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Foreword

The 2008 Isiolo district Multiple Indicator Cluster Survey (MICS) is one of the largest district
representative sample surveys conducted in the district. The survey covered 1,158 households selected
using appropriate statistical procedures.

The objective of the district level MICS is to provide estimates relating to the well being of children
and women at the district level, in order to enable policymakers, planners, researchers and program
managers to take actions based on credible evidence pointed out by the survey. For the 2008 MICS,
information on specific areas such as, reproductive health, child mortality, child health, nutrition,
child protection, water and sanitation, education, and HIVV/AIDS and orphans were collected.

The results indicate that the infant and child mortality in Isiolo district are moderately high, in
addition to the district having a high proportion of children who are under-weight. Similarly, the
proportion of children aged 0-5 months who are exclusively breastfed is quite low in the district.

I wish to acknowledge the efforts of various organizations and individuals who contributed
immensely towards the success of the survey. First, | would like to acknowledge the technical and
financial assistance from the United Nations Children’s Fund (UNICEF). The staff of UNICEF Kenya
country office provided valuable professional support and guidance to the project which is highly
appreciated. The hard work and commitment of the staff of the Kenya National Bureau of Statistics
(KNBS) in executing the tasks of this survey are greatly acknowledged. Their dedication enabled us
to successfully complete the survey and avail the results. | recognize the good work of the
interviewers and supervisors who braved difficult terrain and field conditions to collect data for this
survey. | also appreciate the meticulous care and attention to detail with which data processing was
carried out by staff tasked to accomplish these important tasks. | wish to thank KNBS and UNICEF
staff for their valuable efforts in editing this final report.

Finally, 1 am grateful to the respondents who generously gave their time to provide the information
and for allowing the survey teams to measure the weights and heights of children below 5 years of
age. The information they provided and data generated by the survey form the basis of this report.

st

Anthony K.M. Kilele, MBS
Director General
Kenya National Bureau of Statistics
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Executive Summary

The Isiolo district Multiple Indicator Cluster
Survey (MICS) is a representative sample
survey drawn using the 1999 Census of Kenya
Enumeration Areas (EAs) as the sampling
frame. The 50 EAs were sampled using the
probability proportional to size (PPS)
sampling methodology, and information from
a total of 1,101 households were collected
using structured questionnaires. The Isiolo
MICS is the largest household sample survey
ever conducted in the district.

The survey used a two-stage design and at the
EA level, households were stratified into two,
the first strata containing households with a
child below three years and the other with no
children below three years at the time of
conducting the household listing." The
stratification at EA level was done to reduce
the standard errors of children and women
based estimates. The data was collected by
two teams comprising of five members each,
one supervisor, one editor/measurer and three
investigators.

The survey was implemented by the Kenya
National Bureau of Statistics (KNBS), with the
support from UNICEF Kenya. The summary
of findings from the survey is presented
below.

Child Mortality

The under-five mortality rate and the infant
mortality rate were calculated using the birth
history data for the 10 year period preceding
the survey. The under-five mortality rate is 56
per 1,000 live births and infant mortality rate
is 43 per 1,000 live births.

Nutritional Status and
Breastfeeding

Slightly more than one in four (22 per cent)
children aged 6-59 months in Isiolo is
moderately underweight. The percentage of
stunted children was 15, and 12 per cent were
wasted. Nearly 53 per cent of the children
experience timely breastfeeding. However

. The household listing was carried out by three teams, each
team comprised of a lister and mapper.

only 19 per cent of children aged 0-5 months
are exclusively breastfed.

Immunization

Only 40 per cent of children aged 12-23
months received full vaccination (BCG, 3
doses of Polio, 3 doses of DPT+HepB+Hib
and measles) before reaching age 12 months.

BCG is reportedly given to 84 per cent of
children aged 12-23 months and the measles
vaccine is received by slightly more than half
of the children (55 per cent), which is an
indication of a very low coverage rate.

Among all mothers in the district who gave
birth during the two years preceding the
survey, 62 per cent reported that they received
a tetanus toxoid (TT) injection.

Care of illness

About half (50 per cent) of children with
diarrhoea during the two weeks preceding the
survey received oral re-hydration therapy
(ORT) and 12 per cent reported home
management of diarrhoea. Sixty six per cent of
the children who had suspected pneumonia
reportedly sought treatment, with 53 per cent
being given antibiotic treatment. Only 15 per
cent of mothers/caretakers in the district
recognize the two danger signs of pneumonia.

Malaria prevention

In Isiolo, 53 per cent of the households have at
least one insecticide treated mosquito net
(ITN), and 49 per cent of all children below
five years sleep under a treated net.

About half (52 per cent) of children under five
reporting fever during two weeks preceding
the survey were given an anti-malarial
treatment. Eighteen per cent of women who
gave birth during the two years preceding the
survey received the recommended intermittent
preventive treatment for malaria.
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Water and Sanitation

About three out of five (59 per cent)
households in Isiolo are using drinking water
from an improved source, and only 12 per cent
are reportedly treating the drinking water.

Two out of five (41 per cent) households are
using an improved sanitation facility, and in
42 per cent of cases child stool is disposed off
safely.

Reproductive Health

The total fertility rate in Isiolo for the three-
year period preceding the survey is 4.7
children per woman. Teenage pregnancy is
still high in the district and nearly a quarter of
women aged 15-19 have begun childbearing.

Eighty-three per cent of mothers who gave
birth in the past two years had an antenatal
check-up. However, only one third (31 per
cent) have given birth to their babies in an
institution.

About 47 per cent of women aged 20-49 years
who got married before reaching 18 years of
age, and 36 per cent of women aged 15-19
years are currently married or in union.

Education

In lIsiolo, only 22 per cent of the primary
school entry age children are attending
primary school, with twice the rate of females
(29 per cent) as males (15 per cent) attending
standard one.

Primary school net attendance rate was 66
while secondary school net attendance ratio
was only 11 per cent.

The proportion of women aged 15-24 years
that are literate in Isiolo is less than half (47
per cent).

Child protection

Only one out of five (19 per cent) children
under-five in Isiolo has their birth registered.

Children aged 5-14 years in Isiolo who engage
in child labour are about nine per cent. In the
district, a high percentage (72 per cent) of
children received some form of psychological
or physical punishment during the one month
prior to the survey.

HIV and AIDS

Only 29 per cent of young women aged 15-24
years in Isiolo have comprehensive knowledge
about HIV prevention, while 37 per cent of
women in the district have knowledge about
mother-to-child transmission of HIV.

Forty nine per cent of the women aged 15-49
years reported that they had been tested for
HIV.

Slightly more than half (56 per cent) of
women who delivered a child in the last 2
years received counselling on prevention of
mother-to-child transmission of HIV and 56
per cent had the HIV test.

Orphans and vulnerable children

Fourteen per cent of children under 18 years in
Isiolo are orphans and one in 11 (nine per
cent) of them is vulnerable. Eleven per cent of
the children under 18 years are not living with
any biological parent.

Female genital
mutilation/cutting (FGM/C)
and domestic violence

Almost all women (98 per cent) aged 15-49
years in Isiolo have heard about FGM/C, and
71 per cent reported to have had some form of
FGMI/C. Of those who had FGM/C, eleven per
cent had an extreme form of FGM/C. Close to
half (48 per cent) of women who have heard of
FGMC believe that the practice should be
continued.

Three out of four (75 per cent) women in
Isiolo believe that a husband may beat their
wife for various reasons such as: going out
without telling him; neglecting children;
arguing with him; refusing sex with him; or
burning the food.
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Summary Table of Findings

Multiple Indicator Cluster Surveys (MICS) and Millennium Development Goals
(MDG) Indicators, Isiolo, Eastern Province, Kenya, 2008

MICS MDG
Topic Indicator Indicator Indicator Value & Unit
Number  Number
CHILD MORTALITY
Child mortality 1 13 Under-five mortality rate 56 per thousand
2 14 Infant mortality rate 43 per thousand
NUTRITION
Nutritional Underweight prevalence (below -2 SD) 22.1 per cent
SEULS Stunting prevalence (below -2 SD) 15.3 per cent
Wasting prevalence (below -2 SD) 12.2 per cent
Breastfeeding 45 Timely initiation of breastfeeding 5883 per cent
15 Exclusive breastfeeding rate 19.2 per cent
16 Continued breastfeeding rate
at 12-15 months 81.0 per cent
at 20-23 months 37.9 per cent
17 Timely complementary feeding rate 44.1 per cent
18 Frequency of complementary feeding 324 per cent
19 Adequately fed infants 26.3 per cent
Salt iodization 41 lodized salt consumption 82.5 per cent
Vitamin A 42 Vitamin A supplementation (under-fives) 23.4 per cent
43 Vitamin A supplementation (post-partum mothers) 47.7 per cent
Low birth 9 Low birth weight infants 10.9 per cent
weight 10 Infants weighed at birth 45.6 per cent
CHILD HEALTH
Immunization 25 Tuberculosis immunization coverage (by 12 months) 84.3 per cent
26 Polio immunization coverage (by 12 months) 68.6 per cent
27 DPT immunization coverage (by 12 months) 69.3 per cent
28 15 Measles immunization coverage (by 12 months) 54.5 per cent
31 Fully immunized children (by 12 months) 38.7 per cent
Tetanus toxoid 32 Neonatal tetanus protection 61.7 per cent
Care of illness 33 Use of oral rehydration therapy (ORT) 50.4 per cent
34 Home management of diarrhoea 12.2 per cent
35 Received ORT or increased fluids, and continued
feeding 17.3 per cent
23 Care seeking for suspected pneumonia 66.4 per cent
22 Antibiotic treatment of suspected pneumonia 53.2 per cent
Solid fuel use 24 29 Solid fuels 95.2 per cent
Malaria 36 Households having insecticide-treated nets (ITNs) 5883 per cent
37 22 Under-fives sleeping under insecticide-treated nets 48.7 per cent
38 Under-fives sleeping under mosquito nets 49.2 per cent
39 22 Antimalarial treatment (under-fives) 43.1 per cent
40 Intermittent preventive malaria treatment (pregnant 18.7 per cent
women)
ENVIRONMENT
Water and 11 30 Use of improved drinking water sources 39.7 per cent
Snitanen 13 Water treatment 11.9 per cent
12 31 Use of improved sanitation facilities 50.7 per cent
14 Disposal of child's faeces 42.4 per cent
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MICS MDG

Topic Indicator Indicator Indicator Value & Unit
Number Number
REPRODUCTIVE HEALTH
Contraception 21 19c Contraceptive prevalence 18.0 per cent
izgd””met 98 Unmet need for family planning 36.0 per cent
Maternal and 20 Antenatal care 79.9 per cent
newborn health 44 Content of antenatal care
Blood test taken 65.9 per cent
Blood pressure measured 68.6 per cent
Urine specimen taken 58.8 per cent
Weight measured 76.2 per cent
17 Skilled attendant at delivery 33.8 per cent
Institutional deliveries 30.7 per cent
Total fertility rate 4.7 Rate
EDUCATION
Education 52 Pre-school attendance 40.8 per cent
53 School readiness 85.5 per cent
54 Net intake rate in primary education 21.9 per cent
55| 6 Net primary school attendance rate 65.7 per cent
56 Net secondary school attendance rate 11.1 per cent
Adult literacy rate (female) 46.6 Per cent
CHILD PROTECTION
Birth 62 Birth registration 19.3 per cent
registration
Child labour 71 Child labour 8.7 per cent
72 Labourer students 47.1 per cent
73 Student labourers 5.2 per cent
Child discipline 74 Any psychological/physical punishment 71.7 per cent
Early marriage 67 Marriage before age 15 14.0 per cent
and polygyny Marriage before age 18 47.0 per cent
68 Young women aged 15-19 currently married/in union  35.8 per cent
Female genital 66 Approval for FGM/C 47.6 per cent
il LI 63 Prevalence of female genital mutilation/cutting 70.7 per cent
Cutting (FGM/C)
64 Prevalence of extreme form of FGM/C 11.3 per cent
65 FGM/C prevalence among daughters 25.9 per cent
Domestic violence 100 Attitudes towards domestic violence 74.5 per cent
HIV/AIDS, SEXUAL BEHAVIOUR, AND ORPHANED AND VULNERABLE CHILDREN
HIV/AIDS 82 19b Comprehensive knowledge about HIV prevention 28.7 per cent
knowledge and among young people
L ERLY 89 Knowledge of mother- to-child transmission of HIV 37.1 per cent
86 Attitude towards people with HIV/AIDS 30.4 per cent
87 Women who know where to be tested for HIV 73.2 per cent
88 Women who have been tested for HIV 49.0 per cent
90 Counselling coverage for the prevention of mother- 55.9 per cent
to-child transmission of HIV
91 Testing coverage for the prevention of mother-to- 5515 per cent
child transmission of HIV
Support to 75 Prevalence of orphans 14.0 per cent
SL?::;i?eand 78 Children’s living arrangements 11.3 per cent
children 76 Prevalence of vulnerable children 8.8 per cent
7 20 School attendance of orphans versus non-orphans 0.8 Ratio
81 External support to children orphaned and made 15.0 per cent

vulnerable by HIV/AIDS
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Introduction 1

1.1 Background

This report is based on the Isiolo district Multiple Indicator Cluster Survey (MICS) conducted
in 2008 by the Kenya National Bureau of Statistics (KNBS). The survey provides valuable
information on the situation of children and women in Isiolo, and was based in large part, on the need
to monitor progress towards goals and targets emanating from recent international agreements: the
Millennium Declaration, adopted by all 191 United Nations Member States in September 2000, and
the Plan of Action of A World Fit For Children (WFFC), adopted by 189 Member States at the United
Nations Special Session on Children in May 2002. All the above commitments build upon promises
made by the international community at the 1990 World Summit for Children.

In signing these international agreements, governments committed themselves to improving
conditions for their children and to monitoring progress towards that end. UNICEF was assigned a
supporting role in this task (see Box below).

A Commitment to Action:
National and International Reporting Responsibilities

The governments that signed the Millennium Declaration and the World Fit for Children Declaration and Plan
of Action also committed themselves to monitoring progress towards the goals and objectives they contained:

“We will monitor regularly at the national level and, where appropriate, at the regional level and assess
progress towards the goals and targets of the present Plan of Action at the national, regional and global levels.
Accordingly, we will strengthen our national statistical capacity to collect, analyze and disaggregate data,
including by sex, age and other relevant factors that may lead to disparities, and support a wide range of child-
focused research. We will enhance international cooperation to support statistical capacity-building efforts and
build community capacity for monitoring, assessment and planning.” (A World Fit for Children, paragraph
60)

“...We will conduct periodic reviews at the national and sub-national levels of progress in order to address
obstacles more effectively and accelerate actions....” (A World Fit for Children, paragraph 61)

The Plan of Action (paragraph 61) also calls for the specific involvement of UNICEF in the preparation of
periodic progress reports:

“... As the world’s lead agency for children, the United Nations Children’s Fund is requested to continue to
prepare and disseminate, in close collaboration with Governments, relevant funds, programmes and the
specialized agencies of the United Nations system, and all other relevant actors, as appropriate, information on
the progress made in the implementation of the Declaration and the Plan of Action.”

Similarly, the Millennium Declaration (paragraph 31) calls for periodic reporting on progress:
“...We request the General Assembly to review on a regular basis the progress made in implementing the

provisions of this Declaration, and ask the Secretary-General to issue periodic reports for consideration by the
General Assembly and as a basis for further action.”
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Kenya is committed to improving the welfare of its people particularly women and children
who tend to be more vulnerable to social-economic hardships. With regard to children, the
Government of Kenya (GOK) formulated the National Programme of Action (NPA) for children in
1992, soon after the World Summit for Children (WSC) which was held in 1990. The main objective
of this programme was to identify issues affecting children and the strategies to address them.

Proper monitoring and evaluation of targeted projects and programmes by the government
and development partners requires a wide range of data to track progress towards achievement of
desired outcomes. In this respect, MICS data from the district will be helpful in appraising national
programmes such as Poverty Reduction Strategy (PRS), Economic Recovery Strategy (ERS), and the
Kenya Education Sector Support Programme (KESSP) 2005-2010, amongst others.

The GOK/UNICEF programme has a sizeable component of production of high quality and
sufficiently disaggregated data for effective child-friendly policy formulation and programme
implementation.

The results from the 2008 MICS conducted in Isiolo district of Eastern Province are presented
in this report.

1.2 Survey Objectives
The 2008 Isiolo district Multiple Indicator Cluster Survey has its primary objectives as:

e To provide up-to-date information for assessing the situation of children and women in Isiolo
district of Eastern Province;

e To furnish data needed for monitoring progress toward goals established in the Millennium
Declaration, the goals of A World Fit For Children (WFFC), and other internationally agreed
upon goals, as a basis for future action; and

e To contribute to the improvement of data and monitoring systems in Kenya and to strengthen
technical expertise in the design, implementation, and analysis of such systems.
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Sample and Survey Methodology 2

2.1 Sample Design

The sample for the Isiolo district Multiple Indicator Cluster Survey (MICS) was designed to
provide estimates on a large number of indicators on the situation of children and women at the
district level. The sampling process took two stages. In the first stage, 50 clusters (census enumeration
areas) in the district were selected with probability proportional to size. Thereafter, a household listing
was carried out within each of the selected enumeration areas (EAS), and then stratified into two
groups, the first one having children below three years of age, and the second not having children
below three. In the second stage, a systematic sample of 16 households was selected from stratum one
and 8 households from stratum two in each cluster. The sample selection process was not self-
weighting because of the stratification. A more detailed description of the sample design can be found
in Appendix A. The results presented in this process uses sample weights.

2.2 Questionnaires

Three sets of questionnaires were used in the survey: (1) a household questionnaire which
was used to collect information on all de jure household members, the household, and the dwelling;
(2) a woman’s questionnaire administered in each household to all women aged 15-49 years; and (3)
an under-five questionnaire, administered to mothers or caretakers of all children under five living in
the household. The questionnaires included:

The Household Questionnaire included the following modules:
0 Household Listing

Education

Water and Sanitation

Malaria-related questions

Child Labour

Child Discipline

Salt lodization

O O0OO0OO0OO0Oo

The Questionnaire for individual women was administered to all women aged 15-49 years living in
the households, and included the following modules:
o Child Mortality
Tetanus Toxoid
Maternal and Newborn Health
Marriage and Union
Contraception
Attitudes Towards Domestic Violence
Female Genital Mutilation/Cutting
HIV knowledge/AIDS

OO0OO0OO0OO0OO0O0
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The Questionnaire for children under five was administered to mothers of children under five
years? living in the households, or in their absence, to caretakers of such children. The questionnaire
included the following modules:

Birth Registration and Early Learning
Child Development

Vitamin A

Breastfeeding

Care of IlIness

Malaria

Immunization

Anthropometry

OO0OO0OO0OO0OO0OO0O0

The questionnaires are based on the MICS 3 model questionnaire.®> From the MICS 3 model English
version, the questionnaires were translated into Kiswahili, Borana, Kamba, Meru, and Embu
languages.

In addition to the administration of questionnaires, fieldwork teams tested the salt used for cooking in
the households for iodine content, and measured the weights and heights of children aged 0-59
months. Details and findings of these measurements are provided in the respective sections of the
report.

2.3 Training and Fieldwork

The June 2008 training for the fieldwork was conducted in two parts, three days training for
the mapping and listing teams, and 12 days training for the main survey teams. Training included
lectures on interviewing techniques and the contents of the questionnaires, and mock interviews
between trainees to gain practice in asking questions. Towards the end of the training period, trainees
spent one full day practising interviewing in different locations of Isiolo district.

The household listing was carried out by three teams, each comprised of one person to do the
listing and the other to map. These three teams were supervised by the District Statistical Officer
(DSO), with the whole listing operation being monitored by the district coordinator located at the
Bureau headquarters.

The data were collected by two teams, each comprising three interviewers, one driver, one
editor/measurer and a supervisor. Fieldwork began at the end of June 2008 and concluded in August
2008.

2.4 Data Processing

Data were entered using the Census and Survey Processing System (CSPro) software. In
order to ensure quality control, all questionnaires were double entered and internal consistency checks
were performed, and the whole process was monitored by two supervisors. Procedures and standard
programs developed under the global MICS 3 project and adapted to the modified questionnaire were
used throughout. Data processing began simultaneously with data collection in July 2008 and was
completed in September 2008. Data were analysed using the Statistical Package for Social Sciences
(SPSS) software program, and the model syntax and tabulation plans developed by UNICEF were
customized for this purpose.

® The terms “children under 57, “children age 0-4 years”, and “children aged 0-59 months™ are used interchangeably in this report.

3 The model MICS3 questionnaire can be found at www.childinfo.org, or in UNICEF, 2006.
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Sample Coverage and Households Characteristics 3

3.1 Sample Coverage

A summary of the sample coverage is presented in Table 3.1. Of the 1,200 households
selected, 1,175 were located on the ground out of which 1,087 were successfully interviewed yielding
a household response rate of 93 per cent. In the interviewed households, 1,068 women (age 15-49
years) were identified and 997 were successfully interviewed, yielding a response rate of 93 per cent.
In addition, 1,087 children under age five were listed in the households, of whom questionnaires were
completed for 1,072 resulting in a response rate of 99 per cent. Overall response rates of 86 per cent
and 91 per cent realised for the women and under-five interviews, respectively (Table 3.1 (HH.1)).

Table 3.1 (HH.1): Results of household and individual interviews

Number of households, women, and children under 5 by results of the interviews,
and household, women's and under-five's response rates, Isiolo district, Eastern
Province, Kenya 2008

Number of households

Sampled (Hs) 1,200
Occupied (Ho) 1,175
Interviewed (H;) 1,087
Response rate (H;) 92.5

Number of women

Eligible (We) 1,068
Interviewed (W;) 997
Response rate (W,) 93.4
Overall response rate (W) 86.4

Number of children under 5

Eligible (Ce) 1,087
Information collected (C;) 1,072
Response rate (C,) 98.6
Overall response rate (Cq;) 91.2

H; = H; / H, (where H, is HH8 = 1, 2, 3 or 6)

W, =W/ We ; Wor =W, XH,;

CG:=G /G 5 Gy = G X HE

Note: This table is un-weighted, however all other tables presented in this report are
weighted unless mentioned otherwise.

3.2 Characteristics of the Household Population

The age and sex distribution of the survey respondents is presented in Table 3.2 (HH.2). The
distribution is also used to produce the population pyramid in Figure 3.1 (HH.1). A total of 5,012
household members were listed comprising of 2,534 males and 2,478 females respectively, yielding a
sex ratio of 1.02. The age and sex structure is further depicted in Figure 3.1 (HH.1).
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The share of the population below 15 years is almost the same as those between ages 15 to 64,
while that of the elderly (population aged 60 years and above) is only four per cent. The dependency
ratio, defined as the ratio of the population under 15 years of age plus persons aged 65 and over to
persons aged 15-64 is about 107. This indicates that for every 100 persons in the 15-64 age-groups,
there about 107 persons below age 15 or aged above 65 years.

Table 3.2 (HH.2): Household age distribution by sex
Percentage distribution of the household population by five-year age groups and dependency age groups, and
number of children aged 0-17 years, by sex, Isiolo district, Eastern Province, Kenya 2008

Males Females Total
Characteristics Number Per cent Number Per cent Number Per cent
Age
0-4 428 16.9 406 16.4 834 16.6
5-9 418 16.5 436 17.6 853 17.0
10-14 357 14.1 369 14.9 726 14.5
15-19 293 11.6 248 10.0 541 10.8
20-24 177 7.0 217 8.8 394 7.9
25-29 172 6.8 166 6.7 338 6.8
30-34 129 5.1 135 5.5 264 5.3
35-39 88 3.5 100 4.0 188 3.7
40-44 88 8.5 79 3.2 167 3.3
45-49 80 3.1 58 2.3 137 2.7
50-54 101 4.0 97 3.9 198 4.0
55-59 61 2.4 42 1.7 103 2.0
60-64 51 2.0 40 1.6 91 1.8
65-69 23 0.9 17 0.7 39 0.8
70+ 69 2.7 66 2.7 134 2.7
Missing/DK 2 0.1 2 0.1 4 0.1
Dependency age
groups
<15 1,203 47.5 1,211 48.9 2,414 48.2
15-64 1,238 48.9 1,182 47.7 2,420 48.3
65 + 91 3.6 83 3.3 174 3.5
Missing/DK 2 0.1 2 0.1 4 0.1
Children aged 0-17 1,385 54.7 1,343 54.2 2,728 54.4
Adults 18+/Missing/ 1,149 45.3 1,135 45.8 2,284 45.6
DK
Total 2,534 100.0 2,478 100.0 5,012 100.0
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Figure 3.1: Age and Sex Distribution of Household Population
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Table 3.3 (HH.3) further shows information on the characteristics of the households. About
30 per cent of the households are headed by females. The mean household size is 4.6. About five per
cent of the households are reported to have been displaced during the one year period preceding the
survey. Nearly half of the households have at least one child below five years of age, while eight in
ten households have at least a child below age 18 years. Three quarters of the households have at least
one woman in the reproductive age groups (15-49 years).
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Table 3.3 (HH.3): Household composition

Percentage distribution of households by selected characteristics, Isiolo district, Eastern
Province, Kenya 2008

Number of households

Weighted per

Characteristics cent Weighted Un-weighted
Sex of household head

Male 69.8 759.0 771
Female 30.2 328.0 316

Number of household members

1 10.6 115.6 68

2-3 27.3 296.4 265
4-5 28.4 309.1 344
6-7 20.5 222.3 244
8-9 9.9 107.3 119
10+ (3.3) 36.2 a7

Mean household size 4.6 NA NA

Household displaced during last 12

months

Yes 4.6 50 6
No 95.4 1037 1095
Total 100.0 NA NA
At least one child aged < 18 years 80.6 1,087 1,087
At least one child aged < 5 years 51.7 1,087 1,087
At least one woman aged 15-49 years 74.2 1,087 1,087

3.3 Characteristics of Female Respondents

Table 3.4 (HH.4) shows the distribution of female respondents aged 15-49 years by
background characteristics, including age, marital status, mother’s education status* and wealth
index®. Forty three per cent of the women are below age 24 years. Nearly seven out of every ten
women are currently married. Nearly a quarter have never been married or in union. About 76 per
cent had previously given birth, and 52 per cent of women in the reproductive age had never been to
school, with only 13 per cent having attained secondary and above level of education. The majority of
the women (48 per cent) are from households categorised as low wealth index.

* Unless otherwise stated, “education” refers to educational level attended by the respondent throughout this report when it is used as a
background variable.

® Principal components analysis was performed by using information on the ownership of household goods and amenities (assets) to assign
weights to each household asset, and obtain wealth scores for each household in the sample (The assets used in these calculations were as
follows: number of sleeping rooms, type of floor, type of roof, type of walls, type of fuel used for cooking, electricity, radio, television,
telephone (mobile or land line), refrigerator, computer, internet connection, watch, bicycle, motorcycle or scooter, animal drawn cart, car
or truck, boat with motor, source of drinking water and type of sanitation). Each household was then weighted by the number of
household members, and the household population was divided into three groups, based on the wealth scores of households they were
living in. The wealth index is assumed to capture the underlying long-term wealth through information on the household assets, and is
intended to produce a ranking of households by wealth, from poorest to richest. The wealth index does not provide information on
absolute poverty, current income or expenditure levels, and the wealth scores calculated are applicable for only the particular data set they
are based on. Further information on the construction of the wealth index can be found in Rutstein and Johnson, 2004, and Filmer and
Pritchett, 2001.
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Table 3.4 (HH.4): Women's background characteristics

Percentage distribution of women aged 15-49 years by background characteristics, Isiolo district,
Eastern Province, Kenya 2008

Number of women

Weighted per

Characteristics cent Weighted Un-weighted
Age

15-19 21.9 218 190
20-24 21.9 218 242
25-29 17.3 173 187
30-34 14.0 139 152
35-39 9.9 99 99
40-44 8.8 88 72
45-49 6.2 62 58

Marital/Union status

Currently married/in union 68.2 680 718
Formerly married 10.9 109 103
Never married 20.9 209 176

Motherhood status

Ever gave birth 75.9 757 809
Never gave birth 24.1 240 188
Education

None S5 514 531
Primary 34.9 348 349
Secondary + 13.4 134 114
Non-standard Curriculum 0.2 2 3
Wealth index

Low 47.8 476 482
Medium 16.2 162 154
High 36.0 359 361
Total 100.0 997 997

3.4 Characteristics of Children Under Five

Table 3.5 (HH.5) shows the distribution of children under five by background characteristics.
About 12 per cent of children are aged less than 12 months. Sixty four per cent of children have
mothers with no education and only eight per cent have mothers with secondary and above level of
education. More than half (57 per cent) of the children belong to low wealth index households.
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Table 3.5 (HH.5): Children’s background characteristics

Percentage distribution of children under five years of age by background characteristics,
Isiolo district, Eastern Province, Kenya 2008

Number of under-5 children

Weighted
Characteristics per cent Weighted Un-weighted
Sex
Male 51.6 553 563
Female 48.4 519 509
Age
< 6 months 10.5 113 121
6-11 months 12.1 130 131
12-23 months 19.5 209 215
24-35 months 20.3 218 221
36-47 months 20.3 218 211
48-59 months 17.3 186 173
Mother’s education
None 64.4 690 664
Primary 27.7 297 309
Secondary + 7.7 83 96
Non-standard Curriculum 0.2 2 3
Wealth index
Low 57.5 617 565
Medium 16.2 174 170
High 26.3 282 337
Total 100.0 1,072 1,072
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Child Mortality 4

One of the overarching targets of the Millennium Development Goals (MDGs)-Goal 4 and the
World Fit for Children (WFFC) is to reduce infant and under-five mortality. The MDGs called for the
reduction in under-five mortality by two-thirds between 1990 and 2015. Estimates of mortality levels
from the district level MICS were obtained using the direct approach from birth history data. The birth
history obtained from women aged 15-49 years include the numbers of children ever born and living
by sex, and the date of birth of each child ever born alive. If the child is not alive at the time of
survey, information on age of the child at the time of death is also obtained. This is the same approach
used in Demographic Health Surveys (DHS). Therefore, results obtained from the MICS can be
compared to DHS mortality estimates.

Infant mortality is the probability of a child born alive dying before their first birthday, while
under-five mortality is the probability of dying before the fifth birthday. Neonatal mortality is the
probability of dying before one month of life, and post neonatal mortality is the probability of dying
between one month and one year of life. Child mortality refers to the probability of dying between
one and five years of life. These estimates are usually expressed as per 1,000 child births with the
exception of child mortality which is expressed as per 1,000 children surviving up to the first
birthday.

The quality of these mortality estimates depends on the completeness of information obtained
in the birth histories. In many cases women tend to avoid reporting their dead children and this
underestimates the mortality levels.

4.1 Levels of Childhood Mortality

Table 4.1 provides estimates of childhood mortality for the ten year period preceding the
survey. The estimates show that for every 1,000 children born alive in the district, 43 do not live up to
their first birthday and 56 do not live up to the fifth birthday. About 77 per cent of under-five
mortality occurs in the first year of life. Furthermore, 30 per cent of the deaths during infancy occur in
the first month of life (neonatal period).

Table 4.1: Child mortality

Infant and under-five mortality rates by 10 year periods, Isiolo, Eastern, Kenya, 2008

Neonatal Post neonatal Infant Child Under five
Periods of analysis of 10 mortality mortality mortality* mortality mortality**
years Mean Mean Mean Mean Mean
0-9 30 13 43 13 56
10-19 18 25 44 16 59

*MICS indicator 2; MDG indicator 14
**MICS indicator 1; MDG indicator 13
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Nutrition 5

Children’s nutritional status is the result of interactions between food consumption and the
overall status of health and care practices. At the individual level, inadequate or poor feeding patterns
lead to malnutrition. Numerous socio-economic and cultural factors influence decisions on care and
feeding patterns, and hence children’s nutritional status. When children do not have access to an
adequate food supply, and/or are exposed to repeated illness, it may lead to malnutrition.

Malnutrition is associated with more than half of all childhood deaths worldwide.
Undernourished children are more likely to die from common childhood ailments, and for those who
survive, they tend to experience recurring sicknesses and faltering growth. The Millennium
Development Goal 1 (target 2), is to reduce by half, the proportion of the population below the
minimum level of dietary energy consumption, between 1990 and 2015. The World Fit for Children
goal is to reduce the prevalence of malnutrition among children under five years of age, by at least
one-third (between 2000 and 2010), with special attention to children under two years of age. A
reduction in the prevalence of malnutrition will assist in the goal to reduce child mortality.

5.1 Nutritional Status

The government and other development partners including WHO and UNICEF aim to scale
up proven, high-impact, cost-effective health and nutrition interventions, to reduce the number of
neonatal and child deaths from preventable and easily treatable causes. In a well-nourished
population, there is a reference distribution of height and weight for children under age five. The
extent of under-nourishment in a population can be gauged by comparing measures of nutritional
status of children in a given population to that of the reference population. This report adopts the
WHO/CDC/NCHS reference. Three standard indices of physical growth that describe nutritional
status of children under five are: weight-for-age (underweight), height-for-age (stunting) and weight-
for-height (wasting). Each of the three nutritional status indicators is expressed in standard deviations
(often referred to as z-scores), from the median of the reference population.

Height-for-age is a measure of linear growth. Children whose height-for-age is more than two
standard deviations below the median of the reference population are considered short for their age
and are classified as moderately stunted. Those whose height-for-age is more than three standard
deviations below the median are classified as severely stunted. Stunting is a reflection of chronic
malnutrition resulting from failure to receive adequate nutrition over a long period, and of recurrent or
chronic illness.

Children whose weight-for-height is more than two standard deviations below the median of
the reference population are classified as moderately wasted, while those who fall more than three
standard deviations below the median are severely wasted. Wasting is usually the result of a recent
nutritional deficiency. The indicator may exhibit significant seasonal shifts associated with changes in
the availability of food or disease prevalence.

Weight-for-age is a composite index of height-for-age and weight-for-height. It does not
distinguish between acute malnutrition (wasting) and chronic malnutrition (stunting). Thus a child can
be underweight for his/her age because she/he is stunted, wasted or both. Children whose weight-for-
age is more than two standard deviations below the median of the reference population are considered
moderately underweight while those whose weight-for-age is more than three standard deviations
below the median are classified as severely underweight.
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In the district level MICS, weights and heights of all children aged 6-59 months were
measured using anthropometric equipment recommended by UNICEF (UNICEF, 2006). Findings in
this section are based on the results of these measurements.

Table 5.1 (NU.1) shows the distribution of children classified into each of the above
categories. However, for weight-for-height, the proportion whose weight-for-height is above two
standard deviations from the median of the reference population has been included. Such children are
considered to be overweight. The information presented in Table 5.1 excludes children who were not
weighed and measured (approximately two per cent), and those whose measurements are outside a
plausible range.

Results indicate that 22 per cent of children aged 6-59 months are moderately underweight,
about 15 per cent are moderately stunted, and 12 per cent are moderately wasted. It is also evident that
education influences malnutrition; the proportion of underweight or stunted children whose mothers
have secondary or higher education is lower than that of children whose mothers have no education.
Similarly, the proportion of under-weight, stunted or wasted children from high wealth index
households is relatively lower than for children from medium and low wealth index households.
Interestingly, although a small proportion of children were over-weight, the proportion of children
who are over-weight (obese) seems to increase with increasing levels of mother’s educational
attainment.

There are minimal differences in the nutritional status of male and female children. However,
with respect to age (see Figure 5.1), children aged 12-23 months are more likely to be stunted than
other age groups. This pattern is expected since it’s related to the age at which many children are
weaned. The figure also shows that malnutrition increases after 42 months when, arguably, children
become more independent of their mothers.
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Table 5.1 (NU.1): Child malnourishment

Percentage of children aged 6-59 months who are severely or moderately malnourished, Isiolo district, Eastern
Province, Kenya 2008

Weight-for-age Height-for-age Weight-for-height Number
% % % % % % % of
children
-2 -3 -2 -3 aged

Characteristics -2SD  -3SDh* SD** SD** SD***  SD*** + 2 SD 6-59
Sex
Male 22.3 4.2 15.3 5.8 11.8 3.1 1.0 424
Female 22.0 5.8 15.4 4.2 12.7 2.6 0.6 412
Age
6-11 months 10.1 1.4 A5 1.0 10.3 2.0 3.0 105
12-23 months 24.4 6.9 22.6 6.0 10.7 4.1 0.2 182
24-35 months 26.6 5.5 16.4 5.9 13.3 5.4 0.9 193
36-47 months 18.5 6.1 13.2 4.3 10.9 0.5 0.8 191
48-59 months 27.4 3.4 16.5 6.6 155 2.0 0.0 159
Mother’s
education
None 25.1 5.6 18.3 5.4 14.0 2.8 0.2 523
Primary 19.9 5.2 115 5.3 11.1 3.6 1.2 242
Secondary + 8.3 0.0 6.9 1.5 3.1 0.5 45 70
Non Standard *) *) *) *) *) *) *) 2
Wealth index
Low 27.1 6.1 19.6 6.5 16.1 35 0.2 464
Medium 22.1 4.9 13.6 4.0 9.8 3.0 0.0 147
High 12.0 2.9 7.7 2.5 5.8 1.4 2.6 226
Total 22.1 5.0 15.3 5.0 12.2 2.9 0.8 837

*MICS indicator 6; MDG indicator 4

**MICS indicator 7

*MICS indicator 8

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Columns 1 and 2 refer to children whose weight for age z-scores (i.e., the exact number of standard deviations
from the median) fall below -2 standard deviations (moderately underweight) and -3 standard deviations
(severely underweight) from the median weight for age of the NCHS reference population. Columns 3 and 4
refer to children whose height for age z-scores fall below -2 standard deviations (moderately stunted or short
for their age) and -3 standard deviations (severely stunted or short for their age) from the median height for
age of the reference population. Stunted children are considered as chronically undernourished. Columns 5 and
6 refer to children whose weight for height z-scores fall -2 standard deviations (moderately wasted) or -3
standard deviations (severely wasted) from the weight for height of the reference population. Wasting is
usually the result of a recent nutritional deficiency. The table also includes the percent of children who are
overweight, which takes into account those children whose weight for height is above 2 standard deviations
from the median of the reference population.

The per cent ‘below -2 standard deviations’ includes those who fall -3 standard deviations below the median.
Children whose height or weights are missing are excluded from the calculations. If height and weight data are
missing for more than 10 per cent of under-five children, caution should be exercised in the interpretation of
the results. In addition, children for whom the indices are out of range are omitted.
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Figure 5.1: Percentage of children age 6-59 months who are undernourished
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5.2 Breastfeeding

Breastfeeding for the first few years of life protects children from infection, provides an ideal
source of nutrients, and is economical and safe. However, many mothers stop breastfeeding too soon
and there are often pressures to switch to infant formula, which can contribute to growth faltering and
micronutrient deficiency, and is unsafe if clean water is not readily available. The World Fit for
Children goal states that children should be exclusively breastfed for six months and continue to be
breastfed with safe, appropriate and adequate complementary feeding for up to two years of age and
beyond.

WHO/UNICEF have the following feeding recommendations:
e Exclusive breastfeeding for the first six months
e Continued breastfeeding for two years or more
e Safe, appropriate and adequate complementary foods beginning at 6 months
e Frequency of complementary feeding: 2 times per day for 6-8 month olds; 3 times per day for
9-11 month olds.

It is also recommended that breastfeeding be initiated within one hour of birth.

The indicators of recommended child feeding practices are as follows:
= Exclusive breastfeeding rate (< six months & < four months)
e Timely complementary feeding rate (6-9 months)
= Continued breastfeeding rate (12-15 & 20-23 months)
e Timely initiation of breastfeeding (within one hour of birth)
e Frequency of complementary feeding (6-11 months)
e Adequately fed infants (0-11 months)

Table 5.2 (NU.2) indicates that in Isiolo district, 53 per cent of women who had a live birth in
two years preceding the survey started breastfeeding their infants within one hour of birth, while 78
per cent did so within one day. However, it should be noted that women who started breastfeeding
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within one day of birth also include those who started within one hour. More than half of the mothers
with no education or with primary education start breastfeeding their new-born within one hour of
birth compared to 44 per cent of mothers with secondary or higher education. With regard to
household wealth index, 60 per cent of women in the medium category initiated breastfeeding within
one hour of birth compared to 54 and 48 per cent for those from low and high wealth index
households, respectively.

Table 5.2 (NU.2): Initial breastfeeding

Percentage of women aged 15-49 years with a birth in the two years preceding the survey who breastfed their
baby within one hour of birth and within one day of birth, Isiolo District, Eastern Province, Kenya 2008

Number of women

Percentage who started Percentage who started with a live birth in the
breastfeeding within one breastfeeding within one two years preceding
Characteristics hour of birth* day of birth** the survey
Months since birth
< 6 months 55.0 79.2 92
6-11 months 59.1 82.2 100
12-23 months 48.0 76.1 150
More than 23 months (56.5) (70.9) 25
Mother’s education
None 55.1 76.3 231
Primary 51.4 79.8 110
Secondary + (43.5) (88.5) 24
Non Standard
Curriculum *) ™*) 1
Wealth index
Low 54.1 76.0 218
Medium 60.2 79.8 51
High 48.0 82.2 97
Total 53-8 78.2 366

*MICS indicator 45

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Information regarding exclusive breastfeeding and complementary feeding is provided in
Tables 5.3a and 5.3b (NU.3) and Figure 5.2. The information is based on the mothers/caretakers
report of children’s consumption of food and fluids in the 24 hours prior to the interview. Exclusively
breastfed refers to infants who received only breast milk (and vitamins, mineral supplements, or
medicine).

Table 5.3a shows exclusive breastfeeding of infants during the first six months of life
(separately for 0-3 months and 0-5 months).

Only 19 per cent of children aged less than six months are exclusively breastfed, which is low
if exclusive breastfeeding is recommended for the first six months of birth. Male children are more
likely to be exclusively breastfed than females during 0-3 months and also for the 0-5 months period.

16 Nutrition



Table 5.3a (NU.3): Breastfeeding
Percentage of living children according to breastfeeding status at each age group, Isiolo district, Eastern
Province, Kenya 2008
Children 0-3 months Children 0-5 months
Percentage
Percentage Number of exclusively Number of
Characteristics exclusively breastfed children breastfed * children
Sex
Male 25.3 48 22.1 74
Female (13.1) 25 (13.6) 39
Mother's education
None 20.3 50 21.0 74
Primary ™) 19 (19.0) 32
Secondary+ *) 3 *) 6
Non-standard curriculum 0 0
Wealth index
Lowest (17.9) 45 17.3 67
Middle @) 10 @) 17
Upper *) 18 (17.2) 29
Total 21.1 73 19.2 113
*MICS indicator 15
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
Note: Breastfeeding status is based on mother’s or caretaker's reports of children’s consumption in the 24
hours prior to the interview. Exclusive breastfeeding refers to children who receive only breast milk, or breast
milk and vitamins, mineral supplements, or medicine.

Table 5.3b (NU.3) indicates that about 44 per cent of children aged 6-9 months, are receiving breast
milk and solid or semi-solid foods. The percentages that are still breastfed by ages 12-15 months is 81
per cent, and about 38 per cent for the age group 20-23 months.
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Table 5.3b (NU.3): Complementary feeding
Percentage of living children according to breastfeeding status at each age group, Isiolo district, Eastern
Province, Kenya 2008
Children age 12-15 Children age 20-23
Children age 6-9 months months months
Percentage
receiving

breast milk Number Number

and solid/ of Percentage of Per cent Number of
Characteristics mushy food children breastfed children breastfed children
Sex
Male (36.9) 37 (84.7) 37 (39.2) 25
Female (49.9) a7 (77.5) 38 (36.7) 29
Mother’s education
None (28.5) 42 77.7 54 (42.6) 34
Primary (60.9) 32 NS 16 NS 16
Secondary + NS 9 NS 11 NS 2
Wealth index
Low (36.7) 44 (80.3) 36 (40.3) 33
Medium ™*) 12 *) 38 *) 5
High (54.1) 28 *) 15 *) 15
Total 44.1 84 81.0 74 37.9 58
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Figure 5.2 shows the detailed pattern of breastfeeding by child age in months. Even at the
earliest ages, majority of children are receiving liquids or foods other than breast milk. By the end of
the sixth month, the percentage of children who are exclusively breastfed is about seven, however
only 15 per cent are still breastfed after 24 months of age.
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Figure 5.2: Percentage distribution of children aged under 3 years by feeding
pattern, Isiolo district, 2008
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The adequacy of infant feeding in children under 12 months is summarized in Table 5.4
(NU.4). Several criteria of adequate feeding are defined and used depending on the age of the child.
For infants aged 0-5 months, exclusive breastfeeding is considered as adequate feeding. Infants aged
6-8 months are considered to be adequately fed if they are receiving breast milk and complementary
food at least twice per day, while infants aged 9-11 months are considered to be adequately fed if they
are receiving breast milk and eating complementary food at least three times a day.

One out of every five children aged 0-5 months is currently exclusively breastfed. Among
children aged 6-8 months, 35 per cent are receiving breast milk and complementary food. The data
further shows that only 32 per cent of children aged 6-11 months are being adequately fed. Adequate
feeding among all infants (aged 0-11) is low at 26 per cent. The adequacy in feeding does not vary
substantially among male and female children, except for the exclusively breastfed among children
aged 0-5 months where a higher proportion of male children are breastfed compared to females. The
analysis of adequacy in feeding by household wealth index is unclear with wide variations depending
on child age. For example, among the 0-5 months aged children who are meant to be exclusively
breastfed, 17 per cent of children from low and high wealth index households are adequately breastfed
versus an estimated 31 per cent for middle wealth index households.
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Table 5.4 (NU.4): Adequately fed infants

Percentage of infants under 6 months of age exclusively breastfed, percentage of infants 6-11 months who
are breastfed and who ate solid/semi-solid food at least the minimum recommended number of times
yesterday and percentage of infants adequately fed, Isiolo district, Eastern Province, Kenya 2008

Percentage of infants

6-11 months who
received breast-

6-8 months 9-11 months who milk and
who received received breast- complementary
breast-milk and milk and food at least the
complementary complementary minimum 0-11 months  Number of
0-5 months food at least 2 food at least 3 recommended who were infants
exclusively times in prior times in prior 24 number of times appropriately  aged 0-11
Characteristics breastfed 24 hours hours per day* fed** months
Sex
Male 22.1 34.0 23.6 28.7 25.0 131
Female 13.6 34.9 35.9 35.4 27.9 112
Mother's education
None 21.0 22.2 17.5 19.4 20.2 148
Primary 19.0 46.3 54.0 48.8 35.7 73
Secondary+ (0.0) (39.5) (82.8) (56.9) (38.5) 20
Non-standard 0.0 0.0 0.0 0.0 0.0 1
curriculum
Wealth
index
Lowest 17.3 37.6 16.2 26.4 22.0 140
Middle (30.6) (27.2) (23.3) (25.2) (27.8) 34
Upper 17.2 32.5 66.1 47.2 34.4 68
Total 19.2 34.5 30.4 32.4 26.3 242

* MICS indicator 18

** MICS indicator 19

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figure
in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

5.3 Salt lodization

lodine Deficiency Disorder (IDD) is the world’s leading cause of preventable mental
retardation and impaired psychomotor development in young children. In its most extreme form,
iodine deficiency causes cretinism. It also increases the risks of stillbirth and miscarriage in pregnant
women. lodine deficiency is most commonly and visibly associated with goitre. IDD takes its greatest
toll by impairing mental growth and development, contributing in turn to poor school performance,
reduced intellectual ability, and impaired work performance. The international goal is to achieve
sustainable elimination of iodine deficiency by 2005. The indicator is the percentage of households
consuming adequately iodized salt (>15 parts per million).

In about 86 per cent of households, salt used for cooking was tested for iodine content by
using salt test kits and testing for the presence of potassium iodide. Table 5.5 (NU.5) shows that 14
per cent of households did not have any salt available, with the proportions being highest for those
from the low wealth index category (20 per cent). On the other hand, about 83 per cent of households
had salt that was adequately iodized (containing 15 parts per million or more of iodine), with the rate
increasing marginally with increasing levels of wealth status.
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Table 5.5 (NU.5): lodized salt consumption

Percent age of households consuming adequately iodized salt, Isiolo district, Eastern Province, Kenya 2008

Percentage of households

Percentage Salt test result Number of
of households in
households Number of which salt was
in which salt  households <15 15+ tested or with
Wealth index was tested interviewed  No salt PPM PPM* Total no salt
Low 79.6 544 20.4 3.2 76.4 100.0 544
Medium 93.4 169 6.6 5.3 88.1 100.0 169
High 93.0 374 6.5 4.6 88.9 100.0 372
Total 86.4 1,087 13.5 4.0 82.5 100.0 1,085

*MICS indicator 41

5.4 Vitamin A Supplements

Vitamin A is essential for eye health and proper functioning of the immune system. It is found
in foods such as milk, liver, eggs, red and orange fruits, red palm oil and green leafy vegetables,
although the amount of vitamin A readily available to the body from these sources varies widely. In
developing areas of the world, where vitamin A is largely consumed in the form of fruits and
vegetables, daily per capita intake is often insufficient to meet dietary requirements. Inadequate
intakes are further compromised by increased requirements for the vitamin as children grow or during
periods of illness, as well as increased losses during common childhood infections. As a result,
vitamin A deficiency is quite prevalent in the developing world and particularly in countries with the
highest burden of under-five deaths.

The 1990 World Summit for Children set the goal of virtual elimination of vitamin A
deficiency and its consequences including blindness, by the year 2000. This goal was also endorsed at
the Policy Conference on Ending Hidden Hunger in 1991, the 1992 International Conference on
Nutrition, and the UN General Assembly's Special Session on Children in 2002. The critical role of
vitamin A for child health and immune function, also makes control of deficiency a primary
component of child survival efforts, and is therefore critical to the achievement of the fourth
Millennium Development Goal, a two-thirds reduction in under-five mortality by the year 2015.

For countries with vitamin A deficiency problems, current international recommendations call
for high-dose of vitamin A supplementation every four to six months, targeted to all children between
the ages of 6 to 59 months living in affected areas. Providing young children with two high-dose
vitamin A capsules a year is a safe, cost-effective, efficient strategy for eliminating vitamin A
deficiency and improving child survival. Giving vitamin A to new mothers who are breastfeeding
helps protect their children during the first months of life and helps to replenish the mother's stores of
vitamin A, which are depleted during pregnancy and lactation. For countries with vitamin A
supplementation programs, the definition of the indicator is the percentage of children 6-59 months of
age who received at least one high-dose vitamin A supplement in the six months preceding the survey.
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Based on UNICEF/WHO guidelines, the Government of Kenya recommends that children
aged 6-11 months be given one high dose Vitamin A capsule, and those aged 12-59 months, be given
a vitamin A capsule every six months. In some parts of the country, vitamin A capsules are linked to
immunization services and are given when the child has contact with these services after six months
of age. It is also recommended that mothers take a vitamin A supplement within eight weeks of giving
birth because of increased vitamin A requirements during pregnancy and lactation.

Results of the survey show that 31 per cent of the children aged 6-59 months never received
any vitamin A supplementation (Table 5.6 (NU.6)). Less than one quarter (23 per cent) of children
aged 6-59 months received a high-dose vitamin A supplement within the six months prior to the
survey. About 32 per cent did not receive the supplement in the last 6 months, but did receive one
prior to that time. An estimated 13 per cent of children received a vitamin A supplement at some time
in the past but their mother/caretaker was unable to specify when.

Vitamin A supplementation coverage does not vary much among female and male children.
Vitamin A supplementation within the six months prior to the survey declined by more than half
among children aged 12-23 months relative to those aged 6-11 months. The mother’s level of
education is also related to the likelihood of receiving vitamin A supplementation. The percentage of
children who received a supplement in the last six months preceding the survey doubled from 20 per
cent among children whose mothers had primary education to 41 per cent per cent among children of
mothers with secondary or higher education. Household wealth index shows a different pattern from
that of education of the mother i.e. the proportion of children receiving vitamin A supplementation
increases with increasing levels of the household wealth index.
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Table 5.6 (NU.6): Children’'s vitamin A supplementation

Percentage distribution of children aged 6-59 months by whether they have received a high dose vitamin A
supplement in the last 6 months, Isiolo, Eastern Province, Kenya 2008

Percentage of children who Number
received vitamin A: of
Within Prior to Not Not sure if  Never children
last 6 last 6 sure received  received aged 6-59
Characteristics months* months when  vitamin A vitamin A Missing  Total months
Sex
Male 24.5 33.1 12.4 1.1 29.0 0.7 100 479
Female 22.2 30.7 14.3 0.7 32.0 0.2 100 481
Age
6-11 months 54.0 5.4 3.8 0.8 35.1 3.1 100 113
12-23 months 23.1 31.0 14.1 1.1 30.7 0.0 100 209
24-35 months 17.4 37.9 13.7 0.4 30.5 0.0 100 218
36-47 months 15.8 33.2 135 1.7 35.7 0.0 100 218
48-59 months 18.2 42.8 18.9 0.5 19.7 0.0 100 186
Mother’s
education
None 22.4 29.3 12.2 1.1 35.0 0.5 100 616
Primary 20.4 37.1 17.5 0.4 24.5 0.3 100 265
Secondary + 40.9 33.8 8.9 1.3 15.1 0.0 100 76
Non-standard *) *) *) *) *) *) *) 2
Curriculum
Wealth index
Low 19.0 29.5 14.2 0.9 36.3 0.6 100 549
Medium 27.2 35.0 11.9 0.6 25.3 0.0 100 157
High 30.5 35.1 12.4 1.2 20.9 0.3 100 253
Total 23.4 31.9 13.4 0.9 30.5 0.4 100 959

*MICS indicator 42

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

About half of the mothers (48 per cent) with a birth in the previous two years before the
survey received a vitamin A supplement within eight weeks of the birth (Table 5.7 (NU.7)). Vitamin
A coverage increases with the education of the mother i.e. 44 per cent of mothers with no education
received vitamin A supplementation compared with 69 per cent among mothers with secondary or
higher education levels.
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Table 5.7 (NU.7): Post-partum mothers' vitamin A supplementation

Percentage of women aged 15-49 years with a live birth in the 2 years preceding the survey by whether
they received a high dose vitamin A supplement before the infant was 8 weeks old, Isiolo, Eastern
Province, Kenya 2008

Received vitamin A Not sure if received Number of women aged
Characteristics supplement* vitamin A 15-49 years
Education
None 43.5 0.6 231
Primary 51.7 0.5 110
Secondary + (69.2) (3.0) 24
Non-standard curriculum ™) ™*) 1
Wealth index 42.2 0.7 218
Low 60.1 0.0 51
Medium 53.6 1.4 97
High
Total 47.7 0.8 366

*MICS indicator 43

* The numerator includes all women who say they received a vitamin A dose in the first two months after
their last birth (even if their last birth was less than two months prior to the interview). The denominator
includes women who had a live birth in the two years preceding the date of interview.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

5.5 Low Birth Weight

Weight at birth is a good indicator not only of a mother's health and nutritional status but also
of the newborn's chances of survival, growth, long-term health and psychosocial development. Low
birth weight (less than 2,500 grams) carries a range of grave health risks for children. Babies who
were undernourished in the womb face a greatly increased risk of dying during their early months and
years. Those who survive have impaired immune function and face an increased risk of having
diseases. Such children are likely to remain undernourished, with reduced muscle strength throughout
their lives, and suffer a higher incidence of diabetes and heart disease in later life. Children born
underweight also tend to have a lower 1Q and cognitive disabilities, which affects their performance
in school and their job opportunities as adults.

In the developing world, low birth weight stems primarily from the mother's poor health and
nutrition. Three factors with the most impact are: the mother's poor nutritional status before
conception, short stature (due mostly to under nutrition and infections during her childhood), and poor
nutrition during the pregnancy. Inadequate weight gain during pregnancy is particularly important
since it accounts for a large proportion of foetal growth retardation. Moreover, diseases such as
diarrhoea and malaria which are common in many developing countries can significantly impair foetal
growth if the mother becomes infected during pregnancy.

In the industrialized world, cigarette smoking during pregnancy is the leading cause of low
birth weight. In developed and developing countries alike, teenagers who give birth when their own
bodies have yet to finish growing run the risk of bearing underweight babies.

One of the major challenges in measuring the incidence of low birth weight is the fact that
more than half of infants in the developing world are not weighed. In the past, most estimates of low
birth weight for developing countries were based on data compiled from health facilities. However,
these estimates are biased for most developing countries because the majority of newborns are not
delivered in facilities, and those who are, represent only a smaller proportion of all births.
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Since many infants are not weighed at birth and those who are weighed may be a biased
sample of all births, the reported birth weights usually cannot be used to estimate the prevalence of
low birth weight among all children. Therefore, the proportion of births weighing below 2,500 grams
is estimated from two items in the questionnaire: the mother’s assessment of the child’s size at birth
(i.e., very small, smaller than average, average, larger than average, very large), and the mother’s
recallﬁof the child’s weight or the weight as recorded on a health card, if the child was weighed at
birth.

Table 5.8 (NU.8) shows that about 46 per cent of births were weighed at birth and
approximately 11 per cent of infants are estimated to weigh less than 2,500 grams at birth. It is also
evident that only one third of births by women with no education were weighed at birth compared
with nine out of ten births for mother’s who have secondary education or more. The proportion of
babies weighed at birth increases with increasing levels of household wealth index. For example, 81
per cent of infants from high wealth index households were weighed at birth versus only 29 per cent
among those from low wealth index households.

Table 5.8 (NU.8): Low birth weight infants

Percentage of live births in the 2 years preceding the survey that weighed below 2500
grams at birth, Isiolo district, Eastern Province, Kenya 2008

Percentage of live births:

Characteristics Below 2500 Weighed at Numbgr of live
grams* birth** births
Mother’s education
None 11.2 33.6 231
Primary 10.5 60.6 110
Secondary + 9.8 90.5 24
Non-standard Curriculum ™*) ™*) 1
Wealth index
Low 11.7 29.3 218
Medium 10.4 48.6 51
High 9.6 80.6 97
Total 10.9 45.6 366

*MICS indicator 9
**MICS indicator 10

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases
and has been suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49
unweighted cases.

Figure 5.3 shows that although the proportion of births estimated to weigh less than 2,500
grams at birth declines by mother’s level of education attainment, these differences remain very slim.
A similar conclusion can be made by variations in the levels of the household wealth index.

6

For a detailed description of the methodology, see Boerma, Weinstein, Rutstein and Sommerfelt, 1996.
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Figure 5.3: Percentage of infants weighing Less Than 2500
Grams at Birth
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5.6 Food Relief

Table 5.9 provides summary information on food relief and distribution. About 21 per cent of
the households are registered as beneficiaries of food distribution programs in Isiolo district with the
proportion of registered households declining with increasing levels of household wealth index.
Among those registered, close to one in three (31 per cent) households received food supplies during
the previous one week prior to the survey, 35 per cent received during the last one month, while 24
per cent received between 1-3 months before the survey. A modest four per cent of all households
reported the relief supply to be sufficient for their household food needs.

Table 5.9 (NU11): Food relief

Percentage of households registered as beneficiary of food distribution program, and of those registered, time
of last receipt of food and whether meeting their full requirement or not, Isiolo district, Eastern Province,
Kenya 2008

Percentage of households by time last receipt of
food distribution

Percentage
of Number of
Percentage households households
households reporting registered
registered as supply as
beneficiary Within Within Between Between meeting all  beneficiary
of food Total number  one one 1-3 3-6 After 6  their food of food
Wealth index distribution of households  week month months  months months needs distribution
Low 29.6 544 24 40.5 22.9 55 75 5.9 161
Medium 22.5 169 24.2 47.0 26.3 4.8 7.0 7.5 38
High 8.0 374 41.2 19.4 23.5 9.9 15.9 0.8 30
Total 21.1 1,087 31.4 35.4 23.5 6.0 8.6 4.4 229
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Child Health 6

6.1 Immunization

The Millennium Development Goal (MDG) 4 is to reduce child mortality by two thirds
between 1990 and 2015. Immunization plays a key part in this goal. Immunization has saved the lives
of millions of children in the three decades since the launch of the Expanded Programme on
Immunization (EPI) in 1974. Worldwide, there are still 27 million children not reached by routine
immunization and as a result, vaccine-preventable diseases cause more than two million deaths
every year.

A World Fit for Children goal is to ensure full immunization of children under one year of
age at 90 per cent nationally, with at least 80 per cent coverage in every district or equivalent
administrative unit. The Kenya Expanded Programme on Immunizations (KEPI) and the Malezi Bora
(a comprehensive initiative to protect children’s health in Kenya) campaigns are playing key roles in
this regard.

In Kenya, and in accordance with the Ministry of Health guidelines, a child should by the age
of 12 months receive a BCG vaccination to protect him/her against tuberculosis, three doses of DPT
to protect against diphtheria, pertussis and tetanus, and three doses of Polio vaccine. The measles
vaccine should be administered by the age of nine months according to UNICEF and WHO
guidelines.

In this survey, mothers or caretakers of children below five years of age were asked to
provide vaccination cards, from which interviewers copied vaccination information onto the
questionnaire. However, information about children with no immunization card was obtained using a
set of structured direct questions on immunization. The immunization coverage shown in this report
includes information from cards as well as re-call, unless mentioned otherwise.

The results of the survey are displayed in Table 6.1 (CH.1), Table 6.2 (CH.2) and Figure 6.1,
respectively.

Among all the children aged 12-23 months, 84 per cent received a BCG vaccination by the
age of 12 months (Table 6.1). About 78 per cent received the first dose of DPT. This proportion
however declines marginally for subsequent doses of DPT (Figure 6.1). Similarly, 84 per cent of
children received Polio 1 by age 12 months, and this declines to 69 per cent for Polio 3. The coverage
for measles vaccine which is meant to be given at 9 months of age is much lower than for all other
vaccines at 55 per cent using the cut-off age of 12 months. In other wards, although 60 per cent of
children aged 12-23 months received measles vaccine, only 55 per cent received it by their first
birthday. About 39 per cent of children in Isiolo district received all the recommended vaccinations by
their first birthday which is way below the national and recommended average coverage of at least 90
per cent. The proportion of children who reportedly did not receive any vaccines was 12 per cent
which is again higher than the national average.
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Table 6.1 (CH.1): Vaccinations among children

Percentage of children aged 12-23 months immunized against childhood diseases at any time before the survey and
before the first birthday, Isiolo district, Eastern Province, Kenya 2008

) Percentage of children who received: Number of
Vaccinated at any children
time before the BCG DPT DPT DPT3* Polio Polio Polio Polio Measle All** aged 12-23
survey * 1 2 * 0 1 2 JFrE gERRE il None months
According to:

Vaccination card 68.6 61.3 59.4 55,6 544 68.6 66.1 619 45.0 41.1 0.0 209
Mother’s report 17.1 165 15.2 13.1 10.8 16.9 155 7.4 15.2 4.6 11.7 209
Either 85.7 77.8 747 68.6 652 855 816 69.3 60.2 45.8 11.7 209
Vaccinated by 12 843 77.8 739 68.6 63.8 835 816 69.3 54.5 38.7 11.7 209

months of age

*MICS indicator 25

**MICS indicator 27

***MICS indicator 26

****MICS indicator28; MDG indicator 15

Total number of 12-23 month olds vaccinated with BCG, (OPV3, DPT3, Measles, HepB, or HiB) before 12 months, as validated by
card or mother’s recall. To estimate the number of children without a card to have received vaccine before 1% birthday the
proportion of vaccinations given during the first year of life is assumed to be the same as for the proportion of children with a card
that received the vaccine before 1°* birthday.

*****MICS indicator 31

*Children who received ‘all” vaccinations are those who have received 3 doses of DPT, 3 doses of Polio (excluding Polio 0), BCG,
and Measles.

Figure 6.1: Percentage of children aged 12-23 months who
received the recommended vaccinations by 12 months
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Table 6.2 (CH.2) shows vaccination coverage rates among children aged 12-23 months by
background characteristics. Only 71 per cent of children’s health cards were available, suggesting the
extent to which mothers’ or caretakers’ recall was relied on. The proportion of children aged 12-23
months receiving all vaccinations was higher for males (52 per cent) than females (40 per cent).
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Table 6.2 (CH.2): Vaccinations by background characteristics

Percentage of children aged 12-23 months currently vaccinated against childhood diseases, Isiolo district, Eastern Province, Kenya

2008
Percentage of children who received:
Number
Per of
centage  children
with aged
DPT DPT DPT Polio Polio Polio Polio health 12-23
Characteristics BCG 1 2 3 0 1 2 3 Measles All None card months
Sex
Male 88.8 79.2 75.3 69.8 64.9 88.2 82.8 70.8 62.2 51.8 10.0 74.6 104
Female 82.7 76.5 74.0 67.5 65.5 82.8 80.3 67.9 58.3 39.8 183 67.1 105
Mother’s
education
None 82.0 75.7 73.2 65.5 58.3 82.9 78.7 66.6 54.9 40.0 14.5 67.9 148
Primary (96.0) (85.2) (79.3) (76.7) (82.1) (93.2) (89.3) (78.8) (73.1) (62.2) (3.3) (82.1) 49
Secondary + *) (@) * * * *) *) *) * * *) * 12
Wealth
index
Low 87.7 82.1 79.5 70.6 63.5 86.3 83.7 69.1 54.8 41.8 10.2 75.1 120
Medium (89.2) (82.4) (78.7) (75.6) (51.7) (95.0) (91.4) (83.5) (83.4) (61.8) (2.6) (68.1) 30
High 80.0 66.7 62.5 61.0 75.7 78.8 72.0 62.4 59.5 45.6 19.5 63.2 58
Total 85.7 77.8 74.7 68.6 65.2 85.5 81.6 69.3 60.2 458 11.7 70.8 209

Note: The calculation is the same as the top panel of Table 6.1 (i.e., the child’'s age at vaccination is not taken into account). Children who were
vaccinated at any time before the survey are included in the numerator.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.

6.2 Tetanus Toxoid

One of the MDGs seeks to reduce by three quarters the maternal mortality ratio (MMR), with
one strategy being to eliminate maternal tetanus. While another goal seeks to reduce the incidence of
neonatal tetanus to less than one case per 1,000 live births in every district. A World Fit for Children
(WFFC) goal was to eliminate maternal and neonatal tetanus by 2005.

Prevention of maternal and neonatal tetanus requires that all pregnant women receive at least
two doses of tetanus toxoid vaccine. However, if women have not received two doses of the vaccine
during pregnancy, they (and their newborn) would be considered protected if the following conditions

are met:

Received at least two doses of tetanus toxoid vaccine, the last within the previous three years;

Received at least three doses, the last within the previous five years;
Received at least four doses, the last within 10 years;
Received at least five doses during lifetime.
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Table 6.3 (CH.3) shows the protection status from tetanus of women who had a live birth
within the 12 months prior to the survey. Fifty-eight per cent of the women received the required two
doses during pregnancy, with the proportions increasing with increasing levels of wealth index and
education levels of the mothers. About 62 per cent of women who gave birth in the 12 months
preceding the survey had adequate protection. Women aged 35-49 years had the lowest proportion of
those protected (47 per cent), while the other age groups had at least 60 per cent coverage or
protection. The proportion receiving tetanus protection increased with increasing levels of household
wealth index.

Table 6.3 (CH.3): Neonatal tetanus protection

Percentage of mothers with a birth in the last 12 months protected against neonatal tetanus, Isiolo district,
Eastern Province, Kenya 2008

Percentage of mothers with a birth in the last 12 months who:

Received
Received at least 2 Received Received Received
at least 2 doses, the at least 3 at least 4 at least 5
doses last within doses, last  doses, last doses Protected

Characteristics during last prior 3 within prior  within prior during against Number of

pregnancy years 5 years 10 years lifetime tetanus™ mothers
Age
15-19 68.2 1.8 0.0 0.0 0.0 70.1 46
20.-24 5159 5.3 0.0 0.0 0.0 60.8 114
25-29 63.9 0.5 0.0 0.0 0.0 64.4 80
30-34 59.5 7.6 0.0 0.0 0.0 67.0 67
35-49 42.6 4.7 0.0 0.0 0.0 47.4 59
Education
None 50.5 4.2 0.0 0.0 0.0 54.7 231
Primary 67.5 4.4 0.0 0.0 0.0 71.9 110
Secondary + (78.3) (2.5) (0.0) (0.0) (0.0) (80.7) 24
Non-standard *) *) *) *) *) *) 1
Curriculum
Wealth index
Low 49.2 3.9 0.0 0.0 0.0 53.1 218
Medium 57.1 7.6 0.0 0.0 0.0 64.7 Sill
High 76.5 2.9 0.0 0.0 0.0 79.4 97
Total 57.6 4.1 0.0 0.0 0.0 61.7 366

*MICS indicator 32

Tetanus toxoid injections are given to women during pregnancy to protect infants from neonatal tetanus, a major cause of
infant death that is due primarily to unsanitary conditions during childbirth. Two doses of tetanus toxoid during pregnancy
offer full protection. However, if a woman was vaccinated during a previous pregnancy, she may only need a booster to
give full protection. Five doses are thought to provide lifetime protection.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.
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6.3 Oral Rehydration Treatment

Diarrhoea is the second leading cause of death among children under five worldwide. Most
diarrhoea-related deaths in children are due to dehydration resulting from loss of large quantities of
water and electrolytes from the body in liquid stool. Management of diarrhoea — either through oral
rehydration salts (ORS) or a recommended home fluid (RHF) - can prevent many of these deaths.
Preventing dehydration and malnutrition by increasing fluid intake and continuing to feed the child,
are also important strategies for managing diarrhoea.

Several goals have been specified to reduce incidence of diarrhoea among children. In this
case, the goals are to: 1) reduce by one half deaths due to diarrhoea among children under five by
2010 compared to 2000 (A World Fit for Children); and 2) reduce by two thirds the mortality rate
among children under five by 2015 compared to 1990 (Millennium Development Goals). In addition,
the World Fit for Children calls for a reduction in the incidence of diarrhoea by 25 per cent.

The indicators for reduction and management of diarrhoea are:
e Prevalence of diarrhoea
e Oral rehydration therapy (ORT)
e Home management of diarrhoea
e (ORT or increased fluids) AND continued feeding

In the MICS questionnaire, mothers (or caretakers) were asked to report whether their child
had diarrhoea in the two weeks prior to the survey and if so, a series of questions were asked about
what the child had to drink and eat during the episode, and whether this was more or less what the
child usually ate and drank.

The proportion of under five children who were reported as having experienced diarrhoea in
the two weeks preceding the survey was about eight per cent (Table 6.4 (CH.4)). Diarrhoea
prevalence peaks during the weaning period i.e., among children aged 6-23 months. Table 6.4 also
shows the percentage of children who had diarrhoea in the two weeks preceding the survey, and who
received various types of recommended liquids. Since mothers were able to name more than one type
of liquid, the percentages do not necessarily add up to 100. About 42 per cent received fluids from
ORS packets; 19 per cent received recommended homemade fluids, and about 15 per cent received
pre-packaged ORS fluids. About half of the children with diarrhoea received one or more of the
recommended home treatments (i.e., were treated with ORS or RHF), while about 50 per cent of all
affected children received no treatment.
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Table 6.4 (CH.4): Oral rehydration treatment

Percentage of children aged 0-59 months with diarrhoea in the last two weeks and treatment with oral
rehydration solution (ORS) or other oral rehydration treatment (ORT), Isiolo district, Eastern Province, Kenya
2008

Had Nur;fber Children with diarrhoea who received: Nur;lfber
diarrhoea  chjidren Recom- children
in last aged 0- Fluid mended Pre- aged 0-59
Characteristics two 59 from ORS homemade packaged No ORT Use months
weeks AT EE packet fluid ORS fluid treatment Rate* il
Sex
Male 7.7 553 *) @) @) *) *) 42
Female 7.8 519 *) ™ ™ *) *) 40
Age
<6 months 5.6 130 *) ™ ™) *) *) 7
6-11 months 12.3 113 *) ™) ™) *) *) 14
12-23 months 9.1 209 *) *) *) *) ) 19
24-35 months 7.7 218 *) *) *) *) ) 17
36-47 months 7.5 218 *) ™ ™ *) *) 16
48-59 months 5.3 186 *) ™ ™ *) *) 10
Mother’s education
None 7.8 690 39.2 15.7 13.4 53.7 46.3 54
Primary 8.2 297 *) *) *) *) *) 24
Secondary + 54 83 *) *) *) *) *)
Non-Standard *) 2 ™*) ™*) ™*) *) ™*) 0
Curriculum
*) ™ ™ * *)
Wealth index
Low 7.1 617 (43.1) (16.3) (21.7) (47.1) (52.9) 43
Medium 9.8 174 *) ™ ™ *) *) 17
High 8.0 282 (37.0) (14.0) (6.9) (49.5) (50.5) 22
Total 7.7 1,072 41.6 18.8 14.8 49.6 50.4 83

*MICS indicator 33

Note: The percents receiving various treatments will not add to 100 since some children may have received more than one
type of treatment. The ORT use rate includes those who received oral rehydration salts from a packet or any appropriate
household solution or pre-packaged ORS fluid.

NS: Based on less than 25 un-weighted cases, hence not shown.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.

Table 6.5 (CH.5) presents the percentage of under five children who had diarrhoea during the
two weeks preceding the survey and took increased fluids and continued to feed during the episode, as
recommended. The results indicate that 36 per cent drank more than usual while only one out of five
children continued feeding as usual. Additionally, only 17 per cent of the children received increased
fluids and at the same time continued feeding. Nearly, 80 per cent of the children ate much less or
none at all. Twelve of the cases employed home management strategies for the condition while 17 per
cent used ORT alongside fluids and continued eating.
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Table 6.5 (CH.5): Home management of diarrhea

Percentage of children aged 0-59 months with diarrhoea in the last two weeks who took increased fluids and
continued to feed during the episode, Isiolo district, Eastern Province, Kenya 2008

Children with diarrhoea who:

Number Received Number of
of ORT or children
Had children Drank Ate Ate Home increased aged 0-59
diarrhoea aged the somewhat much manage-  fluids AND months
in last two 0-59 Drank same less, same less or ment of continued with
Characteristics weeks months more or less or more none diarrhea* feeding diarrhoea
Sex *x
Male 7.7 558 (38.0) (62.0) (21.8) (78.2) (15.2) (21.0) 42
Female 7.8 519 (34.4) (65.6) (19.0) (81.0) 9.1) (13.3) 40
Age
0-11 months 8.9 221 ™*) ™*) *) *) *) ™*) 20
12-23 months 8.8 218 @) *) ) ™ ™ *) 19
24-35 months 7.8 220 *) *) *) *) *) (@) 17
36-47 months 7.5 208 ™*) ™*) *) *) *) ™*) 16
48-59 months 5.5 204 @) *) ™) ™ @) *) 1
Mother’s education
None 7.8 690 25.8 74.2 12.7 87.3 5.0 9.1 54
Primary 8.2 297 *) *) *) *) *) *) 24
Secondary + 5.4 83 *) *) ) @) ) *) 4
Non-standard - - - - - - -
By *) 2 *) * *) *) *) *) 0
Wealth index
Low 7.1 617 (34.7) (65.3) (16.0) (84.0) 3.7) (11.5) 43
Medium 9.8 174 *) *) *) *) *) ™) 17
High 8.0 282 (49.7) (50.3) (24.1) (75.9) (21.2) (21.2) 22
Total 7.7 1,072 36.2 63.8 20.4 79.6 12.2 17.3 83

*MICS indicator 34
**MICS indicator 35

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.

6.4 Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is among the leading causes of death in children, and the use of antibiotics in
under-fives with suspected pneumonia is a key intervention. A World Fit for Children goal is to
reduce by one-third the deaths due to acute respiratory infections.

Children with suspected pneumonia are those who had a cough accompanied by rapid or
difficult breathing, and whose symptoms were not due to a problem in the chest or a blocked nose.
The indicators are:

e Prevalence of suspected pneumonia

o Care seeking for suspected pneumonia

e Antibiotic treatment for suspected pneumonia
o Knowledge of the danger signs of pneumonia
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Table 6.6 (CH.6) presents the prevalence of suspected pneumonia and where care was sought
outside the home. About eight per cent of children aged 0-59 months were reported to have had
symptoms of pneumonia during the two weeks preceding the survey. This proportion did not vary
much by sex of the child, and only minimal variations in the proportions were observed by household
wealth index or mothers level of education. Among children with pneumonia symptoms, 66 per cent
were taken to an appropriate health service provider. Among those taken to a health service provider,
61 per cent were taken to a government health facility or service was provided by a government
health worker, while 11 per cent received services from a private facility. Analyses of differentials in
the treatment pattern by different child characteristics were not done due to the small numbers
observed. However, the results show that even though there was no gender differences in the
proportions of those who were ill, marginal differences in the proportion of female children taken
to an appropriate health service provider versus male children was observed i.e., 73 per cent against
60 per cent, respectively.
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Table 6.7 presents the use of antibiotics for the treatment of suspected pneumonia among
children under five by sex, age, and socioeconomic factors. Results show that slightly more than half
of under-five children with suspected pneumonia received an antibiotic during the two weeks prior to
the survey. With respect to antibiotic treatment by background characteristics, again due to small
numbers the pattern could not be fully assessed by household wealth index, age and mothers level of
education.

Table 6.7 (CH.7): Antibiotic treatment of pneumonia
Percentage of children aged 0-59 months with suspected pneumonia who received antibiotic treatment,
Isiolo district, Eastern Province, Kenya 2008
Percentage of children aged 0-59
months with suspected pneumonia Number of children aged 0-59
who received antibiotics in the last two  months with suspected pneumonia
weeks* in the two weeks prior to the survey
Sex
Male (48.7) 41
Female (57.9) 41
Age
0-11 months ™) i
12-23 months (52.7) 22
24-35 months ™) 15
36-47 months ™*) 17
48-59 months ™) 15
Mother’s education
None 50.9 53
Primary (57.9) 24
Secondary + ™*) 5
Wealth index
Low 49.7 52
Medium ™*) 11
High ™) 19
Total 53.2 82
*MICS indicator 22
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Issues related to knowledge of the danger signs of pneumonia are presented in Table 6.8
(CH.7A). Mothers’ knowledge of these signs is an important determinant of care-seeking behaviour.
Only 15 per cent of women know of the two danger signs of pneumonia that is fast and difficult
breathing. The proportion who know the two danger signs is comparable by levels of household
wealth index. The most commonly identified symptom for taking a child to a health facility by the
mother/caretaker is developing a fever (77 per cent of the cases). The proportion of
mothers/caretakers who identified difficult breathing and fast breathing as symptoms for taking
children immediately to a health care provider was 27 and 22 per cent, respectively. One out of every
three mothers/caretakers thought that poor drinking was a sign of danger.
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6.5 Solid Fuel Use

More than three billion people around the world rely on solid fuels (biomass and coal) for
their basic energy needs, including cooking and heating. Cooking and heating with solid fuels leads to
high levels of indoor smoke, a complex mix of health-damaging pollutants. The main problem with
the use of solid fuels is its production of incomplete combustion, including carbon monoxide (CO),
polyaromatic hydrocarbons, sulphur dioxide (SO,), and other toxic elements. Use of solid fuels
increases the risks of acute respiratory illness, pneumonia, chronic obstructive lung disease, cancer,
and possibly tuberculosis, low birth weight, cataracts, and asthma. The primary indicator is the
proportion of the population using solid fuels as the primary source of domestic energy for cooking.

The use of solid fuels for cooking is near universal in the district, with 95 per cent of the
households reportedly using them (Table 6.9 (CH.8)). The proportion using solid fuels for cooking is
lowest among households from the high wealth index at 86 per cent. The proportion of households
using solid fuels remain comparable across levels of education of the household head. The table also
shows that use of wood and charcoal for cooking purposes accounts for the highest use of solid fuels.

Table 6.9 (CH.8): Solid fuel use

Percentage distribution of households according to type of cooking fuel, and percent of households using solid
fuels for cooking, Isiolo district, Eastern Province, Kenya 2008

Percentage of households using:

Number
Liquified Solid of
Petroleum Natural Other fuels for house-
Characteristic Gas (LPG)  Electricity  Kerosene Charcoal Wood Gas source Total cooking*  holds
Education of
household
head
None 1.7 0.7 0.0 14.1 83.5 0.0 0.0 100.0 97.6 624
Primary 0.9 0.0 3.3 38.5 56.8 0.0 0.4 100.0 95.4 288
Secondary + 2.2 0.0 9.3 60.0 26.4 2.0 0.0 100.0 86.4 172
Non-standard ) *) *) *) *) *) ) ) *) 3
curriculum
Wealth
index
Low 0.0 0.0 0.0 2.1 97.9 0.0 0.0 100.0 100.0 544
Medium 0.0 0.0 0.0 8.0 92.0 0.0 0.0 100.0 100.0 169
High 4.7 1.2 6.8 74.2 11.9 0.9 0.3 100.0 86.1 374
Total 1.6 0.4 2.3 27.8 67.4 0.3 0.1 100.0 95.2 108
7

*MICS indicator 24; MDG indicator 29

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed
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6.6 Malaria

Malaria is one of the leading causes of death of children under age five in Kenya. It also
contributes to anaemia in children and is a common cause of school absenteeism. Preventive
measures, especially the use of Insecticide Treated Nets (ITN), can dramatically reduce malaria
infection and hence mortality rates among children. In areas where malaria is common, international
recommendations suggest treating any fever in children as if it were malaria, and immediately giving
the child a full course of recommended anti-malarial tablets. Additionally, those children with severe
malaria symptoms such as fever or convulsions, should be taken to a health facility. Also, children
recovering from malaria should be given extra liquids and food, and for younger children, they should
continue breastfeeding.

The questionnaire incorporates questions on the availability and use of bed nets both at
household level and among children under five years of age, as well as anti-malarial treatment, and
intermittent preventive therapy (IPT) for malaria among pregnant women. The survey results indicate
that 55 per cent of households have at least one ITN (Table 6.10 (CH.10). One out of three
households reported having two or more mosquito nets. The mean number of nets per households in
the district is two. The use of mosquito nets increases with the educational level of the head of the
household as well as by the household wealth index. For example, 47 per cent of the households
headed by a member with no education has a mosquito net compared with 79 per cent for households
headed by a member with secondary or above level of education. Thirty six per cent of households in
the low wealth category had at least one ITN compared to 78 per cent for the high wealth index
category (see Figure 6.2).

Table 6.10 (CH.10): Availability of insecticide treated nets

Percentage of households with at least one insecticide treated net (ITN), Isiolo district, Eastern Province, Kenya
2008

Percentage of households with

at least one Mean number

Two or more insecticide of mosquito

at least one mosquito treated net nets per Number of
Characteristics mosquito net nets (ITN)* household households
Education of household
head
None 47.1 26.6 45.9 1.9 640
Primary 58.7 29.8 57.1 1.8 281
Secondary + 79.2 42.7 76.6 1.9 163
Non-standard
Curriculum ™) ™*) ™*) ™) 3
Wealth index
Low 36.5 13.3 35.8 1.4 546
Medium 59.5 36.6 54.6 1.9 166
High 79.4 51.2 78.3 2.2 373
Total 54.8 29.9 53.3 1.9 1086

*MICS indicator 36

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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Figure 6.2: Percentage of households with at least one treated
mosquito net
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Table 6.11 (CH.11) shows that 49 per cent of children under age five slept under a bed net the
night before the survey. A similar proportion of children also slept under an ITN. In both instances,
the proportion of males and females sleeping under a bed remained very comparable. The proportion
of children sleeping under bednets clearly increases with increasing levels of the household wealth
index. For example, while 37 per cent of children from the low wealth index household slept under an
ITN bednet, the corresponding figure was 69 per cent for those from high wealth index households.
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Table 6.11 (CH.11): Children sleeping under bed nets

Percentage of children aged 0-59 months who slept under an insecticide treated net during the previous night,
Isiolo district, Eastern Province, Kenya 2008

Percentage of children who:

Slept under
an Slept under  Slept under Number of
Slept insecticide an a net but Don't know Did not children
under a treated untreated don’t know if slept sleep under aged 0-59
Characteristics bed net* net** net if treated under a net a bed net months
Sex
Male 50.7 50.3 0.4 0.0 0.0 49.3 553
Female 47.6 47.1 0.5 0.0 0.3 52.2 519
Age
0-11 months 54.1 53.7 0.4 0.0 0.0 45.9 221
12-23 months 52.1 52.1 0.0 0.0 0.3 47.5 218
24-35 months 47.2 46.7 0.5 0.0 0.0 52.8 220
36-47 months 43.0 42.1 1.0 0.0 0.3 56.6 208
48-59 months 49.2 48.8 0.4 0.0 0.0 50.8 204
Wealth index
Low 36.9 36.8 0.1 0.0 0.2 62.9 617
Medium 60.2 58.9 1.4 0.0 0.0 39.8 174
High 69.4 68.8 0.6 0.0 0.0 30.6 282
Total 49.2 48.7 0.5 0.0 0.1 50.7 1,072

*MICS indicator 38
**MICS indicator 37; MDG indicator 22

Questions were asked for all children under age five who had a fever in the two weeks prior
to the survey, and received anti-malarial drugs. Table 6.12 (CH.12) presents the results which show
that about 12 per cent of under five children had been ill with a fever in the two weeks prior to the
survey, and that fever prevalence increased with age and peaked at 36-47 months (16 per cent).
Prevalence of fever was about the same for both female and male children, but was surprisingly
higher in wealthier households.

Information was also sought from mothers about all the medicines given to a child to treat the
fever, including both medicines given at home and medicines given or prescribed at a health facility.
Slightly over half (52 per cent) of children with fever in the last two weeks were treated with an
“appropriate” anti-malarial drug and 43 per cent received anti-malarial drugs within 24 hours of onset
of symptoms. The proportion of children receiving an appropriate anti-malarial drug and within 24
hours of onset of symptoms was higher for those with mothers having a higher education and those
from high wealth index households.
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“Appropriate” anti-malarial drugs include SP/fansidar, chloroquine, amodiaquine, quinine,
artemisnin combination drugs, etc. Sixteen per cent of children with fever were given SP/fansidar and
23 per cent received Amodiaquine. Only nine per cent received artemisinin combination therapy,
Kenya’s currently recommended choice of anti-malarial. There are some differences in the
proportions receiving an appropriate anti-malarial drug between male and female children. About 50
per cent of male children were treated with an “appropriate” anti-malarial drug within 24 hours of
onset of symptoms versus only 36 per cent for females. The gender differences in treatments are also
evident in the 58 per cent of male children who were treated with any appropriate anti-malarial drug
versus 46 per cent for female children. Pregnant women living in places where malaria is highly
prevalent are four times more likely than other adults to get malaria and twice as likely to die from the
disease. Once infected, pregnant women risk anemia, premature delivery and stillbirth. Their babies
are likely to be of low birth weight, which makes them unlikely to survive their first year of life. For
this reason, steps are taken to protect pregnant women by distributing ITNs and drugs that prevent
malaria infection (through the IPT strategy). In the survey, women were asked of the medicines they
had received in their last pregnancy during the two years preceding the survey. Women are considered
to have received IPT if they had received at least two doses of SP/Fansidar during pregnancy.

IPT use for malaria in pregnant women who gave birth in the two years preceding the survey
is presented in Table 6.13 (CH.13). About half (49 per cent) of mothers who delivered a child during
the two year period preceding the survey received medicine to prevent malaria during pregnancy. One
in four (25 per cent) received SP/Fansidar only once and slightly less than one in five (19 per cent)
received the same two or more times. About 41 per cent of mothers with no education received
medicine to prevent malaria during pregnancy compared to 57 per cent among those who had primary
level education. The proportion of mothers using the IPT strategy increased with increasing levels of
household wealth index.

Table 6.13 (CH.13): Intermittent preventive treatment for malaria

Percentage of women aged 15-49 years who gave birth during the two years preceding the survey who
received intermittent preventive therapy (IPT) for malaria during pregnancy, Isiolo district, Eastern Province,
Kenya 2008

Percentage of pregnant women who took:

Medicine to Number of
prevent women who
malaria SP/Fansidar gave birth in
during only one SP/Fansidar two Other Don't prior two

Characteristics pregnancy time or more times*  Chloroquine  medicines know years
Education

None 41.1 19.6 16.4 2.3 2.4 5 231
Primary 57.0 34.8 17.3 .9 4.0 .0 110
Secondary + (83.0) (30.8) (46.8) (.0) (5.3) (.0) 24
Non-standard *) *) *) *) *) *) 1
Curriculum

Wealth index

Low 40.0 19.1 15.1 2.9 2.5 0.5 218
Medium 51.8 28.8 17.5 0.0 55 0.0 51
High 67.0 36.6 27.3 0.0 3.0 0.0 97
Total 48.8 25.1 18.7 1.7 3.0 0.3 366

*MICS indicator 40

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.
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Environment 7

7.1 Water

Safe drinking water is a basic necessity for good health. Unsafe drinking water can be a
significant carrier of diseases such as trachoma, cholera, typhoid, and schistosomiasis. Drinking water
can also be tainted with chemical, physical and radiological contaminants which are harmful and can
affect human health. In addition to its association with disease, access to drinking water is particularly
important for women and children, especially those living in rural areas, since they bear the primary
responsibility for fetching water, often for long distances.

The MDG goal is to reduce by half between 1990 and 2015, the proportion of people without
sustainable access to safe drinking water and basic sanitation. A World Fit for Children goal calls for
a reduction in the proportion of households without access to hygienic sanitation facilities and
affordable and safe drinking water by at least one-third.

The following indicators were used in MICS to assess the water and sanitation situation.

i) Water
e Use of improved drinking water sources
e Use of adequate water treatment method
e Time to source of drinking water
= Person collecting drinking water

i) Sanitation
e Use of improved sanitation facilities
e Sanitary disposal of child’s faeces

The population using improved sources of drinking water are those using any of the following
types of supply: piped water (into dwelling, yard or plot), public tap/ standpipe, tube-well/ borehole,
protected well, protected spring, rainwater collection. Bottled water is considered as an improved
water source only if the household is using an improved water source for other purposes, such as hand
washing and cooking. The distribution of the population by source of drinking water is shown in
Table 7.1 (EN.1) and Figure 7.1 (EN.1).
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Figure 7.1: Percentage distribution of household members by source of drinking
water
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About 59 per cent of the population is using an improved source of drinking water. The
proportion of the population using an improved source increases with increasing levels of educational
attainment of the household head as well as with increasing levels of household wealth index. For
example, only 34 per cent of the population living in low wealth index households use drinking water
from improved sources compared to nearly 96 per cent for high wealth index households. The most
popular improved source is piped water into the yard which is used by 24 per cent of the households.
Among the 40 per cent that have no access to an improved water source, surface water is their most
common source (26 per cent).
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Households were asked of ways they use to treat water at home to make it safer to drink. The
following approaches were considered as proper treatment of drinking water; boiling, adding bleach
or chlorine, using a water filter, and using solar disinfection. The use of in-house water treatment is
summarised in Table 7.2 (EN.2). Nearly one out of ten persons (12 per cent) use an appropriate water
treatment method. Eighty eight per cent of the households reported that they did not treat their water
irrespective of the source. Seven per cent of the households reported that they boiled their water, and
six per cent added chlorine or bleach. Among those using drinking water from unimproved sources,
close to eight per cent use an appropriate water treatment, and among those using drinking water from
improved sources, close to 17 per cent use an appropriate water treatment method.
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The amount of time it takes to obtain water is presented in Table 7.3 (EN.3). The time refers
to one roundtrip from home to a drinking water source and back. However, information on the
number of trips made in one day was not collected.

The table shows that 35 per cent of households had their drinking water source on their
premises. For eleven per cent of all households, it takes less than 15 minutes to get to the water source
and back. Eight per cent spend 15-30 minutes and 13 per cent spend 30-60 minutes, while the
remaining 32 per cent spend more than one hour. Excluding those households with water on the
premises, the average time to the source to bring drinking water is 98 minutes. There are real
differences in the time taken to fetch water by household wealth index. For example, the average time
taken to fetch water among high wealth index households is 50 minutes compared to nearly double
the time (111 minutes) among low wealth index households. A similar pattern is observed by
household head educational attainment. While households with very highly educated household heads
take an average of 64 minutes, households headed by members with no education take an average of
103 minutes. The above observation is well corroborated by the fact that a significant proportion of
households from the high wealth index (87 per cent) as well as those with highly educated household
heads have water facilities within their premises.

Table 7.3 (EN.3): Time to source of water
Percentage distribution of households according to time to go to source of drinking water, get water and
return, and mean time to source of drinking water, Isiolo district, Eastern Province, Kenya 2008
Time to source of drinking water
15 30 Mean time
minutes to minutes 1 to source
Water Less less than to less hour of

on than 15 30 than 1 or Don't drinking Number of
Characteristics premises  minutes minutes hour more  know  Total water* households
Education of household head
None 20.5 11.7 9.0 17.2 416 0.0 100 102.7 624
Primary 44.6 12.2 9.0 9.1 25.1 0.0 100 91.9 288
Secondary + 70.5 9.4 3.2 58 11.1 0.0 100 63.8 172
Non:standard ® ™ *) OEENORENORING *) 3
Curriculum
Wealth index
Low 1.5 16.0 9.5 19.1 53.8 0.0 100 111.4 544
Medium 27.3 13.1 13.8 175 28.3 0.0 100 61.4 169
High 86.7 4.0 3.3 3.0 3.0 0.0 100 50.1 374
Total 34.8 11.4 8.1 13.3 324 0.0 100 98.4 1087
NOTE: (1) *The mean time to source of drinking water is calculated based on those households that do not
have water on the premises; (2) An asterisk (*) indicates that a figure is based on fewer than 25 unweighted
cases and has been suppressed; and (3) Figures in parenthesis (e.g. (10.5)) are based on the 25-49
unweighted cases.

Data on the person who usually collect water is presented in Table 7.4 (EN.4). In majority of
the households (61 per cent), the responsibility for fetching water falls on adult women. The burden of
water fetching on adult women is more among households that are poor (low wealth index
households) and those where the household head is not educated. In Isiolo district, adult men and
children aged less than 15 years collect water only in very few cases.
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Table 7.4 (EN.4): Person collecting water
Percentage distribution of households according to the person collecting drinking water used in the household,
Isiolo district, Eastern Province, Kenya 2008
Person collecting drinking water*
Female Male Adult Adult
child child woman man Adult
Adult Adult under under and and man and Don't Number of

Characteristics woman man age 15 age child child woman know households
Education of household

head

None 76.2 6.1 9.3 3.8 9.9 1.3 4.6 0.0 624
Primary 52.6 4.7 4.9 1.6 6.1 0.5 1.8 0.0 288
Secondary + 21.6 7.9 3.9 1.4 1.7 1.7 0.9 0.0 172
Non-standard *) *) *) *) ) *) ) *) 3
Curriculum
Wealth index

Low 93.7 7.1 10.5 4.2 11.0 1.7 4.5 0.0 544
Medium 68.8 9.0 10.5 2.7 10.9 0.8 5.1 0.0 169
High 10.8 3.3 1.1 0.8 1.1 0.4 0.9 0.0 374
Total 61.3 6.1 7.3 2.8 7.6 1.1 3.4 0.0 1087
NOTE: (1) *Total per cent may add to more than 100.0 due to multiple responses; (2) An asterisk (*)
indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed; and (3) Figures
in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

7.2 Sanitation

Inadequate disposal of human excreta and personal hygiene is associated with a range of
diseases including diarrhoeal diseases and polio. Improved sanitation facilities for excreta disposal
include: flush or pour flush to a piped sewer system, septic tank or latrine; ventilated improved pit
latrine, pit latrine with slab, and composting toilet.

Results on the use of sanitary facilities are displayed in Table 7.5 (EN.5). About four in ten
persons live in households using improved sanitation facilities. The proportion of members using
improved sanitation facilities is highest for households where the head is highly educated and for
those categorised in the high wealth index. About half (47 per cent) of households have no facilities
for excreta disposal and therefore use the bush or fields. The proportion of such households is highest
for those from low wealth index (82 per cent) and those where the head of the household is not
educated (58 per cent). A big proportion of households with toilets that flush into a sewer system or a
septic tank are headed by someone who has attained at least a secondary education level.
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Safe disposal of a child’s faeces refers to disposal directly into a toilet, or by rinsing the stool
into a toilet or latrine. Disposal of faeces of children aged 0-2 years is presented in Table 7.6 (EN.6).
In 42 per cent of the cases, stool from children aged 0-2 years is disposed off safely with almost all of
them reportedly putting the stool in the toilet/latrine. The proportion of safe disposal of child faeces is
high for households or members from the high wealth index households, and also where the mother is
more educated. For example, while 84 per cent of mothers or caretakers from high wealth index
household dispose off child stool safely, only 18 per cent from the low wealth index household do
the same.

Table 7.6 (EN.6): Disposal of child's faeces

Per cent distribution of children aged 0-2 years according to place of disposal of child's faeces, and the
percent of children aged 0-2 years whose stools are disposed of safely, Isiolo district, Eastern Province, Kenya
2008

Place of disposal of child's feaces

Proportion
Put Put of children Number
/rinsed /rinsed whose of
Child into into Thrown Left in Don't stools are children
used toiletor  drain or into the know/ disposed aged 0-2
Characteristics toilet latrine ditch garbage  Buried open Other missing Total *of safely years
Mother’s
education
None 0.6 30.0 2.0 25.5 16.2 18.4 6.0 1.3 100.0 30.6 431
Primary 4.0 53.4 4.8 21.5 4.7 4.3 4.7 2.7 100.0 57.4 199
Secondary + 6.7 77.8 1.6 5.4 4.9 0.0 35 0.0 100.0 84.6 49
Non- *) ™ ™ *) *) ™ *) ™ ™ ™ 1
standard
Curriculum
Wealth
index
Low 0.4 17.6 1.8 34.3 17.5 20.0 6.8 1.6 100.0 18.0 389
Medium 0.5 59.6 1.6 14.0 10.2 6.0 6.0 2.1 100.0 60.1 109
High 6.4 77.4 5.8 3.7 1.2 2.1 2.1 1.4 100.0 83.8 183
Total 2.0 40.4 2.8 22.8 12.0 12.9 54 1.6 100.0 42.4 680

*MICS indicator 14

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

The percentages of household members using improved sources of drinking water
and sanitary means of excreta disposal is presented in Table 7.7 (EN.7). The results indicate that
43 per cent of households use improved sources of drinking water and sanitary means of excreta
disposal, compared to 59 per cent who used an improved drinking water source, and 52 per cent
who disposed off excreta safely. The use of the combination of improved water and safe excreta
disposal increases with an increase in the educational level of the head of the household and the
household’s wealth index.
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Table 7.7 (EN.7): Use of improved water sources and improved sanitation

Percentage of household population using both improved drinking water sources and sanitary means of
excreta disposal, Isiolo district, Eastern Province, Kenya 2008

Percentage of household population:
Using improved sources

Using improved Using sanitary of drinking water and

sources of drinking means of excreta using sanitary means of Number of
Characteristics water* disposal** excreta disposal*** household members
Education of
household head
None 50.6 41.6 32.6 3160
Primary 66.4 62.1 55.0 1235
Secondary + 87.5 85.1 76.9 588
Non-standard (89.2) (44.7) (44.7) 25
Curriculum
Wealth index
Low 34.2 17.9 9.3 2725
Medium 76.4 84.9 67.8 854
High 96.1 96.5 93.9 1428
Total 59.0 51.8 43.4 5008

*MICS indicator 11; MDG indicator 30
**MICS indicator 12; MDG indicator 31

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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Reproductive Health 8

This chapter presents information about fertility, marriage, contraception, unmet need for
contraceptives and antenatal care collected in the Isiolo district MICS 2008.

8.1 Fertility

Achieving national goals is directly linked to the size of a country’s population and the
resources available to support it. Studies have shown that, in most developing countries, resources are
meagre, and hence it is very important to balance them with population growth levels. To achieve this,
it is important to have population programmes that target a desired level of fertility. Such programmes
require routine information monitoring the levels of fertility in a country. In MICS, fertility data was
collected by asking all women of reproductive age (15-49 years) to provide complete birth histories of
all children they had given birth to, such as child’s name, sex, month and year of birth, survival status
and if dead, the age at death.

Age Specific Fertility Rate (ASFR) is calculated by dividing the number of births in a specific
age group by the number of years lived during the given period. Total Fertility Rate (TFR) is defined
as the average number of births a woman would have if she went through her reproductive period (15-
49 years) while reproducing at the prevailing ASFR.

Table 8.1 (RH (A)) presents the estimates of current fertility levels in the district for the three-
year period preceding the survey, from mid-2005 to mid-2008. The total fertility rate is 6.4 children
per woman. This implies that on average, a woman who survives from age 15 to 49 is expected to
give birth to about six children in Isiolo district. This observed total fertility rate is higher than the
current national average. The age specific fertility rate is highest for the age group 25-29 years.

Table 8.1: Current fertility

Age specific fertility rates (ASFR) and total fertility rate (TFR) for the 3-years
preceding the survey, Isiolo district, Eastern Province, Kenya 2008

Age group Total births per 1000 live births
15-19 152
20-24 246
25-29 275
30-34 210
35-39 162
40-44 150
45-49 77
TFR 6.4

TFR: Total fertility rate for women age 15-49 years expressed per woman.

The distribution of all women and married women based on the number of children ever born
and living are shown in Table 8.2. The average number of children ever born to all women is 3.9 with
3.7 surviving, those ever born to currently married women is 3.7, with 3.5 surviving. The results also
indicate that nearly half (48 per cent) of the women aged 45-49 years have eight or more children ever
born. The percentage of women aged 45-49 who have not given birth is used as a proxy indicator for
the level of infertility, which apparently affects three percent of Isiolo women in this age group.
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Table 8.2: Children ever born and living

Percentage distribution of all women and currently married women by number of children ever born, and mean
number of children ever born and living, according to age groups, Isiolo district, Eastern Province, Kenya 2008

Number of children ever born VRN FUileEr @

Number children

Age of Ever

group 0 1 2 3 4 5) 6 7 8+ Total women born Living

All women
15-19 75.4 17.8 5.9 0.8 0.0 0.0 0.0 0.0 0.0 100.0 218 1.3 1,3
20-24 25,1 31.4 23.1 11.8 6.9 0.3 0.3 1.3 0.0 100.0 218 2,1 2.0
25-29 5.7 25.6 17.5 32.0 10.6 4.9 1.9 1.2 0.8 100.0 173 2.7 2.6
30-34 4.9 9.1 16.7 8.2 18.4 17.4 154 7.6 2.3 100.0 139 4.3 4.2
35-39 2.0 2.5 1.2 7.8 19.1 235 16.3 142 134 100.0 99 6.0 5.7
40-44 0.0 0.0 17.0 11.3 16.9 12.0 13.6 13.2 16.0 100.0 88 5,7 5.0
45-49 3.1 2.4 2.5 9.8 1.3 152 114 124 419 100.0 62 7.8 7.0
Total 24.1 169 135 11.8 94 77 6.0 49 58 100.0 997 3.9 3,7
Currently Married Women

15-19 35.7 45.4 16.6 2.3 0.0 0.0 0.0 0.0 0.0 100.0 78 0.9 0.7
20-24 7.2 36.0 27.5 16.3 10.3 0.4 0.4 1.9 0.0 100.0 143 2.0 2.0
25-29 3.2 19.7 19.5 35.6 11.3 6.0 2.3 1.4 0.9 100.0 141 2.7 2.6
30-34 14 7.8 13.6 9.4 199 193 169 9.0 2.7 100.0 118 4.5 4.3
35-39 14 0.0 14 7 16.0 27.7 16.4 16.8 12.8 100.0 83 5.9 5.6
40-44 0.0 0.0 17.2 10.7 11.5 11.3 148 13.8 20.7 100.0 68 5.9 5.6
45-49 4.0 0.0 2.0 10.8 0.9 7.9 149 115 48.1 100.0 48 7.9 7.1
Total 7.0 18.3 16.1 15.5 11.2 9.8 8.0 6.5 7.7 100.0 680 3.7 3.5

8.2 Teenage Pregnancy and Motherhood

Reducing pregnancy rates among adolescents is one of the flagship programs of the
Government of Kenya. Information regarding teenage pregnancy and motherhood is presented in
Table 8.3. About one in four (25 per cent) women aged 15-19 years have given birth to at least one
child while about eight per cent are currently pregnant.

There are large differentials on the onset of motherhood by socio-economic status. About 37
per cent of teenagers with no education have given birth to at least one child, compared to only three
per cent among those who attained at least a secondary education level. About 45 per cent of
teenagers with no education have begun childbearing compared to only 13 per cent among those with
secondary education. Surprisingly, the proportion of teenagers who have initiated child bearing does
not seem to vary much by increasing levels of household wealth index.
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Table 8.3: Teenage pregnancy and motherhood
Percentage of women age 15-19 years who are mothers or pregnant with their first child and percent
who have begun child bearing, Isiolo district, Eastern Province, Kenya 2008
Percentage who

Have had a live Are pregnant Percentage who have
Characteristic birth with first child began child bearing Number of women
Age
15 0.0 5.0 5.0 28
16 11.1 11.0 22.0 45
17 18.1 9.3 27.4 48
18 42.6 2.3 44.9 65
19 37.8 14.5 52.3 32
Education
None 36.9 7.9 44.8 86
Primary 21.3 7.0 28.2 99
Secondary + 3.2 9.8 13.0 34
Wealth index
Low 27.6 3.4 31.0 117
Medium 25.7 12.6 38.3 44
High 17.7 12.7 30.4 58
Total 24.6 7.7 32.3 218

8.3 Contraception

Appropriate family planning is important to the health of women and children as it has many
benefits. First, appropriate family planning prevents pregnancies that are too early or too late.
Secondly, it helps to space the period between births, and thirdly family planning enables couples to
control the number of children. A World Fit for Children goal is to ensure access by all couples to
information and services to prevent pregnancies that are too early, too closely spaced, too late or too
many.

Information on current use of contraception among currently married women of reproductive
age is presented in Table 8.4 (RH.1). About 18 per cent of currently married women are using any
method of contraception, with a significant proportion of users relying on modern methods. The most
popular method is the injection (10 per cent) followed by pill (5 per cent).

There are variations in the use of modern contraception across age groups. While the
proportion of users is 12 per cent among the 15-19 years age group, the corresponding figure is 26 per
cent for those aged 44-49 years. Women who are educated are more likely to use contraception as
evidenced in the proportion of users who have attained a secondary level or higher level of education
at 35 per cent versus only eight per cent among those with no education. Similarly, the proportion of
women from the high wealth index households who are using any method is higher (41 per cent) than
for those from low wealth index households (4 per cent). The pill is the most popular method choice
among women with secondary education (20 per cent) while injections remain popular among those
with primary education level (22 per cent). Choices of methods by levels of wealth index show that
majority of those from the high wealth index households prefer the injection followed by the pills.
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8.4 Unmet Need

Unmet need for contraception’ refers to fecund women who are not using any method of
contraception, but who wish to postpone the next birth or who wish to stop childbearing altogether.
Unmet need is identified in MICS by using a set of questions eliciting current behaviours and
preferences pertaining to contraceptive use, fecundity and fertility preferences.

Women with an unmet need for spacing include those who are currently married (or in
union), fecund (are currently pregnant or think that they are physically able to become pregnant),
currently not using contraception, and want to space their births. Pregnant women are considered to
want to space their births if they did not want the child at the time they got pregnant. Women who are
not pregnant are classified in this category if they want to have another child, but want to have the
child at least two years later or after marriage.

Women with an unmet need for limiting are those who are currently married (or in union),
fecund (are currently pregnant or think that they are physically able to become pregnant), currently
not using contraception, and want to limit their births. The latter group includes women who are
currently pregnant but had not wanted the pregnancy at all, and women who are not currently
pregnant but do not want to have another child.

Total unmet need for contraception is simply the sum of the unmet need for spacing and the
unmet need for limiting. The total demand for contraception includes women who currently have an
unmet need (for spacing or limiting) plus those who are currently using contraception. The demand
for contraception satisfied is defined as the proportion of women currently married or in union who
are currently using contraception, out of the total demand for contraception.

Table 8.5 (RH.2) shows the results of the survey on contraception, unmet need, and the
demand for contraception satisfied. The unmet need for contraception is about four per cent, with 3.6
per cent having an unmet need for spacing and the remaining for limiting. Adolescents had the highest
levels of unmet need for contraception (about six per cent) while women older than forty years have
low levels of unmet need for contraception. The unmet need among women with secondary or higher
education levels is 9 per cent versus only three per cent among those with no education. Similarly, it
is surprising to find that the proportion of women from low wealth index households reporting an
unmet was three per cent versus six per cent for those from high wealth index households.

" Unmet need measurement in MICS is somewhat different than that used in other household surveys, such as the Demographic and Health

Surveys (DHS). In DHS, more detailed information is collected on postpartum amenorrhoea, and sexual activity. Results from the two
types of surveys are strictly not comparable.
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Table 8.5 (RH.2): Unmet need for contraception

Percentage of women aged 15-49 years currently married or in union with an unmet need for family planning
and percentage of demand for contraception satisfied, Isiolo district, Eastern Province, Kenya 2008

Number of
Unmet need for contraception I
Number of currently
women Percentage of married or in
For currently demand for union with
Current use of For limiting*  Total**  married or in contraception need for
Characteristics contraception® spacing** i Ekad union satisfied***** contraception
Age
15-19 11.6 6.3 0.0 6.3 78 *) 14
20-24 17.5 6.2 0.0 6.2 143 (73.8) 34
25-29 20.4 3.6 0.4 4.1 141 (83.4) 35
30-34 20.4 1.2 3.1 4.3 118 (82.7) 29
35-39 15.8 3.2 1.4 4.6 83 *) 17
40-44 26.4 0.0 0.0 0.0 68 *) 18
45-49 (9.2) (2.4) (0.0) (2.4) 48 *) 5
Education
None 8.2 2.6 4 3.0 408 73.2 46
Primary 32.1 5.8 3 5.6 194 85.2 73
Secondary + 35.0 4.3 4.2 8.5 7 80.4 33
Non-standard ™) *) ™*) ™) 1 . 0
Curriculum
Wealth index
Low 4.4 2.8 0.3 3.1 342 (58.5) 26
Medium 11.2 5.1 0.0 5.1 107 *) 17
High 41.2 3.9 1.8 5.8 231 87.7 109
Total 18.0 3.6 0.8 4.3 680 80.5 152

*MICS indicator 21; MDG indicator 19C

****MICS indicator 98

*HEXXXMICS indicator 99

** Unmet need for spacing is defined as women who are fecund and not currently using contraception and
want to space their births.

*** Unmet need to limit is defined as women who are fecund and not currently using contraception and want
to limit their births.

***** Proportion of demand satisfied is defined as the proportion of currently married or in union women who
are currently using contraception of the total demand for contraception.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

Figures in parentheses (e.g. (10.5)) are based on 25-49 unweighted cases.

8.5 Antenatal Care

The antenatal period presents important opportunities for reaching pregnant women with a
number of interventions that may be vital to their health and well-being and that of their infants.
Better understanding of foetal growth and development and its relationship to the mother's health has
resulted in increased attention to the potential of antenatal care as an intervention to improve both
maternal and newborn health. For example, if the antenatal period is used to inform women and
families about the danger signs and symptoms and about the risks of labour and delivery, it may
provide the route for ensuring that pregnant women do in practice deliver with the assistance of a
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skilled health care provider. The antenatal period also provides an opportunity to supply information
on birth spacing, which is recognized as an important factor in improving infant survival. Tetanus
immunization during pregnancy can be life-saving for both the mother and infant. The prevention and
treatment of malaria among pregnant women, management of anaemia during pregnancy and
treatment of sexually transmitted infections (STIs) can significantly improve foetal outcomes and
improve maternal health. Adverse outcomes such as low birth weight can be reduced through a
combination of interventions to improve women's nutritional status and to prevent infections
(e.g., malaria and STIs) during pregnancy. More recently, the potential of the antenatal period as an
entry point for HIV prevention and care, in particular for the prevention of HIV transmission from
mother to child has led to renewed interest in access to and use of antenatal care services.

WHO recommends a minimum of four antenatal visits based on a review of the effectiveness
of different models of antenatal care. WHO guidelines are specific on the content on antenatal care
visits which include:

e Blood pressure measurement

e Urine testing for bateriuria and proteinuria

o Blood testing to detect syphilis and severe anaemia
o Weight/height measurement (optional)

The type of personnel providing antenatal care to women aged 15-49 years who gave birth in
the two years preceding the survey are summarized in Table 8.6. About 17 per cent of the women did
not receive any antenatal care. Majority of these come from low wealth index households and are
women with no education. Four out of five women reported having received antenatal care by a
skilled personnel (a doctor, nurse, or midwife). The proportion of women receiving antenatal care
from a skilled personnel increases with increasing levels of education of the woman as well as by
increasing levels of the household wealth index. With the exception of the 35-49 age group where
about 68 per cent of women received antenatal care from a skilled personnel, the proportion receiving
antenatal care in the remaining age groups was at least 80 per cent.
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Table 8.6 (RH.3): Antenatal care provider

Percentage distribution of women aged 15-49 who gave birth in the two years preceding the survey by type of
personnel providing antenatal care, Isiolo district, Eastern Province, Kenya 2008

Person providing antenatal care** Number of
women who
No Antenatal gave birth in
Traditional ante- care by any the
Medical ~ Nurse/ birth natal skilled preceding
Characteristics doctor midwife  attendant Other care Total  personnel* two years
Age
15-19 35.3 47.6 1.2 4.3 11.6 100.0 82.8 46
20-24 28.0 52.0 0.7 0.0 19.2 100.0 80.0 114
25-29 25.3 58.5 &5 0.0 12.6 100.0 83.9 80
30-34 26.6 56.7 1.2 0.0 15.4 100.0 83.4 67
35-49 25.4 42.5 4.9 0.0 27.1 100.0 67.9 59
Education
None 27.0 45.0 3.4 0.8 23.7 100.0 72.0 231
Primary 28.2 63.8 0.0 0.0 8.0 100.0 92.0 110
Secondary + (33.2) (66.8) (0.0) (0.0) (0.0) (100. (100.0) 24
0)
Non-standard 0.0 100.0 0.0 0.0 0.0 0.0 100.0 1
Curriculum
Wealth index
Low 22.4 48.9 2.4 0.9 25.4 100.0 71.3 218
Medium 29.2 57.7 5.2 0.0 7.9 100.0 86.9 51
High 38.7 56.9 0.0 0.0 4.5 100.0 95.5 97
Total 27.7 52.2 2.2 0.5 17.4 100. 79.9 366
0

*MICS indicator 20

* Skilled health personnel include doctors, nurses, midwives, and auxiliary midwives.

** If the respondent mentioned more than one provider, only the most qualified provider is considered.
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

The types of services pregnant women received are shown in table 8.7 (RH.4). Among
women who gave birth during the two years preceding the survey, 83 per cent reported receiving
antenatal care at least twice. The proportion of women who received ANC during pregnancy increases
by increasing levels of education and household wealth index. Among women who received antenatal
care, 69 per cent had their blood pressure checked, 66 per cent reported that their blood sample was
taken, 59 per cent gave a urine specimen, and 76 per cent had weight measurements taken. The
proportion of women receiving all the above checks increased with increasing levels of education of
the woman and by increasing levels of the household wealth index.
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Table 8.7 (RH.4): Antenatal care

Percentage of pregnant women receiving antenatal care among women aged 15-49 years who gave birth in two
years preceding the survey and percent of pregnant women receiving specific care as part of the antenatal care
received, Isiolo district, Eastern Province, Kenya 2008

Percentage of Percentage of pregnant women who had:
pregnant Number of women
women Blood Urine who gave birth in two
receiving ANC Blood test pressure specimen Weight years preceding
Characteristics one or more taken* measured* taken* measured* survey
Age
15-19 88.4 65.1 62.8 57.8 78.9 46
20-24 80.8 66.2 68.4 62.1 74.7 114
25-29 87.4 72.5 74.7 66.0 81.6 80
30-34 84.6 69.9 77.5 57.7 79.7 67
35-49 72.9 52.7 55.1 44.8 65.7 59
Education
None 76.3 55.0 58.3 49.9 67.4 231
Primary 92.0 81.6 83.5 69.3 89.3 110
Secondary + 100.0 98.3 98.3 95.3 100.0 24
Non-standard ™*) ™*) ™*) ™*) ™*) 1
Curriculum
Wealth index
Low 74.6 50.5 55.1 43.7 66.1 218
Medium 92.1 81.6 85.3 71.2 85.3 51
High 95.5 92.5 90.2 86.1 94.0 97
Total 82.6 65.9 68.6 58.8 76.2 366

*MICS indicator 44

* Proportions are calculated separately: Total number of women weighed, blood pressure measured, gave urine
sample, gave blood sample.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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8.6 Assistance at Delivery

Three quarters of all maternal deaths occur during delivery and the immediate post-partum
period. The single most critical intervention for safe motherhood is to ensure a competent health
worker with midwifery skills is present at every birth, and that transport is available to a referral
facility for obstetric care in case of an emergency. A World Fit for Children goal seeks to ensure that
women have ready and affordable access to skilled attendance at delivery. The indicators are the
proportion of births delivered by a skilled attendant and the proportion of institutional deliveries. The
skilled attendant at delivery indicator is also used to track progress towards the Millennium
Development target of reducing the maternal mortality ratio by three quarters between 1990 and 2015.

The MICS included a number of questions to assess the proportion of births attended by a
skilled attendant, which includes a doctor, nurse, midwife or auxiliary midwife. About 34 per cent of
births that occurred during the two year period preceding the survey were delivered by skilled
personnel (Table 8.8 (RH.5). The proportion of mothers who received skilled assistance during
delivery was highest among teenage mothers (46 per cent) and lowest among older mothers (35-49
years) at 17 per cent. Education attainment of the mother plays a key role in receiving skilled delivery
assistance. For example, while 53 per cent of mothers with primary level education received skilled
delivery, the figure was only 19 per cent for mothers with no education. A similar trend is observed
with the levels of household wealth index, i.e. only 14 per cent of women from low wealth index
households received skilled delivery assistance versus 78 per cent for women from high wealth index
households.

About one in eight births (12 per cent) were delivered by a doctor, 22 per cent by a
nurse/midwife, seven per cent by either a relative or friend, and nearly 53 per cent by the assistance of
a traditional birth attendant. The proportion of women assisted by a doctor or nurse/midwife increased
with increasing levels of the household wealth index and education of the mother. However, as
expected the proportion of women who received delivery assistance from traditional birth attendants
is higher among women from low wealth index households (69 per cent) and lowest among those
from the high wealth index households (18 per cent).

In terms of health facility deliveries, 31 per cent of the deliveries occurred in a health facility.
The proportion of mothers delivering in the health facility was highest for 15-19 year olds, those who
were more educated and also mothers from high wealth index households.
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Child Development 9

9.1 Child Learning

It is well recognized that a period of rapid brain development occurs in the first 3-4 years of
life, and that the quality of home care is a major determinant of the child’s development during this
period. In this context, adult activities with children, the presence of books in the home for the child,
and the conditions of care, are important indicators of the quality of home care. A World Fit for
Children goal is that “children should be physically healthy, mentally alert, emotionally secure,
socially competent and ready to learn.”

Information on a number of activities that support early learning was collected in the MICS
surveys. These included the involvement of adults with children in the following activities: reading
books or looking at picture books; telling stories; singing songs; taking children outside the home,
compound or yard; playing with children; and spending time with children, and naming, counting or
drawing things.

In Isiolo district, about 44 per cent of children below five years had an adult engaged with
them in about four child activities that promote learning and school readiness during the three days
preceding the survey (Table 9.1 (CD.1). The average number of activities that adults engaged in with
children was three. The fathers’ involvement in such activities was somewhat limited. Fathers’
involvement with one or more activities was noted only in 31 per cent of the children, with the
average number of activities being less than one. Among all children under five years, almost 22 per
cent were living in a household without their natural fathers. The results show that the higher the level
of education for either the mother or the father, the more likely it is for a household member to get
involved in child activities that promote learning and school readiness. The same pattern is observed
for household wealth index where the higher the wealth index, the more likely it is for a household
member to get involved in activities that promote learning and school readiness.
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Table 9.1 (CD.1): Family support for learning

Percentage of children aged 0-59 months for whom household members are engaged in activities that promote
learning and school readiness, Isiolo district, Eastern Province, Kenya 2008

Percentage of children aged 0-59 months
For whom the

For whom father
household engaged in Mean
members engaged  Mean number one or more number of Living in a
in four or more of activities activities that activities household
activities that household promote the father without Number of
promote learning members learning and engaged in their children

Characteristics and school engage in school with the natural aged 0-59

readiness* with the child readiness** child father months
Sex
Male 46.1 3.1 31.7 0.6 22.9 553
Female 41.3 2.8 30.8 0.5 20.1 519
Age
0-23 months 24.3 2.1 24.4 0.4 17.4 451
24-59 months 58.0 3.6 36.2 0.6 24.5 621
Mother's education
None 39.4 2.7 29.1 0.5 21.4 690
Primary 49.1 3.4 32.0 0.5 24.9 297
Secondary + 61.1 3.8 45.9 1.1 10.5 83
Non-standard ™) ™) *) ™) *) 2
Curriculum
Father's education
None 36.3 2.6 34.5 0.6 0.0 450
Primary 45.2 3.1 39.6 0.6 0.0 265
Secondary + 51.7 3.6 47.3 0.9 0.0 122
Non-standard ™) ™) *) ™) *) 5)
Curriculum
Father not in HH 52.3 8LE 6.4 0.1 100.0 231
Wealth index
Low 40.0 2.7 28.5 0.4 20.6 617
Medium 48.8 3.2 34.7 0.5 28.1 174
High 48.9 3.3 35.2 0.8 19.4 282
Total 43.8 3.0 31.2 0.5 215 1072

*MICS indicator 46

* Any adult has engaged in 4 or more activities to promote learning and school readiness in the past 3 days.
* MICS indicator 47

** Father has provided one or more activities to promote learning and school readiness.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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Education 10

10.1 Pre-School Attendance and School Readiness

Attendance pre-school education in an organized learning or child education program is
important for the readiness of children to attend further schooling. One of the goals in A World Fit for
Children is the promotion of early childhood education.

Table 10.1 (ED.1) shows the distribution of children aged 36-59 months who are attending
some form of an organized early childhood education programme. About 41 per cent of children aged
36-59 months are currently attending early childhood education. There is little variation in attendance
between males and female children. The proportion of children attending early childhood education
increases with increasing levels of the mother’s education and household wealth index.

Table 10.1 (ED.1) also shows the proportion of children in standard one who attended pre-
school the previous year, which is an important indicator of readiness for school. About 86 per cent of
children who are currently aged five and attending standard one of primary school attended pre-school
the previous year. However, the numbers are too small to enable more disaggregated analysis by
wealth index and mother’s education levels.
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Table 10.1 (ED.1): Early childhood education
Percentage of children aged 36-59 months who are attending some form of organized early childhood
education programme and per cent of first graders who attended pre-school, Isiolo district, Eastern Province,
Kenya 2008
Percentage of
Percentage of children children attending
aged 36-59 months standard one who
currently attending Number of attended preschool Number of children
early childhood children aged program in previous attending standard
Characteristics education 36-59 months year one
Sex
Male 41.9 201 ™) 12
Female 39.7 203 ™*) 19
Age of child
36-47 months 27.4 218 ™*) 0
48-59 months 56.5 186 ™) 0
6 years* *) 0 (85.5) 31
Mother's
education
None 36.3 271 ™) 19
Primary 48.6 103 )7 11
Secondary + (55.8) 29 @ 1
Non-standard ™*) 1 . 0
Curriculum
Wealth index
Low 32.7 231 ™) 17
Medium 42.2 70 ) 7
High 58.0 103 ) 7
Total 40.8 404 (85.5) 31
*MICS indicator 52
* Primary school entry age should be defined at the country level (usually based on UNESCO's ISCED1
classification). Here, it is assumed that primary education starts at age 6.
** MICS indicator 53
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

10.2 Primary and Secondary School Participation

Universal access to basic education and the achievement of primary education by the world’s
children is one of the most important goals of the Millennium Development Goals (goal 2 target 3)
and A World Fit for Children. Education is a vital ingredient for combating poverty, empowering
women, protecting children from hazardous and exploitative labour and sexual exploitation,
promoting human rights and democracy, protecting the environment, and influencing population
growth.

The following indicators are used to track down the achievement of these aims at primary and
secondary levels.

¢ Net intake rate in primary education
e Net primary school attendance rate

68 Education



e Net secondary school attendance rate
e Net primary school attendance rate of children of secondary school age
e Female to male education ratio (or gender parity index - GPI)

The indicators of school progression include:
e Survival rate to grade five
e Transition rate to secondary school
e Net primary completion rate

Among children who are of primary school entry age (age six) in Isiolo, only 22 per cent are
attending standard one. Surprisingly, the proportion of female attendance is nearly double that of male
children attendance (29 per cent versus 15 per cent). Attendance levels were higher for children with
mother’s who have attained primary level education versus those with no education.

Table 10.2 (ED.2): Primary school entry

Percentage of children of primary school entry age (6 years old) attending grade
1,lIsiolo district, Eastern Province, Kenya 2008

Percentage of children of Number of children of
primary school entry age primary school entry
Characteristics currently attending grade 1* age
Sex
Male 14.6 102
Female 29.1 104
Mother's education
None 19.5 153
Primary 31.7 44
Secondary + ™) 8
Wealth index
Low 18.7 128
Medium (35.2) 30
High 22.2 47
Total 21.9 205

*MICS indicator 54

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted
cases and has been suppressed. Figures in parenthesis (e.g. (10.5)) are based on
the 25-49 unweighted cases.

Table 10.3 (ED.3) provides the percentage of children of primary school age attending
primary or secondary school. Majority (66 per cent) of children of primary school age are attending
school. Overall, female children have a negligible difference in net attendance rate in comparison to
males (65 per cent versus 67 per cent). lrrespective of gender, the proportion of children attending
school increases with increasing levels of mother’s education and household wealth index.
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Table 10.3 (ED.3): Primary school net attendance ratio
Percentage of children of primary school age (6 — 13 years) attending primary or secondary school (NAR),
Isiolo district, Eastern Province, Kenya 2008

Net attendance ratio* Number of children
Characteristics Male Female Total Male Female Total
Age
6 20.3 33.9 27.2 102 104 205
7 50.3 46.9 48.8 76 58 134
8 66.7 65.7 66.1 72 90 162
9 75.5 74.9 75.2 74 69 143
10 80.8 81.1 81.0 90 105 195
11 81.1 74.5 78.4 65 46 112
12 84.8 75.0 79.8 69 71 140
13 91.1 73.7 82.2 70 73 143
Mother’s
education
None 63.2 59.6 61.4 474 477 951
Secondary + (95.4) (94.3) 94.9 28 25 52
Non-standard ™) ™) ™) 1 0 1
Curriculum
Wealth index
Low 54.9 54.9 54.9 367 367 734
Medium 89.7 76.3 82.6 95 107 203
High 79.5 82.1 80.7 156 141 297
Total 66.5 64.9 65.7 619 615 1234
* MICS indicator 55; MDG indicator 6
* The primary school net attendance ratio (NAR) is the per cent of children of primary school age that are
attending primary or secondary school. Children of primary school age (6-13 years) currently attending
primary or secondary school are included in the numerator. All children of primary school age are included in
the denominator.
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

The net attendance ratios presented in Table 10.4 (ED.4) clearly indicates that only one out of
nine children of secondary school age (14-17 years) are attending secondary school. The implications
are that nearly eighty nine per cent of secondary school aged children are either out of school or
attending primary school. Male children dominate the secondary school net attendance ratio at 13 per
cent compared to 10 per cent for females. The household wealth index seems to influence the
secondary school net attendance ratios. For example, while only seven per cent of those from low
wealth index are attending secondary school, the corresponding figure is 20 per for those from high
wealth index households.
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Table 10.4 (ED.4): Secondary school net attendance ratio
Percentage of children of secondary school age (14 — 17 years) attending secondary school or higher (NAR),
Isiolo district, Eastern Province, Kenya 2008
Net attendance ratio Number of children

Characteristics Male Female Total Male Female Total
Age
14 1.5 0.3 0.9 63 75 137
15 6.3 10.3 7.5 75 34 108
16 18.7 (14.8) 17.1 64 47 111
17 (29.6) (17.5) 231 43 51 95
Mother’s
education
None 10.3 5.7 8.5 187 126 313
Primary *) (25.1) 24.9 24 35 59
Secondary + *) *) *) 8 5 12

(7.6) (7.2) 7.4 26 40 66
Mother not in HH
Non-standard ™*) ™*) ™*) 0 0 1
curriculum
Wealth index
Low 7.3 6.2 6.8 150 118 268
Medium (19.9) (4.0) 13.9 51 31 82
High 21.7 19.0 20.2 43 59 102
Total 12.5 9.5 11.1 244 207 451
* MICS indicator 56
* The secondary school net attendance ratio (NAR) is the per cent of children of secondary school age that
are attending secondary school or higher. Children of secondary school age currently attending secondary
school or higher are included in the numerator. All children of secondary school age are included in the
denominator.
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Table 10.5 (ED.4W) shows the percentage distribution of children of secondary school age
(14 - 17 years) attending primary school. About one in four (25 per cent) children of secondary
school age in Isiolo district are attending primary school. As expected the proportion of these children
drops with increasing age. However, there are minimal differences in the proportion of children of
secondary school age attending primary school by varying levels of household wealth index. It is also
surprising that the proportion of these children is higher for those with mothers who have attained a
primary education level (35 per cent) versus those with mothers who have no education (26 per cent).
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Table 10.5 (ED.4w): Secondary school age children attending primary school
Percentage of children of secondary school age (14 — 17 years) attending primary school, Isiolo district,
Eastern Province, Kenya 2008

Percentage attending primary school Number of children
Characteristics Male Female Total Male Female Total
Age
14 49.9 49.4 49.6 63 75 137
15 27.3 (16.4) 23.9 75 34 108
16 12.7 (8.2) 10.8 64 47 111
17 (12.1) (4.8) 8.1 43 51 95
Mother’s
education
None 26.8 24.8 26.0 187 126 313
Primary *) (34.3) 34.6 24 35 59
Secondary + *) *) ™) 8 5 12
Non standard (@) ™*) ™*) 0 0 1
curriculum
Mother not in HH (19.5) (6.2) 11.4 26 40 66
Wealth index
Low 26.4 21.2 24.1 150 118 268
Medium (19.8) (41.2) 27.8 51 31 82
High 35.4 19.2 26.1 43 59 102
Total 26.6 23.6 25.2 244 207 451
* Children of secondary school age currently attending primary school are included in the numerator. All
children of secondary school age are included in the denominator.
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

Table 10.6 (ED.7) presents the Gender Parity Index (GPI) which compares the net attendance
ratios for males and females in primary and secondary school. GPI at the primary level is 0.98 while
that of secondary schooling is 0.77, meaning for every 100 enrolled males, there are 98 females at the
primary level and only 77 at the secondary level. The primary school GPI does not vary much by
increasing levels of the mother’s education or by varying levels of the household wealth index. In
terms of secondary school gender parity index, there are clear differences by mothers education in
favour of children with mothers who have attained a primary level education as well as some
differences by household wealth index in favour of children from low and high wealth index
households.
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Table 10.6 (ED.7): Education gender parity

Ratio of girls to boys attending primary education and ratio of girls to boys attending secondary education,
Isiolo district, Eastern Province, Kenya 2008

Secondary school net
attendance ratio

Primary school net (NAR)
attendance ratio (NAR)
Gender parity Gender parity
index (GPI) for index (GPI) for
primary school secondary school
Characteristics Girls Boys NAR* Girls Boys NAR*
Sex
Male NA 66.5 NA NA 12.5 NA
Female 65.0 NA NA 9.5 NA NA
Mother's
education
None 59.6 63.2 0.94 5.7 10.3 0.55
Primary 81.3 72.7 1.12 25.1 24.7 1.02
Secondary + 94.3 95.4 0.99 16.1 42.4 0.38
Wealth index
Low 54.9 54.9 1.00 6.2 7.3 0.86
Medium 76.3 89.7 0.85 4.0 19.9 0.20
High 82.5 79.5 1.04 19.0 21.7 0.88
Total 65.0 66.5 0.98 9.5 12.5 0.77

*MICS indicator 61; MDG indicator 9

* The gender parity index (GPI) is the ratio of female to male net attendance ratios (primary or secondary).
The primary and secondary net attendance ratios are presented in Tables ED.3 and ED.4.

10.3 Adult Literacy

Literacy plays an important role in contributing to economic prosperity, good health, cultural
identity, civic participation and tolerance, and individuals’ ability to realise their potential. For many
young people, lack of adequate literacy skills can lead to poverty and social exclusion. Adult literacy
is an MDG indicator attached to goal 2 target 3, relating to both men and women, and is also one of
the goals covered by A World Fit for Children. The results presented in Table 10.7 (ED.8) are for
women aged 15-24 years, since only a women’s questionnaire was administered in the MICS survey.
The results indicate that less than half of all women aged 15-24 years (47 per cent) are literate in
Isiolo district. The proportion of literate women in the age group 15-19 years is slightly higher than
for those aged 20-24 years (53 per cent versus 40 per cent, respectively). There seems to a strong
relationship between wealth index of the household and literacy levels. For example, the proportion of
literate women among low wealth index households is only 31 per cent versus 68 per cent among
women from high wealth index households.
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Table 10.7 (ED.8): Adult literacy

Percentage of women aged 15-24 years that are literate*, Isiolo district, Eastern Province,
Kenya 2008

Percentage not Number of women
Characteristics Percentage literate* known** aged 15-24 years
Education
None 2.1 0.0 182
Primary 72.4 0.4 196
Secondary + 100.0 0.0 57
Age
15-19 52.8 0.3 218
20-24 40.3 0.0 218
Wealth index
Low 30.6 0.3 213
Medium 52.2 0.0 82
High 67.6 0.0 141
Total 46.6 0.2 436

*MICS indicator 60; MDG indicator 8

* Per cent of women aged 15-24 years who are able to read a short simple statement about
every day life or who attended secondary or higher education.

** The per cent not known includes those for whom no sentence in the required language was
available or for whom no response was reported. If the per cent of the population for whom
literacy status is not known exceeds 10 per cent in any category, caution should be exercised in
the interpretation of the results.
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Child Protection 11

11.1 Birth Registration

The Convention on the Rights of the Child states that every child has the right to a name and a
nationality and the right to protection from being deprived of his or her identity. Birth registration is a
fundamental means of securing these rights for children. A World Fit for Children (WFFC) goal is to
develop systems to ensure the registration of every child at or shortly after birth, and fulfil his or her
right to acquire a name and a nationality, in accordance with national laws and relevant international
instruments. The indicator is the percentage of children under five years of age whose birth is
registered.

About one in five births (19 per cent) of children under five years in Isiolo district are
registered (Table 11.1 (CP.1)). There are differences in the proportion of births registered by levels of
mother’s education and household wealth index. While 13 per cent of births to women with no
education were registered, the corresponding figure is about 45 per cent for women with secondary
education or above. Similarly, only 9 per cent of children from low wealth index households are
registered versus 41 per cent among those from high wealth index households. Lack of knowledge
that births of children should be registered remains the main reason (57 per cent) as to why mothers
do not register a child, followed by distance (17 per cent) and lack of knowledge of place for
registration (13 per cent)
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11.2 Child Labour

Avrticle 32 of the Convention on the Rights of the Child states: "States Parties recognize the
right of the child to be protected from economic exploitation and from performing any work that is
likely to be hazardous or to interfere with the child's education, or to be harmful to the child's health
or physical, mental, spiritual, moral or social development...". A World Fit for Children mentions
nine strategies to combat child labour, while the MDGs call for the protection of children against
exploitation. In the MICS questionnaire, a number of questions addressed the issue of child labour,
that is, by asking about children aged 5-14 years who are involved in labour activities.

A child is considered to be involved in child labour activities if during the week preceding the survey
the child was involved in:

e Ages 5-11: at least one hour of economic work or 28 hours of domestic work per week.
e Ages 12-14: at least 14 hours of economic work or 28 hours of domestic work per week.

This definition allows differentiation between child labour and child work to identify the type
of work that should be eliminated. As such, the estimates provided here are a minimum of the
prevalence of child labour since some children may be involved in hazardous labour activities for a
number of hours that could be less than the numbers specified in the criteria provided above.

Table 11.2 (CP.2) presents the results of child labour by type of work a child was engaged in.
The percentages may not add up to the total child labour as children may be involved in more
than one type of work. Among children aged 5-14 years, barely one per cent are involved in paid or
unpaid work outside the household. Nine per cent of that age cohort is engaged in child labour, with
six per cent involved in household chores while two per cent are involved in the family business.
Females are more likely to be engaged in child labour mainly due to their engagement in household
chores for 28 hours or more in a week. The prevalence of child labour is higher among the older
children (12-14 years of age). Similarly, the prevalence of child labour is higher among children from
low wealth index households.
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Table 11.2 (CP.2): Child labour

Percentage of children aged 5-14 years who are involved in child labor activities by type of work, Isiolo district,
Eastern Province, Kenya 2008

. . Household Number of
Working outside household chores for  Working for children
28+ family Total child aged 5-14
Characteristics Paid work  Unpaid work hours/ business labor* years
Sex
Male 0.5 0.7 43 1.2 6.5 775
Female 0.4 0.5 8.5 1.9 10.8 805
Age
5-11 years 0.2 0.8 3.6 1.7 6.2 1,160
12-14 years 1.2 0.1 14.2 1.0 15.7 420
School
participation
Yes 0.2 0.6 8.8 1.3 5.2 1,245
No 1.3 0.8 18.0 2.4 21.8 335
Mother’s education
None 0.6 0.4 7.0 1.3 9.0 1,208
Primary 0.0 1.5 51 2.8 9.2 304
Secondary + 0.0 0.0 1.1 0.0 1.1 66
Non-standard (@) ™) ™*) ™) ™*) 2
Curriculum
Wealth index
Low 0.7 0.6 9.0 1.9 11.6 938
Medium 0.0 0.7 4.9 1.1 6.7 262
High 0.2 0.7 1.1 1.0 3.0 380
Total 0.4 0.6 6.4 1.5 8.7 1,580

* MICS Indicator 71

* The table is based on the responses to a series of questions in the child labour module which is administered
to the mother/caretaker of each child in the household 5-14 years of age. The numerator to estimate the child
labour per cent includes: (a) children 5-11 years of age that during the week preceding the survey did at least
one hour of economic activity or at least 28 hours of domestic chores, and (b) children 12-14 years of age that
during the week preceding the survey did at least 14 hours of economic activity or at least 28 hours of
domestic chores.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

The distribution of children classified as ‘student labourers’ and ‘labourer students’ is
presented in Table 11.3 (CP.3.) More specifically, of the 79 per cent of the children aged 5-14 years
attending school, nine per cent are also involved in some form of child labour activities. On the other
hand, 47 per cent of child labourers are also attending school while five per cent of students are
involved in child labour. Females are more likely to be involved in child labour, as well as to be
students in child labour. The proportion of child labourers attending school increases with increasing
levels of mothers’ education. Similarly, the proportion of child labourer’s attending school increases
with increasing levels of household wealth index.
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Table 11.3 (CP.3): Labourer students and student labourers

Percentage of children aged 5-14 years who are labourer students and student labourers, Isiolo district, Eastern Province,
Kenya 2008

Percentage
Number Percentage of students
of of child who are
Percentage children labourers Number also
Percentage of children 5-14 who are also of child involved in Number of
of children in attending years of attending labourers child students
Characteristics child labour* school age school aged 5-14  labour**** aged 5-14
Sex
Male 6.5 81.4 775 45.7 51 3.7 631
Female 10.8 76.3 805 47.9 87 6.8 614
Age
5-9 years 6.2 79.5 1,160 50.5 72 3.9 921
10-14 years 15.7 77.0 420 43.3 66 8.8 324
Mother’s
education
None 9.0 74.0 1,208 38.7 109 4.7 894
Primary 9.2 93.2 304 78.5 28 7.7 283
Secondary + 1.1 99.1 66 100.0 1 1.1 66
Non-standard ™*) *) 2 . ™*) *) 2
Curriculum
Wealth index
Low 11.6 70.3 938 39.7 109 6.5 659
Medium 6.7 90.3 262 70.8 18 5.2 237
High 3.0 91.8 380 81.0 11 2.7 349
Total 8.7 78.8 1,580 47.1 138 5.2 1,245

* The table is based on the responses to a series of questions in the child labour module which is administered to the
caretaker of each child in the household 5-14 years of age. The numerator to estimate the child labour per cent includes: (a)
children 5-11 years of age that during the week preceding the survey did at least one hour of economic activity or at least 28
hours of domestic chores, and (b) children 12-14 years of age that during the week preceding the survey did at least 14
hours of economic activity or at least 28 hours of domestic chores.

** MICS Indicator 72

** | abourer students: Number of children 5-14 years of age invoved in child labour activities that are also attending school
divided by the total number of children 5-14 years of age involved in child labour activities.

**** MICS Indicator 73

**** Student labourers: Number of children 5-14 years of age attending school that are also invoved in child labour activities
divided by the total number of children 5-14 attending school.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figures
in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

11.3 Child Discipline

As stated in A World Fit for Children, “children must be protected against any acts of
violence ...” and the Millennium Declaration calls for the protection of children against abuse,
exploitation and violence. In Isiolo district MICS survey, mothers/caretakers of children aged 2-14
years were asked a series of questions on the ways parents use to discipline their children when they
misbehave. Note that for the child discipline module, one child aged 2-14 per household was selected
randomly during fieldwork. Out of these questions, the two indicators used to describe aspects of
child discipline are: 1) the number of children aged 2-14 years that experience psychological
aggression as punishment or minor physical punishment or severe physical punishment; and 2) the
number of parents/caretakers of children 2-14 years of age that believe that in order to raise their
children properly, they need to physically punish them.
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In Isiolo, 72 per cent of children aged 2-14 years were subjected to at least one form of
psychological or physical punishment by their mothers/caretakers or other household members
(Table 11.4). Specifically, 17 per cent of children were subjected to severe physical punishment, and
22 per cent were subjected to non-violent discipline. About 64 per cent of mothers or caretakers of
children believe that a child needs to be physically punished.

The punishment patterns for male and female children showed modest differentials; neither
did the mother’s perspective on the need to punish physically vary between female and male children.
There are no notable differences in the proportion of children subjected to any psychological or
physical punishment by levels of household wealth index. A similar pattern is observed by levels of
mother’s education. However, severe physical punishment was more prevalent among children from
low wealth status households.

Table 11.4 (CP.4): Child discipline

Percentage of children aged 2-14 years according to method of disciplining the child, Isiolo district, Eastern Province,
Kenya 2008

Percentage of children 2-14 years of age who experience:

Type of punishment

Mother/
caretaker Number
believes that of
Any the child needs children
Only non- psychologic  No discipline to be aged
Characteristics violent Psycho Minor Severe al or or physically 2-14
discipline -logical  physical  physical physical punishment  Missing punished years**
Sex
Male 22.6 58.7 58.9 16.2 70.6 6.8 0.0 63.5 1028
Female 22.2 59.6 55.8 16.8 72.9 4.9 0.0 64.3 940
Age
2-4 years 22.2 54.7 54.6 17.5 71.2 6.6 0.0 63.5 452
5-9 years 23.3 58.1 56.8 11.8 70.7 6.1 0.0 60.8 820
10-14 years 21.5 63.2 59.9 21.3 73.2 5.8 0.0 67.9 696
Mother’s
education
None 23.0 59.9 56.5 17.0 71.4 5.6 0.0 66.1 1439
Primary 22.2 56.5 63.2 16.3 72.6 5.2 0.0 59.2 430
Secondary + 15.5 60.7 42.7 10.1 71.1 13.4 0.0 50.8 95
Non-standard *) ™) ™) *) *) ™) *) *) 3
Curriculum
Wealth index
Low 24.2 60.1 57.7 19.4 71.3 4.6 0.0 68.0 1162
Medium 27.0 58.1 52.5 13.8 70.4 2.6 0.0 63.3 345
High 14.6 57.5 60.2 11.2 73.7 11.8 0.0 54.1 461
Total 22.4 59.1 57.4 16.5 71.7 5.9 0.0 63.9 1968

* MICS Indicator 74

** Table is based on children aged 2-14 years randomly selected during fieldwork (one child selected per household, if any children in
the age range) for whom the questions on child discipline were administered.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figures in
parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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11.4 Early Marriage

According to UNICEF's worldwide estimates, over 60 million women aged 20-24 are
married/in union before the age of 18. Factors that influence child marriage rates include: the state of
the country's civil registration system, which provides proof of age for children; the existence of an
adequate legislative framework with an accompanying enforcement mechanism to address cases of
child marriage; and the existence of customary or religious laws that condone the practice.

In many parts of the world, parents encourage marriage of their daughters while they are still
young in the hope that the marriage will benefit such parents both financially and socially, while also
relieving the family of financial burdens. Child marriage is a violation of human rights compromising
the development of girls and often resulting in early pregnancy and social isolation, with little
education and poor vocational training reinforcing the gendered nature of poverty. The right to ‘free
and full' consent to a marriage is recognized in the Universal Declaration of Human Rights - with the
recognition that consent cannot be 'free and full' when one of the parties involved is not sufficiently
mature to make an informed decision about a life partner. The Convention on the Elimination of all
Forms of Discrimination against Women mentions the right to protection from child marriage in
article 16, which states: "The betrothal and the marriage of a child shall have no legal effect, and all
necessary action, including legislation, shall be taken to specify a minimum age for marriage...” While
marriage is not considered directly in the Convention on the Rights of the Child, child marriage is
linked to other rights - such as the right to express their views freely, the right to protection from all
forms of abuse, and the right to be protected from harmful traditional practices - and is frequently
addressed by the Committee on the Rights of the Child. Other international agreements related to
child marriage are the Convention on Consent to Marriage, Minimum Age for Marriage and
Registration of Marriages and the African Charter on the Rights and Welfare of the Child and the
Protocol to the African Charter on Human and People's Rights on the Rights of Women in Africa.
Child marriage was also identified by the Pan-African Forum against the Sexual Exploitation of
Children as a type of commercial sexual exploitation of children.

Young married girls are a unique, though often invisible, group tasked and required to
perform heavy amounts of domestic work, while facing pressure to demonstrate fertility, and
sometime routinely responsible for raising other children . Married girls and child mothers also face
constrained decision-making and reduced life choices. Boys are also affected by child marriage but
the issue impacts on girls in far larger numbers and with more intensity. Cohabitation - where a
couple lives together as if married - raises the same human rights concerns as marriage. When a girl
lives with a man and takes on the role of caregiver for him, the assumption is often that she has
become an adult woman, even if she has not yet reached the age of 18 years. Additional concerns due
to the informality of the relationship - for example, inheritance, citizenship and social recognition -
might make girls in informal unions vulnerable in different ways than those who are in formally
recognized marriages.

Research suggests that many factors interact to place a child at risk of marriage. Poverty,
protection of girls, family honour and the provision of stability during unstable social periods are
considered as significant factors in determining a girl's risk of becoming married while still a child.
Women who marry at younger ages are more likely to believe that it is sometimes acceptable for a
husband to beat his wife and are more likely to experience domestic violence themselves. The age gap
between partners is thought to contribute to these abusive power dynamics and to increase the risk of
untimely widowhood.

Closely related to the issue of child marriage is the age at which girls become sexually active.
Women who are married before the age of 18 tend to have more children than those who marry later
in life. Pregnancy related deaths are known to be a leading cause of mortality for both married and
unmarried girls between the ages of 15 and 19, particularly among the youngest of this cohort.
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There is evidence to suggest that girls who marry at young ages are more likely to marry older men
which puts them at increased risk of HIV infection.

The information on early marriage is presented in Table 11.5 (CP.5). About 14 per cent of
women aged 15-49 years got married before reaching 15 years, and 47 per cent of women aged 20-49
years were married or were in union before their 18th birth day. The table indicates that 36 per cent of
women aged 15-19 years are currently married or in union. Early marriage is more prevalent among
women with low education and declines with increasing levels of education attained. The results also
shows that the proportion of women married before reaching 15 years declines with increasing levels
of household wealth index in Isiolo district.

Table 11.5 (CP.5): Early marriage
Percentage of women aged 15-49 years in marriage or union before their 15th birthday, per cent of women
aged 20-49 years in marriage or union before their 18th birthday, and per cent of women aged 15-19 years
currently married or in union, Isiolo district, Eastern Province, Kenya 2008
Number of Number of Percentage of
Percentage women Percentage women women 15-19 Number of
married before aged 15- married before aged 20-49 married/in women aged 15-

Characteristics age 15* 49 years age 18* years union** 19 years
Age
15-19 9.5 218 NA NA 35.8 78
20-24 16.5 218 49.0 218 NA 143
25-29 13.5 173 41.6 173 NA 141
30-34 15.5 139 51.3 139 NA 118
35-39 17.0 99 54.2 99 NA 83
40-44 14.1 88 34.6 88 NA 68
45-49 13.8 62 51.8 62 NA 48
Education
None 17.5 514 51.5 428 55.7 408
Primary 13.2 348 52.0 249 23.1 194
Secondary + 2.4 134 14.8 100 22.7 7
Non-standard ™*) 2 ™*) 1 ™*) 0
Curriculum
Wealth index
Low 18.0 476 57.8 360 36.7 342
Medium 11.9 162 40.4 118 30.9 107
High 9.6 359 36.7 301 37.7 231
Total 14.0 997 47.0 779 35.8 680
*MICS indicator 67
** MICS indicator 68
*** MICS indicator 70
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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Table 11.6 (CP.6) presents the results of the age difference between husbands and wives.
About 75 per cent of the women aged 15-24 years are married or in union with a partner who is five
or more years older. The proportion of women who are married or in union with a partner who is 0-4
years older is only 21 per cent.

Table 11.6 (CP.6): Spousal age difference

Percentage distribution of currently married/in union women aged 15-19 and 20-24 years according to the age
difference with their husband or partner, Isiolo district, Eastern Province, Kenya 2008

Percentage of currently married/in union women whose husband
or partner is:

0-4 5-9 10+ Husband’ s Number of women
Characteristics years years years age curre_ntly r_narried/
Younger older older older* unknown Total in union
Age
15-19 0.0 13.2 54.7 26.8 5.4 100.0 78
20-24 3.1 24.6 33.1 38.6 0.7 100.0 143
Total 2.0 20.6 40.8 34.5 2.3 100.0 221
*MICS indicator

11.5 Female Genital Mutilation/Cutting

Female genital mutilation/cutting (FGM/C) is the partial or total removal of the female
external genitalia or other injury to the female genital organs. FGM/C is always traumatic with
immediate complications including excruciating pain, shock, urine retention, ulceration of the genitals
and injury to adjacent tissue. Other complications include septicaemia, infertility, obstructed labour,
and even death. The procedure is generally carried out on girls between the ages of 4 and 14; it is also
done to infants, women who are about to get married and, sometimes to women who are pregnant
with their first child or who have just given birth. It is often performed by traditional practitioners,
including midwives and barbers, without anesthesia, using scissors, razor blades or broken glass.

FGM/C is a fundamental violation of human rights. In the absence of any perceived medical
necessity, it subjects girls and women to health risks and has life-threatening consequences. Among
those rights violated are the rights to the highest attainable standard of health and to bodily integrity.
Furthermore, it could be argued that girls (under 18) cannot be said to give informed consent to such a
potentially damaging practice as FGM/C.

In MICS, a series of questions were asked to determine knowledge of FGM/C, prevalence of
FGM/C, and details of the type of FGM/C performed. Table 11.7 and Table 11.8 (CP.7) summarize
the prevalence of FGM/C among women and the type and extent of the procedure as well as women’s
attitudes towards FGM/C. In Isiolo, 98 per cent of women aged 15-49 years have heard about FGM/C.
The knowledge level of FGM/C is well distributed across age, education and household wealth index.
Seven out of ten women reported to have undergone some form of FGM/C. This prevalence was
higher among older women particularly those with no education and women from low wealth index
households. Among those who had experienced some form of FGM/C, 80 per cent had some flesh
removed and 12 per cent were sewn and closed. Among women who had FGM/C, 11 per cent
experienced an extreme form of FGM/C. Surprisingly, the proportion of women who experienced
extreme forms of FGM/C were higher for women from high wealth index households (18 per cent).
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Table 11.7 (CP.7): Female genital mutilation/cutting (FGM/C)

Percentage of women aged 15-49 years who have heard about female genital mutilation/cutting (FGM/C), had any
form of FGM/C, type of FGM/C among those who have had FGM/C, the per cent who have had the extreme form of
FGM/C (infibulation), Isiolo district, Eastern Province, Kenya 2008

Percentage of women with FGM/C who:

Number
of Number
women Had an of
Heard Had any aged Were Form of extreme women
about form of 15-49 Had flesh Were sewn FGM/C not form of with

Characteristics  FGM/C  FGM/C* years removed  nicked closed determined Total FGM/C** FGM/C

Age

15-19 97.7 68.8 218 83.3 5.1 10.7 0.9 100.0 10.7 150
20-24 97.9 64.8 218 80.7 7.8 9.9 1.6 100.0 8.5 141
25-29 98.6 74.9 173 755 10.9 12.7 0.9 100.0 12.7 130
30-34 97.2 71.7 139 79.2 4.0 16.8 0.0 100.0 15.7 100
35-39 92.9 78.3 99 78.1 8.7 7.4 5.8 100.0 6.1 7
40-44 100.0 65.9 88 79.1 3.1 14.5 3.3 100.0 14.5 58
45-49 99.3 77.7 62 (80.2) (3.8) (12.9) (3.2) (100.0) 12.9) 48
Education

None 96.7 81.8 514 78.2 6.9 12.8 2.1 100.0 12.1 420
Primary 98.6 60.8 348 81.2 6.8 10.2 1.8 100.0 9.8 212
Secondary + 98.8 53.0 134 83.3 4.9 11.7 0.0 100.0 11.4 71
Non-standard *) *) 2 *) @) *) *) *) *) 2
Curriculum

FGM/C**

Experience

No FMG/C** 92.0 0.0 293 *) ™) *) ™) *) *) 0
Had FMG/C** 100.0 100.0 704 79.6 6.7 11.9 1.8 100.0 11.3 704
Wealth

index

Low 96.4 76.3 476 82.2 7.4 9.7 0.7 100.0 8.9 364
Medium 99.2 83.4 162 84.0 5.5 7.7 2.8 100.0 7.7 135
High 98.6 57.4 359 72.1 6.3 18.4 3.2 100.0 17.8 206
Total 97.6 70.7 997 79.6 6.7 11.9 1.8 100.0 11.3 704

*MICS indicator 63

* Women aged 15-49 reporting they had any type of female genital mutilation/cutting. Individual forms of FGM/C include the
removal of flesh from the genital area, the nicking of the flesh of the genital area and sewing closed the genital area.

** MICS indicator 64

** Extreme form of FGM/C (infibulations) is defined as both the removal of flesh from the genital area AND sewing closed the
genital area. (*)

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed. Figures in
parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

All women who have heard about FGM/C were asked whether the practice should be
continued or not. The results of these attitudes towards FGM/C are presented in Table 11.8. Almost
half of the women (48 per cent) in Isiolo district who have heard about FGM/C want the practice to
continue. The proportion of women who want the practice to continue decreased with increasing
levels of education attainment as well as by increasing levels of household wealth index. For example,
only 15 per cent of women with secondary or above level of education want the practice to continue
compared to 67 per cent of those with no education.
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Table 11.8 (CP.7): Attitude towards Female genital mutilation/cutting (FGM/C)

Percentage distribution of women age 15-49 years who have heard about FGM/C according to attitudes
towards whether the practice of FGM/C should be continued, Isiolo district, Eastern Province, Kenya 2008

Percentage distribution of women age 15-49 years who believe the
practice of FGM/C should:

Number of
women aged
Depends 15-49 years
Continue Be on Don't who have heard
Characteristics TR discontinued situation know Total of FGM/C
Age
15-19 50.8 46.4 1.0 1.8 100 213
20-24 46.3 53.6 0.1 0.0 100 213
25-29 37.4 62.4 0.2 0.0 100 170
30-34 53.7 44.6 0.2 1.5 100 135
35-39 46.0 51.9 2.1 0.0 100 92
40-44 45.1 54.0 0.8 0.0 100 88
45-49 62.5 33.6 0.9 2.9 100 62
Education
None 66.5 32.3 0.2 0.9 100 497
Primary 32.9 65.8 1.2 0.0 100 343
Secondary + 14.5 82.5 0.6 2.5 100 132
Non-standard *) *) ™*) *) ™*) 2
Curriculum
FGM/C**
experience
No FMG/C** 4.5 91.6 1.7 2.2 100 269
Had FMG/C** 64.1 35.4 0.2 0.2 100 704
Wealth index
Low 61.8 36.6 0.6 1.0 100 459
Medium 58.1 40.4 1.5 0.0 100 160
High 24.5 74.3 0.3 0.9 100 354
Total 47.6 50.9 0.6 0.8 100 973

***** MICS indicator 66

(*) based on less than 25 un-weighted cases

The prevalence and extent of FGM/C performed on daughters of the respondents is presented
in Table 11.9 (CP.8). All women aged 15-49 years with at least one daughter were asked whether
their daughter had undergone FGM/C or not. About 26 per cent of women had daughter(s) who had
undergone FGM/C, with 10 per cent of them having an extreme form of FGM/C. In 83 per cent of the
cases, the operation involved removal of flesh. Education plays a major role in FGM/C; none of the
women with secondary or above level of education reported that their daughters had undergone the
practice, while 34 per cent of the women with no education reported that their daughters had had
FGM/C.
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Table 11.9 (CP.8): Female genital mutilation/cutting (FGM/C) among daughters

Percentage of women with at least one living daughter who has had female genital mutilation/cutting (FGM/C),
and the per cent by type of FGM/C of the daughters, Isiolo district, Eastern Province, Kenya 2008

Percentage of women whose daughters: Number of
Number of women aged
women 15-49 years
aged 15- Daughter  with at least
Daughter 49 years had an one living
had any with at Had Were Form of extreme daughter
form of least one flesh Were sewn FGM/C not form of who
Characteristics FGM/C* daughter removed nicked closed determined Total FGM/C had FGM/C
Age of
woman
15-24 3.6 124 *) *) *) *) *) (@) 4
25-34 17.9 225 (70.6) (11.2) (18.2) (0.0) (100.0) (18.2) 40
35-49 45.4 233 87.8 5.9 5.7 0.6 100.0 5.7 106
Education
None 33.6 356 81.7 6.1 11.7 0.5 100.0 11.7 120
Primary 17.3 178 (87.6) (10.1) (2.3) (0.0) (100.0) (2.3) 31
Secondary + 0.0 48 *) *) *) ) ) : 0
Non-standard @) 0 ™) ) ™) ™) *) ™) 0
Curriculum
Mother's
FGM/C
experience
Had any FGM/C 34.2 437 82.6 7.2 9.8 0.4 100.0 9.8 150
No FGM/C 0.7 145 *) *) * *) *) ) 1
Wealth index
Low 28.9 297 81.2 6.1 12.8 0.0 100.0 12.8 86
Medium 40.6 86 (89.1) (7.9) (3.0) (0.0) (100.0) (3.0) 35
High 15.0 200 (79.6) (9.4) (8.9) (2.1) (100.0) (8.9) 30
Total 25.9 582 82.7 7.1 9.8 0.4 100.0 9.8 151

*MICS indicator 65

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

11.6 Domestic Violence

Women aged 15-49 years were asked a number of questions to assess their attitudes towards
domestic violence. The questions related to whether husbands are justified to hit or beat their
wives/partners for a variety of reasons. The questions asked have an indication of cultural beliefs that
tend to be associated with the prevalence of violence against women by their husbands/partners.
The main assumption here is that women who agree with the statements indicating that
husbands/partners are justified to beat their wives/partners under the situations described may in
reality tend to be abused by their own husbands/partners. The responses to these questions are
presented in Table 11.10 (CP.9).

Three out of four women aged 15-49 years believe that a husband is justified in beating his
wife/partner for any of the reasons that include: going out without telling him, neglecting the children,
arguing with him, refusing to have sex with him or burning food. Sixty two per cent of the women
approve beating for neglecting children and 54 per cent for going out without his knowledge. Burning
of food is the least approved justification for spousal beating among women in the district.
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Seventy seven per cent of women currently married/in union justify spousal beating compared
to 66 percent of those who have never married/ in union. Similarly, women with no education and
those from low wealth index households justify spousal beating (78 and 84 per cent respectively) a
little more than those who have attained a secondary or higher level of education or those from high
wealth index households (54 and 62 per cent, respectively)

Table 11.10 (CP.9): Attitudes toward domestic violence

Percentage of women aged 15-49 years who believe a husband is justified in beating his wife/partner in
various circumstances, Isiolo district, Eastern Province, Kenya 2008

Percentage of women aged 15-49 years who believe a husband is justified in
beating his wife/partner:

When
When she she When When she Number of
goes out neglects she refuses When she For any of women
without the argues sex with burns the these aged 15-49
Characteristics telling him children with him him food reasons* years
Age
15-19 49.3 56.4 47.1 42.8 19.7 71.3 218
20-24 57.1 61.0 42.4 50.4 19.9 77.2 218
25-29 50.6 61.9 34.1 49.2 18.4 73.4 173
30-34 50.4 62.0 45.3 49.1 24.8 75.4 139
35-39 50.7 62.7 44.0 37.1 17.5 70.0 99
40-44 67.1 64.9 54.5 58.1 28.7 78.4 88
45-49 67.9 73.9 57.0 60.0 25.9 78.1 62
Marital/Union status
Currently married/in union 57.4 65.0 49.5 52.7 23.6 77.4 680
Formerly married 50.1 61.5 38.2 39.3 18.3 73.2 109
Never married 46.2 50.6 31.6 38.6 14.9 65.7 209
Education
None 60.9 67.7 57.0 56.2 29.4 78.4 514
Primary 52.6 60.1 32.7 43.7 13.4 76.5 348
Secondary + 33.2 42.0 27.1 30.6 10.3 54.1 134
Non-standard Curriculum ™*) ™*) *) ™*) ™*) ™*) 2
Wealth index
Low 68.3 72.6 58.3 59.6 32.2 84.1 476
Medium 56.8 63.2 43.5 46.5 19.9 73.9 162
High 34.5 46.3 26.7 34.0 7.2 61.9 359
Total 54.2 61.6 44.5 48.3 21.2 74.5 997

*MICS indicator 100

(*) based on less than 25 un-weighted cases
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12.1 Knowledge of HIV Transmission and Condom Use

One of the most important prerequisites for reducing the rate of HIV infection is accurate
knowledge of how HIV is transmitted and strategies for preventing transmission. Besides knowledge
of one’s HIV status and offering counseling, correct information is the first step towards raising
awareness and giving young people the tools to protect themselves from infection. Misconceptions
about HIV are common and can confuse young people and hinder prevention efforts. Different
regions are likely to have variations in misconceptions although some appear to be universal (for
example that sharing food can transmit HIV or mosquito bites can transmit HIV). The UN General
Assembly Special Session on HIV/AIDS (UNGASS) called on governments to improve the
knowledge and skills of young people to protect themselves from HIV. The indicators to measure this
goal as well as the MDG of reducing HIV infections by half include improving the level of knowledge
of HIV and its prevention, and changing behaviors to prevent further spread of the disease. The HIV
module was administered to women aged 15-49 years.

Women were asked whether they knew of the three main ways of HIV transmission namely:
having only one faithful uninfected partner; using a condom every time and abstaining from sex. The
results are presented in Table 12.1 (HA.1). In Isiolo, almost all of the interviewed women (91 per
cent) have heard of AIDS. However, the percentage of women who know of all three main ways of
preventing HIV transmission is only 43 per cent. Seventy seven per cent of women know of having
one faithful uninfected sex partner, 53 per cent know of using a condom every time, and 72 per cent
know of abstaining from sex, as main ways of preventing HIV transmission. Knowledge of at least
one way to prevent transmission of HIVV among women is high (86 per cent), although nearly fourteen
per cent of women do not know any of the three ways of preventing transmission of HIV. As
expected, the level of knowledge about preventing transmission of HIV increases with education and
the level of household wealth index. The 14 per cent who do not know of any way of preventing HIV
transmission are largely from the groups of women who have no education and those from poorer
households.
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Table 12.1 (HA.1): Knowledge of preventing HIV transmission

Percentage of women aged 15-49 years who know the main ways of preventing HIV transmission, Isiolo
district, Eastern Province, Kenya 2008

Percentage who know transmission can be
prevented by:

Having only Using a Knows
one faithful condom all Knows at Doesn’t Number
Heard of  uninfected sex every Abstaining three least one  know any of

Characteristics AIDS partner time from sex ways way way women
Age
15-19 86.7 74.3 48.1 69.2 40.7 81.1 18.9 218
20-24 93.1 73.3 54.6 74.2 42.6 87.4 12.6 218
25-29 93.4 83.4 58.0 72.2 46.8 90.9 9.1 173
30-34 94.4 81.0 57.7 68.6 44.6 89.2 10.8 139
35-39 92.1 73.7 54.3 76.8 45.7 83.1 16.9 99
40-44 86.2 73.1 43.5 78.7 36.2 84.9 15.1 88
45-49 86.0 75.1 46.7 65.1 37.4 79.3 20.7 62
Education
None 83.3 69.9 43.6 70.1 37.1 78.9 21.1 514
Primary 98.5 79.7 61.2 72.4 46.1 91.5 8.5 348
Secondary + 99.5 93.0 65.4 78.6 54.6 96.8 3.2 134
Non-standard *) *) ™) *) *) *) *) 2
Curriculum
Wealth index
Low 84.7 70.3 43.7 68.6 36.3 79.4 20.6 476
Medium 93.3 69.9 55.4 74.1 43.8 83.0 17.0 162
High 97.7 87.7 63.5 75.7 50.4 95.4 4.6 359
Total 90.8 76.5 52.7 72.1 42.6 85.7 14.3 997

Note: This table is based on all women age 15-49 years

(*) based on less than 25 un-weighted cases

Table 12.2 (HA.2) presents the percentage of women who can correctly identify
misconceptions concerning HIV. The indicator is based on the two most common and relevant
misconceptions; that HIV can be transmitted by supernatural means, or by mosquito bites. The table
also provides information on whether women know that HIV cannot be transmitted by sharing food,
but that HIV can be transmitted by sharing needles.

Among interviewed women, 49 per cent rejected the two most common misconceptions and
know that a healthy-looking person can be infected. Only 37 per cent of the women who have no
education rejected the two most common misconceptions and know that a healthy-looking persons
can be infected compared to over 60 and 66 per cent among those with primary level and secondary or
higher level of education, respectively. Eighty per cent of women know that HIV cannot be
transmitted by supernatural means, 80 per cent of women know that it cannot be transmitted by
sharing food, and 63 per cent know it cannot be transmitted through a mosquito bite. However, 72 per
cent know that a healthy-looking person can be infected, and 88 per cent know that the virus can be
transmitted by sharing a needle. It is evident from the table that a higher proportion of educated
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women have correct knowledge about HIV/AIDS compared with those with no education or primary
level. Similarly, a higher proportion of women from higher wealth index households have more
knowledge of HIV versus those from low wealth index households.

Table 12.2 (HA.2): Identifying misconceptions about HIV/AIDS

Percentage of women aged 15-49 years who correctly identify misconceptions about HIV/AIDS, Isiolo district,
Eastern Province, Kenya 2008

Percentage who know that: Reject two Percentage who know that:
HIV cannot be transmitted by: most common Option 3: Option 4:
A healthy  misconceptions ~ HIV cannot HIV can
looking and know a be be
Option 1: person healthy-looking  transmitted transmitte  Number
Supernatural Option 2: can be person can be by sharing d by of
Characteristics means Mosquito bites infected infected food sharing women
Age
15-19 80.7 69.2 70.0 56.9 79.1 83.8 218
20-24 84.0 61.6 68.2 45.6 80.6 91.4 218
25-29 80.6 68.4 69.0 50.1 84.5 88.0 173
30-34 79.8 64.9 78.5 455 81.1 88.9 139
35.39 81.2 64.7 81.3 57.2 82.1 90.6 99
40-44 72.1 50.8 66.8 39.2 71.5 83.7 88
45-49 76.6 40.1 71.4 34.8 76.6 84.4 62
Education
NEmE 69.5 49.7 63.5 37.0 66.7 80.3 514
Primary 92.1 75.1 76.8 59.4 93.9 94.2 348
Secondary + 90.8 82.2 88.3 65.9 95.6 98.6 134
Non-standard *) ™ *) *) *) ™) 2
Curriculum
Wealth
index
Low 70.9 50.9 66.0 37.1 69.6 81.1 476
Medium 86.3 64.9 73.3 53.2 87.7 91.5 162
High 90.1 78.1 78.1 62.2 90.7 94.6 359
Total 80.3 62.9 71.5 48.8 80.1 87.6 997

Note: This table is based on all women age 15-49 years

(*) based on less than 25 un-weighted cases

Table 12.3 (HA.3) summarizes information from Tables 12.1 (HA.1) and 12.2 (HA.2) and
presents the percentage of women who know two ways of preventing HIV transmission and those
who reject the three common misconceptions about HIV/AIDS. About 48 per cent of women aged 15-
49 years know two ways to prevent HIV transmission and 49 per cent can correctly identify 3
misconceptions about HIV. However, women who have comprehensive knowledge (identify 2
prevention methods and 3 misconceptions) are still fairly low at 29 per cent. The proportion of women
with comprehensive knowledge increases with increasing levels of household wealth index (see
Figure 12.3, (HA.3)) and also increases by women’s education level.
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Table 12.3 (HA.3): Comprehensive knowledge of HIV/AIDS transmission

Percentage of women aged 15-49 years who have comprehensive knowledge of HIV/AIDS
transmission, Isiolo district, Eastern Province, Kenya 2008

Correctly identify 3 Have comprehensive
Know 2 ways to misconceptions knowledge (identify 2
prevent HIV about HIV prevention methods and
Characteristics transmission transmission 3 misconceptions)* Number of women
Age
15-19 44.4 56.9 31.9 218
20-24 46.8 45.6 23.4 218
15-24 45.6 51.2 27.7 436
25-29 53.9 50.1 32.7 173
30-34 52.3 455 28.3 139
35-39 49.3 57.2 335 99
40-44 39.7 39.2 23.2 88
45-49 45.2 34.8 26.5 62
Education
None 39.9 37.0 22.5 514
Primary 53.7 59.4 32.4 348
Secondary + 62.7 65.9 42.6 134
Non-standard ™*) *) *) 2
Curriculum
Wealth index
Low 39.9 37.1 21.3 476
Medium 47.4 53.2 26.0 162
High 58.4 62.2 39.8 359
Total 47.8 48.8 28.7 997

*MICS indicator 82; MDG indicator 19b

(*) based on less than 25 un-weighted cases

Figure 12.1: Percent of women who have comprehensive knowledge of
HIV/AIDS transmission
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Knowledge of mother-to-child transmission of HIV is also an important first step for women
to seek HIV testing when they are pregnant to avoid infection of the baby. The level of knowledge
among women aged 15-49 years concerning mother-to-child transmission is presented in Table 12.4
(HA.4). Overall, 88 per cent of women aged 15-45 years know that HIV can be transmitted from
mother to child, but the percentage of women who know all three ways of mother-to-child
transmission is only 37 per cent. Knowledge of HIV transmission from mother to child increases with
increasing levels of education and household wealth index. For example, while 80 per cent of women
with no education report knowledge of transmission from mother to child, the corresponding figure is
about 100 per cent for women who have attained a secondary or higher level of education.

Table 12.4 (HA.4): Knowledge of mother-to-child HIV transmission

Percentage of women aged 15-49 years who correctly identify means of HIV transmission from mother to
child, Isiolo district, Eastern Province, Kenya 2008

Know AIDS Percentage who know AIDS can be transmitted:
can be Did not

transmitted know any

from mother During Through All three specific Number of
Characteristics to child pregnancy At delivery  breast milk ways way women
Age
15-19 84.0 41.4 58.6 83.9 34.6 2.6 218
20-24 90.7 50.2 67.7 88.3 41.6 2.4 218
25-29 91.3 43.7 67.6 90.3 38.1 2.1 173
30-34 92.4 42.8 64.6 86.9 32.7 2.0 139
35-39 90.8 46.2 79.4 86.0 41.5 1.2 99
40-44 83.3 38.7 59.0 83.3 33.6 2.9 88
45-49 81.6 40.6 63.9 79.8 35.1 4.4 62
Education
None 79.8 40.8 58.3 77.3 34.0 3.5 514
Primary 96.8 51.0 72.4 94.7 43.9 1.7 348
Secondary + 99.5 38.6 74.3 98.9 Sl 0.0 134
Non-standard *) *) *) *) *) *) 2
Curriculum
Wealth index
Low 81.5 41.4 60.0 78.8 34.8 &2 476
Medium 91.6 46.6 66.2 89.6 39.9 1.6 162
High 96.1 46.5 72.2 94.8 38.9 1.6 359
Total 88.4 44.1 65.4 86.3 37.1 2.4 997

*MICS indicator 89

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.

The indicators on attitudes towards people living with HIV measure stigma and
discrimination in the community. Stigma and discrimination are low if respondents report an
accepting attitude on the following four questions: 1) would care for family member who is sick with
AIDS; 2) would buy fresh vegetables from a vendor who was HIV positive; 3) thinks that a female
teacher who is HIV positive should be allowed to teach in school; and 4) would not want to keep HIV
status of a family member a secret.
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Table 12.5 (HA.5) presents the attitudes of women aged 15-49 years towards people living
with HIV/AIDS. Among those who have heard about HIV/AIDS, about six per cent reported that they
will not care for a family member who is sick due to HIVV/AIDS. This proportion is higher among
women with no education as well as those from low wealth index households. About 44 per cent
reported that if a family member is sick with HIV/AIDS, they would like to keep it a secret. While,
about 30 per cent of the women aged 15-49 years who have heard of HIVV/AIDS in Isiolo believe that
a teacher should not be allowed to work if he or she is infected, and 46 per cent will not buy food
from a person who has HIV/AIDS. As expected, the proportion of women who agree with at least one
discriminatory statement is highest among those who have no education and lowest among women
from high wealth index households (59 per cent).

Table 12.5 (HA.5): Attitudes toward people living with HIV/ZAIDS

Percentage of women aged 15-49 years who have heard of AIDS who express a discriminatory attitude
towards people living with HIV/AIDS, Isiolo district, Eastern Province, Kenya 2008

Percentage of women who:

Would not If a family Believe
care for a member that a Would not
family had HIV teacher buy food

member would with HIV from a Agree with at Agree with Number of

who was want to should not person least one none of the women who

sick with keep it a be allowed with discriminatory  discriminatory  have heard
Characteristics HIV/AIDS secret to work HIV/AIDS statement statements of AIDS
Age
15-19 6.1 52.7 27.5 49.2 75.4 24.6 189
20-24 5.6 41.0 27.0 44.2 69.4 30.6 203
25-29 6.2 45.1 26.0 39.4 64.7 35.3 162
30-34 6.1 43.7 32.3 42.6 70.5 29.5 131
35-39 7.8 38.4 29.7 44.9 64.5 35.5 91
40-44 8.9 42.3 36.5 49.2 65.3 34.7 76
45-49 1.2 33.3 46.4 65.1 78.3 21.7 53
Education
None 9.8 43.9 43.3 57.9 77.1 22.9 428
Primary 3.8 47.6 20.3 42.8 69.1 30.9 343
Secondary + 0.2 34.6 11.6 15.1 47.1 52.9 133
Non-standard *) *) *) *) ) ) 2
Curriculum
Wealth index
Low 9.0 42.0 41.1 56.3 75.8 24.2 404
Medium 6.5 54.8 35.0 49.4 77.2 22.8 151
High 2.7 41.6 14.8 32.4 59.3 40.7 351
Total 6.1 44.0 29.9 45.9 69.6 30.4 905

*MICS indicator 86

Note: This table is based on women who have heard of AIDS

(*) based on less than 25 un-weighted cases

Another important indicator is the knowledge of where to be tested for HIV, and the use of
such services. Results from questions addressed to women aged 15-49 in Isiolo regarding knowledge
of HIV/AIDS testing facilities, and whether they have ever been tested and given their results is
presented in Table 12.6 (HA.6) below. Seventy three per cent of the women know where to be tested,
but only 49 per cent have actually been tested. Of these, a large percentage have been told their result
(99 per cent). Differentials by level of education and wealth index show that the knowledge of a
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HIV/AIDS testing facility, and the likelihood of undertaking the test and being told the outcome
increases with increasing levels of education and household wealth index.

Table 12.6 (HA.6): Knowledge of a facility for HIV testing

Percentage of women aged 15-49 years who know where to get an HIV test, percent of women who
have been tested and, of those tested the percent who have been told the result, Isiolo district,
Eastern Province, Kenya 2008

Number of
If tested, have women who
Know a place to Have been Number of been told have been
Characteristics get tested* tested** women result tested for HIV
Age
15-19 65.8 23.9 218.5 96.5 52
20-24 75.9 55.6 217.9 96.8 121
25-29 81.9 67.4 172.9 99.4 116
30-34 80.3 64.8 139.2 99.3 90
35-39 73.1 5.7/ 98.6 100.0 53
40-44 (75.3) (42.9) (87.7) (100.0) 38
45-49 *) *) *) *) 18
Education
None 58.7 42.8 513.7 99.3 220
Primary 85.9 55.0 347.9 97.2 191
Secondary + 96.0 57.1 133.9 100.0 76
Non-standard ™*) *) *) ™*) 1
Curriculum
Wealth index
Low 58.0 36.9 476.4 97.7 176
Medium 79.4 47.5 161.7 97.0 77
High 90.7 65.7 358.9 99.7 236
Total 73.2 49.0 997.0 98.6 489

*MICS indicator 87

* Women who know of a place to get tested for HIV include those women who have already been
tested, including those tested during antenatal care.

**MICS indicator 88
** \Women who have been tested for HIV includes those tested during antenatal care.

The first two columns of the table include all women in the denominator, even those who have not
heard of AIDS.

In the fourth column, the denominator consists of women who have been tested and the numerator
consists of women who have been told the results.

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has
been suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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Among women who gave birth within the two years preceding the survey, the proportion who
received counselling and HIV testing during antenatal care is presented in Table 12.7 (HA.7). Eighty
per cent of mothers in Isiolo received antenatal care from a health professional and 56 per cent were
provided information about HIV prevention. Fifty-six per cent of the women with a birth in the two
years preceding the survey were tested for HIV/AIDS with the same percentage receiving the results
of the test done. The proportion of women receiving counselling and testing for HIV during ANC
visits increases with increasing levels of education attainment and by household wealth index.

Table 12.7 (HA.7): HIV testing and counseling coverage during antenatal care

Percentage of women aged 15-49 years who gave birth in the two years preceding the survey who were
offered HIV testing and counseling with their antenatal care, Isiolo district, Eastern Province, Kenya 2008

Percentage of women who:

Received Were provided Number of
antenatal care information women who
from a health about HIV Received gave birth in the

care prevention Were tested results of HIV 2 years

professional for during ANC for HIV at test at ANC preceding the
Characteristics last pregnancy visit* ANC visit Visit** survey
Age
15-19 82.8 61.9 59.4 55.4 46
20-24 80.0 55.2 57.1 56.3 114
25-29 83.9 59.8 59.2 58.4 80
30-34 83.4 58.3 62.7 62.7 67
35-49 67.9 44.5 41.7 41.7 59
Education
None 72.0 43.8 44.3 43.6 231
Primary 92.0 74.6 76.0 74.4 110
Secondary + (100.0) (84.9) (82.0) (82.0) 24
Non-standard ™) ™) ™) ™*) 1
Curriculum
Wealth index
Low 71.3 39.1 40.4 39.5 218
Medium 86.9 79.4 70.2 67.3 51
High 95.5 81.2 85.0 85.0 97
Total 79.9 55.9 56.4 5585 366

*MICS indicator 90
**MICS indicator 91

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed. Figures in parenthesis (e.g. (10.5)) are based on the 25-49 unweighted cases.
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12.2 Orphans and Vulnerable Children

As the HIV epidemic progresses, more and more children are becoming orphaned
and vulnerable because of AIDS. Children who are orphaned or living in vulnerable households may
be at increased risk of neglect or exploitation if the parents are not available to assist them.
Monitoring the variations in different outcomes for orphans and vulnerable children (OVC) and
comparing them to their peers gives us a measure of how well communities and governments are
responding to their needs.

To monitor these variations, a measurable definition of OVCs needed to be created. The
UNAIDS Monitoring and Evaluation Reference Group developed a proxy definition of children who
have been affected by adult morbidity and mortality. This captured many of the children affected by
AIDS in countries where a significant proportion of the adults are HIV infected. This definition
classifies children as orphaned and vulnerable; if they have experienced the death of either parent, or
if either parent is chronically ill, or if an adult (aged 18-59) in the household either died (after being
chronically ill) or was chronically ill in the year prior to the survey.

The distribution of children living with neither parent, mother only, and father only is
presented in Table 12.8 (HA.10). Only 67 per cent of children aged 0-17 years in Isiolo lives with
both parents while eleven per cent do not live with a biological parent. While the former were more
likely to be younger males, the latter were likely to be older females. Fourteen per cent of children
have lost one of their parents while ten per cent of them are living with their mother only, though their
father is alive. While the former were likely to be older children, the latter are likely to be younger
males from wealthier households.
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Table 12.9 (HA.11) shows the proportion of OVCs aged 0-17 years. There was a negligible
percentage of children aged 0-17 years who had a chronically ill parent and an adult death in the
household. Seven per cent of the children live in a household with an adult member who has been
chronically ill for three or more months during the year preceding the survey. Overall, nine per cent of
the children are vulnerable i.e. live in a household where the parent is chronically ill, or had an adult
death during the year preceding the survey, or have a chronically ill adult member. Fourteen per cent
of the children aged 0-17 have one or both of their parents dead. The percentage of children with one
or both parents dead increases with age.

Table 12.9 (HA.11): Prevalence of orphanhood and vulnerability among children

Percentage of children aged 0-17 years who are orphaned or vulnerable due to AIDS, Isiolo district, Eastern
Province, Kenya 2008

One or Orphans  Number of
Adult Chronically both and children

Chronically death in ill adult in Vulnerable parents vulnerable aged 0-17
Characteristics ill parent household  household children* dead** children years
Sex
Male 0.6 1.5 6.2 8.1 13.2 19.1 1385
Female 0.8 1.6 8.1 9.5 14.9 21.9 1343
Age
0-4 years 0.3 1.1 6.1 7.3 5.7 12.2 834
5-9 years 1.1 1.1 7.7 8.7 15.3 21.4 853
10-14 years 0.7 1.5 8.0 10.0 17.5 24.0 726
15-17 years 0.5 3.8 6.1 10.0 24.9 31.5 314
Wealth index
Low 0.9 1.3 5.7 7.1 14.0 19.3 1601
Medium 0.8 2.6 8.5 11.8 19.9 27.0 458
High 0.1 1.5 9.5 10.7 10.1 18.6 669
Total 0.7 1.5 7.1 8.8 14.0 20.4 2728

* MICS indicator 76
**MICS indicator 75
The columns of the table are produced as follows:

1) Either parent has been chronically ill for 3 of the 12 months preceding the survey
2) Adult death in the household after a chronic illness of 3 of the 12 months preceding the survey
3) Any adult in the household has been sick for 3 of the 12 months preceding the survey

4) A vulnerable child is defined as a child who lives in a household where any of the preceding 3 conditions is
true.

5) A child is an orphan if one or both of his/her biological parents is dead
6) Orphaned or vulnerable children are those defined in columns 4 or 5.
7) Total number of children aged 0-17 years as enumerated in the household listing.

An orphan is a child aged 0-17 years who has lost one or both parents
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One of the measures developed for the assessment of the status of OVCs relative to their
peers looks at the school attendance of children aged 10-14 years who have lost both parents (double
orphans), compared to children whose parents are alive (and who live with at least one of these
parents). If children whose parents have died do not have the same access to school as their peers,
then families and schools are not ensuring that these children’s rights are being met.

In Isiolo, only three per cent of children aged 10-14 have lost both parents (Table 12.10
(HA.12)), but 63 percent of them are currently attending school. Among the 76 per cent of children
who live with at least one of the live parents, 81 per cent are attending school. The school attendance
ratio of double orphans to non-orphans is 0.8, which indicates a twenty percent disadvantage to the
double orphans in terms of school attendance. The attendance rate for OVCs is 76 per cent compared
to 81 per cent for non-OVCs, giving a ratio of 0.9 which implies a 10 per cent disadvantage for
OVGCs.
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In many countries few services are available to families that have taken in OVCs.
Community-based organizations and governments need to be sure that families are supported to care
for these children. The level and types of support provided to households caring for OVCs due to
HIV/AIDS is presented in Table 12.11 (HA.13). Eighty five per cent of the predominantly lower
wealth status households supporting OVCs in Isiolo had not received any support at all. The most
common nature of support reported in the 12 months preceding the survey (at 11 per cent) was for
education. The overall support received does not vary much by household wealth index.

Table 12.11 (HA.13): Support for children orphaned and vulnerable due to AIDS
Percentage of children aged 0-17 years orphaned or made vulnerable due to AIDS whose households receive
free basic external support in caring for the child, Isiolo district, Eastern Province, Kenya 2008
Percentage of orphans and vulnerable children whose households received:
Number of
Emotional children
and Social/ orphaned
Medical psychosocial material Educational or
support (in support (in support support (in All types No vulnerable
last 12 last 3 (in last 3 last 12 Any of suppor  aged 0-17
Characteristics months) months months) months) support*  support  tatall years
Sex
Male 1.5 0.0 35 8.1 12.5 0.0 87.5 264
Female 2.3 0.0 2.9 13.2 17.2 0.0 82.8 294
Age
0-4 years 3.8 0.0 0.7 0.0 3.8 0.0 96.2 101
5-9 years 2.1 0.0 4.6 13.1 18.1 0.0 81.9 183
10-14 years 1.9 0.0 4.2 13.7 19.3 0.0 80.7 175
15-17 years 0.0 0.0 1.5 12.3 13.0 0.0 87.0 99
Wealth index
Low 1.9 0.0 0.3 13.0 14.9 0.0 85.1 310
Medium 1.6 0.0 6.4 5.4 13.4 0.0 86.6 124
High 2.4 0.0 7.3 10.6 16.7 0.0 83.3 124
Total 1.9 0.0 3.2 10.8 15.0 0.0 85.0 558
*MICS indicator 81
Orphaned and vulnerable children due to AIDS (OVC) includes children whose mother or father have died
(regardless of cause), who live in a household with a chronically ill adult, whose parents are chronically ill, or
who live in a household where an adult who was chronically ill has died in the past year.
NA: Not applicable.
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Appendix A: Sample Design

The major features of sample design are described in this appendix. Sample design features
include target sample size, sample allocation, sample frame and listing, choice of domains, sampling
stages, stratification, and the calculation of sample weights.

The primary objective of the sample design for the Isiolo Multiple Indicator Cluster Survey
(MICS) was to produce statistically reliable estimates of most indicators, at the district level. A two-
stage, cluster sampling approach was used for the selection of the survey sample. Further, the
households were stratified into two groups one with a child below 3 years (stratum-1) and the other
without a child below 3 years (stratum-2) at the time of household listing, and more households from
stratum-1 were selected to get more children in the sample from less number of households. The
cluster level stratification was done to net more children and mothers who have given birth during the
last few years into the sample.

Sample Size and Sample Allocation

The target sample size for the Isiolo MICS was calculated as 1,200 households. For the
calculation of the sample size, the key indicator used was the immunization coverage among children
age 12-23 months. The following formula was used to estimate the required sample size for these
indicators:

[4(n(-n)® Q1]
[(0.12r)° (p) (nw) ]

where

n is the required sample size, expressed as number of households

4 is a factor to achieve the 95 per cent level of confidence

r is the predicted or anticipated prevalence (coverage rate) of the indicator

1.1 is the factor necessary to raise the sample size by 10 per cent for non-

response

f is the shortened symbol for deff (design effect)

e 0.12r is the margin of error to be tolerated at the 95 per cent level of confidence,
defined as 12 per cent of r (relative sampling error of r)

e pisthe proportion of the total population upon which the indicator, r, is based

e nyisthe average household size.

For the calculation, r (the immunization coverage) was assumed to be 65 percent. The value of deff
(design effect) was taken as 1.3 based on estimates from previous surveys, p (percentage of children
aged 12-23 months in the total population) was taken as 3.2 percent, and ny, (average household size)
was taken as 4.4 households.
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The resulting number of households from this exercise was 1,519 households which is the
sample size needed. But, by adopting the second level stratification the total number of households to
be selected was 1,080. However, it was decided to sample 1,200 households. The average cluster
size was determined as 24 households (16 from stratum-1 and 8 from stratum-2), based on a number
of considerations, including the budget available, and the time that would be needed per team to
complete one cluster. This implies a total of 50 clusters for the district.

Sampling Frame and Selection of Clusters

The 1999 census frame was used for the selection of clusters. Census enumeration areas
(EAs) were defined as primary sampling units (PSUs), and were selected using systematic PPS
(probability proportional to size) sampling procedures, based on the estimated sizes of the
enumeration areas from the 1999 Population Census.

Listing and Mapping Activities

Since the sample frame (the 1999 Population Census) was not up to date, household lists in all
selected enumeration areas were updated prior to the selection of households. For this purpose, listing
and mapping teams were formed, who visited each enumeration area, and listed the occupied
households. The households were stratified into two, one having a child below 3 years and the other
without a child below 3 years.

The listing and mapping teams were oriented in a 3 day training program in Isiolo, which
include class room sessions and field practice. The training was facilitated by experts from KNBS
and UNICEF. The district listing and mapping team consists of 3 teams; each team has a lister and a
mapper. The teams were supervised by the District Statistical Officer (DSQO) on a daily basis, who
also attended the 3 days training program. One team was given two days to list an EA8§ and
segmentation was allowed for larger EAs with more than 200 households.

Selection of Households

Lists of households were prepared by the listing teams in the field for each enumeration area.
The households were grouped into two stratums based on whether the household has a child below 3
years or not. The households were then sequentially numbered from 1 to nl1 and n2, where nl is the
total number of households in stratum-1 (i.e., with a child below 3 years) and n2 is the total number of
households in stratum-2 (i.e., without a child below 3 years) (n1 + n2 is the total number of
households in each enumeration area) at the District Statistical Office, where selection of 16
households from stratum-1 and 8 households from straum-2 were carried out using systematic
selection procedures using a random start.

Calculation of Sample Weights

The Isiolo Multiple Indicator Cluster Survey sample is not self-weighted at cluster level due
to cluster level stratification. Therefore, for separate weights were calculated for each of the stratums
within a cluster and they were normalized at the district level. The sample weight or multiplier
computation formula is given below:

zZd , 1 . o Hdji
nd ~ zdi X5 X Jgji

88 For all sampled EAs, both EA and Sub-location maps were developed by the cartography division of KNBS. These maps were
provided to the listing and mapping teams to identify the boundaries of EA’s accurately and also to map the structures in them.
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Where,

Zd = total population of the district “d’,

nd = total number of clusters in district ‘d’,

zdi = pumber of households in the ith cluster of district “d’,
sdi = number of segments in the ith cluster of district ‘d’,

Hdji = total number of households listed in the jth stratum of ith cluster in the district “d’, and
hdji = pumber of households surveyed in the jth stratum of ith cluster in the district ‘d’.

As mentioned earlier, 50 clusters were selected from the Isiolo district 2009 Census EA list using the
PPS sampling methodology. However, we have computed final multipliers after combining 4-5
clusters because of small sample size in some of the cluster level stratums.

These weights were then standardized (or normalized), one purpose of which is to make the sum of
the interviewed sample units equal the total sample size at the district level. Normalization is
performed by multiplying the aforementioned unadjusted weights by the ratio of the number of
completed households to the total unadjusted weighted number of households. A similar
standardization procedure was followed in obtaining standardized weights for the women’s and
under-5’s questionnaires. For the anthropometry additional weights were computed using the non-
response for anthropometry section.

Sample weights were appended to all data sets and analyses were performed by weighting each
household, woman or under-5 with these sample weights.
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Appendix B: List of Personnel Involved in the Survey

Project Director
Mr. A. K. M. Kilele, Director General, KNBS

Technical Co-ordinators
Mr. James Gatungu, KNBS
Mr. Christopher Omolo, KNBS

Cluster Development Co-ordinator
Mr. Jared Ichwara

Supervisor
Joseph N'Ekabu

Enumerators
Immaculate Murungi
Ralia Bidu
Jackson Fundi Mureithi
Haro Guya
Sake Huka
Elizabeth Onesa

Data Collection
Mr. Michael Gitau

Supervisors
Abdullah Njoroge
Peter Ekai
Alfred Mwangi Kathare

Field Editors
George Ochieng Okuku
Kevin Bundi Guantai
Mwangi Edward Ndirangu

Research Assistants
Amina Tari
Karen Kananu
Diana Lochi
Fatuma Bonaya
Noor Adan Abdi
Rose Kendi Kiecha
Medina Ali
Halima Abdi Walante
Agnes Lenamparasio

106 Appendix B: Personnel Involved in the Survey



Appendix C: Estimates of Sampling Errors

The sample of respondents selected in the Isiolo Multiple Indicator Cluster Survey is only one of the
samples that could have been selected from the same population, using the same design and size. Each
of these samples would vyield results that differ somewhat from the results of the actual sample
selected. Sampling errors are a measure of the variability between all possible samples. The extent of
variability is not known exactly, but can be estimated statistically from the survey results.

The following sampling error measures are presented in this appendix for each of the selected
indicators:

= Standard error (se): Sampling errors are usually measured in terms of standard errors for particular
indicators (means, proportions etc). Standard error is the square root of the variance. The Taylor
linearization method is used for the estimation of standard errors.

= Coefficient of variation (se/r) is the ratio of the standard error to the value of the indicator

= Design effect (deff) is the ratio of the actual variance of an indicator, under the sampling method
used in the survey, to the variance calculated under the assumption of simple random sampling.
The square root of the design effect (deft) is used to show the efficiency of the sample design. A
deft value of 1.0 indicates that the sample design is as efficient as a simple random sample, while
a deft value above 1.0 indicates the increase in the standard error due to the use of a more complex
sample design.

= Confidence limits are calculated to show the interval within which the true value for the
population can be reasonably assumed to fall. For any given statistic calculated from the survey,
the value of that statistics will fall within a range of plus or minus two times the standard error (p
+ 2.se or p — 2.se) of the statistic in 95 percent of all possible samples of identical size and design.

For the calculation of sampling errors from MICS data, SPSS Version 14 Complex Samples module
has been used, except for the under-five mortality and infant mortality, where CSPro program is used.
The results are shown in the tables that follow. In addition to the sampling error measures described
above, the tables also include weighted and unweighted counts of denominators for each indicator.

Sampling errors are calculated for indicators of primary interest at the district level. All indicators
presented here are in the form of proportions. Table SE.1 shows the list of indicators for which
sampling errors are calculated, including the base population (denominator) for each indicator. Tables
SE.2 to SE.9 show the calculated sampling errors.
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Appendix D: Data Quality Tables

Table DQ.2: Age distribution of eligible and interviewed women, Isiolo district

Household
population of
women age
10-54 Interviewed women age 15-49 4
Percentage of
eligible women
Number Number Percent interviewed
Age 10-14 369
15-19 248 200 21.7 80.5
20-24 217 205 22.2 94.5
25-29 166 159 17.3 95.9
30-34 135 134 145 99.3
35-39 100 91 9.9 90.8
40-44 79 76 8.2 95.9
45-49 58 58 6.2 100.0
50-54 97
15-49 1,003 923 100.0 92.0
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=sIMICS unicef &

FORM-A: HOUSEHOLD

H1. ldentification ENGLISH
|EESY Cwestion Cptlons

HH-A | Province Nams & Code E

HH-B | Chatric] Hame & Cods D 1

o N OO0 ™ Ss- vomera -

HHZ HH Mo D D 1
HH3 InteraEsers Mame & MNo |:| [ —

HHE | Supenvsor Name & No D[:_
| Ganrear o rervem 00,/00,000

HHE UrbanRumad {(Uban=1, Rural=2)

(O |

HHT Hame of the Head of the HH
i{To be filed-in afer completang Secton H 2)

HHA to HH14 be filled-in after all questions for the HH have been completed

HHE | Resull of HH mieraew Comnphsted |
Mook af hoeme 2
Refused . . 3
HH nart e strosped |
Other {apacaly b-E
HiH Respondent 4o HH Form
ame Lie Mo D D

HH10 | Total Mo of HH members D D

HH11 | Mo, of women 1549 eligible HH1Z | Mo of women 15-49 loems
coumpleied

Jl |
J |

HH13 | No. of children < 5 ebgibls HH14 | No. of children < § forms

UM plstend
HH1T | Diata Emiry: Mame and Code

n
11

000
0OgO

HY e | Edior Mame ard Code E
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Introduction/Consent

HELIO. MY NAME IS (.......) AND ] AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KNBS), NAIROBI. WE ARE DOING A SURVEY TO COLLECT INFORMATICN ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WOMEN, WITH UNICEF SUPPORT.
I WOULD LIKE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY EE
ANONYMOUS. DURDNG THIS TIME | WOULD LIKE TO SPEAK WITH THE HOUSEHOLD HEAD AND
MOTHER OR. OTHERS WHO TAKE CARE OF CHILDREN IN THE HOUSEHOLD.,

THE INFORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND INPLEMENTING DEVELOPMENTAL FROGRAMS.

MAY [ START THE INTERVIEW NOW?
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H.4: Water & Sanitation Ws
f Crusstion Oiptions Bkip
WS1 | WHAT 5 THE MAIK SOURCE OF DRIBEMG WATER FOR | Piped water
MEREBERS OF YOUSR HOUSEHOLD? Fipiedd It dlmalliig oo S| 1S
Piped into gard o plot.na 13 | 12WES
Public 1A STANAE - oo rrrrrrrrr, i
Fipe water from neighbour’s hoose.. ... 14
Tubswellibcsehoels with hand-gump ...
Tubewelliborehole with powered pomp ... 33
Dy wradl
Protected well oo - |
L e I | — - 1381
Water from spring w=WEL
Protected spiing .. —— e - |
Umprodecied spog ..o A
LET s T I TTREE = S 1 R
Tankes-imuck 1
Cant with small tankidrum ...t
Sumface water {river, stieam, dam,
Iaka, pond, canal, irigation chaensl] ... 51 |~
L5 N P -]
Onber fapecity_ Jenea | ESWSE
Ws2 WWHAT 25 THE MAIN SOURCE OF WATER UEBED BY 'YOUR Pipeid
HOUSEHOLD FOR OTHER PURPOSES SLICH AS COOKING Piped inte dwelling ... ... 11 11e4SE
AND HANDWASHING T Piped into yard of plot... ... .. M2 | 12ewss
Papss waled' i mdaghibour’s houss L}
T uibsawnliorshois wth hared-pump .t |
Titsgswalitorihiodn wilh powsad punig .4
[ wesll
Prolected well e | |
LUirspaicsbisclipad viell v}
Wbl o i
Profected spring . —di
Urprotiscted spnng A2
Rsrraater colection 5
T i e - &1
el wth sl Lk A |
Surface waler {mver, sieam, dam,
fake, pord, caral, smgaton chanmed).... 4]
Db |3zl )%
W53 MO LOSS DDES IT TAKE TO &0 THERE, SET WATER
wocauesice LILIE
o, of minates .
ks T o et 55 hinirs] LC P Tt T T ——— - T =TT S
[DheaivT e ..Bag
Wod | WHD USLALLY GOES TO) THIS SOURCE TO FETCH THE Adull woman {15+ years) . A
WATER FOR YOUR N2 Adult man (15 years). B
Femble chald (ufded 15} ... -
Probe: |3 THIS PERSON UNDER AGE 157 WHAT SEX? Male child (under 15: o
Dhon't onc 2
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H.4: Water & Sanitation Ws
# Cusstion Opticns Ekip
WESAA| WHAT 3 THE MAN TYPE OF CONTABER USED FOR Jerry canManmow neck conbainer withbd 1
STORING DRINKING WATER 1M THIS HOUSEROLD? Jerry canManmow neck conlainer
Chpen container with d 3
Crxpen contamer withowt bd .o 4
Cithers (specify J (3
WSAB| DusnG THE LAST 12 MONTHS, DOES THIS HOUSEROLD | YeSs . i 1
RECENVE ANY CANS/CONTANER THROUGH FREE Mo 2
CRETRIBUTION ! Dlon't know g
WSS | D0 YOU TREAT ¥OUR WATER I ANY WAY T MAKE IT Yas i
SAFER TO DRINEY R .2 | 2=WST
[T T T LB | B==WST
WSE | WHAT DO YOU USUALLY D0 TO THE ‘WATER TOMAKE I | Bl . il
SAFER TO DRINET Add bleachichlonine B
Sirain it through a cloth G
ANYTHING ELSE? Use water fiter {ceramic, sand.
Record nboned] Com , i, PRTII 1
Oitheer {specify | I ]
Dot Bonacen z
WST | WHAT KIND OF TOILET FACILITY DD MEMBERS OF YOUR | Flush | pour Mush
HOUSEHOLD LUSUALLY USET Flush 1o piped sewer sysiem 11
Flush in sephc tank 12
H “flush™ ar “paur flush®™; Flush 1o pit (Eatrine) i3
WHERE DOES IT RASH TO? Flush to somewhere alse . 14
[Ask for permission & observe the facility] | /o oo PacsmarsiEbl
o ladnne
Verililated Improved Pi bainne 21
Palginnewshslab . ... ... .. EE
Fil latrine withoul slablopen pd ... .23
F'it lndmne wath slab & cover 24
Fil latnne wath slab & Toothest. ... 25
P lngnne with slab, cover & fool rest 26
Composting toled | el |
Bucket 41
Hanging toilethanging ktrme -
M facilities or Bush of Held. ... 25 | BHe WS
Crihar (specify) L3
WER | DO YOU SHARE THIS FACILITY WITH OTHER HHS? b -+ T |
¢ P CHY ST U A AR R, 2| 2= WS10
WS | HOow sasy HHS I TOTAL USE THIS TOLET FACILITY? |:|
Mo, of HHs {if kess than 105 ...
Ten or more HHs 10
(1], 88
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H.4: Water & Sanitation

Question

Options

Skip

WS10

DO YiOU HAVE A HAKD-WASHING FACILITY CUTBIDE THE
TORET?

[Ask for permission & observe the facility]

Seeen he lacility hled wath water
Seen the facimy Bt no wales

Mot seen

Mo facility

Wa11

HOW D MEMBERS OF FOUR HOUSEHOLD MAMLY GET
RID OF THE QARBAGE [RUBBSH]T

Dismpsed i sbreetiemply plol ..
Gartiage burrl

Gartiade buned

Thercesm in it

Com posted

Community dsposal pomt

Reguiss eallecton by povermment.
Inlrequent oollechod by govefmment .
Paya bor prnabe colechion .

Cigher {specify

EEIEFREEBRE|awma

——
-
=
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H.5: Household Characteristics HC
] Chsestion Cptient Skip
HG1TA] SWHAT 5 Tl BELOSION &F THE HEAD &F Teids HH? Cilhibe 1
Oilfear ChiSSn 2
Wslion 3
Mo Redigion :
Others (speciy) 9
HCA1 B | WekT i THE MOTHER TOMNGUEMATIVE LANGLUAGE OF THE MEAD | Kiswahill (1]}
OF Teirs MOSEROLDT Emiu 1]
Kalenjn fic]
o o4
Hikaryu a5
5] 06
Lutrya ar
L. [153]
Hagta (1]
Wy 1
LT "
Somiali 12
Oiher (specly_______ ) 95

HCZ | HOW MARY ROOMS N THiS HH ARE USED FOR
SLEEPINGT?

HC3 | Observe and record:

Bam matenal of the dweling Moor

E

[~

=

FREDE

HGC4 | Observe and record:

M matenal of the roaf.

REBREE®E
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H.5: Household Characteristics

HC

& Cuestion Optlons Skip
HCS | Observe and record: Eaturl mals
i il 11
Main maleris of the walls CanepaimaAnrs 12
LT 13
Brudmentary eth
Eramdy i 21
Shone Wil mad 22
Linscirstsnd Dol 23
P 24
RS wiod 26
Finishid wals
Cirerd . 1|
Sione with bmedcement ... G -
Birichs .. a3
Comert biocs e |
Coveled adabe a5
V00 plankarstinges ... o]
CHher japeaty i oh
HCA WA T TPl OF FUEL DOES vOUR HH Maik v USE FOR [ 31— - S —— | 0 = HCH
CCeoe B Liguid Propans G2 (LPG).....comme—— 02 | 02 & HCE
Matsralgas....... ... el ik ] 33 = HER
BIBEEE 1 rmrer——— S 04 = HEB
ElErgEer, 05
Coal | Lighie 06
Chacoal o7
WWood, 1]
Slrasrshrubsgiss 04
Animal durg 10
Agrculural £rop fesies 11
e {Spey -
HCT | IN THIS HH, 55 FODD CODRED ON AN OFEN FIRE, AN Openfwe . . i
OPEM STOVE OR A CLOSED STOVET Open siove 2
Peokatir CHSad B i A I= HED
Other | speciry b B 6= HCE
HCTA | DOES THE PEIE/S TOVE HAVE A CHIMNEY OR A HOOOV Veg i
2] r
HCH | |5 THE CODRMG LSUALLY DOKE N THE HOUSE. IN A [y —— i
SEFARATE BULDING OR OUTDOORST e =
MRS 3
Chhear {Speoty J.6
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H.5: Household Characteristics

HC

Cuestion

HCA

DoES YOS HOUSERDLD HAVE
A ELECTRICITY T
B. Rarsy?
. TELEviSI#T
8. ML E TELEPHOME T
E Terrroee (Lawn Lo 7
F. REFEGERATORT
G, CourymR?
i INTERET CONMECTIONT

Ba | kR RE REORE R RKE

HC10

[hOES ANY MEMEER OF YOUR MH Cas

A R TCH?

B EhCyCLER.

C. MoToRCyOLE OR Sooomen?

[ A aramasy Dy Camr?

E. &Gt QR TRUCKT
F A BCAT WITH & MoToR?

Ba ba | RE | R R3 PR3

DCES Al MEMBER OF Trs HOUSERCLD Chvey ANY
LAND THAT CaAM BE USED FOR AGRICULTURE ¥

By —

HC1}

DoEs THE HH N ARY LIVESTOCK, HERDS, OR FARN
ANMALS T

a|Eq

P2

128
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H.6: Use of Mosquito Net

TN

L Cusstion Qptiens Ship
TH1 D0ES YOUR HTUBEHDLD HAVE ANY BOSOLITD 1
METS THAT CaM BE LISED WHILE SLEEFING? = PeiHT)
THZ HiowW WANY MOSCUATO KETE DOES YOUR HH
HAVETF
Ak i respondent ko show you the nets n the
housebold, o mone than 2, 1 them o show the Most Recent Last But One
P Tecently oblained ones |I_-|u1| [Met 23]
THE Biay | HAVE A LOCK AT THE TWO NET[S) vOU HAVE | Otserved T | Obssrvea ...1
OETAMED LAST, TO ESTABLISH THE BRAKD? mm Mt cbasrved
T4 T BN RBDNTHS AGD DID FOUR HBOUSEHCLD
ACOUSE THE LASTAAST BUT DNE MOSOUITD METT I:l I:I Ij I:I
Mo of Months Mo of Months
M anmver 5 “12 mONtG" o *1 year”, probe do
dietevTig if nel was ablaied exictly 12 monihs ago | MOME than 3 years. Riore: thin 3 yers
o parier or ialer, | Dm1:ru:m'm:l$l.r:r ﬁl D't ket susre 93
TNE | Obsenve the brandiype of mosquio net Long lasting oets Leng lasing nets
PErmanst .............. L1 THE | Permanet. 1= THE
L phasRd aa: o S 0 | I TP S 1,
VAT BRARD 15 THE NETT e neds CHIer pesds
S 3 Supane! 3
Ome|sp B CHhEsp, j..H
Do know 5 Dol ks 5
THEG SNCE YOU GOT Tl MOSOUITO NET, WAS IT IVER | wes 1 oS 0
SOAKED Oft DFPED I8 A LIGUID TO ILL OR REFEL MO 2 6 THE | 9O o 2 TNB
MOSGUITOE?
DNt BROW ... oo S 2 THIE || DO KNOW.........o e, 33 THE
THT How aanyy MONTHES A0:0 WAS ThIS RET LaST
SRR 00 |awe 0T
el Moniths . Mool Wante
[ answer i *12 monhs" or * Jea, prode o
CERITINE I T WS g oF SOaRed exactly 17 Mare than I years More than 2 years
OIS 0 O edviier o Aafey | Don T knowinot sure. . Etﬂ Den kndwinol Swure sa-
THE D AMYOME SLEPT LMDER THIS MOSCLITTO MET Hame Ling Mo | Nams Line No
LAST NEIMT? o N
W yee’, 1 1
WHO SLEPT UNDER THES NET LAST NIGHTT N ra—— L
Record ihe DEFSaNS Sk number e (e 7 2 | |
" LIk |
[ mane i 4 DETSONE SEOE LINOST & M, Pecond e
cettls of chiftiney and wornen Brsl] 3 L_IL_1 3 L L
i st pode TT and nons, code 004 :l B 1]
4 [ 4 [
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H.7: Orphan-hood/Vulnerability ov
| L Dusgtion Dptiens Sew
oV he in section H.2): ildren 0-177
D Yes = Continueto O
D Ho = Mext Section [H.10]
2 I'WOLLD LIKE WD TO THIKE BACK OVER THE PAST Wik
12 WONTHS. Has Ay LSLIAL MEWMBER OF vYOUR HH
DEED IW THE LAST 12 MOMNTHET? R i, DU e A s e A e 229005
T CEIF Thecal i DOED B9 Tl ST 1.2 MW THS ) Yes
WERE ANY OF THESE FECOPLE BETWEEN THE AGES
OF 18 AKD 53 YEARS? e, 2205
A (CHE TRaCSE e £ PAST 12 The
';‘T_;E [:f;_'_&ﬁ: r.“: P:IEE'Z'A;E:‘; ; H'w Gj,::j":ﬁ;‘”“ a0 B it T S R 1e0VE
WERE ANY OF THESE PEOPLE SERIOUSLY ILLFOR 3 Mo
OF THE 13 MONTHS BEFORE HE/SHE DIED?
VS Check the following in the HH Listing
1. i‘.‘.lﬁgﬁ totals for HLD !r_\\_t_! Hi.il'l
D least one mother or dead - OVE
D Ho mother or father dead
I:l one adult aged 18-59 very sick 3 of last 12 months = OVE
D No adult aged 18-59 very sick 3 of last 12 months
1
D Eﬁi one mgﬂrnr Fa]?ﬁar mgﬂhﬂ 12 months = OV8
D No mother or father ill 3 of last 12 months = Go to Section H.8
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H.7: Orphan-hood

ov

ovE

List ol chaldren aged 0-17 Years. Record names, B rumbers and ages of all childnen, Dedganmng walh the
first child and continue ;n order m which lissed in tha HH Listing section. Usa a contmuation sheed if there are
mare than 4 chaidren aged 017 yeors. Ask ol questions for one child before movng to the neut child

Hame (from HL2)

17 oo

Z¥ CHAD

3- CHAD

4™ CHILD

Line number (from HL1)

Age (from HLS)

IWOULD LE TO ASK 04U ABOUT ANY FORMAL, DRGANIZED HELF DR SUPPORT THAT YOUR HH MAY HAVE RECENED FOR
{name] AKD FOR WHICH YOU TID NOT HAVE TOPAY. BY FORMAL ORGANLZED SUFPDRT | MEAN HELF FROYVIDED EY SOMEDNE
WORKING FOR A PROGRAM. THES PROGRAM COULD BE GOVERMWENT, FRIVATE, RELIGIIUS, CHARITY, 0R COMMUNITY.

BASED. REMEMBER THIS SHOULD BE SUPPORT FOR Wit nOL DI ROT PaY

oviD

MW | WOULD LIE T A5 VOU ABCLIT THE
SUPPORT vOUR M RECERED PFOR |rime)
B THE LAST 12 ROHTHE, HaS LR HM
FECETVED SN MIDICAL SUPPORT FOR
(T, BUCH &5 MEDICAL CARE. SUPPLES
O MEDEIRE T

b
L
.

o R -

Yis
L1 T
DK .

R =

=

=i

hi-
L s
i

o

T THE LAST 13 MORTHS, Has voum HH

FRO&NA TTARMIT) COURSEL DR, O SPIRTTLIAL
EUPPORT, WHICH YOU RECENED AT HOMET

Yes 1
=1 TP |
i or B =003

Yes 1
B o
ior @013

Yes 1
- TR
=] TRPPRRRIN

Lor i =OWid

s 1
|- W— |
=11

Lor Byl

V12

O vk HH RECERE aaiy OF TR
SUPRDRT POR (TRETE] 14 THE PasT 3
MORTHE T

L

I THED LAGT 13 WOWTRS, A5 vouR HH
RECENED an¥ WaTERLM SUPRORT FOR
(MR}, SUCH AS CLOTHING, FOCD Of
FRIARC LA SUPRAT?

L & I -
2 or B=0OV1S

W14

[rp verm HH RECER Ay OF THER
SUPPORT FOR [aMe), i THE PasT 3
BEORTHEY

V15

I THE LAST 12 onTHE AR vOUR I
FECETVED ANY SOCLAL SUPPORT IFOR
{NAME). SCs AS HELP i HH Wi,
TRAING FOM & CAREGT/ES, OF LEGAL
SERVACEST

1B

Do i HH MECERE A OF THES
SUPPDRT FOR [TRHTH), N THE PAST 3
MO THEY

VT

Age of the child 517 Yr?

Ve

B THEE LAET 12 BONTHE, Has vOLs HM
FECEFED AN REFORT FOR (Eme 5]
SCHOOLIMG, TUCH &5 SLLIVEAMCE, FREE
SDRES AN, BT 0% SUPPLIES T
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OO0 =[O0 =][<[=] ] OO Je]c=]c
OO0 =[jOo0f=] [<[=]<] OO Je[:=]-
00| = |00 =] [=[=]] OO |e|:=]-:
OO0 (=[O0 =] [<[=] ] OO Je]c=]c
OO0 =[O0 =] [<[=]-] OO [e]=]-
OO0 :[-[00[=[«J<=[+] OO [=e]¢:]c¢
OO l:[-[o0[=[«]<[=]+] OO [s]c¢:]c:
OO0 =000« Je[=1] OO [el=]
sinoy : piedun | pied $ preduny | pled “ON
100N oN sa)\ | sinoy jo opN oN S3A oN =71 sinoy jo opN OoN =y aweN our]
= ON=€| g7) o1dnsz
pia ﬂ_mwﬂ mm predun ‘sajp=¢ plosay §1D ¢ ON=¢
BUIT IX3N ¢ ON=Z (puny pedun Set-g
SaA=1 eNTMTHD w04 | 10 USED) Aed Joj 'soA=| [sqof (pury
SNIYYD HO MILYM e 1e sunoy je apnjour | 10 ysed) Aed 1oy ‘sap=|
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EMHOM SIHL | NISOCO9 9NITIES | 3S3HL ONIod ‘aconTuId SIA N CONIM HO HSVD NI Avd WO
oa (aweu) U0 SS3NISNE | ONIdS (2wew) ONLLDITIOD EHH S8l
QI0 SYNOH | ¥ NI YO WMY4 IHL ala SYNoH ‘ONIdIOHS AHH SHL 40 y3aw=aw | SIHL 40 X38W3N ¥ LON SI
ANYIAMOH | NO) SHOR ATIAVS ANYIN MOH SY HOMNS SIHOHD ¥ 10N S1OHM 3NO3N0S | OHM SNOINOS HOd MHOM | FHH SIHL 40 ¥39W3N Y 10N
1nogy ‘(Yaam HIHLO ANV 00| Lnogv ‘(Yaam HH HLIM dT3H SO YHOM 40 ONII ANY | SIHL OO (SLUEU) Q0 SUNOH | 5 OHM “SNOIWOS HO4H MHOM
21 jo Aep) | (aweu) aia Y=Eam aly jo Aep) (aweu) aia Iam | o0 (awew) aia "uv3A 1svd | ANYIN MOH Lnosy ‘(yaam 40 aNB ANY 00 (2weu) ou
ISYTIONIG | 1Svd IHL ONINNG 1SV IINIS 18vd IHL aNEng IHLONMNO INLL ANY 1 2y] jo AEp) 1Sv130MIS | 10 ‘HIIM LSV THL ONIMNG JWEN aur
672 87120 L1710 9712 g2 ¥12 £70 ¢12 112
‘00 AVIW HH SIHL NI N3HOTIHD ¥HOM ANY LNOEV MSY OL 3T aINOM | AMON
sieak 1 ybnoayl g abe HH 2yl w pIY2 Yyoea o 1ayrlaled/daylowl o] palalsiuiupe ag o
710 (Ajuo abe jo sieah |-G 10}) Jnoqe pIYD :8'H

: Questionnaires

Appendix F

132



H.9: Child Discipline cD

Review the household listing and list all children aged 2-14 years below in order according to their line number
{HL1). Do not include other HH members outside of the age range 2-14 years. Record the line number,
[name, sex, age, and the line number of the mother or caretaker] for each child. Then record the total number
of children aged 2-14 in the box provided (CDT7). twnite the name, sex, age and the mathercarstakar ine no. only for the eligiie child)

cD1 cD2 cD3 cD4 cD5 CcD& co7
Line No. Sex from Line no. of mather/
Rank | from HL1 Name from HL2 HL4 Age from caretaker from
M F HLS HL7/HL8
0 1 2
02 o 1 2 o -
03 o 1 2 o L
04 1 2
05 1 2
086 1 2
o7 1 2
08 1 2
Total children aged 2-14 years in the HH

If there is only one child age 2-14 years in the household, then go to CD11 to administer child discipline questions.

Random Selection Of Child

Use the grid below to select one child between the ages of 2 and 14 years, if there is more than one child in that age
range in the household, Look for the last digit of the household number from the cover page. This is the number of the
row you should go to in the table below. Check the total number of eligible children (2-14) in CD7 above. This is the
number of the column you should go to. Find the box where the row and the column meet and circle the number that
appears in the box. This is the rank number of the child about whom the questions will be asked. Record the rank
number in CD9 below. Finally, record the line number and name of the selected child in CD11 on the next page. Then,
find the mather or primary caretaker of that child, and ask the questions, beginning with CD12.

CD8 Number of Eligible Children in the Household

Last digit of HH. No. 1 2 3 4 5 & 7 8+
0 1 2 2 4 3 & 5 4
1 1 1 3 1 4 1 B 5
2 1 2 1 2 5 2 T ]
3 1 1 2 3 1 3 1 T
4 1 2 3 4 2 4 2 B
5 1 1 1 1 3 5 3 1
& 1 2 2 2 4 & 4 2
T 1 1 3 3 5 1 5 3
8 1 2 1 4 1 2 6 4
9 1 1 2 | 2 3 7 5

cDs Record the rank number of the child...........ccoinn s v
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H.8: Child Discipline cb

Revew the household ksting and hist all children aged 2-14 years below m order according o ther line number
(HL1}. Do onot include other HH memibers outside of the age range 2-14 years, Fecord the ine number,

[name, sax, age, and the line number of the mother or carataker] for each child. Then record the tolal numbss

ol children aged 2-14 i e o prowvided (COT] et B v, sse, som srd S croirican ke b o3, gk o S sloile chid]

[} | ch2 ch3 chDd CDS L ] cor
Lisies Mer. Sex o Lime i &l ol
Rank | from HLY Mame from HL2 HL4 Age from cetaker from
i [ HLS HLTHLE

o1 1 Fi

oz v 1 2 e e RERTERT

03 S 1 2 Ry i

04 1 2

05 1 2

i 1 2

o 1 2

] 1 Fi

Total children aged 2-14 years in tha HH

i thene s only one child age 3-14 years in the howsehold, then go to CD'11 1o adminisier child discipline questions

Random Selection Of Child

Lise the gl below bo Select one child between the ages of 2 and 14 years, il there 5 more than one child in that age
range in the household. Look for the st digl of the household number from the cover page.  This iz the number of the
roey your should go 10 in the table below. Check the folad number of elgibse children (2-14) in CDT above. This is the
rmEer of the columin you should 90 8. Find the Dok where the row and the column meed and circle the numiber tha
appears in the box. This is the rank number of the child aboul whom the questions will be asked. Record the rank
nismber m CO9 below . Finally, recosd the lme mumber and name of ihe selected chid in SO on the next page. Then,
find the mather o« primary caretaker of that child, and ask the questions, beginning with CO12

cof Humnbser of Eligibie ¢hidren in the Houssheld
Last digit of HH. Na, 1 2 E 4 5 [ 7 B+
o ] : 2 4 3 [ =] &
1 | i | 1 4 1 [ 5
2 i 2 { 2 5 2 T &
3 ] 1 2 hl 1 3 1 T
4 i 2 3 4 2 4 z a
5 i i 1 1 A ] 3 1
& 1 2 2 z 4 6 4 )
T ] 1 a 3 o 1 -} 3
B { 2 1 ] i z ] 4
8 1 1 1 i ] [ ] §
oo Record this rank nunster of the chid., = L)
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H.9: Child Discipline CcD
Ideniity ebgible chid sged 2-14 in ihe housshold usirg tse tables an the precading page
Fequest g inbervieyw The molher of pomary caretaker of the selacted chaild (sdenbised by the e number o COE).
L Question Dplicns Skig
cD11 Write name and ke no. of the child selecied for
the module from GO and D2, based on the DD
Fank piusmbher g COS Mame & LimeMNe . .
coi2 MLL ADULTS (SE CERTAIN WAYS TO TEACH CHILDREN THE RIGHT BEHAVIOUR DR TO ADDRESS &
EEHAVIOUR PROBLEM. | 'WILL READ YARIOUS METHODS THAT ARE USED AMD | WANT ¥OU TO TELL ME F
YOU OF ANVOME ELSE W YOUR HOUSEHOLD HAS USED THIS METHOD WITH fnama) [N THE PAST MONTH
CO12a | Took AwAY PRIVILEGES, FORBADE SOMETHING | STt s
frome) LIKED OR D0 HOT ALLOW HIMHER TOLEAVE fpen 2
HOUSE)
COM2b | ExPLANED WHY SOMETHING [THE BEHAVIDR) WaS | Wes 2
WRIDHG. R TN A S LT AR, .
COT2c | Swasied HBAHER Yes 1
Mo 2
COM2d | SHoUTED, YELLED AT OR SCREAMED AT HIM/HER. s 1
MO 2
COde | GAVE HIMMER SOMETHMG ELSE TO [0 Y5 i
[ n] 2
CO1H | SeaNKED, HIT OR SLAFPED HIBAHER ON THE L S e 1
BOTTOM WITH BARE HAKD o S T e T SO 101 B
COTIE | HIT HWHER ON THE BOTTOM CRt ELSEWHERE 0N Yes 1
THE BODY 'WITH SOMETHING LIE & BELT, Fig &
HAIRBRLISH, STICK 0R OTHER HARD CEJECT
GOI2h | CALLED HMWER UMD, LATY, O ANOTHER MAME | Yes i
LIKE THAT. [ 2
CiNa HIT OR SLAPFED HIMHER Ol THE FACE, HEAD OR y | LI T i TR T vy =4
EaRg MO b
COME | HIT OR SLAPPED HIMHER (i THE HAND), ARM, OF Yies i
GO | BEAT HIMMER LUP WITH AN IMPLEMENT [T OVER Yes T
ANDHOVER A5 HARD AS ONE COULDY). Mo 2
couA PrecH HisaHER WS, L
- P R S S O P 2
o013 D ¥0R) BELIEVE THAT IN DRDES TO BRING LP | ST R Y 2.
(RAISE, EDUCATE ) fmamet PROFERLY, YO MEEDTO e L
FHTSICALLY FLIKESH HIHER? Dol Ko aplnin 8
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H.10: Food Reliaf FR
] Duestion Opticns Skip
FRA ARE ¥OU REGISTERED AS A BEKEFICIARY OF FOOD s 4 . ; i)
DRSTRIBLTION PROGRAMY g e e e i3 | B FRE
FR2 HOW LimG AGD 'WAS THE LAST RATIONT
Mo of weeks 1 I:I |:|
KMo of manths 2 D D
FR3 | Duees THE FOGE M0 MEET ALL THE FOO MEEDS OF THE Yes TR
oL D
) 2
Donl Know |
FR4 mmwﬂumx;umnmmmm Tis 2 i
MONEY YO MEET CyBit Meee Y- 1 I = - -
g R S e (L AP 8 | B= FRE
FRS MHWWTEEWWEFWWW Much Less. 1
FOLUL BAMYET MATES Fioughiy the 5 2
Wuch hiore -
Do i .8
FRE | 15 any oF soUi CraiDRER REGISTERED = THE CHLD W e
FEEDIN: PROGRT Mo
FRT HAS THIE MOUESEHOLD IEEH DISFLACED AR TIME DURSHG ¥l o1
THE PAST 12 MoiTHET . 3
136 Appendix F: Questionnaires




H.11: Salt lodization

Sl

# Cuestion COptiens Skip
SL1 WE WOULD LIKE T0 CHECK WHETHER THE SALT Mol iedized i
USED IN YOUR HH 18 IODIZED. MAY | SEE A SAMPLE | | oy man 15 ppm 2 | 2w 52
OF THE SALT USED TO COOK THE MAIN MEAL EATEM
BY MEMBERS OF Y0UR HH LAST NIGHT? 5 DTS BV FTIOIW oo smsss s s 2 | 3=5L2
[Cnce you have examined the sall, cncle M 2t ¥t lvorsd fe B2
number thad corresponds 1o 1es] oulcome] Sait ot tested Je LD
SLA TYPE OF SALT Crystal I
Poswtiar . ;s
Ortheeer {Sipeaciy b
512 Eheck HLE: Does any eligible woman age 15-49 In the HH? You should
have a Form with the Woman ID filled in for each eligible woman.
D Yes = Go to WOMAN 15-49 FORM to administer the questions to the
first eligible woman.
|:| Mo = Continue to 5L3.
513 Check HLE: Does any child under the age of 5 in the HH? You should

have a Form with the Under-Five ID filled in for each eligible child.

|:| Yes = Go to CHILD < 5 FORM to administer the Form to mother or
caretaker of the first eligible child.

D Mo = End the interview by thanking the respondent for hisiher
coopearation.

Gather together all Forms for this household and tally the number of
Forms completed on the cover page.
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Interviewer’'s Remarks:

Supervisor's Remarks:
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Y
N

unicef €

asBEMICS
FORM-B: WOMAN AGE 15-49 YEARS

W.1: ldentification Panel ENGLISH
This Form is to be administered to all women age 15-49 years (See Column HLE in the HH
Form). Fill in one Form for each eligible woman.

Wikl-A | Province Mame and Code [ |

WH-B | Destict Mame and Code D ]

W1 | Cluster Kame and Number D —

WG Sirium oode HHE walh chdd « 3= 1 |
Cihr HHs = 2

Wiz HH Ha D D |

Wikia Hame of the woman {from FORBM-A&: HL2)

Wiid | Line po. of woman (fromm FORM-& HLT)

J |
I |

Wi | Intervewer's Name & Code D

e e 00/00/000C

wWasT Resul of inkerview for woman

I
N

Mot af Foemie

Aefsed

Patly cormpleded

Incapacitated

CHner (e |

T o e W R —=
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Read, il the respondent has not responded to any other Forms

Introduction/Consent

HELLO. MY NAME IS (....... }AND I AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KINBS), NAIROBI. WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WOMEN, WITH UNICEF SUPPORT.
I WOULD LIEE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANOMNYMOUS.

THE INFORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
FLANNDSG AND IMPLEMENTESG DEVELOPMENTAL PROGRAMS,

MAY I START THE INTERVIEW NOW?
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Reading rext for Question WMI4

ENGLISH

1. The child is reading a book.
2. The rains came late this year.
3. Parents must care for their children.

4. Farming is hard work.

1. Mtoto anasoma kitabu.
2. Mvua ilichelewa mwaka huu.
3. Nilazima wazazi watunze watoto wao.

4. Ukilima ni kazi ngumu.
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W.2: Woman Information

B

) Qusstion Optiana.
WA | IN WHAT KONTH AND YEAR WERE YOL BORNT — 10
Mot : - —
Diabe of birth
I | DK Manith . 2]
H[E[E[N
D Year S50
Lk Howw OLD WERE YOI AT FOLE LAST BIRTHOWY P 10 |
Age m completed years 1
WD | HavE ¥Ou EVER ATTERDED SCHOOL 0R PRE-SCHOOLY | Yes 1
[ 2 | =M1
W11 | WHAT 18 THE HIBHEST LEVEL OF SCHOOL ¥OU Pre-School ]
ATTENDED? Primany 1
Paost-Pnmary, Yocational P
Secondany, A Lewel 3
Colegpe — Middie Lews 4
Linreersity &
Mon-slandard cumiculam. TR
W12 | WHAT IS THE MIGHEST GRADE YO COMPLETED AT THAT I]
LEVELT
Grade
w13 | Check WM11: Level of schooling
D Secondary/College/University (codes 3 or 4 or 5) = WM15
O other = Continue to WM14
W14 | Now | WOULD LIKE ¥OU TO READ THIS SENTENCE TO Canmol read at all ; 1
ME. Able o read only pars of senfence 2
Able 10 read whobe semence. ... 3
[Show language lesi cand bo respandent] Mo sentence in required language 4
[specity Language i]
Brdimare, visually’'speech impained g
W15 | How OFTEM D0 10U LESTEN TO BT Adrnost evedyday. 1
A least once a week SRR
Al leagt o gmonth ... .._...._.3
Riimredy Mduser i
WG | HoW OFTEN DD YOU 'WATCH TELEVISION? Admasl evenpday. . IR,
A least once a week 2
Al lEast prce amanth
Rarely/Mever 4
WAT | How OFTEN DD YOU READ NEWSFAPERS Y Admost evengday. ... 1
At ieast once a wenlk F)
Alleastonce amonth ... ... 3
Rameky/Never A
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W.3: Child Mortality cM
£ | Cisstion | Dpticns | skip
To be administered to all women age 15-49. All questions refer to LIVE births only.
CM Mo | WOULD LIEE TO L5K ABOUT AL THE BIRTHS YR b [ T PR TPy IR PR ALY,
HAVE HAD CURING "OUR LIFE. Hawe vOu EVER GIVEN [ ¢ T LR TS Sl O e P SRR, 20 W 5)
BETHT
¥ “No~ probe by asking:
| ME&N, T & CHILD WHD EVER BREATHED OR CRIED OR
SHOWED OTHER 5IGHE OF LFE — EVEN # HE OR SHE LIVED
CRILY & FEW MITES CF HOURST
3 D 700 HAVE AHY SOMS OF DALGHTERS TO WHoE Yo Yeg . 1
HAVE GIVEN BENTH WHO ARE HOW LIKG WITH You'® Ma. distalbins el Tl (11 ST | T S
Chd RO MY BOME LIVE WITH Yau? DD
A Spns ol home
Hio MANT DASGHTERS LIVE WITH 7047
B. Daughters at hame D D
CHS O v HAVE AHY SOMS Of DALGHTERS TO WiHoe v s 1
taE GrYEN B TH WD ARE ALNVE BUT DO NOT LRE WiTH N e e - 20 CMT
L= T
CME | How Masry SONS ARE AUNE BUT DO 0T LIVE WITH voll? DD
A Sons elsewhens
Hicrd MANY DAUGHTERS ARE ALIVE BUT DX WOT LIVE WITH
= LU
B. Dawughers efserwherna
AT Hu-tvcruE-.lErtsr-tﬂann;'rcuw'r ORI WHOWAS | Yes 1
BORH ALIVE BUT LATER DIED
] th 4 e e X P IOCIR
AT BABY WHO EVER BREATHED Of CRIED OR SHOWED
OTHER SGNS OF LIFE DUT D0 HOT SURVIVE — EVEN F HE
OFSHE LIVED DHLY & FEW MINUTES G HOURS?
Chig HiCAA AP BOYVS HAVE DED? T
A dead . | -
Hirid BN GIRLS HAVE DHEDT b Rl —
B. Guis dead . . -
g Summ answers 1o Cha_ CME & CME 1 |
Sum . § -
CMID | JUST TO MAKE SURE THAT | HAVE THIS RIGHT, YOUHAVEHAD INTOTAL __ m
WWLFE. IS THIS CORRECT?
|:| Yes -mhﬂhmm
D HNo ez Check responses and make corrections before proceeding to W.2a
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nBEMICS unicef &

W.3a: Birth History BH
BH13 | SoME PREGNAMCIES EMD BEFORE FULL TERM AS A | ). T TR ARSI P
MISCARRIAGE OR AN ABORTION, WHILE OTHERS MAY RESULT | Mg 2 | 2= BHIS
I A& STILLBRTH. HAVE Y04 HAD A MISCARRIAGE DR
ABORTIONT
BH14 | g ALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED D D
IN A MISCARRIAGE OF AN ABORTION? '
Miscarmagesfabortions ...
BH15 | HAVE YOU HAD A STILLBIRTH? Yes.. winsaia §
|, R e O 2 | 2=CM2
BHIG | I ALL HOW MANY PREGNANCIES DID ¥0U HAVE THAT ENDED
IN & STILLBRTH? S biths
DK...... 44

CM12 | check BH4 of last birth: Did the woman's last birth occur within the last 2 years, that Is,
since {day and month of interview in 2006)? If child has died, take special care when
referring to this child by name in the following sections.

|:| Mo live birth in last 2 years = MARRIAGE/UNION Section [W.6]
|:| Yes, live birth in last 2 years = Continue to CM13

Name of child:
CM13 | AT THE TME YOU BECAME PREGMANT WITH (name), oadyou | Then oo
WANT TO BECOME PREGNANT THEN, DID YOU WANT TOWAIT | | . 3
UNTIL LATER, GR DID YOU WANT KO (BORE ) CHILDREN AT —
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W.4: Tetanus Toxoid T
' Question | Options | skip
This section is to be administered to all women with a live birth in the 2 years preceding the
date of interview.
TT1 | D0 YOU HAVE A CARD OR OTHER DOCUMENT WITH Yes (card seen) 1
YOUR O IMMUNIZATIONS LISTEDY Yes (card nol seen) D
[if & card is presented, use it to assist with D: 8
answers o the followngquesbions] | — ;
TT2 | WHEN YOU WERE PREGNANT WITH YOUR LAST CHILD, | Yes 1
CHD: YOU RECEIVE ANY INJECTION TO PREVENT HM OR B o e e e 2 2%TTH
HER FROM GETTING TETANUS, WHICH IS CONVIASIONS | o 8 B TTE
AFTER BIRTH (AN ANTI-TETANUS SHOT, AN IMJECTION AT
THE TOF OF THE ARM DR SHOULDER OR THIGH)?
T3 Hiw MARY TIMES DID YOU RECEIVE THIS ANTI-TETANUS
IMJECTION DURING YOUR LAST PREGHNANCYT .
Mo, of GMEs ..o
DK 38 0a=TTS
TT4 | Check: How many TT doses during last At least 2 TT inj. during [ast pregnancy...._. 1 1% (W.5)
pregriancy wese neported n TTa? Fewer than 2 TT inj, during kast preg 2
TT5 [0 voU RECEIVE ANY TT IRIECTION AT ANY TIME Yes 1
BEFCRE YOUR LAST FREGHANCYT i i e S b 2 2% (W, 5)
TT6 Hiow MANY TIMES DID YOI RECEVE IT7 D D
o OFf DI
177 (14 WHAT MONTH AND YEAR DID YOU BECENVE THE LAST
ANTI-TETAMUS INJECTION BEFORE THAT LAST Moot
. D et B Skip to
Skip o neat section anby if year of injection (W.5)
5 given, Otherwese, continue with TTE, DDDD
T i
DK year SoaR
T8 HEw MANY YEARS AGO DID ¥OU RECENVE THE LAST I] |:|
ANTETETANUS INJECTION BEFORE THAT LAST
PREGNANCY? Years ago
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W.5: Maternal and Newborn Health MK

i | Questian | Options |  skip
This section 5 o be adminesterad to all women wilh & lve birth i the 2 years precedimg date of inbariew.
Chack CB12 (m sechon W 3a) and recosd name of last-borm child hera Lisa this
child’s name in the following gueshons, where indicated
Ikl I8 THE FIRGT TWAO MG &FTER OO LAST BRTH [ThE BT | Yies 1

OF NI, D0 V0L RECENVE & WITANEN A [OSE LKE THIS? Ma =
Do A
Sheor 2060, 000 1L} capsule or dspenses (Fed)
MK D vOu SEE ANVOME FOR ANTERNETAL CARE FOR TS Healh professonal
PREGHANCT? DocheaiClinseal OMesr .. .. ... A
Mseiedwile B
H vy Winiom S0 vOU SEE? ANYCREE ELSET Cther person
Tradiional el gibendant. . p——— F
[Frobe for the type of person seen and
ivcte ol sl CesTumndty Fealh worker BRI
PoelateiPrend... . . .. H
Crther {Specey i X
M S FTTPR——— N I
MKNZA | Howe sy TEES. (4D W0U RECENVE ANTEMATAL CARE DURING
THIS FREGMANCYT Mo o Binea
Dacen T e S8
MNIE | Dukoss THes PREc st y, WERE Ou SIVEN OF Dl v By i i
ANY IROH TABLETST Mo sl | 2o Y
[Show Tatiets) Dot know ... B 8 | Bl
PABEAC | D THE WHOLE PREGHANCY, FCIR HOW WY ClYS DiD
WS TakE THE TABLETS? Mo, of d
[H the answer s nol numenc, probs for i
K B PAET OF VOUR ANTEMATAL CARE WESRE ANy OF THE ¥ N
FOLLOWNG DONE AT LEAST CHCET
MMNIs.  VWERE v WEIGEEDT Weeighed Hoiny ol 2
| MIRGB. WS vOUR BLOOD PREGSURE MEASURED? | Boodpeassuee........ 1 2 |
RMN3C.  Dib v GrvE & UFNE Saamm ET Lirine samgle. NIV, 2
BN3E. Dol viu GIvE 4 BLOCED S ET Blioad sample 1 2
HEL Do sy OF THE ANTERATAL VISITS FOR THE PREGNANCT, e ; 1
WERE WORI GIVEN AN BEFORMATION O COUNSELED ABCRIT |, o e T PR o T v ¢ STt L DT e e 2
AIDE OR THE ADG LS Dt knoww f
BAMS | ) o't Wk To sncny THE RESIATS, BUT WERE vOU TESTED | Yes SR TN, MR =, |
FOR HINAIDIS &% PapT OF vOUR ANTERATAL CamE™ He . I - =1 Y YT
PARAG | 0 D' AT T MW THE FESULTT, BUIT DD 0L GIIT THE Yies 1
FESLL TS OF THE TEST) Ma : ; : =
Cacen'T Remcwe B
MNEA, | Dk Tris PREGHANGY, N0 wOL TAKE ANY MEDICHE Vs : : 1
DRCER, T FREVENT YOL FROM GETTRG MALARIAT Mo R o m | iy
Dan't know _..... S AL T
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W.5: Maternal and Newborn Health MN
& Questicn Ciptions Skip
MMEE | WiscH MEDICRES [ND VOU TAKE TS PREVENT MaLaRILT SPFarsidar A | o ie not

o P TTT 1] circied,
[Corche gl Feshcirees takien. 1T by Of medidine Crthers (specey o
1= not delermined, show typical anti-malarial il “:-.r
EIM m;. ......................... z
MMEC | How saaiy TiES (0 vOU TAKE SPIFANSDAM DURTNG THS DD
FREGMANCY T PREVENT ML &RiaT
MNT e ASGERTED! WITH THIE DELERY OF VORI LAST CHLD Heain profeshonal
Ducector Chndcal CHTicer &
L Mrseasasle B
Diher pevsoe;
[Probe for the typse of person Gesisting and | Troenonal banh attendan F
crche all answers. green] Cormmundy health worker G
Poelogtivesriand. H
CHher [ speoty 1 x
MG e ki
MNE | WHERE 0D YOU GIVE BERTH TO (e 7 Heme
o UF B AR S | |
Ciher Fome 12
[If the Faciity = hospital, health cenber, or Putsic sactor
chire wiihe the namss of the place balow Gove hasptal 1
Probe to identity the type of source and
CHAM 3
Oither public | Speafy] %5
- Pivepie biedical Sedior
(MANE OF PLACET) Private hosgtal 3
Proaate ciinic - -
Presgie malemaly home B
Cither pat. medical { spendty b3
CHher | specty ).
BNEA | Arven marme] Wis Bom, DD & FEALTH PROPESSIONAL OfL 8 weg 1
TRADITHCHAL BERTH ATTENDANT CHECH O YOUR HEALTHT Ma . i 7 | DespdpdaD
1.1 i B | Be=pArBD
MNEB | Bow sy Davs OF WEEKS AFTER DELIVERY CHD THE FlsT
sl Diarys afer delivery 1 DD
VWesks 3%y deiery 2
[Foesana o ihanys: i Same day] Dot K _ _ o
MHEC | WHo CHECKED OH YOUR HEALTH AT THaT TIET it profecional
DrociorCinical Cifcer 1
[Pt AT PaesE GRS CeRrS0in] M s Waganie 12
Oither peerson
Tiratoral birth afercdan Fa |
Comemunily healh woker ... .7
Ciiher {specify i p
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W.5: Maternal and Newborn Health MN
[ Question | Options | swip
wmnaD | Check MNB for place of birth:
DMﬂhﬂM[ﬂuﬂHmﬁj #ﬁmhm
0 Otherwise = Skip to MN9.
MMEE | in THE Tveo saiiTs 4FTES (ame) WS BORN, DD Ay e 1
HEALTH CARE PR(FACER, 0F & TRADNTIONAL BRTH ATTEMDANT | pgo i T e o i 3| e
CHECK QN HS R AL TH? [+ S S ST | [ =TT
MMBF | How sanyy CLUms, D4'FS OR VWEIEKS AFTER THE IRTH OF bours afiar berh K
(AT D) THE FIRST CHECH TAKE PLACEY
o | T[]
[® less than one iy, recond i hiowrs. Wieeis. afier Earn
s Wi (e Wi, PeCoRd i days. |
Dot KR el
MMNBG | VWi CHECKED O [Fne)'s HEALTH AT THAT TRE? AR peplesonal
CececRorClanecal Offioes . 1
[Pl Toof Fracesh quielied person| M e itaile : 12
bt Dersgn.
Traational brth afendant 21
Coemamnmnily heealth vl 3
Cxihasr {specily j .
MMNEH | WHERE D80 THS FIRST CHECK OF |TR0THE) TAKE FLACET Eaeme
Wik aimies 11
[Erobe o ideniy P by of source and orcle | Dther home 12
i unatie o detemmine if o hosplal, heath centre | GOV hosplal 21
OF CliniC b5 puliic oF privabe mechcal, waile the (B0WA. ChnsC ekt CEnilier =
e of he place] CHAM 7
Ofhaer publc | specs’y .
Priaie Medical Secior
[MAME OF THE PLACE) Privale hospital 61!
Privile clnid .
Privaie malemify hom: .=
Cither . mescal (specty; - -
Cther | Specty b
BENS | VATE OUR LAST CHELD MMM WS BORI, WAS MIEVEHE VERYY | Viery kange i 1
LS LARIGER THaM aVERAGE AvERAGE Sai L ER THas
AVERAGE, OB VERY SAMALT Lavgur W Sveage E
Auserage ; a
SiFe Taln Feevige 4
Wy small 5
(8 L
[MMAD | Was (name) WEIHED AT BRTHT Yo 1
M. - . ] F
[+ T ————————— . L F
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W.5: Maternal and Newborn Health

MN

# Cuestion Options Skip
MMIT | o s Do (e weiaH? L+ ;. PR, |
e 2 [ ] [JO[]
[Record wesght from hedlin cand, if availabie) {Recond in Kgs) .
Dhan't know BHOGR
MM1Z | Db vou) EVER BREASTFEED (Ramer? L L - |
Ho.. 2| 2= (WH)
MM13 HCry LOG AFTER BT DD O FIRST PUT [VINTeE ) TO THE Immedabety . P AP L L TR 1 |
BREAST?
B le=s than 1 hiwr, recond OO hours.
Fless inan 34 I Daysofler. ... . . .2
Orihersse, record days. Don't knowiremember -
MMNTA | Do (rame) RECENVE anvTran ELSE BEFORE STARTING TO Yes
BREASTFEEDT Me ETI"MEJ
Dan't Enow B WG]
MMN1S | Dio{name) RECENE an oF THE FOLLOWMG Yis Mo
MM154, Puus WATERY Prain waler _— 1 2
MH158, MseraL WATERT Ilineral weater 1 2 |
MMIEE. SWESTENED. FLAVOURSD WATER? Swestened Flavoned walsr i 2
MM150. Faurt ance of TEa? Fruit piiceortea.._._.. .. .....1 2

MM15E Awvrvime pLaE?

Ofher {specify )1 2
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W.6: Marriage/Union MA
] Qusstion Optians Skip
A AU VOU CURRERTL ¥ MARIED R LING TOGETHER VW 1TH & Wies, Curmenly mamed__ ... ... ... 1
WSS W A Yes, bvng wm 2 man .2
Mg, mot in union 3 A=MA3
MAZ | How LD WS FOUR HUSBARDIRSR THER S8 HIS LAST DD
BERTHOA YT Sk TO
ﬂ-ﬂl'ﬂ'\'l‘lll'l ---------------------------------- = BAS
oK 8
MAT | Have YU EVER BEEN MARREED 0F LIVED TOGETHER WITH & s, fomerly marmied 1
M Wi, Tofrsly irvesd wilh 3 irain 2
M, 3 B={W T)
WAS | WéHaT 19 vOUR MARITAL STATLS HOW. ARE 70U WIDDWED, Widkreed f
COUORCED OF SEPARATEDTY e 2
Separaed .a
MAS | HevE vou BEEN MARRED OF LIVED VITH & WAH OHLY CHCE OF | il onge 1
NORE THARHCE? More than orce Z
MAG | AT 8a0eTH il vESR DHD Yo FRST MRSty O START DD
LPVING WITH & M A5 IF MARFSEDT
Koni
D it g}
- Jodd
D year A
MAT | Check MAG: For month and mﬁtw
Dhﬂtﬂmmunﬂmémlmemhmﬂ? = Next Section (W.T)
mewmwmﬂmghnm? = Continue to MAS
AR i CLE WERE O WIHER O STARTED LIS WiTH o D [l
FIRST HUSBANDVYRARTHER?
ADE i Vears
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W.T: Contraception and Unmet Need CP
[ Question Options Skip |
CF1 1 WU LIKE T TALK WITH VOU ABCRIT ANGTHER SUBUECT = i, curnently prégaant ) i
T [T S— w— | 2% CP2
BRE VOR PREGIMANT MOW? Uressure or Don't onoaw i B B P2
CPUA | At i Tive v BECOME PREGNART B8 vOU VEANT 10 Then . 1 | 1=cPd
BECTME PRECHANT THEN, B0 vOU WAKT T VT LNTL LATER, 2 | 2ecra
R N D T AN T MV AM Y WGRE CHILDRERT e
Mol wani more childnen ¥ Py
CP2 SOME PECELE LS VARDOIIS WAYS O METHOOS TO DELAY Of i,
e, M o N L e P
BARE U CUNFERTLY DORG SO THIMG. O LISIRG AN
METHOD To DELAY OF & GETTING PREGHRARTY
CPY | Wt METHOD SRE v Sy Fiarnale sherizatonTubelgation ... A
Bl ieqizationy asechinmy B
mmw “ . ——————— 8 —————— & ':
kel o i D
i e Hhain ong: MeTad 15 menboned, crce Iegechions E
SR e mpiaris F
Lo ] G
Femake condesm H
Chapheagm e i
Lactaiional amendamnoed meino JLAM) J
Periode AbSInente K
Withararaal L
Dther [Specily. iox
P4 Y | WOULE LIKE T10 ASK SOME DUESTIONS AB0UT THE
prpey e (asanolier) child 1
WAL B VO LIKE O HAVE [AAMOTHER] CHILE, O WoLsD
s PREFER 0T TE) HAVE Ay (WORE) CHILORENT Y OO et rrereeereersreeeere e reee : | 2=CP6
H cumrently pregnant: 371 e CIRNST B8 PRERART. e B(W.B)
AFTER THE CHILD Y00 ARE MOW EXFECTING.
WSHALD WA LEE T HAWE AMDTHER CHILD OR WO WOULD | Uinchecicdidan'T knens .. ....ocommssemmeal
PREFER MOT T HAVE ANY [WORE ) CH DRENT E=CPE
CP& HONY LORG WOLLD 0L LINE T0 VAT BSEFORE. THE. BIRTH OF Monds. i DD
FEars 2
Soonmone a3
Other, 56
DonTknow .. g
CcPé | Check CP1: Pregnancy status
D Currently pregnant (code = 1) = Next Section (W.8)
D Not currently pregnant = Continue to CP7
CPT D it T i) ARE Py Sacall v ABLE T GET PREGMANT L
AT THIEG TREET Mo 2
IDeay'S By 3
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W.8: Female Genital Mutilation/Cutting FG
|_# GQuestion Options Skip |
FiG1 | Have $0U EVER HEARD OF FEMMLE CIRCLBACEINT o TR R B TIRS T uR LAy 1 | t=FG3
iy FJ
FI32 || 1A NOGBER OF COMMURITES, THERE LA PRACTISE RivEniH A, | s i )
GERL WY FAVE PART OF HER GENITALS CUT Rl e s e 2 | 2eqwm
HaT WO TR MEAND) ABCUT THIS PRACTICET
FGI || Have vou vOuRSELF EVES BEEN CmCLBacISEDT Y 1
Mo n 2 | FGE
FGA | MOw | WOLLD LUME TO kS V0L WHAT WS DORE TO0 YO AT THS | Tas . i1 | IFGE
T L X
WAD SRy FLESH REMED FROM THE GEMITAL AREALT EM e e e e i |
FIGS | WaS THE GEMTAL SRES JUST HICRED WITHOUT REMCEHE Ay N (L | e e N,
PLER? MO 3
D . |
FGE | W THE GEMITAL AREA SEAH CLOEED (08 SEAL EN] 7 g 1
] 2
(n 4 . B
FGT | Who corcuscsen vou? TRADITIONAL PERSONS
Tradhoral ‘CirCLmciser 1
TradEonal birth afiendant 12
Ol tradional | specify 1..16
HEALTH PROFESHONAL
Docior |
Mursesrmedwle o
Oier heaith professional (specily ) 76
Dont know 58
FG4 | Check CM4 and CME (in Section W.2): Woman has living daughter?
D Yas, has living daughter & Continue with FG2
D o living daughter = Goto FG1E
FGS | Have asy OF vOuUR DAUGHTERS BEEM CIRCUBACESEDT DD
e, 1o b of clrughlers cicinmcted
Mo daughbers circumcised................ D= EGIE
FGID | Toamecsof vrum DAUGHTERS D0 THES HaPPEN MasT
RECEHTLY?
Marms o daughier
[Fecond the daugnters name]
FG1T | Mow | wowwh e TO A5 voU wHaT was Done To name] 4T | Yes 1 | 1sFG13
THAT TIHE Hity z
VA AR IFLESH RENCSTI FRCM THE GERITAL AREAT m- 5 :
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W.8: Female Genital Mutilation/Cutting

f°

2 Quaestion Dptions
FGT2 | WAS THE GEMITAL AREA JUST MICSED WITHOLUT REMCUTNG ANY W s |
FLESHT
Mo s
OK... - |
FGT13 | Was THE GEMITAL AREA SEWN CLOSED (08 “SEMED)? Yeg |
B "
DK &
FG4 | How oD was {rame) weEN THS coouRRED T DD
Daughier's age ol CRTUMCISON, ..,
[ e resspondient does not know the age, probe o
10 get an estimate] Dot know ... 98
FGAS | W0 oub THE Cmousactsaon Fom [ravme) JRADITICNAL PERSONS
Traditional crcumcer 11
Tradiinal hirth attendant ¥z
CheEr tradiional [ Speciy ). e
HEALTH PROFESSE0NAL
Doctor T 21
Cilhees heaith professional (speeffy ) 2%
FGIE | Do wou THRE THES PRACTICE SHOUILD BE CONTINUED OR Confinued ., i
SHOULO IT I DHSCONTIUED Y Claconibiied 3
Depends ... 3
DK B
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W.9: Domestic Violence bV
g Question Options Skip

DV SOMETRMES & FLISEAKD 15 AMMOYED O ANGERED 8Y THINGS

THAT HES WIFE DOES. B vOUR ORI, 15 & HUSEAND Yes No DK

JFETIFED IN HITTING OR BEATIMG HIS WIFE [N THE FOLLOWIKG

SMUATIONS

D1, b SHE BOES QUT WITH CUT TELLIG H? Goes oul without feling ... 1 2 B

D%1g. b SHE KESGLEETS THE CHILDRENT Meglects the chidren i 2 B

DV, IF SHE ARGLIES WiTH Il Argues with husband ... 1 ] 8

DWW, IF 548 REFUSES SEX WITH s Refuses sew ... 1 2 g

DAVE. W S8 Bunes TvE Foab? Buirmes the food . 1 2 8
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W.10: HIV/IAIDS HA
a _Question _Options. Skip |
Ha e ORI LKE T TALK WITH WU ABCIUT SOMETHING ELSE. | Yies 1
o s 2 EmMD
HaVE v EVER HEARD OF THE ‘i8S HIN O s ILLVESS
CALUER AUEYSTF
Haz Cadi PECFLE PROTECT THENSELVES FROM GETTIG BFECTED | Yes i
WTH THE RIS viRs By RS ORE SE X BaRTHER WHO 15 o 2
HOT INFECTED W ALSO HAS MO DTHER: PARTHERS 7
DonThme . ... oo N
HAZ CaM PEOPLE GET MPECTED 'WITH THE AIDS vusecause oF | Yes 1
WITCHCREFT OR OTHER SUPEFRATURAL MEAHST o P
Donkesw. ... ... A
HA4 Cagi PECPLE REDLUMGE THER CHAMCE OF GETTING THE AIDS Vs 1
VIRALES Y LS & CORDOM EVERY TIME THEY HAWE SEXT . P
DT e .8
HAS Coapi PECFLE OET THE AIDNS vIFrsS FROM MCTSCLUETO BITES Y L T R
Mo 2
Donterow ... .8
Hag Cadi PROFLE RETLICE THEER CHAMNCE OF GETTING BFECTID A L N |
WATH THE ABDHS oSS By T M i SEn AT a0d 7 Mo 2
DonY kroew .8
HAT Coaay PECIFLE GET THE AIDS VIS By SafonG FOOD WiTtH & Fes 1
PERCm W0 Mt AIDHE T o o
Dontbowew. ... oo _B
HATA Ty PEOOLE GET THE AIDS s By GETTIHNG PLECTIONS Y=, ]
WITH & NEEDLE THAT ¥k ALREADTY LUSERD B & FFECTED Ho 5
PER T BssSsliR e -
Do Eraew a
HAR 15 1T POSSIBLE PO & FEAL THY-LOCSIHG PERSON TOHOVE THE | Yes i
AIDS s ? Mo 2
DonT krow. B
HaL Gt TraE AJTES VaRors BE TRARSEITTED FROM & MOTHER TO & ves Mo DK
magy b
HAS Do mereg PREGRANC T T During pregnancy’ . 1 F a
HASH Drssres CELENT During delvery ., 1 z k- |
Hadtie, e SR s TFEECuas Y iy bredrstiesding . 1 2 a
HATD IF A& FEAMALE TEACHER A% THE AIDKS UsS. BUT 15 FOT SacK, R ]
BHOULD SHE BE SLLOWED T0 CONTIAE TEACHIG N 5CHOMLY | P
DonT Ercweno] BERAOEpEnds 8
HATY WWSULD (00 By FRESH VECGETABES FROM A SHOPKEEREROR | wes B |
WERDHN I POLOHEW THAT THIS FERSON HAD Tre BI0S Ho 3
o TR 0 e ;
D AP TNO! SLERADRDENGS | .8
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W.10: HIV/AIDS HA
H&12 1 & MAERESES OF VOLS F Al v BECANE SFECTED WiTH THE Yis 1
AIDS VIS, WORILD POL WANT 1T IO REMAIN & SICRET? Ma 3
DT endrmcmil saseitepends ..
HAT3 IF & RECRSRER COF VR FAMSL Y BIECAME SICK WITH Tril AIDS WA R |
VIRLES, WOLLD 70U BE WILLING TO CARE FOR HIM OF HER N o 7
vom HHY
DT kndrainol SBidepends SRS
HAT4 En.?:ms n Section W.5): Tested for HIV during antenatal care?
D es o :
D No = Continue to HA15
HATS 1 o MOT AT T KHECRN THE RESAILTS, BLIT HAVE vO4 EVER: YES o e 1
BEEN TESTED TG0 S I DL M HITW, THE VRS THAT
HAG 1 e BT "R ¥4 T THELL, AT THE RESLATS CF THIE TEST, (- T Bl T, |
BT HAYE OU BEEN TOLD THE PESILTEF Mo 2
HATF Dhr v, YOURSELF, A5K FOM THE TEST, WS IT OFFERED TO PRS-  — S— |
10U AND) V0L ACCEFTED, DR Was IT RECUIREDT Oftared and acoepied e 2 EMD
PO, s 3
HA1E AT TS T, B vl R OF & PLACE WHERE YOUCAN B | W e s ssssnsim s s cccsss siiass s sisssinss 1
T GET FUCH & TEST T0 S0 & Wil HavE Trl AIDS v ¥ B e & END
HATS CITHER THAM AT THE ANTEMATAL CLIKES, O V0L KRMOW OF & s i
PLACE WHERE 'O C 50 TO GET & TEST T SEEIF YOUMME | o 5
THE AXDES vErs?
= Check, whether the Form has any gaps, if yes, fill-in those gaps and thank the
respondent for spending time and providing valuable information; and go to the next
respondent =
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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unicef ¢

asBEMICS
FORM-C: CHILD BELOW 5 YEARS

C.1: General Information ENGLISH

This FORM is to be administered to all mothers/caretakers [(See Column HLS of HH Listing Form) whe
care for a child that lives with them and is under the age of & years (See Column HLE of HH Listing
Form]. Use a separate Form for each eligible child.

UF-A | Province Mame & Code D
UF-B | Detict Mame & Coda |:] |:|
UF1 | Cluster Mame and Number UF.c | Stratem Code

_ ] e —
UFz | HHNO I:H:”:I
UF4 | Chiki Mame & Line No D D

T T el
i - ____bog
v [FERc 00,00,0000

UF3 FEsUlt of irderveiny 108 cheliifen unider 5

1

Bl Frowme x

[Codes reder 1o mothesieane e Fetrzed a
1 Pty completad d

incapacialed 5

e [ Sty ) ]
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Read, if the respondent has not responded fo any other Forms

Introduction'Consent

HELLO MYNAMEIS (....... JAND I AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (ENBS ). NAIROBL. WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WOMEN, WITH UNICEF SUPPORT.
I woULD LIKE TO TALKE TO YOU ABOUT THIS. THE NTERVIEW WILL TAKE ABOUT 20 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL BEMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS. DURDNG THIS TIME I WOULD LIKE TO SPEAK TO YOU ABOUT YOUR CHILDREN AND/OR
CHILDREM YOU TAKE CARE IN THIS HOUSEHOLD.

THE INFORMATION VOU PROVIDE WILL HELF THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNDNG AND IMPLEMENTING DEVELOPMENTAL PROGRAMS,

MAY I START THE INTERVIEW NOW?
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LIFAD | Mow Iwousnuse 7o as vou soue cuesToss ssout Trewpsg i | Date oF birth:
OF EACH CHILD UNDER THE AGE OF 5 i w0 CARE, 'WHO LIVES WITH E D
v TS I s l}aﬁ'
TSI [ WALRATT TV Akl L BRI f P f
b e i Don't knon the day of birth_._.___.___ %
Probs; WVEAT S MG MER BIRTHOAY T
RAGES HE/THE HAVE & DINTH CERTINCATE? Bl e e e
[iff ihe mohericareiaier knows ihe exsel birih daie, oo erier
s dlary; otherwise, cinche 8 Tor day] e DDD ]
LIF11 | HOW Many MONTHS OLD & (name)? D :l
[Fecond age in completed months) Age in months
C.2: Birth Registration and Early Learn BR
& Cluestion Ciplions Skip
BR1 | DoES (novme) MAVE A BETH CEATIECATE? Y5, seen 1 1= BRL
Yes, not seen 2 = BRS
Muax | sEE T Ho....... |
Donthnow ... S
BRI | Has (name’s) MIRTH BEEW RECISTERED WITH THE CAL | Yes i 1 | 1=BRS
AUTHORITIES? Mo.... o
Don't knaow 8 | B=BR4
BRI | WHY IS (novme '5) DIRTH HOT REESTEREDT Ciosts oo much wln i, A |
st ravel oo far B
FROBE: D o KeOW THAT A BIRTH HAS TO BE : .
RECESTEREDT DID YOu TRY 70 REGISTER THIS Did nct know & should be regrtered. ..., 3
GNE 7 WHY DID YOU FAIL TO REGISTER THIS gy | Did nol want 1o pay fine 4
Duees not know whene o regisber ... 5
Cither |specify j..6
Don't kncw i
BR4 | Do vou ENDW HOW TO REGESTER YOUR CHLD'S BIRTHT | Y&8 .o 1
Mo, ... ji
BR4A | Do vou KNOW WHERE TO REGISTER YOUR CHaLD'S | - SO
BRS | Check UF11 (age of the child): Child is 36-59 months old?
D Yes = Continue to BR6
D Mo = GotoBRS
BRE | DOES (navme] ATTEMD ANY OROMEZED LEARNING OR | Yes . i
EARLY CHLOHOOD EDUCATION PROGRAMME, SUCH A3 A | Na 2 | =BRT
PEMNATE OR GOVERNMUENT FACILITY, INCLUDING Dan't know .. F A= BRA
KINDERGARTEN G COMBUNITY CHILD CARET
BRT | WITHR THE LAST SEVEN DAYS, ABOUT HORY BLANY Skip to
HOURS DD {name) ATTEND T No. of H D D BRE
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| C.2: Birth Registration and Early Learnin BR
[BRTA | WHAT 15 THE MAIN REASON FOR {name) NOT No facility nearby. . L
ATTENDING ANY PRE-SCHOOL LEARNING/EARLY The facslity i not 2
CHILDHOOD EDUCATION PROGRAM? . m ot
Mo money fo pay the fees.l'ﬂpertsnle .
Child 5 100 YOURM]....... oo ccimmimismermesrarisee
Diher (specify )...6B
BRE | I THE PAST 3 0aYS, DID YOU OR ANY HOUSEHGLD MEWBER
OVER 13 YEARS OF AGE ENGAGE N ANY OF THE
FOLLOWNG ACTIVITIES WHH{MHTEL
If yes, ask: WHO ENGAGED B THES ACTIVITY WITH THE
CHILD = THE MOTHER, THE CHILD'S FATHER OR ANGTHER
ADULT MEMBER OF THE HOUSEHDLD [INCLUDMNG THE
CARETAKER/RESPONDENT)?
.  Circle all that apply. | Mather | Father Other Mane
.......... READ BOOKS OR LOOK AT PICTURE BOOKS WITH (name]? e e R e
BRED | Tew stomes To (name)? A B X ¥
BRBc | Sms sowss wit (name)? A | B X Y
BREd | TaxE (name) QUTSIDE THE HOME, COMPOUND, YARD OR i § % ¥
ENCLOSURE? 2 .
3RBe | Puay witH name)? | & |1 8 x ¥ ) )
BRA! | Spenp TaiE wrrh{nam}mum COUNTING, ANDIOR i & ¥ ¢
CRAWING THMGS?
C.3: Vitamin A VA
# Question Options Skip
WA Has (name) EVER RECEIVED A VITAMIN A CAPSULE Vi i
(SUPPLEMENT)LIKE THS ONE? | TE8 s
No 2 2= (C4)
SHOW CAPSULE OR DESPENSER FOR DIFFERENT DOSES.
1mmmfm THOSE B-11 MOMTHE LD ‘&mm:l Child below & months old........ccwnn 4 3= ['::4]
200,000 B FoR THOSE 12-59 MONTHS LD (RED) Don't know 8 8= (C 4)
WA2 HOW MANY MONTHS AGO 09D {name) TAKE THE LAST
00
VA3 | WHERE DID fname] GET THES LAST DOSE? On routine visit 1o health facity .1
Sick child visit 1o health facildy ... 2
Mationa Imminization/vit, A Campaign .3
Ciher (Specity ). &
D't ke B
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C.4: Breastfeeding
-}

Options

i

BF1

Question
HAS (name) EVER BEEN BREASTFEDT

Yes ..
He

Don't know

= BF3
= BF3

BF1a

HOW LOWG AFTER BIRTH WaS (name) PUT TO THE
BREAST FOR THE FIRST Thas?

Immediately after birth._.,

i

BF2

5 HE/SHE STILL BEING BREASTFED'?

fas

1
2
B
1

2

1= BF2b

= BF3

BF2a

FOR HOW MANY MONTHS DID (name) BREASTFEEDT

Maonths
Don konoww

Skip to
BF3

BF2b

SINCE THIS TIME YESTERDAY, HOW MANY TIMES HAS
(Pame] BREASTFEDY

(i anzwer iz nol numene, probe for approsmate
nixmber)

BF3

EEEELELE

----------

] BF38. Puanwamer?

-----------

1 BF3E. InFant Fc;ml.u?

-----------

SINCE THIS TIME YESTERDAY, DD HE/SE RECENVE ANY OF THE FOLLOWING:
roceeding io the nextierr)

(Read each item alowd and record response before p
BF3A ViTauni, KENERAL SLPPLEMENTS OF MEDICINE

BF3C. SWEETENED, FLAVDURED WATER OF FRIAT JRCE 0R
TEA OR INFUSION?

BF3D. (AL REHDRATION S0LUMCH (ORS)7
BF 3G, ANy OTHER LHGIIDS?

EF.EH Sﬂ::.nb'm :z.umqmr}!m‘-'

Yos S—— -
1 2

1 2

1

_.
L
BEDRF DRI ORI DR
[
1 i |

[ m:miu.m

- -
SEaE &
e

-

Check BF3H. Child received solid or seml-solid (mushy) food?

[] Yes = Continue to BFS
[] Noor DK = Next Section (C.5)

164
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C.4: Breastfeeding BF
z Question Options Skip
BFS | SINCE THIS TIME YESTERDAY, HOW MANY TIMES DID
(name) EAT SOLID, SEMISOLID OR 20FT FOODS OTHER :
THAN LIQUIDS? Mo, of times_......... N
Don't know 8
{if 7 or more fimes, record 7)
BFSa | ATWHAT AGE DID (name) START RECIVING WATER
(THER THAN BREASTMILK? ; D
Age in months
Bt Kivow . a8

{if T or more months oid, record 7)

BF5b

AT WHAT AGE DID (rame) START RECVING SOLID OR
SEMI-SOLID FOOD?

{If 15 or more months ald, record 15)

Ageinmonths D D

Db BT e e D B

98
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C.5: Care of Childhood lliness cl
# Suestion Optiens Skip |
CAl HaS {name) sah DIARRHOES B THE LAST TWOWEEKS, | 783 i
THAT 13, SINCE [day of ihe wesk) OF THE WEEK Mo 2 CAG
HEFORE LASTY Don't know 8 B CAS
{Cvarrhoea @ detemuned as perceived by mother oo
caretaker, of 48 Hhvee or mare ipase ar wabery
M&Eﬁﬂm o ood in M
A2 DIURING THES LAST EPS0DE OF DIARAMOES, DID (mavme) DRINK ANY OF THE FOLLOWAWING:
........... Read each e aloud and record response before proceeding fo he nexd dem, A
.......... RSN} R Yo Mo DK
A, A FLUSD MADE FRCM & SPECIAL PACKET CALLED [ocal I 3 B
__________ raime ki RS seeket Solibon]?
CAZD. GoVDRNEENT-RECONMENDED HOMIMADE FLLED? i 2 ]
4 Anﬂﬂﬂrmm? 1 1 !
A3 DURING (mame 's) ILLNESS, [DID MEFSHE Dfb MUCH Much less or none ... il N
LESS, ABOUT THE SAME, DR MORE THAN USLALT About the same (of somewhat kess) 2
More . -
Dion't know 8
Chd DwRING (name's) ILLNESS, DID MEISHE EAT LESS, Mofir: e e e
ABDUT THE SAME, DOft MORE FOOD THAN USLALY Mochlese:. . eaiiian ooisd
Somewhat Bss _..oolD
If “less”, probe: Aboutthe same ...
MUCH LESS OR A LITTLE LESSY More 5
CASL HAS (name) MaD AM ILLNESS WITH A COUGH AT ANY ... | E T PRI ST AL
TIME IM THE LAST TWO WEEKS, THAT 15, SiNCE {day ol | Mo 2 A1l
fhve week) OF THE WEEK BEFORE LASTT Dan’t knaw.. 8 B CALD
CAG WWHER [narme] HAD AN ILLNESS WITH A COUGH, DD e )
HEfSHE BREATHE FASTER THAN LISUAL WITH SHORT, He 2 2eCTR2
CARCK BREATHS OR HAVE DIFFICULTY BREATHING T Don't know g B A2
CAT WERE THE SYMPTOMS DUE TO A PROBLEM IN THE Problem in chest 1
CHEST OR A BLOCKED NDSE? Blacked nose 7 ol R )
Bath 3
Other (specify ). 8 A1z
Dontknow._............... ....n
AR DHD ¥OU SEEK ADVICE DR TREATMENT FOR THE LLNESS | Yes 1
CITSIDE THE HOME T Ho 2 2= CA10
Don't know & B CA10
166 Appendix F: Questionnaires




C.5;: Care of Childhood lliness cl
CAg Rt wHERE DD YOU SEEK CARET Bubic sector
GOV hoepilal A
ANTHHERE ELEET Govi. hesaith centre B
Gowt, eeaith posi c
biat gy WO prompt weth any suggesbons| Pobi=icyufreach cmic E
Oithésr plblic (Specify i H
[if source i hospital, health cender, or clinic, write
the name of the place below, Probe 1o identify the | ©vaRe ospalicine :
type of source and crcle the appropriate code | Private physician “
Cinerprvale(spectly___ ) o
{MahE OF FLACE] Qs SOUTCE
Falatiee of inend ]
Sihop Q3
Tradonal praciiones ... ]
CHher (specily X
CATD | Was (nome} GrvEN MEDUCINE TO TREAT THES ILLNESSY | Yes .. 1
[ T 2 I=CA2
Lot T P -] BT 12
CATT | WHAT MEDICINE WAS (name) GVENT Antitachic il A,
PR im0l ol A et armno e [
{Cirche ol madicings given) AsgErin T Q
I gpropdon L]
CHheT [ Secsty X
DT ke £
CAIZ | Check UF11: Child age 0-35 months?
[ves = continueto ca13
_ One =cas - .
CAT3 | THELAST TIME [ marms) PASSED STOOLS, WHAT WAS Child usesd iodstiainne o
DONE TO NSPOSE OF THE STOOLS Prtringes] i bodled oF Latrine 144
Pulinnsed inlo drain o ditch 12}
Trana N0 gartage (solid wasie) 04
Bumed. 05
Ll in the apen i
CHhE (S 2
CA14 [Ask ONLY ONCE for each mother! caretaker] Child nofl atie o Grnk oF breastesd A
il DTS SaCieT, B
SOMETIMES CHILDREN HAVE SEVERE BLLMESLES oND Child Gevelops 2 ever C
THCANLD BE TASES SIS CALTELY TO & HEALTH PACRITY Child has fast breathing o
WWHAT TYPES OF SVARPTORS SA0ILLD CAEE Wi Td TARE Child has (SfTcull reathing E
VLR CHILD TO & MERLTH FACILITY FIGHT Ay Child s biood in 2ol F
Chlld 5. ik POty L
|Eeep asking for maone signs o symploms wuntd the N (specey K
matherfcaretaker cannot recall any addonal Coter v
symploms. Cincks all sympsoms mentoned) ALy, 1
CHhers | specy -
JCv Pt proenpl wath any Sapgestons)
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ML

C.6: Malaria
[

K

Guestion
I THE LAST TWO WEEKS, THAT IS, SINCE (day of lhe
week) OF THE WEEK BEFORE LAST, HAS (name) BEEN
ILL WITH A FEVER

MNe

Can't’ know

2%ML1D
B=ML1D

ML2

WS (name) SEEN AT A HEALTH FACILITY DUSING THIS
ILLNESST

Con't’ know

2= MLE
B=MLE

"ML

DD {name) TAKE A MEDICINE FOR FEVER CR MALARIA
THAT WAS PROVIDED OR PRESCRIBED AT THE HEALTH
EACILITYY

Yes

Don't’ know

22MLS
B=MLS

WWiHAT MEDICINE DID (name) TAKE THAT WAS PROVIDED
Of PRESCRBED AT THE HEALTH FACILITYY

[Gircle ol medicings menfioned]

Ani-matanals:

Amodiagquine

Arnemsinin-based combirations ...
Orther anti-malanal (specify i

Diher medicalions

ParacetamolPanadol'Acetarminophen. ..,

Aspirin 2 i

Orther {specify ..

O o

MLS

Wias (name) GIVEN MENCINE FOR THE FEVER OR
MALARIA BEFORE BEING TAKEN TO THE HEALTH
FACILITY?

Tes

Ne.
Don't' know

T=MLY
2%ML3
B=MLA

MLE

Was (name) GIVEN MEDICINE FOR FEVER OR MALARA
DUARENG THIS ILLNERST

Con't’ Know

o Ry s | ke =k | Py

2=MLE
B=MLE

ML7

WWHAT MEDICINE WAS (name) GIVENT

[Circle alfl medicines given. Ask fo see the
medication if fype is nol known. i ype of
medicatian is s nof determined, show fpical ank-
malarials bo respondent |

Anti-malarials:

Chiorogquine .. ..
Artemisinin-based combinations .
Orther anti-malarial (specity 1.
Oiher medications

ParacetamolPanadol/Acetaminophen. ...

Aspirin, e L
e

Oither (speciy )

TMmEoO oD

-0 o

168
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C.6: Malaria ML
# Question Options | Skip
ML | Check ML4 and/or ML7: Anti-malarial mentioned (Codes A-H)?
D Yes = Continue to ML9
D No = ML10
MLY | HOW LONG AFTER TME FEVER STARTED DID (name) SAME ARY o 0
FIRST TAKE {name of anli-malanal from ML4 or Next day 1
g T R [ NS AR
i 2 days afterthe fever ... 2
[If multiple anti-malarials mentioned in ML4 or ML7, | > 93YS afler e fever . :
name all anti-malarial medicines mentioned) 4 or more days after the fever ... 4
[Record the code for the day on which the firstanti- | DK .o 3
mialarial was given]
ML10 | DID {name) SLEEP UNDER A MOSQUITO NET LAST Yes 1
B e | R R
I i S 2
B3 R T e L R e B
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C.T: Child Immunization M

| Question | Options | skip

if an immunization card iz avallable, copy the dates in IM2-IM8b for each type of immunization or vitamin
A dose recorded on the card. IM8 s for recording vaccinations that are not recorded on the card. IM10-

IM1T will only be asked when a card Is not available.

Ll I3 THERE A VACCIMATICN CARD FOR (namie |7 Yes, seen 1
Yes, not seen 2 2110
Ho 3 A= IM10
{a) Copy dies for each vaccinatan from the card Diale of Immunization
() Write 4" in dary column if card shows that ot
vaccination was given bul no date recorded. Doy o
| T BCG BCG
IM3a | Poscd s 0
M3 | Pein i oF 1
M3 | Posoz oy 2
iM3d | Posio 3 oFY a
IM:a DPT - Hepl + Hily. 1 (Pentavalent 1) DrT
IM4b | DT - bepB + Hit. 2 [Pentavalent 2) DPT 2
IMdc | OPT - HepB + Hib- 3 (Penfavalent 3) DPT 3
IME Measles ior MR Meaties
M7 Yielow fever Y Fever
IMaa Wilaemin & (1) Vil Al
IMBE | vitamin & (2) Wi AZ
[T ] [N ADDITION T THE WACTIMATIONS AND WTAMMACAPSIES | Yes.. .. ..o
mwﬂ'gmimﬁiﬂw {Probe for vactinalions and wile 66’ in he
= W L]
VALCRA i mmmmﬁ? Wdﬂm:nlﬂhlﬁﬂmw
[Record “Yes' only if respondent mentons BCG,
OPV 0-3, DPT 1-3, Measles or Vitamin A we € 2419
supplements | o't now 8 |gemnp
110 H&S {fimae) EVER RECETYED ANY W ACCINATIONS TO FREVENT Yios 1
HHEFWIHGEHWB’E‘SE,MLII:M?AD:HTEHE
RECENED B & CAMPAIGH CR IMNLSLZATION DAY? No L il
Don’t kmow 8 A= 1S
b1 Has [name) EVER BEEM GIVEN & BOG VACTMATION AGANET | Yes 1
TUBERCLLOEES — THAT IS, &M MJECTION N THE &R OR Mo 3
bpasdimerg ity i e T P S
Dion inow. B
12 Has (name) EVER BEEN GIVEN ANY “VACCIATION OROPSIN | Yeq R
THE MOUTH TO PROTECT MBATHEM FROM GETTING DISEASES —
T EoLet HE e 2 2o MG
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C.7: Child Immunization M
T S ] E=T
13 HowW QLD WAS (nane) WHEN THE FIRST DISE WAS Jusst aftes Binth (wilPan fevo weseka) . 1
GIVEN = JUST AFTER BEIRTH {WITHIN TWiD WEEKS) OR Lavbesr
LATERY
14 HCW MANY TIMES [AdUTe) BEEN GIVEN THESE DROFST D D
Mo oftimes ... ...
M5 HaS (mame) EVER BEEN GreEN DPT! HapB! HiB Yes
VACCIMATION BUECTIONS" — THAT 15, AN INJECTION N (T . s "__"__2 s T
THE THIGH ARD BJTTOCES — TO PREVENT HBMHER S & AT
e o : o i Don _—
CHPHTHERLS, HEPATITES 8 HAFACERILIS INFLLENTAD
FVeE Y
MEEEGNEH&I THE SAME TIME A% POILID.
MG HOW MANY TINES T
T Has (rame) EVER BEEN SAEN "MEASLES VACCINATION
MJECTIONE" OF MM = THAT &5, & SHOT M THE ARM AT
THE AGE OF S MOMTHS Of SLOER - TO PREVENT
HIAE R FROM GETTING MEASLEST
18 Has (mame) EVER BEEN GIVEN “YELLDW FEVER Wes 1
WVADCRATION BRUECTEOME™ — THAT 1S, & SHOT N THE Mo 2
ARM AT THE AGE OF 9 MONTHS OF OLDER - TO PREVENT ik
HEMHER: FRIOM GETTING YELLOW FEVER? Do) krntee 8
SOME TINES GIVEM AT THE M"-'IIE-*LHEJ.EI.E-B
1D PUEASE TELL ME. IF {navTie ) HAS PARTICIPATED N ANY
GF THE FOULEWRMG CAMPAIGNS, NATIGNAL Yes M Dk
IMRUKIZATION DAYS ANDVOR WITAMIN A OR CHILD
e HEAM TH DAYS: PR AN e ] E R e e ks Ly UL G T iy w TR L i Uy
1611593 G HEALTH DWs, WIT-A CAWPAIGH > B
IMI8h _HEAELEEE‘-’ITM HCMF‘-\IE-H _____ L]
A Sk CraLD HEALTH DAYS - VIT_ A & DEWORMING CAMPAKGH 1
20 Does another eligible child reside in the HH for whom this respondent is
mother/caretaker? Check HH listing, column HLE.
El Yes = End the current Form and go for another ‘Child < 5 Form' to administer the
Form for the next eligible child,
|:| No = End the interview with this respondent by thanking him/er cooperation.
If this the last eligible child in the HH, go on to Anthropometry Section (C.8).
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C.8: Anthropometry AN

i | Question [ Options [ skip

After completing Forms for all children age 6-53 months, the weight and height measurements of each
child are to be taken. Record weight and lengthihelght below, taking cars to record the measurements
on the correct Form for each child. Check the child's name and line numbaer on the HH Listing Section
before recording measurements.

aN-4 | Check UF11: Child age 6-59 months?
D Yes < Continue to AN-B

D No = END

AM-B | Kame and Line Number of the Child I:I D
Lirie Muimbear — - :
|

AN1 | Chald's weight D D D
Kilograms (Kq) . .

5]

AN ] Child's length or height. Check age of child in UF11: i
[ child age betow 24 months = hanid o
Measure length (lying down). D D D D
Lying down &

L cnig age 24+ months = Helght lem)

M height (standi ; I:”:ID I:l
| easure height (standing up) Standing...... .

AN | Measurerfinvestigator identification code D D
Ieasurer Code ...

AM4 | Resull of measuiement Measured =
Mol present...._...
Refirsed

Oithers (Specity)

& L kY =

ANS | Is there ancther child in the HH whe is eligible for measurement?

D Yes < Record measurements for next child.

D No = End the interview with this household by thanking all participants for their
cooperation.

Gather together all Forms for this HH and check that all identification numbers are
inserted on each page. Tally on the Household Information Panel the number of
interviews completed.
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Remarks/Qbservations by the Supervisor/Editor/Coordinators:
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