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Abstract
Objectives This study determined the prevalence and trends in caesarean section (C-section) deliveries and the factors 
associated with the utilization of C-section deliveries among Indonesian mothers from 2007 to 2017.
Methods We used Indonesia Demographic and Health Survey data sets (2007, 2012, and 2017) to assess the prevalence, 
trends, and factors associated with C-section delivery through univariate, bivariate, and multivariate analyses.
Results A 10% increase in C-section delivery among Indonesian women was observed between the years 2007 and 2017. 
Mothers from urban areas tended to receive more C-sections than mothers from rural areas (adjusted odds ratio (aOR) = 1.49). 
More educated mothers were more likely (aOR = 3.373) to receive C-sections than mothers without formal education. Moth-
ers from wealthy family backgrounds were more (aOR = 1.97) likely to receive C-sections than mothers from low-income 
families. Antenatal care (ANC) visits were significantly positively associated with receiving C-sections; mothers with more 
than four ANC visits (aOR = 4.54) tended to receive more C-sections than mothers with no ANC visits. For first births, 
mothers over 25 years of age were more likely (aOR = 2.07) to receive C-sections than mothers less than 18 years of age.
Conclusion The percentage of C-sections has alarmingly increased. Thus, authorities in Indonesia should consider these 
findings and take necessary steps to decrease C-sections. The results of this study should help policymakers formulate 
appropriate policies that will encourage regular delivery where most appropriate.
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1 Introduction

Caesarean section (C-section) has been a major public health 
concern worldwide in the recent past, because of its over-
use and associated complications during and after surgery 
[1]. C-section was introduced as a clinical practice to save 
both mothers’ and babies’ lives when critical medical com-
plications arise during pregnancy [2, 3]. However, in the 
past 2 decades, the rate of childbirth through C-section has 
increased worldwide [3], to 40.5% in Latin America and 
the Caribbean, 32.3% in North America, 31.1% in Oce-
ania, 25% in Europe, 19.1% in Asia and 7.3% in Africa [4, 
5]. Bangladesh (58.54%), Greece (58%), Cyprus (54.8%), 
Turkey (51.9%), Brazil (50%), Romania (44.1%), Bulgaria 
(43.1%), Poland (39.3%), Hungary 37.3%), the USA (32%), 
and China (27%) are the countries with the highest C-section 
delivery rates [6–9]. The World Health Organization has 
indicated that higher rates of C-sections do not decrease 
maternal and neonatal deaths, and recommends a C-section 
rate of 10–15%. However, the rate in Indonesia (18.6%) has 
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exceeded this range [10]. The ever-increasing use of non-
emergency C-section is associated with increasing mater-
nal and child mortality and morbidity [11], thus ultimately 
impeding health sector development in many countries. 
Indonesia is also facing this global crisis: C-section delivery 
alternatives to vaginal delivery increased from 12% in 2012 
to 17% in 2017, and Jakarta had the highest rate (31.1%) 
[12]. Inappropriate and unnecessary C-sections pose both 
immediate and long-lasting mortality and morbidity threats 
to mothers and babies, thus increasing maternal, neonatal, 
and child mortality [13]. The immediate negative effects of 
unnecessary C-sections include miscarriage and stillbirth, 
placenta previa, post-partum infection, haemorrhage, mater-
nal death, and thromboembolism [14–16].

The long-lasting effects of C-section include bleeding, 
uterine rupture, pelvic organs, fecal incontinence, anaes-
thetic-associated complications, and increased obstetric 
risks in subsequent pregnancies [17, 18]. Babies delivered 
through C-section are more likely to have disorders includ-
ing asthma, type 1 diabetes, allergies, and obesity, and to 
have lower general cognitive function and academic achieve-
ment [19, 20]. Furthermore, families with low economic 
status may face financial hardship in paying unnecessary 
C-section fees and other expenses arising from complica-
tions and extended hospital stays [21]. Because of potential 
maternal and perinatal risks, inequality of access, and costs, 
this increase in C-sections is becoming a major problem in 
Indonesia [2, 22]. The crude maternal morbidity in Indonesia 
between 2002 to 2012 was 38.3% and 53.7%, respectively, 
whereas the crude pregnancy morbidity in the same period 
was 7.2% and 13.2%, respectively [23]. Earlier studies [3, 9, 
16, 24, 25] have reported various social and economic fac-
tors responsible for unnecessary use of C-sections instead 
of normal vaginal delivery; however, very few studies have 
addressed the socio-demographic correlations. Settling the 
debate on the utility of unnecessary C-sections without 
medical indications requires further research on relevant 
socio-demographic factors other than socio-cultural and 
medical conditions. Therefore, the current study attempted 
to determine the socio-demographic characteristics associ-
ated with C-section delivery and related trends in Indonesia 
by using Indonesia Demographic and Health Survey (IDHS) 
data from 2007 to 2017.

2  Methods

2.1  Data Source

Pooled data from the IDHS 2007, 2012, and 2017 datasets 
were used in this study (National Population and Family 
Planning Board 2018). The IDHS surveys conducted in 
2007, 2012, and 2017 were implemented by Badan Pusat 

Statistik Indonesia in collaboration with the National Pop-
ulation and Family Planning Board and the Ministry of 
Health. Administratively, Indonesia is divided into 33 (in 
2007 and 2012) and 34 (in 2017) provinces. In IDHS, the 
respondents were all women 15–49 years of age, currently 
married men 15–54 years of age, and never-married men 
15–24 years of age. The 2007, 2012, and 2017 IDHS sam-
ples were selected with a stratified two-stage design con-
sisting of 1694, 1840, and 1970 census blocks, the primary 
units for sampling. The 2017 IDHS sample was selected 
through two-stage stratified sampling, in which ICF provided 
technical assistance through the DHS Program, funded by 
the United States Agency for International Development, 
which offers technical services for the population and health 
surveys in many countries worldwide.

2.2  Variables

This study considered C-section delivery as the dependent 
variable, categorized as yes and no. On the basis of previous 
literature, we selected a set of socio-economic and demo-
graphic factors for determining the utilization of C-section 
delivery. Before choosing the variables, we conducted a 
test of association to verify whether they were significantly 
associated with the dependent variable. Later, we considered 
only the associated variables in multivariate analysis. The 
type of residence remained the same as those in the original 
datasets. For analysis, we categorized the variable antenatal 
care (ANC) visits as no visit, one to four visits, or more than 
four visits. The highest education level remained the same 
as that in the data set, and the categories were as follows: 
no education, primary education, secondary education, and 
higher education. For the variable wealth index, poorest and 
poorer wealth comprised the poor category; moderate wealth 
comprised the middle category; and the highest wealth com-
prised the wealthy category. Birth order was categorized 
as either first order, for one birth only, or as “other” for the 
rest of the birth orders. Respondents’ current working status 
category remained the same as that in the data set and was 
categorized into yes or no. The smallest children comprised 
the small category, average sized children comprised the 
average category, and the other children constituted the large 
categories. The variable of age at first birth was categorized 
into three levels: less than or equal to 17 years, 18–25 years, 
and greater than 25 years.

2.3  Statistical Analysis

2.3.1  Binary Logistic Regression

Generally, bivariate analysis (Pearson's χ2) is performed to 
explore associations between dependent and independent 
variables. In addition, to determine the significant factors 
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influencing the utilization of C-sections in Indonesia, a logis-
tic regression model was used. Logistic regression is some-
times called a logistic model or logit model. A binary logis-
tic model is suitable for the primary variable of interest in 
values of two categories [26]. It analyses the associations 
among multiple independent variables and binary dependent 
variables, and estimates the probability of an event of inter-
est. The dependent variable was categorized into two cat-
egories in this study. With binary logistic regression, highly 
different factors can be demonstrated to influence outcomes. 
Logistic regression generates coefficients, odds ratios and 
95% CIs to predict a logit transformation of the probability 
of the presence of the characteristic of interest:

where p is the probability of the presence of the character-
istic of interest, and the logit transformation is defined as 
the log odds:

and

Parameters are usually chosen to minimize the sum of 
squared errors (as in ordinary regression). Nonetheless, 
parameters are selected in logistic regression to maximize 
the likelihood of observing the sample values.

3  Results

Table 1 represents the proportions of sample characteristics 
among mothers 15–49 years of age with at least one birth 
throughout each survey year. As shown in the frequency 
table, use of C-section delivery increased from 6.5 to 16.4% 
between 2007 and 2017. Moreover, Table 1 illustrates the 
frequencies of different independent variables and their 
percentages.

Table  2 demonstrates that the respondents’ place of 
residence was a significant factor, and urban women were 
1.588 (1.355–1.560), 1.472 (1.310–1.653), and 1.354 
(1.225–1.498) times more likely than rural women to receive 
a C-section in 2007, 2012 and 2017, respectively. Crude 
OR values indicated the same positive relationship between 
urban women and C-sections. Educated women tended 
to receive C-sections more frequently than non-educated 
women. The crude OR indicated that women with jobs 
were more interested in receiving C-sections than women 
without jobs. Respondents from affluent families were 
more likely to receive C-sections than those in low-income 

logit(p) = b0 + b1X1 + b2X2 + b3X3 +⋯ + bkXk,

Odds =
p

1 − p
=

Probality of presence of characteristic

Probality of absence of charecteristic
,

logit(p) = loglog

(

p

1 − p

)

.

families. Women with a wealthy family background were 
2.216 (1.810–2.713), 2.084 (1.812–2.397), and 2.236 
(1.981–2.523) times more likely to receive C-section deliv-
ery in 2007, 2012, and 2017, respectively, than women from 
poor families. Respondents of all ages using more ANC were 
more willing to receive C-sections in Indonesia. Women 
having a first child had a higher probability of receiving a 
C-section than women having second or other order chil-
dren. Women with a child of abnormal size (small or large) 
were more likely to receive C-sections than women with nor-
mal size children. Women who had their children at the ages 
of 18–25 were less likely to receive C-sections than women 
below 18 years of age. However, women older than 25 years 
of age were 1.908 (1.637–2.223), 2.345 (2.088–2.634), and 
1.930 (1.743–2.137) times more likely to receive C-sections 
than women younger than 18 years of age.

Table 3 shows the frequency of various selected variables 
from a merged version of three IDHS data sets from 2007 to 
2017. A total of 11.5% of women used C-section delivery 
over the 10 years. Interestingly, 68.3% of women had their 
first child before 18 years of age, 75% of women received 
ANC more than four times, and 51% of the children were 
normal-sized.

Table 4 indicates that all independent variables were 
significant in the combined data set. In the combined data 
set, women from urban areas were 1.491 (1.392–1.596) 
times more likely to receive C-sections than those from 
rural areas. Educated women were more likely to receive 
C-section delivery than uneducated women. Women with 
higher education levels were 3.373 (2.31–4.92) times more 
likely to receive C-section delivery than women with no 
education. Women from wealthier families were 1.970 
(1.814–2.139) times more likely to receive C-sections than 
women from low-income families. The combined data set 
revealed that the respondents receiving more than four ANC 
visits were 4.537 (3.06–6.73) times more likely to receive 
C-section delivery than respondents with no ANC visits. 
Respondents having a first child were more likely to receive 
C-sections than those having a second child or other order 
child. Women with normal-sized children were less likely 
to receive C-sections. Women older than 25 years of age 
were at significant risk of receiving C-sections than women 
younger than 18 years of age.

4  Discussion

The study estimated trends and inequalities in C-section 
utilization among Indonesian mothers, on the basis of data 
sampled in 2007, 2012, and 2017. C-section delivery is rec-
ommended or performed only when complications exist for 
the mother or child, and when vaginal delivery is impossible. 
When complications arise, lifesaving procedures should be 
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accessible to all women worldwide. However, substantial 
inequalities in C-section utilization exist among different 
groups of people. This study aimed to identify the critical 
determinants for decreasing disparities among Indonesia's 
women. The results showed that place of residence, wealth 
index, education, and ANC visits influenced this inequality. 
Between 2007 and 2017, an approximately 10% increase 
was observed in C-sections utilization in Indonesia. Stud-
ies have indicated that the increase from 2004 to 2014 in 
Bangladesh was 20%, and that in Egypt was 50% [27]. Dif-
ferent studies have widely demonstrated this increasing trend 
in developing countries [28–30]. The results of this study 
indicated that women with high education levels and women 
from wealthy family backgrounds were more likely to use 

C-sections, in agreement with the findings of other studies 
[31–36]. Several studies using recent data have shown that 
women with high education levels and wealthy family back-
grounds might prefer C-section delivery to vaginal delivery 
because they believe it to be safer [37, 38]. In Indonesia, a 
lack of expert health staff and health infrastructure, includ-
ing low socio-economic status and insufficient obstetric 
care, can increase C-section utilization.[39]. Education 
may affect C-section utilization because it is interlinked 
with decision-making power [40, 41]. Sometimes, excessive 
concern regarding vaginal appearance results in a preference 
for C-section delivery over normal delivery [37, 42]. An 
analysis in Indonesia (2013) has indicated that the complica-
tions of labour, parity, and health status of the mother and 

Table 1  Baseline characteristics 
for selected factors in three 
Demographic and Health 
Surveys (DHS), 2007–2017 in 
Indonesia

ref. reference group

Variable 2007 2012 2017

Frequency % Frequency % Frequency %

C-section delivery
 Yes 1196 6.5 2095 11.7 2916 16.4
 No 17,313 93.5 15,752 88.3 14,832 83.6

Place of residence
 Rural (ref.) 11,573 62.5 9755 54.7 9032 50.9
 Urban 6936 37.5 8092 45.3 8716 49.1

Highest education level
 No education (ref.) 794 4.3 573 3.2 268 1.5
 Primary 7327 39.6 5484 30.7 4428 24.9
 Secondary 8963 48.4 9422 52.8 9866 55.6
 Higher 1423 7.7 2368 13.3 3186 18.0

Respondents’ current working status
 No (ref.) 8014 43.3 7703 43.2 8029 45.2
 Yes 7179 38.8 7474 41.9 7274 41.0

Wealth index
 Poor (ref.) 3203 17.3 3225 18.1 3245 18.3
 Average 9423 50.9 8956 50.2 8390 47.3
 Wealthy 5883 31.8 5666 31.7 6113 34.4

Antenatal care
 No visit (ref.) 1243 6.7 904 5.1 637 3.6
 1–4 4565 24.7 3164 17.7 2490 14.0
 > 4 12,470 67.4 13,601 76.2 14,525 81.8

Birth order number
 First birth (ref.) 4778 25.8 5267 29.5 4742 26.7
 Others 13,731 74.2 12,580 70.5 13,006 73.3

Size of the children
 Average (ref.) 8973 48.5 14,849 52.1 9336 52.6
 Smaller and small 2763 14.9 2423 13.6 2314 13.0
 Large and largest 5737 31.0 17,272 32.1 5794 32.6

Age at first birth
 17 years or less 12,747 68.9 12,168 68.2 12,026 67.8
 18–25 years (ref) 2956 16.0 2405 13.5 1993 11.2
 Greater than 25 years 2806 15.2 3274 18.3 3729 21.0
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Table 2  Illustration of various socio-economic and demographic factors influencing the use of C-sections in Indonesia, 2007–2017, on the basis 
of binary logistic regression

aOR adjusted odds ratio, OR odds ratio, CI confidence interval, ref. reference group

Variable IDHS-2007 IDHS-2012 IDHS-2017

OR, P-value (95% 
CI)

aOR, P-value 
(95% CI)

OR, P-value (95% 
CI)

aOR, P-value 
(95% CI)

OR, P-value (95% 
CI)

aOR, P-value (95% 
CI)

Place of residence
 Rural (ref.)
 Urban 3.578, 0.000 

(3.161–4.050)
1.588, 0.000 

(1.355–1.560)
2.787, 0.000 

(2.531–3.070)
1.472, 0.000 

(1.310–1.653)
2.308, 0.000 

(2.124–2.509)
1.354, 0.000 

(1.225–1.498)
Highest education level
 No education 

(ref.)
 Primary 1.643, 0.086 

(0.932–2.894)
0.866, 0.641 

(0.473–1.584)
3.512, 0.000 

(1.860–6.629)
1.506, 0.218 

(0.785–2.890)
2.394, 0.008 

(1.262–4.542)
1.441, 0.326 

(0.695–2.986)
 Secondary 4.979, 0.000 

(2.862–8.661)
1.407, 0.264 

(0.772–2.563)
7.928, 0.000 

(4.230–14.860)
1.968, 0.041 

(1.029–3.764)
4.842, 0.000 

(2.568–9.128)
1.944, 0.072 

(0.942–4.014)
 Higher 16.185, 0.000 

(9.221–28.409)
2.624, 0.002 

(1.415–4.863)
19.106, 0.000 

(10.16–35.95)
2.816, 0.002 

(1.458–5.437)
11.310, 0.000 

(5.99–21.37)
2.923, 0.004 

(1.409–6.064)
Respondents’ current working status
 No (ref.)
 Yes 1.028, 0.667 

(0.907–1.164)
0.927, 0.276 

(0.809–1.062)
1.103, 0.048 

(1.001–1.215)
0.936, 0.223 

(0.842–1.041)
1.258, 0.000 

(1.157–1.369)
0.977, 0.626 

(0.891–1.072)
Wealth index
 Poor (ref.)
 Average 2.397, 0.000 

(1.968–2.918)
1.395, 0.004 

(1.113–1.748)
2.377, 0.000 

(2.072–2.727)
1.546, 0.000 

(1.323–1.805)
2.048, 0.000 

(1.815–2.311)
1.551, 0.000 

(1.356–1.773)
 Wealthy 5.941, 0.000 

(5.114–6.902)
2.216, 0.000 

(1.810–2.713)
4.375, 0.000 

(3.919–4.883)
2.084,0.000 

(1.812–2.397)
4.001, 0.000 

(3.639–4.399)
2.236, 0.000 

(1.981–2.523)
Antenatal care
 No visit (ref.)
 1–4 5.064, 0.000 

(2.478–10.348)
2.060, 0.053 

(0.991–4.283)
4.405, 0.000 

(2.443–7.942)
2.331, 0.011 

(1.211–4.485)
6.874, 0.000 

(3.630–13.015)
4.594, 0.000 

(2.238–9.432)
 > 4 13.870, 0.000 

(6.900–27.878)
2.948, 0.003 

(1.439–6.040)
11.996, 0.000 

(6.773–21.248)
3.693, 0.000 

(1.950–6.995)
14.011, 0.000 

(7.491–26.206)
6.564, 0.000 

(3.238–13.307)
Birth order number
 First birth (ref.)
 Others 0.546, 0.000

(0.484–0.617)
0.816, 0.003
(0.713–0.935)

0.681, 0.000
(0.619–0.749)

0.901, 0.055
(0.811–1.002)

0.736, 0.000
(0.675–0.802)

0.954, 0.327
(0.867–1.049)

Size of the children
 Average (ref.)
 Smaller and 

small
1.027, 0.760
(0.864–1.222)

1.360, 0.002
(1.119–1.653)

0.979, 0.767
(0.852–1.125)

1.176, 0.045
(1.004–1.378)

1.219, 0.001
(1.085–1.371)

1.487, 0.000
(1.303–1.697)

 Large and largest 1.210, 0.004
(1.063–1.377)

1.268, 0.001
(1.098–1.464)

1.054, 0.312
(0.952–1.166)

1.081, 0.178
(0.965–1.210)

1.004, 0.935
(0.918–1.097)

1.138, 0.010
(1.031–1.256)

Age at first birth
 Less than 

18 years (ref.)
 18–25 years 0.423, 0.000

(0.330–0.542)
0.694, 0.011
(0.523–0.921)

0.500, 0.000
(0.412–0.607)

0.745, 0.006
(0.603–0.920)

0.486, 0.000
(0.408–0.580)

0.709, 0.000
(0.586–0.857)

 Greater than 
25 years

3.059, 0.000
(2.690–3.478)

1.908, 0.000
(1.637–2.223)

3.258, 0.000
(2.949–3.599)

2.345, 0.000
(2.088–2.634)

2.539, 0.000
(2.326–2.770)

1.930, 0.000
(1.743–2.137)
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fetus are the variables associated with greater utilization of 
C-section delivery [43]. Respondents from urban areas were 
more likely to receive C-section delivery than those from 
rural areas, thus supporting findings from other studies [44]. 
Increases in access to internet facilities, maternal age, and 
access to private insurance have increased the probability 
of planned C-sections among Indonesian women [45]. The 
current study revealed that ANC utilization is a crucial fac-
tor influencing respondents’ receiving C-section delivery. 

The reason for this finding may be that mainly women with 
high socio-demographic status received check-ups, and 
these women were the primary users of C-section delivery. 
Another explanation might be physicians’ profit motivations 
to perform C-sections [46, 47]. This study indicated that 
women with a first birth at the age of 25 were more likely 
to receive C-section delivery, because complications during 
pregnancy and delivery are more likely to occur in older 
mothers than young mothers [48–50]. Sometimes, primi-
gravida mothers are more inclined to have C-section delivery 
even in the absence of complications [51].

5  Strengths and Limitations

The study used nationally representative data on the utiliza-
tion of C-sections during delivery. Therefore, the researchers 
had no scope to be biased during analysis, because the data 
had been collected with recognized and validated research 
tools and were quantitative. This study may increase aware-
ness regarding the alarming increasing frequency of C-sec-
tions in Indonesia, and highlight its relationship with many 
factors. However, the study did not address geographic 
variations during analysis, because country average socio-
demographic information was used to analyse the C-sec-
tions. Furthermore, this study was based on only quantitative 
data; therefore, the qualitative context, representing more 
vivid scenarios, was absent. Because of the unavailability 
of health-associated variables and the missing information 
in the DHS data set, many crucial factors could not be stud-
ied. Categorizing the severity level of the patients and the 
importance of C-sections was also not possible because of 
this limitation.

6  Conclusion

Our results demonstrated that the proportion of women 
receiving C-sections from 2007 to 2017 in Indonesia 
increased an alarming level. Simultaneously, inequitable 
access to facilities performing C-sections exists. This study 
suggests that place of residence, wealth index, education, 
and ANC visits play crucial roles in these inequalities. 
Proper steps must be taken to ensure that the lifesaving pro-
cedure of C-section is used when necessary, regardless of 
patients’ residence, socio-economic status, and education 
level. Service providers must focus on respondents from 
rural areas with no education and low-income family back-
grounds. Moreover, patients must be more conscious of the 
utilization of C-section delivery as well as the adverse con-
sequences of unnecessary use.

Table 3  Baseline characteristics of selected factors from a combined 
data set from three Indonesia Demographic and Health Surveys, 
2007–2017

aOR adjusted odds ratio, OR odds ratio, CI confidence interval, ref. 
reference group

Variable Frequency 
(2007–2017)

Percentage (%)

C-section delivery
 Yes 6207 11.5
 No 47,897 88.5

Place of residence
 Rural (ref.) 30,360 56.1
 Urban 23,744 43.9

Highest education level
 No education (ref.) 1635 3
 Primary 17,239 31.9
 Secondary 28,251 52.2
 Higher 6977 12.9

Respondents’ current working status
 No (ref.) 23,746 43.9
 Yes 21,927 40.5

Wealth index
 Poor 9673 17.9
 Average (ref.) 26,769 49.5
 Wealthy 17,662 32.6

Antenatal care
 No visit (ref.) 2784 5.1
 1–4 10,219 18.9
 > 4 40,596 75

Birth order number
 First birth (ref.) 14,787 27.3
 Others 39,317 72.7

Size of the children
 Average (ref.) 27,614 51.0
 Smaller and small 7500 13.9
 Large and largest 17,075 31.6

Age at first birth
 Less than 18 years (ref.) 36,941 68.3
 18–25 years 7354 13.6
 Greater than 25 years 9809 18.1
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Table 4  Bivariate and 
multivariate regression analysis 
of C-sections according to 
background characteristics in 
the combined data from 2007 
to 2017

aOR adjusted odds ratio, OR odds ratio, CI confidence interval, ref. reference group

Variable name Crude OR 95% CI P-value Adjusted
OR

95% CI P-value

Place of residence
 Rural (ref.)
 Urban 2.865 2.710–3.029 0.000 1.491 1.392–1.596 0.000

Highest education level
 No education (ref.)
 Primary 2.652 1.867–3.768 0.000 1.357 0.932–1.976 0.111
 Secondary 6.660 4.709–9.418 0.000 2.043 1.406–2.967 0.000
 Higher 17.815 12.570–25.25 0.000 3.373 2.311–4.923 0.000

Respondents’ current working status
 No (ref.)
 Yes 1.154 1.091–1.220 0.000 0.955 0.898–1.016 0.147

Wealth index
 Poor (ref.)
 Average 2.246 2.070–2.437 0.000 1.451 1.324–1.591 0.000
 Wealthy 4.467 4.189–4.762 0.000 1.970 1.814–2.139 0.000

Antenatal care
 No visit (ref.)
 1–4 5.403 3.733–7.819 0.000 2.842 1.901–4.248 0.000

  > 4 14.602 10.178–20.95 0.000 4.537 3.060–6.727 0.000
Birth order number
 First birth (ref.)
 Others 0.671 0.635-0.710 0.000 0.931 0.874-0.990 0.024

Size of the children
 Average (ref.)
 Smaller and small 1.050 0.971–1.136 0.224 1.330 1.217–1.454 0.000
 Large and largest 1.055 0.994–1.119 0.077 1.127 1.055–1.203 0.000

Age at first birth
 Less than 18 (ref.)
 18–25 0.453 0.404-0.528 0.000 0.713 0.629-0.809 0.000
 Greater than 25 2.970 2.802–3.147 0.000 2.065 1.929–2.210 0.000

https://dhsprogram.com/
http://creativecommons.org/licenses/by/4.0/
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