the fact that the survey is conducted in very
selected places within these districts. Therefore it is difficult to draw conclusion on district level.
But some speculations can be made about the possible interpretations of these findings.

In Anaradhapura and Polonnaruwa utilisation of at least four antenatal care checks is very low,
while the attendance of a doctor at delivery, together with the number of visits of a midwife at
home are more common. This might refer to the situation that the health care system is working
more adequate in these two regions through the relatively higher presence of doctors and
midwifes. On the other hand, the pressure put on the health centres, possibly through an inflow of
people might disturb antenatal care provided in these districts.

Besides this, antenatal care might be more adequately provided in those areas that are most
severely affected by conflict. The presence of humanitarian aid might contribute to this. This aid is
possibly also reflected in the finding that after the ceasefire antenatal care is less provided to
(displaced) women, which might be the consequence of reduced humanitarian aid assistance
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resulting from the (assumed) stabilised situation. This speculation is not further explored in this
research. In contrast to the above, the likelihood of being attended by a doctor at delivery is
higher after the ceasefire which might in indicate that in this respect the health care structure has
improved an therefore working more adequate, although these interpretations remain
speculations.

Concerning ethnicity, it are especially Muslim women who seem to be underserved in receiving
antenatal care checks, as they also have a very low likelihood of using modern family planning
methods. Social exclusion, difficulties in access, pronatalist values on reproduction, and unequal
gender and power relations might be the explanation for the obtained findings for this ethnic
group.

Against all theoretical expectations, wealth and educational status do not show to be of expected
influence. Wealth seems to have no effect on the number of antenatal checks and visits of a
midwife, as not for the utilisation of modern contraceptives. It does influence the attendance of a
doctor during delivery, but only if controlling for all the other factors. Women with the highest
wealth status are less likely to be assisted by a doctor. But taking into account that almost all
deliveries are attended by skilled assistance it can not be said that women with lower wealth are
less adequately served.

In contrast to above reflection, higher educated women are more likely to be attended by a doctor
during their last delivery than lower educated women are. Education has no significant effect on
the other utilisations. Especially for the use of family planning this is an unexpected result.

From these findings it can be generalised that age and socioeconomic characteristics to not
contribute to the explanation of the utilisation of selected services. In fact, in accordance with the
hypotheses, these findings show that for the population under study maternal health services and
modern family planning methods are equally provided through the Sri Lankan health system. The
equity objectives of the national health policies in relation to full provision and access, not
discriminating for any factor is more or less valid for the population living in conflict affected
areas. Only for Muslims this consideration has to be taken more carefully.

For the prediction of the utilisation of modern methods, it is parity (in addition to mentioned
ethnicity) that is a very important factor in explaining it utilisation. The likelihoods of use are
therefore increasing substantially by parity. For displaced women the effect of parity is remarkably
strong. Interestingly this indicates that controlling or limiting the number of children is of more
importance for those being displaced.

The explanatory variable of most interest in this research, namely self efficacy leads to significant
contributions to the prediction of all dependent variables, although the direction of its effects are
not consistent. For the assistance of a doctor during delivery, together with the number of visits of
a midwife at home, self efficacy has positive effects. Higher efficacious women are more likely to
have received these services than lower efficacious women.

In contrast to above findings, the likelihoods of receiving at least four antenatal care checks, as
the utilisation of modern family planning methods are decreasing by increasing level of self
efficacy.

These effects are difficult to interpret, although some speculations can be made. Concerning the
use of modern family planning methods, higher efficacious persons might think they are able to
control their fertility by using traditional methods instead of using modern methods. Moreover,
higher self efficacious women might have a higher status, a factor for which the model was
unable to control for. This means that in relation to their knowledge of their own reproduction,
they might also be more able to discuss and negotiate with their partner about how to deal with
sexuality and reproduction. As said, these are speculations and need to be explored further in
order to make statements.

When trying to get insight in the contributions of the conceptualised variables to the prediction of
self efficacy itself, it can be concluded that these variables have a very weak predictive power.
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Nevertheless, the analysis showed that displacement has a positive impact on self efficacy. Being
displaced more than two times, together with increasing duration of stay at place of residence,
result in higher likelihoods to score above the average level of self efficacy.

In addition to the positive effect of these displacement factors, cohabiting persons have a
significantly higher likelihood, although causality has to be considered. Then Sri Lankan Tamils
are more likely, and place of residence contributes also to the prediction of self efficacy, although
this finding is very difficult to interpret, especially after controlling for various relevant factors.

It is easier to interpret the positive contribution of wealth status to the level of self efficacy,
although here causality plays a role. On the one hand wealth might enhances the performance of
chances and opportunities, thereby increasing self efficacy. On the other hand, self efficacy might
contribute to the ability to accumulate wealth. Nevertheless, wealthier persons are more likely to
have a higher score on self efficacy than poorer persons.

Finally, table 7.9 gives an overview of the obtained results on the hypotheses that were defined in
chapter five. Based on these findings together with all the information covered in the background
chapters, subsequent chapter covers the conclusions of this research, followed by some
recommendations that can be made.

Table 7.9: Testing of hypotheses

Utilisation of: Confirmed/Rejected
Maternal health care services
- does not differ by age Confirmed
- does not differ by ethnicity Rejected
- does not differ by place of residence Rejected
- does not differ by wealth Confirmed’ / Rejected?
- does not differ by education Confirmed® / Rejected*
- does not differ by status of women n.a.
- does differ by displacement status Confirmed® / Rejected 6
- does differ by the number of displacements Rejected
- does differ by duration of stay Rejected
- does differ by relative need Rejected
- does differ by self efficacy Confirmed

Modern Family Planning Methods

- does differ by age Rejected

- does differ by marital status Confirmed
- does differ by parity Confirmed
- does differ by ethnicity Confirmed
- does not differ by place of residence Rejected

- does differ by wealth Rejected

- does differ by education Rejected

- does differ by status of women n.a.

- does differ by displacement status Rejected

- does differ by the number of displacements | Confirmed
- does differ by duration of stay Rejected

- does differ by perceived health Rejected

- does differ by autonomy n.a.

- does differ by self efficacy Confirmed

1: Antenatal care checks, visits of a midwife at home

2: Assistance of a doctor at delivery

3: Antenatal care checks, visits of a midwife at home

4: Assistance of a doctor at delivery

5: Antenatal care checks

6: Assistance of a doctor at delivery, visits of a midwife at home
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8. Conclusion and recommendations

The overall objectives of this research are to explore the extent to which internally displaced
persons living in different settings are underserved in maternal health and family planning
services, and how these found equalities or inequalities in utilisation of maternal health care
services and family planning methods can be explained, thereby including two additional
explanatory factors to the analyses, i.e. self efficacy and displacement related factors.

This study showed that Sri Lankan socioeconomic and health policies led to an overall
improvement of health circumstances. Nowadays a broad network of health facilities exist
throughout the whole island, to which every individual is supposed to have free and equal access.
When exploring the contributions to the changes of crude death rates over time by age, it found
that direct improvement in mortality of women within their reproductive ages contributed for an
extensive period to the overall improvement of mortality. For the reason within these reproductive
ages the majority of females deaths are attributed to pregnancy and delivery, these direct
improvements most probably indicate that the maternal health situation in Sri Lanka has improved
substantially.

Nevertheless, it is also a fact that this positive development is not equally distributed within the
country. When exploring Sri Lankan studies concerning population and development, it becomes
immediately clear that in the majority of studies the situation of Northern and Eastern regions is
not taken into account. It are especially these regions that show relatively high maternal mortality
rates, which are most likely the consequences of the already two decades lasting conflict
between the Sri Lankan government and the Liberation Tigers of Tamil Eelam resulting in a
disruption of (health) infrastructure, but also leading to large scale and long term displacement.

For getting insight in a set of factors that might cause these high maternal mortality rates, it is
chosen to explore and analyse the utilisation of maternal health services. The three services,
known as being the most powerful predictors of maternal health are the number of antenatal
checks, the attendance of a skilled assistant at delivery, together with the number of visits of a
midwife at home. In addition, utilisation of modern family planning methods gives information
whether individuals are able to plan their fertility in order to avoid unwanted or unplanned
pregnancies, increasing the risk of complications.

The main conclusions that can be drawn from this exploration in order to answer the first research
question “how often do displaced and non displaced women living in conflict affected areas make
use of reproductive health facilities in order to attain a healthy reproductive status?” are that the
number of antenatal checks, together with the number of visits of a midwife at home are seem to
be lower for displaced women than for non displaced women. Concerning the attendance of a
doctor at birth the same observation is made. For the reason that the majority of deliveries is
attended by a skilled assisted, i.e. if not a doctor, but a nurse or midwife, it must be kept in mind
that utilisation of this maternal health indicator does not seem to have important differences
between non displaced and displaced women. Thus, all women are adequately skilled attended
at delivery.

Regarding the utilisation of family planning methods, frequency distributions showed that the
utilisation of modern as traditional family planning methods is low, i.e. 20 percent of all
respondents aged 15-54 used a modern method the past 12 months. In comparison with the
national statistics reporting that at least 70 percent of the population used family planning
methods, this is an important finding for this population under study. When distinguishing this use
for displacement status, displaced women have the highest utilisation, while returned displaced
women have less often used a modern family planning method.

To understand the underlying mechanisms of these findings, conclusions that can be drawn from
the second research question “which factors contribute to the explanation of found similarities of
disparities in the utilisation of maternal health services and family planning methods of displaced
and non displaced women? Do self efficacy and displacement have an additional contribution to
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this explanation?” are, that the above differences found for displaced and non displaced women
are partly attributed to displacement.

This can be concluded because when controlling for other factors no significant differences are
found for the different displacement statuses and their prediction of the dependent variables,
except for one. It are the appropriate number of four antenatal checks which are provided
significantly less often to displaced women.

Of these other independent variables ethnicity and place of residence seem to be the most
important explanatory factors for the utilisation of maternal health services, while for family
planning it are marital status, parity, and ethnicity contributing most to the explanation of use.

For the reason that almost no differences are found concerning age, wealth, and education, it can
be seen as a confirmation that the Sri Lankan health system does not discriminate for these
features. Also in those areas affected by conflict the aim of Sri Lankan policy to provide an
egalitarian health system is more or less fulfilled.

Then, self efficacy is the factor to which most attention is given in the research design in order to
include individual processes of behaviour into the analysis. Interestingly the concept has
predictive value in all four models, although its effect is not consistent. Self efficacy has a positive
impact on the attendance of a doctor at delivery and the number of visits of a midwife at home.
The ability of women to receive the care they need is therefore an important finding in the
research, contribution to the explanation of found differences in utilisation.

Another aim of the research is to get insight in the factors contributing to the prediction of this self
efficacy itself by answering the research question “do demographic, socioeconomic, and
displacement related factors contribute to the predictive value in understanding the level of
perceived self efficacy at the time of interview?”

Although the constructed model has a very low predictive power, displacement related factors do
make a difference in the prediction of self efficacy. When controlling for various factors, displaced
persons have a higher self efficacy than those non displaced, and being displaced more than two
times results in an even higher level of self efficacy. In addition, duration of stay at place of
residence make displaced persons have a higher likelihood to score above the average level of
self efficacy. Reflecting these results on theory it can be concluded that displacement enforces
one’s ability to perform specific behaviour. By overcoming barriers and challenges during
tensions, displacement, and building a new life, it seems that persons become more self
efficacious.

Finally, one last question has to be answered,
does self efficacy matter to go safely through pregnancy and delivery?

The answer is ‘yes’. In this research self efficacy proved to be an important predictor to the
utilisation of maternal health care services. In relation to displacement it seems to be an essential
characteristic to take into account for the reason that displaced persons show to be more self
efficacious. Therefore the following recommendations for different purposes can be made.

Recommendations for governments or organisations

First, within the design and implementation of health policies it has to be taken into account that it
are especially Muslim women, either displaced or not, who are underserved in the number of
antenatal care checks.

Then it has to be kept in mind that after the ceasefire (displaced) women remain (more)
underserved in the number of antenatal checks, which is an unexpected and important finding.
Concerning the utilisation of family planning methods, overall utilisation is very low. For the
reason that according to the World Bank over 70 percent of women in their reproductive age use
family planning methods, either modern or traditional it becomes clear this is different for the
population under study, where only 20 percent have used one of the methods within the past 12
months. This indicates that the population which is poorly covered in national statistics has a very
deviant outcome comparing to the general statements made about the Sri Lankan situation.
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It is clear that the problems in measuring and monitoring the living and health situation in conflict
affected areas lead to bias results of the national situation. Therefore, it is recommended to
retrieve more information about the living and health situation of the population difficult to reach.
Only then this population can be served more adequately, because based on the national
information Sri Lanka seems to be doing well.

Recommendations for further research

Recommendations that can be made in relation to further research are that this research proved
that in addition to the commonly used factors to explain utilisation of health care services, self
efficacy has a clear and strong predictive effect. Then it is found that that displaced persons have
a higher self efficacy, possibly through overcoming complex obstacles and experiences relating to
this event. Therefore, it is recommended that this concept, as possibly other psychological
aspects have to be taken into account in understanding health care seeking and utilisation in
relation to maternal or reproductive health, possibly other behaviours to be studied. Because the
concept has a strong effect, it is of interest to explore its determinants more carefully in order to
understand which particular (displacement related) factors do make a difference.

In addition, for the reason that this research has used a general index of self efficacy, it is of
interest to explore the effects of a domain specific indicator referring to someone perceived
abilities of health care seeking and use of family planning methods in order to get a more reliable
insight in its effect. This research showed that this general indicator has strong predictive effects,
thus it can be expected that a domain specific one has even a more powerful influence in
prediction health seeking behaviour.

Reflecting on further research to be conducted on these findings, especially for the situation of
displaced persons, it is of interest to get a deeper understanding how experiences during conflict
and displacement have affected the ability of persons to make decisions and to perform
behaviour. In relation to reproductive health this is of importance for the reason that it is known
that these population face very specific problems concerning pregnancy, delivery and sexuality.
In order to better allocate assistance in accordance to their needs and abilities, further research
can enhance this.

Insight in changing life course patterns can, for example, give an indication of the reproductive
health risks people are exposed to in particular stages in their lives. Then, qualitative research
could give more in dept information about the value of children, relationships, and sexuality in
particular living situations. This insight could contribute to a better allocation of interventions
according to the related reproductive health needs. In addition it would give insight in decision
making processes for the reason that it are values and beliefs that motivate (reproductive)
behaviour.

Then, it is of interest to know why parity has such a strong positive effect on the utilisation of
modern family planning methods of displaced persons. Again, what are the specific needs and
motivation of this group to get or prevent children? Are children a burden or an enrichment to their
lives? And what about postponement of fertility? Answers to these questions are needed in order
to fulfil the reproductive rights of this population that suffer from a complex and possibly long term
instable situation. Especially because also this particular population has the right to be able to
have a satisfying and safe sex life and to have the capability to reproduce and the freedom to
decide if, when and how often to do so, as defined in the ICPD Programme of Action.

If taken into account the fact that the number of (internally) displaced persons is increasing
worldwide it is of high importance to get more insight in their reproductive health outcomes, risks,
needs and motivations. When having insight in these aspects, possible problems and
complications in these situation can be better predicted, after which (maternal) health services
and family planning methods can be better allocated.
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9. Reflection on the thesis

Reflecting on the research, it has to be considered whether the obtained results and conclusions
are valid and reliable, i.e. is reality measured in such a way that was aimed at stated in the
research objectives? and are the used methods appropriate and used in such a way that when
the research is conducted again the same results obtained?

Starting with the validity of the research it must be mentioned that the used data partly reflects the
reality of the research questions where aimed at. The dataset is not especially designed to
answer these particular questions, which limited the operationalisation of concepts. Only
information of the last birth since 2000 was available, which means that it is not possible to have
a retrospective insight of the behaviours of women giving birth before that period, therefore
restricting the results to a selected proportion of the sample. Nevertheless, it gives an up to date
overview of the present situation. This is a beneficial aspect for the reason that not much is
known about the situation populations living in conflict affected areas because the low coverage
of these areas in national statistics and (Demographic and Health) surveys.

Then it has to be considered that the results are only valid for the surveyed population, i.e. those
displaced registered by the government. This means that the situation of displaced persons who
are not registered might be completely different and cannot be generalised upon.

Due to difficulties in operationalising some explanatory variables, like for example wealth, status
of women, need, autonomy, and self efficacy, reliability of the study can be considered. Because
of the decision to construct indexes leading to particular inclusion of questions and considerations
in its incorporation, it is very much likely that if the research is conducted by someone else,
different results are obtained.

Then the lack of methodological knowledge possibly restricted the preciseness of the analyses.

Reflecting personally on the process of conducting these analysis and writing the thesis, | gained
a lot of new insights in the topic, but also in doing research in general. Especially conducting data
analyses. Starting with a lot of ideas of what to explore and which interesting questions to be
asked put me into trouble. | wanted to do too much, thereby posing too broad questions and
objectives. And | did not know the restrictions of the dataset and time yet.

| spend a lot of time on conducting the regression due to lack of knowledge now and then.

Then, | discovered that it is hard to work on a topic of which the context is unfamiliar to me. |
found it hard to get a feeling with the topic, especially during the analyses because it makes
results very hard to interpret. For me, it becomes more a way of generalising the results,
completely not sure about the interpretation. In addition, models that try to capture reality
strengthen to this feeling; the variables are constructed in such a way that you think you measure
something, but you're not sure whether this is really the case. Especially the interpretation of the
constructed indexes, which already had a low coverage of variability, put this work into question.
Thus, | realised that when conducting research you have to be careful with using data that is
collected for other purposes than answering your research questions. | know that when | want to
have better results, | would need a dataset that is especially designed for these particular
questions, with having broader indebt knowledge of the context, possibly through qualitative
research.

Nevertheless, the topic caught my attention, and these experiences motivate me even more to
conduct a research that validates the research problem and questions in such a way that | would
dare to give more reliable results.

In addition | learned that a lot needs to be explored further to understand the reproductive health
situation of displaced persons better in order to make recommendations to policy and aid
organisation in order to improve their reproductive health situation.
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Appendix A: Decomposition of averages

Al. Decomposition of averages

In chapter 3.3 demographic averages are decomposed. These averages are the mean age at
childbearing and crude death rates for females. The crude death rate is an average of the
force of mortality by age. The change in averages and rates over time can be decomposed in
a level 1, direct effect and a level 2, structural effect that contribute each to the explanation in
the change of the indicator of interest over time.

The general proposition for derivatives of averages is:
v=v+vNW

Where the change in average exist of a direct component of change and the structural (or
compositional) component of change. This component accounts for the effects of
heterogeneity. The covariance exists between the variable of interest and the intensity of the
weight function. The intensity of the absolute number of the weight function is the growth rate
of that function and gives therefore a lot of information (Vaupel et.al, forthcoming).

Within the proposition the change in the average is given by:
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And the covariance v = E[(v—v)(F—W)] = E[wW)-EWE()
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TW(x,y)dx TW(x,y)dx TW(x,y)dx

(Vaupel et.al, forthcoming)
A2. Decomposition of mean age at childbearing

The following equation is applied for this decomposition:

as = Covy (a,b+ rf), where 7, (a,t)is the age specific growth rate of the population of

women.

The covariance has the property that:
Cov(v,w, +w, = Cov(v,w;) + Cov(v,w,).

This means that the formula can be expressed in a different way;
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as = Cov,(a,b) + Cov(a,r,)

This function gives two compositional effects, which describe the extent to which change in
the average age at childbearing is due to change in age-specific births rates versus the
change in age composition of the female population (Canudas Romo, 2003).

Table A1: Average age at childbearing ;,B(;): decomposition of the annual change over time for the periods 1956-
1963, 1963 - 1984 and 1984 — 1995

1956 - 1963 1963 - 1984 1984 - 1995
Mean age at childbearing (t) 27.670 28.247 27.376
Mean age at childbearing (t + 1) 28.247 27.376 28.030
Average change per year 0.072 -0.041 0.059
Direct effect 0.064 -0.032 0.059
Structural effect 0.009 -0.01 0
Both effects 0.072 -0.041 0.059

Source: Own calculations based on United Nations: Demographic Yearbook, 1997
Historical supplement

A3. Decomposition of crude death rates by population size

The crude death rate is an average of the age specific death rates d (a,t):

b .([,u(a, t)N(a,t)da

N0 = p(t)’

()

TN(a,t)da

Decomposing this average by a direct effect of mortality changes and compositional change
of the population the proposition discussed in the second section looks like:

U=p+punr, where N=r

Table 2 shows the decomposition of the change in crude deaths rate by sex for Sri Lanka for
the periods 1956-1968, 1968-1978, 1978-1988, and 1988-1995.

Table A2: Decomposition of annual change over time in crude death rates by sex in Sri Lanka for the periods 1956-
1968, 1968-1978, 1978-1988, and 1988-1995

Females
CDR (1956) 11.522
CDR (1968) 8.716
CDR (1978) 7.026
CDR (1988) 5.593
CDR (1995) 4.383

Level 1 Level 2 L1land L2
1956-1968 -0.192 -0.039 -0.231
1968-1978 -0.163 0.023 -0.14
1978-1988 -0.185 0.017 -0.168
1988-1995 -0.167 -0.003 -0.17

Source: Own calculations based on United Nations: Demographic Yearbook, 1997 Historical supplement

At first glace the CDR for these years it is clear that survivorship was improving. The results
of the decomposition show that for all periods a direct improvement in survival exists.
Compositional effects account for the other part of the explanation, although their effect is
much smaller. For some periods the direct is effect of improvement in survival for females is
supplemented with the change in the age structure of the population.
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A4. Decomposition of crude death rates by population size and age

To get more insight in the composition of level 1 and level 2 effects, age decomposition of the
crude death rate is conducted according to the same procedure as above, but the two terms
are decomposed further by age. This is done by separating the integral from age zero to the
last age in different integrals that account for the different age groups, (0,x1), (x1,x2), (x2, x3)
and so on until the last age group (Canudas Romo, 2003).

o x1 x2 x3 2]

ju(a,t)da =I,u(a,t)da + Iu(a,t)da + J.y(a,t)da 4ot J./J(a,t)da

0 0 x1 x2 xn

Now the average change and the covariance component are defined over these integrals.

. ].[i w(a,)IN(a,t)da ].[i u(a,t)]N(a,t)da J[iy(a,t)]N(a,t)da , .

* 0 ay x1 ay xn a * x1 * 2]

U= — + - o + - =[uly +. + L2
IN(a,t)da J-N(a,t)da J-N(a,t)da

and

[, ) - N @)~ N@INGa)da [ Laa,t) - u@]IN (@, ~ N@)IN a, 1)da
HOT= +ot

TN(a,t)da TN(a,t)da

=[unrly +unr]s +.+unr]?,

The final decomposition formulas expressed by using these two parts:

p=[ut O r g +Lut ol + o+ [t g0y,

Table to figures 3.10: Age decomposition of annual change over time in crude death rates by sex in Sri Lanka for the
periods 1956-1968, 1968-1978, 1978-1988, and 1988-1995

1956-1968 1968-1978
Age (years) Level 1 Level 2 L1 and L2 Level 1 Level 2 L1 and L2

0-4 -0,1489 0,0570 -0,0919 -0,0556 -0,0020 -0,0576

5-9 -0,0182 0,0080 -0,0102 -0,0095 0,0020 -0,0075
10-14 -0,0030 0,0040 0,0010 -0,0013 0,0020 0,0007
15-19 -0,0016 0,0050 0,0034 -0,0010 0,0040 0,0030
20-24 -0,0061 0,0040 -0,0021 -0,0028 0,0050 0,0022
25-29 -0,0073 0,0020 -0,0053 -0,0015 0,0040 0,0025
30-34 -0,0096 0,0050 -0,0046 0,0000 0,0010 0,0010
35-39 -0,0067 0,0050 -0,0017 -0,0036 0,0020 -0,0016
40-44 -0,0028 0,0040 0,0012 -0,0030 0,0030 0,0000
45-49 -0,0020 0,0050 0,0030 -0,0056 0,0040 -0,0016
50-54 -0,0023 0,0050 0,0027 0,0000 0,0040 0,0040
55-59 -0,0028 0,0080 0,0052 -0,0041 0,0070 0,0029
60-64 -0,0053 0,0110 0,0057 0,0016 0,0030 0,0046
65-69 -0,0008 0,0120 0,0112 -0,0126 0,0160 0,0034
70-74 -0,0029 0,0130 0,0101 -0,0102 0,0180 0,0078
75-79 -0,0027 0,0090 0,0063 0,0041 0,0090 0,0131
80+ 0,0304 0,0450 0,0754 -0,0802 0,0710 -0,0092

1978-1988 1988-1995
Level 1 Level 2 L1and L2 Level 1 Level 2 L1 and L2

0-4 -0,0785 0,0070 -0,0715 -0,0231 0,0050 -0,0181

5-9 -0,0061 0,0000 -0,0061 -0,0048 0,0010 -0,0038
10-14 -0,0048 0,0000 -0,0048 -0,0016 0,0010 -0,0006
15-19 -0,0043 0,0020 -0,0023 -0,0031 0,0010 -0,0021
20-24 -0,0031 0,0030 -0,0001 -0,0059 0,0010 -0,0049
25-29 -0,0057 0,0040 -0,0017 -0,0037 0,0010 -0,0027
30-34 -0,0059 0,0050 -0,0009 -0,0022 0,0010 -0,0012
35-39 -0,0023 0,0020 -0,0003 -0,0033 0,0010 -0,0023
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40-44 -0,0032 0,0020 -0,0012 0,0007 0,0010 0,0017
45-49 -0,0017 0,0020 0,0003 0,0024 0,0020 0,0044
50-54 -0,0046 0,0050 0,0004 0,0020 0,0020 0,0040
55-59 -0,0029 0,0050 0,0021 -0,0020 0,0030 0,0010
60-64 -0,0033 0,0080 0,0047 0,0015 0,0030 0,0045
65-69 -0,0031 0,0080 0,0049 0,0073 0,0040 0,0113
70-74 -0,0019 0,0070 0,0051 0,0116 0,0060 0,0176
75-79 -0,0125 0,0160 0,0035 0,0099 0,0040 0,0139

80+ -0,0192 0,0450 0,0258 -0,1527 0,0190 -0,1337

Source: Own calculations based on United Nations: Demographic Yearbook, 1997 Historical supplement

A5. Figures and tables to chapter 3

Figure A1: Age decomposition of annual change over time in crude death rates for females in Sri Lanka for the periods

1956 -1968, 1968 -1978, 1978 -1988 and 1988 -1995
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Figure A2: Population structures Sri Lanka 1955 and 2001
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Appendix B: Construction of indexes

B1. Wealth index

For consumer durables, it is asked whether the household owns 23 kinds of consumer
durables, see table B2, or not.

For the construction of a wealth index, these 23 assets are too many to take into account; the
DHS usually uses around 15 or 16 variables in the construction (Filmer and Pritchet, 1999).
For the construction of a wealth index it is important to first asses the assets that discriminate
for economic difference in the context of the surveyed population. Dealing with the fact that
surveyed households lives in rural as urban areas, assets concerning land ownership and the
possession of stock do not discriminate in wealth for these different living situations, the same
is valid for non farms business. Then a boat or a ship is sensitive to the context, and together
with the fact that a very low proportion of households owning a boat or ship, this variable is
not selected. Then some variables are not selected due to low ownership; e.g., personal
computer, washing machine, and tractor/two wheel tractor/motor/car/van/jeep/truck/three
wheeler. After this selection, the remaining 13 assets, colored in grey, are kept for the
construction of the wealth index assuming to be discriminating in economic status in rural as
well in urban areas.

In addition to these assets, the wealth index usually covers some characteristics of the
dwelling. Because dichotomous variables are most suitable for the construction of the wealth
index, these characteristics are conceptualized and operationalised as presented in
underlying table B1. Material of roof and floor, appropriate (owned) source of drinking water
and sanitation facilities, and main source of energy are grouped in such a way that they
discriminate for economic status in both rural as urban areas.

For the construction of the wealth index, the variables house ownership, separate kitchen,
durable material of floor and roof, drinking water and sanitation are selected. The reason for
not taking into account of the number of rooms is that this might be very different in rural and
urban areas. Finally, the use of solid fuel is not be incorporated, because mainly wood and
straw are used.

Table B1: Dichotomous categorisation of housing characteristics

Yes=1 No=0

House ownership

Number of rooms (excl. kitchen)

Separate kitchen

Durable material of floor

Ceramic tiles, cement, concrete,
vinyl

Earth/sand, raw wood
planks/bamboo, prepared clay
(dung), stone, other

Durable material of roof

Galvanized iron/metal/tin/zinc,
asbestos, tiles, cement

Shingles, wood, mud, earth,
staw/leaves/tatch, canvas/plastic
sheets, other

Appropriate drinking water*

Piped water, protected well, (tube
well?)

Spring, river/stream, pond/lake,
rainwater, bottled water, other,
Appropriate, but not on the premise

Owns improved sanitation facilities**

Flush toilet, water toilet, traditional
PIT, ventilated PIT

No facility/bush/field, other,
improved, but not on premise

Main cooking and heating not fuel
biomass***

Electricity, Ipg/natural gas, biogas,
kerosene

Coal, lignite, charcoal, wood, straw,
dung and other

Land ownership

* The proportion of the population with sustainable access to an improved water source, urban and rural, is the
percentage of the population who use any of the following types of water supply for drinking: piped water, public tap,
borehole or pump, protected well, protected spring or rainwater. Improved water sources do not include vendor-
provided waters, bottled water, tanker trucks or unprotected wells and springs (World Bank: Goal 7, Target 10,
Indicator 30 ).

** Proportion of the population with access to improved sanitation refers to the percentage of the population with
access to facilities that hygienically separate human excreta from human, animal, and insect contact. Facilities such
as sewers or septic tanks, poor-flush latrines and simple pit or ventilated improved pit latrines are assumed adequate,
if they are not public. To be effective, facilities must be correctly constructed and properly maintained. (World Bank:
Goal 7, Target 10, Indicator 31).

*** Proportion of population using solid fuels is the proportion of the population that relies on biomass (wood,
charcoal, crop residues and dung) and coal as the primary source of domestic energy for cooking and heating (World
Bank: Goal 7, Target 9, Indicator 29).
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Table B2: Distribution of ownership assets and household characteristics by displacement status

Displacement status |

Ownership of Assets IDP Non IDP Total
Radio* 59.86 74.02 63.64
Watch* 65.06 80.66 69.28
Television* 29.66 42.24 33.06
Telephone* 3.96 17.18 7.54
Mobile phone* 5.72 14.94 8.21

Refrigerator® 2.58 8.71 4.24
Sewing machine* 7.07 17.18 9.93
Gas/electric stove* 2.21 9.29 413
Electric iron* 11.46 21.83 1.26
Electric fan* 18.10 29.79 21.26
Bicycle/scooter/motorcycle* 61.59 62.90 61.94
Tractor/two wheel tractor/ motor/ car/van / 2.24 6.89 3.50
jeepl/truck/three wheeler

Boat, ship 0.71 2.57 1.21

Computer 0.68 2.24 1.10
VCR/DVD* 3.56 6.06 4.24
Washing machine 0.09 2.00 0.61

Cows 6.95 10.12 7.80

Goats/sheep 7.81 8.88 8.10

Poultry 4.61 7.22 5.32

Pigs 0.34 0.25 0.31

Horses/donkeys 1.44 0.66 1.23

Non farm business 20.90 25.96 2.96

Jewellery* 43.79 49.17 45.24
Housing characteristics

House ownership* 52.28 40.80 61.18
Average number of rooms 1.94 2.56 2.1

Separate kitchen* 31.76 52.07 37.24
Durable floor* 63.52 74.24 66.43
Durable roof* 51.77 75.72 58.27
Appropriate drinking water* 20.10 32.86 23.55
Own sanitation facility* 30.49 40.80 33.28
Non biomass fuel 13.60 18.39 14.89
Land ownership 19.51 30.22 22.48

*Selected variables for the construction of the wealth index

Source: Own calculations based on data UNHCR MDG project, 2006.

This means that of housing characteristics six variables are selected, which together with the
durable goods make the selection for the construction of the wealth index 19. These 19
variables are dichotomously labelled by 0 “No(t owned)” and 1”Yes/owned”.

Crombach’s alpha, or scale reliability, for this total set of variables is 0.79, which means that
the variables measure the same issue quite well.
For the construction of the wealth index for this dataset factor analysis with the principal
component function is applied in STATA to determine this first component that represents

wealth.

Table B3: Eigenvalues of 19 components

Figure B1: Screeplot of 19 eigenvalues

Factor | Eigenvalue  Difference  Proportion Cumulative

1 4.9104 3.2034 0.2584 0.2584
1.7071 0.2412 0.0898 0.3483

3 1.4659 0.3943 0.0772 0.4254
4 1.0716 0.0666 0.0564 0.4818
5 1.0050 0.0447 0.0529 0.5347
6 0.9603 0.0254 0.0505 0.5853
7 0.9349 0.1096 0.0492 0.6345
8 0.8253 0.0452 0.0434 0.6779
9 0.7801 0.0502 0.0411 0.7190
10 0.7300 0.0251 0.0384 0.7574
11 0.7048 0.0594 0.0371 0.7945
12 0.6454 0.0588 0.0340 0.8285
13 0.5866 0.0556 0.0309 0.8593
14 0.5310 0.0193 0.0279 0.8873
15 0.5117 0.0185 0.0269 0.9142
16 0.4932 0.0801 0.0260 0.9402
17 0.4130 0.0247 0.0217 0.9619
18 0.3884 0.0531 0.0204 0.9824
19 0.3353 0.0176 1.0000

Eigenvalue

172 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
Factor

Source: Own calculations based on data UNHCR MDG project, 2006.

Source: Own calculations based on data UNHCR MDG
project, 2006.
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For the combination of selected assets, the proportion of variance explained by the first
component is 25.84percent of the total variance, as shown in above table B3.

If comparing this value with the values of a comparative study conducted by Filmer and
Pritchett (1999), where they studied the effect of household wealth on educational attainment
in 35 countries out of DHS data, it corresponds with the calculated proportion of variance for
countries within the same region, i.e. India 25.60 percent, Nepal 21.9 percent, and
Bangladesh 30.9 percent. For the total set of studied countries the explained proportion of
variance lied between 18.7 percent and 31.1 percent (Filmer and Pritchett, 1999).

The screeplot shown in figure B1 shows that a second and a third factor have an additional
meaning, i.e. the difference between the first and the second eigenvalue is not that huge, and
this the second (as 3", 4™ and 5") eigenvalue does not fall under 1.

Thus, while the first factor covers long term wealth, there are components that cover
additional meaning about the set of selected variables. Due that fact that the second
component explains almost 9 percent of the variance, it is worthwhile to explore where these
factor might refer to. If looking at the factor loadings and scores of the second component,
table B4 and B5, the values might refer to the availability of electricity or not, due the fact that
the assets with a negative linear relationship need electricity.

Table B4: Factor loadings of components with an eigenvalue >1

Variable Factorl Factor2 Factor3 Factor4 Factor5 Uniqueness
Radio 0.4498 0.2457 -0.4167 0.0148 0.1627 0.5370
Watch 0.4875 0.4379 -0.3006 -0.0423 0.2448 0.4184
Television 0.6737 0.1127 -0.2443 -0.0886 -0.1396 0.4464
Telephone 0.6780 -0.2562 0.1047 0.2049 0.1287 0.4051
Mobile phone 0.6234 -0.1612 -0.0939 -0.0521 -0.0992 0.5640
Refrigerator 0.6591 -0.3774 0.2167 0.1925 0.1865 0.3044
Sewing machine 0.5658 -0.2065 0.1122 0.0060 0.1726 0.5948
Gas/electric stove 0.6579 -0.3818 0.2129 0.1162 0.1502 0.3400
Electric iron 0.7367 -0.1911 -0.0495 -0.1856 -0.1229 0.3687
Electric fan 0.5886 -0.2164 0.0643 -0.4483 -0.1556 0.3774
Bicycle/scooter/motorcycle 0.2899 0.2042 -0.4971 0.4628 0.0769 0.4070
VCR/DVD 0.4047 -0.1560 -0.2698 -0.2554 -0.2435 0.6145
Jewellery 0.2767 0.1710 -0.3566 -0.0963 0.2934 0.6716
House ownership 0.1530 0.3609 0.4584 -0.2917 0.4677 0.3324
Separate kitchen 0.4034 0.4253 0.1657 -0.1449 0.1547 0.5840
Durable floor 0.4415 0.3677 0.0250 0.0221 -0.5208 0.3975
Durable roof 0.3640 0.5301 0.3987 -0.1018 -0.2159 0.3705
Appropriate drinking water 0.3996 0.0839 0.2409 0.4576 -0.1663 0.5382
Own sanitation facility 0.3065 0.3265 0.3298 0.3406 -0.0820 0.5679

Source: Own calculations based on data UNHCR MDG project, 2006.

Of the factor loadings, scoring factors are calculated, which indicate that the factor is obtained
as a weighted sum of the standardized versions of the 19 variables of which each has its
weight (Stata Press, 2005). Underlying table B5 shows the summary statistics of each
variable, together with the scoring factors of the first two components

Table B5: Summary statistics and factor scorings of the first two components

Variable Mean SD Min Max Scoring F1 Scoring F2

Radio 0.6179 0.4861 0 1 0.0916 0.1440
Watch 0.6692 0.4707 0 1 0.0993 0.2565
Television 0.3241 0.4683 0 1 0.1372 0.0661
Telephone 0.0817 0.2741 0 1 0.1381 -0.1501
Mobile phone 0.0856 0.2798 0 1 0.1270 -0.0944
Refrigerator 0.0485 0.2149 0 1 0.1342 -0.2211
Sewing machine 0.0951 0.2934 0 1 0.1152 -0.1210
Gasl/electric stove 0.0456 0.2088 0 1 0.1340 -0.2237
Electric iron 0.1416 0.3488 0 1 0.1500 -0.1119
Electric fan 0.2072 0.4055 0 1 0.1199 -0.1268
Bicycle/scooter/motorcycle 0.5837 0.4932 0 1 0.0590 0.1196
VCR/DVD 0.0447 0.2067 0 1 0.0824 -0.0914
Jewellery 0.4430 0.4970 0 1 0.0564 0.1002
House ownership 0.6122 0.4875 0 1 0.0312 0.2114
Separate kitchen 0.3650 0.4817 0 1 0.0822 0.2492
Durable floor 0.6606 0.4737 0 1 0.0899 0.2154
Durable roof 0.5922 0.4917 0 1 0.0741 0.3106
Appropriate drinking water 0.2395 0.4270 0 1 0.0814 0.0492
Own sanitation facility 0.3270 0.4693 0 1 0.0624 0.1913

Source: Own calculations based on data UNHCR MDG project, 2006.
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Then the ‘value of wealth’ for each household is predicted out of the factor scores of the first
component, sorted and split into quintiles, which result in approximately 210 households
within each quintile, table B6. Then the level of the household index is linked to all members
of the household, which result in the following individual wealth distribution for all female
respondents and respondents aged 15+, tables B7 and B8.

Table B6: Wealth index by household

Wealth index N Proportion
Poorest 21 20.06
Second 210 19.96
Middle 21 20.06
Fourth 212 20.15
Richest 208 19.77
Total 1,052 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

Table B7: Wealth index for all individuals Table B8: Wealth index for all females 15 years and older
N Proportion N Proportion
Poorest | 781 17.69 Poorest | 257 17.85
Second 900 20.39 Second 275 19.10
Middle 934 21.16 Middle 296 20.56
Fourth 932 21.11 Fourth 299 20.76
Richest | 867 19.64 Richest 313 21.74
Total 4,414 100.00 Total 1,440 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

B2. Status of women

The index that reflects the status of women is constructed using the same method as above,
but in this case only seven variables are selected, dealing with the opinion of the women
whether her husband is allowed to hit his wife in particular situations, or not.

Again binary variables are constructed by recoding the ‘don’t know’ level as missing, which for
every has a proportion of below 10 percent of the whole sample, i.e. a proportion that can be
neglected.

This index is based on the answers of the women only. Which means that concerning the
gender questions, it is perceived status that is measured. The Crombach’s alpha scale
reliability of these seven variables is 0.8181, which indicates that the selected variables
measure the same issue quit well.

Underlying table B9 shows the eigenvalues of the seven factors resulting from the analysis.
The first component covers 48.77 percent of the total variance, the table, as figure B2 show
that the second component contributes to 18.53 percent of the total variance.

Table B9: Eigenvalues of 7 components Figure B2: Screeplot of 7 eigenvalues
Factor Eigenvalue Difference  Proportion  Cumulative 44
1 3.4142 2.1168 0.4877 0.4877
2 1.2974 0.6048 0.1853 0.6731
3 0.6925 0.0443 0.0989 0.7720 39
4 0.6482 0.1853 0.0926 0.8646
5 0.4629 0.1939 0.0661 0.9307 3
6 0.2690 0.0531 0.0384 0.9692 5 2
7 0.2159 . 0.0308 1.0000 o
Source: Own calculations based on data UNHCR MDG project, 2006. .
0

Factor

Source: Own calculations based on data
UNHCR MDG project, 2006.

The scoring and factor loadings, tables B10 and B11, of this second component show that a
negative relationship exists between the first three variables.

Table B10: Factor loadings of components with an eigenvalue >1

Variable | Factorl Factor2 | Uniqueness
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Goes out to see friends 0.7516 -0.4075 0.2691
Leaves to town 0.7680 -0.4484 0.2091
Neglects children 0.6565 -0.3642 0.4364
Argues with husband 0.7109 0.0766 0.4888
Refuses sex 0.6533 0.6462 0.1556
Prepared food not properly 0.6637 0.6116 0.1854
Spends money 0.6751 0.0106 0.5441

Source: Own calculations based on data UNHCR MDG project, 2006.

Table B11: Summary statistics and factor scorings of the first two components

Variable Mean SD Min Max Scoring F1  Scoring F2
Goes out to see friends 0.4365 0.4962 0 1 0.2201 -0.3141
Leaves to town 0.4025 0.4906 0 1 0.2249 -0.3456
Neglects children 0.3327 0.4714 0 1 0.1923 -0.2807
Argues with husband 0.6052 0.4890 0 1 0.2082 0.0590
Refuses sex 0.8429 0.3641 0 1 0.1914 0.4981
Prepared food not properly 0.8274 0.3781 0 1 0.1944 0.4715
Spends money 0.4976 0.5002 0 1 0.1977 0.0082

Source: Own calculations based on data UNHCR MDG project, 2006.

Then the scores of the first component are predicted for each individual, resulting in a status
of women index. The predictions are sorted and split into three equal categories for female
respondents 15 years and older, table B12. Because the analyses only concerns women, it is
not necessary to link their values to other members of the household.

Table B12: Status of women index for all females 15 years and older

N Proportion

Lowest 362 35.11
Middle 370 35.89
Highest | 299 29.00

Total 1,031 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

B3. Autonomy

The index that represents autonomy of the individual is constructed from nine questions
concerning who (in the household) makes decisions about particular issues. Dichotomous
variables are again constructed; 1 is scored if only the respondent makes the decision about
a particular issue, 0 if the respondent together with others, or only others make the decision
about the issue.

The Crombach’s alpha scale reliability of these seven variables is 0.8973, indicating that the
selected variables measure the same issue quit well.

Underlying table C13 shows the eigenvalues of the nine factors resulting from the analysis.
The first component covers 57.13 percent of the total variance, the table, as figure B3 show
that the second component contributes to 15.39 percent of the total variance.

Table B13: Eigenvalues of 9 components Figure B3: Screeplot of 9 eigenvalues
Factor Eigenvalue Difference  Proportion  Cumulative 6 — — m o ____._
1 5.1415 3.7564 0.5713 0.5713
2 1.3851 0.5590 0.1539 0.7252
3 0.8261 0.3090 0.0918 0.8170
4 0.5171 0.1066 0.0575 0.8744 3
5 0.4105 0.0920 0.0456 0.9200 s
6 0.3186 0.1481 0.0354 0.9554 &
7 0.1705 0.0229 0.0189 0.9744
8 0.1476 0.0646 0.0164 0.9908
9 0.0830 . 0.0092 1.0000
Source: Own calculations based on data UNHCR MDG project, 2006.

Factor

Source: Own calculations based on data UNHCR
MDG project, 2006.

The scoring and factor loadings, tables B14 and B15, of this second component show that a
negative relationship exists between the first three variables.
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Table B14: Factor loadings of components with an eigenvalue >1

Variable Factorl Factor2 Uniqueness
Need health care 0.7140 -0.4864 0.2537
Child needs health care 0.7950 -0.4686 0.1484
Education daughter 0.8558 -0.3428 0.1501
Education son 0.8661 -0.2904 0.1655
Major household purchases 0.7323 0.4211 0.2864
Daily household purchases 0.7460 0.2820 0.3640
Move family 0.7626 0.4984 0.1700
Marriage daughter or son 0.7577 0.4705 0.2045
Daily food to cook 0.5186 0.0181 0.7308

Source: Own calculations based on data UNHCR MDG project, 2006.

Table B15: Summary statistics and factor scorings of the first two components

Variable Mean SD Min Max Scoring F1  Scoring F2
Need health care 0.4647 0.4990 0 1 0.1389 -0.3512
Child needs health care 0.4043 0.4910 0 1 0.1546 -0.3383
Education daughter 0.3149 0.4647 0 1 0.1664 -0.2475
Education son 0.3013 0.4590 0 1 0.1685 -0.2097
Major household purchases 0.1821 0.3861 0 1 0.1424 0.3040
Daily household purchases 0.2511 0.4338 0 1 0.1451 0.2036
Move family 0.1209 0.3261 0 1 0.1483 0.3599
Marriage daughter or son 0.1226 0.3281 0 1 0.1474 0.3397
Daily food to cook 0.4945 0.5002 0 1 0.1009 0.0130

Source: Own calculations based on data UNHCR MDG project, 2006.

After predicting the scores for each individual, the following distribution evolves for all female
respondents aged 15 and over, table B16.

Table B16: Autonomy for all individuals 15 years and older

N Proportion
Low 542 38.24
Middle 254 28.68
High 379 33.08
Total 1,175 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

B4. Self efficacy: analyses on utilisation of maternal health and family planning
methods

For self efficacy the same method is used; four variables are used selected to construct a self
efficacy index in order to reflect general self efficacy by taking into the construction only
questions that are not domain specific. Concerning the data analyses, self efficacy is
predicted on the basis of female respondents. The scale reliability coefficient of these
variables is 0.8931. The first component covers 75.81 percent of the total variance, and as
shown in table B17, the second eigenvalue is below 1, as shown in figure B4.Therefore the
factor loadings are not presented here.

Table B17: Eigenvalues of 4 components Figure B4: Screeplot of 4 eigenvalues
Factor Eigenvalue Difference  Proportion  Cumulative b __________
1 3.0323 2.6141 0.7581 0.7581
2 0.4182 0.0945 0.1046 0.8626
3 0.3237 0.0979 0.0809 0.9436 5
4 0.2258 . 0.0564 1.0000

Source: Own calculations based on data UNHCR MDG project, 2006.

Eigenvalue
N

Factor

Source: Own calculations based on data UNHCR
MDG project, 2006.
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Table B18 shows the summary statistics together with the scores of the first factor.

Table B18: Summary statistics and factor scorings of the first component

Variable Mean SD Min Max Factor scores
Solve problems 2.5928 0.9372 1 4 0.28708
Deal with unexpected events 2.4286 0.8824 1 4 0.29651
Means and ways to get want 2.3608 0.8810 1 4 0.28283
Find several solution 2.4087 0.9020 1 4 0.28187

Source: Own calculations based on data UNHCR MDG project, 2006.

It is chosen to split the values into three levels for the reason to keep the number of levels in
the analyses as small as possible to avoid significance problems resulting from a small
sample size. Table B19 shows the frequency distribution of all women aged 15 years and
older.

Table B19: Self efficacy index for all females 15 years and older

N Proportion
Lowest 526 38.76
Middle 557 41.05
Highest 274 20.19
Total 1,357 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

B5. Self efficacy as dependent variable

For the final analyses conducted to find the factors that contribute to the prediction of self
efficacy, the concept is constructed again in the same way as above, but then with the
inclusion of the responses of men leading to a total number of 2,619 cases. The scale
reliability coefficient of these variables is 0.8950. The first component covers 76.12 percent of
the total variance, and as shown in table B20, the second eigenvalue is below 1, as shown in
figure B5.Therefore the factor loadings are not presented here.

Table B20: Eigenvalues of 4 components iaure B5: Screenlot of 4 eiaenvalues
Factor Eigenvalue Difference  Proportion  Cumulative Ao
1 3.0450 2.6271 0.7612 0.7612
2 0.4178 0.1065 0.1045 0.8657
3 0.3114 0.0855 0.0778 0.9435 3]
4 0.2259 . 0.0565 1.0000

Source: Own calculations based on data UNHCR MDG project, 2006.

Eigenvalue
N
)

Factor

Source: Own calculations based on data UNHCR

MDG project, 2006.

Table B21 shows the summary statistics together with the scores of the first factor.

Table B21: Summary statistics and factor scorings of the first component

Variable Mean SD Min Max Factor scores
Solve problems 2.6220 0.9401 1 4 0.2858
Deal with unexpected events 24777 0.9069 1 4 0.2957
Means and ways to get want 2.4280 0.9086 1 4 0.2855
Find several solution 2.4910 0.9317 1 4 0.2788

Source: Own calculations based on data UNHCR MDG project, 2006.

It is chosen to split the values into three levels for the reason to keep the number of levels in
the analyses as small as possible to avoid significance problems resulting from a small
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sample size. Table B22 shows the frequency distribution of all women aged 15 years and
older.

Table B22: Self efficacy index for all females and females 15 years and older

N Proportion
Average and lower 1,355 51.74
Above the average 1,264 48.26
Total 2,619 100.00

Source: Own calculations based on data UNHCR MDG project, 2006.

109



Appendix C Frequency distributions of independent variables

Appendix C: Frequency distributions of independent variables

Cl. Independent variables for analysis of utilisation of maternal health services of last
birth since 2000 (A, B and C)

Underlying frequency overviews are based on values scoring on the dependent variable
‘receiving at least four antenatal care checks’. This is done to avoid an extensive number of
tables and for the reason that the frequencies will not significantly differ for each dependent
variable because this first one consists the largest number of cases (N=417).

Table C1: Individual background

Individual background Labels N Proportion
Age at delivery 1: 14-24 years 142 35.15
N= 404 2: 25-29 years 113 27.97

3: 30-34 years 96 23.76
4: 35-54 years 53 13.12
Ethnicity 1: Sinhalese 34 8.37
N= 406 2: Sri Lankan Tamil 150 36.95
3: Indian Tamil 58 14.29
4: Muslim 164 40.39
Place of residence 11: Mannar 107 27.02
N= 396 12: Vavuniya 104 26.26
16: Trincomalee or other 23 5.81
19: Anaradhapura 64 16.16
20: Polonnaruwa 98 24.75
Period delivery 0: Before ceasefire 106 26.11
N= 406 1: After ceasefire 300 73.89
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C2: Socioeconomic status (at interview)

Socio economic status Labels N Proportion
Wealth status 1: Poorest 134 32.37
N=414 2: Middle 143 34.54

3: Richest 137 33.09
Education 0: No or primary education 146 36.14
N= 404 1: Secondary and higher 258 63.86
Status of women 1: Lowest status 127 40.71
N=312 2: Middle status 112 35.90
3: Highest status 73 23.40
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C3: Displacement history
Displacement History Labels N Proportion
Displacement status at last birth 0: Non displaced 87 20.86
N= 417 1: Displaced 330 79.12
Number of displacements at last 0: Non displaced 90 22.50
birth 1: Ones 65 16.25
N=400 2: Twice 138 34.50
3: Three 55 13.75
4: Four or more times 52 13.00
Duration of stay place delivery 0: Non displaced 83 20.44
N=406 1: Less than 5 years 184 45.32
2: 5-10 years 110 27.09
3: More than 10 years 29 7.14
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C4: Proximate determinants

Proximate determinants Labels N Proportion
Need (health status) 0: No, 18-35 years, >24 months, 2-5 child 230 55.96
N= 411

1: Yes, <18 / >35 years, <24 months, 181 44.04

first / sixth or higher parity child

Source: Own calculations based on data UNHCR MDG project, 2006.

Table C5: Self efficacy
Self efficacy Labels N Proportion

Self efficacy 1: Lowest self efficacy 162 39.13
N= 414 2: Middle self efficacy 182 43.96
3: Highest self efficacy 70 16.19

Source: Own calculations based on data UNHCR MDG project, 2006.
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C2. Independent variables for use of modern family planning methods (D)

Table C6: Individual background

Individual background Labels N Proportion
Age at interview 1: 14-19 years 134 11.79
N= 1,137 2:20-24 years 182 16.01
3: 25-29 years 164 14.42
4: 30-34 years 173 15.22
5: 35-39 years 162 14.25
6: 40-54 years 322 28.32
Marital Status 1: Never married 254 22.76
N= 1,116 2: Married 490 43.91
3: Cohabiting 266 23.84
4: Widowed/separated/divorced 106 9.50
Parity 0: No children 243 23.01
N= 1,056 1: One child 128 12.12
2: Two children 207 19.60
3: Three children 189 17.90
4: Four and more children 289 27.37
Ethnicity 1: Sinhalese 116 10.20
N= 1,137 2: Sri Lankan Tamil 499 43.89
3: Indian Tamil 157 13.81
4: Muslim 365 32.10
Place of residence 11: Mannar 296 26.03
N= 1,137 12: Vavuniya 404 35.53
16: Trincomalee 30 2.64
19: Anaradhapura 158 13.90
20: Polonnaruwa 249 21.90
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C7: Socioeconomic status
Socio economic status Labels N Proportion
Wealth status 1: Poorest 339 29.53
N= 1,148 2: Middle 399 34.76
3: Richest 410 35.71
Education 0: No or primary education 384 34.44
N= 1,115 1: Secondary and higher 431 65.56
Status of women 1: Lowest 309 35.93
N= 860 2: Middle 307 35.70
3: Highest 244 28.37
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C8: Displacement history
Displacement History Labels N Proportion
Displacement status 1: Non displaced 217 19.09
N= 1,137 2: Displaced 626 55.06
3: Displaced and returned 294 25.86
Number of displacements at 0: Non displaced 180 16.22
interview 1: Ones 155 13.96
N=1,110 2: Twice 432 38.92
3: Three 167 15.05
4: Four or more times 176 15.86
Duration of stay place interview 0: Non displaced 180 16.26
N= 1,107 1: Less than 5 years 333 30.08
2:5-10 years 380 34.33
3: More than 10 years 214 19.33
Age at first displacement 0: Non displaced 217 19.93
N= 1,089 1: 0-14 years 278 25.53
2: 15-24 years 298 27.36
3: 25-34 years 212 19.47
4: 35 years and older 84 7.71
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C9: Proximate determinants
Proximate determinants Labels N Proportion
Perceived h 1: Excellent/good 683 63.18
N= 1,081 2: Fair 331 30.62
3: Poor/Very Poor 67 6.20
Autonomy 1: Lowest autonomy 435 45.60
N= 954 2: Middle autonomy 219 22.96
3: Highest autonomy 300 31.45

Source: Own calculations based on data UNHCR MDG project, 2006.
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Table C10: Self efficacy

Self efficacy Labels N Proportion
Self efficacy 1: Lowest self efficacy 404 36.73
N= 1,100 2: Middle self efficacy 456 41.45
3: Highest self efficacy 240 21.82
Source: Own calculations based on data UNHCR MDG project, 2006.
C3. Independent variables for self efficacy (E)
Table C11: Individual background
Individual background Labels N Proportion
Age at interview 1: 14-24 years 762 29.15
N=2,614 2: 25-34 years 627 23.99
3: 25-44 years 561 21.46
4: 45-54 years 360 13.77
5: 55 years and older 304 11.63
Sex 1: Male 1,258 48.03
N=2,619 2: Female 1,361 51.97
Marital Status 1: Never married 739 28.26
N=2,615 2: Married 1,061 40.57
3: Cohabiting 582 22.26
4: Widowed/separated/divorced 233 8.91
Ethnicity 1: Sinhalese 276 10.54
N=2,619 2: Sri Lankan Tamil 1,102 42.08
3: Indian Tamil 370 14.13
4: Muslim 871 33.26
Place of residence 11: Mannar 664 25.35
N= 2,619 12: Vavuniya 915 34.94
16: Trincomalee 72 2.75
19: Anaradhapura 406 15.50
20: Polonnaruwa 562 21.46
Living in welfare camp 0: No 1,912 73.00
N=2,619 1: Yes 707 27.00
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C12: Socioeconomic status and autonomy
Socio economic status Labels N Proportion
Wealth status 1: Poorest 770 29.73
N= 2,590 2: Middle 908 35.06
3: Richest 912 35.21
Education 0: No education 296 11.32
N= 2,616 1: Primary education 619 23.67
2: Secondary and higher 1,700 65.01
Status of women 1: Lowest 726 36.98
N= 1,963 2: Middle 615 31.33
3: Highest 622 31.69
Source: Own calculations based on data UNHCR MDG project, 2006.
Table C13: Displacement history
Displacement History Labels N Proportion
Displacement status 1: Non displaced 493 18.82
N=2,619 2: Displaced 1,444 55.14
3: Displaced and returned 682 26.04
Number of displacements at 0: Non displaced 407 15.71
interview 1: Ones 376 14.52
N= 2,590 2: Twice 991 38.26
3: Three 412 15.91
4: Four or more times 404 15.60
Duration of stay place interview 0: Non displaced 407 15.75
N= 1,107 1: Less than 5 years 760 29.41
2:5-10 years 885 34.25
3: More than 10 years 532 20.59
Age at first displacement 0: Non displaced 493 19.40
N= 2,541 1: 0-14 years 695 27.35
2: 15-24 years 535 21.05
3: 25-34 years 416 16.37
4: 35 years and older 402 15.82

Source: Own calculations based on data UNHCR MDG project, 2006.
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Appendix D: Questionnaire Sri Lanka

UNHCR Survey on Living Conditions of Refugees, Asylum-
seekers and Internally Displaced Persons

Metherands Interdisciplinary Demographic Instdute (MIDI), The Netherlands

UNHCR Yerzvan, Armenia

Health Policy Research Associates (HPRA) Sri Lanka
Centro de Estudios de Poblacion y Desarclle Social (CEPAR), Equadar

HOUSEHOLD QUESTIONMAIRE

{HEAD OF THE HOUSEHOLD)
DISTRICT NAME . .
[SPECIFY)
CITHTOWNNILLAGE MAME R
(SPECIFY)
GN AREA e
(SPECIFY)

HOUSEHOLD MUMEBER. . .

S HOUSEHCLD IN AM IDP WELFARE CENTRE?

MAME OF HOUSEHOLD HEAD

NC

LIME NUMEER OF PERSON WHO PROVIDES THE HOUSEHOLD-LEVEL INFORMATION

(SEE ADY)

LI

FINAL VISIT CODES

DATE

DAY

NTERVIEWER'S NAME

MONTH

NTERWIEWER CODE

RESULT"

RESULT

MEXT WISIT. DATE

TOTAL NUMSER
SFVIEITS

TIME
*RESULT CODES: INTERVIEWER, AFTER COMPLETING
MODULE &, ENTER:
1 COMPLETED HH1  TOTAL PERZOME [N
2 PARTLY COMPLETED HOUSEHOLD (SEE AD1)
3 NCQHOUSEHCOLD MEMEZR AT HOME OR MO COMPETENT RESPONIENT
4 ENTIRE HOUSEHOLD AESENT FOR EXTENDED PERKOD OF TIME HHZ TOTAL MUMEER OF IDPs
5 POSTRPOMED N HOUSEHCLD [SEE A11)
& REFUSED
T DWELLING VACANT OR ADDRESS NOT A DWELLIMG HH3 TOTAL PERZOME 13
& DWELLING DESTROYED YEARS AMD OLDER IN
2  DWELLING KOT FOUND HOUSEHOLD [SEE A1Z)
10 COULD NCT COMPLETE INTERVIEW FOR SECURITY REASCN
11 HOUSEHADLD |3 SAMPLED AS IDP HOUSEZHCLD, BUT DOES HH4  TOTAL PERZOME 14
NOT APPEAR TO EE AN IDP HOUSEHCLD YEARS OR YOUNGER
12 HOUSEHOLD IS SAMPLED AS A NON-IDP HOUSEHOLD, BUT APPEARS N HOUSEHOLD [SEE A13)
TO EE AN IDP HOUSEHOLD
13 OTHER HHE HOUSEHOLD TYPOLOGY D

CODE (AB.CorD)

(SEE ATE)
SUPSRVIZOR CFFICE KEYED BY
CODE EDITOR

(1]

HH 1 of 10
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Appendix E

Questionnaire

MODULE A: HOUSEHOLD SCHEDULE (HEAD OF HOUSEHOLD)

[FTERVIEWER: Mow Twould Tike to have some information aboul the pecple who usually ive and sleep in this household

CODES FOR A03

01 =HEAD

02 = WIFE OR HUSBEAND
03 = 20N OR DAUGHTER

04 = SOM / DAUGHTER-AN-LAW

05 = GRANDCHILD
06 = BAREMNT
17 = GRAND PARENT

[ = PAREMT-IN-LAW |
09 = BRCTHER OR SISTER

e CODES FOR A05

10=BROTHER / SISTER IN LAW
11 = MEFHEW CR NIE
12 = OTHER RELATIVE
13 = ADOPTEVFOSTERSTERCHILD
14 = DOMESTIC SERWVANT
15 = BOARDER | LODGER

RECORD YEARS COMPLETED

00 = LEZS THAN 1 YEAR SINCE BIRTH
97 = &7 OR OLDER

93 = DONT ENOW

16 = NOT RELATED
95 = DONT KMOW

=z
=
=

. RECORD 00 IF
MOTHER I5 NOT LIVE
IN THIZ HOUSERCLD

a
m

LINE ELJAL RESIDENT2 RELATICHRIHIF BEX ASE DATE OF BIRTH ETHMICITY RELIGION SURWVIVAL OF NTERWIEWER:
= N THIE HOUSESTDLD TO HEAD OF MOTHER NETRUCTIZNG
HOUSEHCLD
Flease give me e names of What |5 the 5 Howaoldls | Inwhich year and month To which What |5 Is FALIVE 5 <NAME=>
al persons who usualy Ihe relafonship of <HAME=>| <HAME=>T | was <NAME=> borm? einnic <HAMEZ> <MNAMES> an IDF? IFA13 1B
and slzep In pour housahold, =MHAME> io the sl or proup religlon™ bloiogics Dz CIRCLED
staring wiin ine head of he nead of the female? | RECORD does maother NAME'E> WRITE LINE
household. household™ AGE N <HAME> alyeT blological NUMBER COF
NTERVIEWER: belong? rodher MCTHER, IF
Alzo Inciude: Iee In inis LISZTED (A10)
1. Children who wers piaced house- OTHERWIEE,
In InsSlutions, l2ss fhan one year hoid? GIVE LINE
230 {e.p. hospital, hostel, sorool) 1 = Buchizt FYES: HUMEBEER OF
Z. Malds, seraants who usually 1= Snhalese | 2= Hindu ‘Wihat Iz CHILD'E
sizep here 2 = ZL Taml 3 = Calhoic Far nameT FRIMGIPAL
3. Household mismbers who 3 = Indizr 4 = ChrisSian RECORD CARETAKER
usually sheep here Tami S = Islam MOTHER'E GE INTHE
4. Members temporady working 4 = Muzizm S = Cther LI AND BELOW | HOUW
or Iving away from this home ! F Years donit Year B = Cther T = Mone L M DK | NUMEER Yes Mo [SEE AL}
A (AD2) A0 A04) (A0S (AJES (ADED) (ADT) [A03) |A03) (A0} A1) [Al2 A1) (ALY
! I i | | | | | | | | | | | I : ) Dj . ; : ; Dj
N Dj I ; | | | | | | | | | | | I : ) Dj . : ” - D:’
- Dj I i | | | | | | | | | | | I : ) Dj . ; - : Dj
HRj NN EEENEN S | N e * L1
HEj NN EEENIEn S | L]
HE NN EEENIEE S R N
HERE BN EEEEIEE I R T L
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HOUSEHOLD SCHEDULE (CONT.)
LINE UBUAL RESIDENTZ RELATICHIHIF BEX E ETHMICITY RELIGION SURVIVAL OF DiF NTERWIEWER:
MO T3 HEAD CF ATATUS METRUCTIONS
HOUSEHCLD
Flease give me the names of What Is the 5 Howaldls | Inwhich year and month To which What Is Is FALIVE 5 <HAME>
all persons who usualy Ihe relafonship of <HAME=| <HAME>T | was <MAME=>Dom? eihnic ¥our <MNAMES> an IDF? IFA1Z IS
n your household, staring with <HAME>fothe | male or group relglonT bioioglca Coes CIRCLED
ihe head of the houssnold. Frmad of Hue fe=male? ECORD do=s mther WRITE LINE
mousehold ™ MAEE M =HAME* ale? Elologicy HUMBER CF
NTERVIEWER: beiong? moiher MOTHER,
Alzo Include: Ive In s LIETED [(&10
1. Crildren wheo wers placed houwse- OTHERWIEE,
Ir Ins3tutions. AN ofe year hoid? GIVE LINE
330 {e.g. hospital, Rosisl, school) FYES: HUMBER CF
2. Malds, sersants who usually 1 = Enhal=ze = Hircu What Iz CHILD'E
sieep here 2 = EL Tami = Cathoic her name? PRIMCIPAL
3. Household members who 3 = Indiar = ChrisSian CARETANER
uswally sheep hers Tami S = Izlam MOTHER'E + IHTHE
4. Members temporadly working 4 = Musiem &= Other LIMNE Yes Mo | YEARE AMND HOUBEHOLD
ar Iving away Trom this home r F Years YEAR WMOKNTH B = Cfher 7= Mone ¥ M OK JLDER [SEE AT}
A (AD2Y A02) ] (ADS) (ADG) {ADT) (AD3) A0 Aty [A1Z) A1) ATd)
- LTI CLCL T S | i
: LT COET T S © L
) ERjE NN RN e CO LT
HEI NN NN L] e i
) HEI NN NN L e i
HEI NN NN L et i
HE NN RN S I © L
(L1 LI T I0 R LI
ERIE NN RN S "L

FOR CODES, SEE FIRST SHEET OF HOUSEHOLD SCHEDULE

INTERVIEWER IF BHOUSEHOLD HAS MORE THAN 13 RESIDENTS,

COMPLETE LISTING OM ANOTHER SHZET
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MODULE A (Cont.): SUMMARY INFORMATION
WO QUESTIONS AND FILTERS CODING CATEGORIES SKIP
A13] INTERVIEWER: EXAMINE MODULE A AND COUNT THE NUMBERS OF THE FOLLOWING PERSONS
AND ENTER THESE NUMBERS OM THE COVER PAGE
a. TOTAL MUMBER OF PERSONS IN THE HOUSEHOLD (SEE AD1; ENTER IN HH1)
b. TOTAL NUMBER OF IDPs IN HOUSEHOLD (SEE A11; ENTER IN HH2)
c. TOTAL MUMBER OF PERSONS 15 YEARS OLD OR OLDER (SEE A12; ENTER IN HH3)
d. TOTAL NUMBER OF PERSONS 14 YEARS OLD OR YOUMGER (SEE A1 ENTER IN HH4)
A18| INTERVIEWER, DETERMINE HOUSEHOLD TYPE AND CIRCLE HOUSEHOLD TYPOLOGY CODE (HTC)
AND ENTER THIS CODE ON COVER PAGE
a. ALL HOUSEHOLD MEMBERS ARE IDPs + A
b. HEAD OF HOUSEHOLD 13 AN IDF, AND OME OR MORE OTHERS ARE MON-IDPs ——— B
c. HEAD OF HOUSEHOLD |5 NOT AN IDP AND ONE OR MORE OTHERS ARE IDPs —
d. ALL HOUSEHOLD MEMBERS ARE NON-IDPs D w A18
&17| INTERVIEWER: IFHTC IS5 A, BORCAND THE SELECTED HOUSEHOLD SHOULD BE GO TO
A HOUSEHOLD WITH IDPs MOD B
IF'HTZ' IS A, B OR C AND THE SELECTED HOUSEHOLD SHOULD NOT BE —=  AlD
A HOUSEHOLD WITH IDPs
&18| INTERVIEWER: IFHTC 15 D AND THE SELECTED HOUSEHOLD SHOULD NOT BE A HOUSEHOLD WITH IDPs GOTO
MODBE
IF "HTZ' |5 D AND THE SELECTED HOUSEHOLD SHOULD BE A HOUSEHOLD WITH IDFs — AR
A18] INTERVIEWER: THE HOUSEHOLD TYPOLOGY CODE (HTC) DOES MOT CORRESPOMND TO THE TYPE OF
HOUSEHOLD TO BE INTERVIEWE
CHECH QUESTION A11 AND, IF NECESSARY, CORRECT ANSWERS TO A11, A15b AND HHZ
AMD THEM REFEAT A16-A1T/A13
IF THE HTC AND THE T¥PE OF HOUSEHOLD INTERVIEWED STILL DO NOT CORRESPOND
END THIS INTERVIEW AND FILL IN THE RELEVANT RESULT CODE ON THE COVER SHEET
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MODULE B: HOUSING AND ECONOMIC SITUATION OF THE HOUSEHOLD

HEAD OF HOUSEHOLD

Housing conditions

MO,

QUESTIONS AND FILTERS

CODING CATEGORIZES

SKIP

5 the dweling owred by any member of inis housshoid, o In shansd
cwnership with someone outside the household, or 13t not caned
Ey any housshoid memoer?

CMWHNED BY HOUSEHCLD MEMBEZR ..

CMWHNED BY HOUSERDLD MEMEER
AND SOMEONZ ELEE

MOT SWNED BY ANY BOUSEHOLD
WEMBER

[

Wha In this househald ks Tie maln owner of this owelling?

LINE NUMBER CF CWHMER...
{HOUSEHOLD SCHEDULE, AD1)

In b many roams In this housing unit do members of this
housshold Ive (exchude room wsed a= kilchen)

MUMBER: OF ROOMS ... I:l:l

How many roams are used to slesgping

HUMBER: OF ROOMS ... I:l:l

Where do you cookT

MSIDE DWELLING, SEFARATE
KITCHEN ..o
MISIDE DWELLING, [N LIVING
OR SLEEPING ROOK S
CUTSIDE DWELLING ..

Kain mabaral of the Moor of he dwelling

EARTHISAKD RS ——
RAW WODD PLANKSBAMBOO
POUSHED WOOD ...
WINYL o
CERAMICTILES ...
CEMENT/CONCRETE
CARPET ..
PLASTIC/ICANVAS .
PREPARED CLAY [DUNG) ...
STONE

OTHER, SPECIFY e

=l ke GRS =

EEI\DOCI

What ks the main material of Te roof of ks deeling

GALVANEZED IRCNMETALTIMEZING .
ASSEETOS
TILES
CEMENT
SHINGLES
WOoD
MUDEARTH
STRAWILEAVESTHATCH
CANVASIPLASTIC SHEETS
CTHER, SPECIFY oo

E\.DOCI'-IU\IUI-F-QII’-:I—!-

Hiow many memibers of this household sleep undar
bednels?

PERSOME SLEEPING UNDER
BEDNETS ... SR

IF 0D
—=B10

\Wihen wara thess nets (38t treaked with an Insactidoe?

LESS THAMN 6 MONTHS ACD
& MONTHS AGD OR LONGER
MEVER o
DONT KROW

B10

Wihat ks the maln source of drinking water for memoers of wour
housahold?

PIPED WATER ...

WATER FROM FROTECTED WELL

WATER FROM UNPROTECTED WELL
SPRIMNG
RIVERSSTREAM
POMOVLAKE

RAINWATER
TANKER TRUCK (oo
BOTTLED WATER
TUSEWELL e
OTHER, SPECIFY s

[T Sy

= m

o oo

B11

15 this main drinking source located on the premise of this
dwsling or slseanera?

Of THE PREMIZE
ELSEWHERE
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B12

Do you ball e drinking waber?

ALWAYS

MEVER oo

SOMETIMES .

[

B13

VWihat kind of 1oliet facifies does Your nousanoid nave
 this dwelling?

FLUSHTOILET ..o
WATER-SEALED TOILET
TRADHTICHAL PIT TCILET

MO FACILITY/BUSHFIELD
OTHER, SPECIFY

LU S

VEMNTILATED IMPRCVED PIT (MIP) ..

o

|+ E1E

B14

15 this toilet faciity locabed on the pramise of thie
dwaling or elsewhena?

ONTHEPREMISE .o
ELSEWHERZ

B15

Co you share these faclities Wi parsons whi 0o not
belorg to this housshold?

MO

B16

Vihat types of Tuel are used Dy this househakl for conking,
neating or ofner applcations?

IKTERWIEWER: RECORD ALL AMNSWERS

ELECTRICITY
LPEHATURAL GAS
BIOGAS
BERQEEME ol
COAL, LIGNITE
CHARCDAL
WOOD, STRAW
DUNG
CTHER, SPECIFY 1

— w3 = oo oW

MO

B3 OR3 R3S R3 R3 B3 RS RS RS

General Economic

Conditions

B17

Which operating ass=ls are cumently owned by the housshald”

INTERVIEWER:  WERIFY WITH RESPOMDENT THE
PRESEMCE OF EACH ASSET AND
WHETHER THE ASSET IS WORKING

F MOT WORKING CIRCLE ™NOY

RADID .
WATCH
TELEVISION
TELEFHCRME
CELLULARPHONE ...
REFRIGERATOR

SEWING MACHINE ...
GASELECTRIC STOVE SR
ELECTRIC IRON
ELECTRIC FAM
BICYCLEASCOOTER!
MOTORCYCLE . 1
TRACTCRTWO-WHEEL TRACTC 1
MOTORCARNVANJEERTRUCK!
m THREE WHEELER ..
BOATISHIP -
COMPUTER ol
WCRIDVD FLAYER
COviE .
GOATS/SHEEP
POULTRY

PGS S
HORZES, DOKEEYS
MOR-FARM BUSINESS

O — — T3 — M e oo

= £ —m 2 a1 oo

WASHING MESHIME

P3RS RS RS RS B3 B3 RS B3 Ra D

B18

Co you have produce from agricurural land you work an
nere In Mg vichniy?

L

l—s E21

Co you own this lang?

| =
L

WWiha ks the wial slze of land IZ-LITEFUT owned tfr't'l! hausehiold
n this vicinity ™

Bl

=]

SIZE MEASURE
ACREZ
PERCH

Owaral, Is the curment financlal slbuation of the househoid
more Man sulMcent, suTident, barely sufficlent or
nsuMciant bo buy all the basic needs?

MORE THAN SUFFICIENT
SUFFICIENT e
BARELY SUFFICIENT .
MILFFICIENT ...

e
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B22 | WWinin two years fom new, d you hink the financial sibustion EETTER 1
af s housenald wil be Betier, the same or wose? SAME 2 | . B4
WORSE 3
DONT KNOW 4 = B24
B23 | ihat is the main reason why you sxpect tings wil be differsnt REASCH:
n the fubare?
B24 | On averags par morm, Is the net folal houssnald Income M THAT RANGE
tetween Rs 3000 Rs 5100, or Is & more or less than Tat™ MORE .
INTERWIEWER: VERIFY WHETHER ESTIMATE INCLUCES LESS e
INCOME FROM LAND, INTERZST. REMITTARCES, AID
B25 | 151 in the range of R S000-Rs 10,0007 M THAT RANGE ..
MORE
B26 | 151 inha range of Rs <1500=-Rs <3000-7 M THAT RANGE .. 1
LESS 2
B27 | How oa yourais the cument financial situstion of the MUCH BETTER ... 1
housahold compared o it of oiher ousehoids In this SOMEWHAT BETTER. . 2
neighourhood? SEME e 3
SOMEWHAT WORSE 4
MUCH WORSE .. 5
B28 | Did e household manage to accumuiate savings In e 1
past 12 manths, ncuding [ewelry? 2
B22 | Intne past weak about how much money was spent by the
housahold an the fallowing food Heme? RUPZES
INTERVIEWER: ENTER 209255 IF DONT KNOW
a STAPLE FOODE (RICE FLOUR, BREAD, CEREALS) a
o VEGETABLESFRUITS b
C WMEATIFIZH [
d DWIRY PRODUCTS d
z CODKING DILFAT 3
1 SEVERAGES f
g SUGAR g
h OTHER h
B30 | So, about how much maney was spant In tolal on food and RUSZES
s consumed by Tils household In SEpas: week? [T T T T
INTERWIEWER: ENTER 3233543 |F DON'T KNOW
831 | How many meals old e membars of this househald MUMBER OF MEALS ...
get yasanday?
B32 | How many mesls 3 day to membess of this househod
usualy get? MEALS PSR DAY oo
B33 | Thess days. what would you say about the avaliabiity of UGH 1
food to eat for 3l persons In this household 7 SOMETIMES EROUGH . 2
SELDOM ENSUGH 3
MEVER ENCUZH .. 4
B34 | Intne past monin, sbout how much mansy was spent
by the housahoid on the folowing main nan-facd Bems RUPZES
INTERWIEWER: ENTER 399358 IF DONT EMOW
a HOUSING (RERT, MAINTEMANCE] a
b ELECTRICITY, WATER, GAS b
e MEDICAL COSTS (PHYSICIAN, MEDICINES, ETC.) c
d CLOTHES d
e HOUSEHDLD ITEME AND SUPPLIES e
T EDUCATION [TUIMICH, BOOKS, UKIFORME, PENCILS) f
3 TRANSPORTATICH a
n TAXES h
DEETS |
I SOCIAL OR RELIGIOUS FUNCTIONS ]
k OTHER K
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B35 | So, abolt Now Much maney was spent on non-food Bems RUPZES
by Iis househald In thapast monin? [T T T T TTT
B35 | Woud you say hiz amount of cutstanding debt of memes =
af i housenald I high, Tair or ie? FAIR .. 2
LOW . 3
MO DESTS 4
Tez Mo
BT | Where woukd you go when you are I susden financial need, eg. | CLOSE FAMILY MEMSSRS
whan the househald faces 3 major crises resullng Trom [(SPOUSERPARENT/BROTHERS
neith of other prablems, of because of thefl and robbery SISTERICHILD) 2
1190615 or oine NAtUral ds3Eter? CTHER RELATIVES 2
FRIENDS 2
INTERMIEWER: READ OUT ALL ITEMS AND CIRCLE MEIGHSOURS 2
AFFROFRIATE ANSIWER CODE CREDIT COOPERATIVE 2
BaMKE 2
COMMERCIAL FUND 2
MOMEY SRCKERPS PAWNPANN 2
OTHER, ZPECIFY 2
B33 | Inthe past 12 months, did e housenold face such 3 cgs? = S 1
L 2 |—sB40
Yes Mo
B33 What happenad? FIMARCIAL 1 2
HEALTH 1 2
INTERMIEWER: READ OUT ALL ITEMS AND CIRCLE THEFT/ROBBERY 1 2
APPROPRIATE ANSWER CODE TILMAMI 1 2
NATURAL DIZASTER 1 2
DEATH I THE FAMILY 1 2
OTHER, ZPECIFY 1 2
Support from others
Bl In the pas? 12 monthe, did the housencld regulany raceive CRHNCE A& MONTH OR MORE 1
money Trom refalves or trends Iving kswhere? A FEW TIMES (UNSPEZCIFIED) ... 2
OMLY ONCE ... 3
DID MOT RECEIE ANY MOMEY . 4 | .Bas
Bat | When was the last time e housenold recelved monzy? LAST WEEK oo 1
LAST MONTH R 2
MORE THAN 2 MONTHS AGD ... 3
MORE THAN § MONTHS AGD ... 4
Baz | How much did you recelve then? LOCAL
RUPEES
B43 | How many tmes altogether d you recelve money in the st
12 manms? TIMES .
B4 | Inyour apincn, how Impariant s the maney VERY IMPORTANT
recaived from reiamves Sar the well-baing of this housshaid? MPORTANT ...
FAIRLY IMPORTANT
NOT IMPORTANT .
B4S | What kind of persons sent maney to this househakd? male  female
@ SPOUSE (AERCAD) ..
INTERVIEWSR:  WRITE THE NUMBER OF MALE AND FEMALE (b CHILD (ABROAD)
PERSONS WHD SENT THE MOMNEY ¢ BROTH.SISTER (ABROAD)
o OTHERS (RERCAD) ..
£ SPOUSE (THIS COUNTR
T CHILD (THIS COUNTR ...
g BROTHSIST|THIS CNTRY)
h OTHERS (THIS SOUNTRY)
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Wha In the housahold Is/are the maln reciplent(s) of maney
recalved from reladves?

INTERVIEWER: ASK FOR RECIFIENTS NAKE AKD ENTER
RESPOKDENTS LINS NUMSEZR (ZEE A1 IN Mooule &)

CEGEEE

2 LINE MUMBER PERSON 2

LINE MUMBER. PERSON 1

LINE NUMBER FERZON 2

F MZRE THAN 2 FERZONS
SPECIFY MUMBER CF PERS.

B&7

Was the recelved money used for any of the Tollowing
purposes?

INTERVIEWER. READ OUT ALL PURPCOEES AND CIRCLE

AFPPROPRIATE ANSWER CODE

m— - o@ ompo TR

DAILY FOOD AMD CLOTHS

. HOUSING / RENT

. REPAY DEETS S
MVEST (LAMD, AGRICULTURE)
MVEST (ROM-AGRO BUSIMESE)

EDUCATION
HEALTH RELATED
CONZUMER DURAELES
MARRIAZE/CEREMCNIES
COMMUNITY ORGANIZATION

. OTHER, SPECIFY.

What goods or services did the housahold

receive In ihe past
12 moning that are not generally provided 1o all peaple and

for which |t dio=s not pay?

INTERVIEWER. READ OUT ALL PURPCOEES AND CIRCLE

APPRCFRIATE ANSWER CODE

e

ZHELTER
ACCESS TO LAMD
HOUSE REPAIR
DRY RATIONS ...
MOMNEY
LEGAL SUPPCRT .
MOSILE CLUMICIHEALTH CARE
CLOTHES

OTHER, SPECIFY

MO GOODSSERVICES RECEIVED

B3RS RS B3 B3 RS B3 B3 RS D

ra

= HEW1

From whom does vour household recelve these goods ar
sandces?

INTERVIEWER: READ OUT ALL ITEMS AND CIRCLE
APPROPRIATE AMSWER CODE

@, GG

w —om

» UKHCR

LOCAL GOVERMMENT

OTHZR UN CRGAMIZATIONS
DR DONCR COUNTRIZES

LOCALMEOS e

FAMILY OR FRIEMDS IM:

- this country

- pther countries

OTHER .

(O TR

INTERVIEWER: EVALUATE THE INTERVIEW WITH THIS RESPONDENT

HEW1

Zo far, how wak the general almosphare during the Intendew?

RELAXED

RORMAL, NOTHING SPECIAL

TEMSE

LR

[

HEWVZ

Where olhers present during (part of) the Inberview™

0

¥ES, CHILDJREN) OhLY

YES, OME OR MORE ADULTS

k3 -

[

HEVZ

[id you speak fo 2ach ather during the intzndew In a language
that bath of you speak and understand wel?

YES .

RO e

L)

EMND OF HOUSEHOLD QUESTICHKAIRE
SRCCEED WITH IKDIMIDUAL RESFONDENT QUESTIONNAIRE
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UNHCR Survey on Living Conditions of Refugees, Asylum-

seekers and Internally Displaced Persons

Metherdands Interdiscipiinary Demograghic Instifute (MIDI), The Methedands
UMNHCR Yerevan, Armenia
Health Policy Research Associates (HPRA), Sri Lanka
Cenfro de Estudics de Poblacion y Desarcllo Secial (CEPAR), Equador

INDIVIDUAL QUES THIONNAIRE
ALL HUUSERULL MEMEEHS Uk 13 YEAHS ANU ULUEH

RESPONDENT NAME

DISTRICT MAME

CITYITOWNAILLAGE NAME

GN AREA

(SPECIFY)
HOUSEHCLD NUMBER

LINE NUMBER OF RESPONDENT (SEE HOUSEHOLD SCHEDULE, AD1)

TICK IF PERSON |15 MOTHER OR CARETAKER OF CHILD IN HOUSEHOLD (SEE HOUSEHOLD SCHEDULE. Al4).

IF A PROXY FERSOMN I3 USED, ENTER LINE NUMBER OF THAT PERSOM (SEE HOUSEHOLD SCHEDULE, A14)
IF MO PROXY PERSON 15 USED, ENTER DO

HOUSEHCLD TYPOLOGY CODE (A B, © OR D, SEE HOUSEHOLD COVER PAGE)

DATE

INTERVIEWER'S NAME

MONTH
INTERVIEWER'S CODE

DAY

REESULT" RESULT ||
NEXT VISIT: DATE
TOTAL NUMBER
TINE OF VISITS
FRESULT CODES:
i COMPLETED
2 PARTY COMPLETED
3 NOT AT HOME
4 FPOSTPONED
5 REFUSED
[ INCAPACITATED
7 OTHER
OFFICE KEYED BY
EDITOR
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MODULE C - GEMERAL BACKGROUMD OF THE RESPONDENT
ALL PERSCNS AGED 15 AND ABOVE
Q. Ko CQUESTICONS AND FILTERS CODIMG CATEGORIES SKIPS
oo FILL I THE PERSONS SEX MALE oo
= — 2
Ci2 How ald were you at your las? bithday?
97 = 97 OR OLOER: 95 = DON'T KNOW AGE N COMPLETED YEARS
cO3 WWhiat I your mantal StEus nows are you mamed, lving win MEVER MARRIED: ...
@ parmer, witiowed, divoroed, D'EF‘ET:J:E':I. or nave you CURRENMTLY MARRIED
never basn mamed? LIVING WITH A PARTHER
WIDOWED ...
DIVORCED oo
SEPARATED e S— &
Cod nwhat y2ar ang manth did you get YEAR MCNTH
widowed divorced'separated” T T T 1 1T 1 [
C05 i you ever attend school? | = 1
= 22—l
C0s \Whiat I the highes? level of schaol you ahenoed? FRIMERY ...
SEE CODIMG BELOW SECONDARY ...
WOCATIONAL ...
UNIVERSITYICOLLEGE ... 4
o7 \Whiat I the highes? gradetormy'year you compleled at HIGHEST GRADEFORM F &4GED 25
that lsvel? YEAR COMPLETED .o AND ABCWE
0= LESS THAK 1 YEAR COMFLETED -+ C02
cOs F RESPONDENT IS AGED 15 - 24 (SEE CI2) L=<
Are you cumently sttending an educational Instiufion? o 2
feli] Maow | woud ke you to nead these sanfences to me CANMOT READ AT ALL oo 1
SHOW CARD TO RESPONDENT ASLE TOREAD OHLY PARTS OF
SENTENCE oo S— 2
F RESPOMDENT CAMNOT READ WHOLE ASLE TO READ WHOLE
SENTEMNCE, PROBE SENTENCE oo S— 3
Can you read any part of ihe sentence to me? BLINDWISUALLY IMPAIRED ... 4
c1o D you maks use of ine INTERNET? ¥ES, FROM PC IN THIS HOUS ... 1
¥ES, FROM FC OUTSIDE THIS HOUS 2
¥E5, FROM DIFFERENT PLACE ... 3
MO, MEVER HEARD OF INTERNET ... 4
MO, MO INTERNET ACCESSHERE...
INTERVIEWER: IFHTC =ACRB: 3K C11-C18 OMLY IF RESPONDENT IS
COPY HOUSEHOLD HEAD OF HOWSEHOLD
TYROLOGY CODE IFHTC =0 —— ASKC11-C18 OMLY IF RESPODENT IS THE MOST SENIOR.
FROM COVERRAGE — = HOUSEHOLD MEMSER WHO WAS DISPLACED
AKD ENTER HERE
IFHTC =0 —— SHIP C11-C18 AND GO TO MODULE D

\Which operaiing assets wers owned by wour housahold when you lved In your place of usual residencs

betore you wene dispiaced?

MTERMIEWER: READ OUT ALL ITEMS SEL0W AND CIRCLE APPROPRIATE ANSWER

D WVERIFY

WHETHER EACH ITER WAS WORKING AND FURCTIONAL. IF MOT WORKING,

CIRCLE "W

¥YES MO
a. RADID 1 2
o WATCH ... — 2
o TELEWISION .. Jo— 2
d. TELEFHIME ... o— 2
2. CELLULAR { MOBILE FHON 1 2
f. REFRIGERATOI. ... — 2
g SEWMNGMACHME ... 1 2
n.  GAS/ELECTRIC STOWE .1 2
ELECTRIC IR ..............1 2
| ELECTRICFAM ... — 2
i BICYCLE/SCOOTEF.. .1 2

TRACTOR f TWO-WHEEL

YEZS
MOTOR CARNARIEER TRUCH!
THREE WHEELER.... ... i
BOAT/SHIP ... .
FERSORAL COMPUTER ...
VCR/DVD PLAYER ...
[ - JR——

L]

PIEE .
HORSES, DONKEYS ...
MNOK-FARM BUSINESS .
JEWELRY ...

WASHING MACHINZ

=
1
Al
<
RS RA RS RS K3 OR3 RS K R3 B RS
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Which faciizies did the housahold have in the place you ware
Iving before you wers displacad?

INTERMIEWER: READ OUT ALL ITEMS AND
CIRCLE ANSWER CODE

L

. PIPED WATER ON PREMISES 1
o FLUSH TOILET Ok PREMIEEI 1
& PIT LATRIKE OM PREMISEL... 1

PR RS R RS

Diid yaur househoid awn agriculural land In the place you

WENS QISDEEEa T v | e
'AWhniat was the total size of land owned by the a LaMD SIZE
MOUEENGID MEne!
b SIZE MEASURE

ACRES . 1

FERLR z
I this land bl maned nows

|—. C18

Doyou sl work he land Tiere? —

Is somagne akze working the land for you?

How does the cument financial shuation of the household compare MUCHBETTER .

Wit the siuadon befiore you Ned?

SOMEWHAT BETTER

[

MUCH WORSE ..
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MODULE D - MIGRATION
ALL PERECNS AGED 15 AND ABOVE
oo Since when do you Ive here? WHOLE LIFE W1 =02
SIMCE SRR | + FILL IM
INTERVIEWER: IF PERZOM 1S MOT LIVING HERE WHOLE YEAR MONTH YEAR +
LIFE, PROBE FOR YEAR AND MONTH OF MONTH
LAST ARRIVAL
D2 Inwhich place, district and country ware you bom? WILLAGETCAWN
DISTRICT
COUNTRY
D3 Weare you ever displaced from your usual place of resigence | = R,
since 13307 St} SR w020
DoL Whnat was vour place of usual resldence before you ware WVILLAGEMZAN
msplaced?
PROEE FOR PLACE, DISTRICT DISTRICT
DS Wnal were the year and month that you were displaced from YEAR KICHTH
your usual place of resldence?
INTERVIZWER: MAKE SURE THAT THIS INFORMATION
REFERE T THE FIRET DISFLACEMENT AFTER 1230
DS Whnat was Me reason for d Ep acement™ YES MZ
WARFIZATES e 1 2
INTERVIZWER: READ OUT ALL ITEKS AMD CIRCLE EXPELLED FROM THE LAM ... 1 2
APPROPRIATE ANSWER CODE FEAR i 1 2
DESTRUCTION OF HOME. ... 1 2
TSUNAKMI —— 2
OTHER MATURAL DISASTE. 1 2
COULDNT MAKE & LIVING ... 1 2
OTHER 1 2
Dov Whnere did you go? WILLAGETOWN
DISTRICT
D3 | would like i know something about the compesition of the Tamlly at the ime you wers displaced, and whether
your Tamily memiers joined you, went elsewhars or siaved benhing
INTERVIEWER: REZISTER THE NUMBER OF PERZONS. IF A BOX ENTRY |12 WOT APPLICABLE,
EMTER 0 OR 00, DEFEMOING ON NUMBER OF BOXES
Grand  Brotnens)
Spouse Parenis) parentis) Slstan(s) Chilgren Others
[al 1] fch [di = (i}
a sumber of persans In the famlly before
displacamani
k. Persons In the ra'ﬂ"!a' who j:lreﬂ Wl
when you were displacad
C. Persons In the family who went
alsawhara
d 2ersons In the famlily who stayed behind
Do Haow mamy of them Joined you to Ive hera since you were displaced?
Grand  Brofhens)
SFI:LISE Parant|s} FIE.'E"I[I:E:I Slstans) Chilgren Othars
3 D) ic) ] e i
Mumber of persons from that family wiho
_|=|FE= the presant housenold
o0 Wit now manry Tamily members that stayed behind or weand elsewnere, I any, 4o vou nave
penodlc contact?
Grand  Brofhens)
EP:LISE Fareni[s) FIE.'E"".I:E:I Slstens) Chilaren Olhers
(=X 120] (4] [di = i
Perodic contact with family memibers who
Elﬂ"'!d oenind or went elsewhere
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o11 How many times did you mawe from ane place w analhar IF 1=+D13
Bince you were dispiacad from your place of usual residence? | TIMES FLED ..
D012 IMNTERVIEWER: CHECK THE NUMBER OF MOVES THAT WERE MENTICNED IN D11
ASK FOR INFORMATION ABDUT THE LAST MOVES, UP TO A MAKIMUK OF FIVE MOVES.
| would ke fo have some Infarmation about [same of] the moves you made. | would Ike to know when you
mioved, where yau came from and why you maved. |will star win your I35t mave, when you came herz.
WHENT FROMWHERET WHFT
Monlh Year I from Te same District, wrlie ‘Same’ 1 (3
District
Last mowe
Mext 1o District
last move
Second 1o Dstrict
last move
Third 3 Dstrict
last move
Fourin i Dstrict
last move
INTERVIEWER! IF MORE REAZONS FOR MOVING WERE MENTICMED, RECORD THE TWO MOST
IMPORTANT ONES (1) and (2}
CODES FOR "WHYT
1= WAR [ FIGHTS 4 = DESTRUCTION OF HOME 7 = COULDHT MAKE A LIVING
2= EXPELLED FROM THE LAND 5 = TSUNAMI § = OTHER
3=FEAR E= FLOCD | NATURAL DISASTER 98 = DONT KROW
Would you Ik ba reburn to the place of usual resldences 1
before dsplacement? 2
L e
01 D you Infend 1o refurn o this place or 00 you have to -
oo back? NO [—» o8
I
015 | VWTIEN 03 YOU INMEnd 13 FESUm (or will You have i return)? VITHIN § MONTHS
BETWEEN £ AND 12 MOMTHE
BETWEEN 1 AND 2 YEARS
AFTER MCRE THAN 2 YEARS .
MNOT ZURE WHEMDOMT KNOW.
Wiy would you return?
a HAVE LAMD THERE -1 2
INTERVIEWER: READ OUT ALL ITEKS AND CIRCLE b HAVE FAMILY THERE 1 2 IF CHLY
APPROPRIATE ANSWER CDDE c. BETTERHOUSING THERE 1 2 OHE
4 EASERTOFNDWORK .1 2 AMIWER
e DOMWTFEELZAFEHERE .. 1 2 12 YEZ
f.  DOMTLKE IT HERE ... 1 2
g HAVE TOVFORCED RE 2 D18
b OTHER, BPECIFY ......1 2

D17 Winat Is the most Impartant reason? |:|
INTERVIEWER: USE AS ANSWER CODE a,begefgorh MOST IMPORTANT REASON
(SEE D16)
What are the maln obstacles o retum? YES NO
CEEN 3 LACKOFLANDTHERE. .1 2 [y
INTERWVIEWER: READ OUT ALL ITEMS AND CIRCLE b LACKOFHOUSETHERE..1 2
APPROPRIATE ANSWER CODE £ LACK OF WORK THER 7 || Fomuy
d HAVING WORK HERE 2 ONE
£  LACK OF SCHOOL FOR AMSWER
7 | HEYES
1. LACKOFOTHER SERVICE:1 2
g THE COMFLICT ... 12 oeo
OTHER., SPECIFY -1 2

h DOWNTWARNTTORETUR .1 2

I

Wimas Is the most |I'I'p=|'|.'d"|[ absiacke?
INTERVIEWER: USE AS ANSWER CODE absdsfgoarkh MEGST IMPORTANT OBSTACLE
(SEE D1g)
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020 M| Do you intend to move ta another place In this counsry YES, I THIS COURNTR ... 1
of abroad? YES, TO ANOTHER COUNTR" .. .2
- NO 3 s INTH
D21 | YES MO
Wiy da you want o move to another place? 3 LAMDRELATEC .. .1 2
k. WORK-RELATED .......1 2
INTERVIEWER: READ DUT ALL ITEMS AND CIRCLE £ FAMILY ! MARFIAGE-
APPROPRIATE ANSWER CODE RELATED ... ... 1 2
d SCHODL/!STUDY ...—.....1 2
& RETIREMENT fEND OF
COMTRACT ..o 1 2
. FEAR OF WAR ! CIVIL
CONFLICTIPERSECUTION 1 2
g UMCERTAINFUTUR .......1 2
DOMESTIC OR SOCIAL 1 2
COMFLICT .
. FAMILY PRESSURE .......1 2
]. OTHER, SPECIFY 1 2
Whnen do you Imtend o mowa? WITHIN 6 MONTHS .1
BETWEEN £ AND 12 MOMTHE ... 2
BETWEEN 1 AND 2 YEARS ... 3
AFTER MORE THAN 2YEARS ... 4
NOT SURE WHEMDONT KNOW ... §
Wiguid this be 3 temparary move or 3 more pammanent TEMPORARY e A
setfiemant? PERMAMENT . .2
DONT BMOW .. B
INT1 INTERVIEWER: IF HTC = A OR Be—w ASK D24-035 ONLY IF RESPONDENT 12 HEAD
OF HOUSEHOLD
COPY HOUSEHOLD
TYPOLOGEY CODE IF HTG = Gl ASK D24-025 ONLY IF RESPODENT IS THE MOST
FROM COVERPAGE ™ = SENIOR HOUSEHOLD MEMEBER WHO
AND ENTER HERE WAS DISPLACED
IF HTEC = D= SKIP D24-D25 AND GO TO MODULE E
D24 Haow many ofner househald members, If any, aready moved 3 MOVED ELSEWHERE hC|:|
b Znotner place In this couniry or abrag? SR LANEA
INTERVIEWER: RECORD NUMBER OF PECPLE
WRITE 007 IF WO OME MOVED k. MOVED ABROAD ...
D35 i any ather mamiber of e Nousenoid alrzady resum o 4= TS,
the place of usLal residence before dsplacement? RO e
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MODULE E: CURRENT AND PAST EMPLOYMENT
ALL PERSONS AGED 15 AND ABOVE
INTERVIEWER: QUESTICNSZ EO1 TO EDE REFER TO THE PAST 7 DAYS.
IF THE RESPONDENT HAS BEEM ILL OR OM VACATION, ASK THE QUESTIONS FOR THE MOST RECENT
'WEEK THAT THE RESPOMDENT WAS NOT ILL OR ON VACATION
Ed1 Have you worked for &t least four nours In the pasi 7 daye e s
far which you recelved money or payment In kind (Incleding Tood) ? PR = E 06
Edz D1d you do that wark mainly as an empiayer, 3 wage- or salary EMPLOYER ... sttt et s s e emans )
eamer with a canlract. 35 a casual labaurer withaul *ormal CONTRACT WA EARNER .2
contract, or as worker In 3 famlly business? CASUAL LASCURER, MO CONTRACT ]
FARILY BUSINESE WORKER 4
COTHER £
EQ3 n ihe past T days, what kind of work did you do for most of DESCRIBE TYPE OF WORK BELOW
the tme?
{OFFICE CODING, 1500 CODE) E’
ED4 'What kind of business |5 this? DESCRIBE TYPE OF BUSINESS BELOW
NTERVIEWER: ASK WHAT KIND OF PRODUCTS OR
SERVICES ARE PRODUCED
(OFFICE CODING, I121C CODE)
E0S n ihe past T gays, how many hours did you work for pay
In this job? HOURS WORKED s — 07
Ed& 'What was the main reason why you did not work for money or DIZ UNPAID WORK MOST TIME
payment In kind In the past 7 days? HOUSEHCLD DUTIES | WORE 2
CHILD CARE RN .2
RETIRED / CLD AGE
STUDENT
DISABLED SRR -
PAID WORK WAS NOT AVAILABLE LT
DIDNT KEED TO WORK E
OTHER 9
EQ7 Are you cumently looking for pald work? B =
Ed& n general, which share of tatal household expenditures s ALMOET NONE
pald with the earnings of your work, If any? LESS THAN HALF .
ABOUT HALF ]
MORE THAN HALF .4
WOKE [D0OES NOT HAVE INCOME) . B | NTZ
MCHNE [ALL EARMINGS ARE SAVED) 7
E0g Who usually declees how your earnings, i any, are speni? RESPOMDENT
SPOUSE / PARTHER . 2
.3
4
ALL TOGETHER 5
INT2 INTERVWIEWER: AZKRESONDENT TC THINK BACK TC THE TIME WHEM (3]HE LIVED N THE PLACE OF USUAL
RESIDENCE BEFORE DISPLACEMENT. THE FOLLOWING QUESTIONS REFER TO THAT PERICD.

n that period, did you da any wark for which you | j =5 J———
recelved money or payment in kKind? M
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Did you do that wark mainly as an emplayer, 3 wage- or salary
eamer with a contract, @5 a casual labouwrer without formal
confract, or 35 worker in a family business?

EMPLOYER .o
CONTRACT WAGE SARKER ..
CASUAL LASOURER, NO CONTRAC
FAMILY BUSINESS WORKER
CTHER

L

'What king of work did you then oo most of the time?

DESCRIBE TYPE OF WORK BELOW:

(OFFICE CODING, 1200 CODE EI

What kind of business was that?

INTERVIEWER: ASK WHAT KIND OF PRODUCTE OR
SERVICES ARE PRODUCED

DESCRIBE TYPE OF BUSINESS BELOW:

(OFFICE CODING, 1SIC CODE) [I

PAID HOURS PER WEEK I:I:’

DIZ UNPAID WORK MOST TIME .1
HOUSEHCOLD DUTIES / WORK -2
CHILD CARE .3
RETIRED / LD AGE 4
STUDENT 5
CISABLED SRS -
PAID WORK WAS NOT AVAILABLE - T
WAS TOOD YOUNG TO WORK . B | —MODF
DICNT NEED TO WORK .9
OTHER 10
YES .

MNC

-
E14 || Atthat ime, about how many hours per wesk did you do pakl
work?
—
E15 f|  Atfthatime, what was the maln reason why vou did not
WOrK for maney o paymant in kind?
E16 || Atthat time, were you losking for pald work?
—
(E17 W  Atthat ime, which share of tofal household expendiures
wak generally financed with the money you samad?

MOKE [DID MOT HAVE ANY INCOME] .
NCOKE [ALL EARMNINGS WERE ZAVED)
DONT KNOW

ALMOST NONE -1
LEZS THAN HALF .2
ABOUT HALF ]
MORE THAM HALF .4
ALL .. - B
. B

T

. B
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MODULE F: GEMDER
ALl PERSDMS AGED 15 AND ABOVE

INTERVIEWER: READ OUT THE FOLLOWING INTRODUCTION TO THE RESPONDENT:
A number of questions tar follow may De S5ensiive 10 S0me people. If This 15 50 In your case,

we kindly a8k you

fo fry to rezpond to thees questions ae your responss will be of great help to government,
NGO's and Intsrnational
organizations to betier ldentify certain soclatal problems and ways to solve them.

5o, with all reapect for you as a
person, we g2k you, with all respact for you opinlon, to anewer alao the questions
that may be ssngitive to you.

In your apinizn, wha In s household makes the
gzclslons on the following lssues:

INTERWIEWER: IF APFLICABLE, CIRCLE MORE THAK

b

[

Respon- Spouse ParentEomenne

ONE ANZWER OPTION dent iin-la&) alse
a Hyou need health cara? a 1 2 3 4
k.  Hachiidin the household would need haakh care? b 1 2 3 4
c. Wnether a daughter should go to school? c. 1 2 3 4
. ‘Wnether a som should go to school? a 1 2 3 4
£ Major household purchases, such as TV, fidge or car? e 1 z 3 4
1. Cally household purchases? 1. 1 2 3 4
g Wnen the family should move to another place? q 1 2 3 4
b Marriage of @ dawghter or son? h. 1 2 3 4
. Whnattood should be coo®ad each day? L 1 2 3 4
In your apinion. 16 3 man jusiied In histing his wife In any of DONT
Ihe Toliowing slbuations? ¥ES NO  ENOW
a Ishe goes out to see friends without telling him? a 1 2 8
k. I she leaves ioanivillage without teling him? b 1 2 8
¢. I she neglects the chlidren? [ 1 2 8
d. Nshe argues with him? d. 1 2 8
g [fshe refuses fo have sex with nim when he wants 17 e 1 2 B
1. Ifshe didnt prepare the food properly 1. 1 2 B
g Mshe spends any money without first consuling him? q 1 2 8
It you were married and would hawe children, do you think
that you can {gke he infllative to tElk with your spouse about:
INTERWIEWER: IF RESPONDENT 12 MARRIZD, DONT
FORMULATE QUESTION ACCORDINGLY ¥ES NO  ENOW
& The total number of chiidren to have? a. 1 2 8
b, Poslponement of 3 preganarcy to a later dale? b. 1 2 B
c. The education af your san? c. 1 2 B
d.  Financial problemes in the family? d. 1 2 8
e The education af your daughter? e 1 2 B
1. Wnether or not money should be borroaed from others™ | 1. 1 2 8
g About ways to avoid sexually ransmiited dissases q 1 2 i

(2.9, HIV}?
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MODULE G - HEALTH AND REPRODUCTION
ALL PERSONS AGED 15 AND ABOVE
GEMERAL HEALTH
&M Pleass tell me, have you been Il wih fever In he YES S 1
past 14 days? o 2 |+ G0S
\Wnat fype of medicines did you t3ke? YES NO
refar nere o Westem medicine, medicine of Taddonal a WESTERMMEDICINE. ... 1 2 - GO3
practionsrs, sei-preparad meclcing or oner. b MECICINE OF TRADITICHAL
PRACTIONZRS ... 1 2
NTERVIEWER: CIRCLE ALL MEDICINE TYFPES MENTIONEDN . SELF-PREFARED MEDICINE 1 2 GO
d OTHER ... S -
e MOTHIMG ... e 12
\wnat kind of Westem meoicing did you take? PARACETARCL [PANADCL) /
AZRIRINE SR 1
CHLORCQUINE ... 2
FAMSIDAR 3
MALARIA PILLE 4
OTHER e . 3
Haow many Imes Nave you Desn 11 with malara n ine
past year? TIMES ILL WITH MALARIA ... ...
Diid you have any other liness In the past 1£ days? YES 1
MO 2 G
Hawe ol bean reated for 1his Iness7 B = 1
B e 2 = G0E
\Where did you ga for ireatment? YES MO
PUELIC SECTCA
HWTERWIEWER: CIRCLE ALL OPTIONS MEMTIONED a COVERMIMNT WESTERN
HOSFITAL ..., S -
b GOVERMENT AYURVEDIC
HISFTAL ... S 2
c GOWTERNMENT HEAL
CENTER ...... ... SR 2
d MOSILE CLMIC ... w1 2
e OTHERPUBLIC ... 1 2
i
FRIVATE SECTOR =3
f. PRIVATE WESTERM |:‘ -
HOSFITALICUMNIG oo 1 2
g PRIVATE AYURVEDIC
HOSPITAL /CLINKG. . 1 2
h MISILECUMIC e 1 2
. PHARMAZY ... S| 2
|- CTHERAPRIVATE ... 1 2
K OTHER .. 1 2
What was the [ain reason why you dkin't treat the lliness: COMPLAINT WAS MOT SERIDUS ... 1
LACK OF TRANS2ORT ... 2
COSTS OF TRAMSFORT . L3
COSTS OF TREATMENT . .4
OTHER COMMITMENTS / NEED
TO STAY AT HOME 5
LACK OF CONFIDEMCE IN
HEALTH PROWVIDER ... LB
SAFETY | SECURITY T
OTHER e .55
=09 Wara you ever treated for luberculosis (TS)? YE5 et 1
B e 2
How would you describe your ganeral heatih condifion? EXCELLENT oo 1
NTERVIEWER: T IS THE PEYSIOLOGICAL HEALTH STATUS FAIR (WOT GOCD KOT POCR) -]
THAT MATTERS HERE, A 4
HOT THE PSYCHOLOGICAL STATE OF MIND VERY ROOR ... 3
DON'TKNOW .o 8
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11 W Comparsd oiner persons of e 53me age and s8x, 1
weouid you E3y your heallh s better, same or worss? z
-
- a
G2 Do you have any of the following dlsabitizs? YES NO
a SETING | -1 2 IFALL
INTERVIEWER: MENTAL PROSLEM MEANS & STRUCTURAL b HEARING. -1 2 ARE NO
PROBLEM (E.G. MEMORY, TICKS.ETC.) . TALKING. -1 2 }
d MOVING . -1 2 G4
& HOLDING | GRIPPING .12
f.  MENTAL PROELEL.... .1 2
D you sufter from any of the Tollowing Infimaties? ]
a 2
INTERVIEWER, CIRCLE ALL DISASILITIES MENTICHED b 1 2
c. DEAF & DUMB 1 2
d. DEAF . 1 2
e [DUMB. .. 2
I LOSS OF ONE HAND OR/
AMDARM 1 2
g LOSS OF BOTH HANDS OR
AMDARMS . 1 2
h.  LOSE OF OKE FOOT ORY
AMDLEG . 1 2
. LOS5O0FBOTHLEGS ... 1 2
|- PARALYSIZ OF ONE ARM
ORBOTH e 1 2
k. PARALYSIS OF ONE LEG O
BCTH -1 2
. OTHER DISABILTY 2
G4 | \Wnat can you say aboul your state of mind in the 135 monih 1
D you fzel good ar depressedion FAIR (MOT GOCD KOT BAD
- BAD | DEPRESSED ' LOW ..
G135 Fieasa Indleate now your prysical haalth and stats of mind ALL THE TIME. 1
megatvely aTecls your work and dally actiities. CCCASIONALL" z
MOT AT ALL . 3
HIV/AIDS KNOWLEDGE AMD PERCEPTIONS
INTERMIEWER: CHECK AGE OF RESPONDENT (SEE COZ) RESPONDENT IS 55 YEARS OR OLDER INT3

RESPONDENT IS BELCW 55 YEARS '——1

Mow | would Tk to falk sbout something else. ¥ES .
Have you ever haard of an linzss calisd AIDST MO
Is Tere amyhing a person ¢an do to avold gefiing AIDS arthe | YES -
vinus inat causes AIDST MO
DONT KHOW, 8
Canvou pleasa answer Ihe following questions: YES s it
C:an peopie reduce thelr chances of gating AIDS by 1 2 8
having |ust one sex parner?
C:an peopie ges the AIDS fram mosguito bhes? 1 2 8
C:an peopie reduce he sk of gaiting AIDS by 1 2 8
u=ing & condom every ime ey have sex?
C:an AIDS be Fansmiited by @ blood fransfuskon? 1 2 8
C:an peopie ges AIDS by sharng food with a parsen
whohas AIDS7 1 2 8
5 It possiie hat  healthy-looking person has AIDS? 1 2 8
C:an a person get AIDS I (5 UseE Injection needies 1 2 8
tnat were used by a person who has AIDS?Y
= It possibie fo get AIDS by Kissing a person wha
has AIDS? 1 2 8
iZani thie wirus 1hat causes AIDS be transmitied fram
a momer fo her baby:
Durng pragriancy? 1 2 8
Durng delvery? 1 2 8
By breasifzeding? 1 2 8
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D 0 ENow BIMECne personaly who as A0S or
or someons who dizd of AIDST

VWhat o you think about your own rsk of geSing AIDST
5 It Ml moderate, grasl, of ng rsk &t all?

SMALL
KODERATE

MO RISK AT ALL
HAS AIDE

LU S U

| o neot weank to Know the results, but have you ever been
tested for AIDST

D y0u ENoey 3 place Whers you can be tes=d for Infectian
WEN the HVAIDS Winis?

D o &nowy of A place whane a parson can gat condoms?

- G35
Whnere Is that? INTERVIEWER: PROBE FOR OTHER PLACES 5Y ASKING:
Any other place?
YES NOD YES MO
PUBLIC SECTOR FRWATE MECICAL SECTOR
a. GOVERNMENT HOSAITA . 1 2 . PRAATE HOSPITALCLIMIC
b, GOWT.HEALTHCENTER . 1 2 MURZING HOMES .. 1 2
.. FAMLY PLAKMING CLIKIC 1 2 m PHARMACY 1 2
a4 MOSILE CLINIC _ .1 2 N PRVATE DOCTOf 1 2
e FIELOWCREER 1 2 o MOEBILE CLINIC .. 1 2
. MCHCIEMTRE . | 2 p.  FIELDWORXER .. . 2
g FAMILY HEALTH BUREAL 1 2 g OTHER PRIVATE MEDICAL 1 z
h. PUBLIC HEALTH KIDWIVEI 1 2
I, PUBLIC HEALTH
HURSING SISTER ... 1 2 OTHER SOURCE
] FUBLIC HEALTH I ZHOP 1 2
INZPECTORE . 2 5. FRIENDERELATI 1 2
k. OTHER PUBLIC _ 2 L OTHER 1 2
(G35 | Can you get condomes, If you want? YES 1
NO 2
DONT KNCW 1 UNEURE
KNOWLEDGE AND USE OF CONTRACEPTIVE METHODS
Mow | weould ke to talk about family planning - ihe  |G37TIMINTERVIEWER: CHECK 337 & CIRCLE BELOW
VayE peaple can oelay or avold a pregnancy. Respandent o not hear of asingleane ... 1 o INT3
Have you ever heard about any of the folioaing Respandent heard of at leastone. ... 2 4+
family planning meshods:
INTERVIEWER: READ OUT EACH ITEM AND |G3E0N I the past 12 montns, dld you use any of 1T
CIRCLE ANSWER CODE Tese methods?
YES NOD YES N
A PILL s 1 2 A PILL 1 2
b D (Irtra-uenne oevices) . o z b, UD (ntra-uierng devices) . z
C. IMJECTASLES (INJECTION: . 1 2 © INJECTASLES (IMJECTIOM: . 1 2
d. [MPLANTS [MOR2LAMNTS . 1 2 d. IMPLANTS (RORPLANTS . A 2
e CONDOM _.._. 1 z e CONDOM ... 1 z
f.  FEMALE CORDCN.. -1 2 1. FEMALE COMDOK .. o1 2
g. FOAMTASLETS, DIAPHRAGM OR g. FOAMTABLETS, DIAPHRAGK OR
JELLY 1 2 JELLY e 1 2
h REYTHM OR MNATURAL FAMILY N, RHYTHM OR NATURAL FAMILY
FLAKMING 1 2 PLANMING 1 2
. WITHDRAWAL _ 1 2 L WITHDRAWAL 1 2
|- AESTINAMCE[SAFZ PERIOD) ... 1 2 | ASSTINAMCE (3AFE PERICD) 2
K FEMALE STERILISATION 1 2 L FEMALE STERILISATION 2
. MALE STERILISATION 1 2 L MALE STERILISATION 2
m. CTHER METHCDE -1 2 m. CTHER METHODE 2
=N INTERVIEWER: CHECK G338 WHETHER RESPONDERT USED
JSED COMDOM 1M PAST 12 MONTHS DID KOT USE — 41
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‘What were the main reasons o use a condom? YES HO

d PREVEMT PREGNAMCY.... 1 2

Amy olfar reasan? b PREVENTHAWWAIDS .. 1 2

c¢. PREVEMT olher DISEASES 1 2

d DONOTTRUSTRARTREF. 1 2

CIRCLE ALL MEMTIONED AMSWERS & PARTKRER IMSISTED ... 1 2
I MORE EFFECTIVE THAN

OTHER MEANS ... T 2

g LOWCDSTE: .. 1 2

h AVAILABILITY.. ... 1 2

L OTHER oo 1 2

Wy dkdn't you use a condem’® Yes
. MO SERUAL RELATION 1

NTERVIEWER: CIRCLE ALL REASONS MEMTICNED WANTED TO GET FREGNANT
3% RESOKDENT MOT AVAILAELE
ToOO EXFENSIVE

EARTMER DSJSCTED
DO T LIKE THEM

USED other CONTRACESTIVE
DIOHT THINK IT OF IT

IO THIME T NECESEAAY
| oTHER

k. DOMTHMOW

EEEEEEEEEET

r-:-r-:-r-:-r-:-r-:-r-:r-:-r-:-r-:-r-:-”%

INT3 INTERVIEWER: 15 RESPONDENT MALE OR FEMALE? MALE oo 1 I e
2
— ez
INTS INTERVIEWER: CHECK Aid IF RESPONDENT IS f—hDDH
CARETAKER OF A CHILD MO |
BIRTH HISTORY AND IMMUMNISATION
=42 il Bke o 3=k about all the LIVE births o had had :LI'I"I; YES .. S |
your e, Have you evar given birn o 3 chilki? MO 2 w343
=43 Do 'yauU Naee any sons or JEJ.IEH:E"E b whom WU have ;h’!l'l k= T SRR |
birih who are now [ving with you? [ S 2 —eGd5
=44 How many s5Ins IIve with !|':l.5
F MONE, RECORD 'I0. SOMS ATHOME ..o
345 And how marry daugnlers e with you?
F MONE, RECORD 'I0. DAUGHTERS AT HOME... ...
=48 Da 'fouU N any sons or JEJ.I;H:E"E ba whom WU have ;h’!l'l M e SRR |
birih who are allve bt o not live wih you? [ 2 —e343
=47 How mamy 5Ins are alve but da not |'|'E"|‘.1|.|'I'!¢'DJ?
F MONE, RECORD 'I0. SOMS ELSEWHERE ...,
=45 And how mm‘daLg1Lers are allve but &3 not Bve whh }'DJ?
F MONE, RECORD 'I0. DAUGHTERS ELSEWHERE ..

135



Appendix E Questionnaire
z42 | Have vou ever given Bif o 3 bay or g who was bam alve k[ 1
bt later died, and that you did not mention? L 2 —=GE2
= MO, PROBE: Any baby wha cried or showed signs of e
DUt i not sunive?
G50 Haw many boys have ded?
F NONE, RECORD ‘00" BOYS DEAD .. .
551 And how mary girls have diza?
F NONE, RECORD ‘00" GIALS DEAD e
G52 SUM ANSWERS TO 524-45, 54746 AMD GE0-51 AND WRITE
TOTAL. IF NONE, RECORD ‘00 .
GE3 Just 23 make sure that | have It right: you have had a b =< JO——
total of ... {SEE G52).. births during your Ife [ o T SR
s Mat comect? PROBE AMD CORRECT —
34L-45,G47-43, GE0-51 AND 552
F MECESSARY
G54 Are wou curmenily pregrant? YES 1
[ls] 2
DOMT EMOW 3
INTERVIEWER: CHECK AND FOLLOW SKIP INSTRUCTIONS
1. G52 =00 AND LIME NUMSER IK A14 |5 BOT CIRCLED (L2 woman has no children, 1s nof caretakar) . Module |
2. 352 =00 AND LINE NUMSER IK A1418 CIRCLED (Le. woman has no child, butle caretaker) -t Module H
3. 352 HAS VALUE LARGER THAN m—l
L
G55 VWMt WES N2 date of birn of tne first-pom chila? MONTH YEAR
NTERVIEWER EMTER 83 AND 9356 IF DATE NOT KNOWN | | | | | | | |
GEG 5 Tiks cnlld =311 alea? CHILD IS ALVE 1
CHILD IS DZAD 2
GET Wniat was the date of bir of 1he most recantly bom chikd? MONTH
NTERVIEWER EMTER 53 AMD 9356 IF DATE NOT KMOWN | | |
G55 5 Tiks cnlld =311 alea? CHILD IS ALVE 1
CHILD 15 DEAD 2
ek Haws many of iz children you gave birh o were born F OO
after 1 January 20007 BIRTHS SINCE 2000 . .
Module H
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FROM 1 JARUARY 2000 OMIWNASDS
ASE THE QUESTIONS ASOUT ALL OF THESE BIRTHEL BEGIM WITH THE LAST BIRTH

{IF THERE ARE MIORE THAN 3 BIFTHE SINCE 2000, QUEETIONE SHOULD BE ASKED OMLY

FOR THE LAET 3 BIRTHEL

ENTER IN QUESTIOHE 351 AND GE32THE LINE NUMEER, MAME, AND SURWWVAL STATLIS OF EADH BIRTH

ow | ' would llie2 o 35k you some questions about the heatth of wour children bom In the Iast five years

=KAME:= 1o ghow hisMer

GEn LAST BIRTH NEXT-TC-LASTBIRTH  |[SECOND-FROMALAST SIRTH
NTERVIEWER, RECORD LINE LIKE LINE
LINE NUMEER FROM AD1 NUMSER NUMBER NUMEER .
e NTERVIEWER, WRITE NAME | NAWE NAME NAME
AND
SURNIVAL STATUS i e | e[ DEAD[ | | L peaD [ |
¥ ¥ —
[m ] You g2 a'l'g":-re‘:r artznzta Wes Mo
care fiar this =|'E§|'l3"|':!f? HEALTH PROFESSIDHAL
a|oocToR T 2
=YES: Whom did youses? b|NURSE el 2
Ariyon ee? £ ALMILIARY (PUBLIC)
HEALTH MIDWIT 2
FROBEFORTHETYPEOF  |oTeen Femscn
PERSCH AND RECORD ALL o[ TRADTIGHAL BIFTH
PERSONS SEEN ATTENDANT .. 1 2
e|oTHER 2
L|MOCME o 2
SKIP TO GEGer]
How many times did you visk 3 | NUMSER
clinic for 1nls pragrancy’? OF VISITS
Haow many fimes wers o
wlstad & horm by 3 pubilc NUMSER
health midaire? CF VISITS
Haow many fimes did You receive
antenatal care during this NUMEER
pregnancy CF TIMES I
' !
GEs D you have fhe hesith card of GRAMS SRAMS SRAME

L] ke

L] foee

L] e

birth welghi?
NTERVIEWER: COPY BIRTH IF NG CARD ENTER F MO CARD ENTER IF KO CARD ENTER
WEIGHT FROM HEALTHCARD | ES38 AND——*357 | 6385 AND——*GET BES3 AND +GET
[0 Yol remesTiber the birn CRAMS GRAMS GRAMS

wezight of<NAME= and can you
tall me?

IF DOESMT REMEMSER
ENTER 223€

& DOES'NT REMEMBER
ENTER 9393

IF COESHT REMENMEESR
ENTER 2936

a \Who assisted Wi the
dellvary of <MAME=?
b. Anyone else?

PROBE FOR THE TYPE OF
PERSON AND RECORD ALL
PERSONS ASSISTING

HEALTH FROFESEIOMAL

HEALTH FROFESSIOHAL

HEALTH FROFESEIONAL

DOCTOR

NURSE ... I

ALEILIARY (PUBLIC)
HEALTH MIDWIFE 2

OTHER FEREOM

DOCTOR

MURZE .

AUXILIARY [PUBLIC)
HEALTH MIDWIFE 3

1
2

CTHER FERESON

DOCTOR ..o 1
WURZE ... 2
ALUKILIARY (PLSLIC)

HEALTH MIDWIFE 3

OTHER FERSOM

TRADITIONAL BIRTH

ATTEMDANT ... 4
RELATIVE!

FRIEND .8
OTHER E
NOONE . 7

TRACITICHAL SIRTH
ATTENDAKT .. 4
RELATIVE!
FRIEMD
CTHER .

o

o

TRADITIONAL BIRTH

ATTENDANT ... 4
RELATIVE!

FRIEND B
OTHER L
RO ONE . 7
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\Wherz did you give birth to
=HAME=7?

YOUR HOME ... 1
OTHERHOME .. Z

PUBLIC SECTOR

YOUR HOME ... 1
OTHERHOME .. 2

PUBLIC SECTCR

GOWT. HOSPITAL 2

GONT. HOGRITAL 3

YOURHOME ..o 1
OTHERHCOME .. 2

PUSLIC SECTOR

GOVT.HOSPITAL 3

IF B2 WICRE BIRTHE,
GO TO MODULEH

= NO MORE EIRTHE
0 TOMODULEH

GONT. HEALTH GONT. HEALTH ZCVT. HEALTH
CENTER .. 4 CENTER . 4 CENTER ... 4
GONT. HEALTH GONT. HEALTH ZCVT. HEALTH
PO3T .. & POST ... 5 PO3T 5
OTHER PUBLIC . € OTHER FUSLIC .. & OTHER PUBLIC .. §
ERIMATE MED SECTCR| ERIVATEMED SECTOR | PRIMATE MED SECTOR
PUT. HOSPITAL ¢ PVT. HOSPITAL PUT. HOSPITAL ¢
CLINIC .. T CLIMIC ..., 7 CLUINIC e T
OTHER PRIVATE OTHER PRIVATE OTHER PRIVATE
MEDICAL ... B MEDICAL .. & MEDICAL e B
OTHER ... e OTHER e ] OTHER. ... e 9
G0 Did =MAME= ever recelve any YES.. reeemeree 1 YES o == O |
vainazons fo preventhimher | MO . 2 MO — L .2
from gesing diseases, ncuding SKIP T INTS =—] SKIP T INTS +—| SKID T INTS+—|
waccinglons recelved In a nalio- DONTENMOW .. B DONTENOW .. 8 DONT EMNOW e 3
nal immunization campaign?
Fleaze tell me F <MAME= recelved any of e folowing vacsnations:
[=na] Aninjection to pravent measies? | YES . 1 1 L == S |
MO 2 . 2 [0 .2
DONT BMOW . 8 g DONT EMNOW e @
GT2 & 500G wactination against YES.. 1 YES | o == O |
tuberculosts, Inat i, aninjection | MO L. 2 e .2 L -
In M2 & or shouldar nat DO KN .8 DONT KNOW 8 DONTKNOW .. 3
usually cHUs2E 3 sear?
G73 Folo vacdne, that Is. orops Inthe|  YES 1 YES A YES o 1
mouth? MO 2 MO . 2 [0 .2
DOMNT ENOW .8 DONT KNCWY 8 DONTENOW ... 8
GTd A DPT vaccination, that 1s, an YEZ. 1 YES | o == O |
Infection givan In me tign or | S 2 MO - [ S .2
buttacks, sometimes al the DONT BMOW . 8 DONT KNOW g DONT EMNOW e @
same time a5 palo draps?
GO BACK TC GED IN G0 BACK TO 350 IN G0 TO MODULEH
INTS NEXT CIOLUMN; OR MEXT COLUMK, OR
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MODULE H - CHILD SCHEDULE (FOR MOTHERS AND OTHER CARETAKERS OF CHILDREM IN THIS HOUSEHOLD [SEE A14))

ALL CHILDREM 0-14 YEARE OLD

Sow | would ke 1o ask you some quesEons about your childeer In iz housshold or the chidren of which you take care In Sis housshold -

=eaze ciart with the yourgest ohild.

HH HIZ HIZ EH HI5 HIs i HI2 HB Hi# H11 Hi2 I Hi2 Hi
Mame of chiid Line How old s How many Wnich How oid Has (sihe | Whene Wby Was For 0-5 year clds oniy
number | <RAME>T Imes has Westem many <HAME> | Deen CHAME>
of “HAME= masdicines e haree any ke EwEr HEIGHT OF
chikd Doy 1 wesre fakan T Fas ofer - dor this reafted “MAME>
wilh feeer “HAME n=ss Iness? for TET
or malafa i=Pamceiamol | besn b
CHECHK n Te past ar Asperine wit
SEE WITH 14 days? 2miChomquine rmalafa ARM O
HIUSE| HCOUSE- SmFansidar nthe “MAME>
HILD HOLD Aa=itaizria plls past 1=YES 1=¥EE
ROSTER RCETER SmiDthar AT 2mf0 o 2=fil 4
MAME> ADTY TADE) F Ol —s HIE S HeonE Hid+ HIE+ GRAME CML [ELLE
3

HyEy RN

H| 2| H|H|HH|H
sll=l==11=1=11=
mli=li=lisli=fis

L BT R R L
HNE NN
O|0|0|0|OjOog
000|000

[]

OO oo o od

CODES FOR HOB
FUELIC SECTCR

1 = GCVERMENT WESTE
2 = GCVERMENT AYURNEDIC HOEPITAL
3 = GOVTERMMENT HEALTH CENTER

N HICESFITAL

PRIVATE BECTOR

6 = PRIVATE

B = MOEILE CLINIC

5 = PHARMACY

10 = OTHER FRIVATE
11 = OTHER

WESTERM HOSFITALICLINIC
7 = PRIVATE AYUSRNEDIC HOEPTALICLNIC

CODES FOR HOB
1 = COMPLAINT WAS MNOT SERICUR

2w LACK OF TRAMSPOR

ImCOETEOF

4 = GDETE OF TREATMENT

5 = NO CONFIDENCE N HEALTH FROVIDER
& = BAFETY  SECURITY

T = OTHER

CODER FOR HIA

1 = MO PROSLEMS
SEEMG
EARPG
TALFING
WG

DL D
ERIPFING

wom

w

= DM MW
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EH [ = [ BT ] Hig HiZ H20 B2 = HiZ Hd =I5 HE
| For 515 ywaar alds only Wrere waz <NAVE> born B CRAME S -ar In which perind was <NAME> Wy dd Wi wihom Where did <NAME> stay
Wriak s the Whatls -] Wiy nod? PRISE FOR Bakgieal unimizndedly separated from you’T ¥ou gt dd I ireak pemrod T
nighest leve he AME= ADCITICNAL Ealter wh? ever been sepanles? “HAME>
of schiool highzss cumently fi=i¥Vorking EXFLAMNATION unimznded sty In hat RECORD
HANES atzrding JmHaaith sepamied parineT 1. VILLAGE / TOAWN
s school™ 3= Srhaocl from you IFTH VERE MCRE 2. CISTRICT
atended? foo far s and Pved PERIZDE, RECORD LAST ONE 3. COUNTRY
A=bazre miz school somewhere
2=Primary that A=Ay RECORD: H EEE E
SmSmCOndary B 1=TES SwmirEr 1. VILLAGE TN I=TES CoDES CODES WHEN LAST CHLD
datfocational Db ymar HID + IF 14,5 T=YES ImMT ] From T Hz4 HXE 15 COWPLETED
F1 -+ HIT complated ImMT — HZT 20 MO kot Year Marih Wear SELOW EELOWN QO TO WMODULE
i 1
3 3
i 1
3 3
i 1
3 3
1 1
3 3
i 1
3 3
i 1
3 El
i 1
3 3

CODER FOR H24
1 = | [mcthen'carstaker) fu
2= Chiks Ted
2 m Child weert
aweay for salety
4 = Couldet care for child
T = Ofher

1 = WITH RELATIVES
2=WITH FRIENDS

3 m DRPHANAGE

£ =WITH OTHER

5 = CUTEIDE

7 = CTHER

Bow DONT KNOW
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MODULE | - COPING AND VULNERABILITY
ALL PERSONS AGED 15 AND ABCVE

Q. Mo.

QUESTIOMNS AND FILTERS

CODING CATEGORIES SHIPS

INTERVIEWER: QUESTIONS 101 TO 108 APPLY TO IDPS OMLY

QUESTIOMS 108-127 REFER TO ALL RESPOMDENTS

Moy,

would like 1o ask you some questions about the way you were able o estsblish a new life here

n <District (villageiown)=

101

What needs do you have living here you cannot provide for
by yourself?

NTERVIEWER: PROMPT FOR DIFFERENT ANSWERS
AMD CIRCLE ALL THAT WERE MEMTIONED

SHELTER ...
FOOD . -
MEDICAL SUPPORT e 13
WORK e, 14
SCHOOL FOR CHILDREM ... 15
LEGAL SUPPORT e 16
PROTECTION .
ASYLUM e 18
OTHER, SPECIFY 18

NOMNEEDS e 20— 108

02

Did you seek help to fufill these nesds?

YES
NO

|—= 106

03

Did you receive help to fulfill (some) of these needs?

YES
NO

| 109

What help did you receive?

NTERVIEWER: PROMPT FOR DIFFERENT ANSWERS
AMD CIRCLE ALL THAT WERE MEMTIONED

EHELTER ...
FoOOoD . .
MEDICAL SUPPORT .
WORK e 18
SCHOOL FOR CHILDREM ... 18
LEGAL SUPPORT
PROTECTION
ASYLUM SR,
OTHER, SPECIFY

105

Where did you get help?

NTERVIEWER: CIRCLE ALL THAT WERE MENTIONED

FAMILY LIVING HERE

FRIENDS LIVING HERE .

GOVERMMENT ..o

ICRC / RED CROSS SR

CHURCH / RELIGIOUS
ORGANISATIONS

OTHER, SPECIFY

GO TO
108

N

on

[=1]

106

Why didn't you seek help?

COULD MANAGE MYSELF
ALREADY HAD SUPPORT .
DIDNT KNOW WHERE TO GO
AFRAID | FEARING

REPERCUSSIONS ... .. 4
OTHER, SPECIFY

on
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o7 NOT APPLICABLE FOR SRI LANEA
08 NOT APPLICABLE FOR SRI LANEA
INTERVIEWER: THE NEXT QUESTIONS APPLY TO ALL RESPONDENTS (IDPs and non-IDPs)
lue} Do you feel secure living here? YES
ND
115 Hawe you ever been robbed or has there been a break-in YES 1
when you bved here? MO 2
116 MTERVIEWER: QUESTION 122 FOR WOMEN ONLY
Hawe you ever been sexually molested in this == SO U TSSUR |
neighbourhood? MO e 2
"7 Hawe you ever felt threatened by any armed group n YES
this area? NO
118 n what way @ you feel threatened by them? FEAR FOR ARREST/DETEMTION 1
FEAR FOR BEING BEATEN .2
n any way mone? FEAR FOR BEING ROBBED SRR |
FEAR FOR SEXUAL HARASSMENT 4
RECORD ALL ANSWERS
i
118 Do you have difficulty with the following: YES MO
Access to health care (docters, clinics [ hospials) 1 2
Access to education e 1 2
Ability to wote [ voting registration .o 1 2
Obtaming official documents (birth or marmage certficates
land deeds, etc.) 1 2
Access to places of worship 1 2
Ahility to move around freely 1 2
Privacy in the house 2
120 Hawe you ever been beaten by members in this household YES
in the last month? (]
121 Do you paricipate in any local organisaton or association, RELIGICUS ORGANISATION |
like a cooperative. a religous arganisation, 3 neighbourhoed WOMEN'S ORGANISATION .2
council, or any other local organisation? SOCIAL DREAMISATION .3
COMMERCIAL ! ECONOMIC
COCPERATIVE e
Any other? RECREATIOMNAL ORGAMISATION
(SPORTS, MUSIC, CULTURAL}) .. &
PROMPT FOR ANSWERS POLITICAL ORGAMISATION .G
REFUGEE ORGANISATION T
RECORD ALL ORGAMISATIONS MENTIONED OTHER INTEREST GROUP
OTHER, SPECIFY
DOES NOT PARTICIFATE IN ANY 10
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122 Hawe you drunk any alccholic beverages in the past 30 days? == TSSOSO, |
123 Cod you ewver get drunk in the [ast month? YES A

NO 2 [—=I25
124 n the last menth, how many times did you get drunk? HUMBER OF TIMES I:l:'
125 O you use any drugs in the past month? YES
N
126 How often did you use drugs in the last month? EVERY DAY 1
4-8 TIMES A WEEK .2
2-3TIMES AWEEK .. .3
OMCEAWEEK ..
2-3TIMES IN THE LASTMONTH .. 5
OMCE IN THE LAST MONTH . B
DON'T KNOW .8
27 Please tell me to what sxtent the folowing statements are NOT AT HARD- MODERA- EXACT-
true if they would concem your own situation. ALL LY TELY Ly
Mention whether the staternents | make are not at all frue, TRUE TRUE TRUE TRUE
hardly true, moderatzly true or exactly frue.
a can sclee most prociems if | iny hard encugh. a 5 R
b am confident that | could deal effectively with unexpecied 5 3 s
]
c fsemecne cpposes me, | can find the means and ways o a 5 "
get what | want.
d When | am confronted with a problem, | can usually find 2 3 a
several solutions
E | feel the need to maowve and live in another place in Sd Lanka a 5 R
can find means and ways to rea’ze that.
f 1 feel the need to move and lve in another country, | can find 5 3 s
means and ways o realize that.
g | face probiems when | want 1o move to 3 better place to lve, " 5 "
am confident that | can think of different solutions. -
h | were faced with obstacles when | woud like to move to a
betier placs to live. | am confident that | can overcome most 2 3 =
of them if | invest the necessary effort.
am confident that | can establish a living here if | stay here - 5 .
for a longer period -
When | come to live i a new place, [ am sure that | don’t " 5 R
depend en others to make a livng. -
K 1 mowe to another place. | fee! confident that | will easily - 5 s
adjust therz. B
Tl ever need 1o flee to another place (again), | am confident 2 3 4
that | will find means and ways to make a fving.
END OF QUESTIONMNAIRE FOR THIS RESPONDENT
CONTINUE WITH NEXT PERSON OR END INTERVIEW IN HOUSEHOLD
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