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Foreword

The Moyale District Multiple Indicator Cluster Survey (MICS) 2008 is one of the largest
district representative sample surveys conducted in the district. The survey covered 1,117
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, to enable policymakers, planners, researchers and
program managers to take actions based on credible evidence pointed out by the survey. In
MICS 2008, information on specific areas such as, reproductive health, child mortality,
child health, nutrition, child protection, water and sanitation, education, and HIV/AIDS and
orphans were collected.

The results indicate that the infant and child mortality rates in Moyale district are high. The
prevalence of under-weight children is also high. The proportion of children who are
exclusively breastfed is also low.

I wish to acknowledge the efforts of various organizations and individuals who contributed
immensely towards the success of this survey. First, I would like to acknowledge the
technical and financial assistance from the United Nations Children’s Fund (UNICEEF).
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 highly acknowledged. Their dedication enabled us to successfully complete the
survey and avail the results. Additional appreciation goes to the good work done by the
interviewers and supervisors who braved difficult terrain and field conditions to collect
data for this survey. I also appreciate the meticulous care and attention to detail with which
data processing was carried out by staff tasked to accomplish these important tasks. I wish
to thank the staff of UNICEF and KNBS for their valuable effort in editing this final report.

Finally, I 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 Moyale District Multiple Indicator
Cluster Survey (MICS) is a district
representative sample survey drawn using the
1999 Census of Kenya Enumeration Areas
(EAs) as the sampling frame. The 50 EAs
were sampled wusing the probability
proportional to size (PPS) sampling
methodology, and information from a total of
1,117 households were collected using
structured questionnaires. The Moyale 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,
i.e., households with a child below three
years of age at the time of household listing ,
and those with no children below three years.
The stratification at the household level was
done to increase the numbers in the sample of
children and of women who have given birth
in the recent years to reduce the standard
errors of child and women based estimates.
The data was collected by two teams
comprising of five members each, one
supervisor, one editor/measurer and three
interviewers.

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
49 per 1,000 live births and infant mortality
rate is 41 per 1,000 live births.

Nutritional Status and
Breastfeeding

The nutritional status of children less than
five years old was measured to gauge the
prevalence of underweight, stunting and
wasting  levels. The prevalence of

underweight was about 22 per cent, stunting
was 29 per cent and wasting 10 per cent.

Timely breastfeeding was defined as the new-
born baby being breast-fed within an hour of
birth. Results on timely breastfeeding
indicate that 82 per cent of the children were
breastfed in time. Exclusive breastfeeding
stands at 26 per cent for children aged 0-5
months.

Eighty-five per cent of the households were
using iodized salt for cooking. A relatively
high proportion (9 per cent) of households
had no salt.

About 71 per cent of households were
registered for food relief, and 85 per cent of
households had received food relief in the
last one month.

Immunization

Only 51 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 was reportedly given to 90 per cent of
children aged 12-23 months but the measles
vaccine was received by only 76 per cent of
the children, indicating a low coverage rate of
measles compared with BCG coverage.

About 55 per cent of the mothers who have
given birth during in the two years preceding
the survey have received tetanus toxoid (TT)
injection.

Care of illness

Only one in every three children with
diarrhoea during the two weeks preceding the
survey (34 per cent) received oral re-
hydration therapy, and one in every ten cases
of diarrhoea among children (11 per cent)
were reportedly managed at home.

For almost 78 per cent of the children who
had suspected pneumonia, treatment was
sought from an appropriate health service
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provider, with three in every five (61 per
cent) children being given antibiotic
treatment.

Malaria prevention

In Moyale, 58 per cent of the households
(almost three in every five) have at least one
insecticide treated mosquito net, and 71 per
cent of children below five years of age sleep
under a net. However, only 60 per cent of the
children sleep under an insecticide treated
net.

Fifty six per cent of children below five years
with fever during the two weeks preceding
the survey were given an anti-malarial
treatment.

Only 43 per cent of women who had given
birth during the two years preceding the
survey reported intermittent preventive
malaria treatment.

Water and sanitation

About 46 per cent of the Moyale population
is using drinking water from an improved
source, and a quarter of the sample reported
treating drinking water.

Around 28 per cent of the population is using
improved sanitation facilities. In 55 per cent
of the cases, child stool is disposed safely.

About 39 per cent households have no
facilities and use the bush and/or field for
excreta disposal.

Reproductive health

The total fertility rate in Moyale for the three
years preceding the survey is 6.4 children per
woman.

The adolescent age group, i.e., 15-19 years,
contributed 15 per cent to the district’s total
fertility, which peaks at age 25-29 years.

Among mothers who gave birth in the past
two years, 71 per cent had an antenatal
check-up, but only 36 per cent of births in the
same period were delivered by skilled
personnel. Only about 26 per cent of the
deliveries in the district took place at a health
facility.

Among women aged between 15-19 years, 30
per cent are married or in union. Sixteen per
cent of the women aged 15-49 in marriage or
union got married before the age of 15 years,
while 57 per cent of the women aged 20-49
got married before the age of 18 years.

Education

In Moyale, only 23 per cent of the children
aged between 36-59 months are attending
early childhood education. Readiness of
school attendance was rated at about 90 per
cent.

The net primary school attendance rate is 74
per cent while that of secondary school at 12
per cent.

Female adult literacy rate in Moyale is rated
at 28 per cent.

Child protection

Registration of births in Moyale covers 34
per cent of children under five years of age.

A modest three per cent of the children aged
between 5-14 years in Moyale are engaged in
child labour. However, 53 per cent of child
labourers also attend school.

About 76 per cent of children aged between
2-14 years were subjected to at least one form
of psychological or physical punishment by
their mothers/caretakers or other household
members during one month prior to the
survey.

The prevalence of early marriage of children
aged less than 15 is 16 per cent, while the
figure is 57 per cent for those less than 18
years. Among women aged 15 -19 years of
age, 30 per cent were married at the time of
the survey.

HIV and AIDS

Only 29 per cent of young women aged
between 15-49 years in Moyale have
comprehensive  knowledge about HIV
prevention. About 86 per cent of women aged
between 15-49 years have knowledge about
mother-to-child transmission of HIV.
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Overall, HIV testing coverage for prevention
of mother to child transmission was 61 per
cent with 44 per cent of women aged between
15-49 years having been tested.

Sixty per cent of women who delivered a
child in the last two years received
counselling on prevention of mother-to-child
transmission of HIV, and about the same
percentage had an HIV test.

Orphans and vulnerable
children

Ten per cent of the children under 18 years in
Moyale are orphans, and about nine per cent
are not living with any biological parent.
Four per cent of children are considered as
being vulnerable.

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

Knowledge about FGM/C among women
aged 15-49 years in Moyale is universal
with100 per cent of them having heard of the
practice, and nearly all of them (98 per cent)
have undergone some form of FGM/C.

About 59 per cent of the Moyale women aged
between 15-49 years who have heard about
FGM/C approve of the practice.

Eighty per cent of the women believe that a
husband can beat their wife if she goes out
without seeking his permission, neglects the
children, argues with him, refuses to have sex
with him, or does not cook properly.
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Summary Table of Findings

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

MICS MDG
Topic Indicator Indicator Indicator Value & Unit
Number Number
CHILD MORTALITY
Child mortality 1 13 Under-five mortality rate 49 per thousand
2 14 Infant mortality rate 41 per thousand
NUTRITION
Nutritional status Underweight prevalence (below -2 SD) 22.4  per cent
Stunting prevalence (below -2 SD) 29.3  per cent
Wasting prevalence (below -2 SD) 9.8 per cent
Breastfeeding 45 Timely initiation of breastfeeding 82.3 percent
15 Exclusive breastfeeding rate 25.7  per cent
16 Continued breastfeeding rate
at 12-15 months 83.6  per cent
at 20-23 months 45.9  per cent
17 Timely complementary feeding rate 18.1  per cent
18 Frequency of complementary feeding 11.2  per cent
19 Adequately fed infants 19.3  per cent
Salt iodization 41 Iodized salt consumption 84.6  per cent
Vitamin A 42 Vitamin A supplementation (under-fives) 14.8  per cent
43 Vitamin A supplementation (post-partum mothers) 49.9  per cent
Low birth weight 9 Low birth weight infants 11.0 per cent
10 Infants weighed at birth 42.6  per cent
CHILD HEALTH
Immunization 25 Tuberculosis immunization coverage (by 12 months) 90.4 per cent
26 Polio immunization coverage (by 12 months) 67.5 per cent
27 DPT immunization coverage (by 12 months) 70.9 per cent
28 15 Measles immunization coverage (by 12 months) 75.5 per cent
31 Fully immunized children (by 12 months) 51.4  per cent
Tetanus toxoid 32 Neonatal tetanus protection 55.1  per cent
Care of illness 33 Use of oral rehydration therapy (ORT) 80.3 per cent
34 Home management of diarrhoea 0.0 per cent
35 Received ORT or increased fluids, and continued
feeding 1.2 per cent
23 Care seeking for suspected pneumonia 78.0 per cent
22 Antibiotic treatment of suspected pneumonia 60.6  per cent
Solid fuel use 24 29 Solid fuels 98.9  per cent
Malaria 36 Households having insecticide-treated nets (ITNs) 43.8  per cent
37 22 Under-fives sleeping under insecticide-treated nets 38.7 per cent
38 Under-fives sleeping under mosquito nets 39.3 percent
39 22 Antimalarial treatment (under-fives) 56.6  per cent
40 Intermittent preventive malaria treatment (pregnant 22.1  per cent
women)
ENVIRONMENT
Water and 11 30 Use of improved drinking water sources 46.3  per cent
Sanitation 13 Water treatment 25.4  per cent
12 31 Use of improved sanitation facilities 28.3  per cent
14 Disposal of child's faeces 55.4  per cent
REPRODUCTIVE HEALTH
Contraception and 21 19c¢ Contraceptive prevalence 6.6 per cent
unmet need 98 Unmet need for family planning 4.4 per cent
Maternal and 20 Antenatal care 70.6  per cent
newborn health 44 Content of antenatal care
Blood test taken 64.9 per cent
Blood pressure measured 63.5 per cent
Urine specimen taken 63.3  per cent
Weight measured 66.6  per cent
4 17 Skilled attendant at delivery 36.2 per cent
5 Institutional deliveries 25.6  per cent
Total fertility rate 6.4 Rate
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MICS MDG
Topic Indicator Indicator Indicator Value & Unit
Number Number
EDUCATION
Education 52 Pre-school attendance 22.9 per cent
53 School readiness 79.9 per cent
54 Net intake rate in primary education 33.9 percent
55 6 Net primary school attendance rate 73.8  per cent
56 Net secondary school attendance rate 11.6  per cent
Adult literacy rate (female) 28.3  Per cent
CHILD PROTECTION
Birth registration 62 Birth registration 34.1 per cent
Child labour 71 Child labour 3.4 per cent
72 Labourer students 53.0 per cent
73 Student labourers 2.3 per cent
Child discipline 74 Any psychological/physical punishment 75.6  per cent
Early marriage 67 Marriage before age 15 15.6  per cent
and polygamy Marriage before age 18 56.5 per cent
68 Young women aged 15-19 currently married/in union ~ 30.1  per cent
Female genital 66 Approval for FGM/C 58.8  per cent
mutilation/ 63 Prevalence of female genital mutilation/cutting 97.5 per cent
Cutting (FGM/C)
64 Prevalence of extreme form of FGM/C 7.8 per cent
65 FGM/C prevalence among daughters 37.6  per cent
Domestic violence 100 Attitudes towards domestic violence 80.5 per cent
HIV/AIDS, SEXUAL BEHAVIOUR, AND ORPHANED AND VULNERABLE CHILDREN
HIV/AIDS 82 19b Comprehensive knowledge about HIV prevention 29.4 per cent
knowledge and among young people
attitudes 89 Knowledge of mother- to-child transmission of HIV 46.6  per cent
86 Attitude towards people with HIV/AIDS 32.6 percent
87 Women who know where to be tested for HIV 61.2 per cent
88 Women who have been tested for HIV 44.4  per cent
90 Counselling coverage for the prevention of mother-to- 60.3  per cent
child transmission of HIV
91 Testing coverage for the prevention of mother-to- 59.6 per cent
child transmission of HIV
Support to 75 Prevalence of orphans 9.6 per cent
orphaned and 78 Children’s living arrangements 9.0 per cent
vulnerable 76 Prevalence of vulnerable children 4.2 per cent
children 77 20 School attendance of orphans versus non-orphans 0.76 ratio
81 External support to children orphaned and made 18.9 per cent
vulnerable by HIV/AIDS
xiv Summary Table of Findings




Introduction 1

1.1 Background

This report is based on the Moyale District Multiple Indicator Cluster Survey, conducted in
2008 by the Kenya National Bureau of Statistics. The survey provides valuable information on the
situation of children and women in Moyale, and was based in large part on the need to monitor
progress towards goals and targets emanating from recent international agreements, including 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, 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 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, analyse 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 the 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. Vital components of NPA include measuring indicators of progress towards declared goals
through proper monitoring and evaluation of projects/programmes and other interventions e.g.
emergency response and humanitarian assistance. The call for consolidated efforts over these
initiatives was further stressed in the Vision 2030 document.

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 the achievement
of desired outcomes. In this respect, the MICS data from the district will be helpful in appraising
such national programmes as Poverty Reduction Strategy (PRS), Economic Recovery Strategy
(ERS), and The Kenya Education Sector Support Programme (KESSP) 2005-2010, among other
programmes.

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 MICS 2008 in Moyale district of Eastern Province are presented in this report.

1.2 Survey Objectives

The 2008 Moyale District Multiple Indicator Cluster Survey has as its primary objectives:
e To provide up-to-date information for assessing the situation of children and women in
Moyale 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), other internationally agreed
upon goals, and of Vision 2030, as a basis for future action;

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 Moyale 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, and the sample was selected in two stages. Within each district, 50
clusters (census enumeration areas) were selected with probability proportional to population size.
After a household listing was carried out within the selected enumeration areas (EAs), all
households were stratified into two groups, the first having children below three years of age, and
the second not having child below three years. From each selected cluster (EA), a systematic
sample of 16 households from stratum one and eight households from stratum two was drawn using
a random start. The sample was stratified and is not self-weighting. For reporting the results,
sample weights are used. A more detailed description of the sample design can be found in
Appendix A.

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 women’s questionnaire administered in each household to all women aged between 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 following modules:

The Household Questionnaire included the following modules:
e Household Listing

Education

Water and Sanitation

Malaria-related questions

Child Labour

Child Discipline

Salt lodization

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

The Questionnaire for Children under Five was administered to mothers of children below
five years of age' living in the households. Where the mother was not listed in the household roster,
a primary caretaker for the child was identified and interviewed. The questionnaire included the
following modules:

' The terms “children under 5, “children age 0-4 years”, and “children aged 0-59 months” are used interchangeably in this report.
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e Birth Registration and Early Learning

Child Development
Vitamin A
Breastfeeding

Care of Illness
Malaria
Immunization
Anthropometry

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

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 in June 2008. 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 in practice interviewing in different locations of Embu district before
conducting interviews in the sampled households.

The household listing was carried out by three teams, each comprising a lister and a
mapper. These three teams were supervised by the District Statistical Officer (DSO) and the whole
listing operation was being monitored by the district co-ordinator located at KNBS headquarters.

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

2.4 Data Processing

Data was entered using the CSPro software. In order to ensure quality control, all
questionnaires were double entered and internal consistency checks were performed. 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 entry
process 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 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

All the selected enumeration areas were successfully canvassed. Table 3.1 (HH.1) presents
a summary of results of interviews of households, individual women aged between 15-49 years and
children aged less than five years. Out of the 1,200 households selected for the sample, 1,182
households were found to be occupied. Among these, 1,117 were successfully interviewed, which
translates into a household response rate of 94.5 per cent.

In the interviewed households, the total number of eligible women was 1,171, out of whom
1,031 were interviewed. These figures translated into an 88 per cent response rate. In addition,
1,136 children under age five were listed in the household questionnaire. Questionnaires were
completed for 1,119 of these children, which corresponds to a response rate of 98.5 per cent.
Overall response rates of 83.2 and 93.1 per cent were achieved for the women and under-five
interviews respectively.

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

Number of households, women, and children below 5 years by results of the interviews,
and household, women's and children below 5 years response rates, Moyale district,
Eastern Province, Kenya 2008

Number of households

Sampled (Hs) 1,200.0
Occupied (Ho,) 1,182.0
Interviewed (H;) 1,117.0
Response rate (H;) 94.5

Number of women

Eligible (W,) 1,171.0
Interviewed (W) 1,031.0
Response rate (W,) 88.0
Overall response rate (W) 83.2

Number of children under 5

Eligible (C.) 1,136.0
Information collected (C;) 1,119.0
Response rate (C,) 98.5
Overall response rate (C,) 93.1

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

Wr=Wi/We;Wor=WrXHr;

Cr=Ci/Ce;Cur= C X H;

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

The survey successfully interviewed 1,117 households, consisting of 6,278 household
members of whom 3,265 were males and 3,013 females. This gives Moyale district an estimated
average household size of 5.6 with a sex ratio of 108.

The age and sex distribution of the survey population is provided in Table 3.2 (HH.2) and
the population pyramid in Figure 3.1 (HH.1). The age distribution from Table 3.2 (HH.2) shows
that the five-year age distribution for both sexes has a higher proportion of persons in the lower age
groups (0-19 years) at 62.1 per cent than for those in the higher age groups (20 and above), which
is indicative of a youthful population. The population aged 60 years and above is only 5.9 per cent.
The dependent population (0-14 years and 65+) translates into an age dependency ratio of 54.6 per
cent.

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, Moyale district, Eastern Province, Kenya 2008
Males Females Total

Number Percentage Number Percentage Number Percentage
Age
0-4 534 16.3 482 16.0 1,016 16.2
5-9 579 17.7 569 18.9 1,148 18.3
10-14 518 15.9 514 17.1 1,032 16.4
15-19 411 12.6 294 9.8 705 11.2
20-24 209 6.4 223 7.4 432 6.9
25-29 157 4.8 191 6.3 347 5.5
30-34 159 4.9 165 5.5 324 5.2
35-39 113 3.4 121 4.0 233 3.7
40-44 133 4.1 100 3.3 232 3.7
45-49 72 2.2 55 1.8 128 2.0
50-54 112 3.4 105 3.5 216 3.4
55-59 51 1.6 39 1.3 91 1.4
60-64 87 2.7 55 1.8 141 2.2
65-69 17 *) 16 *) 33 (0.5)
70+ 114 3.5 79 2.6 193 3.1
Missing/DK 2 ©) 5 @) 7 *)
Dependency age groups
<15 1,630 49.9 1,565 51.9 3,195 50.9
15-64 1,502 46.0 1,347 44.7 2,849 45.4
65 + 131 4.0 96 3.2 227 3.6
Missing/DK 2 ©) 5 @) 7 *)
Children aged 1,912 58.6 1,727 57.3 3,639 58.0
0-17
Adults 1,353 41.4 1,286 42.7 2,639 42.0
18+/Missing/
DK
Total 3,265 100.0 3,013 100.0 6,278 100.0
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Figure 3.1: Age and sex distribution of household
population, Moyale district, 2008
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The sex of the household head, household size and composition are important factors that
impact on household welfare. Table 3.3 (HH.3) provides basic background information on the
households, including their sizes and the percentage distribution of household headship by sex. The
weighted and un-weighted numbers of total households are equal, since sample weights were
normalized (See Appendix A). The table also shows the proportions of households where at least
one child was under 18, at least one child was under five, and at least one woman was aged
between 15-49 years. Almost 90 per cent of households reported at least one child aged below 18
years with 59 per cent of the sampled households having at least one child below five years of age.

The mean household size in Moyale district is 5.6 persons. Female-headed households are
about 23.9 per cent. Majority of households have between 4-5 household members (28.8 per cent
of households), followed by 6-7 household members (24.5 per cent).

Table 3.3 (HH.3): Household composition

Percentage distribution of households by selected characteristics, Moyale district, Eastern Province,

Kenya 2008

Number of households

Weighted

Characteristics percentage Weighted Un-weighted
Sex of household head
Male 76.1 850 865
Female 23.9 267 252
Number of household members
1 3.9 43 32
2-3 19.1 214 203
4-5 28.8 321 331
6-7 24.5 274 279
8-9 15.3 171 177
10+ 8.4 94 95
Mean household size 5.6 NA NA
At least one child aged < 18 years 89.6 1,117 1,117
At least one child aged < 5 years 59.3 1,117 1,117
At least one woman aged 15-49 years 81.0 1,117 1,117
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3.3 Characteristics of Female Respondents

Information on the background characteristics of the female respondents aged between 15-
49 years, and their distribution by various socio-economic characteristics is presented in Tables 3.4
(HH.4)®. In addition to providing useful information on the background characteristics of women
and children, the tables also show the numbers of observations by each background category. These
categories are used in the subsequent tabulations of this report.

Table 3.4 (HH.4): Women's background characteristics
Percentage distribution of women aged between 15-49 years by background characteristics, Moyale
district, Eastern Province, Kenya 2008
Number of women

Weighted
Characteristics percentage Weighted Un-weighted
Age
15-19 19.7 204 199
20-24 19.8 204 208
25-29 18.5 191 199
30-34 15.3 158 166
35-39 10.8 111 109
40-44 10.0 103 96
45-49 5.9 60 54
Marital/Union status
Currently married/in union 74.7 770 788
Formerly married/in union 6.0 62 62
Never married/in union 19.2 198 181
Motherhood status
Ever gave birth 76.9 793 820
Never gave birth 23.1 238 211
Education
None 72.5 747 753
Primary 21.4 220 219
Secondary + 6.2 64 59
Wealth index
Low 53.3 550 564
Medium 18.0 185 187
High 28.7 296 280
Total 100.0 1,031 1,031

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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The age distribution shows that about 40 per cent of females are in the 15-24 age-group.
While the proportion in each group tends to decrease with increasing age, the largest proportions
are in the 15-19 and 20-24 age groups.

Overall, 75 per cent of the female respondents are currently married or in union, and 77 per
cent of females have given birth at least once.

Close to three in every four females in Moyale district have no education while about one-
fifth of women have primary level education. Only six per cent of women have secondary
education or above.

While more than half the women (53 per cent) are in the low wealth household status, over
one-third (29 per cent) are in the high wealth category.

3.4 Characteristics of Children below Five years

Details on the distribution of children below five years by sex, age in months, mothers’ or
caretakers’ education, and wealth index of households are presented in Table 3.5 (HH.S5).
The first year of life (0-11 months) has been split into two (the under six month olds, and 6-11
months). Among children aged less than 5 years, the proportion of children aged less than six
months is 13 per cent while that for the 6-11 months is seven per cent.
Four in five mothers of children less than 5 years (81 per cent) have no education while one in
seven (16 per cent) have primary level education. Only four per cent of mothers of children under
the age of five years have attained secondary or higher education.

The distribution of children below five years by wealth index shows that 55 per cent of the
children belong to low wealth index households, 28 per cent belong to high wealth index
households and the rest of the children belong to medium 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,

Moyale district, Eastern Province, Kenya 2008

Number of under-5 children

Weighted
Characteristics percentage Weighted Un-weighted
Sex
Male 52.5 587 596
Female 47.5 532 523
Age
< 6 months 13.1 147 145
6-11 months 7.2 81 84
12-23 months 19.7 221 222
24-35 months 21.3 239 245
36-47 months 19.6 220 220
48-59 months 19.0 212 203
Mother’s education
None 81.0 906 904
Primary 15.5 173 176
Secondary + 3.6) 40 39
Wealth index
Low 55.0 615 624
Medium 17.3 193 196
High 27.8 311 299
Total 100.0 1119 1119

NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 un-weighted cases and has been

suppressed. Figure in parenthesis (e.g. (10.5)) are based on the 25-49 un-weighted cases.
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Child Mortality 4

One of the overarching goals of the Millennium Development Goals (MDGs) and the
World Fit for Children (WFFC) is to reduce infant and under-five mortality. Specifically, the MDG
four calls for the reduction in under-five mortality by two-thirds between 1990 and 2015.
Monitoring progress towards this goal is an important but difficult objective. Measuring childhood
mortality may seem easy, but attempts using direct questions, such as “Has anyone in this
household died in the last year?” give inaccurate results. However, Kenya’s district level MICS
used direct measures of child mortality from birth histories which is one of the best ways of
obtaining this information. The birth histories obtained from women age 15-49 years include
number of children ever born and living by sex, and date of birth of each child born. 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 method is used by Demographic and Health Surveys (DHS) worldwide including that of
Kenya Demographic and Health Survey (KDHS), which allows us to compare the MICS mortality
rates with those of KDHS.

The infant mortality rate is the probability of dying before the first birthday. The under-five
mortality rate is the probability of dying before the fifth birthday. The neonatal mortality rate is the
probability of dying before one month of life. Post neonatal mortality rate is the probability of
dying between one month and one year of life. The child mortality rate refers to probability of
dying between one and five years of life. All mortality rates mentioned above are expressed per
1,000 live births, except for the child mortality rate, which is expressed per 1,000 children
surviving up to 12 months of age.

Though, direct estimates of mortality obtained from birth histories are among the best, the
quality of these mortality estimates depend on the completeness of information obtained in the birth
histories. In many cases, women tend to avoid reporting their dead children, which 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 infant mortality rate in Moyale district is estimated at 41 per 1,000 live births, while
the probability of dying before the fifth birthday- under-5 mortality rate (USMR) is around 49 per
1,000 live births.

Table 4.1: Child mortality

Infant, neonatal, post-neonatal, child and under-five mortality rates for 10-year period preceding
the survey, Moyale district, Eastern Province, Kenya 2008

Post-
Neonatal  neonatal Child
10-year period Infant mortality  mortality mortality Under-five
preceding the survey mortality rate rate rate rate mortality rate
0-9 41 24 17 8 49
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Nutrition 5

Children’s nutritional status is a reflection of their overall health. When children have
access to an adequate food supply, and are not exposed to repeated illness, while being well cared
for, they reach their growth potential and are considered well nourished.

Malnutrition is associated with more than half of all children deaths worldwide.
Undernourished children are more likely to die from common childhood ailments. For the
undernourished children, those who survive are more likely to experience recurring sicknesses and
faltering growth. Three-quarters of children who die from causes related to malnutrition tend to be
only mildly or moderately malnourished — showing no outward sign of their vulnerability. The
Millennium Development target is to reduce by half the proportion of people who suffer from
hunger between 1990 and 2015. A World Fit for Children goal is to reduce the prevalence of
malnutrition among children under five years of age by at least one-third by 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

In a well-nourished population, there is a reference distribution of height and weight for
children under age five. Under-nourishment in a population can be gauged by comparing children
to that reference population. The one used in this report is the WHO/CDC/NCHS reference, which
is recommended for use by UNICEF and the World Health Organization. Each of the three
nutritional status indicators can be expressed in standard deviation units (z-scores) from the median
of the reference population.

Weight-for-age is a measure of both acute and chronic malnutrition. Children whose
weight-for-age is more than two standard deviations below the median of the reference population
are considered moderately or severely underweight while those whose weight-for-age is more than
three standard deviations below the median are classified as severely underweight.

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 or severely 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 recurrent or chronic illness.

Finally, children whose weight-for-height is more than two standard deviations below the
median of the reference population are classified as moderately or severely 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.

In Moyale District MICS, weights and heights of all children aged 6-59 months were
measured using anthropometric equipment recommended by UNICEF (UNICEF, 2006). The
findings reported in this section are based on the results of these measurements.

Table 5.1 (NU.1) shows percentages of children classified into each of these categories,
based on the anthropometric measurements that were taken during fieldwork. Children who were
not weighed and measured (approximately 1.5 per cent of children) and those whose measurements
were outside a plausible range are excluded. A total of 3.1 per cent children are excluded from the
analysis due to either the inability to measure the child’s weight, of because their age information
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was missing, or they were flagged as ‘outliers’. Additionally, the table includes the percentage of
children who are overweight, which takes into account those children whose weight-for-height is
above two standard deviations from the median of the reference population.

The prevalence of underweight in children below five years in Moyale district is 22 per cent, while
four per cent are classified as severely underweight (Table 5.1 (NU.1)). Children who are
moderately stunted are about 29 per cent, while severe stunting is 10 per cent. Children who are
moderately and severely wasted are about 10 per cent and two per cent. Male children are more
likely to be under-weight and stunted than female children. There was no clear trend in the extent of
underweight, stunting and wasting across the age groups. For underweight and stunting, however,
there is an indication that the proportion of children under-weight and stunted increases after the
first year of life, probably suggesting a lack of access to complementary foods.

Children with mothers who are more educated are less likely to be under-weight or stunted.
For example, 25 per cent of children with mothers who have no education were under-weight
compared to only 6 per cent for those with mothers having secondary or higher levels of education.
Similarly the proportion of children who are under-weight or stunted decreases with increasing
levels of the household wealth index. For example, 35 per cent of children from low wealth index
households are moderately stunted versus only 24 per cent among those from high wealth index
households. A a similar pattern is observed between household wealth index and proportions of
children who are under-weight.
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Table 5.1 (NU.1): Child malnourishment

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

Weight-for-age Height-for-age Weight-for-height Number
% % % % % % % of
below  below below below below below above children
aged 6-59
Characteristics -2SD  -3SD -2SD -3SD -2SD  -3SD +2SD months
Sex
Male 25.2 4.3 32.0 12.0 9.4 1.6 1.9 419
Female 19.5 3.7 26.4 8.2 10.1 1.8 3.0 394
Age
6-11 months 11.2 - 13.2 4.0 10.7 3.9 10.8 75
12-23 months 25.3 6.5 36.8 11.9 13.7 2.3 2.4 184
24-35 months 21.2 5.4 29.5 12.8 5.3 0.9 0.7 201
36-47 months 23.6 3.8 27.8 6.8 8.1 1.5 2.2 181
48-59 months 26.0 1.7 31.3 12.1 11.6 0.9 1.3 161

Mother’s education

None 24.8 4.7 31.9 11.9 10.3 2.0 1.8 645
Primary 15.1 1.5 22.7 4.2 7.7 - 4.4 137
Secondary + 5.5 2.9 - 7.8 3.9 7.5 30

Wealth index

Low 30.5 6.5 35.2 14.1 12.1 2.3 2.4 440
Medium 15.5 2.1 19.9 7.4 5.9 1.2 0.5 143
High 11.3 0.4 23.7 4.4 7.8 0.8 3.8 230
Total 22.4 4.0 29.3 10.2 9.8 1.7 2.4 813

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
percentage 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 provides results of undernourished children in Moyale district. The graph clearly
shows a hike in the proportion of children who are under-weight and stunted after the first year of

life.

Figure 5.1: Percentage of children age 6-59 months who are
undernourished, Moyale district, 2008

400 4
350 /\

0.0 —-"'"--.
i / .____—————_.__.._...--""‘_

/\//
[/

6 12 18 24 30 36 42 48 54 60
A (in Months)

| —+— Lindenveaight —— Stunted —r— VWasted

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 malnutrition, and is unsafe if clean water is not readily available. A
World Fit for Children goal states that children should be exclusively breastfed for six months and
should continue to be breastfed with safe, appropriate and adequate complementary feeding even
beyond two years of age.

WHO/UNICEF have the following feeding recommendations:

Exclusive breastfeeding for the first six months

Continued breastfeeding for two years or more

Safe, appropriate and adequate complementary foods beginning at six months
Frequency of complementary feeding: two times per day for 6-8 month olds; three
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 (< 6 months & <4 months)
Timely complementary feeding rate (6-9 months)
Continued breastfeeding rate (12-15 & 20-23 months)
Timely initiation of breastfeeding (within 1 hour of birth)
Frequency of complementary feeding (6-11 months)
Adequately fed infants (0-11 months)

Table 5.2 (NU.2) provides information on the proportion of women who started
breastfeeding their infants within one hour of birth, and within one day of birth (which includes
those who started within one hour).
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The data indicate that nearly 90 per cent women in Moyale district breastfeed their children
within one day of birth and a little over 82 per cent of women start breastfeeding within one hour of
birth.

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, Moyale district, Eastern Province, Kenya
2008
Percentage who Percentage who
started started Number of women
breastfeeding breastfeeding with a live birth
within one hour of  within one day of in the two years
Characteristics birth birth preceding the survey
Months since birth
< 6 months 83.8 89.5 113
6-11 months 80.7 89.9 91
12-23 months 81.6 89.2 180
More than 23 (84.6) (%94.1) 39
Mother’s education
None 83.0 90.5 336
Primary 79.4 87.6 75
Secondary + *) *) 12
Wealth index
Low 79.2 87.4 237
Medium 88.3 95.7 75
High 84.9 91.3 111
Total 82.3 89.9 423
NOTE: An asterisk (*) indicates that a figure is based on fewer than 25 un-weighted cases and has been suppressed.
Figure in parenthesis (e.g. (10.5)) are based on the 25-49 un-weighted cases.

Women with no education are more likely to breastfeed their children within one hour of
birth (83 per cent) and one day of birth (91 per cent). Initiation of breastfeeding across the wealth
index shows that a higher proportion of women from medium wealth index households initiate
breastfeeding within one hour of birth or within one day of birth followed by those from higher and
low wealth index households.

Table 5.3a and 5.3b (NU.3) provide results of the breastfeeding status based on the reports
of mothers/ caretakers 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). The table 5.3(NU.3) provides results for exclusive
breastfeeding of infants during the first six months of life by categories of ages 0-3 months and 0-5
months. Complementary feeding of children between 6-9 months and continued breastfeeding of
children at 12-15 and 20-23 months of age is provided in the same table.

The table shows that 26 per cent of children aged less than six months are exclusively
breastfed, a rate which is considerably lower than expected given that exclusive breastfeeding is
recommended for the first 6 months after birth. Male children were more likely to be exclusively
breastfed than the females for both the 0-3 month’s group and the 0-5 month’s group.
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Table 5.3a (NU.3): Initial Breastfeeding

Eastern Province, Kenya 2008

Percentage of living children according to breastfeeding status at each age group, Moyale district,

Children age 0-3 months

Children age 0-5 months

Percentage

Percentage Number of exclusively Number of
Characteristics exclusively breastfed children breastfed children
Sex
Male (38.2) 48 27.1 80
Female (31.6) 31 (23.3) 47
Mother’s education
None 34.0 59 25.1 98
Primary *) 16 *) 23
Secondary + (@) 4 @) 6
Wealth index
Low (40.6) 32 28.0 55
Medium *) 16 (21.3) 27
High (30.3) 30 (25.5) 45
Total 35.6 79 25.7 127

mineral supplements, or medicine.
(*): Based on less than 25 un-weighted cases
( ): Based on 25-49 un-weighted 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,

Table 5.3b (NU.3) presents data on breastfeeding and complementary feeding of children
between 6-9 months, 12-15 months and 20-23 months. As with table 5.3a, the low frequencies in
some categories limited the analysis by selected characteristics. About 18 per cent of children aged

6-9 months received breastfeeding and complementary feeding.
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Table 5.3b (NU.3): Complementary feeding
Percentage of living children according to breastfeeding status at each age group, Moyale district, Eastern
Province, Kenya 2008
Children age Children age 12-15 Children age 20-23
6-9 months months months

Percentage

receiving

breast milk Number Number Number

and solid/ of Percentage of Percentage of
Characteristics mushy food children breastfed children breastfed children
Sex
Male (13.1) 37 84.5 48 66.8 27
Female (23.7) 34 (82.7) 47 23.7 25
Mother’s education
None 15.4 57 82.2 82 38.7 41
Primary *) 9 *) 12 69.5 10
Secondary + *) 5 *) 1 100.0 1
Wealth index
Low (16.5) 35 86.4 66 53.1 31
Medium *) 14 *) 13 51.3 7
High *) 22 *) 16 25.0 13
Total 18.1 71 83.6 95 45.9 51
(*) Based on less than 25 un-weighted figures
() Based on 25-49 un-weighted figures.

Figure 5.2 shows the detailed pattern of breastfeeding by the child’s age in months. Even at
the earliest ages, the majority of children are receiving liquids or foods other than breast milk. By
the end of the fifth month, the percentage of children exclusively breastfed is below five per cent.

Figure 5.2: Infant feeding patterns by age: Percentage distribution
of children aged less than 3 years by feeding pattern by age group,
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Table 5.4 (NU.4) provides details of the adequacy of infant feeding in children under 12
months. Different definitions of adequate feeding are used depending on the age of the child. For
infants aged between 0-5 months, exclusive breastfeeding is considered as adequate feeding. Infants
aged between 6-8 months are considered to be adequately fed if they are receiving breast milk and
complementary food at least two times per day, while infants aged between 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.

Among children aged 0-5 months, 26 per cent are considered adequately fed compared to
only nine and 13 per cent for those aged 6-8 and 9-11 months, respectively. Generally, male
children are fed adequately than their female counterparts, except for those who received breast
milk and complementary food at least two times in the previous 24 hours among 6-8 months old.
Overall, only 19 per cent of children aged between 0-11 months are appropriately fed based on the
age-specific feeding recommendations. With regard to background characteristics, the effect of
mothers’ education was not clear due to lower frequencies. While the effect of household wealth
status was also limited by low frequencies in medium category, there is some evidence that infant
feeding improves with wealth status.

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, Moyale district, Eastern Province, Kenya 2008

Percentage of infants

6-11 months
who received
6-8 months who 9-11 months breast milk and
received breast who received complementary Number
milk and breast milk and food at least the 0-11 of
complementary complementary minimum months who infants
0-5 months food at least food at least recommended were aged
exclusively 2 times in prior 3 times in prior number of times  appropriately 0-11
Characteristics breastfed 24 hours 24 hours per day fed months
Sex
Male 27.1 7.2 15.5 11.5 20.7 136
Female 23.3 11.4 10.0 10.8 17.3 92
Mother’s education
None 25.1 1.9 11.8 7.0 17.0 178
Primary (29.7) (25.9) (12.9) (20.7) (26.5) 36
Secondary + (*) () (*) (*) (*) 13
Wealth index
Low 28.0 2.9 5.2 4.0 16.6 106
Medium (21.3) = (16.3) (6.9) (15.7) 45
High 25.5 25.2 24.5 24.8 25.2 77
Total 25.7 9.3 13.3 11.2 19.3 228

(*): Based on less than 25 un-weighted cases
( ): Based on figures 25-49 un-weighted cases.

5.3 Salt Iodization

Iodine Deficiency Disorders (IDD) is one of the world’s leading causes 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
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its greatest toll in impaired mental growth and development, contributing in turn to poor school
performance, reduced intellectual ability, and impaired work performance. The indicator is the
percentage of households consuming adequately iodized salt (>15 parts per million).

As shown in Table 5.5 (NU.5A), salt used for cooking was tested in 90 per cent of

households interviewed in the sample. The salt was tested for iodine content by using salt test kits
and testing for the presence of potassium iodide and potassium iodate.
Nine per cent of the households did not have salt, and the proportion without salt declined with
increasing levels of the household wealth index. Salt was found to be adequately iodized i.e.
contain 15 parts per million (ppm) or more of iodine in 85 per cent of the households where salt
was tested. The share of households using adequately iodised salt increased with the household
wealth index.

Table 5.5 (NU.5A): Iodized salt consumption

Percentage of households consuming adequately iodized salt, Moyale district, Eastern Province, Kenya 2008

Percentage of households with Number of
Percentage of Salt test result households in
households in Number of which salt was
which salt was  households < 15 15+ tested or with
Wealth index tested interviewed  No salt PPM PPM* Total no salt
Low 84.6 643 13.6 5.4 81.0 100.0 630
Medium 95.8 180 2.5 12.6 84.9 100.0 177
High 96.9 294 1.7 5.9 92.5 100.0 290
Total 89.7 1,117 8.7 6.7 84.6 100.0 1,097

5.4 Vitamin A Supplementation

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 countries 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, 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 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 vitamin A supplementation every four to six months, targeted to all children
between the ages of 6- 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. Supplementing vitamin A to lactating mothers helps
protect their children during the first months of life and helps to replenish the stores of vitamin A,
depleted during pregnancy and lactation. For countries with vitamin A supplementation programs,
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the definition of the indicator is the percentage of children aged 6-59 months receiving at least one
high dose vitamin A supplement in the six months.

Based on UNICEF/WHO guidelines, the Ministry of Health, Government of Kenya
recommends that children aged between 6-11 months be given one high-dose vitamin A capsules
and children aged between 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 due to increased vitamin A
requirements during pregnancy and lactation.

In Moyale, 15 per cent of children aged between 6-59 months received a high-dose vitamin
A supplement within the six months prior to the survey (Table 5.6 (NU.6)). About 42 per cent
received the supplement within the last six months prior to the survey. Twenty eight per cent of
children never received a vitamin A supplement while 14 per cent of the children received one but
mothers were not sure when.

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, Moyale, Eastern Province, Kenya 2008

Per cent of children who received Number
vitamin A: Not sure of
if Never children
Within Prior to received received aged
last 6 last 6 Not sure  vitamin  vitamin 6-59
Characteristics months* months when A A Missing Total months
Sex
Male 14.3 40.7 13.4 1.2 29.9 0.5 100.0 507
Female 15.3 43.7 15.0 0.7 25.2 - 100.0 484
Age
6-11 months 36.5 15.3 4.2 1.2 42.8 1.1 100.0 81
12-23 months 221 43.5 8.5 0.9 25.0 - 100.0 221
24-35 months 11.6 47.7 17.1 0.5 23.1 0.6 100.0 239
36-47 months 8.6 45.1 19.7 1.4 25.2 - 100.0 220
48-59 months 6.7 44.9 16.0 0.9 31.5 - 100.0 212

Mother’s education

None 14.2 41.3 14.3 0.9 29.4 0.3 100.0 808
Primary 16.5 49.6 11.0 1.4 21.5 - 100.0 150
Secondary + (22.0) (29.8) (27.6) - (20.7) - (100.0) 34

Wealth index

Low 14.7 37.4 14.9 1.2 31.9 0.4 100.0 560
Medium 12.6 50.7 14.5 - 22.2 - 100.0 166
High 16.4 46.8 12.7 1.1 23.0 - 100.0 266
Total 14.8 42.1 14.2 1.0 27.9 0.2 100.0 992

(): Based on figures 25-49 un-weighted cases

Fifty per cent of mothers with a birth in the two years before the MICS received a vitamin
A Supplement within eight weeks of the birth (Table 5.7 (NU.7)). The likelihood of receiving a
vitamin A supplementation increases with the education attainment of the mother as well as by
increasing levels of household wealth index.
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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, Moyale
district, Eastern Province, Kenya 2008

Received vitamin A Not sure if received Number of women

Characteristics supplement* vitamin A aged 15-49 years
Education
None 47.5 1.2 336
Primary 56.0 - 75
Secondary + (78.1) (0.0) 12
Wealth index
Low 42.5 1.4 237
Medium 51.7 0.9 75

. 64.5 - 111
High
Total 49.9 1.0 423

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.

( ): Based on figures 25-49 un-weighted 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 the newborn's chances for 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 higher risk of dying during their early months and
years. Those who survive have impaired immune function and increased risk of disease; they 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 cognitive disabilities, which affects their performance in school and their work capacities as
adults.

In the developing world, low birth weight stems primarily from the mother's poor health
and nutrition. Three factors have most impact: 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 while pregnant.

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 because the majority of newborns are not delivered in facilities, and those who
are represent only a small sample of all births. Because 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
percentage of births weighing below 2,500 grams is estimated from two items in the questionnaire:
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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 recall of the child’s weight, or the weight as
recorded on a health card if the child was weighed at birth.*

Overall, about 43 per cent of the infants were weighed at birth with approximately 11 per
cent estimated to weigh less than 2,500 grams (Table 5.8 (NU.8)). The proportion of low birth
weight decreases with improving levels of mother’s education. The proportion weight at birth also
increases with increasing levels of household wealth index. However, the proportion of births
below 2500 grams was highest among those from high wealth index households (12 per cent) and
lowest among those from medium wealth index households (9 per cent).

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, Moyale district, Eastern Province, Kenya 2008

Per cent of live births:

Characteristics Below 2500 grams Weighed at birth Number of live births
Mother’s education

None 11.4 37.3 384

Primary 8.3 65.7 85
Secondary + @) *) 12

Wealth index

Low 10.8 27.5 277

Medium 8.8 48.8 86

High 12.0 75.1 118

Total 10.8 42.6 481

(*) Based on less than 0-25 figures

Figure 5.3: Percentage of infants weighing less than 2,500 grams
at birth, Moyale district,, 2008
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For a detailed description of the methodology, see Boerma, Weinstein, Rutstein and Sommerfelt, 1996.

Nutrition

23



5.6 Food Relief

Seventy one per cent of the households in the district have registered as beneficiaries of

food distribution program. Among those registered, 85 per cent received food supplies during the
last one month, while another 14 per cent received supplies between 1-3 months before the survey.
Less than one per cent received supplies of food between 3-6 months and before 6 months,
respectively. Twenty-two per cent of the households reported that the supply met all their food

needs.

Table 5.9 (NU9): 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, Moyale District, Eastern Province, Kenya

2008
Per cent R (;zrclzioi g?l;zgzoé?;gguttiirgs Bl Per cent of Number of
households P households households
registered reporting registered
as supply as

beneficiary Total Within  Between  Between meeting all beneficiary
Wealth of food number of one 1-3 3-6 After 6 Total their food of food
index distribution households month  months months months  per cent needs distribution
Low 67.6 643 82.8 16.3 0.5 0.5 100.0 18.1 434
Medium 86.6 180 91.4 8.6 0.0 0.0 100.0 30.7 156
High 67.6 294 84.2 143 0.6 0.9 100.0 24.8 199
Total 70.6 1,117 84.8 14.3 0.5 0.5 100.0 219 789
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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. Immunizations have 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 overlooked 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 campaigns are playing key roles in this regard.

In Kenya, and in accordance with the Ministry of Health guidelines, a child should 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 by the age of 12 months. The
measles vaccine should be administered by the age of nine months. This is in accordance with the
UNICEF and WHO guidelines.

In MICS, mothers or care givers of children below five years of age were asked to provide
vaccination cards and interviewers copied vaccination information from the cards 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 card as well as re-call, unless mentioned otherwise.

Overall, 60 per cent of children had health cards in Moyale (Table 6.2 (CH.2)). If the child
did not have a card, the mother was asked to recall whether or not the child had received any of the
vaccinations and, for DPT and Polio, how many times.

The percentage of children aged between 12 to 23 months who received each of the
vaccinations is shown in Table 6.1 (CH.1). The denominator for the table comprises of children
aged between 12-23 months so that only children who are old enough to be fully vaccinated are
counted. In the top panel, the numerator includes all children who were vaccinated at any time
before the survey according to the vaccination card or the mother’s report. In the bottom panel, only
those who were vaccinated before their first birthday, as recommended, are included. For children
without vaccination cards, the proportion of vaccinations given before the first birthday is assumed
to be the same as for children with vaccination cards.

Ninety per cent of children aged 12-23 months received a BCG vaccination by the age of 12
months and the first dose of DPT (DPT1) was given to 87 per cent. The percentage receiving
subsequent doses of DPT declines to 86 and 71 per cent for the second and third dose, respectively.
A similar pattern is observed for polio where 88 per cent of children received Polio 1 by age 12
months, but this coverage decline to 80 and 68 per cent for polio 2 and polio 3 respectively. The
coverage for measles vaccine by 12 months is lower than for the other vaccines at 76 per cent.
Overall, only 51 per cent of children in Moyale are fully immunized before the age of 12 months,
falling far short of the 90 per cent targeted goal.
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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, MICS Moyale district, Eastern Province, Kenya 2008

Percentage of children who received: Numfber
(o]

Vaccinated at children
any time aged
before the DPT DPT DPT Polio Polio  Polio Polio 12-23
survey BCG 1 2 3 0 1 2 3 Measles All* None months
According to:
Vaccination 59.7 59.6 59.9 56.8 394 594 599 573 49.9 48.5 = 219
card

Mother’s 30.7 293 263 16.1 18.8 29.5 20.8 11.7 28.9 8.6 8.5 219
report

Either 904 89.0 86.2 729 582 889 808 689 78.9 571 85 219

Vaccinated 904 869 857 709 58.2 87.6 804 67.5 75.5 514 85 219
by 12

months of

age

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.

*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 6.2: Percentage of children aged 12-23 months who received
recommended vaccinations by 12 months, MICS Moyale district, 2008
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Table 6.2 (CH.2) shows vaccination coverage rates among children 12-23 months by
background characteristics. The figures show children who received the vaccinations at any time up
to the date of the survey, and are based on information from both the vaccination cards and
mothers’/caretakers’ reports.

The coverage of BCG, DPT1 and Polio 1 among children aged 12-23 months is near
universal in Moyale district, at 90, 89 and 89 per cent respectively. However, the coverage of
subsequent doses of DPT (DPT 2 and DPT 3) and Polio (Polio 2 and Polio 3) drops significantly.
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The measles vaccination was reportedly received by 79 per cent of children age 12-23
months. Overall, 57 per cent of children age 12-23 months are fully vaccinated, i.e., received BCG,
3 doses of DPT, 3 doses of Polio and measles vaccines. The rate was marginally higher among
male than female children, at 59 per cent compared to 56 per cent for the latter category. However,
nine per cent of the children aged between 12-23 months had not received any vaccination. The
lower frequencies of observations for the educational and household wealth index categories
limited the understanding of the effects of these factors on vaccination coverage among children
aged 12-23 months.

Child Health 27



*lojelswinu ay)

ul papnjoul e ASAINS By} 94049q BWi} AU Je PajeuIddeA SJ9M OUM UBIP|IYD *(3Un0dde 0jul USX e} JOU SI UoleuidIeA e 3be S,pjiyd au3 *a°1) T°9 9|qel Jo |sued do} ay3 Se swes a3 SI uoie|nd|ed sy 910N
$95BD (0G-GZ UO paseq sanjeA pajybiem-un:( )
S9SED G7-0 UO paseq sanjeA paybiom-un:(x)

6TC 09 S's TLS 6'8L 689 8'08 6'88 T'8S 6'CL 298 0'68 ¥'06 lelol

VA7 (929) (6°1T) (b'£9) (€6 (099) (698) (5°96) (689) (6°22) (ze6) (zc6) (1°86) ybiH

1€ (z'2£9) (v0) (e (9°¢8 (997) (z'18) (9°68) (s€) (997) (9'68) (9°68) (9°68) wnipaj

5T 19 4] p'€S 6°CL £'89 9'g/ 798 €18 €0 0°€8 ¥[8 0’88 MO

Xapul yieam

c (x) (x) (x) (%) (x) (x) (x) (x) (x) + Alepuodas

13 (£'02) (81) (6'89) (8°£8) (7] (£°¢8) (z'86) (6°82) (8°£8) (0°¢6) (8't6) (z'86) Aewid

€8T 6'8S 8'6 0'SS 0'/L 0'£9 €6/ 0'/8 6'vS v'0L L'v8 8'/8 6'88 SUON

uonednpo s, 19Ujon

60T 6’85 8'8 9's§ £'08 G99 9'8/ £'88 €9 T2 9'v8 8'88 0'06 alews4

01T 6'T9 78 6’85 0'/L v 6'C8 0'68 £es 9'c/ L'/8 168 8'06 9.l

X3S

Syjuow £z-¢T1 pied SUON v Sa|sesy goljod zollod T0l|0d 0ollod €1dad 7lda 11da 909 sonstepeley)
pabe ualpjiyd  yieaYy yum

Jo JaquinN U J3d PaAID231 OYm UJp|IYyd JO abruadiad

800¢ PAUDY| ‘@duln0ld uldise] ‘DLSIp 9|eAO|y SDIW ‘S9seasip pooyp|iyd suiebe pajeundeA Ajualind syjuow £z-g¢T pabe uaip)iyd Jo abejuadiad

sonsiiajoeleYd punodbydeq Aq suoneuddep (Z'HD) ¢'9 diqel

Child Health

28



6.2 Tetanus Toxoid

Millennium Development Goal five aims to reduce by three quarters the maternal mortality
ratio, with one strategy being to eliminate maternal tetanus. In addition, another goal is to reduce
the incidence of neonatal tetanus to less than one case of neonatal tetanus per 1,000 live births in
every district. A World Fit for Children goal is to eliminate maternal and neonatal tetanus by 2005.

Prevention of maternal and neonatal tetanus is to ensure all pregnant women receive at least
two doses of tetanus toxoid vaccine. However, if women have not received two doses of the
vaccine during the pregnancy, they (and their newborn) are also considered to be protected if the
following conditions are met:

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

Received at least four doses, the last within 10 years;

Received at least five doses during lifetime.

Table 6.3 (CH.3) shows the protection status from tetanus of women who have had a live birth
within the last 12 months. Overall, 55 per cent of women who had a birth during the two years
preceding the survey had adequate protection against tetanus. These were likely to be younger
women from higher wealth index households. The proportion of women receiving protection is
higher among those from higher wealth index households (69 per cent) versus those from low
wealth index households (48 per cent). Protection against tetanus is also higher among women with
higher levels of education versus those with no education.

Table 6.3 (CH.3): Neonatal tetanus protection

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

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

least 2 atleast3 atleast4 Received
Received at  doses, the doses, doses, at least 5
least 2 doses  last within  last within last within doses Protected  Number

during last prior 3 prior 5 prior 10 during against of
Characteristics pregnancy years years years lifetime tetanus*  mothers
Age
15-19 (60.1) (1.9) (0.0) (0.0) (0.0) (62.0) 41
20.-24 42.9 10.3 0.0 0.0 0.0 53.2 107
25-29 51.8 5.3 0.0 0.0 0.0 57.2 111
30-34 53.3 5.0 0.0 0.0 0.0 58.3 85
35-49 43.8 4.0 0.0 0.0 0.0 47.8 78
Education
None 44.2 6.9 0.0 0.0 0.0 51.1 336
Primary 67.1 2.7 0.0 0.0 0.0 69.8 75
Secondary + (78.9) (0.0) (0.0) (0.0) (0.0) (78.9) 12
Wealth index
Low 42.0 5.9 0.0 0.0 0.0 47.9 237
Medium 53.5 3.6 0.0 0.0 0.0 57.1 75
High 61.7 7.6 0.0 0.0 0.0 69.3 111
Total 49.2 6.0 0.0 0.0 0.0 55.1 423

( ): Un-weighted values based on 25-50 cases

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.
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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 from loss of large quantities of water
and electrolytes from the body in form of 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.

The goals are to: 1) reduce by one half deaths due to diarrhoea among children under five
by 2010 compared to 2000 estimates (A World Fit for Children); and 2) reduce by two thirds the
mortality rate among children under five by 2015 compared to 1990 (MDG four). In addition, the
World Fit for Children calls for a reduction in the incidence of diarrhoea by 25 per cent.

The indicators are:
e Prevalence of diarrhoea
e Oral Rehydration therapy (ORT)
¢ 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. If so, the mother was asked a series of
questions about what the child had to drink and eat during the episode, and whether this was more
or less than what the child usually ate and drank.

The peak of diarrhoea prevalence occurs in the weaning period, among children aged between
6-23 months. Overall, 12 per cent of under five children had diarrhoea in the two weeks preceding
the survey (Table 6.4(CH.4)). A comparable proportion of male and female children had diarrhoea
within the two weeks preceding the survey.

Table 6.4 (CH.4) also shows the percentage of children receiving various types of
recommended liquids during episodes of diarrhoea. Since mothers were able to name more than
one type of liquid, the percentages do not necessarily add up to 100 per cent. About 44 per cent
received fluids from ORS packets; 41 per cent received pre-packaged ORS fluids, and about 55 per
cent received recommended homemade fluids. Overall, four in five (80 per cent) children with
diarrhoea received one or more of the recommended home treatments (i.e., were treated with ORS
or RHF), while 20 per cent 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), MICS Moyale district, Eastern
Province, Kenya 2008
Children with diarrhoea who received: Numfber
0
children
Number of aged
Had children Fluid Recom- 0-59
diarrhoea in aged from mended Pre- ORT months
last two 0-59 ORS homemade  packaged No Use with
Characteristics weeks months packet fluid ORS fluid  treatment Rate diarrhoea
Sex
Male 11.9 587 52.1 53.3 49.8 16.4 83.6 70
Female 11.9 532 36.0 56.9 30.4 23.3 76.7 63
Age
<6 months *) 147 *) *) *) *) *) 11
6-11 months *) 81 *) *) *) *) *) 10
12-23 months (18.9) 221 (45.0) (62.8) (41.3) (19.5) (80.5) 42
24-35 months 8.8 239 35.6 54.6 31.8 23.7 76.3 38
36-47 months @) 220 @) (@) (@) (@) @) 14
48-59 months *) 212 *) *) *) *) *) 18
Mother’s education
None 10.3 906 42.4 50.7 44.1 23.5 76.5 94
Primary (19.2) (173) (58.2) (64.7) (37.9) (7.1) (92.9) 33
Secondary + (*) () (*) - *) () () (*) 6
Wealth index
Low 8.4 615 41.2 57.7 44.8 22.3 77.7 52
Medium (22.8) 193 (42.9) (38.0) (42.1) (24.4) (75.6) 44
High (11.9) 311 (50.8) (71.7) (32.8) (10.4) (89.6) 37
Total 11.9 1,119 44.4 55.1 40.6 19.7 80.3 133
(*):Un-weighted values based on 0-25 cases
( ):Un-weighted values based on 25-50 cases
Note: The percentages 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.

As shown in Table 6.5 (CH.5), only a minimal percentage of the under five children who
had diarrhoea during the two weeks preceding the survey were reported to have drank more than
usual, while 99 per cent were reported to have drank the same or less. A similar 99 per cent
reportedly ate much less or no food at all, contrary to expert advice. The information on home
management of diarrhoea by background characteristics did not yield meaningful results
due to lower frequencies of observations.
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Table 6.5 (CH.5): Home management of diarrhoea

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, MICS Moyale district, Eastern Province, Kenya 2008

Children with diarrhoea who: Numfber
o
Number Received children
Had of ORT or aged
diarrhoea  children Drank Ate Ate increased 0-59
in last aged the somewhat much Home fluids AND months
two 0-59 Drank sameor less, same less or management  continued with
Characteristics weeks months more less or more none of diarrhea feeding diarrhoea
Sex
Male 11.9 587 0.0 100.0 1.3 98.7 0.0 1.3 70
Female 11.9 532 1.8 98.2 1.2 98.8 0.0 1.2 63
Age
0-11 months * 228 ™ ™) * (*) *) ™) 18
12-23 (19.0) 233 (0.0) (100.0) (1.8) (100) (0.0) (1.8) 44
months
24-35 (*) (*) (*) (*) * (*) (*) (*) 39
months
36-47 (*) ™) *) (*) * (*) *) *) 14
months
48-59 (*) (*) (*) (*) * (*) (*) (*) 18
months
Mother’s education
None 10.3 906 0.0 100.0 0.0 100.0 0.0 0.0 94
Primary (19.2) 173 (3.5) (96.5) (2.3) (97.7) (0.0) (2.3) 33
Secondary + (*) *) *) (*) *) (*) *) *) 6
Wealth index
Low 8.4 615 0.0 100.0 1.5 98.5 0.0 1.5 52
Medium (22.8) 193 (0.0) (100.0) (0.0) (100.0) (0.0) (0.0) 44
High (11.9) 311 (3.1) (96.9) (2.4) (97.6) (0.0) (2.4) 37
Total 11.9 1119 0.9 99.1 1.2 98.8 0.0 1.2 133

(*): Not shown, based on less than 25 un-weighted cases.

(): Not shown, based on 25-50 un-weighted cases.

6.4 Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is one of the leading causes of deaths in children, and the use of antibiotics in
children below five years 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 an illness with a cough accompanied by
rapid or difficult breathing, and whose symptoms were not due to a problem in the chest and a
blocked nose. The indicators are:

Prevalence of suspected pneumonia

Care seeking for suspected pneumonia
Antibiotic treatment for suspected pneumonia
Knowledge of the danger signs of pneumonia
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Table 6.6 (CH.6) presents the percentage of children aged between 0-59 months with suspected
pneumonia in the last two weeks before the survey, care seeking behaviour, and the use of
antibiotics for the treatment of the pneumonia by sex, age, mother’s education and household
wealth index. In Moyale, seven per cent of the children aged between 0-59 months were reported to
have had acute respiratory infection. Among these children who had symptoms of pneumonia, 78
per cent were taken to an appropriate health service provider, 18 per cent were taken to private
healthcare service providers, 56 per cent were treated at public health facilities and rest were taken
to other sources which were predominantly shops. The few observations limited the analysis of
disaggregated data for socio-economic characteristics.
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About 61 per cent of children with suspected pneumonia in the two weeks prior to the survey,
received antibiotics treatment (Table 6.7).

Table 6.7 (CH.7): Antibiotic treatment of pneumonia
Percentage of children aged 0-59 months with suspected pneumonia who received antibiotic
treatment, Moyale district, Eastern Province, Kenya 2008
Percentage of children aged 0-59  Number of children aged 0-59
months with suspected months with suspected
pneumonia who received pneumonia in the two weeks
Characteristics antibiotics in the last two weeks prior to the survey
Sex
Male (60.4) 43
Female (60.8) 39
Age
0-11 months *) 10
12-23 months ™) 18
24-35 months *) 21
36-47 months *) 12
48-59 months *) 21
Mother’s education
None 63.5 57
Primary *) 18
Secondary + *) 6
Wealth index
Low *) 41
Medium *) 11
High *) 30
Total 60.6 82
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

Mothers’ knowledge of danger signs for pneumonia is an important determinant of care-
seeking behaviour. Issues related to knowledge of danger signs of pneumonia are presented in
Table 6.8 (CH.7A). Overall, about eight per cent of women know of the two danger signs of
pneumonia — fast, and difficult breathing. Most women (81 per cent) identified developing fever as
a symptom for taking a child to a health facility. Sixty-seven per cent mentioned ‘getting sicker’ as
a cause for taking a child to the dispensary. The proportion of mothers who recognize the two
danger signs of pneumonia does not vary so much by increasing levels of mother’s education or
household wealth index. While this proportion was 7 per cent among mothers with no education,
the corresponding figure for those with secondary or higher was 9 per cent. Similarly, 7 per cent of
mothers from low wealth index households recognize the two danger signs versus 8 per cent among
those from high wealth index households.
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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, which contains a complex mix of health-damaging pollutants. The
main problem with the use of solid fuels is products 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.

Use of solid fuels for cooking is near universal in Moyale district, with 99 per cent of the
households reportedly using them (Table 6.9 (CH.8)). Differentials with respect to household
wealth index show all households with low or medium wealth index using solid fuel for cooking
compared to 96 per cent among high wealth index households who use them. Households headed
by a member with no education used solid fuels for cooking (100 per cent) whereas those headed by
a member with secondary education or higher also used alternative sources of cooking fuels. Wood
was the preferred source of solid fuel and was used by 87 per cent of the households, with charcoal
coming second at 11 per cent. While increasing levels of education of the household head and
improving levels of the household wealth index significantly lowered the use of wood, both factors
raised the use of charcoal, suggesting the two sources are likely to be direct substitutes.

Table 6.9 (CH.8): Solid fuel use

Percentage distribution of households according to type of cooking fuel, and percentage of households using solid
for cooking, MICS Moyale district Eastern Province, Kenya 2008

fuels

Percentage of households using:

Solid Number

Liquefied Straw, fuels for of
Petroleum Natural Keros  Char- shrubs, Other cooking house-
Characteristic Gas (LPG) Gas Biogas ene coal Wood grass source Total & holds
Education of household head
None 0.0 = 0.0 = 8.8 90.8 0.3 0.1 100.0 99.9 865
Primary 0.0 = 0.0 1.6 15.1 82.4 0.9 = 100.0 98.4 159
Secondary + 0.0 1.7 0.0 6.2 30.1 60.5 = 1.6 100.0 90.6 93
Wealth index
Low 0.0 0.0 0.0 0.0 1.0 98.5 0.4 0.0 100.0 100.0 643
Medium 0.0 0.0 0.0 0.0 9.4 90.6 0.0 0.0 100.0 100.0 180
High 0.0 0.5 0.0 2.8 35.4 60.1 0.3 0.8 100.0 95.8 294
Total 0.0 0.1 0.0 0.7 114 87.1 0.3 0.2 100.0 98.9 1117

6.6 Malaria

Malaria is one of the leading causes of death among children below five years. It also
contributes to anaemia in children and is a common cause of school absenteeism. Preventive
measures, especially the use of mosquito nets treated with insecticide (ITNs) can dramatically
reduce malaria 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. Children with severe malaria
symptoms, such as fever or convulsions, should be taken to a health facility. Also, children
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recovering from malaria should be given extra liquids and food, and younger children should
continue breastfeeding.

The questionnaire incorporated 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 (ITP) for malaria.

Table 6.10 (CH.10) indicates that in Moyale, 44 per cent of households have at least one
mosquito net and a similar proportion (43.8 per cent) of the households has at least one ITN.
Slightly over a quarter of the households report having two or more mosquito nets, with the mean
number of nets per households in the district being 2.1 nets. The likelihood of possessing a
mosquito net or an ITN is higher for households with better educated household heads (69 per cent
secondary or higher education compared to 38 per cent for households headed by a member with no
education.). The proportion of household with mosquito nets increases with increasing levels of the
household wealth index. For example, 31 per cent of households from low wealth index had at least
one ITN compared to 63 per cent among those from high wealth index households. This result is
also well illustrated in figure 6.1.

Table 6.10 (CH.10): Availability of insecticide treated nets
Percentage of households with at least one insecticide treated net (ITN), MICS Moyale district, Eastern
Province, Kenya 2008
Percentage of households with
At least one
insecticide Mean number of
At least one Two or more treated net mosquito nets Number of

Characteristics mosquito net  mosquito nets (ITN)* per household households
Education of household head
None 38.2 22.6 38.0 2.2 861
Primary 60.5 35.7 60.5 2.1 164
Secondary + 69.4 45.9 68.1 2.1 93
Wealth index
Low 31.4 14.5 31.3 1.6 647
Medium 57.8 37.4 57.4 2.1 183
High 63.7 46.3 63.3 2.7 287
Total 44.0 26.4 43.8 2.1 1117
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Figure 6.1: Percentage of households with at least
one treated mosquito net, MICS Moyale district, 2008
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Results indicate that 61 per cent of the children under five did not sleep under any net.
Children who did not sleep under any net were mostly from low wealth index households (Table
6.11). There were no significant gender disparities in the proportion of children who did not sleep
under any bednet. Generally the proportion of children using a net or ITN declined with age of
child.

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, MICS Moyale district, Eastern Province, Kenya 2008

Percentage of children who: Number
Slept of
Slept under an Slept Slept under  Don't know Did not children
under a insecticide under an a net but if slept sleep aged
bed treated untreated don't know if under a under a 0-59
Characteristics net* net** net treated net bednet months
Sex
Male 39.3 38.5 0.9 0.0 0.0 60.7 587
Female 39.2 39.0 0.2 0.0 0.0 60.8 532
Age
0-11 months 43.9 42.7 1.2 0.0 0.0 56.1 208
12-23 months 44.1 43.2 1.0 0.0 0.0 55.9 233
24-35 months 39.6 39.6 0.0 0.0 0.0 60.4 234
36-47 months 37.6 37.6 0.0 0.0 0.0 62.4 224
48-59 months 31.1 30.4 0.7 0.0 0.0 68.9 221
Wealth index
Low 28.3 28.1 0.2 0.0 0.0 71.7 615
Medium 51.5 50.9 0.6 0.0 0.0 48.5 193
High 53.4 52.2 1.3 0.0 0.0 46.6 311
Total 39.3 38.7 0.6 0.0 0.0 60.7 1,119
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Questions on the prevalence and treatment of fever among children under age five were
addressed to mothers or caretakers. Table 6.12 (CH.12) shows that 17 per cent of under five
children had been ill with fever in the two weeks prior to the survey. Prevalence is greater among
male children (19 per cent) than females (15 per cent). . Fever prevalence across levels of the
household wealth index shows that the proportions were lowest among children from medium
wealth index households and highest among those from low wealth index households. The
proportion of children with fever was comparable among children with mothers educated up to
primary (21 per cent) and secondary or higher (20 per cent) levels of education, figures that were
surprisingly higher than the 17 per cent observed for children with mothers having no education.

Mothers were asked to report all of 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.
Nearly three out of five children (57 per cent) with fever in the last two weeks were treated with an
“appropriate” anti-malarial drug, with 54 per cent receiving anti-malarial drugs within 24 hours of
onset of the symptoms. There are some gender differentials in seeking appropriate care. For
example, while appropriate anti-malarial drug use stood at 61 per cent for male children, the rate
was only 50 per cent for female children. Overall, children whose mothers are educated up to
secondary or higher and children from high wealth index households are more likely to receive an
appropriate anti-malarial drug and also receiving them within 24 hours of the onset of symptoms.
For example, only 48 per cent of the children from low wealth index households received an
appropriate anti-malarial drug within 24 hours of onset of symptoms versus80 per cent for children
from high wealth index households.
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“Appropriate” anti-malarial drugs include Chloroquine, SP/Fansidar, amodiaquine, quinine,
artemisinin combination drugs, etc. In Moyale, the most widely used anti-malarial drugs were
chloroquine (34 per cent), amodiaquine (30 per cent) and SP/Fansidar (26 per cent). A large
percentage of children (45 per cent) were given other types of medicines that are not anti-malarials,
including anti-pyretics such as paracetemol, panadol, aspirin, or ibuprofen. Among these,
paracetamol and aspirin were mostly used (35 per cent).

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 of 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 treatment during antenatal check-ups
with drugs that prevent malaria infection (Intermittent preventive treatment, or IPT). In Moyale
district MICS, women were asked about any medicines they had received in their last pregnancy
during the two years preceding the survey. Women are considered to have received intermittent
preventive therapy if they have received at least two doses of SP/Fansidar during the pregnancy.

Information on Intermittent preventive treatment for malaria in pregnant women who gave
birth in the two years preceding the survey is summarized in Table 6.13 (CH.13). Only 22 per cent
of mothers who delivered a child during the two year period preceding the survey received
medicine to prevent malaria during pregnancy. The proportion of women receiving IPT increased
with improving levels of the mother’s education as well as by increasing levels of the household
wealth index. SP/Fansidar was the most common form of drug used for IPT of malaria.

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

Percentage of women aged between15-49 years who gave birth during the two years preceding the survey
who received intermittent preventive therapy (IPT) for malaria during pregnancy, Moyale district, Eastern
Province, Kenya 2008

Percentage of pregnant women who took:

Number
Medicine to of women
prevent who gave
malaria SP/Fansidar  SP/Fansidar birth in
during only one two or more Other Don't prior two
Characteristics  pregnancy time times* Chloroquine medicines  know years
Education
None 20.5 9.6 9.3 1.1 0.6 0.2 336
Primary 25.4 7.0 14.9 0.7 1.4 1.4 75
Secondary + (*) (*) () (*) @) () 12
Wealth index
Low 16.6 7.5 7.1 1.5 0.5 0.0 237
Medium 24.6 9.2 14.1 0.0 0.0 1.4 75
High 32.1 14.6 15.2 0.7 1.6 0.6 111
Total 22.1 9.7 10.5 1.0 0.7 0.4 423

(*) based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted 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 carry
harmful effects on human health. In addition to its association with diseases, access to drinking
water is particularly important for women and children, especially in rural areas, who bear the
primary responsibility for carrying water, often over long distances.

The MDG number 7 is to reduce by half, between 1990 and 2015, the proportion of people
without sustainable access to safe drinking water and basic sanitation. The 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 lists of indicators used in MICS are as follows:

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

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

The distribution of the population by source of drinking water is shown in Table 7.1 (EN.1) and
Figure 7.1. 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.

Figure 7.1: Percentage distributions of household members by
source of drinking water, Moyale, 2008
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Overall, the results indicate that 46 per cent of the population in the district has access to
improved drinking water sources. The main sources of such water were protected wells (23 per
cent) and tubewells or boreholes (22 per cent). At the aggregated level, moving from low to high
wealth index households improved access to improved sources of drinking water. For example,
only 39 per cent of the population living in low wealth index households use drinking water from
improved sources compared to 62 per cent of population living in households with high wealth
index.

Surface water (35 per cent share) and unprotected well (11 per cent) are the main
unimproved sources of drinking water, and these are mainly used by households from the low
wealth index category.
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Use of in-house water treatment is presented in Table 7.2 (EN.2). Households were asked
of ways they may be treating water at home to make it safer to drink. Boiling, adding bleach or
chlorine, using a water filter, and using solar disinfection were considered as proper treatment of
drinking water. The table shows the percentages of households using appropriate water treatment
methods, separately for all households, and for households using improved and unimproved
drinking water sources.

About 73 per cent of households in Moyale do not use any domestic method for water
treatment. With majority of those not treating water coming from households categorised a low
wealth index households as well as those educated by members with no education. Adding
bleach/chlorine is the most common methods used for those treating water at home. The rate of use
of appropriate treatment methods was the same for households sourcing drinking water from
unimproved and improved sources.
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The low rate of provision of water within and around the residential premises highlights
concern with the time taken to fetch water (Table 7.3 (EN.3)). Note that these results refer to one
roundtrip from home to drinking water source and back. Information on the number of trips made in
one day was not collected.

Table 7.3 (EN.3) shows that, excluding those households with water on the premises, the
average time for a round trip to collect water from a source is nearly two hours (111 minutes). The
table further shows that a majority of households (61 per cent) spend more than one hour to the
source of drinking water, with the proportion declining with increasing levels of household wealth
index.

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, Moyale district, Eastern Province, Kenya 2008
Time to source of drinking water
15 30
minutes  minutes Mean time
Water Less to less to less 1 hour to source

on than 15  than 30 than 1 or Don't of drinking Number of
Characteristics  premises  minutes  minutes hour more  know Total water* households
Education of household head
None 2.0 6.4 6.9 22.8 61.6 0.2 100.0 114.4 865
Primary 4.5 8.0 4.8 22.4 60.2 0.0 100.0 96.4 159
Secondary + 8.6 7.2 4.6 19.2 59.5 0.9 100.0 106.4 93
Wealth index
Low 0.3 6.7 4.9 24.5 63.3 0.3 100.0 125.0 643
Medium 2.9 6.4 7.1 21.1 62.5 0.0 100.0 81.0 180
High 8.8 7.0 9.3 18.7 55.9 0.3 100.0 98.0 294
Total 2.9 6.7 6.4 224 61.2 0.2 100.0 111.2 1,117
The mean time to source of drinking water is calculated based on those households that do not have water on the
premises.

As expected, an adult woman collected water in more than 80 per cent of the households
where water is not on the premises (Table 7.4 (EN.4)). Adult men are the next most significant
drawers of water (17 per cent). Among the younger people, females under 15 had a greater role in
collecting water than their male counterparts (eight per cent compared to only two per cent).
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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,
Moyale district, 2008

Person collecting drinking water*

Female Male child Adult Adult Adult

Adult Adult  child under under woman manand manand Don't  Number of
Characteristics woman man age 15 age 15 and child child woman know  households
Education of household head
None 85.0 14.5 9.1 1.9 6.1 0.0 6.2 0.0 865
Primary 80.9 15.4 5.0 0.0 3.1 9 1.8 0.0 159
Secondary + 53.4 39.4 3.9 2.8 3.8 1.6 2.7 0.0 93
Wealth index
Low 90.7 10.8 7.4 2.3 5.1 0.2 5.8 0.0 643
Medium 84.7 14.2 12.4 2.1 8.7 0.8 6.7 0.0 180
High 60.4 31.0 6.9 0.3 4.4 0.0 3.1 0.0 294
Total 81.8 16.7 8.1 1.7 5.5 0.3 5.3 0.0 1,117

*Total per cent may add to more than 100.0 due to multiple responses.

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. Table 7.5 (ENS5) shows the percentage
distribution of the household population by the type of toilet facility used. Sanitary facilities were
classified into improved and unimproved sanitation facilities.

Nearly two in every five households (39 per cent) have no facilities and use bush and/or
field for excreta disposal. The proportion of those with no toilet facilities was higher among
households categorised as low wealth index versus those from medium and high wealth index.
Twenty eight per cent of the population of Moyale is living in households using improved
sanitation facilities with less than two per cent of the population using flush toilets connected to
sewerage systems or septic tanks or pit latrines. The most common sanitary means of excreta
disposal among unimproved methods is pit latrine without slab/open pit sanitation (32 per cent).
The findings indicate that use of improved sanitation facilities increases with increasing levels of
the household wealth index.
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The manner in which a child’s faeces are disposed poses serious threats to healthy living,
and can contribute to an unhygienic environment, as well as facilitating easy transmission of
diseases. The study therefore examined what was done to dispose off stools from children. Safe
disposal of a child’s faeces is disposing of the stool, involves using a toilet or by rinsing the stool
into a toilet or latrine. Disposal of faeces of children 0-2 years of age is presented in Table 7.6
(EN.6). For Moyale districts, about one out of every two children (55 per cent) aged 0-2 years had
their stool put or rinsed into a toilet or latrine as the mode of disposal, while that for 16 per cent of
the children was thrown into the garbage (solid waste). Safe disposal of child stools increases with
improving levels of household wealth index.

The proportion of children whose stools are safely disposed increases from 50 per cent for
children of mothers with no education to 76 per cent for those with mothers having primary level
education. Similarly, safe disposal of children’s stool increases from 30 per cent in low wealth

index households to 79 per cent in medium and 88 per cent in high index households.

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

Percentage distribution of children aged 0-2 years according to place of disposal of child's faeces, and the percentage
of children aged 0-2 years whose stools are disposed of safely, MICS Moyale district, 2008

: s Proportion
Place of disposal of child's faeces of children  Number
Put/rinse Left whose of
Child Put/rinsed d into Thrown in Don't stools are  children
used into toilet drain or into the know/ disposed aged
Characteristics  toilet or latrine ditch garbage Buried open Other missing Total of safely  0-2 years
Mother’s education
None 0.4 49.3 9.1 18.2 0.6 12.7 8.0 1.3 100.0 49.6 549
Primary 0.7 75.3 7.8 7.9 2.3 2.9 3.2 0.0 100.0 75.9 112
Secondary + (3.5) (84.7) (11.7) (0.0) (0.0) (0.0) (0.0) 0.0) (100.0) (88.3) 25
Wealth index
Low 0.3 29.7 8.0 28.0 0.8 19.7 11.8 1.4 100.0 30.1 366
Medium 0.7 78.3 10.2 2.7 1.9 0.9 3.2 0.9 100.0 79.0 131
High 0.8 87.0 10.1 1.6 0.0 0.0 0.0 0.6 100.0 87.7 190
Total 0.5 54.8 9.0 15.9 0.8 10.7 6.9 1.1 100.0 55.4 686

(*) Based on less than 25 un-weighted cases.

() Based on 25-50 un-weighted cases

An overview of the proportion of household members using improved sources of drinking
water and sanitary means of excreta disposal is summarized in Table 7.7 (EN.7). Twenty-two per
cent of household members use both improved sources of drinking water and sanitary means of
excreta disposal. This proportion was observed to increase with improving levels of the household
head as well as improving levels of the household 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, MICS Moyale district, 2008
Percentage of household population:
Using improved
sources of drinking
Using improved Using sanitary water and using
sources of means of excreta sanitary means of Number of

Characteristics drinking water disposal excreta disposal household members
Education of household head
None 46.3 40.4 21.5 4,979
Primary 41.4 50.5 20.4 880
Secondary + 57.0 64.1 314 419
Wealth index
Low 38.6 25.9 11.8 3,510
Medium 46.6 64.8 33.8 1,112
High 62.4 66.1 35.7 1,656
Total 46.3 43.4 22.0 6,278
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Reproductive Health 8

This chapter presents information about fertility, marriage, contraception, unmet need for
contraceptives and antenatal care use in Moyale district.

8.1 Fertility

Achieving national goals is directly linked to fertility levels and the resources available to
support a county’s population. Studies have shown that, in most developing countries, resources are
meagre and inadequate to support its population and yet it is very important to balance the
population growth. To achieve this balanced growth for the country, each and every district has to
play its role. To develop programs to target the fertility reduction, timely provision of information
about prevailing fertility levels is a crucial component. In MICS, birth histories of women aged 15-
49 years from the sampled households were collected to measure the fertility level in Moyale
District. Birth histories include details of all children ever born to a woman, such as child’s name,
sex, month and year of birth, survival status and if dead, the age at death.

Table 8.1 presents the measures of current fertility levels in Moyale District for the three-
year period preceding the survey, corresponding to the period from mid-2005 to mid-2008. Current
fertility measures such as age-specific fertility rates (ASFRs) and total fertility rate (TFR) are
presented. ASFR are calculated by dividing the number of births to women in a specific age group
by the number of women years lived during a given period. The TFR is defined as the average
number of children a woman would have if she went through her entire reproductive period (15-49
years) reproducing at the prevailing ASFR.

Table 8.1: Current fertility

Age specific fertility rates (ASFR) and total fertility rate (TFR) for the 3-year
preceding the survey, MICS Moyale district, 2008

Age group Total
15-19 191
20-24 268
25-29 293
30-34 253
35-39 145
40-44 98
45-49 23

TFR 6.4

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

The total fertility rate in Moyale district is 6.4 children per woman for the three year period
preceding the survey (mid-2005 to mid 2008). Fertility peaks at age 25-29 years. The adolescent
age group, i.e., 15-19 years contributed 15 per cent to total fertility, depicting a high prevalence of
teenage pregnancy in the district. Nearly 80 per cent of the total fertility is accounted for by ages
below 35 years, while the contribution of older women 40-49 years is less than 10 per cent.

The percentage distribution of all women and married women based on the number of
children ever born and living is shown in Table 8.2. Among the currently married women aged 15-
49 years, the mean number of children ever born is 4.5 and that of surviving children is 4.2. These
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numbers however drop to 3.6 and 3.4 respectively, when all the women in this age bracket are
considered.

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, MICS Moyale district, 2008

Mean number

Number of children ever born Number of children
Age of Ever
group 0 1 2 3 4 5 6 7 8+ Total women born Living
All women
15-19 76.9 16.7 4.3 2.1 0.0 0.0 0.0 0.0 0.0 100.0 204 1.4 1.4
20-24 281 21.6 251 142 49 42 19 00 0.0  100.0 204 2.3 2.2
25-29 104 9.7 189 217 191 98 49 28 27 1000 191 3.5 3.4
3034 0.9 4.4 70 121 215 179 140 122 101  100.0 158 4.9 4.8
35-39 1.3 0.7 0.5 10.7 11.6 152 140 23.0 229 100.0 111 6.3 6.0
40-44 0.0 0.8 1.1 6.0 3.0 9.5 16.5 176 45.5 100.0 103 7.6 7.1
45-49 1.9 0.0 1.9 6.0 9.0 7.3 23.4 12,5 38.1 100.0 60 8.0 7.3
Total 23.1 10.2 10.7 11.2 9.9 8.4 79 74 11.3 100.0 1,031 3.6 3.4
Currently Married Women
15-19 29.0 49.6 14.4 6.9 0.0 0.0 0.0 0.0 0.0 100.0 61 1.0 1.0
20-24 10.0 24.3 33.5 17.5 6.5 5.6 2.5 0.0 0.0 100.0 153 2.1 2.0
25-29 3.3 10.6 18.9 23.8 20.6 11.0 5.3 3.3 3.2 100.0 165 3.5 3.4
30-34 1.0 3.8 6.8 11.0 21.9 18.2 149 12.1 103 100.0 144 5.0 4.8
35-39 1.5 0.8 0.5 9.1 10.4 152 148 23.0 245 100.0 101 6.3 6.0
40-44 0.0 0.0 1.2 6.5 3.2 8.6 16.3 18.1 46.0 100.0 95 7.7 7.1
45-49 2.2 0.0 2.2 5.9 10.5 8.5 189 11.7 40.0 100.0 52 7.9 7.2
Total 5.5 11.8 135 13.6 123 105 9.6 9.0 14.2 100.0 770 4.5 4.2

8.2 Teenage Pregnancy and Motherhood

Reducing pregnancy among adolescents is one of the flagship reproductive health

programmes of the Kenya government. The proportion of women age 15-19 years who have given
birth, or are currently pregnant and those who have began child bearing are shown in Table 8.3.
Twenty nine per cent of women aged between 15-19 years have began child bearing i.e. have either
given birth to at least one child or are pregnant with the first child. This proportion is highest among
women with no education (47 per cent) and stands at 14 per cent among those with primary
education.
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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
percentage who have begun child bearing, MICS Moyale district, 2008
Percentage who

Have had a Are pregnant Percentage who have Number of
Characteristic live birth with first child began child bearing women
Age
15 (2.9) (0.0) (2.9) 47
16 (15.9) (0.0) (15.9) 36
17 (28.4) (0.0) (28.4) 29
18 29.0 12.8 41.8 67
19 (*) (*) (*) 24
Education
None 37.0 9.6 46.7 98
Primary 11.9 2.5 14.4 92
Secondary + (@) @) *) 14
Wealth index
Low 22.7 5.4 28.1 115
Medium (20.0) (.0) (20.0) 39
High (26.5) (11.0) (37.5) 49
Total 23.1 5.7 28.9 204
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

8.3 Contraception

Appropriate family planning is important for the health of women and children by: 1)
preventing pregnancies that are too early or too late; 2) extending the period between births; and 3)
limiting 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.

Ninety-three per cent of women aged 15-49 years were not using any contraception
method. They were likely to be poorly educated and from low wealth status households (Table 8.4
(RH.1)). Approximately seven per cent of women currently married or in union reported current use
of contraception, with nearly all of them using a modern method. The most popular method
currently used is the injection-- used by about four per cent of women who are married or in union.
Use of all the other forms of modern contraception is low. Younger women are far less likely to
use contraception than older women. Contraceptive prevalence is highest among the 35-39 age
(nine per cent) and lowest among the 45-49 age who did not use any contraceptive method.

The level of education of the women and wealth index of the household are important
factors in influencing contraceptive use. Contraceptive prevalence is highest (14 per cent) among
women from high wealth index households and lowest (three per cent) among women from low
wealth index households. Similarly, the percentage of women using any method of contraception
doubles from five per cent among those with no education to 10 per cent among women with
primary education, and increases to 37 per cent among women with secondary education or higher.
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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 includes women 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 when they state that 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 a child
(or 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 women 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 a child (or another child).

Total unmet need for contraception is simply the sum of unmet need for spacing and unmet
need for limiting.

Using information on contraception and unmet need, the percentage of demand for
contraception satisfied is also estimated from the MICS data. The percentage of 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. The total demand for
contraception includes women who currently have an unmet need (for spacing or limiting), plus
those who are currently using contraception.

Table 8.5 (RH.2) shows the results of the survey on contraception, unmet need, and the
demand for contraception satisfied. Total unmet need for contraception is four per cent, i.e. four per
cent of married women in Moyale district are not using any contraception and yet they want to stop
having children (limit) or postpone the next pregnancy for at least two years (spacing). More
women have an unmet need for contraception for spacing (four per cent) compared to a negligible
percentage with an unmet need for limiting.

Differentials by wealth index show that the proportion of women with an unmet need is
higher among those from high wealth index households (seven per cent) compared to women from
low wealth index households, although these estimates are based on few observations.

Overall, 60 per cent of the married or in union women who need contraception are
currently using contraceptives.

Unmet need measurement in MICS is somewhat different from 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, MICS Moyale district, 2008
Number of
Unmet need for contraception Number of CVJSFZ:tTy
women Percentage of  married or in
currently demand for union with
Current use of For For Total married or contraception need for
Characteristics contraception  spacing** limiting***  k¥*x in union satisfied*****  contraception
Age
15-19 (*) (*) (*) (*) 61 (*) 9
20-24 () () () (*) 153 () 19
25-29 (*) (*) (*) (*) 165 (*) 20
30-34 () (*) () (*) 144 (*) 20
35-39 (*) (*) (*) (*) 101 (*) 1
40-44 (*) (*) (*) (*) 95 (*) 6
45-49 (*) () () (*) 52 () 0
Education
None 4.8 4.1 0.0 4.1 625 53.6 55
Primary (*) (*) (*) (*) (*) (*) 20
Secondary + () () () () () () 9
Wealth index
Low (3.1) (3.0 (0.0) (3.0 420 (50. 7) 26
Medium (*) (*) () () (*) 12
High (14.4) (7.3) (0.0) (7.3) 221 (66.4) 48
Total 6.6 4.3 0.1 44 770 59.6 85
** 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
**xx* 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.
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted 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, symptoms and 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 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 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 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
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the prevention of HIV transmission from mother to child, has led to renewed interest in access to
and use of antenatal 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:

Blood pressure measurement

Urine testing for bateriuria and proteinuria

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

Coverage of antenatal care by skilled personnel (doctor, nurse, or certified midwife) is
relatively high in the district with 71 per cent of women receiving antenatal care at least once
during pregnancy (Table 8.6(RH.3)). Almost 60 per cent of all women aged between 15-49 years
who gave birth in the two years preceding the survey received antenatal care from a nurse or
midwife and 11 per cent received it from a medical doctor, while nearly 24 per cent received not
antenatal care at all. The proportion of women who received antenatal care (ANC) from a skilled
personnel increases with improving levels of the household wealth index as well as woman’s
educational attainment. For instance, while 94 per cent of women from high wealth index
households received antenatal care from skilled personnel, the corresponding figure for women
from low wealth index households was only 58 per cent. Similarly, only 66 per cent of women
with no education received ANC from a skilled personnel versus 89 per cent for those with primary
level education.

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, MICS Moyale district, 2008

Person providing antenatal care** Number of
Antenatal women who
care by gave birth in
Traditional No any skilled the
Medical Nurse/ birth antenatal personnel preceding
Characteristics doctor midwife  attendant Other care Total & two years
Age
15-19 (8.3) (62.9) (7.1) (0.0) (21.7) (100.0) (71.2) 41
20-24 10.1 61.6 6.8 0.0 21.5 100.0 71.7 107
25-29 12.4 58.4 2.5 0.0 26.8 100.0 70.7 111
30-34 8.0 65.9 7.7 3.4 15.0 100.0 73.9 85
35-49 (13.0) (51.8) (2.0) (0.0) (33.2) (100.0) (64.8) 78
Education
None 10.5 55.4 5.2 0.5 28.4 100.0 65.9 336
Primary 11.8 76.9 3.9 1.4 6.0 100.0 88.7 75
Secondary + (*) ™ (*) ™) ™) (*) (*) )
Wealth index
Low 9.2 48.6 5.8 0.9 35.6 100.0 57.7 237
Medium 12.2 64.6 7.3 0.9 15.1 100.0 76.8 75
High 12.8 81.1 1.8 0.0 4.3 100.0 93.9 111
Total 10.6 59.9 5.0 0.7 23.8 100.0 70.6 423

* 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
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases
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Table 8.7 (RH.4) provides insights into the content of antenatal care services offered to
women in Moyale during pregnancy. The table shows that about 76 per cent of the women received
ANC at least once during their pregnancy. As noted earlier, this proportion increases with
improvements in woman’s education attainment as well as improvements in the household wealth
index rankings. Among women who received ANC, 65 per cent reported that their blood test was
taken, 64 per cent had blood pressure measurements taken, 63 per cent gave urine specimen, and 67
per cent had their weights measured. As expected, the proportion of women receiving all the above
checks increased with increasing levels of the woman’s educational attainment as well as by
household wealth index. For example, on average 93 per cent of women from high wealth index
household received all 4 checks (blood pressure, blood test, urine specimen and weight
measurements) during their ANC visits compared to an average of about 48 per cent among those
from low wealth index households.

Table 8.7 (RH.4): Antenatal care content

Percentage of pregnant women receiving antenatal care among women aged between 15-49 years who
gave birth in two years preceding the survey and percentage of pregnant women receiving specific care as
part of the antenatal care received, MICS Moyale district, 2008

Percentage of Percentage of pregnant women who had:
pregnant women Number of
receiving ANC one or Blood Urine women who gave
more times during Blood test pressure specimen Weight birth in two years

Characteristics pregnancy taken* measured* taken* measured* preceding survey
Age
15-19 (78.3) (72.0) (68.1) (70.7) (71.7) 41
20-24 78.5 65.5 62.7 63.4 68.1 107
25-29 73.2 68.0 65.7 66.1 67.5 111
30-34 85.0 64.7 66.1 62.5 70.9 85
35-49 66.8 56.3 56.3 56.3 56.1 78
Education
None 71.6 58.8 57.7 57.4 61.2 336
Primary 94.0 88.7 85.9 85.9 87.7 75
Secondary + (*) ) (*) ) ) 12
Wealth index
Low 64.4 49.7 47.7 47.3 51.8 237
Medium 84.9 72.4 72.3 70.8 75.4 75
High 95.7 92.5 91.5 92.5 92.5 111
Total 76.2 64.9 63.5 63.3 66.6 423

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

(*) Based on less than 25 un-weighted cases.

() Based on 25-50 un-weighted cases

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 transport is available to a referral facility
for obstetric care in case of an emergency. A World Fit for Children goal is to ensure that women
have ready and affordable access to skilled attendance at delivery. The indicators are the proportion
of births with a skilled attendant and proportion of institutional deliveries. The skilled attendant at
delivery indicator is also used to track progress towards the achievement of MDG goal five that
seeks to reduce maternal mortality ratio by three quarters between 1990 and 2015.
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The MICS included a number of questions to assess the proportion of births attended by a
skilled attendant. A skilled attendant includes a doctor, nurse, midwife or auxiliary midwife. From
Table 8.8(RH.5), 36 per cent of births occurring in the two years prior to the Moyale district MICS
2008 were delivered with the assistance of a skilled personnel, with one in every four deliveries
taking place at a health facility. A significant proportion of the skilled personnel assistance came
from nurses and midwives who assisted with the delivery of nearly a third of all births (32 per
cent). More than half of births (62 per cent) in the two years prior to the survey were delivered with
the assistance of a traditional birth attendant.

The more educated a woman is, the higher the likelihood of her delivering with the
assistance of a skilled attendant. For instance, the proportion of women aged 15-49 years who gave
birth in the two years preceding the survey with the assistance of skilled personnel is 31 per cent for
women with no education, compared to 51 per cent among those with primary level education. As
expected, more education for women also increased the likelihood of delivering in health facility.

Better educational attained not only improves the proportion of women receiving skilled
delivery assistance, but also increases the chances of delivering in a health facility. For example,
while 21 per cent of women with no education delivered in a health facility, the corresponding
figure was 39 per cent among those with primary level education. A similar pattern is observed
with household wealth index. About 6 per cent of women from low wealth index households
delivered in a health facility versus 67 per cent among those from high wealth index households. It
is also notable that young women were more likely to deliver their births in a health facility
compared to women in the middle age group (30-39 years) and above.

Table 8.8 (RH.5): Assistance during delivery

Percentage distribution of women aged 15-49 with a birth in two years preceding the survey by type of personnel assisting
at delivery, MICS Moyale district, 2008

Person assisting at delivery Number of
women who
Traditional Community Any skilled Delivered gave birth in
Medical  Nurse/ birth health Relative No personnel in health  preceding
Characteristics  doctor midwife attendant worker /friend Other attendant Total R facility two years
Age
15-19 (4.5) (434 (52.1) (0.0) (0.0) (0.0) (0.0) 100.0 (47.9) (42.5) 41
20-24 2.4 41.7 55.5 0.0 0.0 0.5 0.5 100.0 44.0 31.0 107
25-29 4.3 26.4 66.5 0.0 0.0 2.8 2.8 100.0 30.6 21.8 111
30-34 4.1 31.5 61.8 0.0 1.2 1.4 1.4 100.0 35.5 21.9 85
35-49 6.9 20.9 67.9 0.8 0.0 4.2 3.5 100.0 27.8 18.9 78
Education
None 3.7 27.4 66.3 0.2 0.3 2.1 2.1 100.0 31.1 20.7 336
Primary 5.1 45.7 48.4 0.0 0.0 0.8 0.8 100.0 50.9 39.2 75
Secondary + (%) (*) (*) (*) ™ ™ (*) (*) (*) (*) 12
Wealth index
Low 1.5 17.4 78.3 0.0 0.4 2.4 2.5 100.0 18.9 5.9 237
Medium 6.6 31.7 59.3 0.8 0.0 1.5 1.5 100.0 38.3 26.5 75
High 8.7 63.3 27.5 0.0 0.0 0.6 0.6 100.0 71.9 67.3 111
Total 4.3 31.9 61.6 0.1 0.2 1.9 1.8 100.0 36.2 25.6 423

Skilled health personnel include doctors, nurses, midwives, and auxiliary midwives.
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases
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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 initial three to
four years of life, with the quality of home care being the major determinant of the child’s
development during this period. In this context, adult activities with children, presence of books in
the home for the child and the conditions of care are important indicators of 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
Moyale district MICS survey. This 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, naming, counting, or drawing things.

In the Moyale study, close to two out of five children aged under-five (37 per cent), a
household member engaged in at least four activities that promote learning and school readiness
(Table 9.1 (CD.1)). Engagement in at least four activities that promote learning and school
readiness among children was somewhat comparable for both males (39 per cent) and females (36
per cent), but increased with increasing levels of household wealth index, mother’s education, and
to a certain extent by father’s educational attainment.

The average number of activities that adults engaged with children was about three, and
this average was comparable by gender of child, education of the mother/father, household wealth
index but not for child’s age. Besides household member’s involvement, the MICS survey sought
to examine the separate involvement of fathers in children’s activities. On average fathers
involvement with children in activities that promote learning and school readiness was about 21 per
cent. Father’s level of involvement increased with increasing levels of mother’s education, father’s
education, and household wealth index. On average, father’s involvement was limited to far less
than one activity (mean of 0.3), meaning that much of the interaction with children from household
members was from other household members. This is also well supported by the finding that on
average, 14 per cent of children lived in a household without their natural father.
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Table 9.1 (CD.1): Family support for learning

Percentages of children aged 0-59 months for whom household members are engaged in activities that
promote learning and school readiness, MICS Moyale district, 2008

Percentages of children aged 0-59 months

For whom Mean For whom the
household members number of father engaged Mean Living in a Number
engaged in four or activities in one or more number of household of
more activities that household activities that activities the without children
promote learning members promote learning father their aged
and school engage in and school engaged in natural 0-59
Characteristics readiness* with the child readiness** with the child father months
Sex
Male 38.7 3.0 21.4 0.3 15.7 587
Female 35.9 2.9 19.4 0.3 12.5 532
Age
0-23 months 9.9 1.6 7.6 0.1 10.4 447
24-59 months 55.6 3.8 29.0 0.4 16.7 672
Mother's education
None 36.1 2.9 18.8 0.3 14.5 906
Primary 40.6 3.1 27.5 0.4 12.3 173
Secondary + (51.8) 3.3) (28.5) (0.6) (16.2) 40
Father's education
None 33.0 2.7 21.1 0.3 Na 667
Primary 43.4 3.2 20.0 0.3 Na 196
Secondary + 42.4 3.0 29.3 0.4 Na 97
Father not in HH 45.4 3.4 12.7 0.1 100.0 159
Wealth index
Low 33.7 2.8 16.8 0.2 14.3 615
Medium 35.6 2.9 19.6 0.3 12.4 193
High 45.8 3.2 28.2 0.4 15.0 311
Total 37.4 29 20.5 0.3 14.2 1119
* Any adult has engaged in 4 or more activities to promote learning and school readiness in the past 3 days.
** Father has provided one or more activities to promote learning and school readiness.
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases
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Education 1 0

10.1 Pre-School Attendance and School Readiness

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

In Moyale district, 23 per cent of children aged between 36-59 months are attending pre-
school (Table 10.1 (ED.1). The survey also reveals that slightly more female children (25 per cent)
are attending early childhood education compared to male children (21 per cent). The proportion of
children attending pre-school at ages 48-59 months (33per cent) is nearly triple the proportion
attending at ages 36-47 months (13 per cent), indicating that children in Moyale are more likely to
attend early childhood education after they reach four years of age. The findings additionally show
that early childhood education attendance does not vary much by household wealth index, but
appears to be higher among children with mothers educated to primary or higher levels.

Table 10.1 (ED.1): Early childhood education

Percentages of children aged 36-59 months who are attending some form of organized early childhood
education programme and percentages of first graders who attended pre-school, MICS Moyale district, 2008

Percentages of children aged Percentages of children Number of
36-59 months currently Number of attending first grade who children
attending early childhood children aged attended preschool program attending first
Characteristics education 36-59 months in previous year grade
Sex
Male 20.6 219 (80.6) 31
Female 25.2 213 (79.1) 29
Age of child
36-47 months 12.9 220 0.0 0
48-59 months 33.2 212 0.0 0
6 years* 0.0 0 (79.9) 60
Mother's education
None 21.5 355 @) 51
Primary 28.6 65 @) 8
Secondary + 25.6 12 *) 1
Wealth index
Low 24.5 249 (86.2) 36
Medium 21.9 64 @) 13
High 20.0 119 @) 11
Total 229 432 79.9 60

* Primary school entry age should be defined at the country level (usually based on UNESCQO's ISCED1 classification).
Here, it is assumed that primary education starts at age 6.

(*) Based on 0-25 un-weighted figures and has been suppressed.

() Based on 25-50 un-weighted figures.

Table 10.1 (ED. 1) also shows the proportion of children in standard one of primary school
who attended pre-school the previous year. This is an important indicator of primary school
readiness among the standard one cohort. Overall, 80 per cent of children who are currently
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attending the first grade of primary school were attending pre-school the previous year. This
proportion of children is very comparable by child gender (males 81 per cent versus 79 per cent for
female children).

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 objectives of the Millennium Development Goals and
A World Fit for Children. Education is a vital prerequisite 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 indicators for primary and secondary school attendance include:

e Net intake rate in primary education

e Net primary school attendance rate

e Net secondary school attendance rate

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

e 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 Moyale district, only one
in three (34 per cent) are attending standard one of primary school. This proportion is marginally
higher among female children (35 per cent) compared to male children (33 per cent). The
proportion of children of primary school entry age currently attending grade one increases
with improvements in mother’s education, partially by increasing levels of household
wealth index.

Table 10.2 (ED.2): Primary school entry
Percentages of children of primary school entry age (six years old) attending standard one, MICS Moyale
district, 2008
Percentages of children of primary school Number of children of
Characteristics entry age currently attending grade 1 primary school entry age
Sex
Male 33.2 131
Female 34.5 118
Mother's education
None 33.5 218
Primary 39.5 26
Secondary + @) 5
Wealth index
Low 31.3 152
Medium (39.2) 45
High 36.7 52
Total 33.9 249
(*) Based on 0-25 un-weighted figures and has been suppressed.
() Based on 25-50 un-weighted figures.
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Table 10.3 (ED.3) provides the percentages of children of primary school age attending
primary or secondary school. Seventy four per cent of children of primary school age in Moyale
district are attending school. The net attendance ratio for males at 75 per cent and for females at 72
per cent appear comparable. As expected, children of primary school age (6 — 13 years) who have
mothers that are more educated are more likely to be attending primary or secondary school

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),
MICS Moyale district, 2008

Net attendance ratio* Number of children
Characteristics Male Female Total Male Female Total
Age
6 37.3 39.5 38.3 131 118 249
7 56.5 72.4 65.0 90 104 195
8 78.7 73.4 76.3 151 125 276
9 86.1 78.5 82.1 74 82 156
10 90.3 82.2 86.6 134 116 249
11 90.9 83.2 87.2 65 60 125
12 87.3 78.4 83.4 136 106 241
13 82.0 78.8 80.5 105 92 198
Mother’s education
None 73.8 70.3 72.1 764 694 1458
Primary 84.3 83.6 83.9 102 95 196
Secondary + (86.9) (82.7) (85.1) 20 15 35
Wealth index
Low 69.6 61.7 65.8 492 454 946
Medium 83.3 86.8 85.0 166 156 321
High 81.9 84.6 83.1 228 194 422
Total 75.3 72.1 73.8 886 804 1690

* The primary school net attendance ratio (NAR) is the percentage 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.

() Based on 25-50 un-weighted figures.

The secondary school net attendance ratio is presented in Table 10.4 (ED.4). Only 12 per
cent of the children of secondary school age (14 - 17 years) are attending secondary school. The
remaining 88 per cent are either out of school or attending primary school. Unlike for the early
childhood education and primary school attendance, gender differentials in secondary school
attendance appear to be in favour of males (14 per cent) versus only nine per cent for females. As
expected, the better the socio-economic status of the household, the higher the proportion of
secondary school age children attending school.
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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), MICS Moyale district, 2008

Net attendance ratio Number of children
Characteristics Male Female Total Male Female Total
Age
14 2.1 2.5 2.4 77 140 218
15 11.5 14.3 12.6 120 71 191
16 16.3 13.5 15.3 89 54 143
17 25.8 19.0 23.5 73 37 110
Mother’s education
None 13.9 7.0 10.8 279 230 509
Primary 15.0 35.4 25.4 24 25 49
Secondary + 0.0 0.0 0.0 5 7 11
Mother not in HH 12.4 7.4 10.2 52 40 92
Wealth index
Low 9.8 4.6 7.6 213 157 370
Medium 12.8 12.5 12.6 60 73 132
High 23.5 16.2 20.2 87 72 159
Total 13.6 9.3 11.6 359 302 661
* The secondary school net attendance ratio (NAR) is the percentage 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.

The primary school net attendance ratio of children of secondary school age is presented in
Table 10.5 (ED.4W). Forty four per cent of children of secondary school age are attending primary
school when they should be attending secondary school. Since only 12 per cent of them were
attending secondary school (Table 10.3), it is clear that the remaining 44 per cent are not attending
school at all. As expected, children aged 14 and 15 years are more likely to be still in primary
school while they should be in secondary schools compared to their older colleagues. Data on
differentials by household wealth index show that this problem is more common among low wealth
index households (44 per cent) versus 41 and 39 per cent among high and medium wealth index
households.
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Table 10.5 (ED.4w): Secondary school age children attending primary school
Percentages of children of secondary school age (14 — 17 years) attending primary school, MICS
Moyale district, Eastern Province, Kenya 2008

Percentage attending primary

school Number of children

Characteristics Male Female Total Male Female Total
Age
14 49.8 40.7 44.0 77 140 218
15 27.0 17.9 23.6 120 71 191
16 13.9 17.1 15.1 89 54 143
17 11.9 (4.8) 9.5 73 37 110
Mother’s education
None 26.5 29.9 28.2 279 230 509
Primary (©) (13.3) 47.9 24 25 49
Secondary + *) (©) 45.3 5 7 11
Mother not in HH 21.5 (19.1) 20.4 52 40 92
Wealth index
Low 28.3 29.3 43.5 213 157 370
Medium 24.1 21.2 38.9 60 73 132
High 20.0 26.7 40.8 87 72 159
Total 25.6 26.7 43.5 359 302 661
* 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.
(*) Based on 0-25 un-weighted figures and has been suppressed.
() Based on 25-50 un-weighted figures.

The ratio of girls to boys attending primary and secondary education is provided in Table
10.6 (ED.7). These ratios are better known as the Gender Parity Index (GPI). Notice that the ratios
included here are obtained from net attendance ratios rather than gross attendance ratios.® The latter
ratio provides an erroneous description of the GPI mainly because in most cases, the majority of
over-aged children attending primary education tend to be boys. The table shows that gender parity
for primary school is 0.96, meaning there are 96 girls for every 100 boys, reflecting a negligible
bias in primary school attendance. The gender parity is also consistent by levels of mother’s
education and generally comparable by increasing levels of the household wealth index. However,
the Gender Parity Index drops to 0.68 for secondary education, reflecting a wider disparity between
boys and girls in accessing secondary school. The Gender Parity Index for secondary education is
lowest among those from low wealth index households (0.47) and surprisingly higher among those
from medium wealth index households (0.97).

® “Net’ attendance refers only to those children of the secondary school age cohort, while ‘gross’ refers to all children in school

regardless of their ages.
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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,
MICS Moyale district, Eastern Province, 2008

Primary school net Gender parity Secondary school net Gender parity
attendance ratio (NAR) index (GPI) for attendance ratio (NAR) index (GPI)
primary school for secondary

Characteristics Girls Boys NAR* Girls Boys school NAR*
Sex
Male NA 75.3 NA NA 13.6 NA
Female 72.2 NA NA 9.3 NA NA
Mother's education
None 70.4 73.8 0.95 7.0 13.9 0.51
Primary 83.6 84.3 0.99 35.4 15.0 2.36
Secondary + 82.7 86.9 0.95 0.0 0.0 0.0
Wealth index
Low 61.9 69.6 0.89 4.6 9.8 0.47
Medium 86.8 83.3 1.04 12.5 12.8 0.97
High 84.6 81.9 1.03 16.2 23.5 0.69
Total 72.2 75.3 0.96 9.3 13.6 0.68

* 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

One of the World Fit for Children goals is to ensure adult literacy. Adult literacy is also an
MDG indicator, relating to both men and women. In MICS, since only a women’s questionnaire
was administered, the results are based only on females aged 15-24 years. Literacy was assessed on
the ability of women to read a short simple statement or on school attendance. The percentage of
females aged 15-24 year who are literacy is presented in Table 10.7 (ED.8).

Overall, only 28 per cent of women aged between 15-24 years are literate in Moyale
district. Literacy varies considerably between age and socio-economic characteristics of the
household. The proportion of women who are literate is higher among the younger age group 15-19
years (34 per cent) in contrast to the 20-24 years old age group (23 per cent). As expected, the level
of literacy increases with increasing levels of the household wealth index.
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Table 10.7 (ED.8): Adult literacy

Percentages of women aged 15-24 years that are literate*,MICS Moyale District, Eastern Province, Kenya
2008

Percentages not Number of women aged
Characteristics Percentages literate* known** 15-24 years
Education
None 2.6 0.0 233
Primary 51.8 0.9 136
Secondary + (100.0) @) 39
Age
15-19 33.7 0.3 204
20-24 23.0 0.3 204
Wealth index
Low 18.0 0.0 220
Medium 36.5 0.0 73
High 42.9 1.1 114
Total 28.3 0.3 408

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

** The percentages not known include those for whom no sentence in the required language was available or for whom
no response was reported. If the percentage 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.

(*) Based on 0-25 un-weighted figures and has been suppressed.

() Based on 25-50 un-weighted figures.
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Child Protection 1 1

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. The World Fit for
Children has the objective of developing systems to ensure the registration of every child at or
shortly after birth, to 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 percentages of children
below five years of age whose birth is registered.

Only 34 per cent of children below five years in Moyale district have had their births
registered (Table 11.1 (CP.1)). There are no significant variations in birth registration by sex of the
child. However, the proportion of registered births increases with improving levels of the mother’s
education as well as by increasing levels of the household wealth index. For example, only 32 per
cent of births from mothers with no education are registered compared to 40 per cent and 57 per
cent for mothers with primary education and secondary education or higher respectively. Similarly
28 per cent of births to mothers from low wealth index households are registered compared to 40
per cent and 42 per cent of births to mothers from medium and high wealth index households.

Asked to identify reasons for not registering their children’s births, 32 per cent of the
respondents highlighted the distance to the registration centre, while 28 per cent declared ignorance
of the need for registration. The proportion of women sighting the above two reasons for not
registering the births declined with increasing levels of the household wealth index.
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Table 11.1 (CP.1): Birth registration

Percentage distribution of children aged 0-59 months by whether birth is registered and reasons for non-registration,

MICS Moyale district, 2008

Birth is not registered because:

Late, Number of
Number did children
of Didn't not Doesn't aged 0-59
children Must know want know months
aged Costs travel child to where without
Birth is 0-59 too too should be  pay to Don't birth
Characteristics Registered months  much far registered  fine  register Other know  Total registration
Sex
Male 34.7 587 6.7 30.5 29.1 1.6 5.2 23.5 3.3 100.0 283
Female 33.3 532 7.2 33.6 26.5 0.4 6.4 20.6 4.1 100.0 266
Age
0-11 months 29.1 208 3.7 27.2 18.5 0.5 5.3 40.8 3.0 100.0 134
12-23 months 30.4 233 8.3 33.7 24.7 0.9 8.4 18.1 3.9 100.0 128
24-35 months 38.7 234 7.7 26.9 36.3 1.3 7.2 16.6 4.0 100.0 100
36-47 months 36.2 224 11.4 40.1 30.1 1.1 4.0 11.4 1.8 100.0 96
48-59 months 35.5 221 1.5 33.8 34.0 1.6 5.5 17.8 5.8 100.0 92
Mother’s education
None 32.0 906 7.4 31.6 26.9 1.2 6.7 22.1 4.0 100.0 470
Primary 39.7 173 3.1 37.2 34.2 0.0 5.2 18.6 1.6 100.0 74
Secondary + (56.7) (40) (14.5) (0.0) (18.7) (0.0) (0.0) (66.8) 0.0 100.0 6
Wealth index
Low 28.0 615 6.1 36.8 29.5 1.4 7.3 14.9 4.0 100.0 363
Medium 40.0 193 14.7 23.9 26.5 0.0 4.7 26.4 3.8 100.0 92
High 42.3 311 2.5 21.6 22.8 0.7 4.7 45.5 2.2 100.0 95
Total 34.1 1,119 6.9 32.1 27.8 1.0 6.4 22.1 3.7 100.0 550

(*): Not shown, based on less than 25 un-weighted cases.
( ): Not shown, based on 25-50 un-weighted cases

11.2 Child Labour

Article 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..." The 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, children 5-14 years of age involved in labour activities. A child is considered to be involved
in child labour activities at the moment of the survey if during the week preceding the survey the
child performed:

Ages 5-11: at least one hour of economic work or 28 hours of domestic work per week
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 estimate provided here is 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 explained above. Table
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11.2 (CP.2) presents the results of child labour by type of work done. Percentages do not add up to
one hundred as some children may be involved in more than one type of work.

Looking at all types of work of children aged between 5-14 years in Moyale district; the
prevalence of child labour is quite low and more prevalent among female children.

Table 11.2 (CP.2): Child labour
Percentages of children aged 5-14 years who are involved in child labour activities by type of work, MICS
Moyale district, 2008
Working outside
household Household Number of
chores for ~ Working for Total children
Unpaid 28+ hours/ family child aged 5-14
Characteristics Paid work work week business labour* years
Sex
Male 0.0 0.9 1.0 1.5 2.8 1,097
Female 0.3 0.6 2.0 1.8 4.0 1,083
Age
5-11 years 0.0 1.1 1.2 1.9 3.4 1,523
12-14 years 0.5 0.0 2.3 1.1 3.4 657
School participation
Yes 0.0 0.6 0.5 1.4 2.3 1,705
No 0.6 1.2 5.0 2.8 7.4 475
Mother’s education
None 0.2 0.7 1.6 1.8 3.6 1,873
Primary 0.0 0.9 0.5 1.0 2.1 260
Secondary + (0.0) (0.0) (4.8) (0.0) (4.8) 47
Wealth index
Low 0.1 0.6 2.4 2.4 4.4 1,210
Medium 0.0 1.3 0.7 1.2 3.2 424
High 0.3 0.7 0.1 0.4 1.3 546
Total 0.1 0.7 15 1.7 3.4 2,180
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
percentages 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.
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

Table 11.3 (CP.3) presents the percentage of children classified as either student labourers
or labourer students. Student labourers are the children attending school that were involved in child
labour activities at the time of the surveys. Among the 78 per cent of the children aged 5-14 years
attending school, a negligible per cent are also involved in child labour activities. On the other
hand, 53 per cent of the children classified as child labourers, are attending school. The rate of male
child labourers also attending school is greater at 63 per cent than that of their female counterparts
(46 per cent).
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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 the Moyale district MICS survey, mothers/caretakers of children aged
2-14 years were asked a series of questions on the ways parents discipline their children when they
misbehave. Note that for the child discipline module, one child aged between 2-14 years per
household was selected randomly during fieldwork. Out of these questions, the two indicators used
to describe aspects of child discipline are: 1) the share of children between 2-14 years that
experience psychological aggression as punishment, or minor physical punishment, or severe
physical punishment; and 2) the share of parents/caretakers of children between 2-14 years of age
that believe that in order to raise their children properly, they need to physically punish them.

Table 11.4 (CP.4) indicates that 76 per cent of children aged between 2-14 years were
subjected to at least one form of psychological or physical punishment by their mothers/caretakers
or other household members. Two in every five children (40 per cent) were subjected to
psychological punishment and 13 per cent of children were subjected to severe physical
punishment. About 42 per cent of mothers/caretakers believe that children should be physically
punished, which probably translated to the high proportion of physical punishment (68 per cent for
minor physical and 13 per cent for severe physical). Mother’s belief in any psychological or
physical punishments was lowest among those educated up to secondary level or higher and for
those from high wealth index households.

Table 11.4 (CP.4): Child discipline
Percentages of children aged 2-14 years according to method of disciplining the child, Moyale district, 2008

Percentages of children 2-14 years of age who experience: Mother/ Number
caretaker of
Type of punishment believes that children
Only non- Any No the child needs aged
violent Psycho- Minor Severe psychological discipline or to be physically 2-14
Characteristics discipline  logical  physical physical or physical punishment Missing punished years**
Sex
Male 23.4 36.9 66.6 14.8 73.7 2.9 0.0 43.0 1340
Female 19.5 42.9 68.4 12.1 77.4 3.0 0.1 42.3 1390
Age
2-4 years 26.0 29.5 58.4 9.1 65.2 8.6 0.3 36.0 582
5-9 years 17.4 45.1 71.9 13.9 80.8 1.8 0.0 52.0 1126
10-14 years 23.3 40.2 68.0 15.3 75.7 1.0 0.0 36.2 1022
Mother’s education
None 20.9 40.1 67.6 13.8 75.9 3.1 0.1 42.2 2314
Primary 23.8 41.0 66.8 11.3 74.2 2.0 0.0 48.6 355
Secondary + 28.1 26.7 69.9 10.7 69.9 2.0 0.0 25.8 61
Wealth index
Low 20.7 34.9 68.0 11.9 75.1 4.2 0.0 44.3 1507
Medium 27.6 45.7 63.9 14.5 70.8 1.2 0.3 46.7 517
High 18.4 46.4 69.2 15.9 80.0 1.6 0.0 36.2 707
Total 21.4 39.9 67.5 13.4 75.6 2.9 0.1 42.6 2730

** 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.
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11.4 Early Marriage

Marriage before the age of 18 is a reality for many young girls. According to UNICEF's
worldwide estimates, over 60 million women aged between 20-24 years were 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 the marriage of their daughters while they are
still children in hope that the marriage will benefit them both financially and socially, while also
relieving the financial burdens of the family. In actual fact, 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. Required to perform heavy
amounts of domestic work, often under pressure to demonstrate fertility, and responsible for raising
children while still young. Married girls and child mothers face constrained decision-making and
reduced life choices. Boys are also affected by child marriage but the issue impacts girls in far
larger numbers and with more consequences than for boys. Cohabitation - where a couple lives
together as if married - raises the same human rights concerns as marriage. Where 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. 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 married at younger ages were more likely to believe that it is sometimes acceptable for a
husband to beat his wife and were 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 years, particularly among the youngest
of this cohort. 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. Parents seek to marry off their
girls to protect their honour, and men often seek younger women as wives as a means to avoid
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choosing a wife who might already be infected. The demand for this young wife to reproduce and
the power imbalance resulting from the age differential leads to very low condom use among such
couples.

Table 11.5 (CP.5) presents the percentages of women aged between 15-49 years married
before 15 years of age, percentages of women age 20-49 years married before age 18years, and the
percentages of women aged 15-19 years married or in union. The table shows that in Moyale
district, 16 per cent of women aged between 15-49 years currently in marriage or union were
married before age 15, while 57 per cent of women aged between 20-49 married before age 18. The
highest proportion of women who married before ages 15 and 18 years were in the 35-39 years age
group. Among those adolescent girls aged between 15-19 years, 30 per cent are currently married
or in union, this means nearly one in three women aged between 15-19 years old in Moyale are
living with a partner.

Lower levels of education are highly positively associated with getting married at a
younger age. Among married or in union women aged between 15-49 years, 19 per cent of those
with no education married before age 15 years and 61 per cent of those with no education in the age
bracket 20-49 years married before the age of 18 years. This contrasts sharply with the situation for
women with secondary or higher education. The influence of wealth status of the house hold on
early marriage is not very clear although a bias towards early marriage for women in lower wealth
status households is observed.

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

married before aged 15-49 before age aged 20-49 married/in women aged
Characteristics age 15* years 18* years union** 15-19 years
Age
15-19 9.9 204 NA NA 30.1 204
20-24 17.2 204 51.0 204 NA NA
25-29 13.3 191 54.1 191 NA NA
30-34 19.5 158 64.3 158 NA NA
35-39 24.8 111 66.5 111 NA NA
40-45 16.8 103 50.4 103 NA NA
45-49 (7.3) 60 (54.4) 60 NA NA
Education
None 18.5 747 61.0 650 49.2 98
Primary 9.9 220 50.8 128 144 92
Secondary + 1.2 64 (12.0) 49 0.0 14
Wealth index
Low 17.0 550 62.2 435 31.5 115
Medium 17.2 185 57.0 147 22.9 39
High 11.8 296 46.3 246 32.4 49
Total 15.6 1031 56.5 827 30.1 204
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases
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Spousal age difference is an indicator calculated as the percentages of married/in union
women with a difference of 10 or more years younger than their current spouse. Table 11.6 (CP.6)
presents the results of the age difference between husbands and wives. The results show that about
two in five women aged 15-19 years (42 per cent) are currently married to a man who is older by
ten years or more, and an almost equal proportion of women in this age group (41 per cent) are
married to spouses who are 5-9 years older. A similar trend is observed for women in aged 20 -24
years, with 44 per cent and 39 per cent having spouses who are 10+ and 5-9 years older,
respectively. Overall, 43 per cent of the women aged 15-24 have a spouse who is at least 10 older
than them, while 39 per cent have a spouse who is 5-9 years older.

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, MICS Moyale district, 2008
Percentages of currently married/in union women whose
husband or partner is: Number of
women
0-4 5-9 10+ Husband’ s currently
years years years age married/ in
Characteristics Younger older older older* unknown Total union
Age
15-19 0.0 15.7 40.8 41.7 1.9 100.0 61
20-24 0.0 15.8 38.8 43.5 1.9 100.0 153
Total 0.0 15.8 39.4 43.0 1.9 100.0 214

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 to 14 years; it is also done to infants, women who are about to be 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 anaesthesia, 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. Tables 11.7 (CP.7) and 11.8 (CP.7)
present the prevalence of FGM/C among women and the type and extent of the procedure as well as
the woman’s attitudes towards FGM/C.

Table 11.7 shows that in Moyale district, all women age 15-49 years have heard about
FGM/C and nearly all of them (98 per cent) reported that they had undergone some form of
FGM/C. The proportion of women who have had any form of FGM/C declines with increasing
levels of the woman’s education attainment as well as by levels of household wealth index. For
example, 99 per cent of women aged 15-49 years with no education have had FGM/C compared
with 92 per cent among those who are educated up to secondary or higher levels.
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Among women who had the FGM/C, 87 per cent had flesh removed and about eight per
cent had an extreme form of FGM/C, i.e., both the removal of flesh from the genital area and
sewing done to close the genital area.

Table 11.7 (CP.7): Female genital mutilation/cutting(FGM/C)

Percentages 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 percentages who have had the extreme form of
FGM/C (infibulations), MICS Moyale district, Eastern Province, Kenya 2008

Number Percentages of women with FGM/C who: Number
of Had an of

Heard Had any = women Were Form of extreme women

about form of aged 15- Had flesh Were sewn FGM/C not form of with
Characteristics FGM/C FGM/C* 49vyears removed nicked closed determined Total FGM/C** FGM/C
Age
15-19 100.0 96.5 204 90.3 0.0 7.1 2.7 100.0 7.1 196
20-24 100.0 95.3 204 83.5 4.5 10.2 1.8 100.0 9.3 195
25-29 100.0 97.2 191 87.7 5.3 5.8 1.3 100.0 5.8 186
30-34 100.0 99.1 158 88.9 3.3 5.6 2.2 100.0 5.6 156
35-39 100.0 99.5 111 79.2 1.9 14.5 4.5 100.0 14.5 111
40-44 100.0 98.6 103 90.9 0.0 8.0 1.1 100.0 8.0 101
45-49 100.0 100.0 60 92.5 2.0 4.1 1.3 100.0 4.1 60
Education
None 100.0 98.5 747 85.4 3.1 9.0 2.5 100.0 8.9 736
Primary 100.0 95.7 220 92.1 1.9 5.0 0.9 100.0 4.5 211
Secondary + 100.0 91.9 64 93.0 0.0 5.1 1.9 100.0 5.1 59
Wealth index
Low 100.0 99.1 550 85.0 3.2 9.2 2.7 100.0 9.2 545
Medium 100.0 97.2 185 88.9 2.0 6.7 2.5 100.0 6.1 180
High 100.0 94.8 296 90.7 2.1 6.3 0.8 100.0 6.1 280
Total 100.0 97.5 1,031 87.3 2.7 7.9 2.1 100.0 7.8 1,005

* 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.

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

All those who have heard about FGM/C were asked about their attitude towards whether
the practice should be continued or not, and the results are presented in Table 11.8 (CP.7). Nearly
three in every five (59 per cent) women aged 15-49 years who have heard about FGM/C in Moyale
district reported that the practice should be continued. There is a notable difference in approval of
continuation of the practice between those women who have gone through the FGM/C experience
(60 per cent) and those who have not (22 per cent). The proportion of women who believe that the
practice should continue increases with increasing age of women, with the proportion among the
15-19 year olds approving being 48 per cent compared to 66 per cent among those in the 45-49 age
group. About 68 per cent of women with no education who have heard about FGM/C want the
practice to be continued versus 24 per cent among those who have attained secondary or higher
education. This clearly indicates that educating women is an important factor in curbing the
practice. Further, approval of FGM/C reduced with increasing levels of the household wealth index.
For example, 67 per cent of women from low wealth index households want FGM/C continued
versus 43 per cent among those from high wealth index households.
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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, MICS Moyale district, 2008

Percentage distribution of women age 15-49 years who Number of
believe the practice of FGM/C should: women aged
Depends 15-49 years who
on have heard of
Characteristics Continue Be discontinued situation Don't know Total FGM/C
Age
15-19 47.8 49.2 1.4 1.6 100.0 204
20-24 57.1 40.3 2.6 0.0 100.0 203
25-29 60.1 37.8 2.1 0.0 100.0 191
30-34 61.1 36.7 2.2 0.0 100.0 158
35-39 68.4 30.5 1.0 0.0 100.0 111
40-44 62.9 36.5 0.6 0.0 100.0 103
45-49 65.5 33.2 1.3 0.0 100.0 60
Mother’s education
None 68.3 30.1 1.4 0.3 100.0 746
Primary 36.7 60.7 2.1 0.5 100.0 219
Secondary + 23.6 71.2 5.1 0.0 100.0 64
Mother’'s FGM/C experience
No (21.7) (78.3) (0.0) (0.0) (100.0) 25
Yes 59.7 38.2 1.8 0.3 100.0 1,005
Wealth index
Low 67.1 31.7 0.9 0.4 100.0 549
Medium 59.5 38.5 2.0 0.0 100.0 185
High 42.8 53.6 3.2 0.3 100.0 295
Total 58.8 39.2 1.8 0.3 100.0 1,029

(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

Table 11.9 (CP.9) presents the prevalence and extent of FGM/C performed on daughters of
the respondents. All women aged between 15-49 years with at least one daughter were asked
whether their daughters had undergone FGM/C or not. Nearly two in every five (38 per cent)
reported that their daughter(s) had undergone the practice. Similar to the FGM/C practice findings
among women age 15-49 years, the proportion of daughters undergoing FGM/C was also found
decline with increasing levels of mother’s education.
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Table 11.9 (CP.8): Female genital mutilation/cutting (FGM/C) among daughters

Percentages of women with at least one living daughter who has had female genital mutilation/cutting (FGM/C),
and the percentages by type of FGM/C of the daughters, MICS Moyale district,2008

Percentages 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 Were Form of extreme daughter
form of least one Had flesh Were sewn FGM/C not form of who had
Characteristics FGM/C* daughter removed nicked closed determined Total FGM/C FGM/C
Age of woman
15-24 2.6 125 (*) (*) (*) (*) (*) (*) 3
25-34 23.5 291 79.5 9.7 8.1 2.7 100.0 7.1 69
35-49 70.4 259 89.1 3.2 4.9 2.8 100.0 4.9 183
Education
None 40.0 560 85.4 5.3 6.3 3.1 100.0 6.0 224
Primary 26.5 99 93.0 3.0 3.9 0.0 100.0 3.9 26
Secondary + (*) 17 (*) (*) (*) ™ ™ (*) 4
Mother's FGM/C experience
Had any 38.0 664 87.1 4.4 6.0 2.5 100.0 5.7 252
FGM/C
No FGM/C 17.4 12 0.0 73.5 0.0 26.5 100.0 0.0 2
Wealth index
Low 33.0 382 81.4 5.2 9.4 4.1 100.0 8.8 126
Medium 56.0 116 92.9 5.3 1.8 0.0 100.0 1.8 65
High 35.7 178 89.8 4.1 3.4 2.7 100.0 3.4 63
Total 37.6 676 86.4 4.9 5.9 2.7 100.0 5.7 254

(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

11.6 Domestic Violence

A number of questions were addressed to women aged between 15-49 years to assess their
attitudes towards whether husbands are justified to hit or beat their wives/partners for a variety of
scenarios. These questions were asked to 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 that agree with the statements indicating that husbands/partners are
justified to beat their wives/partners under the situations described in reality tend to be abused by
their own husbands/partners. The responses to these questions are summarized in Table 11.10
(CP.10).

The results show that 81 per cent of women in Moyale believe that a husband is justified to
beat his wife for any one of a number of reasons. Neglecting children was the most sighted reason
for this justification (73 per cent), followed by going out without seeking permission from him,
arguing with the husband, refusing to have sex with the husband, and lastly burning the food.
Young women (15-19 year) were less likely to approve of any beating (60 per cent).

The proportion of women who believe a husband is justified in beating his wife/partner for
any reason was higher among currently married women (89 per cent) versus formerly married (74
per cent) or never married (49 per cent). Similarly the proportion of women who believe a husband
is justified in beating his wife/partner for any reason declined with increasing levels of the woman’s
educational attainment as well as by improving levels of the household wealth index.
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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, MICS Moyale district,2008
Percentage of women aged 15-49 years who believe a husband is justified
in beating his wife/partner: Number
of
When she  When she When When she women
goes out neglects she refuses When she For any of aged
without the argues sex with  burns the these 15-49
Characteristics telling him children with him him food reasons* years
Age
15-19 46.1 52.6 44.3 34.1 21.9 59.5 204
20-24 70.2 74.5 63.7 67.0 35.1 82.5 204
25-29 76.5 81.4 72.6 70.3 33.0 87.4 191
30-34 79.3 78.8 73.6 72.3 28.9 89.6 158
35-39 73.2 74.0 74.9 67.9 37.2 85.9 111
40-44 78.5 81.1 76.1 72.2 39.9 86.7 103
45-49 68.6 77.3 69.0 65.0 33.3 78.7 60
Marital/Union status
Currently married/ 78.4 82.5 75.2 72.7 36.3 89.1 770
in union
Formerly married/ 62.4 58.5 55.5 60.8 27.9 73.7 62
in union
Never married/ 34.9 40.1 32.4 23.0 15.1 49.1 198
in union
Education
None 76.1 78.8 72.7 69.6 36.2 85.7 747
Primary 51.7 58.2 49.3 47.7 20.1 69.2 220
Secondary + 45.9 54.5 41.6 29.8 19.8 58.6 64
Wealth index
Low 75.1 76.5 75.0 69.7 35.3 84.4 550
Medium 70.4 73.5 61.1 60.8 28.8 81.3 185
High 56.9 65.9 51.6 50.0 26.9 72.7 296
Total 69.0 72.9 65.8 62.4 31.8 80.5 1,031
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HIV/AIDS, Sexual Behavior,
and Orphaned and Vulnerable Children 1 2

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. 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 behaviour
to prevent further spread of the disease. The HIV module was administered to women 15-49 years
of age.

One indicator which is both an MDG and UNGASS indicator is the percentage of young
women who have comprehensive and correct knowledge of HIV prevention and transmission.
Women were asked whether they knew of the three main ways of preventing HIV transmission i.e.,
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 Moyale district, most of the interviewed women (94 per cent) have heard of HIV/AIDS.
However, only 47 per cent of the women know of all three main ways of preventing HIV
transmission. Sixty six per cent of women know of using a condom every time, 62 per cent know
of having one faithful uninfected sex partner, and 46 per cent know of abstaining from sex as main
ways of preventing HIV transmission. Surprisingly, one in every four women (25 per cent) said
they do not know any way of preventing transmission of HIV. The relationship between woman’s
age category and the diverse modes of HIV prevention varied: for example, the highest rate of
knowledge of all three ways was 50 per cent for the 30-34 age group, whereas, as expected, the
level of knowledge about preventing transmission of HIV increases with both education and level
of household wealth index.
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Table 12.1 (HA.1): Knowledge of preventing HIV transmission
Percentages of women aged 15-49 years who correctly identify means of HIV transmission from mother to
child, MICS Moyale district, Eastern Province, Kenya 2008
Per cent who know HIV can be transmitted:
Know HIV
can be
transmitted Through Did not
from mother During At breast All three know any Number of
Characteristics to child pregnancy delivery milk ways specific way women
Age
15-19 81.9 49.1 65.8 79.6 45.8 10.7 204
20-24 85.0 51.3 70.7 80.7 48.4 6.4 204
25-29 89.0 52.8 70.7 84.1 46.0 7.0 191
30-34 85.2 56.9 67.1 82.9 50.1 10.4 158
35-39 81.2 45.2 61.1 77.2 41.8 12.8 111
40-44 90.3 53.6 66.9 87.9 47.5 4.6 103
45-49 90.4 48.9 72.5 90.4 43.0 8.6 60
Education
None 82.4 50.2 63.1 78.6 44.5 10.0 747
Primary 93.4 54.0 78.0 92.2 50.6 5.6 220
Secondary + 95.5 57.5 88.4 91.8 56.6 2.8 64
Wealth index
Lowest 80.7 46.7 58.5 76.8 41.2 10.1 550
Middle 88.2 51.8 74.2 85.6 45.8 8.6 185
Upper 93.0 60.0 81.4 90.6 57.1 5.8 296
Total 85.6 51.5 67.9 82.3 46.6 8.6 1031

Figure 12.1: Percentage of women who have comprehensive knowledge of
HIV/AIDS transmission, MICS Moyale district, 2008
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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, and by mosquito bites. The
table also provides information on whether women know that HIV cannot be transmitted by sharing
food, and that HIV can be transmitted by sharing needles.

One in every two interviewed women (49 per cent) rejects the two most common
misconceptions (of supernatural and mosquito transmission) and know that a healthy-looking
person can be infected. Looking at the breakdown, 88 per cent of women know that HIV cannot be
transmitted by supernatural means, 85 per cent know that HIV cannot be transmitted by sharing
food and 70 per cent know that HIV cannot be transmitted by mosquito bites. Eighty nine per cent
know that sharing needles can transmit HIV and only 62 per cent of women know that a healthy-
looking person can be infected.

From the table it is evident that a higher proportion of educated women can correctly
identify misconceptions concerning HIV/ compared with their uneducated or primary level
educated counterparts. The wealth status of households was also found to be positively related with
correct identification of misconception on HIV/AIDS. However, there was no clear pattern
mapping changing age categories to awareness of misconceptions.

Table 12.2 (HA.2): Identifying misconceptions about HIV/AIDS
Percentages of women aged 15-49 years who correctly identify misconceptions about HIV/AIDS, MICS
Moyale district, Eastern Province, Kenya 2008
Percentage who know that: Reject two most Percentage who know that:
HIV cannot be common Option 3:
transmitted by: A healthy misconceptions HIV cannot Option 4:
looking and know a be HIV can be
Option 1: Option 2: person healthy-looking transmitted transmitted Number
Supernatural  Mosquito can be person can be by sharing by sharing of
Characteristics means bites infected infected food needles women
Age
15-19 86.9 70.9 60.0 51.5 85.6 87.3 204
20-24 84.4 65.4 60.9 47.8 79.9 88.1 204
25-29 91.2 73.3 60.0 51.4 85.5 90.7 191
30-34 92.5 69.3 65.8 49.9 85.9 89.1 158
35-39 85.6 68.7 70.1 52.4 87.8 91.7 111
40-44 87.1 71.3 61.9 47.9 85.1 87.3 103
45-49 93.8 70.0 48.9 36.8 86.2 97.3 60
Education
None 85.9 65.7 59.7 46.2 81.9 87.8 747
Primary 94.7 78.5 66.4 56.3 91.8 93.0 220
Secondary + 95.0 87.0 68.0 63.5 92.8 97.0 64
Wealth index
Low 84.6 64.0 56.7 42.5 79.3 85.6 550
Medium 91.1 70.1 64.0 49.7 89.9 91.6 185
High 93.5 80.3 69.5 62.0 91.6 95.2 296
Total 88.3 69.8 61.7 49.4 84.7 89.4 1,031
Note: This table is based on all women age 15-49 years
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Table 12.3 (HA.3) summarizes information from Tables 12.1 (HA.1) and 12.2 (HA.2) and
presents the percentages of women who know two ways of preventing HIV transmission and reject
three common misconceptions. Comprehensive knowledge of HIV prevention methods and
transmission is still fairly low in Moyale district. Overall, 29 per cent of women aged between 15-
49 years in Moyale district were found to have comprehensive knowledge about HIV/AIDS. As
expected, the proportion of women with comprehensive knowledge increases with the woman’s
education level. This pattern was less clear by levels of the household wealth index.

Table 12.3 (HA.3): Comprehensive knowledge of HIV/AIDS transmission
Percentages of women aged 15-49 years who have comprehensive knowledge of HIV/AIDS transmission,
MICS Moyale district, 2008
Have comprehensive
Know 2 ways to Correctly identify 3 knowledge (identify 2
prevent HIV misconceptions about prevention methods and 3 Number of
Characteristics transmission HIV transmission misconceptions)* women
Age
15-19 45.6 51.5 35.7 204
20-24 41.1 47.8 28.0 204
15-24 43.4 49.7 31.9 408
25-29 36.1 51.4 26.8 191
30-34 39.5 49.9 26.4 158
35-39 50.4 52.4 35.3 111
40-44 41.6 47.9 28.6 103
45-49 28.0 36.8 19.7 60
Education
None 39.5 46.2 27.2 747
Primary 43.1 56.3 32.4 220
Secondary + 52.5 63.5 45.5 64
Wealth index
Low 39.4 42.5 26.2 550
Medium 29.7 49.7 23.8 185
High 51.4 62.0 39.0 296
Total 41.1 49.4 29.4 1,031

Knowledge of mother-to-child transmission of HIV is also an important first step for
women to seek HIV/AIDS testing when they are pregnant to avoid infecting the baby. Women
should know that HIV/AIDS can be transmitted during pregnancy, delivery, and through
breastfeeding. The level of knowledge among women aged 15-49 years concerning mother-to-child
transmission is presented in Table 12.4 (HA.4). Overall, about 86 per cent of women know that
HIV/AIDS can be transmitted from mother to child. The proportion of women who know all three
ways of mother-to-child transmission is also quite high at 82 per cent, while proportion not
knowing of any specific way is nine per cent. As expected, the proportion of women who know that
HIV/AIDS can be transmitted from mother to child increases with improving levels of woman’s
education attainment. For example, these proportions were 82 per cent for women with no
education, 93 per cent for women with primary education, and 96 per cent for women with
secondary or higher education. Similar, knowledge of mother to child transmission improves with
increasing levels of the household wealth index. .
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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, MICS Moyale district, Eastern Province, Kenya 2008

Know AIDS
can be Percentage who know AIDS can be transmitted: 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 81.9 45.8 49.1 65.8 79.6 10.7 204
20-24 85.0 48.4 51.3 70.7 80.7 6.4 204
25-29 89.0 46.0 52.8 70.7 84.1 7.0 191
30-34 85.2 50.1 56.9 67.1 82.9 10.4 158
35-39 81.2 41.8 45.2 61.1 77.2 12.8 111
40-44 90.3 47.5 53.6 66.9 87.9 4.6 103
45-49 90.4 43.0 48.9 72.5 90.4 8.6 60
Education
None 82.4 44.5 50.2 63.1 78.6 10.0 747
Primary 93.4 50.6 54.0 78.0 92.2 5.6 220
Secondary + 95.5 56.6 57.5 88.4 91.8 2.8 64
Wealth index
Low 80.7 41.2 46.7 58.5 76.8 10.1 550
Medium 88.2 45.8 51.8 74.2 85.6 8.6 185
High 93.0 57.1 60.0 81.4 90.6 5.8 296
Total 85.6 46.6 51.5 67.9 82.3 8.6 1,031

The indicators on attitudes toward people living with HIV/AIDS 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. Table 12.5 (HA.5) presents the attitudes of Moyale
district women towards people living with HIV/AIDS.

Stigma and discrimination are high in Moyale district, with 67 per cent of women aged
between 15-49 years who have heard of HIV/AIDS agreeing with at least one discriminatory
statement. The breakdown shows that 15 per cent of women would not care for a family member
afflicted by HIV/AIDS. Twenty seven per cent would keep the HIV/AIDS condition of a family
member a secret, 39 per cent believe that a teacher should not be allowed to work if he/she has
HIV/AIDS, and nearly one in two women (50 per cent) would not buy food from a person who has
HIV/AIDS. Differentials by background characteristics show that stigmatization decreases with
increasing levels of the woman’s education as well as by increasing levels of the household wealth
index.
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Table 12.5 (HA.5): Attitudes towards people living with HIV/AIDS

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

Percentage of women who:

Would not If a family Believe that  Would not Number
care for a member a teacher buy food of
family had HIV with HIV from a Agree with at Agree with women

member who  would want  should not person least one none of the  who have

was sick with  to keep it a be allowed with discriminator  discriminator  heard of
Characteristics AIDS secret to work HIV/AIDS y statement  y statements AIDS
Age
15-19 14.5 27.9 37.6 50.8 67.5 32.5 188
20-24 11.3 29.9 36.5 47.8 66.0 34.0 187
25-29 15.3 22.5 45.8 50.8 70.8 29.2 183
30-34 17.5 31.1 45.4 50.7 68.4 31.6 151
35-39 11.4 27.5 27.5 44.1 61.3 38.7 105
40-44 19.3 18.9 42.2 56.7 65.9 34.1 98
45-49 23.8 23.0 35.9 57.2 71.8 28.2 60
Education
None 16.6 26.1 40.1 51.5 67.9 32.1 690
Primary 12.9 28.6 40.4 51.0 69.7 30.3 218
Secondary + 8.1 23.1 28.3 37.2 54.5 45.5 63
Wealth index
Low 17.0 25.7 42.1 50.0 67.7 32.3 499
Medium 15.5 30.1 46.9 55.3 75.7 24.3 180
High 11.9 25.6 30.3 48.2 61.8 38.2 292
Total 15.2 26.5 39.4 50.4 67.4 32.6 971

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

Another important indicator that is key for prevention and treatment is the knowledge of
where to be tested for HIV and use of such services. Questions related to knowledge among
women of a facility for HIV testing and whether they have ever been tested is summarized in Table
12.6 (HA.6). Overall, 61 per cent of the women in Moyale district know where to be tested, while
44 per cent have actually been tested. Among those tested, a large proportion received their results
(97 per cent). The proportion of women with knowledge of where to get tested increases with
increasing levels of educational attainment. For example, 83 per cent of women with secondary or
higher levels of education have knowledge of a place to get tested for HIV/AIDS compared to 56
per cent among those with no education. Similarly, women from wealthy households have better
knowledge of a place to get tested than women from low wealth index households.
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Table 12.6 (HA.6): Knowledge of a facility for HIV testing

Percentages of women aged 15-49 years who know where to get an HIV test, percentages of women who
have been tested and, of those tested the percentages who have been told the result, MICS Moyale district,
2008

Number of women

Know a place to Have been Number of If tested, have who have been
Characteristics get tested* tested** women been told result tested for HIV
Age
15-19 55.2 29.9 204 99.1 61
20-24 66.5 52.6 204 97.8 107
25-29 67.0 55.0 191 97.6 105
30-34 70.6 55.7 158 93.4 88
35-39 61.3 41.5 111 97.8 46
40-44 46.5 36.1 103 100.0 37
45-49 44.6 21.2 60 *) 13
Education
None 55.7 42.6 747 97.7 318
Primary 73.4 47.9 220 95.2 105
Secondary + (83.3) (53.1) (64) (100.0) 34
Wealth index
Low 49.1 34.2 550 97.7 188
Medium 66.6 47.5 185 95.9 88
High 80.2 61.3 296 97.6 181
Total 61.2 44.4 1031 97.3 457

* 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.

** 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 total
women

(*) Based on less than 25 un-weighted cases.

() Based on 25-50 un-weighted cases men who have been told the results.

Among women who gave birth within the two years preceding the survey, the proportion
who received counselling and HIV testing during antenatal care is summarized in Table 12.7
(HA.7). Seventy one per cent of women aged 15-59 years in Moyale district who gave birth in the
two years preceding the survey received antenatal care from a health professional. About 60 per
cent of these women were provided with information about HIV prevention and tested for HIV
during an antenatal care visit. Among those tested for HIV, 61 per cent received the results of the
HIV test during the antenatal care visit. The proportion of women who were tested for HIV during
the ANC visit or those who received counselling during an antenatal care visit increased with
increasing levels of household wealth index. A similar pattern was observed with increasing levels
of the woman’s education attainment.
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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, MICS Moyale district, Eastern Province, Kenya
2008
Percentage of women who: Number of
women who
Received antenatal Were provided Received gave birth in
care from a health information about ~ Were tested for  results of HIV the 2 years
care professional for HIV prevention HIV at ANC test at ANC preceding the
Characteristics last pregnancy during ANC visit visit visit survey
Age
15-19 (71.2) (63.4) (65.0) (63.7) 41
20-24 71.7 60.5 60.8 60.1 107
25-29 70.7 60.2 62.1 61.2 111
30-34 73.9 59.6 62.1 57.4 85
35-49 64.8 59.1 57.1 57.1 78
Education
None 65.9 53.9 55.4 54.0 336
Primary 88.7 84.8 82.7 80.4 75
Secondary + ) *) *) *) 12
Wealth index
Low 57.7 44.9 46.4 45.2 237
Medium 76.8 69.1 70.6 69.1 75
High 93.9 87.4 86.4 84.2 111
Total 70.6 60.3 61.1 59.6 423
(*) Based on less than 25 un-weighted cases.
() Based on 25-50 un-weighted cases

12.2 Orphans and Vulnerable Children

As the HIV/AIDS epidemic progresses, more and more children are becoming orphaned
and vulnerable because of HIV/AIDS. Children are classified as orphaned if they have experienced
the death of either parent. Children who are orphaned or 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 (OVCs) 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 should capture many of the children
affected by HIV/AIDS in countries where a significant proportion of the adults are infected with
HIV/AIDS. 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 years) in
the household either died (after being chronically ill) or was chronically ill in the year prior to the
survey. The frequency of children living with neither parent i.e. mother only and father only is
presented in Table 12.8 (HA.10).

Seventy six per cent of children in Moyale district aged 0-17 years live with both parents,
while nine per cent do not live with any biological parent. About nine per cent of children aged
between 0-17 years are orphans who have lost one or both parents. As expected, the proportion of
children not living with parents increases with age of the child.
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Table 12.9 (HA.11) provides information on categories of OVCs aged between 0-17 years.
Overall, 12 per cent of children in the age group 0-17 years were orphans and vulnerable children
(OVCs). The proportions of OVCs by levels of household wealth index appear to be very
comparable. However, the proportion of OVCs seems to increase with increasing age of the child.
Similarly, the proportion of children with one or both parents dead increases with age of the child.

Table 12.9 (HA.9): Prevalence of orphan hood and vulnerability among children

Percentage of children aged 0-17 years who are orphaned or vulnerable due to AIDS, MICS Moyale district,
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 0.3 0.6 3.5 4.3 9.7 12.5 1912
Female 0.4 0.9 3.1 4.1 8.7 11.4 1727
Age
0-4 years 0.2 0.5 2.5 3.2 2.7 5.4 1016
5-9 years 0.5 0.7 3.6 4.4 7.9 10.9 1148
10-14 years 0.2 1.1 3.7 4.8 12.9 15.3 1032
15-17 years 0.4 0.4 3.5 4.4 18.5 21.8 444
Wealth index
Low 0.4 0.5 3.1 4.0 9.6 12.6 2029
Medium 0.6 1.7 3.2 4.4 10.3 12.5 681
High 0.0 0.5 3.9 4.4 7.4 10.3 930
Total 0.3 0.7 3.3 4.2 9.2 12.0 3639

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

One of the measures developed for the assessment of the well-being of OVC relative to
their peers looks at the school attendance of children aged 10-14years for those who have lost both
parents (double orphans) versus children whose parents are alive (and who live with at least one of
these parents). If children whose parents died have less access to school as their peers, then
families and schools are not ensuring that these children’s rights are being met.

Table 12.10 (HA.12) presents the results for school attendance among OVCs. Among
children who have lost both parents, 64 per cent are currently attending school with a nearly 12
percentage point difference between attendance for males (58 per cent) and females (70 per cent).
For children aged between 10-14 who have not lost a parent and who live with at least one parent,
the school attendance is 85 per cent, with a nearly 9 percentage point difference between attendance
for males (89 per cent) and females (80 per cent). The differences between attendance levels for
OVCS and non-OVCS is quite wide and points to a marked disadvantage for orphans and
vulnerable children in Moyale district. Among OVCS, school attendance does not appear to vary
much by levels of the household wealth index. For non-orphans, clearly school attendance increases
with improving levels of the household wealth index. Overall, the OVC/non-OVC school
attendance ratio is 0.8, meaning that for every 100 non-OVCs in school, there are only 80 OVCs.
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In many countries, few services are available to families that have taken in children who
are orphaned or vulnerable. 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 Moyale
households caring for OVCs is presented in Table 12.11 (HA.13). Nearly 81 per cent of households
with OVC aged 0-17 years did not receive any form of support during the year preceding the
survey, leaving only 19 per cent of OVCs households that received some form of support. Most of
the support received was educational support (15 per cent) followed by social/material support in
the three months preceding the survey. However, there was no household that received all types of
support.

Table 12.11 (HA.11): Support for children orphaned and vulnerable due to HIV/ AIDS

Percentages 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, MICS Moyale district, Eastern Province, Kenya 2008

Percentage of OVC whose households received:

Number of
Emotional children
Medical and Social/ orphaned
support psychosocial material Educational or
(in last support support support All types No vulnerable
12 (in last 3 (in last 3 (in last 12 Any of support  aged 0-17
Characteristics _months) months months) months) support*  support at all years
Sex
Male 1.6 0.2 4.1 16.2 18.0 0.0 82.0 239
Female 4.8 0.0 7.0 13.4 19.9 0.0 80.1 197
Age
0-4 years 0.0 0.0 3.6 0.0 3.6 0.0 96.4 55
5-9 years 2.9 0.4 7.5 19.2 23.6 0.0 76.4 126
10-14 years 3.6 0.0 5.2 15.7 20.1 0.0 79.9 158
15-17 years 4.0 0.0 4.1 16.6 19.3 0.0 80.7 97
Wealth index
Low 2.1 0.0 2.0 11.7 13.4 0.0 86.6 255
Medium 5.4 0.6 21.8 25.2 36.2 0.0 63.8 85
High 3.5 0.0 0.0 14.5 18.0 0.0 82.0 95
Total 3.1 0.1 54 14.9 18.9 0.0 81.1 435

OVC 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.
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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 Moyale 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 Moyale 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() - (HAD]
[(0.127)" (o) () ]

n =

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

fs the shortened symbol for deff (design effect)

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)

p is the proportion of the total population upon which the indicator, 7, is based

ny, is the average household size.

For the calculation, » (the immunization coverage) was assumed to be 65 per cent. 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 per cent, and #,
(average household size) was taken as 4.4 households.

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.
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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 Embu, 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 (DSO) on a daily basis,
who also attended the 3 days training program. One team was given two days to list an EA” 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 n; and n,, where
n, is the total number of households in stratum-1 (i.e., with a child below 3 years) and n, is the total
number of households in stratum-2 (i.e., with out a child below 3 years) (n; + n; 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 Moyale 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:

Hdji
hdji

Zd 1 ,
EXZTdiXSle

Where,

Zd = total population of the district ‘d’,

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

zdi = number 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 = number of households surveyed in the jth stratum of ith cluster in the district ‘d’.

" 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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As mentioned earlier, 50 clusters were selected from the Moyale 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. Omondi Omenya

Supervisor
Maina Munene
Enumerators
Yusuf Shanko
Galm Waqo Guyo
Hussein Nguyo
James Njuguna Njoroge
Qamaria Abdullahi
Bashir Maalim Hussein

Data Collection Co-ordinator
Mr. Henry Osoro
Supervisors
Golicha Dida
Paul Onyango

Field Editors
Siyad Robow Hussein
Nassir Abas Mohamed

Research Assistants
Adan A. Abdi
Halima Dida Kalicha
Amina Mulu
Molu Boru Racho
Sake Adan Daro
Habiba Shanko
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Appendix C: Estimates of Sampling Errors

The sample of respondents selected in the Moyale 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 yield 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.

Coecfficient 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 per cent 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 un-weighted 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, Moyale District

Household
population of Interviewed
women age women age
10-54 15-49 4
Percentage
of eligible
women
Number Number Per cent interviewed
Age 10-14 514
15-19 294 197 19.6 67.0
20-24 223 198 19.7 88.8
25-29 191 185 18.5 97.1
30-34 165 160 15.9 96.9
35-39 121 110 10.9 90.9
40-44 100 98 9.7 98.2
45-49 55 55 5.5 100.0
50-54 105
6 15-49 1148 1003 100.0 87.3
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Appendix F: Questionnaires

sBIMICS

FORM-A: HOUSEHOLD

{Ta be Slled-n after completng Sechon H 2}

HA1. Identification _ ENGLISH
- Cusstion Options
HH-A | Provnce Mame & Code —
HH-B | Distrct Mame & Code D =
HH1 | Ghuster Name & Mumber HH.C  Sraham ]
DD [Chald < 3 = 140ther = 3}
HH2 HH M. D — 1
HH3 Inlerviewer’s Mama & Mo ] e
HH4 | Superasor Mame & No ] —
HHE | DayMonth/Year of Interdew D D fl:”:l f E Eli—i—i
HHE LimbarvRural {Lvban=1, Rural=2) |
HHT | Mame of Bhe Head of the HH

HHE to HH14 b2 filled-In after all questions for the HH have been completed

HHSA Feeselt of HE irstervies Completed 1
Mot ab home 2
Refused . .. e 3
HH nol foundidestroyed ., i1 4
Other {specify j..A
HHH Respirdent b HH Form D D
Miries L Mo
HH10 | Todal Mo of HH members I: D
HH11 | Mo of woimen 15-49 elgide HHIZ | Mo of women | 5-49 joams 1 |
HN compieies [l i
HH13 | Mo of children = 5 eligibie = HH1A | Mo of childien < 5 lams =1
coampileled L.
HH1E | Eddor: Hame and Code E E D HH17 | Data Entry. Name and Code —
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Introduction Consent

HELLO MYNAMEIS(....... } AND | AN WORKING WITH THE KENYA NATIONAL BUREAL OF
STATISTICS (KINBS ) NAIROBL. WE ARE DOING A SURVEY TG COLLECT INFORMATION ABQUT
FAMILY HEALTH AND EDUCATION. FOCUSING ON CHILDREN AND WOMEN. WITH UNICEF SUPPORT.
I WoULD LIKE TO TALK TO YOU ABOUT THIS. THE DNTERVIEW WILL TAKE ABGUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS, DURING 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 FROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND IMPLEMENTING DEVELOPMENTAL PROGRAMSE.

MAY [ START THE INTERVIEW NOW?
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H.4: Water & Sanitation - WS
# Question Oprlons Skip
WET | WHAT IS THE Mam SOURCE OF DRINKING WATER FOR | Piped waler
MEMBERS OF YOUR HOUSEMOLDY LT D —— L
Pt iyl oo plod oo 18 | 2WES
Pablic tep'standplpe..onnnmnms 13 | 7
Plipa swirtar frcam neighbau™s hosss ... T4
Tabewsliborehole with hand-pomp ... il
Talsirvass Il Wpirielico b weitlh puvainind peiiinify ... 28
[ well
Pucastisd well W
Unprotected well ... 3} 138
Wi lavims sgiing =wal
Prctectad Spaing .o e s a9
T L Ve 1T R
Rnlvwaser colleotbon o851
LEC T T R ——————— ) |
Cani with small onkidom..... . . T1
Surfnce wates (sives, siream, dam
lake, poend, canal, irkgation channed)...—...81 | <
Eiomied water s A
Ot {5 gacity N o
W52 | WHAT i THE WAN S0URCE OF WATER USED BY YOUR | Pioed water
HOUZEHOLD FOR OTHER PURFOGES SUCH AS COOR NG Pipeeed im0 dweling ... ..o —11 | T1=WS5
AND HANDHNASHINGT Pigeidd A5 Yl 8 Pl —rrvmemmrrsmrsmrrrmreee 12 | B2=WEE
Prabshe: nagpistandimps. 12
Fipe waber from neighbou’s bouse .. T
Taberwell oot with hand-pusmg.. . 21
By wesll
Pttt wul k|
' aber from sprng
Profecied sgrmg Al
Foewalor colacikon. . UL
Tanker-tuck _ r— i
C::tw!'-lltﬂhlﬂmln o P
Surrlatn el (fra, ﬁmdn
L, il e, gl Echrnad ) Lh
Cehar [apecify ]
WS | HOW LONG DOESIT TAKE TO G THERE, GET WATER
RO M) NN
Gt 500" For dr 15 hous] WWBREE SN BERRMAS oo oo 5 | pesewsia
Den't know . L
WS4 | WHOD USUALLY GOES TO THIES SOURCE T0 FETCH THE Aol waman ( 15+ mmi A
WATER FOR YOUR HHY Adult man [15+ years) B
. Female child (urder 15) F R -
13 T
Probe: IS THIS PERSON UNDER AGE 157 WHAT SEX7 fundes 16} ... o
Dion'l know Z
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H.4: Water & Sanitation ws
L Suestion Optons. Skig
WSLA] WHAT 15 THE WA TWPE OF CONTAINER USED FOR Jomy canMamow neck contamer with bid 1
STORING CHONKING WATER IN THIS HOUSEMOLD 7 Jeiry can'Mamow neck container
without b E—SYE— el
Cipan mllt.akmwﬂhh ........................... 3
Open contaings withowt d ... 4
Ohers (Speciy S
WS40 DURSIG THE LAST 12 MONTHS, DOES THIS HOUSEHOLD | Yes, Lol
RECEWE ANY CANSICOMTAMER THROUGH FREE Y S
U‘I‘H-Tmmvﬂ'? Ih.l-l *m ¥ a
WSS | Do vOur TREAT YOLIR WATER IN ANY WAT TO MAKE (T I ity s g gt pbciinis 1
SAFER TD DRINK? Mo 2| =0 WST
111 411,117 R ——————— ) T
WSE | WHAT DO viOU USUALLY 00 TO THE WATER T llaeE 1T 1= o IR e e SN ke L LR AL
BAFER TO DRINKT Add bleachichbome..............._...B
Stran iifwoughadath T
ARG ELY Usa wigter illef {Ceramic, sand,
{Revard all tems menboned] composite, efc ) -
Sodar dis-infection, E
Other {specify. )i
Dron' neowe .. ks
WST | WHAT KIND OF TCLET FAGILITY DO WEMBERS OF youR | Flush § pour flush
HOUSEHOLD USUALLY USEF Flush 1o piped sewersystem 11
Fhush io sepbc fank ... ... Az
it “flash™ or “pour flush": me o polf [atriney . E 13
VWHERE DiES IT FLUSH TOF Fhﬂlﬁmhemme e
[AzE for permission & obsarve e facility] “"I imzrm: Pl : EK 15
Pl latrne
Yenblated mproved Pit latrine vl
Pit latrine with slab 22
Pii latrne without slablopen pit ... . . 23
Prilatrne wiih slabh S oover . M
Pii latrme with slab & footrest....... . 25
Pit latiwnie with slab eowver B fool fiest 26
Compostmgtodet .. .31
Hanging toilethanging kirne .1
Ho facilities or bush or fleld, ... .. B8 | Ghe WET1T
Oithser {specify) o6
WSH | D voee SHARE Tl FACILITY WITH GTHER HHE? g P R T |
Ha. . | 7= WSO
WSO | How MANY HHS IN TOTAL WSE THIS TORET FACRLITY? l:l
Mo of HH= (i less than 10)
TepormoreHHs . 10
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H.4: Water & Sanitation

WS

Question

COprions

w50

ILIGH FOAT HAVE & HANC-WASHING FACLITY DUTSIDE THE
TEET?

[Ask for parmisslon 4 ohserve the faciling]

Sewn the facity filed with waber .
Seen the facity bul o water
Mot SEen WY
Maofackby. ... ... ..

WSl

Hova D0 MEMBERS OF YOUR HOUSEHOLD MAINLY GET
RID OF THE GARBAGE | RUBBISH) Y

Durrpesd in streetiempty plot
Garbage bumt

Garbage buned

Thicawmnpd
Composted . .
Caramiinity chapensal pond ..
Reguiar collection by govemment
Infrequient collection by govenmen
Pays for private collection |

Oifver [epacdy

E2E SR REEE S abia

116
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H.5: Household Characteristics HC
# Cuestion ' Skip

HCT A WHAT (5 THE RELIGHON OF THE HEAD OF THESHHT?

HC1 B WWIHAT &8 THE MSTHER Tkl B ThE LAHIULE OF THE WBih
OF THS ROUSEROLO?

HG2 HO# MAHY RiC0MS B THES HH ARE USED FOR
SEEPNG Y

HE3 | Dbserve and record;

It manerial of the dwelling flocr:

HCE | Obserss and record:
Main materal of the roef:
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H.5: Household Characteristics

HC

[ Cuesticn Dptions Skip
HCS | Obzerve and record: e vt
Mo walks 11
Main maternial of the walls: L 12
Mudidri 13
dmentary wals
B witts musd bl
Shore: with mud 2
Unoowensd adabe el
Phywnod 24
Cafoni . ..
[FiEursed wood e B
[Emtshed vl
Cemenl s 31
Hore wilh lEemeicerrend =z
Bricks p
Camanl ks 2
Corvirad i =
‘Wood pionkeishingles .
e {specty; )
HCE | WWHAT TYPE OF FUEL DOES TOUR HEH MARLY USE FOR | Electricity o1 | 1= Hech
COCKING Y Liquid Propans Gas (LPG).__....... 02 | G2w HOA
MNABUTAl QI s v s s @ Q3= HCE
Blogas. o | 4= HCE
TN e e ar
SArwishnibaigrass. ... : vl O
Agricuiural oop fesdue PR, |
Cffer (specty [ -
HCT [ i THeS HH, 18 FOGD COOKED DK A% OPER FIRE, AN D fre 1
OPEN STOVE OR & CLOSED STOVE? Opensiove .
i Closad IV .o e e J= HCH
g ol Ot | Speciy J..® | E=incH
HCTA | DOES THE FIREMTONE HAVE A CHIMMEY OF & HODDT ez 1
R R L0 S LA O S ot 2
HCE |#TH-EI¢WUH¢WRMJ.LVDMH:;EH¢:J;E,HA in the: house ]
EEPARATE BUSLDING OR OUTDOORS nia ¥ 2
Cudocs iy a
Cifer [speaty }.B
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H.5: Household Characteristics

HC

Cuestion

Options

Skip

HCD

DIOES WOuR MORSEHCLD savE
A ELECFRIOTYT ...
B R, ,
C. Tewemaon?,
0. MomLE TeLemvone?
E TELEPOHE (Lar LIET?
F_ReEpmoeRaToRY
G ConPuTERT .
S —

_
RN RE TR R RS TR

DOES Any MEMBER OF vOUst HH v

HZ0

A WaTon?

E A Cap O Trcu?
F A BSAT aiFH a idoTosy

-
PR R RO RD

HCI1

DOES ANY WEMBER OF THIS HOUFSEHOLUD DWH ARY
LAND THAT CAN BE USED FOR AGRICULTURE 7

-

HC12

EMHES TS HH el ANY LVESTOCR, WDRDS S8 PR
AniaL 5T

B
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H.6: Use of Mosquito Net TN
TR DAGE S VOUR HOUEHOLD HAVE Ak MOSOUTO Yes 1
HETS THAT CAN BE USED WHLE SLEEPING Mo 2 = {HT)
Th HIGW MANY MOSOLITED NETS DOES YOUR HH D
HAVET ;
[M ¥ or mare nets, record 7] Number of nets
Mlﬂutpnndmﬂn ﬂmwuﬂgmmu
househoid, if more than 2, tell them to show the Mozt Recent Last Sut One
two recently obiained ones Mt 1] [Hor &)
THI MY | AVE A L AT THE TWOMETIS) YU HAVE Dhstneed 1 Cirseneed i
OBTAINED LAST, T0 ESTABLISH THE BRANDT p— Mot oheanved
ACCUIRE THE LASTILAST BLIT ONE MOSOUITE HET? l:l D |:| D
Mo of Months Mg ol Months...
[ answeris *12 months” o *1 pear’, prooe fo
eferane et was coraned exacity 12 monma aga | More than 3 years.. More than 3 years
3 ST OF LIS | Diesn'l krviowalmvol gura D& Dot knovw/ned sure 06
THS Observe the brandType of mosguifo mef Long s ety LG Rl et
¥ : ; Fermanei ... 1= THE | Permanet.........coooe. | 9 THE
ok hsnrved ask. Olyset______ 2w TNE | Otyset... e THE
WWHAT BRAND IS THE HET? SHRr Oiks Laper nets
Swpanet 3 LT O — =
Othenisp_______ ] .8 Oerjsp___________ . B
Desthnow g Dontknow. &
THE SINCE ¥OU GOT THISMOGOUITS NET, WAS ITEVER | Yes ey Vs 1
SOAKED OR DIPPED IN & LECAD T KILL O REFEL Ho. D THE | M, e w5 THE
el [ TR S ——- T TN - ST T
™Y HICr MANY MONTHE AGD WAS THIS NET LABT
DIFFED OR SOAKEDT I:l I:I ‘I:J D
Mo of Months Mo of Morths.
answeris “13 months” o "1 year, probe
me:mmwam:myu More than 2 years... More than 2 years ...
monifis 290 or eaer or iaker | Dhon't knowned sure. 9& Dron't knowinet sure iﬁ
TNB | DO ANYONE SLEFT UNDER TS MOSOUTOMET | Name LineNo | Hame Line Mo
LAST MIGHTT oy’ T ST
M yas', " i .
WHG SLEPT UNDER THIS HET LAST REGHT Y Y L -
MY DHE ELSET e b
[Recond i peraon s e aumber fom ihe 2 L a ‘
: i _— | N —
¥ more dhan 4 persons skepd pacer aned. recond e ’
RS OF SRR 0T T WH.I' 3 L L 3 e i
[ guest, code 77 and none, code 0T 1T 1 ‘_ F
i L B L v ] et
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Qv

® Question | Options | s

ovi | Check HL5 (in section H.2): Any children 0-177

,I:I Yes = Continue to OV2

D Mo = Mext Section [H.10]
O | eSULD LECE Ol TO THIMNK BACK (WER THE PAST Yo '

12 MOMTHS. HAS ANY USUSAL MEMEER OF TOLR HH 3

MED m TaE LAST 12 lONTHER Ng,... i | SOVE
o3 [3F THOESE WHD DIED W THE PAST 12 MOMTHS) Vs Y

WERE AMY OF THESE PEOFLE BETWEEN TrHE AGES

oF 18 AND 55 YEARSD o e L e 2 | I=OVE
O (OF THOSE WHO DIED IN THE PAST 1ZMONTHEAND | yoe i | i=OVE

AERE BETWELN THE AGES OF 18 ANDE0 YRm | | | W8 s

WERE AMY OF THESE PEOFLE SEROUSLY iLL FOR 3 | No 2

OF THE 12 MONTHS BEFORE HEISHE DEDT
ovs | Check the following in the HH Listing

1. Check Als Tor ALY and AL

0] mother or father dead = OV8

D No mother or father dead

2.C EFE total for HLBA . :

D t least one adult aged 18-59 very sick 3 of last 12 months = OV

E No adult aged 18-59 very sick 3 of last 12 months

D £ of last 12 months = OVE

D Mo mother or father ill 3 of last 12 months = Go to Section H.8
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H.7: Orphan-hood oV

W8 | List all childeen sged 0-17 Years. Record namas, ine numbars and ages of all chidren, beginning with the
first chilid and contmue inorder inwhich lisbed in the HH Listng secbon Use & conlinuation sheel il hare e
mﬂuniﬂtﬂmmﬂﬂ-l?mm Mallquﬂnuhmﬂildh&lmanwnmhﬂmmﬂdﬂ

o 17 cHRD Moo 3% oo 4" cHLD
Name (from HL2) |

Limsg: ruenibser {Brcems HL 1} ‘

Age (from HLS) |

—_— [ — — e —_—

OWE | | WOULD LIKE TO ASE YOU AB0UT ANY FORMAL  ORGANTED HELF OR SUPPORT THAT vOUR HH MAY HAVE RECEVED FOR
[Masme i AND FOR WIACH YOO CR0 ROT HAVE TG PAY. By FORMAL ORGAMZED SUPPORT | MEAN HELP PROVIDED BY SOMEONE
WORKMNG FOR & FROGHAM. THIS PROGRAM COULD BE GOVERNMENT, PRIVATE, RELIGIOUS, CHMARITY, R COMULBITYT-
BASED. REMEMBER THIS SHOULD BE SUPPORT FOR WHICH Yol ID HOT PAY

1

D0 | NOW I'WOLRLD LIRE T ASK vOL ABOUT THE |
SUFFOAT WOUA HH FECENEDFOR (ame). | yes I
1 THE LAST 12 MCRTHS, HAS WoRm HH
(e, SLICH A% MEDICAL CARE, SUFPLIES
pong :

SE§
REF
REq

[ ] L

O || I PHE LaST 12 RaORTHE, HAs v HH ¥as
MECENED AT EMOTIONAL OF [ 2

PEFCHOLOGICAL SUPBORT FOR IRme], oK

FICH A5 COMPAHIHGINR, COUNSILNG

PR & TRUURED OO0 0SBy O, (R SRR

SLSETMT, WHECH TOL RECESED AT roae 7

1| ¥es
7 | Mo
B | DK B | DK
2 or B =012 7 or B=0OVI2 2 or § =0V 2 or § SOV

T

DVZ | D vl HH RECERT Ry OF THES Yis
SLPPCET FOR (AR, B THE PaST 3 J
WONTHET

[. . I L
REF
[¥]

IRECETVTD AN MATEMAL SUEFOMT FOM
(AT, SUICH A3 CLOTHNG, FODD DR
- BT

]
i
O3 || I PHE LaST 12 T, Had vauR i Wag.
Mo
=14

2 ar B = OV

D14 || Db v Hie RECERE Al OF THIS
SLIPPOET POR {NATE], N THE PAST 3
BONTHET

[ S TR PR

|
L
” -] -
2 or B =0T 2 or B=OWT ‘ 2 or ¥ =00

OIS | o LasT 12 mceTres, Fas woum HH
(RN, SLCH AL HELP B HIH WOk,
TRASTG FOR & CAREGIHER, ORLUEDAL
LEROET S

Yes
B | o
ves
]
BK

2F;|RF7

OWE | Do vous HH RECERE AN OF THIS
SUPPCSIT FOR (ML), I THE PRET 3
MOHTHET

Vi7 | Gheck OVE:
Age of the child 517 Yr?

OW1E | o PeE LAST 12 MORTIG, P woum HH Yes ssrll
= B

SCHOOUNNG, SUCH 8% ALLIWANCE, PREE
scnzsion bocks on Sep.es) |
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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 EIgEd 2-14 in the box Drﬂﬂd&d {CDT} {write the name, sex, age and the motharicarataker ine no. only for the eligibe child)

cD1 cD2 cD3 cD4 cD5 CcDe co7
Line No. Sex from Line no. of mother/
Rank | from HL1 Name from HL2 HL4 Age from caretaker from
M F HLS HL7HL8

0 1 2

02 L 1 2 L -

03 L 1 2 L L

04 1 2

05 1 2

08 1 2

or 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 CDY 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.

CcDs Number of Eligible Children in the Household

Last digit of HH. Ne. 1 2 3 4 5 & 7 8+
0 i 2 2 4 3 A 5 4
1 1 1 3 1 4 1 B 5
2 i 2 1 2 5 2 T 6
3 | 1 2 3 1 3 1 7
4 1 2 3 4 2 4 2 8
5 1 1 1 1 3 5 3 1
6 1 2 2 2 4 & 4 2
7 1 1 3 3 5 1 5 3
8 1 2 1 4 1 2 6 4
9 1 1 2 1 2 3 7 5

cDs Record the rank number of the child........ s
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H.9: Child Discipline

cD

Resienm thia housahold listing and I.s-J: iHl l:hlﬂr-m aged 2-14 years mm i curder Mﬂﬁdm fo Iharr lirve: miEDes
(HL1). Do nol mnclude alfer HH members oulside of the age range 2-14 yedrs. Record the ing mumber,
o aach chitd, Thin record The 1olal namber

[reamim, s, o, And the kne number of the molher or canstak
of chitdren aged 2-14 in the box provided (COT) it e name. S e 4 The mothe

AT o7 Br ngEnly Y P skgihe shas

cet [~ -S| ch3 << ché coE coT
Line Mo, Sex trom Line no, of mother
Rank | From HL1 Mame from HLZ HL4 Age from caretaksr from
_ : M F HLS HLTHLE
L 1 2
02 pac oo i ) o o
0 o i -3 | R
0t o 1 2 o -
05 7 1 2
06 1 2
a7 1 2
o0& 1 2
Total children aged 2-14 years in the HH

If thre i only one chad age 2-14 years in he household_ then go 1o CO11 o administer child discipine questions.

Random Selection Of Child

Use the grid below 1o sefect one child between the ages of 2 and 14 years, d there is mone than one child in that age
range in the househoid Lock for the last digit of the household number from the cover page. Thes is the rumber of the
rawe you should go o n the table below Chedk the Wolal rumber af ehgble children (2-14) in COT above This is the
numbser of ther column you should go 1o, Find the box shene the row and the column meet and circle the numbes that
appears in the box. Thes i3 the rank number of the child aboul whom the questons will b2 asked. Recoid the rank
number in COE beltes. Fralfy, recond the iie number and name of the selected dhild m CO 1 on the next page. Then,
fired the molher or phimany caretaker of thal child, ond ask (he questions, he?'lﬂ wills CDA2

cna | Numbar ot Engibia Children in tha Housenold
Last digit of HH. He. 1 8 B 4 L & T T

i i 2 ] F] 3 & 5 4

1 1 1 3 1 4 1 [ 5

2 1 2 1 2 5 2 T [

3 r i 1 2 3 i 3 1 7

4 1 2 i 4 2 4 2 8

5 1 1 1 1 ] 5 a 1

3 1 2 3 2 i [ F) 2

7 i 1 3 3 5 i 5 3

[ 1 2 1 4 1 2 [ 4

LB i 1 i 1 z 3 7 5
M) Record the rank number of the child...... I CET L
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H.9: Child Discipline

cD

Identify eligible chikl aged 2-14 in the household using the tables on the preceding page.

Reguest and inleresw the mother or pimany canslaker of the seleced child {identified by the line rumbser in CDEJ

3 GOuaestion Options Skip
Coi1 | Wite name and lne no. of the child Selected fod
1he mesdule from CD3 and COZ. based on the DD
rank naumbser in S0 MName & Line Mo
COM2 | ALL ADULTS USE CERTAN WaYS T TEAGH CHILDREN THE Ra0eiT REHAVIOUR OF T ADDRESS A
BEMAVIOUE PRCBLER | Wikl READ VARIUS METHODSE THAT ARE USED AND | WaMT 10U TO TELL WE iF
YO G ANYONE ELSE IV VOLR HOUSEWOLD HAS USED THES METHOD WITH diamnd) I THE PAST MORTH
Ci2a | Took AWAY PRIVILEGES, FORBADE SOMETHING s 1
sl LIKED G0 CHE MET ALLEW HIWHER TOLEAVE | pny 3
L | HOWESE] S a1l
CO1Zb | ExryakED word SOMETHE (THE BEHAIOR) WAS | Yes i
WG, Mo ?
COI2e | SHOOK HIWWER . RSP S i |
MO ... z
GiM3d | SHOUTED, YELLED AT DR SCREAMED AT HIMHER. YERL. 1
Mo ?
CiF2e | GAVE HMHER SOMETHING ELSE T DO Yes,., 1
B 2
COMH | SPansED, HIT QR SLAPPED HIMMER {84 THE Yes 1
BOTTOM WITH BARE HAND o 2
CD12p HIT HINHER OM THE BOTTCM OR ELSEWHERE ON Wl o oo L e 1
THaE BCHD WITH SOMETHE) LIKE & BELT, B e = >
HARBRUSH, STICN Off DTHER HARD GRJECT.
| CMEN | CaAlLEDHIWYER DUME, LAZY, ORf AMOTHER HAME Yok, 1
LIKE THAT I )
CON2i | HiT of SUAPPED HILBWER 0N THE FACE, WEAD Rt Ve 1
EARS. Mo ]
CO12) | HIT OA SLARPPED HIWWMER ON THE HAND, ARM, DR Yes B 1
LEG. MO ... 2
CDI2k | BEAT HIMHER LP WITH AN IMPLEMENT (HIT OVER Tes,. 1
AND OVER AS HARTH AS ONE COULD) Moo 3
Cha Prracs HiswHER: S 1
B ?
COM3 | DO vOUBELIEVE THAT & CROER TO BRING UP e 1
[RASE, EDLUCATE) fnamej FROPEALY, TOU MEED T | g ?
PHYSICALLY PUNISH HMHER? o1 brvcnmntoes egerdan..... ... Y
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| H.10: Food Relief

= Quaestion Options Skip
FR1 | AR vou REGISTERED AS A BENEFIGARY OF FOOD | Y., 1
mﬁ'meimw No 2 = FRS
FRZ HOW LOMG AGD WAS THE LAST RATIONT D D
MO ofwesks .1
s e 2 |EIE)
FR3 DoES THE FOOD AID MEET ALL THE FOOD REEDS OF THE Yes 1
HOUSEHCLD Y U Ve ol LR 3
Don T KnDw ... B
FRA | D0 ENSERS oF THE ROUSEROLD 5811 FOOD TOOETAN Yt ; 1
BEOME Y TOMEET OFTHER, REEDS 7 s . 3 | 2= FRE
ol )T T ——— N
FRS | DS tf SSes THE oUSEHa P RECERE FOR THS FO00 | Muchless 1
EQLIAL MARKET RATESF Roughly he Same 3
Muchbe a
D0 Y ey B
FRE | isaav oF vOLR ORI DREN REGISTERED 84 THE CHLD Y 1
FEEDRG. PROGRANG o 2
FRT A% THE HOUSEHOLE BEES DSPLACED Anfv TME Enifre Vs, i
THE FAST 12 WONTIST No 2
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H.11: Salt lodization sl
2 Guestion Ciptions Skip
sL1 WE WOULD LIKE T CHECK WHETHER THE SALT et iodized .. i THHI
| USED N YOUR HH1S10DIZED. MAY | SEE A SAMPLE | | oox than 18 ppm...._. 3 |2=sz
| OF THE SALT USED TO COCK THE MAI MEAL EATEN R : e 3
| BY MEMBERS OF YOUR HH LAST NIGHT? TS PP 0 ey —3 |32
[Cce yom hiawe examaned the sall, cancle T Ly T 1 5 517
(smber: R coositagiciad Yo il serjeopniel SAMNOUTRMM ... s s | = oLz
SL1A TYPE OF aALT Cryslad_....... et iy et
Ot ( Spestity
513 Check HLB: Does any eligible woman age 15-48 in the HH? You should
have a Form with the Woman ID filled in for each eligible woman.
j Yes = Go to WOMAN 15-49 FORM to administer the questions to the
first eligible woman.
] No = Continue to SL3.
sLa Check HL8; 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.
|| No = End the interview by thanking the raspondent for hisiher
cooperation.
Gather togethar 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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nBEMICS unicef &
FORM-B: WOMAMN AGE 15-40 YEARS

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

W | Province Name gnd Code: ]

IWii-8 | Distnct Name and Gode

|||

Wik Cluster Narme and Nurmbser D

IWM-C | Stratum code HH with chibd < 3

WMZ | HH Mo D D

WWhi3 Maene of e waman (rom FORM-A HLZ}

W | Line no. of woman jfrom FORM-& HL1) — 1
WHE | Intenaeser's Mame & Code D i

e T 00/00,0000

AT Fesgill al o Iof woiran ]
ol homes .. ¥
Redreed . 3
Partly compieied 4
meapachaled . 5
Oiher [Speciy ) &
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Read, if the respondent has not responded to any other Forms

Introduction/Consent

HELLO. MY NAME IS {.......) AND ] AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KNBS), NAIROBI. 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 TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMADN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS.

THE INFORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND IMPLEMENTING DEVELOPMENTAL PROGRAMS.

MAY [ START THE INTERVIEW NOW?
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Reading fext for Cuestion 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.

KISWAHILI

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

4. Ukilima ni Kazi ngumu,

132

Appendix F: Questionnaires



W.2: Woman Information

Wi

Question

Skip

Wit

I WHAT MONTH AND vEAR WERE YOU BORNY

[Dane of birth]

OF Month ... Ba

e

08 Yaar.......

hAG

HOow OLO'WERE 70U AT YOUR LAST BIRTHDAY 7

Age i completedyears . L_JL_]

VMo

HAVE YO EVER ATTENDED SCHOOL OR PRE-SCHOOLY

ez

iy

| 25WM4

Vel

WHAT 15 THE HIGHEST LEVEL OF SCHOOL YOU
ATTENDEDV

Pie-School
Pet-Primary, Voeakonal.
Secondary, ‘A Level .,
Mon-standand curnicuhemn Sk

| Va2

WHAT IS THE HIGHEST GRADE ¥OU COMPLETED AT THAT
LEWVEL?

low 00O

Check WM11: Level of schooling

[] secondary/CollegeiUniversity {codes 3or dor5) = WM15

[] other

= Continue to WM 14

Wi14

POy || #eDLLD LECE ¥ORF TOUREAD THIS SENTERCE TO
ME

[Show language test card fo responden]

Camnotread s al.. ... .o
Abde bo read only ports of senlence
Akl 0 read whale senlende |

MNa serdence i fequired lanjuage .
{zpecy anguage }
Blind/risfe, visualh'speech mmpaired .

o |

e B2 b

WMis

HOW SFTEN D0 YOU LISTEN T RADIOY

Almaost everyday
Al st onde aweek ...
At beasd once a month

VMG

HOW OFTEN D0 YOLWATCM TELEVISIONT

Atleasiones awesek
Atlegsionceamonth

L

Ho# OFTEN DO ¥OUREAD MEWSPAPERSY

Almosd everyday

AL s ofvbe @ week
At feasd onoe a month
RarelyMever

PRI BN R A S T
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W.3: Child Mortality CM
i | Question Optians | skip
To be administered to all women age 1549, All questions refer to LIVE births only. 7
CME | Mo | WouLD LIRE T 65 ABCIUT ALL THE BIRTHE WU Yes i
HAVE HAD DURING YOLR LIFE. HAVE vu EVER GIVEN Ma ! ) | 2=onE
BIRTH?
IT=NE" prots By SERIng:
| REAN, TO A CHED WHD EVER BAEATHED O CHED ON
SHOWED OTHER SICME OF LIFE — EVENIF HE Of SHE LIvED
OHLY & FEW MINUTES Of FOUAS?
CM3 | Do v HAGE MY SONS OR DAUGHTERS TOSHOM 70U Yes ; 1
HAYE GIVEN BIATH WHO ARE BOW LEAHG WiTH wOU7 [ N . VL o PR = CHS
Chd Hordr WARY 5OHE LIVE WITH You? I] U
A Sons athome ... ... .
HOE AR DAUGHTERS LIVE WiTH vOu?
B Daughters at home I:“:l‘
GG | Do vou MaE aNY S0KE OR DAUGHTERS TOWHOM vOi b T T
FAYE VIR IETTH WG R ALIVEL BT O HOTLIVE WTHH. | 00 o s o s s s s st s e - | 250 AT
CME Mo laniy S005 ARE ALSE BUT DO MOT LvE wTh You? u D1
, | A Sons elsewhers |
HOe MANT DARUGHTEARS ARE ALPE BUT 100 MOT LIVE 'WiTH
i [1[]
B. Daoghlers elsewbere
CMT | HavE vou EvES GryENBIRTHTO A BOY OR CRLWHOWAS | Yes .. ... i
BORA ALTVE D4JT LATER DRl ? Mo 2 | 2=CMB
ANT BAEY WA EVER BREATHED OF CRIED R SHOWED
OTHER SIGHS OF LIFE BUT 010 NOT SURVIVE = EVEN IF 1
O Sr L ED OraLY & PEW MU TES Of nduRs T
Cg How ak B4O7S HavE ERT 11 ]
ABoyscead . L1l
MO WANY GELS HAVE CREDT S
B Girls dead - _‘
Ch Sum answers bo TR TS, £ CHMBE, [ 1 '_‘
1] . D 1L
CMI0 | JUST TO MAKE SURE THAT | HAVE THIS RIGHT, ‘I"I:II.II'MVEHMMWI'PL Blm'l'll
DURING YOUR LIFE. IS THIS m ' '
D Yes = Continue to W.3a [next page).
[] Me = Check responses and make corrections before proceeding to W.3a
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unicef&®

aBBIMICS

W.3a: Birth History EH
BH13 | SOME PREGNANCIES END BEFORE FULL TERM AS A N S e s i s e
MESCARRIAGE OR AN ABORTION, WHILE DTHERS MAY REBULT [ jNa 2 | 7= BHIE
I A STILLBIRTH. HAVE YOU MAD A MESCARRIAGE OR
ABORTIONT
BH14 | 1N ALL HOW MANY FREGHANCIES DD YOU MAYE THAT ENDED D D
IN & MISCARRIAGE OR AN ABORTIONT ‘
Mscamages abortons
D
BH1S | Have you HAD A STILLBIRTH? (. P T ESRTTY T A VL Y AR TR I
T D 2= CMi2
BHIS | InALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED D D
NASTILLEIRTH? y
Sl biths
DE. ...

EMIZ | 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.

D No live birth in last 2 years = MARRIAGE/UNION Section [W.6]
D Yes, live birth in last 2 years o Continue to CM13
HName of child:

CMIZ | AT THE TIME YOU BECAME PREGNANT 'WITH [name), Diii Yol | Then
WANT TO BECOME PREGMANT THEN Dalh YL 'WART To WAIT Later 2

UNTIL LATER, OR DD YOU 'WANT NG [MORE]) CHILDREN AT
ALY Na miade 3
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W.4: Tetanus Toxoid

T

4

| Question

Dptions

| Suip

This section is to be administered to all women with a live birth in the 2 years pra::iding the
date of intarview.

TT1 | DO YDUMAVE A CARD OR OTHER DOCUMENT WITH Yes(cardseen) .. ... .1
YOUR OWH MMUNIZATIONS LISTED? Yes (card notseen ... o2
[ & card s presented, use i to assst with DK 8
angswers 1o the following questions]
TT2Z | WHEN YOU WERE PREGNANT WITH YOUR LASTCHLD, |Yes .. 1
D40 YOU RECEIVE ANY INJECTION TOPREVENTHIMOR [ g % | 2aTTs
HER FROM GETTING TETANUS, WHICH 15 CONVULSIONS | o g |e=TTE
AFTER BIFTH {AM ANTI-TETANUS SHOT, AN INJECTION AT e e e e
THE TOP OF THE ARM OR SHOULDER OR THIGH)?
TT3 | How MANY TIMES D40 Y0U RECEIVE THIS ANTI-TETANUS D D
=
IKJECTION DURING YOUR LAST PREGMARNCY o
| n] . e s memsasnsasase SO QR TTS
TT4 | Check: How many TT doses during last At least 2 mnj Mnnlmmgnam... el | 12INLE)
PRSHENCY WS PYpCE In T Fewer than 2 TT inj urng kastpreg 2
TTS | DID YU RECEWVE ANY TT IHJECTION AT AY TINE G 1. T T AT PR PRy |
BEFORE TOUR LAST PREGNANCY? A e T
DG i | R
TT6 | How saNY TIMES DD YOU RECEIVE IT7 D D
Mo, of imes o5
TTIT | IN WHAT MONTH AHD YEAR DID YU RECEIVE THE LAST
ANTI-TETANUS IMJECTICN BEFORE THAT LAST Month
mﬁmw ¥ & b el e B ) e
DK month........
Skip ta
Skap 1o next secton only if year of ingecbion m‘l}
i goven. Othenwise, continue with TTH. D D D D
L T S
DK year
TTE | How WANY YEARS AGD DID YOU RECEIVE THE LAST
ANTI-TETANUS IMIECTION BEFORE TMAT LAST ”
PREGNANCY? i
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W.5: Maternal and Newborn Health

Cruestion

| Options |

Skip

This Gachon is 1o be adrministened lo o woman with o liveg birlh in the 2 yoars praceding diste of inlensey

Check CM12 (in section W 2a) and recond name of last-bom child here Lise this
chld’s reiarvids i APnd folloomed Quidstion:s, wihbng iicaled,
Sk 00 000 L] capsule of dispeansar (Red) it s . z i
MMNZ | DID 0w SEE MVOHE FOR ANTEMATAL CARE FOR THIS HEQN professonl
PREGHANCY? DocionChnical OfMons A
3 [ Tigs N Pt ] [ ]
1 YlB: WWHOM Dol WOU SEET AMYVOME ELEET O prEe.
Trawditoreal birtth aftendant F
[Prote for the type of person seen and T
ke 3 ATSWers gren| oy haalth vk Lo
el [spediy | PRSI, |
Ho one .. i [ ¥ | YoMHGR
Tris: PR GRANCY T [ p——
[ T i e o
A IAOM TASLETS? NS — ... et . L2 NG
| [Shew Tablets] DONE KIMOW s oeeemsssssemeessssssssnnenss | BN
MMZC | Dofania P wisowE PREGMENE Y, ORI M ey Db I:IE”:I
YU TANE THE TABLETST :
£ e : e i Mool daya . ... ...
approocmate numbser of daygs] Don’t know ... .. 9oB
MM AS PART OF YOUR SHTENATAL CARE WERE &MY OF THE W "
POLLOMING DOME AT LEAST DMNOET
MMEC. DD V00U GIVE & URINE SAIOUE T Utne sample . ] 2
MMN3D. Do v o) GIVE & BLCDE BAMPLET ﬁnu:ls-umh i 2
I Do riG: a0 OF THE ANTEMATAL VESTS FOR THE PREGMBNCY, YOs i
mmmmnc:nmmmmmrr Mo .. 7
AIDE oR THE A DS veras Con't kow 8
MME | Dahd'T WBNT T FHST THE RESLILTS, BT WERE VoL TESTED | YBE oo 1
FOR HPTAIDS A5 PART OF NOUR M TERSTAL CARE 7 Mo . 2 | o piNES
BonTkmew . ks ] B i
MME | Bl T wass T T ey THE. RESULTS, BT Bl i GET THE e ot
Ly 1 rTTrTT—rrTTTrTTEr—re ]
MNEA | Dursrs Fias PRECMARNSY, B wows TAEE SHy MEESCINE M s i i i |
[ol g )1 ———————————————— ] G
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W.5: Maternal and Newborn Health

a Cluestian Optians Ship
MPMGE | WWiraon MEDSCINES DI0 WOU TAKE TO PREVENT MALHAT SPF NS A | e e
[Circle al medicines Laien. | hype of medcns pogi 5
I Osers apaciy skip to
15 Focfl defarmined, 5 typhcad snb-malsrial '.-:‘ MNT
It the DK F
MMEC | Hovmsasy TRIES DoD 00U TASE SPVF abSal R DR, THES DD
immm'.unm?
“ Number of times |
MMT | Wi ASSISPED veiTo THE BELIER OF YEL8 LAST CHmd Healh professonal
| (raeoe)? Docie Clincal Ofices A
e ey Nurseibecwile . .. B
- Dfeey person.
[Probe for the type of persan assisting and | TradSonal beth afiendant F
cincle al answers given] Community Feadih workes G
Retatwetiend | H
el [ Specly i
Ty e &
MG | VWHERE DaD 'vOU GRVE BERTH TO famer? Hoims:
Yo hiomey 4]
| DY N 17
[M e taciey i3 hospaal, neshh cemer, o Public sacior
chiiic; wrile (e name of the place bedow Gowt hosplal ay
Probe i wenbify the type of sowrcepndg | "
circle the appropnate code] Cront. cRndchesaith comier frrd
CHR . =]
Oiresy puihc [S08CAY 26
Ermate Medcal Secior
(M oF PLACE) Private hospital an
Private mafernify homs 33
Oy prl. misdacal {2ty ([
DT [ Sparcly, )G
MMBA | Armer (name] wis BORM, DD A HEALTH PROFESICMAL DR S | Y68 .. 1
| TRALYTHORSL BNPETT ATTEMDAMNT CHECK OM T FELL TH7 Mo 2 | F=MMAD
DK rrsrreen - B | B= MG
MINBE | Hir sy DYS. (R WEEKS AFTER DELIERY DI THE FIRST Days debueny
CHECK TRHE PLACEY - DD
Weoks afler defivery LI L
[reecont 00 days ¥ same day) DonT Knoaw 94
MENGC | Ve CHECIED O POLIR MEALTH AT THAT TREET . Healin professonal
D izl Offioer il
[Prrobes for mas! qualified person| Murseifilidwile 12
s TSN,
Tradhon berth oflendanl M
Comamiinaty Fealih wores 22
Ot | Speniy } 95
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W.5: Maternal and Newborn Health

# Question | Options | skip
MnaD | Check MNS for place of birth:
ﬂm-thumtcﬁhﬂwm = Continue to MNSE
DM = Skip to MN9
MMEE | ir THE Tiwo aaciiTrs AFTES (Ramme) W Boms, be ahiv Yes 1
HEALTH CARE PROFADER OF & TRADITICHAL BIRTH ATTENDSST | Mg 2 | 2=
CHECH O HES/HER HEALTHT A R Y, 3 | i
MNEF | Hiow war soms, DuvS OR WEEKS AFTER THE BRTH OF oS afef i 1
(FUMTIE DD THE FIRET CHECK, TAKE PLACET
e | ]
[® le== Ehan one 3y, Rt i hours. Weeis. afier bah 3
I s T e W, Pecord in dins. |
o' Krowe S
MBIBG | VWi cHECKED O (FA0E)'S HEALTH AT THaT TRE? HEaEh pepletanngl
CocioriClnacal Mo 1
[P o Fracess i person) P S it : S - |
Cifhel Derson,
Traational beth aflendant 21
Cioemmuinity Feeadihi veoronr )
Ootfaat { S0y, j ...
MMEH | WHERE D60 THES FIRST CHECK OF {RNThE) TAKE PLACEY Home
Wi e 5 11
[Probe in ideniity e e of source and orcle | Oither home . 12
i unatis o determmine if o hospaal, Feath centre | GOV hospial 1
OF CNiC 15 putic OF privabe michcal, wiile the (o clinscihaltn cenler i
rne of the place] CHAM 7
Coihaer publc [Specsy )
Erivale Medical Secior
(NAME OF THE PLACE) Privale hospital 61!
Privle o . r
Prvaie malemiy home i =
Oither pwi. msdhical [specty J.. 56
CHhr {apecy (I8
MG | Vi OOUR LAST CHILD (MMM WAS BORN, WAS. MESSHE VERY | Wiery lange i 1
LaRISE L ARGER THan 0 BRAGE, AvERASE, Saa LER THAH
AVERAGE, DR VERY SIMLLT LI B e <
Aowerage 3
S T Feetage 4
Wiery smadl 5
Ll [
MMAD | ¥Was fnome) WEKMED AT BRTHT Yies .
Ha u 2 hiN2
= —— A | B=kNIZ
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W.5: Maternal and Newborn Health MN
L] Question Options Skip
MNTT | How wc pin fnomes) weks? card ey _
a2 || [J[]]]
[Recond weight from health card, if avadabie] [Record 1 Kgs) :
MN12 | Do vow EVER BREASTFEED {name)? S e e e e
Na 2 | 2= WE)
MK13 | How LONG AFTER BIRTH DID ¥O0U FIRST PUT (RAME] TOTHE ITHTEEER .. 000
BRERST? _
s | LI
IF k25 Ian 1 Do, recond 00’ oues.
If bess han 24 hours, record hours. Doys Wer z
Ofnerwise. fecord days Don't know/remember A
MK14 | Dwiname) RECEIVE ArvTHING ELSE BEFORE STARTING TO ¥es e RRTEIITLE |
m"m1 mllllllll'ﬂllll" VII'!III'!IV'III'III"IHII"VIV'!IIHIHFIII'IVHVIHIIFVIFi F 'w E’
m" m 'III'IIHIVFIII-III'HIHll'!VIHIH'IV'lll'“"'ﬂl'lll‘l”'g &ﬂ ‘w E?
MN1D | Do ingme] RECEVE aoiv OF THE FOLLCWING. Yes Ma
MNTSa. Puun wameR? Planwater . . ... 2
MMNI58  Messa wutes? Mineralwater . . 1 2z
MNISC. SWEFTERED, FLAWUNED WaTERY SwestenedTlavoredwaler . 1 .4
MNI5D, Frm s 0 TEL? Fruf juice of tea . 1 2
MMNISE Aspmiais ELEE? Oiher (specily i 2
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W.B: Marriage/Union MA
# Ouwstion Options. Skip
MAI ARE v0) CURRENTLY MARRIED R LIARG TOOETHER WiTH & e, currendy mamied 1
WA A4S IF WARRED? e, g willi 2 man, &
He. net in urion 3 o= AN
FiA2 Hios LD WS, VOUSR SUSIARDIPARTHER CH 15 LAST DU
ERTHDA T f-Cr o ]
hgemnyears ... ... o MAS
- Y — — -] ]
fias HAVE ¥OLI EVER BEEH WARFIED OF LIVED TOGETHES WITH & Y5, ATty e 1
M7 Vss, Moy lved with a man 4
Ho 3 |3=iwn
MAS | Whiat 15 vOUR WARSTAL STATLS NOW™ ARE YOU WIDOWED, WMl 1
ONORCED R SEFARN DN e e z
Soparated 3
MAS HiwE v BEES RARFOED SR LrvED wiTH & e 0L O 58 KU OIS bt b phemies b i 1
WIORE TIN ORCE? Morethanonce_ .. e
MAS Hmtmmqﬂmwmrmmm::;:ri DU .
LS WETH & AR A5 1P MARFEERT
|1 S |
N HEEN
O year A
MA7 | Check MAG: For month and year of marriage = =
D Both Month and year man‘huu are known? = Next Section (W.7)
0 Either month or year of marriage/union not known? = Continue to MAS
Felid HCHY D0 WERE VO WHEN VU STARTED LP/RMG WITH 1OUR

PGS T HUSAAMDPANTHERT

Mg I e

i
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W.7: Contraception and Unmet Need cP
[ # Question Options Skip__
CP | WL D LI T T ST v AT ASETHER SALECT — Fies, CUTEnBy pregran 1
Fakin 'y PLARMIND — A8 V00N REPQCOUCTVE HELLTH. " 2 | 2ecpr
]
AFE 70 PEEECHAMT HOWNT Undure or Don't onow . 8 | B=CPZ
CPIA | A7 e TIE 70U BECTME PREGMANT [N V04 WANT TO TR 1 1= CPY
BECOME FREGHAHT THEN, DI YOU WANT 10 WAT UNTL LATER, | | 2 | 2% cpd
i v e o B [ i i AL LGSR E R I [ R :
Mot want reore cheldren B 3= TP
CF2 m:wm'ammmmmmmrm R 1 - S |
AVHD A PREGHARICY.
ARE V0A) CURRENTL Y [0 SOMETHIRNG (R, (ISG MIFT e el Bt
METHOD T DELAY 0 AVTID GETTING PREGRANT F
CF3 VAT WETHOD ARE 70U LSRG Femals sheniraSon Tubsikertion A
Mol slenlemion i Esecinmy B
[0 not promp. H c
Dol [}
I maceee: T ot Meod (5 menboned, Croe Ipeciion s o _
2ach one 1115 —F
[ o1 1) P ]
Fefiaie cordom H
Deaphragm ey 1
Lactational amenorhaea method (LA} 4
Fenodc alsinence K
WAl aracl ; L
e (S peciy [
CP4 HOCAN | WOULD! LIGE TOH ASK SOME GUESTIONS ABOUT THE
FUITURE Har (nfnnother) dhild 1
WDLLDH VO LI T HAVE [ATAMEDTIER | CHILD, DR WOLE DY
FOI| PREFER BT TQRMAGE ANY {ORE ) C8 DRENT Yo mopaincma 2 | 2ecPe
it cunently pregnant: Says she comnot gt pregnand ... - | S AN B
AFTER THE CHILD vOU A8 O B0t TG,
WOLLES U LEE T HAVE ANCTHER CHILD SR VO WOLLD | Undecided! don't know B | peces
FREFERMOT TOMSYE S8 [WMORE) CHEuDRENT
CPS HIDAN L0 WD 00 LIRE T VT BEFORE THE BIRTH OF Mo t |
[ALaHOTHEN ) CPuLD Y
e (W )y
CPE | Check CP1; Pregnancy status
D Currently pregnant [code = 1) = Next Section (W.8)
D Mot @I.II‘I'EIIW pregnant = Continue to CPT
cPi [ 'a T VORI A PHVERCALL Y ABLE TO GFT PREGRANT | Ve 1
AT Friek Tl ? L S s, kel a3
| Dt ke 3
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W.8: Female Genital Mutilation/Cutting FG
] Duestion Optiens ip
FGT | HavE v EVER FERRD OF FEMALE CRCusaCIRon? Tes... e sl e | 1=EE
T, —r
FiE2 | bk MBS OF COMMITICS, THERT 5 & PRASTICE WA | Yes i
G AT e E AT OF FER GERITALS CLIT. N by, o e g e 1 | 2=pway
HAVE YU EVER HEARD ABCUT THIS PRACTICEY
F&G3 WE WU YOLIRSELF EVER BEEN CIRCUMCISEDT Yes i
[ - T ———e——" ] I, | . [~
Fiad | mow | wiouLD LIKE ToASE 500 WHAT WS DOME TO VO AT THS e—— s
TIWE 2
WALS Y FLESH RERCVED PR0E THE GEMITAL ANEa? |
FGE | Was THE GENITAL AREA JIST ICKED WITHOUT REMCNTG ANY i
FLESHY
2
8
FEE | Wis THE GEMTAL &REA SEWH CUDGET (R "SEALED' )™ i
2
i
FGT | YWho Csouecissn noud
o
,,,,,, 12
i 16
..... N
B
26
FGE | Check CM4 and CME (in Section W.3): Woman has living daughter?
D Yes, has living daughter = Continue with FGO
Ell'i-nlmngdu.ghm = Goto FG16
FiEE | HavE anr OF vOUR DalaerTERS SEEN CIRCLMCISEDT DD
I yos, Hewe 2 Mo of daspivions: croumcised
WO SEUGMES CHSEmeEa e ™ | 0 FG16
FGI0 | Tiowsdsi OF YOUR DsAGHTERS D80 THES HAPFEN MOST
RECENTLYT
Pl of daughler
[Recot the daughlers name]
FGT1 | Now | WOULD LIKE TO LS YO0 WHAT WAS DOME TO (Mame) AT el S —— I L 1 % ]
THAT TIME [ 2
W apiy FLEEH RERCHED FRdhi THE OENITAL AREAT : Tl
L E:
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W.8: Female Genital Mutilation/Cutting FG
i Cuestion Options Skip
FE12 | Was THE GENTAL ARES JUST FICKED WITHOUT REMONING ANY Yo A
FLERH?
| Dkt 8
FE13 | Was TvE GENTAL SREA SEWHCLOSED{OR 'SEALED'Y? Yig o,
FG14 | HowoLp was {name) WHEN THI5 GCCURRES? DD
Daughler's al circumcision ...
W0 ther respanclend daos. neol kniow e age, probs o
bo ged an eslimaie] Dontknow.. .. 54
FG15 | Wi (D THE CROUMCISI0N FOR [Ramej? TRAMTIONAL PERGONS
Tradtional ‘creumaser, ., TR
Cther radaonal (Specky .18
HEALTH FROFESSICHNAL
(137 11 . ||
O P dlth profess anal | specity ). 26
Dot hkmow. .. ... ... .. .38
FG1E | Do vou THIMK THIS PRACTICE SHOLLT BE CONTHUED 0 Caonnitiniied i
SraOULD T BE DIECORTInUED T Discontinged ik
Depenos ... 3
D el
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W.9: Domestic Violence DV
# Cuestion Options Skip

(1 | SOMETIMES A& HUSBAND 15 ANNOWED OR ANGERED BY THIIGS

THAT IS WIFE DDES. [N YOUR OFBACH, 1S & HUSBAND: Yes No DK

JUSTIFIED B4 HITTING OF BEATING HES WI'E i THE FOLLIDWING ‘

LITURTIONS,

D1, IF SE GOES OUT WITH OUT TELLIRG bl Y oes Ul withoud belling i 2 B

0%10. IF 3HE NEGLECTS THE CHILORENT MNeqbects the children . 1 2 &

DOVMIC. IF 5B AROUES Wik Ml T Argues with hissband | ... 1 2 &

DN 0. IF AE REFUSES AEX WiTH M [ T v S | Z g

DV1E IF SHE puRNg THE FOGD? Bums the food ... | 2 B

Appendix F: Questionnaires 147




W.10: HIVIAIDS HA
HA1 How | WULD LIGE TO TALK WITH Yol ABOUTSOMETMNG ELSE. | Yes ... ... 1
[ I 2 | 2= END
HAYT VoA TR AR OF THIE ViR HIY 0R AN LLNESS:
cal Ep AIDE?
HAZ Can PECILE PROTECT THEMSELVES FROM GETTING IMFECTED. | vas 1
waTH THeE ANDS: VIS, B MAVING: CREE SIEX PARTHER WHOIS Mo 2
PO PFECTED AMD ALSO HAS 10 CTHER PR TRERST L — e e v |
Domtkngw .. 2
HAS ik PECPUE GET IWFECTED WITH THE AIDS: vIR1US BECAUSE OF | Yes, e |
WATCHERAFT OM OTHER SUSER TUMAL MEANST T v e 2
Dot by =]
HA4 Can PEOPLE REDUCE THER CHANCE OF GETTING THE AIDS Yeg . |
VIRUS BY USING A COMOOM EVERY TIME THEY HAVE SECT ba 2
DOt RmoOw. .. s ]
HAS Can PEORUE GET Tl AICES VL FrRcss MOSOUNTD BTES 7 Yips 1
|- RN 2
11 s AL P L s A Y 8
HAE Can PEOPLE REDUCE THER CHANCE OF SETTREE MFECTED ] 1
T Tl AJDE VIR B MO AING SE N AT ALLT MO 2
1 |, e e A1 0 O - A 8
HAT Can PEQRLE GET THE ANDIS RS B SHARING OO0 WITH & O e 1
RO T AN L 2
7 Dot know B
HAT A AN PECPUE GET THE AJDS RS By GETTING FRIECTIONS Y8 ..onie. 1
WEITH A MEEDLE THAT WaS: ALMEAD r UISED By AM INFECTED . 3
FERSOHT ;
Demtonew 00000 B
HAS 15 1T PArSSEBLE FOR & HEALTHI -LOCKING FERSON T HWVETHE | Yes 1
AR ved Vi
DomTlnow. .. -]
HAS Can Tre AIDS IS BE TRAMSAITTED FROE! & WOTHER 70 & ‘ Yes PO [
Bty [ i |
P, Dhurom iseEca Y | Dusrinng peegraancy . .......... 1 2 L]
A DR BELVERY T | Do chidivery ] 2 -]
HASC By BREASTFEED®GT By tereastiesding ] 2 ]
HAD IF & FEMALE TEACHER HAS THE AIDIS VIRALS BUT IS 80T Si0, Yes 1
Do knowetol Sursdepends .. [}
HATT WWOLLID WORl Y PRESH VEGE TABLES FROL! A SHOMSEERT® Of | Yes 1
VEMDOR F VOU KNEW THAT THIS PERSOR HAD THE AIDIS o 2
Dot Enowaniot Suretepends ]
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™E AIDS st

W.10: HIVIAIDS HA
HA12 IF & MEMEER OF YOLIR: FAME v BECAME BFECTED 'WITH THE Ves 1
AJDE s, WAl vour et T T AN A& SECRETY Ho 2
Don'? Encwwnot sure'denends L
A1 IF & VEMEBER OF vOUR Faibl v BECAKE S7r wiFH THE A0S Yies i
VIS, WL WO BE WALLING TO CANE PO HEM ON HES B e A
D T KNt SUNE R s 8
D Yes = HA19 “ ' |
D No = Continue to I-'IA.‘I-&'
HATS 1 00 MO WRARIT T EMOW THE BESUL TS, BUT HAWE VO EVER Yes 1
BEESN TESTER Ter SEE #F Vo HavE MV, THE (S THAT ‘
AIDS? Ho 2 | Z=HAE
HATE | o T YRapdT O T FELL ME THE RESUALTS OF THE TEST, Vs 1
BUIT FEVE YOLI BEEN TOLD Tl RESLLTSY Ho 2
HA1T [ wow, WOLRSELF | k0 FOSA THE TEST, Was T OFFERED TS | Asked for tha test 1
0N M0 YA ADCEPTED, O WS IT REQLAREDY Offered and accepiec 2 END
Reguired. a
HA18 AT THES TIME, D0 W08 KHOW OF & PLACE WHERE vOU G G0 | Y 1
T SET BUCH & TEAT T S2F o YL HAVE THE AIDES ifi A Y o 4 END
HA1B CITHER: THul AT THE &iTERATAL LR, DG VO KN OF & Yes 1
PLACE WHERE YO CaN GO T GET & TEST 70 SEE F vOU HawE M ]

-! Check, whether the Form has any gaps, if yes, fill-in those gaps and thank the

respondent ;-

respondent for spending rime and providing valuable information; and go o the next
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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aBBIMICS

FORM-C: CHILD EELOW 5 YEARS

unicef&®

\
Y

C.1: General Information

This FORM is to be administered to all mothers/caretakers (See Column HLE of HH Listing Form) who
care for a child that lives with them and iz under the age of 5 years (See Column HLS of HH Listing
Form). Use a separate Form for each eligible child.

ENGLISH

UF-A | Pravince Name & Code D
UF-B | District Name & Code I:l D
UF1 | Cluster Name and Number UF.c | Statumn Code.
D D [Child = 3 = 1/Other = 2] D
L0
UF4 | Child Mame & Line No. 1 |
UFE | MotherCarclaker Name & Line Mo, 1
UFT | Interviewer's Name & Code I:I 1 |
UFa | Day/Month/Year of interview H D |:| I:I EI I:I 1 |
UFa Result of interview for children under 5 Compieted 1
e | R SN S R SR S R -
Codes refer to mother/caretaker] Refused 3
[ ] Parlly compleled ... rinorincrincsies seseee
Inrnrnr.ltaleﬂ 5
Cilher {Specify) G
Remarks
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Read, if the respondent has not responded to any other Forms

Intraduction’Consent

HeELLo. My NAMEIS(....... JAND [ AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KENBS), NAIROBI. 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 TALE TO YOU ABOUT THIS, THE INTERVIEW WILL TAKE ABOUT 20 MINUTES, ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS. DURING THIS TIME I WOULD LIKE TO SPEAK TO YOU ABOUT YOUR CHILDREN AND OR
CHILDREN YOU TAKE CARE [N THIS HOUSEHOLD.

THE INFORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPFMENT AGENCIES IN
PLANNING AND INMPLEMENTING DEVELOPMENTAL PROGEANMS.

MAY I START THE INTEEVIEW NOW™?
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LIFTD | S | WD L T 45K v SOME UEsTIons apouT e reaLtr | Dake of birth:
OF EACH CHLE UMBER THE AGE OF 5 i vOLR CARE, WD LVES WiTH I: D
WO THES: HIH Mo
Diany
INCRA | WAKIT T A Y01 ABCIIT [N, p g
i KA A TR ) » Don® know the day of bath, ... 98
Probe:  WHLT 15 HES/HER BIRTHOWYF ‘
[hoeess HEYSHE HAVE A BRFCTH CERTIFICATE ¥ ongh, TTETTTETTYParre L] PPrrrPreYerT
T e FrdeinesrCaretaker nows M exacl D dabe a0 ey |
the dary. cthertse, croke 58 for dany] DI D D ]
UF{] | HOW MANY MONTHS CLD 5 (nome) 7 D ]
C.2: Birth Ragls’tratlun and Early Lurming BER
# Cuestian Opbons Skip |
BR1 | DoES (name) HAVE & BIRTH CERTIFICATE? Yid, dasn 1 | 1=BRG
Yol mot Leen ? | 2=BR5
Mav | SEE IT? Mo A
Dian't know ]
BR2 | Has {navme's) BRTH BEEN REGISTERED 'WITH THE OVIL | Yes 1 | 1=#BRS
ALTHORIMIES Y Moo .2
) _ _ | Don’t KmoW s e u | B=BR4
BR3 | WHY = (mame ) BIRTH KCT REGISTEREDT Cosstoomsch 1
Must trveel 1o far ‘ 2
PROBE: DD v KNOW THAT & BIRTH HAS TOBE ; " T ;
REGISTERED? DD YOU TRY TO REGISTER THIS AL e B S R
ONE? WHY DID YOU FAIL TO REGESTER THis piRTHy | DWdnolwanttopayfne ... 4
Dioes not know whene o regeser &
Oither | spectfy L]
BRA | Do vow awow #Ow TO REGISTER YOURCHILD'S BRTHT | Yes . a1
I s e e s i R
BR4A | Do il KMOW WHERE TO REGISTER ¥OUR CHILDYS Yes 1
BIRTH?Y Mo 2
BRS | heck UF11 (age of the child): Child Is 36-59 months old?
D ¥Yes = Continue to BRE
D No = Goto BRB
BRE | Docs{name) ATTEND ANY DRGANIZED LEARKING OF b R
EARLY CHILDHOOD EDUCATION PROGEAMME, SLCH AS A | No.,, &) 3 | 2=pRTa
PRIVATE DR GOVERNMENT FACILITY, BICLUDING Don't Kmew o =B | B=BRE
KINDERGARTEN OF COMMUNTY CHLD CARE? ; ;
BRT | WITHIN THE LAST SEVEM DAYS, ABOUT HOW MANY i Skip 10
350 (rame) TG i 00 [
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| C.2: Birth Registration and Early Learnin

BRTA | WHAT IS THE MAIN REASON FOR (name) NOT No facility neay..................coowrrvcsrsnrens 1
ATTENDIMG ANY PRE-SCHODL LEARNING/EARLY The facl i 2
CHILDHOOD EDUCATION PROGRAMT ; QY 19100 GO .o
No money 10 pay the feesexpensive ... 3
Gl 1% 100 YOURG....coocooesiciinciremsaceens B
Other (specily .6
BRE | InT™HE #AST I DAYS, DD YOU OR ANY HOUSEHOLD MEMBER

OER 10 YEARS OF AGE ENGAGE i AY OF THE

FOLLOWING ACTIVITIES WITH (name);

I yes, ask: WHO ENGAGED IN THIS ACTIVITY WITH THE

CHILD - THE MOTHER, THE CHILD'S FATHER ‘OR AMOTHER

ADULT MEMBER OF THE HOUSEHOLD (INCLUDING THE

CARETAKER/RESPONDENT]?

P ‘ Gircle af that apply T L Linin
BRE | Reap BOOKS OR LOOK AT PICTURE BOOKS WITH {name)? | A B X Y .
BRED | TELL STORES To {name)? A . . x

oniic | S souas Wit {1amei? G, O S OO Y. N NP O I
BREd | Taxe (name}ouTsiDe THE HIME, COMPOUND, YARD OR A . % v

___________ EMCLOIRE? . e b st ki i
BRBe | PLavwim (aame)? A B X y
BREf | Seenn TIME WITH (NaIME) NAMNG, COUNTIG, AMO/OR v

DRAWING THINGS? 2 " K
C.3: Vitamin A VA
# Cuestion Options Skip

VAT HAS (name) EVER RECEVED A VI TAMS A CAPSULE Y |

{SHEENT) UETH‘E M? 4 e o e R e b e e e e

MO e = (C4)
SHOW CAPSULE OR DISPENSER FOR DFFERENT DOSES: :
100,000 U For THoSE 611 MOvTHs 0D (BueYeLLow) | STHKI balow 6 months old.................3 3= (C.4)
m'm Iu me12'$ mm tnﬂ’, uﬁnnﬁ hwIllllIlllllﬂlllll-lll-llllll!lalllIIHIIIIIIIIIE E¢ ‘c-“a

VADZ | HOW MANY MONTHS AGO DID (name) TAKE THE LAST

00
1 PR N CO TR R e LAy S |
Den't know P
VA3 WHERE D0 (RaMe] GET THIS LAST DOSEY O fouling vish e health facilty ... .1
SiCK Child vesi 1o heatim facility . il
Hational Immunization™'i. A Campaign ... 3
Other (Specrfy )6
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C.4: Breastfeeding BF
[ Question Optlons Skip
BFi Has (mame) EVER BEENBREASTFEDY Wi g T e o ol
Mo : e o . X< BF3
Doan't know 8 = BF3
BF1a HCH LONG AFTER BIRTH WAS [FIBMEJ PUT TG THE 'mﬂdmﬂh’ after ik 0oog
BREAST FOR THE FIRST TIMEF e i
=—— |00
7, TR
DO I .o eimie o rmrec s e on e ST
H.'i |% HE/SSE STILL EEMEMTFED? T“,,,_,,‘ . ‘ . 1_ fsir Bsz
Ma 2
Dan't knaw 3 = BF3
BE3a | FORMOW ManT MONTHS DD (name) BREASTFEEDY D D
Skip
Meather: o o i i e e BF3
DR EROW ..o i sessmsm s e msm s 8
BFIn | SMCE THIS TIME YESTERDAY, HOW MANY TIMES HAS
(e ) BREASTFEDY D D
Times Breastied.
i @nvswer is nof numenc, probe for approximale .
n l Dan't know a8
BF3 SMCE THIS TIME YESTERDAY, DID HE'SHE RECEIWE ANY OF THE FOLLOWING
___________ (Read aach inam b S repond response before procoading o e next fam)
. Ieem Yes Ho OK - "
BF 3 Vimaner, MrEnaL SUCEUEMENT S 0N MEDICINE D i 2 B
BF38. PLun WateR? i 2 &
BF3C. SWEETENED, FLAWOURED WTER OR FRoT JUcE R i 3 B
BF3D. DR REMVDRATION SOLUTION |DRS)7 1 2 B
e — -
BFIE. [nras Fomsaa? ! 2 B
BF3F. THHED, POADERED OF FRESH MILKT i 2 &
BF 3G, Axiy OTHER LIOIAES Y 1 2 &
BF3H. 5000 OR SER-SOLID (WAUSHY) FOOD7 1 2 ]

ore

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

[] Yes = Continue to BFS
[]Neor DK = Next Section (C.5)
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C.4: Breastfeeding BF
# Question Options Skip
BFS | SINCE THIS TIME YESTERDAY, HOW MANY TIMES DID
{mame) EAT S0LID, SEMISOLID OR SOFT FOODS OTHER ; D
THI‘" Llﬂ'll..llﬂ'ﬁ? HD ﬂfTHI'IES ool il da s Lo mma e d ok Ll B et L k2 b
(If 7 ar more imes, record 7)
BFSa | ATWHAT AGE DID (Rafe) START RECIVING WATER
DTHER THAN BREASTMILK Y D
Age in months
{Iif 7 or more months old, record 7) Do TR L s aia B
BFSb | AT'WHAT AGE DD (rame) START RECVING SOLID OR D D
SEMI-30LI0 FOOD?
Age nmanths ...,
{If 15 or more months ofd, record 15) Dan't know g8
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C.5: Care of Childhood lliness
& Question

Options

F«E

CA1

LA [0 HAD DIARRHOEA 1M THE LAST TWO WEEKS,
THAT I, SnGE (diay of the week) OF THE WEEK
BEFORE LASTT

{Dowrhoea is delermined as percened by molther or
carelaker, or ag three OF Mave (005e ar walery
sfools per doy, or bood in sleof]

| He

WiEdE III=

Ll-T e LT T —

(LT ETIe

2=CAL
B CAL

e

mErRETERY

CA2

o Mg o
CAZA & FLLID WADE FROM & SFECE PACSET CALLED (fonal
... name for ORS packel sodufion)? -
CAZe GoOVERNUENT-RECOMMENDED HOMEMADE FLLIDT

R T ]

CAZC. A PRE-PACEAGED GRSH.mrm I:IAFH'I:E.I?

srmEtEEE Ry p Ry namEm

DmRmes THIS LAET EMS00E OF DIARAHOEA, DO (Nome) GRINK ANY OF THE FOLLOWING:
Read each ftem alowd and record lesponse before proceeding fo the nex! fem

ol [ELER IR TR IRl DLEILLRILRIERRIE D] T RE IR EET LR LD

B

i 2 &
! P

1 2

&

B

CIRTTPRTTRE T Y

ErrEETIRY PREE

CAl

Dm‘ﬁllﬂﬂﬂ.'l!"ﬂ:]ll.HEEE DII:II-EHHEIJH'I’.HIHH
LESS, ARUT THE SAME, O MORE THAN USUALY

| Abn the sm[umewnallessi X

DusmG (names) ILLNESS, DID HEFSHE EAT LESS,
ABOUT THE SAME, DR MORE FODD THAN USLALY

if “less". probe:
WWCH LESSOR ALITTLE LEES?

| Soméwha less

Doni't know.....,

CAS

Has [marme] HAD AN LLNESS WITH & COUGH AT ANY
TIME 24 THE LAST PO WEEKS, THAT 15, SINCE (day of
i@ week) OF THE WEEK BEFORE LAST?

| Rt | -

i 'mm:l--uu'-i::-ulu'-

mnlIlrllnlnllll!||-|r-ln|I'||I|r||n|nllllﬁlrlr-lnlnlnrz

T

29CA12
8= Ca12

WaEN (mavme) HAD &N ILLNESS WiTH & COUGH, DiD
HEMSHE BREATHE FASTER THAMN LISUAL WITH SHORT,
OUICK BREATHE OR HAVE DIFFICULTY BREATHNGT

b ;- TN ; ! 1

2= CAT2
B=CaiZ

CAT

WERE THE SYMPTOMS DUE 70 A PROELEM IN THE
CHEST OF A BLOCKED NOSEY

2=CAL2

f=CAlL2

OUTHIDE THE HOME?

DD YOU SEEK ADWICE OR TREATMENT FOR THE RLNEES |

STTeTeT

N R :
L A e }
[ R T R R

2= CATD
8= CATD
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C.5: Care of Childhood lliness Cl
CAG FROM 'WHERE CHD ¥ SEEX CARE? Fubss edier
el hsgital A
AMTWHERE ELSEY Govd. health centne B
) Gond. health poest o
[':I'-I'lt ol pmrld-mml.-nmn:d. wm WOTREr n ]
bl dio ROT prompd wrih anry suggestions] Miobieioutiessch diic E
Celer putiic {Specily | H
. . Private madical secior
|V =ouwrce is hospital, ealth center, or clinic, write:
the narne of the place below. Probe to idensdy the | Frivae hospialicing '_I
e o sodrce and cirche The appeogreate code | '"'mt"'”“m' 5
el cleneg L
it jprtwials (BEeiC iy, I =]
(HAME OF FLACE) Cuhar scurce
Rislatasg oo Frigenad ]
SHeog a
Trascilional peactlions R
it | gLty | -
CAID WAk Eranme ) GIVEM MEDHOME TO TREAT ThiS BLAMEES? el . -
g P CAID
B B CR1D
[SF R E | Velsan T MEDaC il WA [naumee j GIvEMT ArfSbaote . SR R T T TR
Paracetamol Panadol A cetaminophen P
(Cacle all medicines groen) Aspirin Q
Irproplen R
Dl {s0eaty ] x
Do} ey z
(CAIZ | Check UF11: Child age 0-35 montha? :
Cves = continueto cA13
 |One  =cats
CAIS | THE LAST TiIME (nawThe] PASSED STOOLS, WHAT WAS Childl usesd Todetiatrine a1
DOME T DISPOEE OF THE STOOLST Puviresed nto todel of latnne S -
Putriresed into drsn o gich ...
Tharcyem ik partiag S0l wasle ) [ ]
Ferwd an
L i Brel Oty O
D {SpecTy) L
D' by a8
[ E | [Ask QOHLY ONCE loe each maother’ canetaker] Cihibdl ek ok 0 drink: OF iDiesarsiieed s
ot DS Sk ..B
SOMETME S CHLDAEN MAVE SEVERE LLMESSES &0 i depeeioprs i s G
SHOULDBE TAEEN IMBENATEL v T 8 HE&LTH FADLITY. ‘G has st breathing .
WIHAT TYPES OF SYRIPTORSE WOULD CAUSE V08I TO TAKE N s MU Creating B
NOEIE T T & HE AL TH FATE W RIGHT kT mmm"m E
Childl 1= drinking pocety G
[Meap meking for mods iy oF il e | ) ox
mishercanstaker cannol recall oy additional s
symptoms. Crcke all symploems menboned] DMrer 2| SOy : ;
Cireer 3 | ey,
[Cor naot praml with ary suggestions]
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ML

I ﬂdElASTTﬁ'ﬂWEEHS ‘I' L'i SINCE [day of te
WEEk ) OF THE WEEK BEFORE LAST, HAS [nanme) BEEN
L W1TH A FEVER?Y

Dan't’ kaow ., -

=ML
g=ML10

'Was {igivie) SEEN AT A HEALTH FACILITY DURING THES
LLRESST

Dan't” knaw "

= MLE
B=MLE

L3

DiD {name) TAKE A MEDICINE FOR FEVER OR MALARIA
THAT Was PROVIDED 0R PRESCRIBED AT THE MEALTH
FACILITYT

- Pl SR AT AL R L
Nn1r hm TSR E TN E T IR RN R R T TR TR T T DI )

i
2
8
1
- OO |
8
1
F
#

2= MLE
B MLS

BL4

WHAT MEDICINE [vD {name| TAKE THAT WAS PROVIDED
R PRESCRIBED AT THE HEALTH FACILITYT

[Circle aif medicines memnboned]

Anfi-mmakril:
EPIFBASIIA ........ oo ioream s s st reemsssiomesmmson

Cliinine ..
Artemisinin-based mbmam
Othet anb-malangl (specily I

Irnmr:-inr

Faracetamol Faradoldcetaminophen.... P

Ao

Other (specify b.X

MLE

WaS {name) GIVEN MEDICINE FOR THE FEVER OR
BALARLS BEFORE BEWNG TAKEN TO THE HEALTH
FACILITY?

I I TR T ST N T L T I T re T e 1

Yl
[ T—— - — 2

Don't’ KNow ..o e pS—

1=MLT
I=MLE
B=MLE

MLE

WAS {name) GIVEN MEDICINE FOR FEVER 0R MALARIA
CUIRING THIS ILLNESST

m-lllilﬂIJIIIlIlIlII-lllIllIlIlIIIlIlIII-IIIIIIIIIIIIIIIII-I-IIIII=

Don't’ know

.

Z=MLE
E=MLE

ML

WHAT MEDICINE WAS (A0WTE) GIVENT

[Gircie all medicings gwven. Ask o see ihe
medrealion o e is pol known. I fype of

MEdCabon & shif el determned, show Lymcal an-

malarnas o respondent |

Ant-malanals:
SPFansadar NP RATE! :
Cluining .

Aﬁumsam-basedmhmam

Qther ani-malanal (specify I'
Diher medecations:
Faracetamol Faradolidcetamnophen. . P

Thupeoten

Other (specifi - 4

ImoOome

a0
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C.6: Malaria

# Question | Options

MLE | Check ML4 andior ML7: Anti-malarial mentioned (Codes A:H)?
U Yes « Continue to ML9

I:I No < ML10
MLY | HOW LONG AFTER THE FEVER STARTED DID (mame) SEME BBY o.ccvusisinsonismsniiini iansasisnss
FIRST TAKE (name of anti-malarial from ML 4 or Next day
; R —
il 2 days afer e FEVET ..o sssaesioees
(if mutiple anti-malarials mentioned in ML4 or MLT, Ao aller e ...,
name all anti-malarial medicines mentioned] | 4 o7 more days after the fever. .

[Record the code for the day on which the firstanti- | DK .o e
malanal was given]

ML10 | DD (rase) SLEEP UNDER A MOSOUITO NET LAST
HIGHT?
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C.7: Child Immunization

Ouastion

Options

| swp

If an immunization card is available, copy the dates in IM2-IMBb for each type of immunization or vitamin
A dose recorded on the card, MO is for recording vaccinations that are nol recorded on the card. IM10-
IM1T will only be asked when a card is not available.

I3 IS THERE A VACCINATION CARD FOR (name)? Yes seen 5
Yes, not seen .. i 2= IiM10
He: 3 =10
{a) Copy dates for each vaccination from the card. Dol of braumicalion
{b) Winte ‘44' in day column & cand shows that Month
WICCINANGN WIS given BUt [o dake recorded Day Yeur
M2 BCG BCG
Ih3a Folio O OPvo
IM3b Folio 1 oPy 1
A3 Py 2 0Py 2
Ik43d Polip 3 0P 3
I4a | DPT - Heps + Hibr 1 (Peniavalent 1) CeT 4
M4 DFT - Hepl + Hib: 2 {Penlavalent 2) OPT 2
i OPT - HepB + Hib: 3 {Penlavalent 3§ OPT 3
[TME | Measies (or MR Measles
7 Yebow Tever ¥ Fsier
[ L] igamin A (1) ¥iL Al
[ 115 \iamin A () Wil A2
Mg g ADCHTICN T3 THE VACCINATIONS AND VITAMIN A CAPSIES | WBS o e s rrrare s reren enrareres 1
SN O THES CARD. DD ARIme) REGETVE ANY OTHER [Probe for vaccinatons and wie ‘65 i the
WACCINATICRS. — BICLUDENG SAOCIRATIONS. RECENVED N : thay cofumn on I o (438 and go
CRIPAIGHS DR IR BT ATION DAVS T o B19)
[Record Yes' only f respondent mentions BCG,
va u\-a' DPT t-a-r M:amﬂ' Vi‘amh A lelllllllllllllllIIII-IIIIIIIIIIHIIIIIIIII\IIIIIIIIIllIIIlIlI‘I Ec}."ﬂdg
mlﬂlm’&.l (a1 R T —— | B k1S
M0 Flas (e | EVER RECERED Ay VACCHATIONS TG PREVEMT | yes = |
HBHER FROM GETTING DISEASES. L LDMG vADCIMATIONS No 2 7= 1M18
RECEIVED N & CAMPENGN DR IMAMURNTATION DY 7 ; ’
Do’ KASW 8 Ben W19
M11 His (e EvER BEEN GivEn ABCG YasCmancn sGansT | yag R |
TUSERCULOSIS — THAT 1%, AN INECTION B THE A0y 9 o 3
SFCUADER THAT CALEEED & SCaR? :
D'l ... .8
M2 HAS (M) EVER BEEW GREK Al “VACCHATION DRGPS iM Yo 1
THE BGUTH" TO FROTECT Hl'HER FROM CETTRG DISEAsES - N a 2o 15
THAT &, PO
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C.7: Child Immunization

[EES

HoW oLD WAS (name) WHEN THE FIRET DOGE WAS
GIVEM — JUST AFTER BIRTH (WITHIN TWO WEEKS) OR
LATERT

DONt KMOW ..cociiossnisinsinmisissmimassisissssisnssssi B | B=IMI1S
Just after birth (within two weeks) ... 1
Later

IM14

IM15

HOW MaNy TIMES (narme) BEEN GIVEN THESE DROPST

HAZ (name) EVER BEEN 3IVEN "DPT/ HepB/ Hib1
VACCINATION INJECTIOMNS" — THAT IS, AN INJECTION IM
THE THIEH AND BUTTOGKS — TO PREVENT HIMHER
FROM GETTING TETANUS, WHOOFING COUGH,
DIPHTHERIA, HEPATITIS B, HAEMOPHILIS INFLUENZAE
TYPE 87

SOMETIMES GIVEN AT THE SAME TIME AS POLIO.

2 2= IM17
sonis i B IMAT

IM1G

HOW MANY TIMES?

I r

1M1

IM1G

Haz (name) EVER BEEN GIVEN "MEASLES VACCINATION
INJECTIONS" OR MMR — THAT 1S5, A SHOT IN THE ARM AT
THE AGE OF 8 MONTHS OR OLDER - TO PREVENT
HIM/HER FROM GETTING MEASLES?

HaASs {(name) EVER BEEN GIVEN *YELLOW FEVER
VACCINATION INJECTIONS™ — THAT IS, A SHOT IN THE
ARM AT THE AGE OF 8 MONTHS OR OLDER - TO PREVENT
HIM/HER FROM GETTING YELLOW FEVERT

_SOMETIMES GIVEN AT THE SAME TIME AS MEASLES
PLEASE TELL ME. IF (name) HAS PARTICIFATED 1M ANY
OF THE FOLLOWING CAMPAIGNS, MATIONAL
IMMUMIZATION DAYS ANDIOR VITAMIN A OR CHILD
HEALTH DAYS!

CHILD HEALTH DAYS, VIT-A CAMPAIGN
MEeEAsLES & ViTaMin A CAMPAIGH

CHILD HEALTH DAYS - VIT,. A & DEWORMING CAMPAIGHN

Yes Mo DK
i i -l- il ".-2-" F-H--‘ ----—
1 2 a |
1 2 8 |

Does another eligible child reside in the HH for whom this respondent is
mother/caretaker? Check HH listing, column HLS,

I:l Yes = End the current Form and go for another ‘Child < 5 Form' to administer the

Form for the next eligible child.

D No = End the interview with this respondent by thanking him/her cooperation.
If this the last eligible child in the HH, go on to Anthropometry Section (C.8).

162
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C.8: Anthropometry AN

g | Cusstion | Options | Ekip

After completing Ferms for all children age 8-58 months, the weight and height measurements of each
child are to be taken. Record weight and length/height below, taking cars to record the measurements
on the cormact Form for each child. Check the child’s name and line number on the HH Listing Section
before recording measurements.

an-A | Gheck UF11: Child age 6-59 months?
I:l Yes o Continue to AN-B

D No = END

AN-B | Name and Line Number of the Child U D
L Mumbier

ANT | Child's weighi |:I
Kiograms (Kgj.—....—.... L D - L

il - e i e L

[ chitg age below 24 months = Hoshial S —
Measure length (lying down). [I l\
gt IF g : Lying down . L_1 | e |
Height
[ chitd age 24+ montns = Helghtfem)
Measure haight (standing up).
g l g pl Standng........... - D T D
ANY | Measurerinvestigator identification code D‘ D
Measurer Code ...
AN | Result of measurement | Measurea ¥
Mot present i
Refused 3
Oihers (Specify) &

ANS | Is there another child in the HH who is aligible for measurament?

D Yes = Record measurements for next child,

D No = End the interview with this household by thanking all participants for thelr
cooperation.
Gather together all Forms for this HH and check that all identification numbers are

inserted on each page. Tally on the Household Information Fanel the number of
interviews completed.
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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