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ABOUT THIS REPORT

This report summarises the findings of the Solomon Islands Demographic and Health Survey 2015 (DHS
2015) implemented by the Solomon Islands National Statistics Office (SINSO) in collaboration with the
Solomon Islands Ministry of Health and Medical Services (SIMoHMS). The Solomon Islands Government
(SIG) through the SINSO undertook project planning, recruitment of enumerators and executed the field-
enumeration including undertaking data-entry operations, in coordination with the SIMoHMS. The SINSO
and SIMoHMS in collaboration with other SIG ministries, the Pacific Community (SPC) and the Solomon
Islands Resource Facility (SIRF) undertook the analysis of the various chapters of the report.

The Pacific Community (SPC) was the technical assistance partner to the DHS 2015 project. SPC provided
technical support in the areas of survey planning and budgeting, sample and questionnaire design, pretesting
and training, data processing and overall coordination and collating of the final analysis of the report.

The DHS 2015 project was funded jointly by the Australian Department of Foreign Affairs and Trade
(DFAT)-Aid Program, SIG and the United Nations Children’s Fund (UNICEF). DFAT provided program
management support to the SINSO, and direct statistical technical assistance and data processing support
through the Solomon Islands Resource Facility (SIRF). UNICEF provided specific medical supplies for the
project.

Additional information about the survey can be obtained from:

Solomon Islands National Statistics Office, Ministry of Finance and Treasury (PO Box G6, Honiara, Solomon
Islands; Tel: 677-21427; Fax: 677-23775; Email: STATS-Management@sig.gov.sb; Web:
http://www.statistics.gov.sb); and by contacting the Statistics for Development Division, Secretariat of the
Pacific Community, BPD5, 98848, Noumea Cedex, New Caledonia. (Tel: 687-262000; Fax: 687-263818;
Email: spc@spc.int; Web: www.spc.int/sdd)

Recommended citation:

Solomon Islands National Statistics Office, Solomon Islands Ministry of Health and Medical Services and the
Pacific Community. 2017. Solomon Islands Demographic and Health Survey, 2015.

DISCLAIMER

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

The opinions expressed in this report are those of the authors and do not necessarily reflect the views of our
donor and development partners.
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MINISTER’S FOREWORD

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

The Solomon Islands Demographic and Health Survey 2015 (SIDHS 2015) is a nationwide survey of men
and women of reproductive age that was designed to provide up-to-date data on fertility and child mortality,
family planning, maternal health, breastfeeding practices, nutrition, anaemia and the presence of iodine in
cooking salt. Information about the knowledge and attitudes of HIV/AIDS and other sexually transmitted
infections (ST1), disability, gender-based violence and other community-level data such as accessibility and
availability of health, and family planning services were also collected in the SIDHS 2015.

The SIDHS 2015 is the second DHS to be conducted in the Solomon Islands. The first was conducted in
2006/2007. Recently in November 2016, the Solomon Islands Cabinet endorsed the implementation of the
country’s first ever National Statistics Development Strategy (NSDS) 2015-16 to 2035. The NSDS
recognises the importance of conducting DHSs within a 5 to 10 years interval, and on a regular basis. This
means that any other government endorsed DHS including other surveys and censuses will now be
undertaken as an integral part of the NSDS going forward.

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

I congratulate the SINSO of the Ministry of Finance and Treasury (MOFT), and the Ministry of Health and
Medical Services (SIMoHMS) for collaborating in implementing this project on behalf of the government.
I also congratulate the Pacific Community (SPC) for partnering with the government and supporting the
implementation of this project. This gratitude is also extended to our key development partner, the
Australian Department of Foreign Affairs (DFAT)-Aid Program for on-going funding and programme
support, including technical support provided through the Solomon Islands Resource Facility. The same
words of commendation go to the United Nations Children’s Fund (UNICEF) for the provision of key
medical supplies for the project.

Lastly, I commend the people of the Solomon Islands particularly those households who have participated
in making the SIDHS 2015 project a success.
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Honourable Snyder Rini, MP
Minister for Finance and Treasury
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SUMMARY FINDINGS

The Solomon Islands Demographic and Health
Survey 2015 (SIDHS 2015) is a nationally
representative survey of 6,266 women aged 15—
49 and 3,591 men aged 15-54. The SIDHS 2015
was the second such survey for the country. The
first one was conducted in 2006-2007. The
primary purpose of the SIDHS is to furnish
policy-makers and planners with detailed
information on fertility, family planning, infant
and child mortality, maternal and child health and
nutrition, and knowledge of HIV and AIDS and
other sexually transmitted infections. The SIDHS
2015 is a follow up of the SIDHS 20062007 and
is designed to provide updated data to monitor the
population and health situation in Solomon
Islands.

Chapter 2 provides a descriptive summary of
some  demographic and  socioeconomic
characteristics of Solomon Islands’ population in
2015. For the purposes of the SIDHS 2015, a
household was defined as a person or a group of
people, related or unrelated, who live together
and eat together. Information on basic
demographic and socioeconomic characteristics
for all usual residents and visitors (e.g. age, sex,
educational attainment and current school
attendance) was collected using a household
questionnaire. This data collection method allows
for the analysis of results for either the de jure
(usual residents) or de facto (those who were
there at the time of the survey) populations. The
household  questionnaire  also  obtained
information on housing facilities (e.g. sources of
water, sanitation facilities) and household
possessions. Information collected from the
household questionnaire provides a snapshot
picture of household characteristics in Solomon
Islands.

FERTILITY

Survey results indicate that the total fertility rate
(TFR) for Solomon Islands is 4.4 births per
woman compared with 4.6 per woman in the
SIDHS 20062007 and 4.7 births per woman in
the 2009 Solomon Islands census. TFR is
marginally higher for rural women (4.7) than for
urban women (3.4). The marginal difference
between total and rural values reflects the fact that
most of Solomon Islands’ population live in rural
areas (the proportion living in urban areas is 20%,
according to the 2009 population census).
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Education and wealth have a marked effect on
fertility, with less educated mothers having more
children (on average) than women with more than
a secondary level education, and women in the
lowest wealth quintile having three more children
than women in the highest wealth quintile.

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

The initiation of childbearing in Solomon Islands
has not changed much over time. The median age
at first birth in Solomon Islands is 22.6 for women
aged 25-29, the youngest cohort for whom a
median age can be estimated. In addition, women
in the highest wealth quintile, urban women, and
women with more than a secondary level
education tend to have their first child at a later
age than other women.

Marriage patterns are an important determinant of
fertility levels in a population. Age at first
marriage for women shows no change over time
in Solomon Islands, with the median age being
21.9 for women in the 25-29 age group and older
women aged 40—44. Women tend to marry earlier
than men in Solomon Islands. Women in
Solomon Islands also tend to initiate sexual
intercourse about three years before marriage, as
evidenced by the median age at first intercourse
among women aged 25-49 of 18.5, compared
with the median age at first marriage of 21.3. Men
initiate sexual activity around the same time as
women.

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

To measure the level of unwanted fertility during
the SIDHS 2015, women were asked whether any
birth in the preceding five years was wanted at the
time, wanted but at a later time, or not wanted at
all. For women who were pregnant at the time of
the interview, this question was also asked with
reference to the current pregnancy. In general,
more than two-thirds (67%) of births to women
aged 1549 in the five years preceding the survey
were wanted, 20% were wanted but at a later
time, and 12% were not wanted or planned at all.



FAMILY PLANNING

Overall, knowledge of family planning is high in
Solomon Islands, with 94% of women and 98%
of all men aged 15-49 knowing at least one
contraceptive method. The most common known
modern methods among all women include the
male condom (90%), followed by an injectable
(87%), female sterilisation (85%) and birth
control pills (79%). Emergency contraception,
which is an emergency measure of contraception,
is one of the two least known contraceptives, with
only 34% of all women knowing about the
method. These findings are similar with those of
the SIDHS 2006—2007.

About one in three (29%) married women are
currently using any contraceptive method as
opposed to 35% of currently married women
currently using any method in the SIDHS 2006—
2007. Female sterilisation and injectable are the
most commonly used methods at 6% and 5.8%,
respectively among all women. About 4% of all
women use traditional methods of contraception:
the rhythm method is the most commonly used
traditional method, used by 2% of women.
Contraceptive use among all women increases
with age, peaking around the mid-30s and
declining thereafter. The two most commonly
used methods of contraception among currently
married women are female sterilisation and
injectables currently used by 9% and 8.2% of
these women.

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

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

One in five women aged 15-49 (20%) who
started an episode of contraceptive use,
discontinued its use within 12 months for any
reason; 5% discontinued because of side effects
or health concerns, and 5% discontinued because
of other reasons. Wanting to become pregnant or
wanting a more effective method of contraception
were the next most common reasons for
discontinuing a contraceptive method, with both
reasons comprising about 3% of women. About
2% of women stopped using a contraceptive
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method due to method failure and another 5%
switched to another method.

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

MATERNAL HEALTH

About 94% of women aged 15-49 who had a live
birth in the five years preceding the survey
received antenatal care (ANC) from a skilled
provider; this is similar to the findings of the
SIDHS 2006-2007. Most of these women (87%)
received care from a nurse or midwife, and 2%
received care from a doctor. Less than 1% of
women received ANC from a traditional birth
attendant as their most qualified provider. About
5% of women who gave birth in the five years
preceding the survey received no ANC. Only
17% of women visited an ANC clinic for the first
time before the fourth month of pregnancy, an
increase of 2% from the SIDHS 2006-2007.

Overall, 85% of births occurred at health
facilities, 76% occurred at public health centres,
and 8% took place in a private health centre. More
than 80% of deliveries were assisted by a skilled
provider, of which nearly 4% were delivered with
the assistance of a doctor, 72% were assisted by a
midwife or registered nurse, and 10% were
assisted by a nurse aid, while 2% were assisted by
a ftraditional birth attendant or community
healthcare worker. Less than 1% of births
received no assistance during childbirth.

About 69% of women had their postnatal check
up within the first two days of giving birth, of
which, 44% received postpartum care within less
than four hours of giving birth and another 20%
of women received postpartum care within one to
two days after giving birth. Another 21% of
women claimed they did not receive any
postpartum care after their last birth.

CHILD HEALTH

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



generally lower among children born to younger
women (women’s age at birth less than 20) and
older women (aged 35-49), first-born children,
children of women with no education, children
whose mothers smoke cigarettes or tobacco, and
surprisingly, among babies in urban areas and
babies whose mothers belong to the fourth
highest wealth quintile households.

Overall, 73% of children aged 18-29 months
were reported to be fully vaccinated at any time
before the survey. This is a decline from 83%
coverage of children 12-23 months reported in the
SIDHS 2006-2007. Furthermore, the proportion
of children aged 18-29 months that were fully
vaccinated at exactly age 18 months at the time of
the SIDHS 2015 was 71%, indicating a drop from
77% reported for children 12-23 months in the
SIDHS 2006-2007.

Immunisation coverage for children increases
with mothers who have a secondary level
education, with coverage at 79% compared with
70% for children whose mother had only a
primary school education. A vaccination card was
seen for 78% of children aged 18-29 months.

ORPHANHOOD

In Solomon Islands, 63% of children aged less
than 18 years live with both parents, while 15%
live with their mother but not with their father,
even though the father is alive somewhere. Male
children aged 0-9 years living in rural areas are
more likely to be found living with their mothers.

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

NUTRITION

In Solomon Islands, 79% of babies were
breastfed within one hour of being born and 94%
were breastfed within one day of birth. However,
only 59% were still breastfed at 24 months, and
29% of children aged 6-23 months were fed
according to the recommended infant and young
child feeding practices. About 21% of children
were given complementary foods before the
recommended six months of age.

A woman’s nutritional status has important
implications for her health as well as the health of
her children. Malnutrition in women results in
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reduced productivity, increased susceptibility to
infections, slow recovery from illnesses, and
heightened risks of adverse pregnancy outcomes.
About 39% of children and 41% of women have
iron deficiency anaemia.

The mean BMI for women in Solomon Islands
aged 15-49 is 25.7 kg/m?; of them, 50% are
within normal, 3% are short in nature, and 2% are
classified as being underweight. Furthermore, 3%
of women have low BMI, with younger women,
rural women, and women from the lowest wealth
quintile households are more likely to be in this
category.

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

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

HIV, AIDS AND STIS

About 91% of women and 97% of men aged 15—
49 in Solomon Islands has heard of HIV, and
almost every person in the country understands
what HIV is and sexually transmitted infections
(STIs) are, but the fact that STIs are rapidly
increasing, increases the threat to the country as a
whole. A comprehensive knowledge of HIV is
reported to be much lower among men and
women aged 15-49 years (41% and 31%).
Comprehensive knowledge is defined as
knowing: that consistently using a condom during
sexual intercourse and having just one uninfected,
faithful partner can reduce the chance of getting
AIDS; that a healthy-looking person can have
AIDS; and rejecting the two most common local
misconceptions about AIDS transmission or
prevention.

The SIDHS 2015 findings indicate that, in
general, more men are aware about various
preventive methods to reduce HIV transmission
compared with women, with a similar pattern is
observed for each preventative method. This is
similar to what was reported in the SIDHS 2006—
2007. Knowledge is highest for awareness that
HIV can be prevented by limiting sexual
intercourse to one uninfected partner (79%
women, 87% men). This response has declined
slightly among men (89%) but increased slightly
among women (77%) since the SIDHS 2006—
2007. Slightly more than 62% of women and 70%
of men are aware that HIV can be prevented by
using condoms every time they have sexual



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

The 2015 results also show that 31% of women
and 41% of men aged 1549 have a
comprehensive knowledge about AIDS. About
61% of women and 73% of men agree that the
AIDS virus cannot be transmitted by mosquito
bites; 71% of women and 77% of men agree that
a healthy-looking person can have HIV; 75% of
women and 85% of men say that the AIDS virus
cannot be transmitted by supernatural means; and
71% of women and 77% of men report that a
person cannot become infected by sharing food
with a person who has AIDS.

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

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

WOMEN’S EMPOWERMENT

About 52% of currently married women and
nearly 91% of currently married men aged 15-49
were employed in the 12 months prior to the
SIDHS 2015. Men are more likely to receive cash
payment for work (50%) than women (39%).
More women than men are involved in unpaid
work.

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

About 29% of women report that their husband or
partner is the main decision-maker on the use of
his cash earnings, while 18% of married men
aged 15 and older report that they are the main
decision-maker with regard to the use of their
cash earnings. Over half of men (61%) and
women (55%) report that decision-making is a
joint process between a husband and a wife.

About 29% of married women report that mainly
the wife should make decision concerning their
own health care compared with 14% of men.
About 66% of married men think that the decision
regarding health care should be a joint decision.
About 15% of men think husbands should have a
greater say in decisions about major household
purchases, while 70% of men think these should
be joint decisions.

Women’s participation in all three decisions (i.e.
about a woman’s own health care, making major
household purchases, and visiting her family or
relatives) increases with age, from 58% among
women aged 15-19 to 68% among women aged
45-49. About 76% of women who are employed
for cash participate in making all household
decisions, compared with 62% of unemployed
women. Most women (66%) participate in all
three household decisions, 20% participate in two
decisions, while 7% participate in only one
decision. Another 8% of women do not
participate in any of the three household
decisions.

INFANT AND CHILD MORTALITY

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

Neonatal death is the death of a child under 1
month of age. A child’s risk of dying is highest in
the neonatal period, which is the first 28 days of
life. The neonatal mortality rate is the number of
deaths of babies under 1 month of age in a given
month for every 1,000 live births in the same
month. It is another key measure of the health and



wellbeing of a country. The SIDHS 2015
revealed that 9 infants out of 1,000 live births will
die during their first month of life.

Yet another key measure of the health and
wellbeing of a country is the number of ‘under 5’
deaths. An under 5 death is defined as the death
of a child before the child reaches age 5 years.
The ‘under 5’ mortality rate is the number of
deaths of babies under the age of 5 years in a
given year for every 1,000 live births in the same
year. The SIDHS 2015 found that 24 children out
of 1,000 live births will die before their fifth
birthday.

Interestingly, the data also indicate no differences
between IMR in urban and rural areas (19 deaths
per 1,000 live births for both areas), but the
variability in other early childhood mortality is
noticeable. For instance, the neonatal mortality
rate is slightly higher in urban areas, 11 deaths per
1,000 live births compared with 9 deaths per
1,000 in rural areas. Rural populations on the
other hand experienced higher post-neonatal
mortality, childhood mortality, and under 5
mortality than urban populations.

The SIDHS 2015 also shows that the level of
neonatal mortality increases with age of mothers
(6 deaths per 1,000 live births at mother’s age less
than 20 years increased to 32 deaths per 1,000 for
older mothers). The Under 5 mortality rates are
relatively higher for children born to young
mothers under age 20 and over age 30, than
children born to mothers aged 20-29. IMR and
under 5 mortality rate indicates a strong
relationship between mother’s age and childhood
mortality, whereby childhood mortality is higher
among children born to young and older mothers.

CHILD LABOR AND CHILD DISCIPLINE

A child was considered to be involved in child
labour activities at the time of the survey if during
the week preceding the survey the following was
observed:

Children aged 5-11 were involved in at least 1
hour of economic work or 28 hours of domestic
work per week; and

Children aged 12-14 were involved in at least 14
hour of economic work or 28 hours of domestic
work per week.

In Solomon Islands, nearly 62% of children aged
5-11 are involved in child labour; 2% of these
children engage in paid and/or economic work;
and most of these are girls in rural areas. About
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64% of girls aged 5-11 engage in 1 to more hours
of work per week. Furthermore, 12% of children
aged 12-14 are also reported to be involved in
child labour.

In terms of child discipline, the most common
discipline method used by mothers or caretakers
is psychological aggression. More children
received this disciplinary method (78%), which
includes being shouted at, yelled or screamed at,
or given something else to do, while 68%
received some form of physical punishment.
Children living in rural areas, those living in
lowest wealth quintile households, and those with
mothers or caretakers who have little education
are the most likely to experience or receive these
forms of discipline.

DISABILITY

The definition of disability in this survey is in
line with the definition from the International
Classification of Functioning, Disability refers
to any difficulties encountered in any or all areas
of functioning as follows:
= impairments — are problems in body
functions or alterations in body structure;

= activity limitations — are difficulties in
executing activities (e.g. walking or
eating); and

= participation restriction — are problems
with involvement in any area of life (e.g.
facing discrimination in employment or
transport).

The module questions on disability included in
the 2015 SIDHS were adopted from the
Washington Group, and asked whether the person
had any difficulties due to health problems in
seeing, hearing, walking or climbing steps;
remembering or concentrating; self-care (e.g.
washing or dressing, communicating and
understanding); or being understood. The
questions were asked of persons aged 5 years and
above but in cases where the individual was not
available, the interviewers were advised to use the
head of the household or the most senior
household member as proxies.

Overall, 10% of all people aged 5 years and older
reported having difficulty in seeing. Difficulty in
remembering or concentrating is reported to be
the second highest problem, at 8%, followed by
difficulty in climbing at 7%. Difficulty in walking
and hearing accounted for 6% of disabilities,
another 4% reported difficulties with self-care
(washing and dressing) and the least common



difficulty reported at about 3% is with
communication. The difficulties across these
seven domains included those with some
difficulty (mild), a lot of difficulty (moderate),
and cannot do at all (severe).

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

MALARIA

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

About 70% of children under age 5 years slept
under some type of mosquito net the night before
the survey. High rates of net use are reported in
rural households, where 73% of children slept
under some type of mosquito net compared with
57% of children in urban areas. The use of an
LLIN is the same as for other types of nets, with
70% of children sleeping under an LLIN.

The data indicate that 64% of pregnant women
slept under some kind of mosquito net the night
before the survey.
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Solomon Islands DHS Key Indicators

Key Indicators - Residence
National Urban Rural
Marriage and fertility
Total fertility rate per women aged 15-49 (children per woman) 4.4 3.4 4.7
General fertility rate per 1,000 women 154 122 164
Crude birth rate, per 1,000 population 32.6 30.8 32.9
Age at first marriage (Median)
Women age 25-49 21.9 22.4 20.9
Men age 25+ a a a
Young women aged 15-19 who have begun childbearing 12.3 9.7 12.9
Young women aged 15-19 currently married/in-union 11.4 na na
Median age at first birth for women aged 25-49 22.1 23.3 21.7
Median age at first sexual intercourse
Women age 25-49 18.5 19.4 18.3
Men age 25+ 18.8 19.0 18.7
Mean number of children ever born
All Women 2.3 na na
Married Women 3.3 na na
Mean number of living children
All Women 2.3 na na
Married Women 3.2 na na
Family planning (% currently married women aged 15—49)
Contraceptive prevalence rate (%) 29.3 25.9 30.2
Current use (%)
Any method 29.3 25.9 30.2
Any modern method 24.3 21.6 25.0
Female sterialisation 9.0 8.2 9.2
Male sterialisation 0.6 0.1 0.7
Injectables 8.2 6.8 8.5
Pill 1.1 0.9 1.2
Male condom 1.0 1.1 0.9
Any traditional method 5 4.3 5.2
Unmet need for family planning
Total unmet need (%) 34.7 3.5 34.5
Unmet need for spacing (%) 20.0 21.4 19.6
Unmet need for limiting (%) 14.7 14.1 14.8
Infant and child mortality (0-9 years before DHS)
Neonatal mortality (NN) 10 11 9
Infant mortality (190) 20 19 19
Under-five mortality (5q0) 28 23 26
Maternal and child health
Maternity care (births in the last 3 years)
Mothers who had at least 1 antenatal care visits for their last birth (%) 2.8 1.5 3.1
Mothers who had at least 4 antenatal care visits for their last birth (%) 68.9 72.3 68.1
Births attended by skilled health personnel (%) 86.2 96.0 84.1
Mothers receiving antenatal care from skilled provider (%) 94.0 95.0 93.8
Births delivered in a hospital or health facility (%) 84.5 95.4 82.2
Mothers having at least one problem accessing health care (%) 89.8 79.3 92.9
Child immunisation and health care
Children aged 18-29 months fully immunised (BCG, measles, and 3 doses each of polio and
73.4 82.5 71.4
DPT) (%)
Children 18-29 months who have received BCG (%) 90.4 94.9 89.4
Children 18-29 months who have received 3 doses of polio vaccine (%) 81.2 88 79.7
Children 18-29 months who have received 3 doses of DPT/Penta vaccine (%) 83.1 88.3 81.9
Children 18-29 months who have received measles vaccine (%) 85.1 89.1 84.2
Children 18-29 months with no vaccination 7.1 4.7 7.6
Children 18-29 where vaccination card seen 77.6 70.2 79.2
Treatment of childhood diseases
Children under 5 with diarrhoea in the last 2 weeks who received ORS (%) 36.6 44.9 35.0
Children under 5 with diarrhoea in the last 2 weeks who seek advice form a health facility
) 54.8 62.3 53.3
or provider (%)
Home management of diarrhoea (%) 40.0 24.9 43.0
Received ORT or increased fluid and continued feeding (%) 73.4 84.2 71.2
Children with fever in the last 2 weeks who seek advice/treatment from a health facility or
. 61.3 69.7 59.4
provider (%)

XXVil



Solomon Islands DHS Key Indicators

Key Indicators Residence
National Urban Rural
Birth Registration
Total registered (Children under5) - % 88.0 88.8 87.9
Had a birth certificate (Children under5) - % 26.2 30.8 25.3
Education
Net attendance ratio in primary education (National) 66.2 72.4 65.1
Net attendance ratio in primary education (males) 64.5 70.7 63.4
Net attendance ratio in primary education (females) 68.0 74.2 66.9
Net attendance ratio in secondary education (National) 33.7 54.0 28.4
Net attendance ratio in secondary education (males) 33.5 53.2 28.5
Net attendance ratio in secondary education (females) 33.9 54.7 28.2
Literacy rate of women aged 15-49 82.4 91.2 79.8
Literacy rate of men aged 15-49 90.0 95.1 88.3
Ratios of girls to boys in primary (Gender Parity Index) 1.04 1.02 1.04
Ratios of girls to boys in secondary (Gender Parity Index) 0.93 0.90 0.94
Nutritional status of adults and children
Women aged 15-49 who are overweight or obese (%) 47.4 60.5 43.6
Men aged 15-49 who are overweight or obese (%) 36.1 49.6 29.7
Women aged 1549 whose body mass index is below normal (%) 2.2 1.5 2.5
Men aged 1549 whose body mass index is below normal (%) 2.6 1.6 2.8
Children under 5 years ever breast feed (%) 97.9 96.5 98.2
Children under 5 years breastfed within 1 hour of birth (%) 78.9 78.8 78.9
Children under 5 years who received a prelacteal feed (%) 3.5 8.1 25
Children aged 0-5 months exclusively breastfed (%) 76.2 na na
Children aged 6-9 months breastfed and receiving complementary foods (%) 69.0 na na
Children under 6 months who are breast fed 6 or more times in the last 24hr (%) 93.0 (89.0) 94.6
Children under 6 months by mean number of days fed 6.4 (5.4 6.8
Children under 6 months by mean number of nights fed 3.8 (4.1) 3.7
Children under 5 years who are stunted (%) 31.6 27.3 324
Children under 5 years who are wasted (%) 7.9 6.3 8.3
Children under 5 years who are underweight (%) 15.5 12.0 16.2
Households with adequately iodized salt (%) 82.7 87.1 81.8
Anaemia among children and adults
Children aged under 5 who are anaemic (%) 39.0 41.1 38.6
Women aged 15-49 who are anaemic (%) 40.7 41.5 40.5
Pregnant women aged 15-49 who are anaemic (%) 54.1 na na
Environment
Households with sustainable access to an improved water source (%) 82.5 94.6 80.1
Households with access to improved sanitation (%) 29.7 89.1 17.7
Households with Solid fuel use (%) 91.4 57.7 98.2
Households using an appropriate treatment method (%) 6.9 18.2 4.6
HIV and AIDS (women and men aged 15-49)
Women who have heard of AIDS (%) 91.2 97.4 89.4
Men who have heard of AIDS (%) 96.8 99.1 9.1
Women who know where to get an HIV test (%) 36.7 56.7 30.8
Men who know where to get an HIV test (%) 46.9 68.7 41.9
Attitudes towards people with HIV/AIDS (no discrimination) - Women 15-49 (%) 6.0 9.5 4.9
Attitudes towards people with HIV/AIDS (no discrimination) - Men 15-49 (%) 15.9 28.2 11.8
Mean number of sexual partners in lifetime, Women 15-49 (%) 3.9 41 3.9
Mean number of sexual partners in lifetime, Men 15-49(%) 8.6 9.4 8.9
Comprehensive Knowledge of HIV and AIDS
Women 15-49 (%) 31.0 39.0 28.7
Men 15-49 (%) 41.1 61.2 34.6
Young women 15-24 (%) 28.8 36.0 26.6
Young men 15-24 (%) 33.6 57.6 25.8
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Solomon Islands DHS Key Indicators

Key Indicators - Residence
National Urban Rural
High-risk sex in the past 12 months amoung Young Population
Young Women who had high-risk sex (%) 4.0 3.9 4.0
Young Women who used a condom during last high-risk sex (%) 20.5 15.5 21.9
Young Men who had high-risk sex in the past 12 months (%) 10.7 17.3 8.6
Young Men who used a condom during last high-risk sex (%) 24.5 28.2 22.1
Malaria
Household ownership of mosquito nets
Household owns at least one mosquito net (any type) 86.5 72.2 89.4
Household owns at least one ITN 86.0 71.6 88.9
Children under 5 who slept under an ITN the night before the survey (%) 69.6 56.6 72.1
Women aged 15-49 who slept under an ITN the night before the survey (%) 44.6 19.1 59.4
Pregnant women aged 15-49 who slept under an ITN the night before the survey (%) 63.5 41.7 68.6
Children under 5 treated with anti-malarial drugs (%) 10.3 5.7 11.4
Women Empowerment
Share of women in wage employment in the non-agricultural sector 58.9 94.6 49.1
Women's cash earnings compared with husband's cash earnings
More (%) 22.3 24.7 21.1
Less (%) 46.1 47.8 45.2
Womens's participation in Decision making (%) 65.5 68.8 64.7
Disability
Disability Prevalence 'Atleast some difficulty' by fuctional domain:
Vision 10.2 na na
Hearing 6.1 na na
Mobility (Walking) 7.1 na na
Remembering/concentrating 10.2 na na
Self-care 7.3 na na
Communicating 5.3 na na
Child labour and child discipline
Child labour
Children aged 5-11 engaged in child labour activities 61.6 354 66.2
Male children (%) 59.6 na na
Female children (%) 63.8 na na
Children aged 12-14 engaged in child labour activities 11.7 4.5 13.1
Male children (%) 10.4 na na
Female children (%) 13.0 na na
Child discipline
Child discipline (children aged 2-14(%)) by methods and severity of punishment
Phsycological aggresion 77.9 65.7 80.1
Any physical punishment 68.3 59.5 69.9
Severe physical punishment 22.0 15.2 23.3
Any violent discipline method 85.5 75.7 87.3

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

by Irene Kalauma, Chief Statistician, Solomon Islands National Statistics Office (SINSO)

1.1 GEOGRAPHY, HISTORY AND ECONOMY

111 Geography

Solomon Islands consists of nearly 1,000 islands that together make up a land area of approximately 30,400
square kilometres (km?) within a sea area of roughly 1.5 million km?. The country’s six major islands are
Choiseul, New Georgia, Isabel, Guadalcanal, Malaita and Makira. The largest island is Guadalcanal at
5,336 km?. Most of Guadalcanal’s landmass consists of hills and rugged mountain ranges with tropical
rainforests, while the remainder consists of coastal plains and low-lying islets. Solomon Islands has a
tropical climate with little temperature change throughout the year. Rainfall, however, is concentrated
between November and April.

Solomon Islands became an independent country in 1978. The country’s form of government is a
constitutional monarchy within the Commonwealth, in which the British monarch is represented by the
Governor General. Executive power is in the hands of the national cabinet headed by the prime minister.
Parliament consists of 50 members, each of whom is elected from a constituency. The second
administrative level is formed by the nine provinces and the Honiara town council. The provinces and
Honiara are further subdivided into wards, of which there are 183 in total.

Solomon Islands is part of Melanesia, with close cultural ties to Vanuatu, Papua New Guinea and Fiji.
However, there are also influences from Micronesia (mainly Kiribati) and Polynesia, and small populations
of Europeans and Chinese. Land ownership and land use are largely organised along tribal lines, and people
maintain strong attachment with their islands of origin. Christianity has a large influence on Solomon
Islands society and is represented by a large variety of denominations. The country is also characterised
by a rich linguistic diversity: the 1999 census distinguished 91 different vernacular languages. English is
the country’s official language, but Pidgin is widely used as the lingua franca. The majority of people live
along the coast, but there are substantial population pockets in inland areas of Guadalcanal and Malaita.

The ethnic conflict of 1999 to 2003 had far-reaching consequences for Solomon Islands’ economy and
society. Major companies in the country were closed down, and a large number of people were displaced,
leading to a significantly different population distribution within the country. Primary social services were
reduced and several major aid donors cut back their support in the wake of the policy pursued by the
Solomon Islands government.

1.1.2 History

It is thought that people have lived in the Solomon Islands around 30,000 BC with the arrival of Papuan-
speaking settlers. The islands were explored in 1568 by Alvaro de Mendana of Spain, but were not visited
again for about 200 years. In 1886, Great Britain and Germany divided the islands between them, but later
Britain was given control of the entire territory. The Japanese invaded the islands in the 1940s, and the
islands were the scene of some of the bloodiest battles in the Pacific Islands region, the most famous being
the battle of Guadalcanal. The British gained control of the island again in 1945. In 1976, the islands
became self-governing and gained independence in 1978.

In 1999, the lsatabu Freedom Movement, a militia group made up of indigenous Isatabus from
Guadalcanal, expelled more than 20,000 Malaitans from the island. Malaitans have been migrating to
Guadalcanal over the years from nearby Malaita, and many have secured jobs in the capital, Honiara,
stirring resentment among Isatabus that has grown steadily since independence. In response to the ethnic
violence and expulsions, a rival Malaitan militia group — the Malaita Eagle Force — was founded. In June
2000, the Malaita Eagle Force stole police weapons, forced the country’s prime minister at that time to
resign, and seized control of the capital. The rival groups agreed to a cease-fire in June 2000, barely
averting a civil war. Although a peace agreement was signed and elections took place (in which a new
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prime minister was elected), the country continued to suffer from lawlessness. In July 2003, at the request
of the prime minister, a 2,250-strong international peacekeeping force led by Australia arrived on the island
to restore order. Australia’s intervention was highly successful, and two years after troops had arrived, the
country was relatively stable.

1.1.3 Economy

Most Solomon Islanders depend predominantly on agriculture, fishing, and forestry for at least part of their
livelihood. Because the country’s economy is small and depends on imports, it is often vulnerable to external
shocks such as the volatility in world commodity prices and extreme weather patterns. The islands are rich
in undeveloped mineral resources such as lead, zinc, nickel and gold. During 1998 to 2003 the country
experienced severe ethnic violence, resulting in the closure of key business enterprises, and an almost empty
government treasury that led to serious economic disarray, and near collapse. Tanker deliveries of crucial
fuel supplies have become sporadic due to the government’s inability to pay for the fuel and due to attacks
against ships. Telecommunications are threatened by the non-payment of bills and by the lack of technical
and maintenance staff, many of whom have left the country. Post-tension stability has meant that many of
these activities have recovered and are now in operation.

A per capita gross domestic product of USD 1,612 ranks Solomon Islands as a lesser developed nation. Two-
thirds of the country’s labour force is engaged in the primary sector, which consists of subsistence crop and
animal production, hunting and related service activities, and fishing. Until 1998, when world prices for
tropical timber fell steeply, timber was Solomon Islands’ main export product and, in recent years, Solomon
Islands’ forests were overexploited. Other important cash crops and exports include copra and palm oil. In
1998 Ross Mining of Australia began producing gold at Gold Ridge on Guadalcanal. Mineral exploration in
other areas continued. However, in the wake of the ethnic violence in June 2000, exports of palm oil and gold
ceased while timber exports fell. It was later in 2010 when Allied Gold Ltd took over the mine and started
production. In 2012, St Barbara Limited acquired the operations from Allied Gold until 2014 when the mine
ceased due to severe weather and flooding.

With the economy growing at 2% (in 2014), prospects for sustaining growth remains a challenge.
Exploitation of Solomon Islands’ rich fisheries offers potential for further export and domestic economic
expansion. However, a Japanese joint venture, Solomon Taiyo Ltd., which operated the only fish cannery in
the country, closed in mid-2000 as a result of ethnic disturbances. The plant has reopened and is currently in
full operation.

Tourism, particularly diving, is an important industry for Solomon Islands. Growth in that industry is,
however, hampered by a lack of infrastructure, transportation limitations and security concerns. Solomon
Islands’ economy was particularly affected by the Asian financial crisis that occurred before the ethnic
violence and immediately after by the Global Financial Crisis, affecting exports particularly timber and other
primary commodities. The government continues to progress timber harvesting policies with the aim of
reforming the industry so that it is sustainable.

The arrival of the Regional Assistance Mission to Solomon Islands (RAMSI) in mid-2003 and the re-
engagement of other donors provided Solomon Islands with an opportunity to rebuild and expand its
struggling economy. The Solomon Islands government was seen as the driving force of any fundamental
reforms for long-term change. Reforming the bureaucracy and inefficiencies of the past, and providing a
stable environment for private business was an integral part of these reforms. Previous government
domination of the small economy, both through state businesses and regulation, had hindered the
development of a robust private sector.

With stability returning, the government continues to progress structural reforms through fiscal policy
reforms (e.g. the Pubic Finance and Audit Act of 2013) and the National Development Strategy to tackle a
range of medium- to long-term challenges, especially in the areas of improving rural service delivery,
alleviating poverty, improving health and education, and driving economic growth.

The key longer-term challenge will continue to be in the area of land tenure. For Solomon Islands to prosper,
the government must address this divisive and delicate issue. The size of Solomon Islands’ market and the
inherent difficulties and costs due to geography and relative isolation do not mean that Solomon Islands



cannot be prosperous. Facilitating an open and flexible business-friendly economy will help Solomon
Islands’ economy grow and its businesses to compete in international markets.

1.2  POPULATION GROWTH

Population censuses have been carried out in Solomon Islands since 1931 at various intervals, changing to
decennial intervals. Table 1.1 provides a summary of the basic demographic indicators available for
Solomon Islands from the census data for 1931-2009. Solomon Islands’ population has increased five-fold
since 1931, from around 94,066 in 1931 to over 515,870 in 2009. The population grew at a rapid rate
between 1931 and 1986 from 1.0% to 3.4%, but the population growth rate has slowed since 1986 to 2.3%
(Solomon Islands National Population and Housing Census, 2009)*. A recent projection (2016) estimated
Solomon Islands’ population to be over 639,157.2

Table 1.1: Basic demographic indicators and selected indicators, Solomon Islands 1931-2009

1931 1959 1970 1976 1986 1999 2009

Total population 94,066 | 124,076 | 160,998 | 196,823 | 285,176 | 409,042 | 515,870
Intercensal growth rate (%) - 1 2.5 33 34 2.8 2.3
Density (population/km?) 3 4 6 7 10 14 17
Percent urban - - - 9 13 16 19.8
Life expectancy

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

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

Population density has greatly increased over the same period from 3 people/km? in 1931 to 17 people/km?
in 2009. Solomon Islands is predominantly rural with the proportion of the urban population estimated to
make up only 20% of the population in 2009. Life expectancy for Solomon Islands women in 2009 was
slightly higher than male life expectancy (73.1 for women versus 66.2 for men).

1.2.1 Fertility

Data from the 2009 Census of Population and Housing suggests that Solomon Islands’ annual population
growth rate of 2.3% is still relatively high compared with other countries within the region; only Papua New
Guinea and Vanuatu have much higher growth rates. A contributing factor to Solomon Islands’ high natural
growth rate is the high fertility rate. Although the average number of children per woman dropped marginally
from 5 in 1999 to 4.7 in 2009, Solomon Islands still has a relatively high fertility rate.*

1.2.2 Mortality

Estimates of the level of mortality based on data from the 2009 Census of Population and Housing suggest
that the infant mortality rate (IMR) declined by 6 deaths per 1,000 births, and that life expectancy at birth
improved by 4.0 years for males and 3.7 years for females during the census period 1999-2009.

1.2.3 Migration

International migration is at an all-time low since the mid-1990s. A recent population census also indicated
an annual migration rate of 0.0% (SINSO, 2009 Census of Population and Housing). Internal migration, on

1 The 2009 Census reported an undercount of 8.3% at the national level; this should be noted when assessing the growth rate and making
population projections especially at the provincial level.

2 Solomon Islands National Statistics Office, Population Projections 2016.
3 Solomon Islands National Statistics Office, 2009 Census of Population and Housing.
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the other hand, is considerably high, with Honiara on Guadalcanal Province being target destinations because
of employment opportunities and developments in Honiara.

1.3 POPULATION AND REPRODUCTIVE HEALTH POLICIES AND
PROGRAMMES

1.3.1 Evolution of population policy

In 1998, the Solomon Islands government endorsed the country’s National Population Policy (NPP). This
policy provides the framework for all population and development activities, including externally funded
projects in the country. It includes the main policy issues, the population policy framework, and the overall
goals of the government in the broad area of integrated population and development planning. It also provides
specific objectives in some key areas such as responsible decision-making regarding family size and raising
children, basic service provision, sustainable resource use, and employment in rural areas.

Implementing the NPP began in 1999 and has since gained momentum. The ethnic tension caused serious
delays but most activities have already restarted. In order to implement the NPP, it was felt that a
comprehensive NPP Implementation Plan should be developed. Work on a Plan of Action began in February
2000. The Technical Advisory Committee of the National Population Council reviewed the first drafts of the
plan during its meetings in 2000. After all amendments were made, the final draft was endorsed during a
meeting of the Technical Advisory Committee in February 2001.

That Implementation Plan contains a comprehensive set of sectoral objectives and strategies in all relevant
areas of integrated population and development planning. Like the 1998 NPP, it cannot be expected that all
strategies included in the plan will be implemented overnight. However, the plan is considered as a statement
of intent as well as a framework within which all population and development-related activities in the country
are to be planned and executed.

In the Implementation Plan, extensive use was made of existing sectoral policies and acts such as the
Women'’s Policy, the draft Youth Policy, and the Forest Act. Furthermore, relevant objectives and strategies
of the Plans of Action of some international conferences, especially the International Conference on
Population and Development in Cairo in 1994 were also included.

This current policy document outlines the perspectives, policies, and strategies on population issues and
problems adopted by the Solomon Islands government to guide the country over the next 10 years. It
incorporates most of the objectives and strategies under the 1998/2000 NPP Plan of Action. The purpose of
the NPP 2008-2017 is to:

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

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

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

= assist provincial administrations to prepare projects, plans and programmes to address their particular
population circumstances and conditions;

» provide NGOs with a framework for identifying the specific roles that they can play — in partnership
with the government — to implement the proposed policies and strategies; and

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

The NPP 2008-2017 represents a revision of Solomon Islands’ last population policy (1998 NPP for the
period 2000-2004), which was based on outdated information from the 1986 Census of Population and



Housing. It was recommended that the 1998 policy be revised as soon as the 1999 census results were
available. Preparing the 2008-2017 policy began in July 2006 with stakeholder consultation meetings,
followed by a workshop to discuss key population and development issues in Solomon Islands noted during
the consultations. A number of international policy frameworks pertaining to population and related
development issues continue to be promoted in the region, resulting in the adoption to incorporate them into
national policy frameworks. Prominent among these are the MDGs. This also necessitated revision of the
existing Solomon Islands population policy.

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

1.3.2 Rationale and role of the population policy

The rationale for an official government population policy rests on several grounds. First, the population of
Solomon Islands, as with most developing countries, will continue to grow for several decades to come. An
increasing population will in turn increase the demand for government services such as schools and health
care. A population policy creates awareness of the probable future demand for government services, and this
awareness makes it more likely that governments and other agencies will undertake advance planning to
ensure that these demands will be met in the most cost-effective manner possible. Second, a population policy
helps to identify population patterns and trends that threaten to undermine the pace or nature of socio-
economic development. If current population trends are unacceptable from the perspective of public welfare,
government intervention to influence them is justified. A population policy identifies important population
trends and issues and makes it transparent why government intervention is justified. A population policy can
be justified if there is reason to believe that the desired welfare outcomes will not occur unless some
government action takes place. The third basis for an official policy is that programmes and plans intended
to influence population trends are more likely to be consistent and coherent if formulated within a unified
framework and placed together in the same document.

Government intervention does not imply that the government or the state is attempting to take direct control
of the private behaviour of individuals or families. ‘Intervention’ includes actions such as providing
information and education, improving the quality and quantity of education or health services, or encouraging
the involvement of the private sector or NGOs. The NPP should not be confused with a ‘population control’
policy. While Solomon Islands has population problems, these are not so serious as to justify the use of
population control measures or restrict social rights and freedoms. The NPP 20172026, like its predecessor,
is firmly rooted in a human rights perspective that draws upon the Solomon Islands Constitution as well as
international declarations.

The principal role of an official population policy, therefore, is to provide a coherent and transparent picture
of the significance of population issues in the overall development process, and the measures that government
proposes to address them. A population policy is not an end in itself but a means to other ends. A population
policy is future oriented: it is based upon a perception of what the future would be like if nothing was done
to make it otherwise and expresses a preferred future for the country.

The Solomon Islands government prefers a future where:

= population growth does not constrain sustainable economic growth and development;

= women have a higher social status than they do today, and participate in the economy and society;
= Dirths are spaced to enhance the health of both mothers and children;

» violence against women is eliminated;

= universal basic education is achieved before the end of the next decade;

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

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

= all new entrants into the labour force are able to find productive work and (or create job to) contribute
to the economy;

= the environment is protected from degradation;



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

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

These changes cannot be expected to occur automatically or at the desired speed. Government intervention
is an important catalyst for change, and government policies can make a difference. But government alone
cannot bring about change. A population policy, therefore, is a call for individual, community and
government collaboration in a voluntary and public effort to bring about population outcomes that enhance
the quality of life and level of living for all citizens of Solomon Islands.

1.3.3 The review and policy formulation process

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

Detailed consultations with government departments were conducted in July 2006 to ensure that the policy
approaches adopted were consistent with the current strategies being applied by national departments and
sectoral agencies. The review process occurred from 17-28 July 2006 and consisted of two weeks of
consultations with stakeholders at all levels of Solomon Islands society: government administrations,
including line ministries such as planning, health, labour, education, home affairs and finance; as well as the
National Statistics Office and provincial administrations. A meeting of all provincial representatives was
organised and these representatives participated in the National Workshop on the National Population Policy
with other stakeholders, held in Honiara on 27 July. Development partner institutions visited are the World
Health Organization, the German Foundation for International Development, Oxfam and others A meeting
with donor agencies (e.g. the Australian Agency for International Development, New Zealand Agency for
International Development, Japan International Cooperation Agency, European Union, and Taiwan/ROC)
was organised on 28 July, as well as consultations with key NGOs and civil society organisations (e.g. Save
the Children, National Council of Women, Kastom Garden, Solomon Islands Christian Association, and
Christian Care Centre [Anglican Church]). A meeting with Honiara youth was also organised and some of
these youth participated in the National Workshop on the National Population Policy.

The review results are incorporated into the population policy formulation process, into their respective topics
or sectors. All stakeholders, including the Solomon Islands Christian Association, recognised that the current
population growth and related structure was not sustainable, given the potential impact on the delivery of
services, including rural-urban migration and urbanisation.

Key recommendations from the national workshop on the NPP included the following:

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

= Include consideration of environment, employment and urbanisation;

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

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

= Strengthen the focus on reproductive rights and the empowerment of women;
= Place family planning in the context of reproductive health; and
= Pay greater attention to the demographic and social variations between provinces and regions.



Revising the NPP was the responsibility of the Department of National Planning. The membership of the
Population Policy Review Team consisted of representatives of the National Planning and Health
departments, together with the UNFPA and SPC.

It is acknowledged that greater consultation with the provinces would have been valuable, given the
importance of their role in implementing government programmes. While most of the provinces were able to
provide input into policy details during the national workshop, others were left out until the final review.
Nevertheless, the NPP 2008-2017 explicitly acknowledges the substantial variations in conditions among
the provinces, and this is reflected in a number of policy goals and strategies.

By 2008, the 2008-2017 revised Solomon Islands NPP, a very comprehensive multi-sector policy, had been
produced and was ready for ratification. This was delayed and ultimately suspended due to the approaching
census in 2009. It was believed that the 2009 census might reveal significant changes in population patterns
and trends that could potentially disprove the policy measures that were proposed in the 2008 policy.
However, that appears not to have been the case because most of the trends apparent in the 1990s have
continued up to 2009 and possibly beyond. But this continuity did not become apparent until the 2009 census
results had been analysed thoroughly, a process that took until 2014.

In September 2014, the process of re-formulating, revising and updating the 2008 draft population policy
commenced under the management of the Ministry of Development Planning and Aid Coordination. It should
be noted that the present policy (2017—2026) is the culmination of a long process lasting almost 10 years.
This long period, along with the experience of developing the 1998 policy, has guaranteed that the idea of a
population policy is well known to many of the agencies and groups with an interest in population, ranging
from government ministries to national and international NGOs and churches, and has already been accepted
in the community as an important component of development policy.

Through this policy, the Solomon Islands government has reaffirmed its commitment to population and
development issues as previously manifested in the NPP developed in 1998 for the period 2000-2004 and
the draft policy of 2008. Many of the critical development issues identified then remain relevant today.

1.3.4 2017-2026 Policy issues and timeframe

While a population and development-related agenda can cover a wide scope of sectors, it has been decided
(being mindful of many other existing policies and plans currently in place) that the following key features
form the basis of the current policy in the next 10 years.

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

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

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

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

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

= The population remains young, with 41% of the population in 2009 below the age of 15. This will
contribute to population ‘momentum’ in the future, even if fertility rates decline quickly.

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

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



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

These features constitute the key population issues that the 20162026 NPP will address.

The 2017-2026 NPP covers a 10-year period. The year 2026 has been selected as the terminal year because
it will have been a decade of implementation and will be an appropriate time (neither too short nor too long)
to take stock of progress. At mid-point (2021), a review of the policy should take place. This will happen two
years after the next anticipated national census in 2019.

It should also be noted that the timeframe of the 2017-2026 NPP is in the first 10 years of the country’s 20-
year National Development Strategy (NDS) for the period 20162035, under which the NPP was referred to
and is linked under objective two: Medium Term Strategy (MTS 7) of the NDS.

Recently in Novermber 2016 the government endorsed the implementation of the country’s first ever
National Statistics Development Strategy (NSDS) 2015-16 to 2035. With clear linkages and synegies to the
NDS, the NSDS encompases the issues and key statistical priorities of the NPP such as the regular conduct
of population censues and related surveys in the country.

This makes the current NPP policy well linked to the current NDS and should be implemented in alignment
with the 2016-2035 NDS and also the NSDS 2015-16 to 2035.

An implementation monitoring matrix will be developed along with the current NPP to assist in monitoring
and ensuring that issues are addressed.

1.3.5 Health policy

The Solomon Islands Ministry of Health and Medical Services (SIMoHMS) is responsible for delivering
preventative and curative health services in the country, and caters to diseases of both children and elderly
people. In 2011, SIMoHMS launched its five-year National Health Strategic Plan for 2011-2015, which
forms the basis of all healthcare programmes for partners to embark on.

SIMoHMS’s mission is to protect and promote the health of all people in Solomon Islands. Its vision is an
integrated and decentralised health system that promotes an effective, efficient and equitable health services
for the good health and general well-being of all people in Solomon Islands. It is with genuine conviction
that steps to improving the health status of the people must be based on direct measures taken to: 1) ensuring
access to health services at all levels, 2) improving the quality of services delivered at all levels, and 3)
promoting good management and effective use of resources.*

In response to the Solomon Islands government’s Priority Action Agenda, the MDGs, declarations by the
Pacific Islands Ministers of Health (e.g. Healthy Island Declaration), and international obligations,
SIMoHMS has developed a National Health Strategic Plan framework of key indicators to monitor and
evaluate its development.

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

Infectious diseases were prominent in the country. Now, due to rapidly changing lifestyles, non-
communicable diseases (NCDs) are acquiring prominence. NCDs are a leading cause of death in Solomon
Islands, and it is anticipated that this change in mortality trends will continue. Communicable diseases and
NCDs remain the main diseases in Solomon Islands, with malaria and tuberculosis being the major public
health concerns along with sexually transmitted infections, acute respiratory tract infections, diarrhoea and
viral hepatitis. Dengue fever and measles are other major health concerns among communicable diseases.

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

4 SIMoHMS National Health Strategic Plan 20112015



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

Healthcare services are decentralised in accordance with the government’s commitment to primary healthcare
provision. However, there are inequities in the standard of service delivery between urban and rural areas
that need to be addressed to ensure that the National Health Strategic Plan’s objective of improving the quality
of services delivered at all levels is achieved. In addition, many communities and health facilities are located
in remote locations in Solomon Islands, which makes communication and transportation difficult. Many
people living in these remote areas are deprived of access to medical care.

1.4 DEMOGRAPHIC AND HEALTH SURVEY

This report presents the findings of the Solomon Islands Demographic and Health Survey (SIDHS) 2015,
which was carried out by the Solomon Islands Statistics Office from 6 April to 18 September 2015, using a
nationally representative sample of over 5,000 households. All women aged 1549 in these households were
eligible to be individually interviewed, while men aged 15 and over in one-half of the households were
eligible to be interviewed.

1.4.1 Survey objectives

The main objective of the SIDHS 2015 was to provide current and reliable data on fertility and family
planning behaviour, child mortality, adult and maternal mortality, children’s nutritional status, the use of
maternal and child healthcare services, knowledge of HIV and AIDS, and other health-related issues. Specific
objectives were to:

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

= measure the level of contraceptive knowledge and practice among women and men by method, urban—
rural residence, and region;

= collect high-quality data on family health, including immunisation coverage among children,
prevalence and treatment of diarrhoea and other diseases among children under age 5 years, and
maternity care indicators, including antenatal visits, assistance at delivery, and postnatal care;

= collect data on infant and child mortality;

= obtain data on child feeding practices, including breastfeeding, and collect ‘observation’ information
to use in assessing the nutritional status of women and children;

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

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

This information is essential for making informed policy decisions, and for planning, monitoring and
evaluating programmes on health — both with respect to general health, and reproductive health in particular
— at the national level, and in urban and rural areas. A long-term objective of the survey is to strengthen the
technical capacity of government organisations to plan, conduct, process and analyse data from complex
national population and health surveys. Moreover, the SIDHS 2015 provides national, rural and urban
estimates regarding population and health that are comparable with data collected in similar surveys in other
developing countries, including those in the Pacific, where DHS pilot studies have been carried out.

1.4.2 Survey organisation

The SIDHS 2015 was carried out with funding support from the Department of Foreign Affairs and Trade,
the United Nations Children’s Emergency Fund (UNICEF), and Solomon Islands government, while
technical supports throughout different phases of the survey was provided from various bodies such as the
UNICEF, SPC’s Statistics for Development Division (SDD), and Bristol University in London. The survey



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

A steering committee was formed, and was responsible for the coordination, oversight, advice, and decision-
making on all major aspects of the survey. The steering committee comprised representatives from various
ministries, including MOH, and SINSO. A technical advisory committee and technical subcommittee were
also formed.

1.5 SURVEY IMPLEMENTATION

1.5.1 Sample design

The sample design for the SIDHS 2015 was designed to provide reliable estimates of total fertility and infant
mortality rates at the national level, with urban and rural breakdown and relatively stable estimates for
selected provinces. The sample design closely followed the SIDHS 2006-2007 to allow data comparisons
between the two surveys.

The sample for the survey is a two-stage stratified, nationally representative sample of households. The
sampling frame consisted of the estimated number of households in each enumeration area (EA) by province.
It was prepared by SPC and based on the 2009 population census data, and estimated urban and rural
population growth rates. Honiara, which is urban in its entirety, including selected urban EAs from the other
provinces, comprised the country’s urban areas. The selected rural EAs of Guadalcanal and other provinces
comprise the country’s rural areas. Five domains were identified: Honiara, remaining Guadalcanal Province,
Western Province, Malaita Province, and the combined group of smaller provinces (Choiseul, Isabel, Central,
Makira/Ulawa, Rennell/Bellona and Temotu). The primary sampling units, comprising the 211 EAs were
selected in each province using systematic random sampling with probability proportional to the estimated
number of households in the EA.

Mapping and listing households in each sample EA were undertaken by interviewers. In each sample point,
24 households were selected by the team supervisor using systematic random sampling. The sample was
designed to cover a target sample of 5,064 households with an expected household response rate of 95%. All
women aged 15-49 who slept in the sample household on the night prior to the interview date were eligible
to be interviewed for the Women’s Questionnaire, and for the anthropometric (height and weight), blood
pressure and haemoglobin measurements. Every second household was sub-selected for the male survey. All
men aged 15 or over in the sub-selected households were eligible to be interviewed for the Men’s
Questionnaire, and for anthropometric and blood pressure measurements. All children aged 0-5 years were
eligible for anthropometric measurement, and were those aged 6 months to 5 years, for anaemia testing.

1.5.2 Questionnaires

Three questionnaires — a household questionnaire, a women’s questionnaire and a men’s questionnaire —
were used in the SIDHS 2015. The development of these questionnaires closely followed the SIDHS 2006-
2007. The contents of these questionnaires were based on module questionnaires developed by the
MEASURE DHS program. The modules were then modified to reflect the country’s requirements in
consultations with government departments and agencies, NGOs and other data users within and outside the
country. To respond to other data needs, other additional modules were incorporated in the questionnaires.
The questionnaires were translated into Pidgin and back-translated into English in order to check the accuracy
of the translation.

The household questionnaire was used to list all the usual members and visitors in the selected households.
Some basic information was collected on the characteristics of each person listed, including age, sex,
education, and relationship to the head of the household. The main purpose of the household questionnaire
was to identify women and men who were eligible for the individual interview. The household questionnaire
also collected information on characteristics of the household’s dwelling unit, such as source of water, type
of toilet facilities, materials used for the floor and roof of the house, ownership of various durable goods, and
ownership and use of mosquito nets. In addition, this questionnaire was also used to record height and weight
measurements of women aged 15-49, men aged 15 and above, and children under age 5 years, as well as
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consent from women, and children’s parent or guardian to give blood samples for anaemia and blood pressure
testing among women and men.

The women's questionnaire was used to collect information from all women aged 15-49 on:

= background characteristics (e.g. education, residential history, media exposure);
= reproductive history and child mortality;

= knowledge and use of family planning methods;

» fertility preferences;

= antenatal and delivery care;

= Dreastfeeding and infant feeding practices;

= vaccinations and childhood illnesses;

= marriage and sexual activity;

» woman’s work and husband’s background characteristics;

= infant and child feeding practices;

= awareness and behaviour about AIDS and other sexually transmitted infections;
= conditions of bones and muscles; and

= other health issues

The men’s questionnaire collected similar information contained in the women's questionnaire, but was
shorter because it did not contain questions on reproductive history, contraceptive calendar, and maternal and
child health and nutrition.

Both informal and formal pre-tests of the questionnaires were undertaken. In January 2015, an informal pre-
test was done through self-administration of the individual women’s and men’s questionnaires, respectively,
by nine female and seven male SINSO staff members.

153 Training
SINSO organised and delivered three types of training at different levels for the SIDHS 2015:

» Training of trainers (TOT);
= Pilot trainings;
» Main training of all fieldworkers

TOT — This training was conducted from 14 to 31 January 2015 inclusively of one week fieldwork practice.
In total, 15 SINSO permanent staff participated in this training. The training served two purposes: to test the
first draft of the questionnaires — testing the suitability of various aspects of the questionnaires such as the
question’s content, question’s translation, skip procedures and filtering instructions; and to train the staff
about their important role as trainers and how to carry out their role efficiently. Field work logistics and
management, fieldworkers’ workloads, transportation, and other field issues were all tested.

Pilot training — The pilot training was conducted in one centralised training venue in Honiara from 9 to 27
February 2015. Out of the total recruited SIDHS fieldworkers, 70 came from the 5 selected provinces
(Honiara, Guadacanal, Malaita, Western, and other provinces). The main objective of this training was to
train and identify future team supervisors. The training was also another opportunity to test the questionnaires
after further revisions during the TOT as well as testing and confirming all fieldwork logistics and
management preparations. The selected best trainers from the TOT assisted during the training while the
other trainers were given another opportunity to attend the pilot training.

Main training — The main training of the SIDHS 2015 fieldworkers was conducted in three separate training
rooms all located in one place (Red Mansion). There were 145 candidates (comprising 14 teams, plus 10
reserve interviewers and 9 data entry clerks were recruited and trained for about 3 weeks (2 weeks of
classroom training and one week of fieldwork practice) from 9 to 27 March 2015. All participants were part
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of this training, including those who attended the pilot training. There were 50 participants in each room, and
3 trainers were allocated in each training room with 1 main trainer each.

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

A separate training, conducted by UNICEF, was provided for 14 nurses and health technicians on how to
take accurate measurements and readings.

Another condensed training for reserve interviewers (11 females and 2 males) was undertaken immediately
after the teams were deployed in the field. This was a special training for newly recruited reserve interviewers
to replace those who were not performing well in the field. All questionnaires, forms and instructions were
discussed thoroughly in five days (as in the main training), with only one day of mock interviews but no
practice interviews.

1.5.4 Listing

Household listing was implemented by survey teams two days prior to data collection. All private households
within the selected village or EA were listed and recorded along with the head of the household and total
number of household members. From the total updated household list, 24 households were randomly selected
to be interviewed. Supervisors and field editors assisted their teams with updating the listing of households
on the forms and maps. The maps and list of households used in the SIDHS 2015 were prepared by SINSO
from the 2009 Census of Population and Housing.

All women aged 15-49 who slept in the sample household on the night prior to the interview were eligible
to be interviewed using the women’s questionnaire. Every second household was sub-selected for the men’s
survey. All men aged 15 or over in sub-selected households were eligible to be interviewed.

155 Fieldwork

All trained fieldworkers were put on a team to undertake the survey fieldwork. Fourteen data collection teams
were deployed for the fieldwork, comprising of one supervisor, one field editor, four female interviewers,
two male interviewers, and one nurse or health technician. Nine senior staffs from SINSO were designated
as field coordinators. Data collection started on 6 April 2015 and ended on 18 September 2015.

From 19 October to 5 November 2015, a re-visit exercise was conducted for non-response respondents for
Honiara alone. Former enumerators of DHS teams who resided in Honiara were recalled to do the re-visits
for three weeks. Two teams of nine members were formed, and the re-visit was a success.

The field teams faced several challenges:

= A considerable number of households and individual respondents refused to be interviewed. The field
editors and team supervisors had to make last attempt call-backs to interview problem households and
respondents.

= In Choiseul Province, one of the selected EAs has to be replaced because there was fighting and arguing
among the tribes with a logging company.

» In Rennell-Bellona Province the selected EA had to be replaced because of the tenseness of the way
the land in that EA was acquired by one of the mining companies.

» In Guadalcanal, men and women in one selected EA refused to participate in the men’s and women’s
questionnaire, resulting in a low response rate, especially for men.

1.5.6 Data processing

The computer processing of SIDHS data began a few weeks after the fieldwork began. A data processing
specialist from SPC held a training workshop from June 21 to 11 July 2015. The training included how to set
up the data entry system, data entry, and how to run the field check tables to monitor data quality and teams’
and interviewers’ performance.
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Completed questionnaires were returned periodically from the field to SINSO in Honiara. Data processing
began in the third week of May 2015 and was completed in the last week of December 2015. The data
processing staff consisted of two supervisors from SINSO, four questionnaire administrators and/or coding
clerks, and nine data entry operators. Data were entered using the CSPro computer package. All data were
entered twice (100% verification). The concurrent data processing was a distinct advantage for data quality
because SIDHS staff members were able to advise field teams of errors detected during data entry. Upon
completion of data entry, final editing and preliminary tabulation were undertaken in the first week of January
2016.

1.6 RESPONSE RATES

Table 1.2 shows response rates for the SIDHS. In total, 5,064 households were selected in the sample, of
which 5,054 were found occupied at the time of the fieldwork. In total, 5,042 households were successfully
interviewed, yielding a household response rate of 99.8%.

Among the households interviewed in the survey, 6,657 eligible women were identified, of whom 6,266 were
successfully interviewed yielding a response rate of 94.1%. With regard to male survey results, 3,920 eligible
men were identified, of whom 3,591 were successfully interviewed, yielding a response rate of 91.6%.
Response rates were lower in the urban sample than in the rural sample, especially for women. Response
rates were lowest in Guadalcanal and highest in Honiara.

The principal reason for non-response among eligible women and men was a failure to find individuals at
home despite repeated visits to the household, followed by refusal to be interviewed. The response rate for
men reflects the more frequent and longer absence of men from the households.

Table 1.2: Results of household and individual interviews

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

Residence Region

Result Other

Urban Rural | Honiara Guadalcanal Malaita Western provinces | Total
Household interviews
Household selected 1,632 3,432 696 1,080 1,080 1,080 1,128 5,064
Household occupied 1,627 3,427 693 1,079 1,077 1,077 1,128 5,054
Household interviewed 1,625 3,417 691 1,073 1,076 1,076 1,126 5,042
Household response rate® 999 997 | 997 99.4 99.9 99.9 99.8 99.8
Interviews with women age 15-49
Number of eligible women 2,713 3,944 | 1,303 1,311 1,334 1,352 1,357 6,657
Number of eligible women interview | 2,513 3,753 | 1,259 1,221 1,255 1,271 1,260 | 6,266
Eligible women response rate® 926 952 | 96.6 93.1 94.1 94.0 92.9 94.1
Interviews with men age 15+
Number of eligible men 1,597 2,323 752 746 739 894 789 3,920
Number of eligible men interview 1,461 2,130 729 641 693 811 717 3,591
Eligible men response rate® 915 917 | 96.9 85.9 93.8 90.7 90.9 91.6

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

1.7 DATA DISAGGREGATION
Data are disaggregated and presented in the following important geographical divisions:

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

= Regions/Provinces: all households in all selected five provinces of Honiara, Guadalcanal, Malaita,
Western and other provinces.

Because of the way the sample was designed, the number of cases may in some instances appear small
because they are weighted to make the regional distribution nationally representative. Throughout this report,
numbers in the tables reflect weighted numbers. To ensure statistical reliability, percentages based on 25-49
unweighted cases are shown within parentheses, and percentages based on fewer than 25 unweighted cases
are suppressed.

In the tables in this report, the category ‘married’ includes both those women and men who are in a formal
or official marriage and those who are living together. The exception to this rule is in tables where ‘married’
and ‘living together’ are disaggregated as separate categories, in which case, the category ‘married’ refers
only to those women or men who are in a formal or official marriage.
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CHAPTER 2 HOUSEHOLD POPULATION AND HOUSING
CHARACTERISTICS

by Josephat Tako, Statistician and Gloria Kila, Senior Information Officer, SINSO

KEY FINDINGS

> 83% of households have an improved source of water for drinking and 17% have a hon-improved
source of drinking water. Only 7% of households use an appropriate method of water treatment prior
to drinking.

> About 23% of households have improved, non-shared toilet facilities, while 7% have shared toilet
facilities. 70% of households have non-improved toilet facilities and 58% have no toilet facilities at
all.

> 55% of households have access to electricity, and most of these households (68%) are in the urban
area.

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

» There is an uneven distribution of wealth across all households in Solomon Islands. Poverty is more
prevalent in rural areas than in urban areas.

» Solomon Islands has a young population structure. Approximately 43% of the population is below
15 years of age, 45% is aged 1549, and 12% is aged 50 and over.

» The average Solomon Islands household size is five people. The average household size in urban
areas is six people and is 5 people in rural areas.

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

> 17% of de jure, or usually resident, children aged less than 18 years do not live with a biological
parent.

» Overall, the school national attendance ratio is 66% for primary school children and 34% for
secondary school children.

» The majority of Solomon Islanders have attended school, although many have not completed primary
school (35% of women, 34% of men). Among those who never attended school, slightly more
females than males never attended; 22% of females aged 6 and older have never been to school,
compared with 18% of males.

INTRODUCTION

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

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

2.1 HOUSEHOLD ENVIRONMENT

The household environment, which includes dwelling characteristics and housing facilities, is an important
determinant of the socioeconomic and health status of household members. The SIDHS 2015 included
guestions about the household environment, including sources of drinking water, sanitation facilities used,
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access to electricity, and other environmental-related factors. The results are presented by household and by
the usual household resident population.

2.1.1 Drinking water

Increased access to safe drinking water results in improved health outcomes in the form of reduced cases of
water-borne diseases such as dysentery and cholera. Information was collected in the SIDHS 2015 about
certain characteristics of household drinking water, including source of drinking water, time taken to collect
water, household members who usually collect the water, water treatment prior to drinking, and type of
sanitation facility.

Table 2.1 shows that 83% of households use an improved water source®. In urban areas, more than 9 in 10
households have access to an improved water source. This is not the case in rural areas where 8 in 10
households have access to an improved water source. Rain water and a public tap (or standpipe) are the two
most common sources of drinking water, used by 28% and 20% of households, respectively. After these,
water piped to the yard (or plot) and non-improved water sources were listed as being used by 18% and 17%
of households, respectively. This was a change from the SIDHS 2006-2007, where piped water to the
dwelling, yard or plot was the second most common water source, used by 28% of households, and rainwater
was used by only 18% of households. Public tap (or standpipe) water sources are more common in rural areas
(22%) than in urban areas (9%). The highest percentage of non-improved water sources are in rural areas
(20%) compared with urban areas (5%). These results are consistent with the findings of the 2009 Solomon
Islands Population and Housing Census.

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

5 Improved water sources include piped water, a public tap, a tube well or borehole, a protected dug well (i.e. a well that is covered from pests and
dust), or spring and rainwater. It should be noted that the definition of ‘improved water sources’ used in Solomon Islands differs from the
international definition in that it excludes rainwater.
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Table 2.1: Household drinking water

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

Households Population

Characteristic

Urban Rural Total Urban Rural Total
Source of drinking water
Improved source 94.6 80.1 82.5 94.9 79.6 82.5
Piped into dwelling 31.6 5.2 9.7 34.9 4.7 10.6
Piped to yard/plot 19 18 18.2 19 179 18.1
Public tap/standpipe 9.4 219 19.8 9.1 22 19.5
Tube well or borehole 1.6 0.8 1 1.4 1 1
Protected well 1.2 1.6 1.5 1.2 1.6 1.5
Protected spring 1.9 4.2 3.8 1.9 4.2 3.8
Rain water 28.9 28.3 28.4 26.7 28.2 27.9
Bottled water 1 0 0.2 0.7 0 0.1
Non-improved source 5.1 19.6 17.1 4.8 20.1 17.1
Unprotected well 1.2 2.2 2 1 2.4 2.2
Unprotected spring 2.1 10.4 9 2.1 10.8 9.1
Tanker truck/cart with small tank 0.3 0.1 0.1 0.5 0.1 0.2
Surface water 1.5 6.9 6 1.4 6.7 5.7
Other 0.2 0.2 0.2 0.1 0.2 0.1
Missing 0.1 0.2 0.2 0.1 0.2 0.2
Total 100 100 100 100 100 100
Time to obtain drinking water
(round trip)
Water on premises 86.7 64.4 68.1 88 63.7 68.4
Less than 30 minutes 9.2 254 22.6 8.3 25.6 22.2
30 minutes or longer 3.1 9.3 8.3 2.7 9.9 8.5
Don't know/missing 1 0.9 1 1 0.8 0.9
Total 100 100 100 100 100 100
Water treatment prior to drinking’
Boiled 15.1 4.1 5.9 16 4.5 6.7
Bleach/chlorine added 2.3 0.4 0.7 2.3 0.3 0.7
Strained through cloth 2.9 1.9 2.1 2.7 1.9 2.1
Ceramic, sand or other filter 1 0.1 0.3 1.1 0.1 0.3
Other 34 2.7 2.8 3.3 2.9 3
No treatment 75.6 91.8 89.1 75 91.6 88.4
poreentage USIE @1 appropriate 18.2 4.6 6.9 19.3 a8 7.6
Number 850 4,192 5,042 5,207 21,652 26,859

' Respondents may report multiple treatment methods so the sum of treatment may exceed 100%.
2 Appropriate water treatment methods include boiling, bleaching, filtering, and solar disinfecting.
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2.1.2 Household sanitation facilities

Poor sanitation coupled with unsafe water sources increases the risk of water-borne diseases and illnesses
due to poor hygiene. This has contributed immensely to the disease burden in Solomon Islands. Households
without proper toilet facilities are more exposed to the risk of diseases such as dysentery, diarrhoea and
typhoid fever than those with improved sanitation facilities. Table 2.2 shows that approximately 2 in 10
households use improved toilet or latrine facilities compared with almost 8 in 10 households that use non-
improved toilet or latrine facilities or shared facilities. These findings are consistent with the SIDHS 2006—
2007. Households with improved toilet facilities using a flush or pour flush system to the septic tank account
for 9% of all households, and most of these in urban areas (35% compared with 4% in rural areas), while
those with pit latrines with a slab accounted for 4%. Overall, 58% of all households in Solomon Islands have
no toilet facilities of any kind. This problem is more common in rural areas, where 68% of households have
no toilet facilities, compared with urban areas where only 6% of households have no toilet facilities. The
SIDHS 2015 findings are consistent with those found in the 2009 Solomon Islands Population and Housing
Census.

Table 2.2: Household sanitation facilities

Percent distribution of households and de jure population by type of toilet/latrine facilities, according to residence,
Solomon Islands 2015

Households Population

Type of toilet/latrine facility

Urban Rural Total Urban Rural Total
Improved, not shared facility
Flush/pour flush to piped sewer system 17 1 3.7 18.5 1 4.4
Flush/pour flush to septic tank 34.9 35 8.8 37.8 33 10
Flush/pour flush to pit latrine 6.5 2.9 3.5 6.4 2.6 3.4
Ventilated improved pit (VIP) latrine 2.4 19 2 2.2 1.9 1.9
Pit latrine with slab 6.8 4 4.4 6.9 3.6 4.3
Composting toilet 0.2 0.1 0.1 0.3 0.1 0.1
Total 67.8 134 22.6 72.1 12.6 24.1
Shared facility'
Flush/pour flush to piped sewer system 3 0.4 0.8 2.4 0.3 0.7
Flush/pour flush to septic tank 7.6 1.2 2.2 6 0.8 1.8
Flush/pour flush to pit latrine 5.4 0.9 1.7 5.5 0.9 1.8
Ventilated improved pit (VIP) latrine 1.8 0.9 1.1 1.4 0.8 0.9
Pit latrine with slab 3.5 0.9 1.3 3 0.9 1.3
Composting toilet 0.1 0.1 0.1 0.1 0.1 0.1
Total 21.3 4.3 7.1 18.4 3.7 6.6
Non-improved facility
Flush/pour flush not to sewer/septic
tank/pit latrine 0.9 0.2 0.3 0.7 0.2 0.3
Pit latrine without slab/open pit 3.1 9.7 8.6 2.6 9.7 8.3
Hanging toilet/hanging latrine 0.2 2.5 2.1 0.3 2.5 2.1
No facility/bush/field/sea/ocean/beach 6 68.4 57.9 5.4 69.6 57.2
Other 0.5 1.4 1.3 0.5 1.6 1.4
Missing 0.1 0.1 0.1 0.1 0 0.1
Total 10.9 82.3 70.3 9.6 83.7 69.3
Total 100 100 100 100 100 100
Number 850 4,192 5,042 5,207 21,652 26,859

' Facilities that would be considered improved if they were not shared by two or more households.
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2.1.3 Household characteristics

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

The SIDHS 2015 found that 55% of households in Solomon Islands have access to electricity. This result
shows a major change from the SIDHS 2006-2007, when only 13% of households in Solomon Islands had
access to electricity. As expected, access to electricity is much higher in urban areas (68%) than in rural areas
(53%). The result shows that one in two rural households do not have access to electricity.

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

The type of flooring material most commonly used by households in Solomon Islands is wood planks (35%).
More residences in rural areas (36%) have floors made of wood planks than residences in urban areas (33%).
Parquet, or polished wood, is the second most commonly used flooring material in Solomon Islands, used in
32% of all households. This type of flooring is more common in urban areas (35%) than in rural areas (32%).
According to the SIDHS 2006-2007, palm and/or bamboo was the second most common flooring material
used in households (20%). In the SIDHS 2015, the use of palm and/or bamboo for flooring had decreased to
8%. The third most common material for flooring was earth or sand, used in 18% of rural households and
10% of urban households.

The number of rooms used for sleeping gives an indication of the extent of crowding in households. Crowding
in one sleeping room increases the risks of infection by diseases. In Solomon Islands, a room that sleeps more
than two people is considered to be overcrowded. Overall, about one-fifth of all households (18%) use only
one room for sleeping. This is more common in rural households (19%) than in urban households (13%).

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

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

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

Percent distribution of households by housing characteristics, percentage using solid fuel for cooking,

and percent distribution by frequency of smoking in the home, according to residence, Solomon Islands 2015

Residence

Housing characteristic Total

Urban Rural
Electricity
Yes 67.6 52.6 55.1
No 324 47.3 44.7
Missing 0.1 0.1 0.1
Total 100 100 100
Flooring material
Earth/sand 9.5 17.8 16.4
Coral/pebbles 0.5 1.4 1.3
Wood planks 334 35.6 35.2
Palm/bamboo 0.5 9.9 8.3
Parquet or polished wood 34.9 31.6 32.2
Ceramic tiles 4.4 0.1 0.8
Cement 14.6 2.9 49
Carpet 2.1 0.4 0.7
Other 0 0.1 0.1
Missing 0.1 0.2 0.2
Total 100 100 100
Rooms used for sleeping
One 12.6 18.6 17.6
Two 47.5 42.5 43.3
Three or more 39.3 374 37.7
Missing 0.6 1.5 1.3
Total 100 100 100
Place for cooking
In the house 39.8 6.6 12.2
In a separate building 50.6 89.1 82.6
Outdoors 8.8 3.7 4.5
No food cooked in household 0.2 0 0.1
Other 0.5 0.5 0.5
Missing 0.1 0.1 0.1
Total 100 100 100
Cooking fuel
Electricity 3.1 0.1 0.6
LPG 37.3 1.5 7.5
Kerosene 1.6 0 0.3
Charcoal 0.3 1.1 1
Wood 52.3 96.9 89.4
Straw/shrubs/grass/sawdust 5.1 0.2 1
Other 0 0 0
No food cooked in household 0.2 0 0.1
Missing 0.1 0.1 0.1
Total 100 100 100
Percentage using solid fuel for cookingl 57.7 98.2 91.4
Frequency of smoking in the home
Daily 48.7 59 57.3
Weekly 3.6 5.7 53
Monthly 0.5 0.8 0.7
Less than monthly 1.5 1.3 1.3
Never 455 33.1 35.2
Missing 0.2 0.1 0.1
Total 100 100 100
Number 850 4,192 5,042

LPG = Liquid petroleum gas
" Includes coalllignite, charcoal, wood/straw/shrubs/grass/sa dust, agricultural crops, and animal dung
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The SIDHS 2015 found that wood is the most common fuel for cooking, used in 89% of households, while
LPG is used in 8% households. Electricity is used by only 0.6% of households. Other cooking fuels such as
kerosene, charcoal, straw, shrubs, grass or sawdust are used in 2% of households. The use of wood fuel in
rural areas is almost universal with well over 9 out of 10 households using it, while in urban areas 5 out of
10 households use this type of fuel.

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

2.1.4 Household possessions

The SIDHS 2015 collected information on household ownership of selected assets that are in themselves
believed to have a strong association with poverty levels. Some of these can be used to measure household
welfare when combined with other indicators to generate a wealth index. Information was collected on
household ownership of a radio and television as a measure of access to mass media; telephone ownership
(both mobile and non-mobile phones) as an indicator of access to an efficient means of communication;
refrigerator ownership as an indication of the capacity for the hygienic storage of foods; and ownership of a
means of transportation (bicycle, motorcycle, boat with or without a motor, or private car or truck) as a sign
of the household’s level of access to public services and markets as well as exposure to developments in other
areas. In addition, ownership of agricultural land shows a household’s access to means of production.
Ownership of farm animals such as local cattle, exotic or cross cattle breed, horses, donkeys or mules, goats,
sheep, pigs, or chickens indicates the level of assets a household possesses that could be used to meet
household demands.

Table 2.4 shows the percentage of households owning certain goods and means of transportation, and land
and farm animals. The most commonly owned items household items include, a bed, mobile phone, dining
set’, radio and sewing machine, whereas the least commonly owned items include a washing machine and
microwave. Data from the SIDHS 2015 show that 26% of households in Solomon Islands own a radio.
Owning a radio is more common (44%) in urban households than in rural households (23%). Approximately
9% of all households own a television, and as expected, urban households are more likely than rural
households to own a television (42% urban, 2% rural). About 78% of all households own a mobile phone,
including 97% of urban households. A refrigerator, microwave, fan, freezer, washing machine, chainsaw and
pressure lamp were each owned by less than 10% of all households.

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

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

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

Percentage of households possessing various household effects, means of transportation,

agricultural land and livestock/farm animals by residence, Solomon Islands 2015

Residence

Possession Total

Urban Rural
Household effects
Radio 44 22.8 26.4
Television 41.6 2.2 8.9
Mobile telephone 97.2 73.7 77.7
Refrigerator 22.1 0.5 4.1
Bed 92.2 86.8 87.7
Sewing machine 36.5 23.2 254
Microwave 9.4 0.2 1.7
Fan 41.4 1.2 8
Freezer 26.1 0.6 4.9
Washing machine 53 0.1 1
Video set 45.6 8.3 14.6
Chainsaw 9.4 10 9.9
Dining set 60.4 27.3 32.9
Pressure lamp 3.9 2.2 2.4
Means of transport
Bicycle 20.2 5.5 7.9
Motorcycle/scooter 1.3 0.4 0.6
Car/truck 22.9 1.8 5.4
Boat with a motor 10.2 9.6 9.7
Ownership of agricultural land 25.7 69.9 62.5
Ownership of farm animals’ 16.5 59.5 52.3
Number 850 4,192 5,042

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

22  WEALTH QUINTILES

In addition to standard background characteristics, the SIDHS 2015 collected information on the country’s
various wealth quintiles, an indicator of the economic status of a household. Although surveys under the DHS
programme do not collect data on consumption or income, they do collect detailed information on dwelling
and household characteristics, and access to a variety of consumer goods and services and assets, which are
used as a measure of economic status. The wealth index is a measure that has been used in many DHS and
other country-level surveys to indicate inequalities in household characteristics, regarding the use of health
and other services, and in health outcomes (Rutstein et al. 2000). The resulting wealth index is an indicator
of the level of wealth that is consistent with expenditure and income measures (Rutstein 1999).

The wealth index was constructed using household asset data via principal components analysis. In its current
form, which takes better account of urban—rural differences in the scores and indicators of wealth, the wealth
index is created in three steps. In the first step, a subset of indicators common to both urban and rural areas
is used to create wealth scores for households in both areas. Categorical variables to be used are transformed
into separate dichotomous (0-1) indicators. These indicators and those that are continuous are then analysed
using principal components analysis to produce a common factor score for each household. In a second step,
separate factor scores are produced for households in urban and rural areas using area-specific indicators.
The third step combines the separate area-specific factor scores to produce a nationally applicable combined
wealth index by adjusting the area-specific score through regression on the common factor scores. This three-
step procedure permits greater adaptability of the wealth index in both urban and rural areas. The resulting
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combined wealth index has a mean of zero and a standard deviation of one, and once it is obtained, national-
level wealth quintiles are obtained by assigning the household score to each de jure household member,
ranking each person in the population by their score and then dividing the ranking into five equal parts, from
quintile one (lowest-poorest) to quintile five (highest-wealthiest), each having approximately 20% of the
population.

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

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

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

Table 2.5: Wealth quintiles

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

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

Residence

Urban 0.8 2.2 6.7 18.3 72 100 5,207 0.26
Rural 24.6 24.3 23.2 20.4 7.5 100 21,652 0.31
Region

Honiara 0 0.7 3.9 14.5 80.8 100 3,294 0.26
Guadalcanal 29.1 16.9 16.6 18.6 18.8 100 4,724 0.42
Malaita 21.5 28.3 22.8 19.8 7.6 100 7,218 0.35
Western 7.2 16.5 27.7 29.5 19.1 100 4,018 0.35
Other provinces 28.3 24.3 22.4 18.5 6.5 100 7,606 0.32
Total 20 20 20 20 20 100 26,859 0.35

23  HAND WASHING

Hand washing is important for health and hygiene and preventing the spread of disease. Table 2.6 shows the
percent distribution of households where a place for washing hands was observed to have water, soap and
other cleansing agents, by household background characteristics. In total, 70% of households had a place for
washing hands. Of these households, soap and water were available for washing hands in 64% of all
households; 25% had only water available, and 8% had no water, no soap and no other cleansing agent
available.

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

° The Gini coefficient is a measure of statistical dispersion intended to represent the income distribution of a country. It is the most commonly
used measure of inequality. (See also: http://siteresources.worldbank.org/INTPA/Resources/tn_measuring_inequality.pdf)
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agent. Western Province and Honiara had the higher percentage of households with a place for hand washing
(84% and 83%, respectively). There was a fairly linear relationship between wealth quintile and a place for
washing hands, with only 58% of households in the lowest quintile reported as having one, compared with
87% of households in the highest wealth quintile. Similarly, households with a hand washing place in higher
wealth quintiles were more likely (90%) to have soap and water available than lower quintile households
(33%).

Table 2.6: Hand washing

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

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

households and No Number of
Background where cleansing Cleansing water, households
characteristic place for agent? agent no soap, with place

washing Soap other Soap other no other for hand
hands was  Number of and thansoap Water butno than cleansing washing
observed  households | water' only only water®  soap only agent Missing Total | observed

Residence
Urban 79.7 850 84.7 0.5 7.8 2.3 0.1 4.2 0.3 100 677
Rural 67.7 4,192 58.5 15 28.8 2.2 0.1 8.7 0.3 100 2,840
Region
Honiara 83.2 496 88.3 0.3 5.2 2.4 0 3.5 0.2 100 413
Guadalcanal 65.6 948 58.6 3.8 26.3 0.9 0.2 10 0.1 100 622
Malaita 68.1 1,349 51.3 0.3 35.5 1.8 0 10.6 0.5 100 919
Western 83.5 760 71.7 0.5 16.4 3.8 0 7.2 0.3 100 635
Othe.r 62.4 1,488 62.3 15 27.4 2.3 0.2 6 0.4 100 928
provinces
Wealth
quintile
Lowest 58.4 1,026 334 21 45.3 1.8 0.5 16.4 0.5 100 600
Second 63 1,010 47.9 1.9 35.2 31 0 11.7 0 100 636
Middle 67.7 1,029 60.5 1.8 27.1 1.6 0 8.5 0.5 100 696
Fourth 74.3 1,055 75.2 0.7 17 31 0 3.9 0.3 100 784
Highest 86.9 922 89.7 0.3 6.5 1.5 0 1.6 0.4 100 801
Total 69.8 5,042 63.5 1.3 24.7 2.2 0.1 7.8 0.3 100 3,517

" Soap includes soap or detergent in bar, liquid, powder or paste form. This column includes households with soap and water only as well as those that had soap and water and
another cleansing agent.

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

24 HOUSEHOLD POPULATION BY AGE AND SEX

The SIDHS 2015 included a household questionnaire that was used to elicit information on the
socioeconomic characteristics of usual residents and visitors who had spent the previous night in the selected
households. Table 2.7 shows the reported distributions of the de facto household population in five-year age
groups, by sex and urban—rural residence. Data show that there are slightly more women (13,585) than men
(13,408), with women constituting 50.3% of the population and men constituting 49.7%. The sex
composition of the population does not show significant variation by urban—rural residence, with slightly
more men living in urban areas (50.9%) than women (49.1%).

Table 2.7 further depicts Solomon Islands as having a young population, with a large proportion of people in
younger age groups. Those aged less than 24 constitute 52% of the total population. Older age groups are
very small in comparison, as seen in Figure 2.1 and Figure 2.2. Those aged over 50 make up less than 12%
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of the total population. The population pyramid shows a broad base, reflective of the young age structure of
the Solomon Islands. This type of age structure has a built-in momentum for the growth of the country’s
population, subject to migration and mortality trends. When the young population eventually reaches
reproductive age, the potential result will be a high population growth rate for some years to come, assuming
other contributors to population change hold constant (i.e. trends in fertility, mortality and migration).

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

Percent distribution of the de facto household population by five-year age groups, according to sex and residence,
Solomon Islands 2015

Urban Rural National

Age Male Female Total Male Female Total Male Female Total
<5 13 12.8 12.9 16.7 15.4 16 16 14.9 15.4
5-9 11.4 10.9 11.2 16.5 14 15.2 15.5 134 14.4
10-14 10 10.7 10.4 13.7 13.9 13.8 13 133 13.1
15-19 10.9 12 11.5 8.4 8.2 8.3 8.9 9 8.9
20-24 10.8 11.7 11.2 5.7 7 6.4 6.7 7.9 7.3
25-29 9.9 9.3 9.6 5.9 7.6 6.7 6.7 7.9 7.3
30-34 7.2 7.8 7.5 6.3 6.6 6.4 6.5 6.8 6.6
35-39 7.1 7.1 7.1 5.9 6.1 6 6.1 6.3 6.2
40-44 6.1 5.1 5.6 4.6 4.7 4.7 4.9 4.8 4.9
45-49 3.9 3.6 3.8 4.1 3.8 3.9 4 3.7 3.9
50-54 3.5 3.7 3.6 3 4.7 3.9 3.1 4.5 3.8
55-59 2.2 1.8 2 2.5 2.4 2.4 2.4 2.3 2.4
60-64 1.5 1.6 1.5 2.4 1.9 2.1 2.2 1.8 2
65-69 1 0.9 1 1.6 1.5 1.6 1.5 1.4 1.4
70-74 0.7 0.5 0.6 1.3 1 11 1.2 0.9 1
75-79 0.4 0.2 0.3 0.8 0.6 0.7 0.7 0.5 0.6
80+ 0.3 0.2 0.2 0.6 0.6 0.6 0.6 0.5 0.5
Don't know/missing 0 0 0 0 0 0 0 0 0
Total 100 100 100 100 100 100 100 100 100
Number 2,691 2,596 5,287 | 10,716 10,989 21,705 | 13,408 13,585 26,993

Figure 2.1: Solomon Islands population pyramid, 2015
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Figure 2.2: Solomon Islands broad age population (in percentages), 2015
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There are differences in age structure between rural and urban areas. In urban areas, 35% of the population
is aged less than 15 compared with 45% of the rural population. However, there are more working age people
between ages 15 and 49 in urban areas than in rural areas, where they comprise 56% of the population as
opposed to 42% of the population.

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

Information on other key aspects of household composition (e.g. sex of head of household and household
size) are presented in Table 2.8. These characteristics are important because they provide information on the
welfare of a household and its members. Economic resources are often more limited in larger households
than in smaller households. Moreover, in larger households, crowding can lead to health problems. A
household’s size and composition influence the allocation of limited resources and affect the living conditions
of household members.

Data from the SIDHS 2015 indicate that about 18% of households are headed by women, with little difference
between urban and rural areas. The mean household size is 5.3 people, similar to the mean household size of
5.5 people reported in the 2009 population census. In urban areas, the average household size is 6.1 people,
whereas in rural areas, the average household size is 5.2 people. About 19% of urban households reported
having more than 9 members as compared with 10% of rural households. Where the size of the household is
large, crowding can lead to social and health problems in the family, community and country. However, it is
important to understand that measuring household size and whether it is crowded has two aspects. One is the
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dwelling’s physical measurements: more members can comfortably live in bigger houses. The other is the
number of people living in the household.

Table 2.8: Household composition

Percent distribution of households by sex of head of household and by household size;
mean size of household, and percentage of households with orphans and foster children

under 18 years of age, according to residence, Solomon Islands 2015

Residence

Characteristic

Urban Rural Total
Household headship
Male 83.5 82 82.3
Female 16.5 18 17.7
Total 100 100 100
Number of usual members
0 0.3 0.1 0.1
1 3.6 4.4 4.2
2 5.5 8.7 8.2
3 10.2 12.6 12.2
4 15 16.9 16.6
5 12.9 17 16.3
6 13.7 14.6 14.4
7 10.8 10.6 10.6
8 9.1 5.6 6.2
9+ 18.9 9.6 11.1
Total 100 100 100
Mean size of households 6.1 5.2 5.3
Percentage of households with orphans
and foster children under 18 years of age
Foster children’ 28.7 28.6 28.6
Double orphans 0.9 0.7 0.7
Single orphans? 5.1 4.7 4.8
Foster and/or orphan children 31.1 30.6 30.7
Number of households 850 4,192 5,042

Note: Table is based on de jure household members, i.e., usual residents.
" Foster children are those under age 18 living in households with neither their mother nor their father present.
2 Includes children with one dead parent and an unknown survival status of the other parent.

2.6 BIRTHREGISTRATION

It is a human right for a child to know who its parents are and to have a nationality through registration. The
registration system in Solomon Islands needs to be formalised with the Ministry of Home Affairs. Currently,
birth registration is only done by the Ministry of Health, but requires considerable quality control checks to
improve proper recording and maintenance. Coverage is good in some provinces, while in others more efforts
are needed to improve the capture of this demographic data. Birth registration is undertaken in all provinces
countrywide. Apart from being the first legal acknowledgment of a child’s existence, birth registration is
fundamental to the realisation of a number of rights and practical needs including, but not limited to, access
to health care and immunisation. Birth registration in a well-established and functioning system that ensures
the country has an up-to-date and reliable database for planning. This is as useful for national level planning
as it is for local government bodies that are responsible for maintaining education, health, and other social
services for the community.

Table 2.9 shows that about 88% of births of children under age 5 years are registered in Solomon Islands,
although only 26% of those registered have a birth certificate. This indicates an improvement from 80% as
found by the SIDHS 2006-2007. There is little difference in the proportion of children registered in urban areas
and rural areas, although those in urban areas were more likely to have a birth certificate. This is a noticeable

27



change from the SIDHS 2006-2007, where 70% of births in urban areas were registered compared with 81%
in rural areas. There is little variation in birth registration across household wealth quintiles, ranging from 87%
in the lowest wealth quintile to 89% in the fourth wealth quintile. Similarly, the number of registered births was
consistent across regions with more than 80% births registered reported from each region. Children in Honiara
and Malaita whose births were registered were the most likely to have birth certificates.

Table 2.9: Birth registration of children under 5

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

Children whose births are registered

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

certificate birth certificate registered children
Age
<2 27.3 63.3 90.6 1,642
2-4 25.4 60.9 86.3 2,490
Sex
Male 26.3 60.9 87.2 2,133
Female 26.1 62.9 89 1,999
Residence
Urban 30.8 58 88.8 672
Rural 25.3 62.6 87.9 3,460
Region
Honiara 32.9 54.8 87.7 426
Guadalcanal 25.9 60.2 86.1 750
Malaita 39.1 48.6 87.8 1,130
Western 25.9 62.7 88.6 599
Other provinces 12.2 77.1 89.3 1,227
Wealth quintile
Lowest 254 61.7 87 953
Second 24.4 64.2 88.7 862
Middle 26.2 61 87.1 864
Fourth 27.1 62.3 89.4 798
Highest 28.5 59.8 88.3 655
Total 26.2 61.9 88 4,132

Figure 2.4: Percent of birth registration of children under age 5 by urban and rural area, Solomon
Islands 2015
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2.7 FOSTERHOOD AND ORPHANHOOD

In Solomon Islands, a person younger than 18 years is defined as a child, as is the case in most other Pacific
Island countries. Information on fosterhood and orphanhood of children is presented in the previous Table
2.8. The percentage of households with foster and/or orphan children is roughly the same in rural and urban
areas, at about 31%. About 4.8% of all households have a single orphan, which refers to children living in
the household with just a father or just a mother.

Table 2.10 shows: 1) the percent distribution of de jure children less than 18 years old by living arrangements
and parental survival status, 2) the percentage of children not living with a biological parent, and 3) the
percentage of children with one or both parents dead, according to background characteristics. Overall, 17%
of de jure or usual resident children aged less than18 years do not live with a biological parent, which is more
common with children in the 15-17 age group, and with children living in the highest wealth households.
About 4% of children aged less than 18 years had one or both parents dead, and there is little difference when
comparing urban and rural areas. Of the regions, 5% of children under age 18 in Malaita had lost one or both
parents compared with 2% in other provinces. This was also more common among children living in the
fourth wealth households (5%). Moreover, 63% of children aged less than 18 years were living with both
parents while the remaining 37% of children aged less than 18 years were living with only one parent (father
or mother) or with no parents at all. It was more common for children aged less than 18 and living with only
one parent to be living with their mother (16%) than their father (3%).
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Table 2.10: Children's living arrangements and orphanhood

Percent distribution of de jure children under age 18 by living arrangements and survival status of parents, the percentage of children not living with a biological parent, and the percentage
of children with one or both parents dead, according to background characteristics, Solomon Islands 2015

Living with mother | Living with father but .. s Percentage
. . Not living with either parent .
Background N but not with father not with mother _ not.llvmg Pt?rcentage
characteristic Living Only Only Missing with a with one or | Number
with both | Father Father Mother Mother Both father mother Both information on biological both parents of

parents alive dead alive dead alive alive alive dead father/mother Total parent dead’ children
Age
0-4 69.2 19.6 0.8 1.2 0.1 8.2 0.3 0.1 0.1 0.4 100 8.8 1.4 4,132
.<2 70.9 233 0.7 0.5 0 3.6 0.1 0.1 0.2 0.6 100 3.9 1 1,642
24 68.1 17.2 0.8 1.6 0.2 11.3 0.4 0.2 0.1 0.2 100 11.9 1.6 2,490
5-9 64.5 14.6 1.3 2.6 0.5 15.2 0.2 0.4 0.3 0.3 100 16.2 2.8 3,869
10-14 59.3 11.7 2.2 31 0.7 19.8 0.6 1.2 0.6 0.8 100 221 5.4 3,530
15-17 49.7 9.6 2.7 33 1 26.5 0.8 1.4 1.1 3.9 100 29.8 7.1 1,522
Sex
Male 62.9 15.1 1.7 23 0.6 151 0.5 0.6 0.4 0.7 100 16.7 3.9 6,711
Female 62.8 14.6 1.4 2.5 0.3 16 0.3 0.6 0.4 1 100 17.4 3.1 6,342
Residence
Urban 64.1 11 2.1 4 0.3 154 0.4 0.8 0.4 1.6 100 17 4 2,121
Rural 62.6 15.6 1.4 21 0.5 15.6 0.4 0.6 0.4 0.7 100 17 3.5 10,932
Region
Honiara 64.8 10.9 1.8 4.6 0.2 15 0.1 0.7 0.3 1.6 100 16.2 3.2 1,303
Guadalcanal 74.6 11 1.6 0.8 0.7 9.3 0.6 0.5 0.2 0.7 100 10.6 3.6 2,311
Malaita 60.4 16.6 1.7 33 0.5 14.4 0.5 1.1 0.5 0.8 100 16.6 4.5 3,733
Western 53 19.7 1.8 2.8 0.5 19.2 0.6 0.5 0.8 1.1 100 21.1 4.2 1,894
Other provinces 62.4 14.3 1.1 1.5 0.4 18.8 0.2 0.3 0.4 0.7 100 19.6 2.4 3,813
Wealth quintile
Lowest 69.9 133 2.2 1.3 0.3 11.3 0.4 0.6 0.1 0.6 100 12.4 3.5 2,857
Second 59.6 16.1 1.7 3.8 0.4 15.7 0.6 0.5 0.6 0.9 100 17.5 4 2,763
Middle 61.8 17.6 0.5 1.2 0.6 16.2 0.4 0.7 0.3 0.7 100 17.7 2.6 2,682
Fourth 61.1 15.3 21 1.6 0.9 16.3 0.4 0.5 0.7 1.1 100 17.9 4.6 2,531
Highest 61.1 11.2 1.2 4.3 0.2 19.2 0.2 0.9 0.4 1.3 100 20.7 3 2,220
Total <15 64.6 15.5 14 2.2 0.4 14.1 0.4 0.5 0.3 0.5 100 15.3 3.1 11,531
Total <18 62.9 14.8 1.6 2.4 0.5 15.5 0.4 0.6 0.4 0.9 100 17 3.5 13,053

Note: Table is based on de jure members, i.e., usual residents.

" Includes children with father dead, mother dead, both dead and one parent dead but missing information on survival status of the other parent.
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2.8 EDUCATION OF THE HOUSEHOLD POPULATION

Education affects many aspects of life, including individual demographic and health behaviour. Studies have
shown that education level is strongly associated with contraceptive use, fertility, and the general health
status, morbidity, and mortality of children. In each household, for all members aged 6 years or older, data
were collected on the highest level of education attended and the highest grade completed at that level. Table
2.11.1 shows the distribution of female household members and Table 2.11.2 shows the distribution for male
household members aged 6 years and older by the highest level of education attained and the median number
of years of education completed, according to background characteristics.

2.8.1 Educational attainment

As shown in Tables 2.11.1 and 2.11.2, the majority of Solomon Islanders attended school, although many
did not complete primary school (35% of women, 34% of men). Among those who never attended school,
slightly more females than males never attended; 22% of females aged 6 or older had never been to school,
compared with 18% of males, which suggests a gender gap in educational attainment. Higher percentages of
males are represented in the categories of ‘some secondary’ and ‘more than secondary’ education, while
slightly higher percentages of women had ‘some primary’ education and ‘completed primary’ education as
their highest level of educational attainment. Similar percentages of males and females had ‘completed
secondary’ as their highest level of attainment (0.3%). Females in all age groups over age 20 are more likely
to have no education. Women aged 20—49 are most likely to have some secondary education, and those aged
25-49 are most likely to have more than a secondary education. This is reflective of the age at which most
people would undertake further education. The same was also true for men, although the percentages of men
who had achieved these levels of education were higher than for women in all age groups. In contrast, the
proportion of individuals aged 6-9 with no education is higher for males (76%) than for females (72%).

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

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

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

6-9 72.4 26 0.1 0 0 0 1.5 100 1,448 0
10-14 10 83 3.9 2.8 0 0 0.3 100 1,810 2.3
15-19 2.9 27.6 15 54 0.1 0.2 0.3 100 1,216 6.3
20-24 5 18.6 12.8 56.7 1.1 55 0.2 100 1,073 7.9
25-29 8.5 19 14.4 47.7 1 8.8 0.5 100 1,073 7.5
30-34 11.4 23.7 23 33.3 0.2 8.3 0.1 100 930 5.6
35-39 12 26.1 38.2 15.2 0.2 7.7 0.6 100 857 5.3
40-44 15 21 39.8 15.9 0.2 7.9 0.2 100 653 5.3
45-49 21.9 24.4 34.4 11.6 0 7.4 0.3 100 507 5.1
50-54 33.8 34.1 19.2 9 0 2.5 1.3 100 614 3
55-59 36.6 39.8 13.9 5.7 0 2.9 1 100 312 2.4
60-64 43.7 36.7 9 6.1 0 2.9 1.6 100 247 1.2
65+ 49.4 38.7 7.2 0.8 0 1.7 2.2 100 449 0
Don't know/missing 0 0 0 0 0 0 100 100 1 0
Residence

Urban 13 25.3 14.5 35.2 1 10.4 0.7 100 2,209 5.8
Rural 24.4 37.5 15.8 19.4 0.1 2.2 0.6 100 8,980 35
Region

Honiara 13.2 23.9 13.5 35.6 1.3 12 0.5 100 1,386 6
Guadalcanal 22.7 38 13.1 22.6 0.2 2.8 0.5 100 1,905 3.8
Malaita 32.8 39.4 10.3 15.2 0.2 1.3 0.8 100 3,048 2
Western 10.5 32.8 25.6 26.2 0.1 3.8 1 100 1,656 5.3
Other provinces 215 35.1 17.6 22 0.1 3.2 0.4 100 3,194 4.1
Wealth quintile

Lowest 32.7 40.6 139 11.6 0 0.4 0.7 100 2,179 2.1
Second 28.8 37.9 14.2 17.4 0.1 1.1 0.5 100 2,203 2.9
Middle 19 37.6 17.7 22.7 0 2.2 0.8 100 2,230 4.3
ourth 19.1 33.6 17.9 24.8 0.2 3.7 0.7 100 2,254 4.7
Highest 11.9 26.1 13.9 35.4 0.9 11.3 0.5 100 2,323 5.9
Total 221 35 15.5 225 0.3 3.8 0.6 100 11,189 4.1

' Completed grade 6 at the primary level
2 Completed form 5 or form 6 or form 7 at the secondary level

32



Table 2.11.2: Educational attainment of the male household population

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

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

6-9 76.1 22.8 0 0.2 0 0 0.9 100 1,666 0
10-14 10.4 82.1 4.6 2.5 0 0 0.2 100 1,739 21
15-19 3.9 324 15.1 47.7 0.2 0.7 0.1 100 1,198 5.9
20-24 4.1 13.1 12.7 59.6 1.5 7.7 1.2 100 901 8.4
25-29 4.2 16.2 134 51.5 15 12.4 0.7 100 899 8.3
30-34 4.9 17.5 19.2 43.1 0.7 14.4 0.3 100 865 8
35-39 6 18 28.3 334 0 13.6 0.7 100 823 5.9
40-44 5.9 17.1 32.6 26.5 0.1 16.9 0.9 100 658 5.8
45-49 5.4 21.2 38.2 20.4 0 14 0.8 100 542 5.6
50-54 9.6 28 31 18.7 0.1 11.4 1.1 100 417 5.6
55-59 11.4 44.5 15.7 184 0.2 9.2 0.6 100 325 6
60-64 11.4 54.4 12.2 10.9 0 9.9 1.2 100 294 5.5
65+ 22.3 52 10.5 7.7 0 6.7 0.9 100 529 3.6
Don't know/missing 0 0 55.8 0 0 44.2 0 100 4 5.9
Residence

Urban 9.7 22.9 11.4 37.8 1.1 16.2 0.8 100 2,279 7.5
Rural 20.3 36.8 15.5 22.1 0.1 4.5 0.6 100 8,581 4.2
Region

Honiara 9.2 21.6 10 38.5 1.4 18.4 0.8 100 1,442 8.2
Guadalcanal 19.4 34.2 14.7 25.9 0.1 5.2 0.5 100 1,906 4.5
Malaita 23.7 40.5 12.9 19.9 0.2 2.4 0.3 100 2,836 3.2
Western 12.7 30.2 20.6 26.5 0.4 8.6 1.1 100 1,648 5.5
Other provinces 19 35.5 15.3 23.5 0 6 0.7 100 3,028 4.6
Wealth quintile

Lowest 27.7 40.5 14.1 15.4 0 1.7 0.6 100 2,082 2.8
Second 21.6 40.4 15.8 19.4 0.1 2.3 0.4 100 2,118 3.5
Middle 17.8 354 17.8 23.6 0.1 4.5 0.8 100 2,139 4.9
Fourth 14.6 32.2 14.4 29.8 0.4 7.7 0.8 100 2,195 5.4
Highest 9.6 22.4 11.4 37.3 1 17.6 0.7 100 2,326 7.6
Total 18 33.9 14.7 254 0.3 7 0.6 100 10,860 5

' Completed grade 6 at the primary level
2 Completed form 5 or form 6 or form 7 at the secondary level
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The likelihood of an individual never receiving an education decreases as the household’s wealth quintile
increases, just as the likelihood of the individual completing secondary or more than secondary level
education increases. Among females, only 12% of those from the poorest households have some secondary
education, while 35% of females from the wealthiest households have some secondary schooling. Similar
differences by wealth are also evident among males: only 15% of males from the poorest households have
some secondary education compared with 37% from the wealthiest households.

The likelihood of an individual reaching more than a secondary level of education is much greater among the
wealthiest Solomon Islands households than individuals from poorer households. Some 18% of males from
the wealthiest households have more than a secondary level of education as compared with 2-8% of males
from the remaining wealth quintiles. A similar pattern is observed for women, with 11% of females from the
wealthiest households and just 0-4% of females from less wealthy households having attained more than a
secondary level of education.

2.8.2 School attendance ratios

Solomon Islands use a 6-6-4 formal education system, which means six years of primary school, a maximum
of six years of secondary school, and four years of post-secondary education, or university or tertiary
education. The official age ranges for these levels are 6-13 years, 14-17 years, and 18-21 years, respectively.

The net attendance ratio (NAR) for primary school is the percentage of the primary school-age population
(aged 6-13) that is attending primary school. Overall, the primary school NAR is only 66% in Solomon
Islands (see Table 2.12). In urban areas, 72% of children aged 613 attend primary school compared with
65% in rural areas. Interestingly, there is a slight difference in the primary NAR by sex, which is 65% for
males and 68% for females.

There is little variation in NAR by wealth quintiles. NAR is lowest among school-age children in the lowest
wealth quintile households (56%) and is highest among children in the highest wealth quintile (77%). NAR
for children of all other wealth quintiles falls between these two percentages. Because primary education is
free (although not compulsory), it is not surprising that NAR at the primary school level does not increase
with wealth quintile. However, some schools still charge some fees and this may have an impact on the trends
observed.

The gross attendance ratio (GAR) measures attendance irrespective of the official age at each level. GAR for
primary school is the total number of primary school students (aged 5-24), expressed as a percentage of the
official primary-school-age population (aged 6-12). A major contributing factor to high GAR is children
starting primary school later than the recommended age of 6 years. Overall, the primary school GAR is 105%,
with GAR being higher for females (108%) than males (103%), and higher in rural areas (106%) than in
urban areas (102%). GAR was consistent across wealth quintiles (107-109%), with the exception of the
lowest quintile (96%).

The gender parity index (GPI) is a measure of the ratio of females to males attending school, regardless of
age. It should be noted that the natural global sex ratio at birth (males born per 100 females) is between 103
and 107 males per 100 females°. Combined with differing morbidity and mortality patterns for males and
females, this affects the gender structure of the population. For primary school, GPI is 1.05, indicating that
the number of female and male students is almost the same, with females slightly outnumbering males. This
is the same result that was found in the SIDHS 2006-2007. There is little variation in GPI for the primary
school GAR between rural and urban areas (1.04 and 1.02, respectively); however, the ratios are above the
national average in Guadalcanal, Malaita and Western provinces, and the third to fifth wealth quintiles.

The concept of NAR at the secondary level is similar to that of the primary level, that is, the percentage of
the secondary school-age population (aged 12-18) attending secondary school. Overall, only 34 out of 100
secondary school-age children in Solomon Islands attend secondary school. The secondary NAR for both
males and females is 34% (Table 2.12).

10 United Nations. 2015. Population, households and families: Demographic composition of the population. Gender Statistics Manual, United
National Statistics Division, updated 22 May 2016, accessed 31 May 2016. <http://unstats.un.org/unsd/genderstatmanual/Demographic-
composition-of-population.ashx>
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Table 2.12: School attendance ratios

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

Background Net attendance ratio’ Gross attendance ratio?
characteristic Male Female Total gpi® Male Female Total gpi®
PRIMARY SCHOOL
Residence
Urban 70.7 74.2 72.4 1.05 100.7 103.1 101.9 1.02
Rural 63.4 66.9 65.1 1.05 103.7 108.3 106 1.04
Region
Honiara 72.7 72.7 72.7 1 99 97.5 98.3 0.98
Guadalcanal 59 68.3 63.4 1.16 97.9 111.8 104.4 1.14
Malaita 60 64.5 62.2 1.07 104.6 112.4 108.3 1.08
Western 68.4 67.7 68.1 0.99 97.1 102.4 99.7 1.05
Other provinces 67.7 69.8 68.7 1.03 109.3 106.1 107.7 0.97
Wealth quintile
Lowest 54.1 57.9 55.9 1.07 94.4 98.1 96.2 1.04
Second 61.2 63.6 62.3 1.04 110 106.8 108.4 0.97
Middle 67.2 72.8 69.8 1.08 101.8 112.9 107 1.11
Fourth 69.2 70.1 69.7 1.01 107.2 108.6 107.9 1.01
Highest 74.6 79.1 76.8 1.06 104.4 113.7 108.9 1.09
Total 64.5 68 66.2 1.05 103.3 107.5 105.3 1.04
SECONDARY SCHOOL
Residence
Urban 53.2 54.7 54 1.03 73.2 66 69.5 0.9
Rural 28.5 28.2 28.4 0.99 35.2 32.9 34.1 0.94
Region
Honiara 52.6 54.9 53.8 1.04 78 67.6 72.6 0.87
Guadalcanal 335 33.7 33.6 1.01 43.6 40.7 42.1 0.93
Malaita 26.3 24.9 25.6 0.94 34.5 30.8 32.6 0.89
Western 40.1 42.1 41.1 1.05 45.2 45.9 45.6 1.02
Other provinces 29.6 28.7 29.2 0.97 34.8 325 33.7 0.93
Wealth quintile
Lowest 17.1 18.4 17.7 1.08 22.2 21.5 21.8 0.97
Second 18.7 23.1 20.9 1.23 22.8 25.7 24.2 1.12
Middle 35.6 31.2 334 0.88 43.8 37.8 40.8 0.86
Fourth 39.8 35.9 37.9 0.9 49.7 41.5 45.7 0.84
Highest 55.1 55.4 55.2 1.01 73.9 67.1 70.3 0.91
Total 33.5 33.9 33.7 1.01 42.9 40 41.5 0.93

" The NAR for primary school is the percentage of the primary-school age (6-11 years) population that is attending primary school. The NAR for secondary school is the percentage of
the secondary-school age (12-18 years) population that is attending secondary school. By definition the NAR cannot exceed 100%.

2 The GAR for primary school is the total number of primary school students, expressed as a percentage of the official primary-school-age population. The GAR for secondary school is
the total number of secondary school students, expressed as a percentage of the official secondary-school-age population. If there are significant numbers of overage and underage
students at a given level of schooling, the GAR can exceed 100 %.

3 The gender parity index for primary school is the ratio of the primary school NAR(GAR) for females to the NAR(GAR) for males. The gender parity index for secondary school is the
ratio of the secondary school NAR(GAR) for females to the NAR(GAR) for males.

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

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

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

2.8.3 Age-specific attendance rates

Figure 2.5 shows that one-third (33%) of children aged 7 attend school. Attendance rates among children
aged 8 are 60% and are 80% for children aged 9. These statistics show that most children in Solomon Islands
enter into primary school later than age 7. The age-specific attendance rate for Solomon Islands peaked
between 11 and 13 years. This was not the case for 40% of children aged 8 and about 20% of children aged
9 who did not attend primary school. This is particularly important because education is free, although not
compulsory, in Solomon Islands. The percentage attendance overall was higher for girls in the younger age
groups (6-9) and higher for boys in the older age groups (18-24).

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

by Anna Pitaboe, Senior Statistician, SINSO

KEY FINDINGS

» Solomon Islands has a young, predominantly Christian and Melanesian population. The majority of men
and women aged 15-49 (77%) reside in rural areas and over half are married.

» More than half of all men and women aged 15-49 have achieved a primary level education, less than
half have completed a secondary level education, and about 9% of women and 3% of men have had no
formal education.

» Of those Solomon Islanders aged 1549, 82% of women and 90% of men are literate. In contrast, 16%
of women and 8% of men cannot read at all.

» Over half of all men (60%) and women (74%) aged 15-49 have no access to the three main media
sources — radio, newspaper and television — at least once a week. Radio is the most popular media
source.

» Approximately 37% of women and 70% of men are classified as currently employed. More women in
urban areas (41%) are currently employed than women in rural areas (36%), while the opposite is true
for men: 72% of men in rural areas are currently employed compared with 63% of men in urban areas.

» The largest industry of employment for both women and men aged 15-49 is agriculture (41% of women,
54% of men). This has increased from the 2006/2007 SIDHS, where 32% of women were employed in
agriculture and 40% of men were.

» 41% of employed women between the ages of 15 and 49 receive payment in cash only and 49% of
women receive no payment for their work.

» 41% of women aged 15-49 are self-employed and 35% are employed by a family member.

» Most women and men aged 1549 are not covered by any health plan or insurance scheme (98% of
women, 96% of men).

» 20% of women and 58% of men aged 15-49 are tobacco users. Cigarette smoking is more common
than the use of pipes or other tobacco for both men and women aged between 15 and 49.

> 92% of women and 97% of men have heard of tuberculosis, and 83% of women and 88% of men
reported that tuberculosis is transmitted through the air by coughing.

INTRODUCTION

This chapter describes the situation and characteristics of men and women of reproductive age in Solomon
Islands, which is useful for contextualising data on reproductive and general health. The following variables
are discussed: age at the time of the survey, marital status, residence, education, literacy, and media access.
In addition, this chapter explores factors that enhance women’s empowerment, including employment,
occupation, earnings, and continuity of employment. An analysis of these variables provides the
socioeconomic context in which demographic and reproductive health issues are examined in subsequent
chapters.

3.1 CHARACTERISTICS OF SURVEY RESPONDENTS

Table 3.1 presents background characteristics of the 6,226 women aged 1549 and 3,591 men aged 15 and
above who were interviewed in the SIDHS 2015, and shows their distribution by background characteristics.
The proportion of women and men declines with increasing age, reflecting the young population of Solomon
Islands: 38% of both women and men are aged 15-24, 32% of women and 31% of men are aged 25-34, and
the remaining respondents are women aged 35-49 and men aged 35 and above.
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In terms of religion, more women and men belong to Anglican church (32% and 34%), followed by Roman
Catholic church and the South Seas Evangelical Church (19% of women and 18% of men). Another 12% of
women and men who are Seventh-Day Adventists while 10% of both women and men stated that they belong
to the United Church. Very few women and men (8%) belong to other churches.

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

About 56% of women and 50% of men aged 1549 are formally married. Men are much more likely than
women to have never married (43% of men compared with 31% of women). Far fewer women (9%) and men
(6%) said they were living together without being formally or traditionally married. More women (3.9%)
than men (1.2%) said they were divorced, separated or widowed.

A large proportion of the Solomon Islands’ population resides in rural areas. About 77% of women and 76%
of men aged 1549 live in rural areas, whereas 23% of women and 24% of men in the same age group reside
in urban areas.

Data in Table 3.1 show that there is some variation in educational attainment between women and men, where
9% of women and 3% of men aged 15-49 have no formal education. Moreover, 56% of men in this age group
have a secondary or higher level of education compared with only 46% of women.

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

Table 3.1: Background characteristics of respondents

Percent distribution of women and men aged 15-49 by selected background characteristics, Solomon Islands 2015

Women Men

Background characteristic | Weighted = Weighted Unweighted | Weighted  Weighted Unweighted

percent number number percent number number
Age
15-19 19.8 1,241 1,240 20.5 605 563
20-24 18.3 1,146 1,101 17.6 519 475
25-29 17.4 1,091 1,068 16.2 479 459
30-34 14.9 933 910 14.8 436 414
35-39 12.8 803 818 134 394 381
40-44 9.2 576 627 9.5 280 328
45-49 7.6 476 502 8 236 270
Religion
Anglican 32.1 2,013 1,780 33.6 990 868
Roman catholic 19 1,189 1,169 18.2 538 493
United church 10.2 640 791 10.1 299 366
Southseas evangelical 18.9 1,183 1,162 17.5 515 513
Seventh day adventist 11