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FOREWORD

implemented between September 16 and December 22, 2016, by the General Directorate of Statistics

(GDS), Ministry of Finance in collaboration with the Ministry of Health. The Demographic and
Health Surveys (DHS) Program is a global program coordinated by ICF in Rockville, Maryland, USA.
Technical and financial support for the 2016 TLDHS was provided by the Government of Timor-Leste, the
United States Agency for International Development (USAID), the United Nations Population Fund
(UNFPA), the United Nations Children’s Fund (UNICEF), the World Health Organization (WHO), the
European Union, and the World Bank.

r I \he data collection for the 2016 Timor-Leste Demographic and Health Survey (TLDHS) was

The main purpose of the 2016 TLDHS is to provide the data needed to monitor and evaluate population,
health, and nutrition programs on a regular basis. The TLDHS provides a comprehensive overview of
population and maternal and child health issues, and the data are freely accessible to all stakeholders. This
Key Indicators report presents selected findings from the survey.

The 2016 TLDHS covers household and respondent characteristics, fertility and family planning, infant and
child health and mortality, maternal health and maternal and adult mortality, child and adult nutrition,
malaria, HIV/AIDS, disability, early childhood development, non-communicable diseases, and gender-based
violence. The survey also included measuring the height and weight of children and adults and testing
children and adults for anemia; these measures will provide data for analysis of nutrition indicators
throughout the country.

Special thanks go to the TLDHS team that oversaw the implementation of the 2016 TLDHS. I would also
like to thank all the respondents and the community that participated in providing information during the
survey field work.

H.E. Helder Lopes
Vice Minister for Finance

X






1 INTRODUCTION

Demographic and Health Survey (TLDHS) from September 16 through December 22, 2016, with a

nationally representative sample of 11,829 households. All selected households were eligible for
interview with the Household Questionnaire and for anthropometry measurements among women age 15-49
years and children age 0-59 months. All women age 15-49 in selected households were eligible for individual
interviews. In a subsample of one-third of households, men age 15-59 were eligible for interview with the
Man’s Questionnaire and for anthropometry measurement. Additionally, in that same subsample, men,
women, and children were eligible for anemia testing. All data was directly recorded using Computer
Assisted Personal Interviewing (CAPI) on tablet computers.

r I Yhe General Directorate of Statistics (GDS), Ministry of Finance conducted the Timor-Leste

ICF provided technical assistance through The DHS Program, which is funded by the United States Agency
for International Development (USAID), and which offers support and technical assistance for the
implementation of population and health surveys in countries worldwide.

Technical and financial support for the 2016 TLDHS was provided by the Government of Timor-Leste, the
United States Agency for International Development (USAID), the United Nations Population Fund
(UNFPA), the United Nations Children’s Fund (UNICEF), the World Health Organization (WHO), the
European Union, and the World Bank.

This Key Indicators report presents selected findings of the 2016 TLDHS. A comprehensive analysis of the
survey data will be presented in a final report to be published in late 2017.

1.1 SURVEY OBJECTIVES

The 2016 Timor-Leste Demographic and Health Survey (TLDHS) was designed to provide information to
monitor and evaluate population and health status in Timor-Leste. Accordingly, the 2016 TLDHS collected
information on fertility levels, marriage, sexual activity, fertility preferences, breastfeeding practices, and
awareness and use of family planning methods. The 2016 TLDHS also generated other indicators relevant
to the Sustainable Development Goals (SDGs). The survey protocol was reviewed and approved by the ICF
Institutional Review Board.

The primary objective of the 2016 TLDHS is to provide current estimates of basic demographic and health
indicators. More specifically, the 2016 TLDHS:

= Collected data at the national level, which allows the calculation of key demographic indicators,
particularly fertility, and child, adult, and maternal mortality rates

* Provided data to explore the direct and indirect factors that determine the levels and trends of fertility
and child mortality

= Measured the levels of contraceptive knowledge and practice

= Obtained data on key aspects of maternal and child health, including immunization coverage,
prevalence and treatment of diarrhea and other diseases among children under age 5, and maternity
care, including antenatal visits and assistance at delivery

= Obtained data on child feeding practices, including breastfeeding, and collected anthropometric
measures to assess nutritional status in children, women, and men

=  Measured anemia in women, men, and children



Collected data on the knowledge and attitudes of women and men about sexually-transmitted
diseases and HIV/AIDS, potential exposure to the risk of HIV infection (risk behaviors and condom
use), coverage of HIV testing and counseling, and other key HIV/AIDS programs

Measured key education indicators, including school attendance ratios, level of educational
attainment, and literacy levels

Collected information on the extent of disability
Collected information on non-communicable diseases
Collected information on early childhood development

Collected information on the extent of gender-based violence



2 SURVEY IMPLEMENTATION

21 SAMPLE DESIGN

Census (2015 TLPHC) provided by the Timor-Leste General Directorate of Statistics (GDS). The

sampling frame is a complete list of enumeration areas (EAs) created for the 2015 population census.
In the 2015 TLPHC, there are an average of 89 households per EA. The sampling frame contains information
about the administrative unit, the type of residence, the number of residential households, and the male and
female population in each of the EAs.

r I \he sampling frame used for the 2016 TLDHS is the 2015 Timor-Leste Population and Housing

There are five geographic regions in Timor-Leste, and these are subdivided into 12 municipalities and special
administrative region (SAR) Oecussi. The 2016 TLDHS sample was designed to produce reliable estimates
of indicators for the country as a whole, for urban and rural areas, and for each of the 13 municipalities. A
representative probability sample of approximately 12,000 households was drawn; the sample was stratified
and selected in two stages. In the first stage, 455 EAs were selected with probability proportional to EA size
fromthe 2015 TLPHC: 129 EAs in urban areas and 326 EAs in rural areas. In the second stage, 26 households
were randomly selected within each of the 455 EAs; the sampling frame for this household selection was the
2015 TLPHC household listing available from the census database. It was decided not to conduct a standard
DHS household listing operation because the 2015 TLPHC listing was less than a year old and there were
constraints on the survey’s funding and timeline.

In the list of households provided by the 2015 TLPHC, each dwelling was identified by a unique number,
its GIS coordinates, and a computerized map indicating the dwelling’s position. At the time of fieldwork,
GDS also provided the names of the household heads for the selected households. These data were uploaded
to the tablet computers used for data collection to assist survey teams in locating the selected households.
Interviewers only contacted pre-selected households. The sample design and sample size calculations took
into consideration anticipated rates of non-response at the household and individual levels. No replacements
or changes of the pre-selected households were allowed in order to prevent bias. Because of the non-
proportional sample allocation to the sampling strata and the fixed sample size per cluster, the survey is not
self-weighting. The resulting data have, therefore, been weighted to be representative at the national and
domain levels.

All selected households were eligible for an interview with the Household Questionnaire. All women age
15-49 and children age 0-59 months who were either permanent residents of the selected households or
visitors who stayed in the household the night before the survey were eligible for anthropometric
measurements, and these women were eligible for interview. In one-third of the sampled households, all men
age 15-59, including both usual residents and visitors who stayed in the household the night before the
interview, were eligible for individual interview. In the subsample of households selected for the men’s
interview, anemia testing was performed among consenting women age 15-49 and consenting men age 15-
59, and among children age 6-59 months whose parents or guardians consented. In addition, a subsample
consisting of one eligible woman in two-thirds of households (those households not selected for the men’s
interviews) was randomly selected to be asked questions about gender-based violence.

2.2 QUESTIONNAIRES

Four questionnaires were used for the 2016 TLDHS: the Household Questionnaire, the Woman’s
Questionnaire, the Man’s Questionnaire, and the Biomarker Questionnaire. These questionnaires, based on
The DHS Program’s standard Demographic and Health Survey questionnaires, were adapted to reflect the
population and health issues relevant to Timor-Leste. Feedback was solicited from various stakeholders
representing government ministries and agencies, non-governmental organizations, and development
partners. After the preparation of the questionnaires in English, the questionnaires were translated into
Tetum. Each questionnaire was programmed into the tablet computers to facilitate computer-assisted
personal interviewing (CAPI).



The Household Questionnaire listed all members of and visitors to the selected households. Basic
demographic information was collected on the characteristics of each person, including age, sex, marital
status, education, and relationship to the head of the household. Parents’ survival status was collected for
children under age 18. Data on age and sex of household members obtained in the Household Questionnaire
were used to identify women and men who were eligible for individual interviews and to identify women,
men, and children eligible for anthropometry measurement and anemia testing. The Household
Questionnaire also collected information on characteristics of the household dwelling, including source of
water, type of toilet facilities, materials used to construct the house, ownership of various consumer goods,
use of iodized salt, and types and use of mosquito nets. Finally, the Household Questionnaire included a set
of questions on disability, based on the module developed by the Washington Group, asked for all household
members age 5 and above.

The Woman’s Questionnaire collected information from all eligible women age 15-49. Women were asked
questions on:

= Background characteristics (age, education, literacy, religion, etc.)

= Reproductive history

= Knowledge and use of contraceptive methods

»  Antenatal, delivery, and postnatal care

» Breastfeeding and infant feeding practices

* Immunization, child health, and nutrition

= Marriage and recent sexual activity

=  Fertility preferences

= Husband’s background and respondent’s work

= Knowledge about HIV/AIDS and other sexually transmitted diseases
= Other health issues, for example, recent injections, smoking habits, and alcohol use
*  Adult and maternal mortality

= Gender-based violence (one woman per household)

» Early childhood development

*  Youth

* Non-communicable diseases

The Man’s Questionnaire was administered to all men age 15-59 in the subsample of households selected
for the men’s interview. The Man’s Questionnaire collected much of the same information elicited with the
Woman’s Questionnaire, although it was shorter and did not contain a detailed reproductive history or
questions on maternal and child health.

The Biomarker Questionnaire recorded the anthropometry measurements and anemia testing results.

Interviewers used tablet computers to record all questionnaire responses during the interviews. The tablet
computers had Bluetooth® technology to enable remote electronic transfer of files, such as assignments from
the team supervisor to the interviewers, individual questionnaires among survey team members, and
completed questionnaires from interviewers to team supervisors. The CAPI data collection system was
developed by The DHS Program with the mobile version of CSPro. The CSPro software was developed
jointly by the U.S. Census Bureau, Serpro S.A., and The DHS Program.

23 ANTHROPOMETRY MEASUREMENT AND ANEMIA TESTING

The 2016 TLDHS conducted anthropometry measurement and anemia testing. Women age 15-49 years and
children age 0-59 months were eligible for anthropometry measurement in all households. In one-third of
the sampled households, men age 15-59 were also eligible for anthropometry measurement. In this
subsample, anemia testing was performed among consenting women age 15-49 and men age 15-59 years
and among children age 6-59 months whose parents or guardians consented.



Anthropometry. Height and weight measurements were recorded for children age 0-59 months, women age
15-49, and men age 15-59.

Anemia testing. Blood specimens for anemia testing were collected from eligible women and men who
voluntarily consented to be tested and from all children age 6-59 months for whom consent was obtained
from their parents or the adult responsible for the children. Blood samples were obtained from a drop of
blood taken from a finger prick (or a heel prick for children age 6-11 months). A drop of blood from the
prick site was drawn into a microcuvette, and hemoglobin analysis was carried out on-site with a battery-
operated portable HemoCue analyser. Results were provided verbally and in writing. Parents of children
with a hemoglobin level below 7 g/dl were instructed to take the child to a health facility for follow-up care.
Likewise, nonpregnant women, pregnant women, and men were referred for follow-up care if their
hemoglobin levels were below 9 g/dl, 7 g/dl, and 9 g/dl, respectively. All households in which anemia testing
was conducted were given a brochure that explained the causes and prevention of anemia.

2.4 TRAINING
2.4.1 Pretest

Pretest training took place from June 13 to July 6, 2016, at the GDS offices in Dili, Timor-Leste. The TLDHS
technical team and The DHS Program staff trained 24 participants to administer the Household, Woman’s,
Man’s, and Biomarker questionnaires with tablet computers, to take anthropometric measurements, and to
collect blood samples for anemia testing. Participants were staff from GDS and the Ministry of Health
(MOH). Classroom training addressed all aspects of the questionnaire content and interviewing procedures
and included practice in taking anthropometric measurements and testing blood for anemia. Pretest fieldwork
took place from July 7 through July 12 in eight clusters comprising a mixture of rural and urban settings near
Dili (these clusters were not included in the 2016 TLDHS survey sample). After the fieldwork, on July 13,
a debriefing workshop was held to look at the issues emanating from the pretest. Feedback from the
debriefing was used to finalize the questionnaires and to improve field logistics before the main training and
the actual survey.

2.4.2 Training of Trainers

Following the pretest, The DHS Program staff conducted a two-day training of trainers on July 15 and July
16 with the participants of the pretest. Sessions highlighted adult learning principles and guidelines on
conducting effective training. The participants worked in groups to develop lesson plans on these
questionnaire topics using various training techniques, for example, a slide presentation, flip charts, an
interactive question-and-answer session, a case study, and role play. They were encouraged to develop
participatory methods for the training. These participants were trained to be involved during the pretest, lead
specific sessions during the main training, and also monitor the fieldwork of the survey.

2.4.3 Main Training

The TLDHS Main Training took place from August 10 to September 13, 2016, at two government facilities
in Dili, Timor-Leste, and was attended by 120 trainees, consisting of 80 women and 40 men. Questionnaire-
related training included instruction on interviewing techniques and field procedures, questionnaire content,
administering questionnaires via CAPI on tablet computers, and mock interviews between participants in the
classroom. Biomarker-related training topics included lectures, demonstrations of measurement and testing
procedures, and standardization of height and weight measurements. The training was led by the TLDHS
technical team and DHS Program staff; guest speakers from the Ministry of Health and from the GDS
Geographic Information Systems (GIS) team supplemented the training.

Three days of field practice were organized to provide trainees with additional hands-on practice before the
actual fieldwork. Participants were evaluated through classwork, in-class exercises, quizzes, and
observations conducted during field practice. The selection of supervisors and field editors was based on



experience in leading survey teams and performance during the pretest and main training. Supervisors and
field editors received additional instruction and practice on performing supervisory activities with the CAPI
system. These activities included assigning households and receiving completed interviews from
interviewers, recognizing and dealing with error messages, receiving a system update and distributing
updates to interviewers, resolving duplicated cases, closing clusters, and transferring interviews to the central
office via a secure Internet file streaming system (IFSS). In addition to training on the CAPI material,
supervisors and field editors received instruction on their roles and responsibilities.

2.5 FIELDWORK

Data collection was conducted by 20 field teams, each consisting of one superviser, one editor, three female
interviewers, one male interviewer, one health technician, and one driver. Supervisors were responsible for
the team, contacting local officials, locating and assigning the selected households, maintaining the pace of
work, conducting household interviews as needed, and assisting with and providing oversight to
anthropometry measurement. Editors were responsible for transferring questionnaires to interviewers,
collecting completed questionnaires, resolving inconsistencies in questionnaires, completing the cluster data
file, transferring data to the central office, and observing interviews. Interviewers were responsible for
conducting household and individual interviews with eligible respondents, anthropometry measurement, and
anemia testing.

Electronic data files were collected from each interviewer’s tablet computer every day. Data was transferred
data to the central data processing office via IFSS. Staff from GDS, MOH, USAID, UNFPA, and The DHS
Program coordinated and supervised fieldwork activities. Data collection took place over a 3-month period,
from September 16 to December 22, 2016.

2.6 DATA PROCESSING

All electronic data files for the 2016 TLDHS were transferred via IFSS to the GDS central office in Dili,
where they were stored on a password-protected computer. The data processing operation included
registering and checking for inconsistencies, incompleteness, and outliers. Data editing and cleaning
included structure and consistency checks to ensure completeness of work in the field. The central office
also conducted secondary editing, which required resolution of computer-identified inconsistencies and
coding of open-ended questions. The data were processed by two staff who took part in the main fieldwork
training. Data editing was accomplished with CSPro software. Secondary editing and data processing were
initiated in October 2016 and completed in February 2017.



3 KEY FINDINGS
3.1  RESPONSE RATES

able 1 shows response rates for the 2016 TLDHS. A total of 11,829 households were selected for the
sample, of which 11,660 were occupied. Of the occupied households, 11,502 were successfully
interviewed, which yielded a response rate of 99 percent.

In the interviewed households, 12,998 eligible women were identified for individual interviews. Interviews
were completed with 12,607 women, yielding a response rate of 97 percent. In the subsample of households
selected for the men’s interviews, 4,878 eligible men were identified and 4,622 were successfully
interviewed, yielding a response rate of 95 percent. Response rates were higher in rural than in urban areas,
with the difference being more pronounced among men (97 percent versus 90 percent, respectively) than
among women (98 percent versus 94 percent, respectively). The lower response rates for men were likely
due to their more frequent and longer absences from the household.

Table 1 Results of the household and individual interviews

Number of households, number of interviews, and response rates, according to residence
(unweighted), Timor-Leste DHS 2016

Residence
Result Urban Rural Total
Household interviews
Households selected 3,355 8,474 11,829
Households occupied 3,288 8,372 11,660
Households interviewed 3,215 8,287 11,502
Household response rate' 97.8 99.0 98.6
Interviews with women age 15-49
Number of eligible women 4,592 8,406 12,998
Number of eligible women interviewed 4,337 8,270 12,607
Eligible women response rate? 94.4 98.4 97.0
Interviews with men age 15-59
Number of eligible men 1,666 3,212 4,878
Number of eligible men interviewed 1,497 3,125 4,622
Eligible men response rate? 89.9 97.3 94.8

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

3.2 CHARACTERISTICS OF RESPONDENTS

Table 2 shows the weighted and unweighted numbers and the weighted percent distributions of women and
men age 15-49 interviewed in the 2016 TLDHS, by background characteristics. Slightly more than one-half
of respondents are under age 30 (57 percent of women and 55 percent of men), reflecting the young age
structure of the population. The majority of respondents are Catholic (98 percent of both women and men).

Around one-third of women (37 percent) and one-half of men (50 percent) have never married. Women are
more likely to be married or living together with a partner (i.e., in union) than men (61 percent and 49
percent, respectively). A majority of respondents live in rural areas (67 percent of women and 66 percent of
men). Women and men have similar levels of education; 22 percent of women and 19 percent of men have
no education, while 52 percent of women and 51 percent of men have secondary education. Eleven percent
of women and 12 percent of men reported attending more than secondary school.



Table 2 Background characteristics of respondents

Percent distribution of women and men age 15-49 by selected background characteristics, Timor-Leste DHS 2016

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Age
15-19 23.7 2,985 3,126 24.6 1,001 1,053
20-24 17.2 2,165 2,047 16.9 689 676
25-29 15.9 2,011 1,925 13.2 539 505
30-34 14.1 1,772 1,789 13.7 557 533
35-39 9.0 1,141 1,175 8.9 361 357
40-44 11.4 1,438 1,440 11.7 478 476
45-49 8.7 1,096 1,105 11.0 450 459
Religion
Roman Catholic 98.3 12,396 12,385 98.4 4,009 3,989
Muslim 0.3 43 46 0.4 17 16
Protestant 1.3 166 173 1.1 46 52
Hindu 0.0 2 2 0.1 3 2
Other 0.0 0 1 0.0 0 0
Marital status
Never married 36.6 4,615 4,689 50.1 2,043 2,038
Married 53.9 6,799 6,751 44.6 1,817 1,781
Living together 71 898 877 46 186 213
Divorced/separated 1.3 161 151 0.4 17 14
Widowed 1.1 133 139 0.3 12 13
Residence
Urban 33.2 4,182 4,337 337 1,374 1,355
Rural 66.8 8,425 8,270 66.3 2,701 2,704
Municipality
Aileu 4.2 524 1,047 43 174 354
Ainaro 4.1 515 768 45 184 273
Baucau 10.2 1,288 896 9.5 388 267
Bobonaro 7.5 946 915 7.5 305 318
Covalima 5.9 750 852 5.8 234 264
Dili 254 3,206 1,661 26.9 1,098 536
Ermera 9.3 1,178 943 8.6 350 281
Lautem 5.1 645 867 4.6 188 251
Liquica 6.0 757 944 6.3 255 307
Manatuto 4.4 555 933 43 177 282
Manufahi 54 676 1,087 5.5 225 385
SAR of Oecussi 6.2 778 773 5.2 212 207
Viqueque 6.3 791 921 7.0 285 334
Education
No education 21.7 2,741 2,692 19.0 772 783
Primary 15.2 1,922 1,946 18.1 736 709
Secondary 52.0 6,561 6,823 50.6 2,063 2,128
More than secondary 11.0 1,383 1,146 12.4 504 439
Wealth quintile
Lowest 16.5 2,085 2,059 15.9 648 653
Second 18.1 2,287 2,319 20.2 823 836
Middle 19.2 2,423 2,538 19.9 809 842
Fourth 22.0 2,771 3,005 20.7 844 926
Highest 241 3,041 2,686 23.3 950 802
Total 15-49 100.0 12,607 12,607 100.0 4,075 4,059
Men 50-59 na na na na 547 563
Total 15-59 na na na na 4,622 4,622

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

3.3 FERTILITY

To generate data on fertility, all women who were interviewed were asked to report the total number of sons
and daughters to whom they had ever given birth. To ensure that all information was reported, women were
asked separately about children still living at home, those living elsewhere, and those who had died. A
complete birth history was then obtained, including information on the sex, date of birth, and survival status
of each child. Age at death for children who had died was also recorded.



Table 3 shows age-specific fertility rates (ASFRs) among

Womer? by S_Year age group§ for the 3_yea.r. p eriod Age-specific and total fertility rates, general fertility rate, and the

preceding the survey. Age-specific and total fertility rates  crude birth rate for the 3 years preceding the survey, according
. . . to residence, Timor-Leste DHS 2016

were calculated directly from the birth history data. The

Table 3 Current fertility

. .- Residence
sum (.)f age-specific fe_rtlhty rates (known as the Total Age group Uroan Rural Total
Fertility Rate, or TFR) is a summary measure of the level 7~ 19 55 P
of fertility. It can be interpreted as the number of children  20-24 132 222 188
. . 25-29 189 242 223
a woman would have by the end of her childbearing years 3g.34 193 198 196
if she were to pass through those years bearing children at Zgjﬁ 1‘212 1;? 1;2
the current observed age-specific rates. If fertility were to ~ 45-49 9 20 17
remain constant at current levels, a woman from Timor- TFR (15-49) 3.5 4.6 4.2
. . GFR 113 149 136
Leste would bear an average of 4.2 children in her ¢ggr 28.4 26.2 26.8
lifetime. Fertility is noticeably higher for rural women —
. Notes: Age-specific fertility rates are per 1,000 women. Rates
than for urban women (4.6 and 3.5, respectively). for age group 45-49 may be slightly biased due to truncation.

Rates are for the period 1-36 months prior to interview.
. N . . . TFR: Total fertility rate expressed per woman
Trends in fertility in Timor-Leste can be examined by  GFR: General fertility rate expressed per 1,000 women age 15-

. . . . 44

observmg a time series of estimates produced from CBR: Crude birth rate expressed per 1,000 population
previous demographic surveys (Figure 1). The data

indicate that fertility in Timor-Leste has declined from 7.8 children per woman in 2003 to 4.2 children per
woman in 2016.

Figure 1 Trends in total fertility rate, 2000-2016

Births per woman

7.8

2003 DHS 2009-10 TLDHS 2016 TLDHS

34 TEENAGE PREGNANCY AND MOTHERHOOD

The age at which childbearing starts has important consequences for the overall level of fertility as well as
the health and welfare of the mother and the child. Early age at initiation of childbearing lengthens the
reproductive period. Children born to very young mothers are at increased risk of sickness and death.
Teenage mothers are more likely to experience adverse pregnancy outcomes and are more constrained in
their ability to pursue educational opportunities than young women who delay childbearing.

Table 4.1 shows the percentage of women age 15-49 who gave birth by exact ages, the percentage who have
never given birth, and the median age at first birth, according to current age. Medians for women age 15-19,
20-24, and 20-49 are not presented because less than 50 percent had given birth before the lowest age in the
cohort. The median age at first birth for women age 25-29 is 23.1 years. Only 10 percent of Timorese women
age 25-49 have given birth by age 18, while approximately one-quarter have given birth by age 20 (24
percent). Age at first birth appears to be increasing compared with the 2009-10 TLDHS which reported 14
percent of women age 25-49 had given birth by age 18 and 29 percent by age 20.



Table 4.1 Age at first birth

Percentage of women age 15-49 who gave birth by exact ages, percentage who have never given birth, and median age at
first birth, according to current age, Timor-Leste DHS 2016

Percentage
. who have

Percentage who gave birth by exact age never given Number of Median age
Current age 15 18 20 22 25 birth women at first birth
15-19 0.3 na na na na 94.8 2,985 a
20-24 0.3 7.4 19.5 na na 59.5 2,165 a
25-29 1.2 7.9 235 40.2 63.9 242 2,011 23.1
30-34 0.9 8.6 23.1 42.3 65.6 12.0 1,772 22.9
35-39 1.6 10.6 26.8 47.3 69.5 8.2 1,141 223
40-44 1.7 12.6 249 41.8 64.5 7.0 1,438 23.1
45-49 1.8 10.8 22.0 37.0 57.7 6.9 1,096 23.9
20-49 1.1 9.3 23.0 na na 234 9,622 a
25-49 1.3 9.8 24.0 41.6 64.4 13.0 7,458 23.0

na = Not applicable due to censoring
a = Omitted because less than 50 percent of women had a birth before reaching the beginning of the age group

Table 4.2 shows the percentage of women age 15-19 who had given birth or were pregnant with their first
child at the time of the survey, according to background characteristics. Overall, 7 percent of women age 15-
19 had begun childbearing: 5 percent had had a live birth and 2 percent were pregnant at the time of the
interview. The proportion of teenagers who had begun childbearing rises rapidly with age, from 1 percent at
age 15 to 18 percent at age 19. Rural teenagers and those with no education tend to start childbearing earlier
than other teenagers. Ten percent of the teenagers in Bobonaro, Liquica, and SAR of Oecussi had begun
childbearing compared with 4 percent of those in Ainaro and 3 percent of those in Ermera. The chances of
having a child as a teenager decrease with increasing wealth.

Table 4.2 Teenage pregnancy and motherhood

Percentage of women age 15-19 who have had a live birth or who are pregnant with their first
child, and percentage who have begun childbearing, according to background characteristics,
Timor-Leste DHS 2016

Percentage of women

age 15-19 who: Percentage who

Background Have had alive  Are pregnant have begun Number of
characteristic birth with first child childbearing women
Age
15 0.1 0.4 0.5 671
16 0.8 0.7 1.5 592
17 3.3 1.2 4.5 703
18 10.0 3.7 13.7 522
19 14.8 34 18.2 495
Residence
Urban 3.0 0.9 4.0 1,011
Rural 6.2 2.1 8.4 1,974
Municipality
Aileu 55 24 7.8 130
Ainaro 3.5 0.5 4.0 122
Baucau 4.5 21 6.6 339
Bobonaro 71 2.6 9.7 192
Covalima 7.3 2.1 9.3 188
Dili 4.3 2.0 6.3 714
Ermera 24 0.5 29 294
Lautem 4.4 0.3 4.7 159
Liquica 9.2 0.6 9.7 175
Manatuto 5.1 2.9 8.0 129
Manufahi 6.0 1.7 7.8 192
SAR of Oecussi 71 3.3 104 162
Viqueque 5.1 1.1 6.2 188
Education
No education 12.8 21 14.8 171
Primary 8.5 3.0 11.5 322
Secondary 4.3 1.6 5.9 2,431
More than secondary (0.0) (0.0) (0.0) 60
Wealth quintile
Lowest 8.0 2.7 10.7 443
Second 8.3 2.8 11.0 504
Middle 5.2 0.8 6.1 571
Fourth 4.0 1.7 5.7 727
Highest 24 1.1 3.5 740
Total 5.2 1.7 2,985

Note: Figures in parentheses are based on 25-49 unweighted cases.
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3.5 FERTILITY PREFERENCES

Information on fertility preferences is used to assess the potential demand for family planning services for
the purposes of attaining a desired number of children and to determine the spacing of pregnancies. To elicit
information on fertility preferences, several questions were asked of currently married women (pregnant or
not) regarding whether they want to have another child and, if so, how soon.

Table 5 shows that 14 percent of married women age 15-49 want to have another child soon (within the next
two years), and 19 percent want to have another child later (in two or more years). Nearly three in ten (29
percent) do not want any more children or are sterilized, and 30 percent are undecided if they want to have
another child or not. The percentage of undecided women has increased since the 2009-10 TLDHS, from 17
percent to 30 percent, while the percentage who do not want any more has decreased over time (35 percent
to 27 percent).

Fertilty perferences are related to the number of living children; 42 percent of women with no living children
want to have a child soon compared with 9 percent or less amo