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Foreword

The Meru South Multiple Indicator Cluster Survey (MICS) 2008 is one of the largest
representative sample survey conducted in the district. The survey covered 1,142 households
selected using appropriate statistical procedures.

The objective of the district level MICS was to provide disaggregated data and estimates
related to the well being of children and women at the district level, in order to enable
policymakers, planners, researchers and program managers to take actions based on credible
evidence. In MICS 2008, information on specific areas such as, reproductive health, child
mortality, child health, nutrition, child protection, water and sanitation, education, HIV/AIDS
and orphans were collected.

The results indicate that the infant and child mortality rates in Meru South district are high,
and also the district has a high proportion of under-weight children. It is also worth noting
that the proportion of children aged 0-5 months who are exclusively breastfed is quite low.

I wish to acknowledge the efforts of various organizations and individuals who contributed
immensely towards the success of the survey. First, | would like to acknowledge the technical
and financial assistance from the United Nations Children’s Fund (UNICEF). The hard work
and dedication of the staff of the Kenya National Bureau of Statistics (KNBS) and the staff of
UNICEF should also be acknowledged for successfully completing the survey, revising the
reports and making the results available.

Finally, I am grateful to the respondents who generously gave their time to provide the
information and allowing the survey teams to measure the weights and heights of children
below 5 years of age, that form the basis of this report.

gtiscat

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

The Meru South district Multiple Indicator
Survey (MICS) is a representative sample
survey drawn using the 1999 Census of Kenya
Enumeration Areas (EAs) as the sampling
frame. The 50 EAs were sampled using the
probability proportional to size (PPS)
sampling methodology, and information from
a total of 1,142 households were collected
using structured questionnaires. The Meru
South 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;
households with a child below 3 years and the
other with no children below 3 years at the
time of household listing®. The stratification at
EA level was done to reduce the standard
errors of children and women based estimates.
The data was collected by two teams
comprising of 5 members each, 1 supervisor, 1
editor/measurer and 3 investigators.

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

Child Mortality

The under-five mortality rate and the infant
mortality rate were calculated using the birth
history data for the 10 year period preceding
the survey. The under-five mortality rate is 48
per 1,000 live births and infant mortality rate
is 31 per 1,000 live births.

Nutritional Status
and Breastfeeding

Approximately 12 per cent of children aged 6-
59 months in Meru South are moderately
underweight, while a small proportion are
severely underweight. The proportion of
moderately stunted children was 21 per cent
and only a few are wasted. About 71 per cent
of the children are timely breastfed (given

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

breast milk within an hour of birth), and 37 per
cent of children aged between 0-3 months are
exclusively breastfed. A high proportion (97
per cent) of infants was weighed at the time of
birth. Approximately 96 per cent of the
households are using iodized salt for cooking.

Immunization

Eighty three per cent of children aged 12-23
months received full vaccination (BCG, 3
doses of Polio, 3 doses of DPT+HepB+Hib
and measles) before reaching age 12 months.
BCG is given almost universally to children
aged between 12-23 months, while 93 per cent
of the children were vaccinated against
measles. About 89 per cent of the mothers who
had given birth during the two years preceding
the survey reportedly received tetanus toxoid
(TT) injection.

Care of illness

Only 34 per cent of children with diarrhoea
during the 2 weeks preceding the survey
received oral re-hydration therapy and 11 per
cent reported home management of diarrhoea.
Treatment was sought for 77 per cent of the
children who had suspected pneumonia, while
31 per cent of the children with suspected
pneumonia were given antibiotic treatment.

Malaria prevention

In Meru South, 67 per cent of the households
had at least one insecticide treated mosquito
net, and 60 per cent of all children below 5
years slept under a treated net. Only 17 per
cent of children under five with fever during
the two weeks preceding the survey were
given appropriate anti-malarial treatment
within 24 hours of onset of symptoms. About
43 per cent of women who gave birth during
the two years preceding the survey reported
receiving intermittent preventive malaria
treatment.
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Water and sanitation

Only 46 per cent of the Meru South population
was using drinking water from an improved
source and 42 per cent were reported treating
the drinking water. Only 13 per cent of the
population was using improved sanitation
facilities and in nearly all (97 per cent) cases
child stool was disposed safely.

Reproductive health

The total fertility rate in Meru South for the 3-
year preceding the survey was 3.7 children per
woman. Teenage pregnancy was 15 per cent,
i.e., proportion of women aged 15-19 years
who began child bearing. Ninety eight per cent
of mothers who gave birth in the past 2 years
had an antenatal check-up while 80 per cent
had given birth to their babies in an institution.
About 13 per cent of women aged between 20-
49 years were married before reaching age 18
years, and nine per cent of women aged 15-19
years were by then married or in union.

Education

In Meru South, about 3 out of 5 children,
(59 per cent) of the primary school entry age
were attending primary school. The net
primary school attendance rate was 91 per cent
and that of secondary was only 30 per cent.
Female adult literacy rate in Meru South is 87
per cent.

Child protection

Over three quarters (76 per cent) of children
under-five in Meru South were registered at
birth. About seven per cent of children aged
between 5-14 years in Meru South were
engaged in child labour. A high proportion (81
per cent) of children age 2-14 years received

any psychological or physical punishment
during one month prior to the survey.

HIV and AIDS

Only 41 per cent of young women aged
between 15-24 years in Meru South had
comprehensive  knowledge about HIV
prevention while 46 per cent had knowledge
about mother-to-child transmission of HIV.
Sixty per cent of women age 15-49 years
reported that they had been tested for HIV.
About 88 per cent of women who delivered a
child in the last 2 years prior the survey
received counselling on prevention of mother-
to-child transmission of HIV and 95 per cent
had the HIV test done.

Orphans and
vulnerable children

About six per cent of children below 18 years
in Meru South were orphans and very few
were vulnerable by the time of the survey.
Among children who were under 18 years, 16
per cent were not living with any biological
parent.

Female Genital Mutilation/
Cutting (FGM/C) and
Domestic Violence

About 27 per cent of women aged 15-49 years
in Meru South had any form of FGM/C, of
which five per cent had an extreme form of
FGM/C. Only four per cent of women who
have heard of FGM/C believe that the practice
should be continued. Approximately 58 per
cent of women in Meru South believe that a
husband should beat his wife if she goes out
without telling him or if she neglects children
or if she argues with him or refuses to have
sex with him or if she burns the food.
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Summary Table of Findings

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

Topic MICS MDG Indicator Value & Unit
Indicator Indicator
Number Number
CHILD MORTALITY
Child mortality 1 13 Under-five mortality rate 48.0 per thousand
2 14 Infant mortality rate 31.0 per thousand
NUTRITION
Nutritional status Underweight prevalence (below -2 SD) 12.3 per cent
Stunting prevalence (below -2 SD) 20.5 per cent
Wasting prevalence (below -2 SD) 2.2 per cent
Breastfeeding 45 Timely initiation of breastfeeding 71.3 per cent
15 Exclusive breastfeeding rate 36.9 per cent
16 Continued breastfeeding rate
at 12-15 months 95.9 per cent
at 20-23 months 75.7  per cent
17 Timely complementary feeding rate 78.8 per cent
18 Frequency of complementary feeding 69.3 per cent
19 Adequately fed infants 44.2 per cent
Salt iodization 41 lodized salt consumption 95.9 per cent
Vitamin A 42 Vitamin A supplementation (under-fives) 50.0 per cent
43 Vitamin A supplementation (post-partum mothers) 63.5 per cent
Low birth weight 9 Low birth weight infants 8.4 per cent
10 Infants weighed at birth 96.7 per cent
CHILD HEALTH
Immunization 25 Tuberculosis immunization coverage (by 12 months) 99.6 per cent
26 Polio immunization coverage (by 12 months) 89.6 per cent
27 DPT immunization coverage (by 12 months) 97.4 per cent
28 5 Measles immunization coverage (by 12 months) 93.3 per cent
31 Fully immunized children (by 12 months) 83.3 per cent
Tetanus toxoid 32 Neonatal tetanus protection 88.8 per cent
Care of illness 28 Use of Oral Rehydration therapy (ORT) 33.9 per cent
34 Home management of diarrhoea 11.3 per cent
65 Received ORT or increased fluids, and continued 19.4
feeding per cent
23 Care seeking for suspected pneumonia 76.7 per cent
22 Antibiotic treatment of suspected pneumonia 30.6 per cent
Solid fuel use 24 29 Solid fuels 97.1 per cent
Malaria 36 Households having insecticide-treated nets (ITNs) 67.0 per cent
37 22 Under-fives sleeping under insecticide-treated nets 69.2 per cent
38 Under-fives sleeping under mosquito nets 69.3 per cent
39 22 Antimalarial treatment (under-fives) 16.6 per cent
40 Intermittent preventive malaria treatment (pregnant 42.8 per cent
women)
ENVIRONMENT
Water and Sanitation 11 30 Use of improved drinking water sources 51.8 per cent
13 Water treatment 41.7 per cent
12 31 Use of improved sanitation facilities 20.9 per cent
14 Disposal of child's faeces 96.6 per cent
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Topic MICS MDG Indicator Value & Unit
Indicator Indicator
Number Number
REPRODUCTIVE HEALTH
Contraception and 21 19c Contraceptive prevalence 73.0 per cent
unmet need 98 Unmet need for family planning 97.3 per cent
Maternal and newborn 20 Antenatal care 97.9 per cent
health 44 Content of antenatal care
Blood test taken 97.1 per cent
Blood pressure measured 95.2 per cent
Urine specimen taken 96.4 per cent
Weight measured 91.0 per cent
4 17 Skilled attendant at delivery 80.9 per cent
5| Institutional deliveries 79.7 per cent
Total fertility rate 3.7 rate
EDUCATION
Education 52 Pre-school attendance 21.1 per cent
53 School readiness 97.4 per cent
54 Net intake rate in primary education 58.8 per cent
55 6 Net primary school attendance rate 91.0 per cent
56 Net secondary school attendance rate 30.0 per cent
Adult literacy rate (female) 87.3 per cent
CHILD PROTECTION
Birth registration 62 Birth registration 75.8 per cent
Child labour 71 Child labour 7.4 per cent
72 Labourer students 96.6 per cent
73 Student labourers 7.4 per cent
Child discipline 74 Any psychological/physical punishment 80.5 per cent
Early marriage and 67 Marriage before age 15 3.4 per cent
polygyny Marriage before age 18 13.4 per cent
68 Young women aged 15-19 currently married/in union 8.6 per cent
Female genital 66 Approval for FGM/C 3.9 per cent
mutilation/ 63 Prevalence of female genital mutilation/cutting (FGM/C)  27.1 per cent
Cutting 64 Prevalence of extreme form of FGM/C 4.6 per cent
65 FGM/C prevalence among daughters 2.7 per cent
Domestic violence 100 Attitudes towards domestic violence 58.3 per cent
HIV/AIDS, SEXUAL BEHAVIOUR, AND ORPHANED AND VULNERABLE CHILDREN
HIV/AIDS knowledge 82 19b Comprehensive knowledge about HIV prevention 41.4 per cent
and attitudes among young people
89 Knowledge of mother- to-child transmission of HIV 46.2 per cent
86 Attitude towards people with HIV/AIDS 29.3 per cent
87 Women who know where to be tested for HIV 98.4 per cent
88 Women who have been tested for HIV 59.8 per cent
90 Counselling coverage for the prevention of mother-to- 88.4 per cent
child transmission of HIV
91 Testing coverage for the prevention of mother-to-child 95.2 per cent
transmission of HIV
Support to orphaned 75 Prevalence of orphans 6.3 per cent
and vulnerable 78 Children’s living arrangements 1515 per cent
BILEIE 76 Prevalence of vulnerable children 2.1 per cent
77 20 School attendance of orphans versus non-orphans 1.01 ratio
81 External support to children orphaned and made 58.4 per cent

vulnerable by HIV/AIDS
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Introduction 1

1.1 Background

This report is based on the Meru South 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 Meru South district, and was based, in large part, on the needs to
monitor progress towards goals and targets emanating from recent international agreements: the
Millennium Declaration, adopted by all 191 United Nations Member States in September 2000, and
the Plan of Action of A World Fit For Children, adopted by 189 Member States at the United Nations
Special Session on Children in May 2002. The above commitments build upon promises made by the
international community at the 1990 World Summit for Children.

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

A Commitment to Action:
National and International Reporting Responsibilities

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

“We will monitor regularly at the national level and, where appropriate, at the regional level and assess progress
towards the goals and targets of the present Plan of Action at the national, regional and global levels. Accordingly,
we will strengthen our national statistical capacity to collect, 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.”

Kenya is committed to improving the welfare of its people particularly women and children
who tend to be more vulnerable to social-economic hardships. With regard to children, the
Government of Kenya (GOK) formulated the National Programme of Action (NPA) for children in
1992 soon after the World Summit for Children (WSC) which was held in 1990. The main objective
of this survey was to identify issues affecting children and the strategies to address them. 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 are
vital components of the NPA.
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Proper monitoring and evaluation of targeted projects and programmes by the government
and development partners requires a wide range of data to track progress towards achievement of
desired outcomes. In this respect, MICS data from the district will be helpful in appraising such
national programme such 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 Meru South district of Eastern Province are presented in this report.

1.2 Survey Objectives

The 2008 Meru South District Multiple Indicator Cluster Survey had as its primary objectives:

o To provide up-to-date information for assessing the situation of children and women in Meru
South District of Eastern Province;

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

o 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 Meru South 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 Size. Household listing was
carried out within the selected enumeration areas, and households were stratified into two groups; the
first one having child below 3 years and the second not having child below 3 years. A systematic
sample of 16 households from stratum one and 8 households from stratum two was drawn using a
random start. The sample was stratified and was not self-weighting. For reporting the results, sample
weights were 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-5 questionnaire, administered to mothers or caretakers of all children under-5 living in
the household. The questionnaires included the following modules:

The Household Questionnaire:
Household Listing
Education

Water and Sanitation
Malaria-related questions
Child Labour

Child Discipline

Salt lodization

The Questionnaire for Individual Women:

e Child Mortality
Tetanus Toxoid
Maternal and Newborn Health
Marriage and Union
Contraception
Attitudes Towards Domestic Violence
Female Genital Mutilation/Cutting
HIV knowledge

The Questionnaire for Children below five years was administered to mothers or caretakers of
children below 5 years of age? living in the households. Normally, the questionnaire was administered
to mothers of under-5 children; in cases 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:

e Birth Registration and Early Learning
e Child Development
e Vitamin A

% 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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Breastfeeding
Care of IlIness
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 age 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, 3 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 to practice interviewing in different locations of Embu district.

The household listing was carried out by 3 teams; each was comprised of a lister and mapper.
These three teams were supervised by the DSO and the whole listing operation was being monitored
by the district co-ordinator located at KNBS headquarters. The data were collected by 2 teams; each
was comprised of 3 interviewers, one driver, one editor/measurer and a supervisor. Fieldwork began
in end June 2008 and concluded in August 2008.

2.4 Data Processing

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

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

3.1 Sample Coverage

Response rates for the survey are shown in table 3.1. After completion of household listing
operation, a sample of 1,200 households was selected. All households were found to be occupied but
1,142 were successfully interviewed yielding a response rate of 95 per cent.

A sample of women of reproductive ages showed that 1,143 were eligible for interviews of
which 1,079 were interviewed resulting in 94 per cent response rate. Combining household and
women response rate translated to an overall 90 per cent response for women. On the other hand, 924
children aged less than 5 years were eligible for the survey of which 916 had their information
collected; translated to a response rate of 99 per cent. Combining a household response and children
response rate, an overall 94 per cent for children was achieved.

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

Number of households, women, and children under 5 by results of the interviews, and household, women's
and under-five's response rates, MICS Meru South District, 2008

Number of households

Sampled (Hs) 1,200
Occupied (H,) 1,200
Interviewed (H;) 1,142
Response rate (H,) 95.2

Number of women

Eligible (W) 1,143
Interviewed (W) 1,079
Response rate (W,) 94.4
Overall response rate (W,,) 89.8

Number of children under 5

Eligible (Ce) 924
Information collected (C;) 916
Response rate (C,) 99.1
Overall response rate (Cy) 94.3

H; = H; / H, (where H, is HH8 = 1, 2, 3 or 6)
W, =W,/ W, ; Wo, =W, X H,;
Gy =G/ Gy & Gy = G X IR

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

3.2 Characteristics of Households

The population distribution for Meru South shows a youthful population as shown in table 3.2
(HH.2) and population pyramid (figure 3.1). The children under-five constitute 11 per cent of the
population while those aged over 70 are about four per cent. On the dependency age groups, the
economically active population (15-64 years) are 57 per cent and 54 per cent for males and females,
respectively. The children (0-17 years) are approximately 44 per cent.
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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, MICS Meru South District, 2008

Males Females Total

Number Percentage Number  Percentage Number  Percentage
Age
0-4 244 11.1 244 11 488 11
5-9 297 13.5 296 13.3 593 13.4
10-14 270 12.3 321 14.4 590 13.4
15-19 249 11.3 177 8 426 9.6
20-24 194 8.8 166 7.5 360 8.1
25-29 153 7 146 6.6 299 6.8
30-34 126 5.8 172 7.7 298 6.8
35-39 153 7 118 5.3 271 6.1
40-44 88 4 99 4.5 188 4.3
45-49 94 4.3 72 3.2 166 3.7
50-54 64 2.9 142 6.4 206 4.7
55-59 57 2.6 72 3.3 129 2.9
60-64 71 3.3 40 1.8 112 2.5
65-69 33 15 64 2.9 97 2.2
70+ 95 4.3 87 3.9 182 4.1
Missing/DK 7 ™ 6 ™ 13 ™
Dependency age groups
<15 811 36.9 861 38.7 1672 37.8
15-64 1250 57 1205 54.2 2456 55.6
65 + 127 5.8 151 6.8 279 6.3
Missing/DK 7 0.3 6 0.3 13 0.3
Children aged 0-17 960 43.7 969 43.6 1930 43.7
Adults 18+/Missing/ DK 1236 56.3 1255 56.4 2490 56.3
Total 2196 100 2224 100 4420 100
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Figure 3.1: Age and Sex distribution of household population, Meru South District, 2008
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Table 3.3 (HH.3) shows the distribution of household composition. The results show that
female-headed households were approximately 28 per cent. Three quarters of households had at least
one child aged less than 18 years with 35 per cent having a child less than five years of age. In terms
of the number of household members, about 44 per cent of the households had a composition of less
than four members while 37 per cent had a membership of 4-5 people. About 67 per cent of the
households had at least one woman in the reproductive age group of 15-49 years.
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Table 3.3 (HH.3): Household composition
Percentage distribution of households by selected characteristics, MICS Meru South District, 2008
Number of households
Weighted
Characteristics percentage Weighted Un-weighted
Sex of household head
Male 72.4 827 875
Female 27.6 315 267
Number of household members
1 13.6 155 88
223 30.4 347 318
4-5 37.4 427 471
6-7 14.4 165 199
8-9 3.6 41 56
10+ 0.7 8 10
At least one child aged < 18 years 74.5 1142 1142
At least one child aged < 5 years 35.4 1142 1142
At least one woman aged 15-49 years 67.2 1142 1142
Total 100 1142 1142

3.3 Characteristics of Female Respondents

Since the MICS surveys targets women and children, a key component of the survey is the
women individual interviews. Information on eligible women was collected and summary
demographic results presented in table 3.4(HH.4) below. The table shows the background
characteristics of the women aged between 15-49 years in terms of age, marital/union status,
motherhood status, education as well as wealth index.

The age distribution shows that the highest age group is 30-34 comprising of 20 per cent
while the least is 45-49 with eight per cent. Majority of the women are married or in union
(62 per cent), while formerly married or formerly in union constitutes 10 per cent and the remainder
(28 per cent) are never married or never been in union. A third of the women have never given birth.
Further, two thirds (61.3 per cent) of the women have the highest level of education as primary school
compared to one third (31 per cent) with secondary education and above. About 14 per cent of the
women of reproductive age in Meru South belong to the lowest wealth quintile compared to 45 per
cent and 41 per cent in the middle and upper classes, respectively.
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Table 3.4 (HH.4): Women's background characteristics
Percentage distribution of women aged 15-49 years by background characteristics, MICS Meru South District,
2008
Number of women

Weighted
Characteristics percentage Weighted Un-weighted
Age
15-19 15.7 170 142
20-24 15.8 171 240
25-29 16.1 174 219
30-34 19.7 213 200
35-39 13.3 143 121
40-44 11.3 122 89
45-49 8 87 68
Marital/Union status
Currently married/in union 62 669 735
Formerly married/in union 10.4 113 102
Never married/in union 27.5 297 242
Motherhood status
Ever gave birth 78.1 842 913
Never gave birth 21.9 237 166
Education
None 7.7 83 81
Primary 61.3 661 689
Secondary + 31 335 308
Wealth index
Low 13.8 149 171
Medium 44.9 485 476
High 41.3 446 432
Total 100 1079 1079

3.4 Characteristics of Children below Five years

The sex, age, mother’s education, wealth index of all children under—five is presented in table
3.5 (HH.5). The sex distribution shows a nearly equal composition of females (50 per cent) and males
(50 per cent). The children aged less than one year constitute seven per cent and those aged less than
six months constitute 14 per cent of the entire children population. Mother’s education level is an
important factor that may influence the up-bringing of the children. The results shows that majority
(61 per cent) of children have mothers with primary school level of education. Approximately, 11 per
cent of children have mothers who have no education. Nearly half of the children (48 per cent) belong
to the middle class wealth quintile with 19 per cent falling in the lowest quintile and the remaining 33
per cent in the high wealth index category.
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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, MICS Meru South
District, 2008

Number of under-5 children

Weighted

Characteristics percentage Weighted Un-weighted
Sex
Male 49.7 455 457
Female 50.3 461 459
Age
< 6 months 13.7 126 143
6-11 months 7.3 67 84
12-23 months 22.7 208 236
24-35 months 22.7 208 225
36-47 months 16.1 148 125
48-59 months 17.3 159 103
Mother's education
None 10.8 99 80
Primary 61 559 575
Secondary+ 28.1 258 260
Wealth index
Low 19.2 175 168
Medium 48.1 440 428
High 32.8 300 320
vEiEl 100 916 916
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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 MDGs call for
the reduction in under-five mortality by two-thirds between 1990 and 2015.Monitoring progress
towards this goal is an important but challenging 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, in Kenya district level MICS, direct measures of child mortality
from birth histories has been used and is one of the best ways of obtaining this information. The birth
history obtained from women aged 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 being used by Demographic
Health Surveys (DHS) worldwide including that of Kenya Demographic Health Survey (KDHS),
which allows us to compare the mortality rates with 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 year of life. All mortality rates mentioned above are expressed per 1,000 live
births, except for child mortality rate, which is expressed per 1,000 children surviving up to 12
months of age.

Direct estimates of mortality obtained from birth histories are one of 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 and this underestimates the mortality
levels.

4.1 Levels of Childhood Mortality

Levels of child mortality for Meru South district are shown in table 4.1. The results show that
mortality rates for infant, neonatal, post-natal, child and under-five are varied. For every 1,000 live
births, 17 children die before one month of life, 31 die before the first birthday, 14 die between one
month and one year of life, and 48 die before the fifth birthday. The child mortality refers to
probability of dying between one and five year of life which stands at 17 per 1,000 children surviving
up to 12 months of age.

Table 4.1: Child mortality

Infant and under-five mortality rates by 10 year periods, Meru South, 2008

Post neonatal Infant Child Under five
Neonatal mortality mortality mortality mortality mortality
FENBES ©F ATElEE ol Mean Mean Mean Mean Mean
10 years
0-9 17 14 31 17 48
10-19 22 10 32 15 46
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Child Nutrition 5

Children’s nutritional status is a reflection of their overall health. When children have access
to an adequate food supply, are not exposed to repeated illness, and are 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, and for those who
survive, had recurring sicknesses and faltering growth. Three-quarters of the children who died from
causes related to malnutrition were only mildly or moderately malnourished — showing no outward
sign of their vulnerability. One of the Millennium Development Goals target is to reduce by half the
proportion of people who suffer from hunger between 1990 and 2015. The World Fit for Children
goal is to reduce the prevalence of malnutrition among children under five years of age by at least
one-third (between 2000 and 2010), with special attention to children under 2 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 a
reference population. The reference population used in this report is the WHO/CDC/NCHS reference,
which was recommended for use by UNICEF and the World Health Organization at the time the
survey was implemented. 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 as a result of 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 district level MICS, weights and heights of all children age 6-59 months were measured
using anthropometric equipment recommended by UNICEF (UNICEF, 2006). Findings in this section
are based on the results of these measurements and are summarized in figure 5.1 and table 5.1.

The results from Meru South district show that 12 per cent of all children aged between 6-59
months are moderately underweight while a minimal percentage are severely underweight. The
malnutrition measurement among the sexes has nearly similar distribution as shown by 13 per cent for
males and 12 per cent for females for moderately underweight.
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Table 5.1 (NU.1): Child malnourishment

Percentage of children aged 6-59 months were are severely or moderately malnourished, MICS Meru South
District, 2008

Weight-for-age Height-for-age Weight-for-height Number of
% % % % % % % children
below  below below  below below below  above  y4ed 6-59
Characteristics -2SD  -3SD -2SD -3SD -2SD -3SD +2SD months
Sex
Male 12.5 1.9 23.1 5 2.1 0.4 3.1 381
Female 12.2 1.5 17.8 4.3 2.2 0.4 45 378
Age
6-11 months 6.2 0.8 14.0 2.4 2.2 0 12.6 65
12-23 months 19.1 3.4 30.6 8.7 3.9 0.6 3.1 203
24-35 months 12.4 1.4 18.1 3.1 2.2 0.9 2.9 194
36-47 months 10.9 1.4 16.4 4.1 1.2 0 2.8 141
48-59 months 7 0 16.8 2.6 0.8 0 2.9 149
Mother's education
None 16 1.1 21.1 2.9 1.4 0 4.4 86
Primary 13.6 2.1 24.6 6.6 2.3 0.5 3.5 457
Secondary+ 8.2 1.1 11.4 1.5 2.1 0.4 4.2 215
Wealth index
Low 20 1.7 32.5 5.3 1.7 0.4 1.8 150
Medium 12.2 1.7 20 5.7 2.9 0.7 3.5 356
High 8 1.6 14 2.9 1.3 0 5.2 253
Total 12.3 1.7 20.5 4.7 2.2 0.4 3.8 758

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.

A linear growth measurement shows that one in every five (21 per cent) children are
moderately stunted while close to five per cent are severely stunted. The 12-23 months age category
has the worst cases of height-for-age malnourishment as shown by 31 per cent for moderately stunted
and nine per cent for severely stunted. The males have a higher prevalence of stunting (23 per cent
moderately stunted and five per cent for severely stunted) as compared to females (18 per cent
moderately stunted and four per cent for severely stunted).

The prevalence of wasting is relatively low in Meru South district. Overweight seems to be a
rising health problem in the district. For example, the proportion of overweight children (four per
cent) in Meru South is higher than combined proportion for moderately wasted and severely wasted
children. Differentials by wealth index reveal that the more wealthier a child’s background, the more
the likelihood of the child being overweight with the middle and upper having overweight prevalences
of four per cent and six per cent, respectively.
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Figure 5.1: Percentage of children age 6-59 months who are undernourished,
Meru South district, 2008
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5.2 Breastfeeding

Breastfeeding for the first few years of life protects children from infection, provides an ideal
source of nutrients, and is economical and safe. However, many mothers stop breastfeeding too soon
and there are often pressures to switch to infant formula, which can contribute to growth faltering and
micronutrient malnutrition and is unsafe if clean water is not readily available. The World Fit for
Children goal states that children should be exclusively breastfed for 6 months and continue to be
breastfed with safe, appropriate and adequate complementary feeding for up to 2 years of age and
beyond.

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

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

The indicators of recommended child feeding practices are as follows:
e Exclusive breastfeeding rate (< 6 months &< 4 months)
e Timely complementary feeding rate (6-9 months)
e Continued breastfeeding rate (12-15 & 20-23 months)
e Timely initiation of breastfeeding (within 1 hour of birth)
= Frequency of complementary feeding (6-11 months)
e Adequately fed infants (0-11 months)

The table 5.2 (NU.2) shows the proportions of women aged between 15-49 years who started
breastfeeding their children within one hour of birth and percentage that started breastfeeding within
one day of birth. The more educated mothers tend to start breastfeeding within one hour of birth as
shown by 74 per cent for those with primary education and 68 per cent for those with secondary or
higher education as compared to 63 per cent for those with no education. A similar trend is observed
for mothers’ breastfeeding within one day of birth. Overall, 71 per cent of mothers breastfeed their
babies within one hour of birth while nearly 93 per cent breastfeed within one day of birth.

14 Child Nutrition



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, MICS Meru South District, 2008
Percentage who Percentage who
started breastfeeding  started breastfeeding Number of women with a live
within one hour of within one day of birth in the two years preceding
Characteristics birth* birth the survey
Months since birth
< 6 months 73.8 90.8 68
6-11 months 68 92.4 52
12-23 months 71.9 93.3 129
Mother’s education
None (62.6) (85.8) 17
Primary 73.5 93.5 168
Secondary + 68.1 91.5 66
Wealth index
Low 76.6 92.5 55)
Medium 77.5 93.9 111
High 60.1 90.7 86
Total 71.3 92.5 252
* MICS indicator 45

The rates of exclusive and complementary breastfeeding are presented in table 5.3a and 5.3b.
Exclusively breastfed refers to infants who received only breast milk (and vitamins, mineral
supplements, or medicine) for six months. Over a third (37 per cent) of infants aged 3 months and
below are exclusively being breastfed in Meru South District with the proportion going down to just
over a quarter (26 per cent) for exclusive breastfed infants aged less than 5 months and below. Infants
from low wealth index households are less likely to be exclusively breastfed compared to children
from high wealth index households, although the patterns are less clear due to fewer cases.
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Table 5.3a (NU.3): Breastfeeding

Percentage of living children according to breastfeeding status at each age group, MICS Meru South District, 2008

Children age 0-3 months

Children age 0-5 months

Percentage Percentage

exclusively breastfed Number of exclusively Number of
Characteristics * children breastfed children
Sex
Male (45.2) 27 27.6 54
Female (30.9) 38 23.4 56
Mother’s education
None ™*) 2 ™*) 4
Primary (33) 41 20.3 73
Secondary + (42.1) 22 (36.1) 33
Wealth index
Low (@) 7 (@) 17
Medium (41.2) 38 31 61
High (38.1) 21 27) 32
Total 36.9 65 2515 110

Note: Breastfeeding status is based on mother’s or caretaker's reports of children’s consumption in the 24 hours prior to the
interview. Exclusive breastfeeding refers to children who receive only breast milk, or breast milk and vitamins, mineral

supplements, or medicine.

(*): Based on less than 25 un-weighted cases, hence not shown.
(): Based on | 25-50 un-weighted cases,
* MICS indicator 45

Over three quarters of children (76 per cent) aged between 20 to 23 months are
complementary breastfed in Meru South district as shown in table 5.3b. For children aged 6-9 months
and 12-15 months, about 79 and 96 per cent are complementary breastfed, respectively.
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Table 5.3b (NU.3): Complementary feeding
Percentage of living children according to breastfeeding status at each age group, MICS Meru South District,
2008
Children age 6-9 Children age 12-15 Children age 20-23
months months months
Percentage
receiving
breast milk
and Number Number Percentage Number

solid/mushy of Percentage of breastfed of
Characteristics food ** children breastfed***  children faialed children
Sex
Male (78.4) 24 93.4 42 73.2 37
Female (79.2) 31 98.5 42 78 41
Mother’s education
None *) 2 *) 3 38.5 6
Primary (76.6) 34 96.2 57 83.6 53
Secondary + (85.3) 19 *) 23 66 19
Wealth index
Low *) 11 *) 17 79.8 20
Medium (74.9) 22 (92) 35 70.5 29
High (83) 21 (98.1) 32 78.1 30
Total 78.8 54 95.9 84 75.7 78
* MICS indicator 15 ** MICS indicator 16 *** MICS indicator 17
() Based on less than 25 un-weighted cases () Based on 25-50 un-weighted cases

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.

Figure 5.2: Infant feeding patterns by age: Percentage distribution of children aged
under 3 years by feeding pattern by age group, Meru South district, 2008
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Table 5.4 presents the distribution of adequacy of feeding infants aged between 0 to 11
months in Meru South district. In general, lower than half (44 per cent) of infants aged between 0 to
11 months are adequately fed. Children aged less than 6 months are considered adequately fed if they
are exclusively breastfed and this percentage is only 26 per cent for the district. Over 72 per cent of 6
- 8 months are adequately fed having received breast milk and complementary food at least 2 times in
prior 24 hours. For those aged between 9 months and 11 months, 65 per cent are adequately fed --
having received breast milk and complementary food for at least 3 times in 24 hours. Over two thirds
(69 per cent) of children aged 6-11 months are adequately fed in the district.

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, MICS Meru South District, 2008
Percentage of infants
6-11 months who
received breast
6-8 months 9-11 months milk and
who received who received complementary
breast milk and breast milk and food at least the Number of
0-5 complementary ~ complementary minimum 0-11 months infants
months food at least 2 food at least 3 recommended who were aged

exclusively times in prior times in prior 24 number of times appropriately 0-11
Characteristics breastfed 24 hours hours per day* fed** months
Sex
Male 27.6 74.4 52.4 65.1 43.5 94
Female 23.4 70.4 76.6 73.2 44.9 99
Mother’s
education
None *) ™ *) *) *) 7
Primary 20.3 68.5 61.5 65.3 39.4 128
Secondary + 36.1 81.9 72.1 77.9 54.2 58
Wealth index
Low ®3) (75.2) (66) (70) (39.6) 38
Medium 31 65.3 49 58.8 40.8 94
High 27 79 83.9 81 52.6 61
Total 25.5 72.4 65.4 69.3 44.2 193
( *) Based on less than 25 un-weighted cases
() Based on 25-50 un-weighted cases
* MICS indicator 18
** MICS indicator 19

5.3 Salt lodization

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

In about 98 per cent of households, salt used for cooking was tested for iodine content by
using salt test kits and testing for the presence of potassium iodide. The results are shown in table 5.5
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of where only few households reported having no salt available. In 96 per cent of households, salt was
found to be adequately iodized. Urban areas had a slightly lower proportion (90 per cent) of
households consuming adequately iodized salt in comparison with the rural areas with 96 per cent.
The variations of adequately iodized salts by wealth categories shows that the proportion of
households using adequately iodized salt was lowest among low wealth index households (92 per
cent) and highest among high wealth index households at 97 per cent.

Table 5.5 (NU.5): lodized salt consumption
Percentage of households consuming adequately iodized salt, MICS Meru South District, 2008
Percentage Percentage of households with Number of
of Salt test result households in
households Number of which salt was
in which salt households <15 15+ tested or with
Characteristic was tested interviewed No salt PPM PPM* Total no salt
Area
Urban (89.8) 41 10.2 0 (89.8) 100 41
Rural 97.9 1101 2 1.9 96.1 100 1101
Wealth index
Low 94.4 204 5.4 2.2 92.4 100 203
Medium 97.4 489 2.6 1.4 96 100 489
High 99.3 449 0.7 2 97.4 100 449
Total 97.6 1142 2.3 1.8 95.9 100 1142
*MICS indicator 41
(): Based on25-50 un-weighted cases

5.4 Vitamin A Supplements

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

The 1990 World Summit for Children set the goal of virtual elimination of vitamin A
deficiency and its consequences, including blindness, by the year 2000. This goal was also endorsed
at the Policy Conference on Ending Hidden Hunger in 1991, the 1992 International Conference on
Nutrition, and the UN General Assembly's Special Session on Children in 2002. The critical role of
vitamin A for child health and immune function also makes control of deficiency a primary
component of child survival efforts, and 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 to 59 months living in affected areas. Providing young children with two high-dose
vitamin A capsules a year is a safe, cost-effective, efficient strategy for eliminating vitamin A
deficiency and improving child survival. Giving vitamin A to new mothers who are breastfeeding
helps protect their children during the first months of life and helps to replenish the mother's stores of
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vitamin A, which are depleted during pregnancy and lactation. For countries with vitamin A
supplementation programs, the definition of the indicator is the percentage of children 6-59 months of
age receiving at least one high dose vitamin A supplement in the last 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 given a vitamin A capsule every 6 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.

Within the six months prior to the survey, half the children in Meru South received a high
dose of Vitamin A supplement as shown in table 5.6 (NU.6). Differentials by gender show that a
higher proportion (54 per cent) of boys compared to girls (47 per cent) received the required vitamin
A supplementation within the past six months. Most of the children received Vitamin A supplement
during the ages of 6-11 months within the prescribed period followed by those aged between 12-23
months at 64 per cent. An increasing trend of the level of vitamin A supplementation is evident with
increase in the mother’s level of education.

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, MICS Meru South district, 2008

Percentage of children who received

vitamin A: Number of
Prior to Not Not sure if Never children
Within last 6 last 6 sure received  received aged 6-59
Characteristics months* months when vitamin A vitamin A Total months
Sex
Male 5EN 33.4 2.6 2.3 8.0 100 401
Female 46.6 40.6 4.9 0.6 7.4 100 404
Age
6-11 months 82.3 3.3 0.8 0 13.6 100 67
12-23 months 64.3 29.3 2.1 0 4.2 100 208
24-35 months 44.2 44.4 4.2 2.9 4.3 100 208
36-47 months 35.8 45.9 6.9 0.9 10.5 100 148
48-59 months 40.7 47.0 4 2.8 5.6 100 159
Mother’s education
None 35.6 30.3 12.6 9.5 12.1 100 95
Primary 50.4 37.8 3 0.6 8.2 100 485
Secondary + 55.6 38.2 1.6 0 4.6 100 225
Wealth index
Low 51.5 32.3 3.2 3.8 9.2 100 158
Medium 47.3 39.5 4.5 1.4 7.3 100 379
High 53.2 36.2 3 0.2 73 100 268
Total 50.1 37 .7 1.5 7.7 100 806

On the other hand, 64 per cent of women within the reproductive ages who had live births
within the two years preceding the survey reported that they received the vitamin A supplement as
shown in table 5.7 below. The results show that women from wealthier households are more likely to
receive the recommended vitamin A supplementation during the first eight months of birth than
mothers from poorer households. This is reflected by the low proportion receiving vitamin A
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supplementation at 49 per cent for those from low wealth index households compared to close to 70
per cent among those from the high wealth index households.

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, MICS Meru South district, 2008

Received vitamin A Not sure if received Number of women
Characteristics supplement* vitamin A aged 15-49 years
Education
None (65) (0.0) 17
Primary 59.3 0.0 168
Secondary + 74.3 0.0 66
Wealth index
Low 48.8 0.0 55
Medium 65.9 0.0 111
High 69.9 0.0 86
Total 63.5 0.0 252

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 on25-50 un-weighted cases,

* MICS indicator 43

5.5 Low Birth Weight

Weight at birth is a good indicator not only for a mother's health and nutritional status but also
the newborn's chances of survival, growth, long-term health and psychosocial development. Low birth
weight (less than 2,500 grams) carries a range of grave health risks for children. Babies who were
undernourished in the womb face a greatly increased risk of dying during their early months and
years. Those who survived had impaired immune function and increased risk of disease; they were
likely to remain undernourished, with reduced muscle strength, throughout their lives, and suffer a
higher incidence of diabetes and heart disease in later life. Children born underweight also tend to
have a lower 1Q and cognitive disabilities, affecting their performance in school and rare job
opportunities 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.
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In the industrialized world, cigarette smoking during pregnancy is the leading cause of low
birth weight. In developed and developing countries alike, teenagers who give birth when their own
bodies have yet to finish growing run the risk of bearing underweight babies. One of the major
challenges in measuring the incidence of low birth weight is the fact that more than half of infants in
the developing world are not weighed. In the past, most estimates of low birth weight for developing
countries were based on data compiled from health facilities. However, these estimates are biased for
most developing countries because the majority of newborns are not delivered in facilities, and those
who are, represent only a selected 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 2500 grams is estimated from two items in the questionnaire: the
mother’s assessment of the child’s size at birth (i.e., very small, smaller than average, average, larger
than average, very large) and the mother’s recall of the child’s weight or the weight as recorded on a
health card if the child was weighed at birth*.

Approximately 97 per cent of births are weighed at birth in Meru South district of which
about eight per cent are estimated to weigh less than 2500 grams as depicted in Table 5.8 and figure
5.3. The weight at birth seems not to vary with differences in socio-economic status.

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, MICS
Meru South District, 2008

Percentage of live births:

Characteristics Below 2500 grams Weighed at birth Number of live births

Mother’s education

None (6.9) (97.4) 17
Primary 9.0 96.0 168
Secondary + 7.5 100 66

Wealth index

Low 8.1 94.8 55

Medium 8.7 96.9 111
High 8.4 97.8 86

Total 8.4 96.7 252

(): Based on 25-50 un-weighted cases
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Figure 5.3: Percentage of infants weighing less than 2,500 grams at birth,
Meru South, 2008
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5.6 Food Relief

Table 5.9 (NU.9) shows 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 in Meru South District. As expected, proportion of households registering for food
relief reduces with increase with wealth index. Nine out of ten households registered for food
distribution received the last food after 6 months prior to the survey.

Table 5.9 (NU.9): 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, MICS Meru South District, 2008
Percentage Percentage of ~ Number of
(STEGEAbE Percentage of households by time last ISR TSI
registered Total recg:i t of food distribgtion reporting registered
as number p supply as
beneficiary of Between Between Total meeting all beneficiary
of food house- 1-3 4-6 After 6 percent their food of food
Characteristic  distribution holds months ~ months  months age needs distribution
Wealth
index
Low 5.9 204 *) *) *) *) (*) 12
Medium 1.7 489 *) *) *) *) *) 8
High 1.5 449 *) *) *) *) *) 7
Total 2.4 1,142 (1.9) (8.3) (89.9) (100.0) (1.0) 27
(*): Based on less than 25 un-weighted cases, hence not shown
(): Based on25-50 un-weighted cases
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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 2 million deaths every
year.

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

In Kenya, and in accordance with the ministry of health guidelines, a child should 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 9 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.

If the child did not have a card, the mother was asked to recall whether or not the child had
received each 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 is comprised of children aged between 12-23 months so that
only children who are old enough to be fully vaccinated are considered. 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 was assumed to be the same as for children
with vaccination cards.

The results of the survey show that Meru South district has met the required World Fit for
Children goal of full immunization. As shown in table 6.1 and figure 6.1, approximately 83 per cent
of children aged between 12 — 23 months were vaccinated by 12 months of age. This fact was
confirmed by the availability of vaccination card for over 80 per cent of the children. Over 97 per cent
of the children received the required 3 doses of DPT vaccines while 90 per cent received all the 3
required polio vaccines. A high proportion (93 per cent) received the measles vaccine.
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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 Meru South District, 2008

Percentage of children who received: Number of
Vaccinated at any Polio children
time before the BCG DPT DPT DPT 3 Polio Polio Polio 3 Measles All aged 12-23
survey * 1 2 *x 0 1 2 foleiolel faleiolel *xx*Ex None months
According to:
Vaccination card 86.9 86.9 86.3 85.6 86.6 86.9 86.3 85.6 80.9 80.6 0 208
Mother’s report 12.8 12.4 12.9 11.8 12.5 12.5 12.2 4.4 12.9 4.1 0.4 208
Either 99.6  99.2 99.2 97.4 99.1 99.4 98.5 90 93.8 84.7 0.4 208
Vaccinated by 12 g9 953 995 974 991 994 985 89.6 933 833 04 208

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.

* MICS Indicator 25

** MICS Indicator 26

*** MICS Indicator 27

**** MICS Indicator 28 ; MDG Indicator 15
**x*% MICS Indicator 31

Figure 6.1: Percentage of children aged 12-23 months who received the recommended
vaccinations by 12 months, Meru South, 2008
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Table 6.2 (CH.2) shows the distribution of vaccination coverage rates among children aged
between 12-23 months. The results show that there is no much difference in vaccination coverage by
gender however mothers’ education is an important factor in making sure the children are vaccinated.
In all the required vaccinations children whose mothers had no education had a low vaccination rate,
with measles being the most affected with 80 per cent as compared to over 84 per cent coverage for
those with at least primary level of education. Overall, majority (87 per cent) of the children had a
health card.

Table 6.2 (CH.2): Vaccinations by background characteristics

Percentage of children aged 12-23 months currently vaccinated against childhood diseases, MICS Meru South District, 2008

Percentage of children who received vaccinations: Number
of
children
characteristics Percentage aged
Mea- with health 12-23
BCG DPT1 DPT2 DPT3 PolioO Poliol Polio2 Polio3 sles All None card months
Sex
Male 99.3 99.3 99.3 99.3 99.3 99.3 99.3 92.8 92.5 86.0 0.7 89.4 101
Female 100.0 99.2 99.2 95.7 98.9 99.5 97.7 87.3 95.0 83.4 0.0 84.5 107
Mother’s education
None ) *) *) *) *) *) *) *) *) ) *) *) 13
Primary 100.0 100.0 100.0 99.2 100.0 100.0 98.6 92.3 91.9 85.0 0.0 87.6 137
iecondary 100.0 98.6 98.6 96.0 98.0 99.0 99.0 86.8 98.0 84.8 0.0 84.8 58
Wealth index
Low (98.4) (98.4) (98.4) (96.0) (98.4) (98.4) (98.4) (90.4) (90.5) (82.5) (1.6) (89.5) 46
Medium 100.0 100.0 100.0 98.7 100.0 100.0 98.7 90.5 92.7 84.6 0.0 87.5 85
High 100.0 98.9 98.9 97.0 98.5 99.3 98.3 89.1 97.0 86.1 0.0 84.6 78
Total 99.6 99.2 99.2 97.4 99.1 99.4 98.5 90.0 93.8 84.7 0.4 86.9 208

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

(*): Based on less than 25 un-weighted cases, hence not shown.
(): Based on | 25-50 un-weighted cases

6.2 Tetanus Toxoid

One of the MDGs is to reduce by three quarters the maternal mortality ratio, with one strategy
to eliminate maternal tetanus. In addition, another goal is to reduce the incidence of neonatal tetanus
to less than 1 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 that all pregnant women receive at
least two doses of tetanus toxoid vaccine. However, if women have not received two doses of the
vaccine during 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, within the 3 years;
Received at least 3 doses, the last 5 years;

Received at least 4 doses, the last within 10 years;

Received at least 5 doses during lifetime.
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Table 6.3 summarizes the results for neonatal tetanus protection status for mothers who had a
birth within the 24 months preceding the survey in Meru South district. Approximately 89 per cent of
mothers are protected. A further look at the mother’s age groups shows that mothers aged between
35-49 years had the highest proportion (93 per cent) while the least were those aged between15-19
years (78 per cent). The more educated the mothers, the higher the probability of being protected
against tetanus as shown by 79, 87 and 92 per cent for those with no education, primary education and
secondary (or higher), respectively.

A similar trend is exhibited by wealth status where mothers from high wealth index
households had the highest proportion (92 per cent) compared to 86 per cent for those from low
wealth index households.

Overall, 78 per cent of the mothers who had a birth within the 24 months preceding the survey
had received the required (at least 2) doses of tetanus toxoid injections.

Table 6.3 (CH.3): Neonatal tetanus protection
Percentage of mothers with a birth in the last 24 months protected against neonatal tetanus, MICS Meru
South District, 2008
Percentage of mothers with a birth in the last 12 months who:
Received at Received
Received at least 2 Received at Received at least 5
least 2 doses doses, the least 3 at least 4 doses Protected
ch teristi during last last within 3 doses, last  doses, last during against Number of
S pregnancy years 5 years 10 years lifetime tetanus* mothers
Age
15-19 (71.6) (5.9) 0.0) (0.0) (0.0) (77.5) 13
20-24 80.4 5.4 0.0 0.0 0.0 85.9 65
25-29 83.1 75 0.0 0.0 0.0 90.7 72
30-34 70.4 17.6 0.9 0.0 0.0 88.9 52
35-49 77.1 15.7 0.0 0.0 0.0 92.8 49
Education
None (72.2) (6.6) 0.0) (0.0) (0.0) (78.8) 17
Primary 76.9 11.4 0.3 0.0 0.0 88.6 168
Secondary + 82.2 9.6 0.0 0.0 0.0 91.8 66
Wealth index
Low 74.9 10.8 0.0 0.0 0.0 85.7 55
Medium 74.9 12.7 0.4 0.0 0.0 88.0 111
High 84.0 7.7 0.0 0.0 0.0 91.7 86
Total 78.0 10.6 0.2 0.0 0.0 88.8 252
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.
* MICS Indicator 32
(): Based on | 25-50 un-weighted cases
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6.3 Oral Rehydration Treatment

Diarrhoea is the second leading cause of death among children under five worldwide. Most
diarrhoea-related deaths in children are due to dehydration from loss of large quantities of water and
electrolytes from the body in liquid stools. 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 death due to diarrhoea among children under five by 2010 compared to
2000 (A World Fit for Children); and
(2) reduce by two thirds the mortality rate among children under five by 2015 compared to 1990
(Millennium Development Goals).

In addition, the World Fit for Children calls for a reduction in the incidence of diarrhoea by 25 per
cent.

The indicators are:
e Prevalence of diarrhoea
e Oral Rehydration therapy (ORT)
e Home management of diarrhoea
e Oral Rehydration Treatment 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
the child usually ate and drank.

The Oral Rehydration treatment for the children aged less than five years with diarrhoea in
the last two weeks preceding the survey is presented in table 6.4. One in ten children (10 per cent) had
diarrhoea in the last two weeks preceding the survey of whom 21 per cent, 17 per cent, and one per
cent had fluid from ORS packet, recommended homemade fluid, and pre-packaged ORS fluid,
respectively. Overall, over a third (34 per cent) of children in Meru South District use ORT for
diarrhoea while the rest do not receive any treatment. A look at the distribution according to wealth
quintiles shows that the children in lowest quintile had the highest proportion (13 per cent) with
diarrhoea.
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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 Meru South District, 2008

Children with diarrhoea who received: Number of
Had children
diarrhoea ~ Number of Recommen aged 0-59
in last children Fluid ded Pre- months
Characteristics two aged 0-59 from ORS homemade packaged No ORT Use with
weeks months packet fluid ORS fluid treatment Rate diarrhoea
Sex
Male 9.5 455 (19.8) (17.8) (0.0) (65.9) (34.1) 43
Female 10.5 461 (22.6) (15.4) 2.2) (66.2) (33.8) 48
Age
<6 months 8.3 126 *) *) *) *) *) 9
6-11 months 17.3 67 *) *) *) *) *) 13
12-23 months 13.5 208 (29.1) (22.5) 3.7) (55.6) (44.4) 28
24-35 months 8.5 208 26.7 18.0 0.0 60.8 39.2 18
36-47 months 11.0 148 *) *) *) *) *) 16
48-59 months 4.3 159 *) *) *) *) *) 7
Mother’s education
None 16.8 99 ™) @) @) (@) @) 17
Primary 9.8 559 17.8 20.6 0.9 64.6 35.4 b5
Secondary + 7.7 258 *) *) *) *) *) 20
Wealth index
Low 12.6 175 *) *) *) *) *) 22
Medium 9.8 440 (15.7) (16.1) 1.2) (70.9) (29.1) 43
High 8.7 300 (24.3) (12.4) (2.0 (70.4) (29.6) 26
Total 10.0 916 21.3 16.5 1.1 66.1 33.9 91

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.

(*): Based on less than 25 un-weighted cases, hence not shown.
(): Based on | 25-50 un-weighted cases

Table 6.5 (CH.5) presents the home management of diarrhoea for children with diarrhoea
within the two weeks preceding the survey in Meru South district. A total of 11 per cent practised
home management of diarrhoea, with nearly half mentioning (51 per cent) drank more fluids, drank
the same or less (49 per cent), nearly one third (31 per cent) ate somewhat less, same or more and over
two thirds (69 per cent) ate much less or none. In total, close to one in five (19 per cent) children
received ORT or increased fluids and continued feeding. Differentials according to gender show that a
high proportion of males (23 per cent) received home management of diarrhoea compared to females.
Variations in age brackets shows that a high proportion (80 per cent) of older children (those age 48-
59 months) received ORT or increased fluids and continued feeding compared to other age brackets
that had less than 30 per cent.
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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 Meru South District, 2008

Percentage Children with diarrhoea

who: Received
Number ORT or Number of
Had of Ate increased children
diarrhoea  children Drank  somewhat Ate fluids aged 0-59
in last aged 0- the less, much Home AND months
Characteristics two 59 Drank  same same or  lessor management continued with
weeks months more or less more none of diarrhea feeding diarrhoea
Sex
Male 9.5 455 65.6 34.4 37.1 62.9 21.9 24.5 43
Female 10.5 461 38.7 61.3 26.4 73.6 1.8 14.8 48
Age
0-11 months 10.0 193 *) *) *) *) *) *) 22
12-23 months 14.6 208 (39.4) (60.6) (30.7) (74.1) (3.0) (11.0) 28
24-35 months 9.0 208 ™) ™) ™*) ™) ™) ™) 18
36-47 months 11.2 148 *) *) *) *) *) *) 16
48-59 months 4.5 158 *) *) *) *) *) *) 7
Mother’s education
None 16.8 99 *) * * *) *) * *)
Primary 9.8 559 50.6 49.4 33.4 66.6 13.5 21.7 55
Secondary + 7.7 258 ™) ™) @) *) *) *) 20
Wealth index
Low 12.6 175 *) *) * *) *) *) 22
Medium 9.8 440 (40.9) (59.1) (22.3) (77.7) (4.0) (13.0) 43
High 8.7 300 (73.8)  (26.2) (41.6) (58.4) (28.6) (34.2) 26
Total 10.0 916 51.4 48.6 314 68.6 11.3 19.4 91

(*): Based on less than 25 un-weighted cases, hence not shown.
(): Based on | 25-50 un-weighted cases

6.4 Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is the leading cause of death in children and the use of antibiotics in under-5s 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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The prevalence of suspected pneumonia in children aged less than 5 years within the two
weeks preceding the survey is presented in table 6.6 (CH.6). Approximately 9 per cent of the children
in Meru South had acute respiratory infection which could mean cases of suspected pneumonia.
Among those who had suspected pneumonia, 81per cent sought treatment from any appropriate health
provider. The choice of health provider for most of the children was public facility as over 60 per cent
of children were taken there compared to just around 19 per cent taken to private facilities. Among the
public facilities, government health centres handled highest proportion (31 per cent) of children
followed by government hospital (20 per cent) and government health post (11 per cent).The private
health facilities had 16 per cent of children going for private hospital clinics, five per cent consulting
private physicians and negligible per cent going for pharmacies. Children who belong to households
of higher wealth category are more likely to receive care from an appropriate health service provider
compared with children who belong to low wealth category as shown by 86 per cent for higher wealth
index as compared to 79 per cent for the middle wealth index category.
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Table 6.7 (CH.7) presents the percentage of children suspected of pneumonia who received
antibiotics treatment. Slightly over one third (35 per cent) of females received antibiotics compared to
slightly over a quarter (27 per cent) of their male counterpart. Approximately 23 per cent of children
whose mothers had primary level of education received antibiotic treatment. A total of 31 per cent of
children received the antibiotics against pneumonia.

Table 6.7 (CH.7): Antibiotic treatment of pneumonia

Percentage of children aged 0-59 months with suspected pneumonia who received antibiotic treatment,

MICS Meru South District, 2008
Percentage of children aged 0-59 Number of children aged 0-59

months with suspected pneumonia who months with suspected

received antibiotics in the last two pneumonia in the two weeks prior

Characteristics weeks* to the survey

Sex

Male 27.1 45

Female 35.2 35

Age

0-11 months *) 14

12-23 months *) 18

24-35 months *) 22

36-47 months *) 10

48-59 months (@) 16

Mother’s education

None (@) 9

Primary 22.8 58

Secondary + ™) 13

Wealth index

Low @) 16

Medium 24.3 39

High (32.0) 26

Total 30.6 80

* MICS indicator 22

(*): Based on25un-weighted cases, hence not shown

Knowledge of the danger symptoms of pneumonia among the mothers or caretakers of the
children is important since it prompts for urgent action in seeking medical care. Table 6.8 (CH.7A)
presents the Knowledge of Signs of Pneumonia by mothers or caretakers of children. The two danger
signs of pneumonia are fast and difficult breathing which prompts for taking a child to a health facility
immediately. It is surprising that households in lowest wealth index and mothers without any
education were the ones who were twice more likely to recognize the two danger signs compared to
other categories. One of the danger signs (fast breathing) had 18 per cent of mothers/caretakers
mentioning it while the other (difficult breathing) had 21 per cent. Overall, 78 per cent noted that a
child should be taken to a health facility if he/she develops a fever.
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Table 6.8 (CH.7A): Knowledge of the two danger signs of pneumonia

Percentage of mothers/caretakers of children aged 0-59 months by knowledge of types of symptoms for taking a child
immediately to a health facility, and percentage of mothers/caretakers who recognize fast and difficult breathing as signs for
seeking care immediately, MICS Meru South District, 2008

Percentage of mothers/caretakers of children aged 0-59 months who think that a child should be taken

immediately to a health facility if the child: Mothers/ Number of
caretakers who mothers/
recognize the caretakers
Is not able Has Is two danger of children
to drink or Becomes  Develops Has fast difficulty Has blood drinking Has other signs of aged 0-59
Characteristics breastfeed sicker a fever breathing  breathing in stool poorly symptoms pneumonia* months
Mother's education
None 19.5 53.8 75.4 16.7 15.5 18.1 17.1 26.4 3.4 99
Primary 29.3 47.7 77.0 19.3 22.2 11.8 14.7 20.5 1.8 559
Secondary + 26.6 48.6 81.9 14.9 22.3 11.7 19.3 30.0 1.9 258
Wealth index
Low 29.7 54.0 82.9 16.6 17.8 21.1 15.4 21.5 4.0 175
Medium 28.0 47.0 76.8 17.8 21.8 11.5 18.1 24.8 1.4 440
High 25.3 48.0 77.5 18.5 23.1 8.7 14.1 23.9 1.7 300
Total 27.5 48.6 78.2 17.8 21.4 12.4 16.2 23.9 2.0 916

* Percentage of mothers/caretakers who state fast and difficult breathing as signs for taking a child to a health facility immediately
Note: The percentages will not add to 100 since some mothers/caretakers may have indicated more than one symptom.

6.5 Solid Fuel Use

More than 3 billion people around the world rely on solid fuels (biomass and coal) for their
basic energy needs, including cooking and heating. Cooking and heating with solid fuels leads to high
levels of indoor smoke, a complex mix of health-damaging pollutants. The main problem with the use
of solid fuels is products of incomplete combustion, including carbon monoxide (CO), polyaromatic
hydrocarbons, sulphur dioxide (SO2), 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.

It is clear from table 6.9 (CH.8) that nearly all (97 per cent) of households use solid fuel for
cooking. Among the solid cooking fuels, wood is used by over nine out of ten (91 per cent)
households while the rest of solid cooking fuel accounted for less than 10 per cent. Differentials
according to wealth index shows that all lower wealth index households use solid fuel for cooking
which is similar to middle and high wealth index households (100 per cent), respectively. The use of
solid fuel is slightly lower in households with less educated head of household (94 per cent) as
compared to those with secondary and above education (98 per cent).
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Table 6.9 (CH.8): Solid fuel use

Percentage distribution of households according to type of cooking fuel, and percentage of households using solid fuels for
cooking, MICS Meru South, 2008

Percentage of households using:

Liquid Number
propane Solid of
gas Natural fuels for house-
Characteristics  Electricity (LPG) gas Biogas  Kerosene  Charcoal  Wood Other Total  cooking * holds
Education of household head
None 0.8 1.0 1.0 0.0 1.8 3.3 91.1 1.0 100.0 94.4 248
Primary 0.0 0.0 0.0 0.3 1.8 5.2 92.6 0.1 100.0 97.9 642
Secondary+ 0.0 0.1 0.1 0.0 1.8 13.8 84.2 0.0 100.0 98.0 247
Wealth index
st 0.0 0.0 0.0 0.0 0.0 0.0 100 0.0 100.0 100.0 204
Medium 0.0 0.0 0.0 0.4 0.0 1.2 98.3 0.0 100.0 100.0 489
Upper 0.5 0.6 0.6 0.0 4.5 155 7.7 0.6 100.0 100.0 449
Total 0.2 0.2 0.2 0.2 1.8 6.6 90.5 0.3 100 97.1 1142

6.6 Malaria

Malaria is one of the leading causes of death of children under age five in Meru South
District. 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
recovering from malaria should be given extra liquids and food while younger children should
continue breastfeeding.

The questionnaire incorporates questions on the availability and use of bed nets, both at
household level and among children under five years of age, as well as anti-malarial treatment, and
intermittent preventive therapy for malaria.

As shown in table 6.10 (CH.10), sixty-seven per cent of households have at least one ITN.
The likelihood of possessing at least an ITN increases with wealth category as shown by 79 per cent,
65 per cent and 42 per cent in high, medium and low wealth index, respectively. Possession of at least
one mosquito net increases with education level of household head and wealth category. Graphical
presentation of ownership of an ITN is presented in figure 6.2.
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Table 6.10 (CH.10): Availability of insecticide treated nets
Percentage of households with at least one insecticide treated net (ITN), MICS Meru South District, 2008

Percentage of households with

at least one Two or more at least one insecticide
Characteristics mosquito net mosquito nets treated net (ITN)* Number of households
Education of
household head
None 61.3 34.5 61.3 247
Primary 62.5 33.3 62.4 628
Secondary 45 82.9 52.9 82.9 261
Wealth index
Low 41.8 14.1 41.8 193
High 79.0 51.4 79.0 478
Total 67.1 38.3 67.0 1,142

Figure 6.2: Percentage of households with at least one treated mosquito net,
Meru South, 2008
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The distribution of children sleeping under mosquito bed nets are presented in table
6.11 (CH.11). Over two thirds (69 per cent) of children aged between 0-59 months slept under a bed
net in the night before the survey with the same proportion sleeping under an ITN. Differentials by
age shows that young children tend to sleep under a bed net than the older ones as shown by 74 per
cent and 65 per cent for 0-11 months and 48-59 months, respectively. The household wealth category
influences the chances of a child sleeping under a bed net as shown by 43 per cent for children from
the lowest wealth index households versus 83 per cent for children from highest wealth index.
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Table 6.11 (CH.11): Children sleeping under bed nets
Percentage of children aged 0-59 months who slept under an insecticide treated net during the previous night,
MICS Meru South District, 2008

Percentage of children who:

Slept
Sleep under a Don't
under an Slept net but know if Did not
Slept insecticide under an don't slept sleep Number of
under a treated net untreated know if under a under a children aged

Characteristics bender * *x net treated net bed net 0-59 months
Sex
Male 69.8 69.8 0.0 0.0 0.0 30.2 455
Female 68.8 68.6 0.2 0.0 0.1 31.1 461
Age
0-11 months 73.6 73.6 0.0 0.0 0.0 26.4 178
12-23 months 72.8 72.4 0.5 0.0 0.0 27.0 204
24-35 months 68.1 68.1 0.0 0.0 0.0 31.9 214
36-47 months 66.1 66.5 0.0 0.0 0.4 8815) 153
48-59 months 65.1 65.1 0.0 0.0 0.0 34.9 167
Wealth index
Low

42.8 42.8 0.0 0.0 0.0 57.2 175
Medium 70.9 70.7 0.2 0.0 0.1 29.0 440
High 82.5 82.5 0.0 0.0 0.0 17.5 300
Total 69.3 69.2 0.1 0.0 0.1 30.6 916

* MICS Indicator 38 ** MICS Indicator 37

Table 6.12 shows percentage of children aged between 0-59 months who were ill with fever
in the last two weeks preceding the survey and received an anti-malarial drug. A total of 21 per cent of
children; 19 per cent males and 23 per cent females had fever within the two weeks preceding the
survey. Fever prevalence was higher at the age bracket of 12-23 months compared to the other
categories. Government policy recommends that all fevers in children below five years of age should
presumptively be treated as malaria with Artemisinin based Combinations therapy (ACT), which is
provided free of charge at government and mission facilities. Unfortunately, only 32 per cent used
ACT. Other non- malarial medicines were widely used for treatment of fever. These medications
include aspirin (64 per cent) and ibuprofen (51 per cent).Overall, only 20 per cent of children with
fever in the last two weeks preceding the survey were treated with an “appropriate” anti-malarial drug
and 17 per cent received the drugs within 24 hours of onset of symptoms. “Appropriate” anti-malarial
drugs include chloroquine, SP/Fansidar, ACT, etc. Children who belong to households in high wealth
index are more likely to receive an appropriate anti-malarial drug within 24 hours of onset of
symptoms. This is shown by 7, 16 and 25 per cent for low, medium and high wealth index
households, respectively. A big disparity in treating children with appropriate anti-malarial drug
within the required time is observed by gender as more than a quarter (26 per cent) males were treated
appropriately compared to 9 per cent for females.
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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 anaemia, premature delivery and still birth. 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 insecticide-treated mosquito nets and treatment during anti
natal checkups with drugs that prevent malaria infection (Intermittent Preventive Treatment or IPT).
In Meru South district MICS, women were asked of medicine they had received during their last
pregnancy in the two years preceding the survey. Women were considered to have received
Intermittent Preventive Treatment therapy if they received at least 2 doses of SP/Fansidar during
pregnancy.

Table 6.13 shows percentage of women aged between 15-49 years who gave birth during the
two years preceding the survey and received IPT for malaria during pregnancy. Approximately 85 per
cent received medicine to prevent malaria during pregnancy. The higher the level of education of the
mother, the more likely she is to receive IPT for malaria during pregnancy. A similar trend is
observed by wealth index categories i.e. 90 per cent of women from the high wealth index households
received IPT for malaria during pregnancy compared to 78 per cent among those from the low wealth
index households. Less than half (43 per cent) of mothers received full IPT while slightly over one
third (35 per cent) took SP/Fansidar only one time.

Table 6.13 (CH.13): Intermittent preventive treatment for malaria
Percentage of women aged 15-49 years who gave birth during the two years preceding the survey who received
intermittent preventive therapy (IPT) for malaria during pregnancy, MICS Meru South District, 2008
Percentage of pregnant women who took:
Number
Medicine of women
to prevent SP/Fansidar who gave
malaria SP/Fansidar ~ SP/Fansidar  but number birth in
during only one two or more of times Other Don't prior two
Characteristics  pregnancy time times* unknown Chloroguine  medicines know years
Education
None 7.7) (27.6) (34.4) (0.0) (0.0) (3.9 (1.9) 17
Primary 83.9 32.0 455 0.0 3.2 4.3 1.7 168
Secondary + 90.7 46.0 38.0 0.0 0.9 4.8 2.8 66
Wealth index
Low 78.3 23.5 50.1 0.0 6.1 4.2 1.9 55
Medium 83.9 40.6 37.8 0.0 2.0 3.2 1.9 111
High 89.6 35.9 44.7 0.0 0.5 6.1 2.3 86
Total 84.6 35.3 42.8 0.0 2.4 4.4 2.0 252
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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 with harmful effects on
human health. In addition to its association with disease, access to drinking water may be particularly
important for women and children, especially in rural areas, who bear the primary responsibility for
carrying water, often for long distances.

One of the MDG (goal 7) is to ensure environmental sustainability with a target 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
= Person collecting drinking water

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

The distribution of the population by source of drinking water for Meru South is shown in
Table 7.1 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, and 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.

As shown in table 7.1, nearly half (52 per cent) of the population is using an improved source
of drinking water in the district. A big variation is reported according to wealth categories as only a
mere 10 per cent of the population inform the low wealth index households use drinking water from
improved sources compared to 82 per cent for those from the high wealth index households. The
major source of drinking water for households from the upper wealth index is piped into dwelling unit
which accounts for over one third (35 per cent) of households as compared to 87 per cent of
households from the low wealth index that mainly depend on surface water.

Among the improved sources, the most common source is piped water into the dwelling
which accounts for 18 per cent. This is followed by piped water into yard or plot which accounts for
13 per cent and protected well at 12 per cent, respectively.
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On the other hand, the main sources of unimproved water is surface water with 46 per cent of the
households relying on this source and piped water from the neighbour which accounts for 6 per cent

of households.

Meru South, 2008

Figure 7.1: Percentage distribution of household members by source of drinking water,

Unprotected well
or spring
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spring
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Surface water
46%

Other Unimproved
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dwelling/public
yard or plot
30%

Use of in-house water treatment is presented in Table 7.2. Respondents were asked of ways
they use to treat water at home to make it safe to drink. Approximately 58 per cent do not treat
drinking water while 40 per cent use boiling method as the means for treating the water and adding

bleach or chlorine (accounting for 2 per cent of the households).

In general, about 42 per cent of the households in the district use appropriate methods for
treating drinking water. Appropriate water treatment method for improved drinking water sources is
carried out by 52 per cent of the households compared to one third (33 per cent) of households for

unimproved water sources.
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Table 7.3 (EN.3) presents the amount of time it takes to obtain water from the main source.
An average of 34 minutes is taken to obtain drinking water from its source. Note that these results
refer to one roundtrip from home to drinking water source and excludes those households with water
within the premises. Approximately 39 per cent of households have water within the premises while
11 per cent are able to get water within less than 15 minutes and 14 per cent take at least one hour.
The differentials by household characteristics show that, less than one per cent of households in low
wealth index have drinking water facility within their premises compared to 68 per cent of their
counterparts from high wealth index households.

Table 7.3 (EN.3): Time to the 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, MICS Meru South District, 2008

Time to the source of drinking water

Mean time to

source of
drinking
water
Less 15 minutes 30 minutes (excluding
Water on  than 15 to less than  to less than 1 hour those on Number of
Characteristics premises  minutes 30 minutes 1 hour or more Total premises)* households
Education of
household head
None 40.3 9.5 16.8 17.1 16.4 100.0 35.1 248
Primary 29.2 12.2 18.7 25.3 14.6 100.0 33.9 642
Secondary + 61.3 7.5 12.8 10.0 8.4 100.0 32.0 247
Non'—standard *) 5
curriculum *) *) ™) *) *) *)
Wealth index
Low 0.7 9.4 17.0 32.9 40.1 100.0 44.4 204
Medium 27.5 13.3 22.5 24.6 12.1 100.0 31.2 489
High 67.9 8.0 10.9 10.0 3.1 100.0 25.9 449
Total 38.6 10.5 17.0 20.3 13.6 100.0 33.9 1142

*The mean time to source of drinking water is calculated based on those households that do not have water on the
premises.
(*) Based on less than 25 un-weighted cases.

Table 7.4 shows that an adult woman is usually the person collecting water from the main
water source for the majority (54 per cent) of households. Others reported that an adult man is
responsible for collecting water in 17 per cent of the households, while 10 per cent of households
reported an adult (woman or man) being responsible. A child (male or female) from low wealth index
households is likely to collect water than those from high wealth index households. Results by
education status of the head of the household show that, over half of adult women collect water in
households headed by people with primary or lower education compared to 36 per cent for those from
households with a household head with at least secondary education level.
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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, MICS Meru South District, 2008

Person collecting drinking water*
Adult Adult Adult
Women Male Women
Adult Adult Female Male and and and Number of
Characteristics Woman Man Child Child Child Child Male DK  households

Education of household head

None 52.8 16.0 2.0 0.7 2.0 1.0 9.8 - 248
Primary 61.6 20.9 5.7 3.3 5.9 35 12.4 - 642
Secondary + 35.6 8.7 2.3 2.4 3.7 0.8 5.9 - 247
Wealth index

Low 84.1 27.4 85 5.2 4.8 1.8 13.4 - 204
Medium 65.9 20.4 7.7 3.3 7.6 4.7 14.7 - 489
High 27.5 8.9 0.6 0.6 1.1 0.1 4.4 - 449
Total 54.0 17.1 4.1 2.6 4.5 2.4 10.4 - 1,142

*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 shows the excreta disposal for households in Meru South District. Most of the
households use unimproved sanitation facilities with 77 per cent mainly using open pit or pit latrine
without slab. Nearly one in five (21 per cent) households use sanitary means of excreta disposal.
Among the improved sanitation facility, the Ventilated Improved Pit (VIP) latrine recorded the
highest utilization at 10 per cent. Differentials within the wealth categories show that the upper wealth
index has 43 per cent of households utilizing sanitary means of excreta disposal compared to only 6
and 8 per cent of members from middle and lowest household wealth index, respectively.
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Methods of disposal of child’s faeces are summarized in table 7.6 (EN.6). Nearly all (97 per
cent) of children aged between 0-2 years had their stools safely disposed. Majority (87 per cent) of the
households had the stools put or rinsed into toilet or latrine. The practice of children’s safe waste
disposal is more prevalent in households from the high wealth index than poor households. For
example, 99 per cent of households from the high wealth index disposed children waste safely
compared to 88 per cent for households from the low wealth index category.

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 Meru South District,2008

What was done to dispose of the stools

Proportion
Thrown of children Number
into whose of
Put/rinsed garbage Left in stools are children
Used into toilet or (solid the disposed of aged 0-2
Characteristic toilet/latrine latrine waste)  Buried open Other Total safely * years
Mother's education
None 15.8 77.1 0.0 0.0 4.7 2.3 100.0 93.0 48
Primary 8.3 87.3 0.5 0.6 2.3 1.1 100.0 95.5 386
Secondary+ 10.2 89.8 0.0 0.0 0.0 0.0 100.0 100.0 180
Wealth index
Low 7.0 81.3 0.4 0.9 7.0 8.8 100.0 88.2 120
Medium 11.3 86.7 0.5 0.5 0.6 0.4 100.0 98.0 288
High 8.1 91.4 0.0 0.0 0.4 0.0 100.0 99.6 208
Total 9.4 87.2 0.3 0.4 1.8 0.9 100.0 96.6 615

* MICS indicator 14

A summary for comparison of use of improved water sources and sanitary means of excreta
disposal is presented in table 7.7 (EN.7). Approximately, 45 per cent of household’s population use
both improved sources of drinking water and sanitary means of excreta disposal. Two thirds of
households in upper wealth index use improved sources of drinking water and sanitary means of
excreta disposal compared to 41 per cent and nine per cent for middle and lowest wealth categories.
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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 Meru South District, 2008
Percentage of household population
using improved
using sanitary sources of drinking
using improved means of water and using Number of
sources of excreta sanitary means of household

Characteristic drinking water * disposal ** excreta disposal members
Education of household head
None 54.6 87.6 45.4 820
Primary 42.4 92.7 37.6 2544
Secondary + 73.2 89.6 64.0 1023
Non-standard curriculum 36.7 43.0 36.7 32
Wealth index
Low 9.8 90.8 9.3 754
Medium 43.1 95.7 40.9 2024
High 81.8 84.4 66.8 1641
Total 51.8 90.7 45.1 4420
* MICS indicator 11; MDG indicator 30
** MICS indicator 12; MDG indicator 31
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Reproductive Health 8

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

8.1 Fertility

Achieving national goals is directly linked to the fertility and resources available to support its
population. Studies have shown that, in most of the developing countries the resources are meagre to
support its population and hence 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, information about prevailing fertility levels become 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 Meru South 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 (RH.1a) presents the measures of current fertility levels in Meru South 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’s 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.

The total fertility rate (TFR) in the district is 3.7 children per woman for the three year period
preceding the survey. The lowest TFR of 3.2 was recorded within 3-5 years from the time of survey
while the highest (3.9) was recorded for 12-14 years preceding the survey. Overall, fertility peaks
between 20-24, 25-29 and 30-34 age categories.
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Table 8.1 (RH.1a): Current fertility
Births, exposure, and age specific fertility rates (ASFR) for three-year periods preceding the survey, by
mother's age at the time of the birth, and total fertility rate (TFR),MICS Meru South District, 2008
Number of years preceding the survey
Age 0-2 3-5 6-8 9-11 12-14
group
15-19 35 46 44 42 47
20-24 110 71 101 96 103
Births 25-29 107 107 97 70 75
30-34 67 60 55 63 52
35-39 38 26 37 34 5
40-44 12 13 8 0
45-49 4 0 NA NA
15-19 487 51l 526 550 612
20-24 524 586 592 594 502
el 25-29 576 609 541 429 5
30-34 568 467 382 359 322
35-39 408 362 347 219 41
40-44 348 281 90 1
45-49 158 11 NA NA NA
15-19 72 90 83 77 76
20-24 211 134 171 162 205
Age Specific Fertility — 25-29 185 175 180 164 200
Rate 30-34 117 128 145 175 161
35-39 93 71 106 155 133
40-44 B 47 83 0
45-49 23 0 NA NA
Total Fertility Rate 3.7 3.2 3.8 3.7 3.9
TFR: Total fertility rate for women aged 15-49 years expressed per woman.

The percentage distribution of all women and married women based on the number of
children even born and living are shown in Table 8.2 (RH.1b). The mean number of children ever
born to married women aged between 15-49 years is 3.2 and that of all women is 3.1. For young
women aged between 15-19 years, 90 per cent have never given birth but eight per cent have given
birth to one child. As expected, the mean number of children, both for ever born and those living
steadily increases with women’s age. On average, Meru South district women attain a parity of 6.1
children per woman at the end of their child bearing window.
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Table 8.2 (RH.1b): 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 Meru South District, 2008

Mean number of

Number of children ever born Number children
of Ever
Age group 0 1 2 3 4 5 6 7 8+ Total women born Living
All women
15-19 90.4 8.2 1.4 100.0 170 1.2 1.2
20-24 29.7 46.1 17.5 6.5 0.2 100.0 171 1.5 1.4
25-29 9.8 36.2 &3.3 14.3 &3 2.8 0.2 100.0 174 2.0 1.9
30-34 5.8 23.1 30.4 22.1 13.1 3.5 0.6 1.2 0.2 100.0 213 2.6 2.5
35-39 2.1 15.3 17.9 28.2 17.0 8.3 7.5 3.1 0.5 100.0 143 85 3.3
40-44 7.8 9.2 15.7 354 109 129 7.1 1.0 100.0 122 4.6 4.4
45-49 2.4 6.0 7.6 246 236 17.2 6.1 125 100.0 87 6.1 5.8
Total 21.9 22.1 18.2 13.8 11.3 54 4.0 1.9 1.2 100.0 1,079 3.1 2.9

Currently Married Women

15-19 ™*) ™*) ™*) 100.0 15 0.5 0.5
20-24 6.6 56.1 26.0 10.9 0.4 100.0 89 1.4 1.3
25-29 2.1 28.3 42.7 18.3 4.3 4.1 0.3 100.0 122 2.1 2.0
30-34 14.5 32.1 28.7 17.3 4.7 0.9 1.6 0.3 100.0 157 2.9 2.7
35-39 9.1 18.3 32.1 19.9 7.2 9.1 3.8 0.6 100.0 118 3.7 85
40-44 3.8 5.7 17.3 41.4 13.8 125 4.2 1.2 100.0 96 4.7 4.5
45-49 2.9 4.2 9.0 20.1 26.9 18.9 6.4 11.6 100.0 73 6.1 58
Total 25 19.1 23.5 206 165 8.1 5.7 2.4 1.6 100.0 669 3.2 3.1

(*): Based on less than 25 un-weighted cases, hence not shown.

The same pattern is replicated for currently married women except for proportions of those
who have ever given birth which goes up for nearly all age groups. The mean number of children ever
born and living are nearly similar for women currently married compared to all women combined. It
is noted that high proportion (13 per cent for all women and 12 per cent for currently married) of older
women have given birth to over 8 children.

8.2 Teenage Pregnancy and Motherhood

Teenage pregnancy in Meru South district is presented in Table 8.3 (RH.2). Fifteen per cent
of teenagers (age 15-19 years) had began child bearing. About 10 per cent already had live birth and
five per cent were pregnant with their first child. By the 18" birthday, over 15 per cent of teenage
women had begun child bearing. Differentials by wealth index show no major differences with nearly
all having the same likelihood of initiating child bearing irrespective of the household wealth index.
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Table 8.3 (RH.2): 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 Meru South District, 2008
Percentage who

Have had a Are pregnant with Percentage who have
Characteristic live birth first child began child bearing Number of women
Age
15 0.0 0.0 0.0 34
16 0.0 1.2 1.2 48
17 11.9 0.0 11.9 19
18 18.6 8.0 26.7 34
19 21.8 16.0 37.8 35
Education
None 0.0 100.0 100.0 3
Primary 9.7 4.3 14.0 126
Secondary + 10.1 1.4 11.5 41
Wealth index
Low 7.0 7.8 14.8 38
Medium 11.7 3.7 15.4 89
High 7.7 6.3 14.0 43
Total 9.6 5.3 14.9 170

8.3 Contraception

Appropriate family planning is important to 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 that can help to prevent pregnancies that are too early, too closely spaced,
too late or too many.

Table 8.4 (RH.3) shows percentage of women who are currently married or in union and are
using contraception. The current use of contraceptive was reported by 73 per cent of currently married
women or in union. The modern method was reported by 72 per cent while traditional methods were
mentioned by a negligible percentage of women currently married or in union. Nearly half (49 per
cent) of the women use injections as the main contraceptive method, followed by 15 per cent who use
pills. About a quarter (27 per cent) of currently married or in union women are not using any method
of contraception.

Women from high wealth index households are more likely to use a modern method of
contraception than those from low wealth index households. Only women without any formal
education tend to use traditional methods of contraception as shown by six per cent that stated using at
least one of the traditional methods as opposed to those with primary and higher education levels.

52 Reproductive Health



"UMOYS 10U d2uay ‘sased payblam-un Gz uey ssa| uo paseq :(x)

J6T J01edIpul 9AN -TZ J01eJIPUI SOIN

699 €L 80 TcL 00T TO0 L0 0 60 T T 6% vy Z'ST TT AE |elol
18¢ LLL T L9L 00T TO 60 0 90 7T 2’61 S'9 8'LT €T excd ybiH
70€ 8'69 S0 €69 00T TO 70 TO A 9T el '€ VT T 2'0¢g wnipsiy
6. L9 7’1 €99 00T 0 7T 0 L0 0 9'GG 90 7’6 0 £ce MO
Xapul yljeamn
90¢ TEL €0 8¢, 00T 0 €0 0 90 60 6°Cy 8L ¥7°0¢ 20 6'9¢ + Arepuooss
86¢ G'¢L 70 TcL 00T TO €0 TO TT 7T 'cs 4 G'eT TT k4 Arewind
G9 L'SL 9°'S T0L 00T S0 Ts 0 60 €@ 87 'S 6 SV eve 9UON
uoneonp3y
0T¢ 0L 4 YAVA®) 00T 20 Ve 20 S¢ T ger 6’1 9'ET A 8°6¢C +¥
6€T 8'6L 20 9'6L 00T 20 0 0 0 80 ¥7°0S 6L 7'8T TC A4 €
89T 678 0 678 00T 0 0 0 0 8'¢C 679 G'¢C 9T 0 T'ST @
SE 8'€9 0 8¢9 00T 0 0 0 80 90 8°EY € 9°GT 0 ¢'9¢ T
6T TET 0 TET 00T 0 0 0 0 0 0 0 TET 0 698 0
uaipliyd BuiAl] Jo JaquinN
€L S'vS T G'es 00T 0 T 0 80 ST 8'¢ee L€ 9'6 44 S'GY 617-Gt
96 61, e L'TL 00T 0 € €0 {9 4 0 12¢ 12T LT 44 T'6¢ -0
8TT 908 S0 708 00T 0 S0 0 S0 7'T T°€9 S'e 9'TT 0 76T 6E-G€
/ST €'GL 80 SV 00T 70 70 0 0 L0 A% L€ v'ee ¢0 L've 7€-0€
(445 9'T8 0 9’18 00T 0 0 0 S0 v 2'€9 7'T AN 0 7'8T 62-9¢
68 ¥°L9 0 77,9 00T 0 0 0 S0 0 8t €€ 9'GT 0 9¢e ¥2-0¢
GT (%) (%) (%) 00T (%) (%) (%) (%) (%) (%) (%) () (%) (%) 61-GT
aby
uolun ui ~ poylawl poyraw poyaw |e1o aouaunsqe AV Aj1alyweoy/ wopuo) syueidw Suo anl lid uonez|uals  poylaw RISIEIRIIET)
10 palJew Auy [euonipesy ulapow J1poLIad wbeaydeig 1noalu| alewa Aue
Apuanna Auy Auy Buisn
USWIOM 10N
10 JaquinN

:Buisn are oym (uolun ul Jo paliiew Apualind) uswom Jo abejuadiad

8002 ‘10.11SId Yinos nIs\ SOIN ‘poyraw aandasenuod e (buisn si Jaupred asoym 10) Buisn are oym uolun ul 1o palsew Apualind sieak 6i-GT pabe uswom Jo abejuadiad

uondaseaauod Jo asn :(€'HY) '8 a|qel

53

Reproductive Health



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 did not want the child at the time they got pregnant. Women who
are not pregnant are classified in this category if they want to have another child, but want to have the
child at least two years later, or after marriage.

Women with an unmet need for limiting are those 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 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. 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 shows percentage distribution of women aged 15-49 years currently married or in
union with an unmet need for contraception. The current use of contraceptives in Meru South district
stands at 73 per cent and nearly all (97 per cent) of women with a demand for contraceptives are
satisfied.

®> Unmet need measurement in MICS is somewhat different than that used in other household surveys, such as the Demographic and Health
Surveys (DHS). In DHS, more detailed information is collected on postpartum amenorrhoea, and sexual activity. Results from the two
types of surveys are strictly not comparable.
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Table 8.5 (RH.4): 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 Meru South District, 2008

Unmet need for contraception

Percentage
of demand Number of
Number of for women currently
women currently  contraception married or in

Current use of For For Total married or in satisfied union with need
Characteristic contraception®*  spacing** limiting***  ***=* union iakoiaial for contraception
Age
15-19 *) *) (@) ) 15 *) 7
20-24 67.4 4.9 0.0 4.9 89 93.2 64
25-29 81.6 0.0 0.0 0.0 122 100.0 99
30-34 75.3 3.0 0.0 3.0 157 96.2 123
35-39 80.6 1.0 0.6 1.6 118 98.1 97
40-44 74.9 0.0 0.0 0.0 96 100.0 72
45-49 54.5 0.0 0.0 0.0 73 (100) 40
Education
None 75.7 0.0 0.0 0.0 65 (100) 49
Primary 72.5 1.5 0.2 1.7 398 97.8 295
Secondary + 73.1 3.4 0.0 3.4 206 95.6 158
Wealth index
Low 67.7 1.4 0.9 2.2 79 96.8 55
Medium 69.8 0.5 0.0 0.5 304 99.2 214
High 7.7 &5 0.0 3.5 287 95.6 233
Total 73.0 1.9 0.1 2.0 669 97.3 502

* MICS indicator 21; MDG indicator 19C
**** MICS indicator 98
*x**% MICS indicator 99

8.5 Antenatal Care (ANC)

The antenatal period presents important opportunities for reaching pregnant women with a
number of interventions that may be vital to their health and well-being and that of their infants.
Better understanding of foetal growth and development and its relationship to the mother's health has
resulted in increased attention to the potential of antenatal care as an intervention to improve both
maternal and newborn health. For example, if the antenatal period is used to inform women and
families about the danger signs and symptoms and about the risks of labour and delivery, it may
provide the route for ensuring that pregnant women do, in practice, deliver with the assistance of a
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 the prevention of HIV transmission from mother to child, has led to renewed interest in
access to and use of antenatal services.

Reproductive Health 55



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)

Table 8.6 (RH.5) presents distribution of personnel providing antenatal care to women who
gave birth two years preceding the survey. Nearly all (98 per cent) of the women who gave birth
within the two years preceding the survey had had access to services of skilled personnel during
antenatal visits. Over two thirds (70 per cent) sought assistance from nurse/midwife and 28 per cent
were assisted by medical doctors.

Table 8.6 (RH.5): 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 Meru South District, 2008

Person providing antenatal care**

Number of
women who
No gave birth in
Tradition antenatal the
Medical Nurse/ al birth Relative/ care Any skilled preceding
Characteristic doctor midwife  attendant Friend received Total personnel * two years
Age
15-19 (5.2) (91.5) (0.0) (0.0) (3.3) (100) (96.7) 13
20-24 35.4 63.1 0.0 0.0 1.4 100.0 98.6 65
25-29 28.6 67.8 0.8 1.0 1.7 100.0 96.4 72
30-34 26.1 72.8 0.0 0.0 1.1 100.0 98.9 52
35-49 23.4 75.1 1.5 0.0 0.0 100.0 98.5 49
Education
None 21.6 71.4 4.3 0.0 2.7 100.0 93.0 17
Primary 29.5 68.1 0.3 0.4 1.6 100.0 97.6 168
Secondary + 24.5 75.5 0.0 0.0 0.0 100.0 100.0 66
Wealth index
Low 42.9 56.3 0.0 0.0 0.8 100.0 99.2 55
Medium 27.4 69.0 1.2 0.0 2.5 100.0 96.4 111
High 18.1 81.0 0.0 0.9 0.0 100.0 99.1 86
Total 27.6 70.3 0.5 0.3 1.3 100.0 97.9 252

* MICS indicator 20

(): Figures based on 25 -49 un-weighted cases
* If the respondent mentioned more than one provider, only the most qualified provider is considered

Table 8.7 (RH.6) shows the distribution of types of ante-natal care to women of the
reproductive ages who gave birth in the two years preceding the survey. The data shows that nearly
all (99 per cent) of women received antenatal care during their pregnancy. The least of the services
received was weight measurement (91 per cent) while taking of blood sample was highest at 97 per
cent. Differentials among the age, education level and wealth categories show a high proportion of
women receiving antenatal care /services by increasing levels of these attributes.
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Table 8.7 (RH.6): Antenatal care (ANC)
Percentage of pregnant women receiving antenatal care among women aged 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 Meru South District, 2008
Percentage of pregnant women who had:
Per cent of pregnant
women receiving Number of women
ANC one or more Blood Urine Blood who gave birth in
times during pressure specimen Weight sample two years preceding
Characteristics pregnancy* measured taken measured taken survey
Age
15-19 (96.7) (80.9) (82.6) (76.9) (96.7) 13
20-24 98.6 97.3 97.9 92.2 96.8 65
25-29 98.3 96.4 95.8 88.4 95.7 72
30-34 98.9 94.5 97.9 94.5 98.9 52
35-49 100.0 95.0 97.3 93.3 97.6 49
Education
None (97.3) (93.3) (93.3) (91.3) (97.3) 17
Primary 98.4 94.7 95.2 88.5 96.2 168
Secondary + 100.0 96.9 100.0 97.1 99.2 66
Wealth index
Low 99.2 92.1 95.8 87.9 96.8 55|
Medium 97.5 94.3 94.5 92.2 96.1 111
High 100.0 98.2 99.1 91.3 98.5 86
Total 98.7 95.2 96.4 91.0 97.1 252
* MICS indicator 4
(*):Figures based on less than 25 un-weighted cases
(): Figures based on 25 -49 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 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 Millennium Development target of
reducing maternal mortality ratio by three quarters between 1990 and 2015.

The MICS included a number of questions to assess the proportion of births attended by a
skilled attendant. A skilled attendant includes a doctor, nurse, midwife or auxiliary midwife.

Approximately four in every five (81 per cent) of births that occurred during the two years
preceding the survey were delivered by skilled personnel as shown in Table 8.8 (RH.7). The more
educated a woman is, the more likely she is to deliver a baby in a health facility and with assistance
from a skilled person. The same trend is observed with the level of wealth, where only 67 per cent of
women in lowest wealth index delivered their child in a health facility compared to 93 per cent in
upper wealth index.
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Over one quarter (27 per cent) were delivered with assistance by a medical doctor with nurses
or midwives assisting over half (54 per cent) for the births occurring during the two years preceding
the survey. Traditional birth attendants assisted less than 2 per cent of the women and relatives or
friends assisting in 16 per cent of the cases.

Table 8.8 (RH.7): 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 Meru South District, 2008

Person assisting at delivery

Number of
women
Commu who gave
Nurse/ Traditional -nity No Any Delivered birth in
Medical mid- birth health Relative Other/ atten skilled in health preceding
Characteristics doctor wife attendant worker /friend missing  -dant Total personnel *  facility **  two years
Age
15-19 (15.0) (66.4) (5.2) (0.0) (9.9) (3.5) 0.0)  (100.0) (81.4) (77.2) 13
20-24 34.3 47.5 0.0 0.0 17.2 0.0 1.1 100.0 81.8 79.8 65
25-29 31.9 54.3 15 0.0 11.2 0.0 1.0 100.0 86.2 84.9 72
30-34 24.5 52.8 0.0 1.0 20.6 0.0 1.1 100.0 77.3 75.4 52
35-49 17.8 57.9 2.8 0.0 16.8 1.0 3.8 100.0 75.7 77.0 49
Education
None (38.1) (44.7) 4.3) (0.0) (12.9) (0.0) (0.0) (100.0) (82.9) (82.9) 17
Primary 25.9 49.7 1.4 0.3 20.5 0.6 1.6 100.0 75.7 74.5 168
Secondary + 28.3 65.4 0.0 0.0 4.4 0.0 1.9 100.0 93.7 92.0 66
Wealth index
Low 30.3 36.5 1.1 1.0 28.7 0.0 2.3 100.0 66.9 67.0 55
Medium 23.3 54.5 2.3 0.0 17.5 0.8 1.7 100.0 7.7 75.3 111
High 30.8 63.2 0.0 0.0 5.1 0.0 0.9 100.0 94.0 93.3 86
Total 27.3 53.6 1.3 0.2 15.7 0.4 1.5 100.0 80.9 79.7 252

* MICS indicator 4; MDG indicator 17
** MICS indicator 5
(): Figures based on 25 -49 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 first 3-4 years of
life, and the quality of home care is 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 survey.
These included the involvement of adults with children in the following activities: reading books or
looking at picture books, telling stories, singing songs, taking children outside the home, compound
or yard, playing with children, and spending time with children naming, counting, or drawing things.

For about half (53 per cent) of the children aged under-five, at least an adult within their
household is engaged in about four activities that promote learning and school readiness during the 3
days preceding the survey as shown in Table 9.1 (CD.1). The results also indicate that the father’s
involvement in such activities was somewhat limited with only 12 per cent of father’s involved with
one or more activities averaging at 0.2 activities. A relatively high proportion of children (30 per
cent) were living in a household without their natural fathers. The proportions of an adult
involvement in activities that promote learning activities by household wealth index do not show big
variations.
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Table 9.1 (CD.1): Family support for learning

Percentage of children aged 0-59 months for whom household members are engaged in activities that promote
learning and school readiness, MICS Meru South District, 2008

Percentage of children aged 0-59 months

For whom household For whom the Mean
members engaged in  Mean number  father engaged in number of Living in a Numbe
four or more of activities one or more activities household r of
activities that household activities that the father without children
promote learning members promote learning engage in their aged
and school readiness  engage in with and school with the natural 0-59
Characteristic * the child readiness ** child father months
Sex
Male 53.3 85 13.3 0.3 32.1 455
Female 53.3 3.5 11.3 0.2 29.3 461
Age
0-23 months 32.4 2.6 8.4 0.1 28.9 401
24-59 months 69.7 4.2 15.3 0.3 32.1 515
Mother's education
None 60.3 3.9 11.4 0.3 63 99
Primary 50.8 3.4 12.8 0.2 24.8 559
Secondary+ 56.2 3.6 11.4 0.2 31.1 258
Father's education
None 52.6 3.6 21.6 0.2 0 55
Primary 52.3 3.4 17 0.3 0 419
Secondary + 63.1 3.7 16.7 0.4 0 159
Father not in
household 49.5 3.4 0.4 0 100 281
Wealth index
Low 55.2 3.6 6.5 0.2 30.9 175
Medium 50.3 3.4 10.2 0.2 31 440
High 56.8 3.6 18.7 0.3 30.1 300
Total 53.3 &5 12.3 0.2 30.7 916

* 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.
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Education 10

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 to school. One of the World Fit for Children goals is the
promotion of early childhood education.

Results from Meru South district shows that 21 per cent of children aged between 36-59
months are attending pre-school as shown in table 10.1 (ED.1). The proportion of children currently
attending early childhood is slightly higher for males (24 per cent) compared to females (19 per cent).
A big variation is evident in socioeconomic status where 41 per cent of children living in high wealth
index households attend pre-school, while the figure drops to 19 per cent in low wealth index
households. As expected, children of young age group 36-47 months are less likely (four per cent) to
attend pre-school in comparison to 48-59 months old (36 per cent). Overall, nearly all children attend
pre-school program before joining the first grade education level.

Table 10.1 (ED.1): Early childhood education

Percentage of children aged 36-59 months who are attending some form of organized early childhood education
programme and percentage of first graders who attended pre-school, MICS Meru South District, 2008

Percentage of children

Percentage of children aged attending first grade who
36-59 months currently attended preschool
attending early childhood Number of children program in previous Number of children
Characteristics education* aged 36-59 months year** attending first grade
Sex
Male 23.8 153 96.2 26
Female 18.5 152 98.4 28
Age of child
36-47 months 4.4 148 NA 0
48-59 months 36.8 158 NA 0
6 years NA 0 97.4 54
Mother's education
None 24.6 18 100 7
Primary 17 206 97 30
Secondary+ 30.8 82 97 17
Wealth index
Low 18.9 56 100 1
Medium 10.3 157 96.8 29
High 40.9 92 98 24
Total 21.1 306 97.4 54

* MICS Indicator 52
** MICS Indicator 53
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10.2 Primary and Secondary School Participation

Universal access to basic education and the achievement of primary education by the world’s
children is one of the most important goals of the Millennium Development Goals 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
Net secondary school attendance rate
e Net primary school attendance rate of children of secondary school age
e Female to male education ratio (or gender parity index) — (GPI)
The indicators of school progression include:
e Survival rate to grade five
e Transition rate to secondary school
e Net primary completion rate

The distribution of results of children who are of primary school entry age in Meru South
District is presented in table 10.2 (ED.2). Nearly six out of ten children aged 6 years (primary school
entry age) are attending the first grade of primary school with more female children attending (70 per
cent) in comparison to males (49 per cent). Children from high wealth index households are more
likely to be in school at the recommended age than those from more poor households. For instance,
over three quarters of primary school entry age children from the high wealth index households are
attending grade 1 in primary school versus only 58 per cent for those from the medium wealth index
households.

Table 10.2 (ED.2): Primary school entry
Percentage of children of primary school entry age (6 years old) attending grade 1, MICS Meru South
District, 2008

Percentage of children of primary school Number of children of primary school
Characteristics entry age currently attending grade 1 * entry age
Sex
Male 49.4 64
Female 69.7 55
Age
6 58.8 119
Mother's education
None *) 13
Primary 49.6 76
Secondary+ 76.8 31
Wealth index
Low (@) 15
Medium 58.3 60
High 76.6 45
Total 58.8 119
* MICS Indicator 54
(*): Based on less than 25 un-weighted cases, hence not shown.

62 Education



Table 10.3 (ED.3) provides the percentage of children of primary school age (6 — 13 years)
attending primary or secondary school. The majority (91 per cent) of children of primary school age
are attending school with most ages reporting a proportion of over 97 per cent except those aged 6
years (60 per cent) and 7 years (77 per cent). This disparity could be because of late entry to the
schooling system. It is worthy to note that the girl child has access to school and have a higher
attendance rate (94 per cent) than boys (88 per cent). The mother’s level of education and socio-
economic status is a factor that influences primary or secondary school attendance. More educated
mothers and those from households in the upper wealth index have higher proportions of children
attending school compared to lower wealth index households or where mothers are less educated.

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 Meru South District, 2008
Net attendance ratio* Number of children

Characteristics Male Female Total Male Female Total
Age

51.4 69.7 59.8 64 55 119
7 73.6 81.4 77.0 61 48 109

96.5 98.6 97.8 41 64 105
9 95.3 99.2 97.2 56 56 112
10 96.0 100.0 98.2 53 65 118
11 100.0 99.4 99.6 44 70 115
12 99.4 98.5 99.0 73 57 131
13 100.0 98.3 99.2 58 53 111
Mother's education
None 84.9 96.1 90.9 60 70 130
Primary 85.4 91.2 88.3 267 275 542
Secondary+ 95.0 98.2 96.6 122 124 246
Wealth index
Low 75.1 86.7 81.4 78 92 169
Medium 86.3 93.9 90.0 211 203 414
High 96.4 97.4 96.9 163 174 337
Total 88.0 93.8 91.0 452 469 921
* MICS indicator 55; MDG indicator 6

The secondary school Net Attendance Ratio is presented in Table 10.4 (ED.4). It is noted
that, only 30 per cent of the children of secondary school age (14 — 17 years) are attending secondary
school. A gender distribution shows opposite trend of Net Attendance Ratio for those aged 6 — 13
years in primary or higher. Boys have higher NAR (32 per cent) compared to girls (29 per cent). As
expected, the better the socio-economic status of the household, the higher the proportion attending
secondary schools. A look at the ages reveals that only 56 per cent of children aged 17 years are
attending secondary school or higher. This could mean that most of the children either attend
secondary school late or do not go up to secondary level.
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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 Meru South District, 2008

Net attendance ratio* Number of children
Characteristics Male Female Total Male Female Total
Age
14 10.3 8.4 9.1 40 75 115
15 12.0 46.5 26.0 57 39 95
16 50.9 33.1 43.1 61 48 108
17 55.8 5515 55.7 32 22 54
Mother's education
None 38.3 19.4 27.4 30 41 72
Primary 29.8 17.2 24.0 92 78 170
Secondary+ 29.5 56.6 42.8 29 27 56
Mother not in Household 31.7 42 36.7 39 37 76
Wealth index
Low 8.6 9.7 9.2 30 88 63
Medium 29.6 21.7 26.0 113 97 210
High 50.6 52.5 51.6 47 53 100
Total S5 28.5 30.0 190 183 373
* MICS indicator 56

Table 10.5 (ED.4w) presents percentage of children of secondary school age attending
primary school. It is evident that children in low wealth index progress to secondary school at an
advanced age in comparison to higher wealth categories. This is shown by highest proportion (47 per
cent) of secondary school age children who are still in primary schools. This figures declines
gradually to 10 per cent for those from high wealth index households. This scenario is also evident
with mother’s education status where children of mothers with low education tend to have a higher
proportion of students of secondary school age still in primary school.
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Table 10.5 (ED.4w): Secondary school age children attending primary school
Percentage of children of secondary school age (14 — 17 years) attending primary school, MICS Meru South
District, 2008

Percentage attending primary school Number of children
Characteristics Male Female Total Male Female Total
Age
14 43.8 38.4 40.3 40 5 115
15 29.3 3.8 19.0 57 39 95
16 22.0 20.9 21.5 61 48 108
17 5.8 0.0 3.5 32 22 54
Mother’s education
None 36.4 32.2 34.0 30 41 72
Primary 26.1 25.1 25.6 92 78 170
Secondary + 15.9 9.7 12.9 29 27 56
Wealth index
Low 56.6 37.4 46.5 30 33 63
Medium 23.0 25.0 23.9 113 97 210
High 14.1 6.9 10.3 47 58 100
Total 26.1 22.0 24.1 190 183 373
* 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.

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 last
ratios provide an erroneous description of the GPI mainly because in most of the cases the majority of
over-aged children attending primary education tend to be boys.

The table shows that gender parity for primary school is close to 1:1, indicating not much of a
difference in the attendance of girls and boys to primary school. The same conclusion is made for
secondary education, even though the indicator decreases to 0.9. As expected, the attendance ratio
increases with the level of wealth index of the household and educational level of the mother.
However, a very striking difference is observed in the school attendance for both boys and girls with
respect to the household wealth index. The secondary school net attendance ratio for both boys and
girls who live in low wealth index households are below 10 compared with over 50 among those who
live in high wealth index households.
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Table 10.6 (ED.7): Education gender parity
Ratio of girls to boys attending primary education and ratio of girls to boys attending secondary education,
MICS Meru South District, 2008

Gender

parity

index

. GPI) for Gender parity
. Primary school net ( i Secondary school net .

e e attendance ratio (NAR) primary attendance ratio (NAR) e

school secondary

Girls Boys NAR* Girls Boys school NAR*

Sex
Male NA 88.0 NA NA 31.5 NA
Female 93.8 NA NA 28.5 NA NA
Mother's education
None 96.1 84.9 1.1 19.4 38.3 0.5
Primary 91.2 85.4 1.1 17.2 29.8 0.6
Secondary + 98.2 95.0 1.0 56.6 29.5 1.9
Mother not in Household NA NA NA 42.0 31.7 1.3
Wealth index
Low 86.7 75.1 1.2 9.7 8.6 1.1
Medium 93.9 86.3 1.1 21.7 29.6 0.7
High 97.4 96.4 1.0 52.5 50.6 1.0
Total 93.8 88.0 1.1 28.5 SIS 0.9
* The Gender Parity Index (GPI) is the ratio of female to male net attendance ratios (primary or secondary). The primary
and secondary net attendance ratios are presented in tables ED.3 and ED.4.

10.3 Adult Literacy

One of the World Fit for Children goals is to achieve 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. Literacy was assessed on the ability
of women to read a short simple statement or on school attendance.

The adult literacy rates for the two age group (15-19) and (20 -24) for women in Meru South
district is presented in table 10.7. Overall, 87 per cent of women aged 15-24 years are literate in the
district. The proportions of those who are literate are higher among the younger age group 15-19
years (92 per cent) compared with the older age group 20-24 years (82 per cent). The level of literacy
increases with increasing levels of the household wealth index (from a low of 82 among the low
wealth index group to a high of 91 among the high wealth index category).
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Table 10.7 (ED.8): Adult literacy

Percentage of women aged 15-24 years that are literate*, MICS Meru South District, 2008

Percentage not

Number of women aged 15-24

Characteristics Percentage literate* known** years
Education

None *) *) 13
Primary 84.5 0.0 224
Secondary + 100 0.0 104
Age

15-19 92.3 0.0 170
20-24 82.4 0.0 171
Wealth index

Low 82.2 0.0 66
Medium 87.0 0.0 164
High 90.7 0.0 111
Total 87.3 0.0 340

* Percentage 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 percentage not known includes 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 less than 25 un-weighted cases, hence not shown.
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Child Protection 11

11.1 Birth Registration

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

The birth registration for children age 0 — 59 months for Meru South district is presented in
table 11.1 (CP.1). Over three quarters of children are registered, with those aged between 12-23
months having the highest proportion (79 per cent) of registration. In general, there are no much
variations in birth registration across age and sex. However, mother’s education seems to influence
birth registration with those who are past primary education having a higher proportion (85 per cent)
and those without education having slightly lower proportions (64 per cent) of their children
registered. A similar pattern is exhibited with wealth categories.

Among those whose births are not registered, various reasons were cited as hindrances to the
registration of children. This included high cost (21 per cent), lack of knowledge of place to register
(20 per cent), lack of awareness of need of registration (36 per cent), avoidance of paying fine for
being late, long travel distances and others. For mothers without education, 40 per cent cited high
costs involved as the main reason why they did not have their children registered.
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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 Meru South
District, 2008

Birth is not registered because:

Number of
Number children
of Late, aged 0-59
Don't children Must Didn't didn't Doesn't months
Birth is know if aged Costs  travel know child  want know without
registered birth is 0-59 too too should be  topay where to Don't birth
Characteristics * registered months much far registered fine register  Other  know Total registration
Sex
Male 75.8 0.5 455 14.1 16.5 37.1 2.6 17.5 5.7 6.4 100.0 65
Female 75.7 0.6 461 28.0 10.0 34.0 0.0 22.0 3.7 2.4 100.0 69
Age (month)
0-11 79.1 0.0 178 (25.1) (10.7) (41.9) (0.0) (16.3) (6.0) (0.0) 100.0 28
12-23 78.0 0.0 204 (13.8) (16.8) (35.5) (3.0) (20.8) (7.5) (2.6) 100.0 27
24-35 78.0 0.9 214 (12.2) (26.3) (46.3) (0.0) (8.5) (6.7) (0.0) 100.0 27
36-47 71.8 0.4 153 (@) *) (@) ) *) ™) (@) 100.0 25
48-59 70.3 1.4 167 *) *) *) *) (@) *) *) 100.0 26
Mother's education
None 63.7 3.1 99 *) ™*) ™*) *) ™) ™*) ™*) 100.0 26
Primary 73.8 0.1 559 18.2 14.1 38.7 0.9 22.3 5.0 0.8 100.0 90
Secondary+ 84.6 0.4 258 (@) (@) (@) (@) (@ (@) (@) 100.0 17
Wealth index
Low 65.8 0.9 175 (28.0) (6.3) (25.0) (4.0) (20.0) (6.8) (9.9) 100.0 42
Medium 75.8 0.2 440 23.8 15.6 29.8 0.0 2515 4.0 1.3 100.0 67
High 81.5 0.8 300 (2.6) (18.49) (69.3) (0.0) (3.6) (3.1) (3.0) 100.0 24
Total 75.8 0.5 916 21.3 13.2 35.5 1.3 19.8 4.7 4.3 100.0 133

MICS Indicator 62
(*):Figures based on less than 25 un-weighted cases
(): Figures based on 25 -49 un-weighted cases

11.2 Child Labour

Article 32 of the Convention on the Rights of the Child states: "State Parties recognize the
right of the child to be protected from economic exploitation and from performing any work that is
likely to be hazardous or to interfere with the child's education, or to be harmful to the child's health
or physical, mental, spiritual, moral or social development.” A World Fit for Children mentions nine
strategies to combat child labour and 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:

Ages 5-11: at least 1 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 11.2 (CP.2) presents the results of analysis of child labour. Overall, seven per cent of
children in Meru South district are participating in child labour with a higher proportion of males. The
proportion of children in child labour is higher in households from the low wealth index at 13 per cent
compared to six percent for those from the high wealth index
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Table 11.2 (CP.2): Child labour

Percentage of children aged 5-14 years who are involved in child labour activities by type of work, MICS Meru South
District, 2008

Working outside household

Household chores  Working for Number of

Unpaid for 28+ family Total child children aged
Characteristics Paid work work hours/week business labour * 5-14 years
Sex
Male 1.1 0.1 2.0 4.8 7.9 567
Female 0.9 0.1 2.0 3.7 6.8 617
Age
5-11 years 0.5 0.1 2.0 5.6 8.0 826
12-14 years 2.2 0.0 2.1 1.0 5.9 357
School participation
Yes 1.0 0.1 2.1 4.2 7.4 1134
No 0.9 0.0 0.8 4.3 6.0 50
Mother's education
None 1.1 0.0 3.9 4.5 9.5 178
Primary 1.1 0.1 2.0 4.2 7.4 709
Secondary+ 0.7 0.2 0.9 4.2 5.9 294
Wealth index
Low 2.1 0.0 7.0 4.1 12.6 210
Medium 0.5 0.1 0.7 5.0 6.7 560
High 1.2 0.1 1.3 3.2 5.6 413
Total 1.0 0.1 2.0 4.2 7.4 1184

* MICS Indicator 71

Table 11.3 (CP.3) presents the distribution of children classified as student labourers or as
labourer students. Student labourers are the children attending school that were involved in child
labour activities at the time of the survey. Out of the 96 per cent of the children age 5-14 years
attending school, seven per cent are also involved in child labour activities. On the other hand, out of
the seven per cent of the children classified as child labourers, majority of them are also attending
school (97 per cent). The results show that labourer students and student labourers have nearly the
same proportions across selected background characteristics.
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Table 11.3 (CP.3): Labourer students and student labourers
Percentage of children aged 5-14 years who are labourer students and student labourers, MICS Meru South
District, 2008
Number Percentage of Number Percentage of Number
Percentage Percentage of of child labourers of child students who of
of children children children who are also labourers are also students
in child attending aged attending school aged involved in child aged

Characteristics labour * school *** 5-14 ** 5-14 labour **** 5-14
Sex
Male 7.9 95.6 567 95.2 45 7.9 542
Female 6.8 96.0 617 98.0 42 7.0 592
Age
5-11 years 8.0 94.8 826 96.8 66 8.2 783
12-14 years 5.9 98.1 357 96.0 21 5.7 351
Mother's education
None 9.5 95.4 178 100.0 17 9.9 170
Primary 7.4 94.6 709 (95.1) 53 7.5 670
Secondary+ 5.9 99.1 294 *) 17 5.8 291
Wealth index
Low 12.6 90.9 210 90.3 26 12.5 191
Viesfum 6.7 96.2 560 *) 37 6.9 539
High 5.6 97.8 413 *) 23 5.7 404
Total 7.4 95.8 1184 96.6 87 7.4 1134
** MICS Indicator 72
**** MICS Indicator 73
(*):Figures based on less than 25 un-weighted cases

11.3 Child Discipline

As stated in A World Fit for Children, “children must be protected against any acts of
violence ...” and the Millennium Declaration calls for the protection of children against abuse,
exploitation and violence. In the Meru South district MICS, mothers/caretakers of children age 2-14
years were asked a series of questions on the ways parents discipline their children. 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 number of children 2-14 years that experience psychological aggression as
punishment or minor physical punishment or severe physical punishment; and 2) the number of
parents/caretakers of children 2-14 years of age that believe that in order to raise their children
properly, they need to physically punish them.

The results of the aspects of child discipline for Meru South district are presented in table
11.4 (CP.4). Approximately, eight in every ten children aged between 2-14 years are subjected to at
least one form of psychological or physical punishment by their mothers/caretakers or other
household members. Most punishments were mostly minor physical (60 per cent) or psychological
(62 per cent) while non-violent discipline and severe physical punishment each accounts for 19 per
cent.

About 88 per cent of mothers/caretakers believed that children should be physically punished,
which corroborates with the high proportion of children who were subjected to minor physical
punishment (60 per cent). Generally, psychological or physical punishment meted on children reduces
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with age as shown by 79 per cent among the 10-14 age group versus 83 per cent among the 2-4 years
age category. On the other hand, severe physical punishment increases with increasing child age.
Results by gender show that, boys and girls are equally more likely to receive the non-severe
punishments, with severe physical punishment being more common among girls.

Table 11.4 (CP.4): Child discipline
Percentage of children aged 2-14 years according to method of disciplining the child, MICS, Meru South District, 2008
Percentage of children 2-14 years of age who experience:
Mother/care
taker
believes Number
Any psycho- that the of
Only Minor Severe logical or child needs children
non- Psycho- physical  physical physical No to be aged2-
violent logical punish punish punishment  discipline or physically 14
Characteristics discipline  punishment ment ment * punishment  Missing punished years**
Sex
Male 19.8 62.8 59.4 15.1 79.7 0.4 0.0 89.2 672
Female 18.9 60.5 60.9 22.7 81.1 0.0 0.0 87.0 752
Age
2-4 years 16.4 54.8 67.7 14.8 83.2 0.3 0.0 87.4 246
5-9 years 19.2 60.7 61.6 15.9 80.5 0.3 0.0 85.8 599
10-14 years 20.7 65.4 5515) 24.3 79.3 0.1 0.0 90.7 579
Mother's education
None 33.9 55.9 50.0 8.4 66.1 0.0 0.0 80.1 197
Primary 18.0 63.9 59.8 22.6 81.7 0.2 0.0 91.5 867
Secondary+ 14.5 59.0 66.6 16.6 85.3 0.2 0.0 84.0 359
Wealth index
Low 21.0 64.7 58.2 26.6 78.2 0.8 0.0 88.6 255
Medium 16.8 65.3 63.6 225 83.2 0.0 0.0 92.5 686
High 221 54.7 56.4 10.3 7.7 0.2 0.0 81.5 484
Total 19.3 61.6 60.2 19.1 80.5 0.2 0.0 88.1 1425
* MICS Indicator 74
** Table is based on children aged 2-14 years randomly selected during fieldwork (one child selected per household, if any children in the
age range) for whom the questions on child discipline were administered

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 some parts of the world parents encourage the marriage of their daughters while they are
still children in hopes that the marriage will benefit them both financially and socially. In actual fact,
child marriage is a violation of human rights, compromising the development of girls and often
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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, under pressure to demonstrate fertility, and responsible for raising
children while still children themselves, 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 intensity. Cohabitation; when 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, 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 choosing a wife who might
already be infected. The demand for this young wife to reproduce and the power imbalance resulting
from the age differences lead to very low condom use among such couples.

The distribution of early marriage by age, education and wealth index for Meru South district
is presented in table 11.5(CP.5). Among women aged 15 -49, 12 per cent have never gone to school.
Among the women aged 20-49, 13 per cent were married before age 18. Within this age category,
only seven per cent with secondary school or higher education were married before age 18. Overall,
nine per cent of women are currently married or in union. Differentials according to wealth index
shows that a higher proportion (11 per cent) of women aged between 15-49 years from low wealth
index households are currently married or in union compared to other wealth categories that have less
than nine per cent.

Child Protection 73



Table 11.5 (CP.5): Early Marriage

Percentage of women aged 15-49 years in marriage or union before their 15th birthday, percentage of women
aged 20-49 years in marriage or union before their 18th birthday, and percentage of women aged 15-19 years
currently married or in union, MICS, Meru South District, 2008

Percentage Number Percentage ~ Number of Percentage of Number of Number of
married of women married women women 15-19 women women aged 15-

before age aged 15- before age  aged 20-49  years married/in  aged 15-19 49 currently
Characteristics 15 * 49 years 18 * years union ** years married/in union
Age
15-19 ™*) 170 . 0 ™*) 170 15
20-24 5.7 171 16.7 171 0 89
2529 1.6 174 16.4 174 0 122
30-34 4.8 213 13.1 213 0 157
35-39 2.4 143 6.1 143 0 118
20-44 2.7 122 14.6 122 0 96
45-49 7.7 87 12.3 87 0 73
Education
None 12.2 83 19.4 80 ™*) & 65
Primary 8IS 661 16.1 535 8.1 126 398
Secondary + 1.1 885) 7.0 294 815 41 206
Wealth index
Low 3.6 149 18.5 111 10.6 38 79
Medium 3.6 485 16.7 396 8.1 89 304
High 3.2 446 8.8 402 7.9 43 287
Total 3.4 1079 13.4 909 8.6 170 669

* MICS Indicator 67

** MICS Indicator 68

*** MICS Indicator 70

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

Another indicator is the spousal age difference which is shown by the percentage of
married/in union women with an age difference of 10 or more years between them and their current
spouse. Analysis of spousal age difference is presented in table 11.6. About 41 per cent of the married
or in union women aged between 15-24 years have partners who are within four years age difference,
with this proportion being 38 per cent among women aged 20-24 years. Eight per cent of married or
in union women aged 15-24 years in Meru South district have a partner who is 10 or more years older
than them.
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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, Meru South District, 2008

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

0-4 years 5-9 years 10+ years Husband’ s Number of women currently
older older older* age unknown Total married/ in union
Age
15-19 (" (" ) ) 100 15
20-24 38.0 52.9 8.3 0.8 100 89
Total 40.5 50.2 8.0 1.3 100 104

(*):Figures based on less than 25 un-weighted cases
(): Figures based on 25 -49 un-weighted cases

11.5 Female Genital Mutilation/Cutting

Female Genital Mutilation/Cutting (FGM/C) is the partial or total removal of the female
external genitalia or other injury to the female genital organs. FGM/C is always traumatic with
immediate complications including excruciating pain, shock, urine retention, ulceration of the genitals
and injury to adjacent tissue. Other complications include septicaemia, infertility, obstructed labour,
and even death. The procedure is generally carried out on girls between the ages of 4 and 14; it is also
done to infants, women who are about to 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.

FGMI/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
FGMI/C, and details of the type of FGM/C performed. Tables 11.7(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.

Knowledge of FGM/C is nearly universal across all ages. About 27 per cent reported that
they had undergone some form of FGM/C. The most common form of FGM/C is the one where flesh
is removed (94 per cent). Differentials in the level of FGM/C were noticed with respect to educational
level of the women and wealth index of the households. For example, 21 per cent of the illiterate
women age 15-49 years had FGM/C compared with 14 per cent among those who had education up to
secondary or higher. More or less similar pattern is observed with respect to the level of wealth index.

Among women who had the FGM/C, about five per cent had an extreme form of FGM/C, i.e.,
both the removal of flesh from the genital area and sewn closed. Also, a lower proportion of women
from high wealth index households and those with a secondary or higher education level reported
extreme form of FGM/C compared to those with no education and those from low wealth index
households.
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Table 11.7 (CP.7): Female Genital Mutilation/Cutting (FGM/C)
Percentage of women aged 15-49 years who have heard about female genital mutilation/cutting (FGM/C), had any
form of FGM/C, type of FGM/C among those who have had FGM/C, the percentage who have had the extreme form
of FGM/C (infibulation), MICS, Meru South district, 2008
Percentage of women with
FGM/C who:

Percent of women

aged 15-49 years Had any Number of Were Form of

who have heard of ~ form of = women aged  Had flesh Were sewn FGM/C not
Characteristics FGM/C FGM/C * 15-49 years removed nicked closed determined Total
Age
15-19 92.3 12.1 170 86.8 13.2 0.0 0.0 100
20-24 98.6 25.9 171 85.9 1.0 13.0 0.0 100
25-29 100.0 21.0 174 90.5 1.7 6.3 1.5 100
30-34 100.0 30.7 213 96.1 0.0 3.2 0.7 100
35-39 97.3 26.6 143 98.2 0.0 1.8 0.0 100
40-44 97.4 39.8 122 100.0 0.0 0.0 0.0 100
45-49 100.0 44.8 87 91.8 0.0 8.2 0.0 100
Education
None 96.9 21.1 83 94.0 0.0 6.0 0.0 100
Primary 97.1 34.4 661 92.7 1.7 5.2 0.4 100
Secondary + 99.7 14.2 335 97.5 0.0 2.5 0.0 100
FGM/C experience
No FGM/C 97.1 0.0 787 0.0 0.0 0.0 0.0 0.0
Had FGM/C 100.0 100.0 292 93.6 1.3 4.8 0.3 100
Wealth index
Low 97.2 47.7 149 94.9 0.0 5.1 0.0 100
Medium 97.8 30.4 485 92.9 0.0 6.5 0.7 100
High 98.3 16.6 446 93.7 51 1.2 0.0 100
Total 97.9 27.1 1079 93.6 1.3 4.8 0.3 100

Table 11.8 provides a summary of the attitudes towards FGM/C practices. Nearly all (95 per
cent) of women believe that FGM/C should be discontinued. Slightly over one in every ten (12
percent) of those women who had FGM/C believes that the practice should continue. Although
approval for discontinuation is highest among those from the high wealth index households, overall,
approval for discontinuation of FGM practice is high even among women from low and high wealth
index households.
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Table 11.8 (CP.8): 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 Meru South district , 2008

Percentage distribution of women who
believe the
practice of FGM/C should:

Percent of women

aged 15-49 years Number of women aged
who have heard of Continue Be Depends on 15-49 years who have
Characteristics FGM/C floled discontinued situation Total heard of FGM/C
Age
15-19 92.3 7.1 92.5 0.4 100 157
20-24 98.6 4.1 95.6 0.3 100 168
25-29 100.0 2.1 97.9 0.0 100 174
30-34 100.0 4.2 93.5 2.4 100 213
35-39 97.3 3.4 95.8 0.8 100 139
40-44 97.4 2.9 93.9 8.3 100 119
45-49 100.0 3.4 96.6 0.0 100 87
Education
None 96.9 5.2 94.8 0.0 100 80
Primary 97.1 5.4 92.9 1.6 100 642
Secondary + 99.7 0.7 99.1 0.2 100 334

FGM/C experience

No FGM/C 97.1 0.8 98.8 0.4 100 764
Had EGM/C 100.0 12.1 85.1 2.8 100 292
Wealth index

o 97.2 7.5 90.4 oE 100 145
Medium 97.8 4.8 94.1 11 100 474
High 98.3 1.8 97.5 0.7 100 438
Total 97.9 3.9 95.0 1.1 100 1056

The proportion of women reporting a daughter who has undergone any form of FGM/C is low
in this district. Results in Table 11.9 shows that only 3 per cent of women have a daughter who has
had any form of FGM/C. Older women were more likely to report having a daughter who has
undergone any form of FGM/C.

Child Protection 77



Table 11.9 (CP.9): Female Genital Mutilation/Cutting (FGM/C) among daughters
Percentage of women with at least one living daughter who has had female genital mutilation/cutting
(FGM/C), and the percentage by type of FGM/C of the daughters, MICS, Meru South District, 2008
Number of women
aged 15-49 years
Daughter had Number of Percentage of Daughter had with at least one
any form of women aged women whose an extreme living daughter who
Characteristics FGM/C * 15-49 years daughters: Total form of FGM/C had FGM/C
Age
15-24 0.0 79 *) *) .
25-34 0.6 233 * *) *) 1
35-49' 4.9 318 *) *) *) 16
Education
None 2.8 51 *) ) *) 1
Primary 3.8 390 *) *) ) 15
Secondary + 0.3 189 ) ™) ™ 1
Wealth index
Lowest 1.8 78 *) *) *) 1
Middle 3.8 302 * *) *) 11
Upper 1.6 250 *) @) ) 4
Total 2.7 630 (@) (@) (@) 17
MICS Indicator 65
(*): Figures based on 25 un-weighted cases.

11.6 Domestic Violence

A number of questions were asked of women age 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 can be found in Table 11.10 (CP.10).

In Meru South district, 58 per cent of the women aged 15-49 believe that a husband is
justified in beating his wife/partner when she goes out without telling him or neglects children or
argues with him or if she refuses sex with him or if she burns food. About 43 per cent of women
believe that a man is justified to beat his wife if she neglects the children. There is a big disparity on
perceptions according to those who are married/in union or previously married/in union and those
who have never been married/in union. For those who have never been married/in union, 47 per cent
agreed that a husband is justified to beat his wife for any of the reasons. The results by ages show that
older women approve wife beating more than the young ones. Generally, women from high wealth
index households are less likely to approve wife beating (54 per cent) compared to those from the low
wealth index households (62 per cent).
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Table 11.10 (CP.10): 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, Meru South District, 2008

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

When she Number of

goes out When she ~ Whenshe  Whenshe  Whenshe  Forany women

without neglects the argues refuses sex  burns the  of these  aged 15-49
Characteristics telling him children with him with him food reasons* years
Age
15-19 21.6 34.6 10.9 13 2.5 50.1 170
20-24 26.3 38.8 225 22.9 5.1 55.1 171
25.29 31.1 44 20.6 20.4 4.2 55.7 174
30-34 28.5 38.1 23.5 325 3.9 60.8 213
35-39 31.2 56.3 29.5 29.6 1 67.8 143
40-44 35.6 45.3 27.9 22.9 1.8 57.8 122
45-49 41.8 49.2 33.1 34.2 7.5 64.3 87
Marital/Union status
Currently married/in union 33.2 47.5 28.2 28.3 3.7 62.6 669
Formerly married/in union 36.4 41.2 26.8 28.1 5.7 62.9 113
Never married/in union 19.4 8785 9.8 14.9 285 46.7 297
Education
None 20.6 41 17 20.3 0.6 44.6 83
Primary 34.7 47.1 27.2 26.1 5 65.7 661
Secondary + 22.2 34.4 16 22.9 1.6 46.9 335
Wealth index
Low 34.8 42.9 31 23.7 4.6 62.2 149
Medium 32.9 451 25.4 24.7 5.7 61 485
High 24.6 40.1 17.6 24.8 0.9 54 446
Total 29.7 42.7 23 24.6 3.6 58.3 1079

* MICS Indicator 100
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12.1 Knowledge of HIV Transmission and Condom Use

One of the most important prerequisites for reducing the rate of HIV infection is accurate
knowledge of how HIV is transmitted and strategies for preventing transmission. Correct information
is the first step toward 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 goal of reducing HIV infections by half include improving
the level of knowledge of HIV and its prevention, and changing behaviours 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 per cent 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 HIV transmission; having only one faithful
uninfected partner, using a condom every time one has sex, and abstaining from sex. The results are
presented in Table 12.1 (HA.1).

It is encouraging that all women in Meru South district have heard of AIDS. However, the
percentage of women who know of all three main ways of preventing HIV transmission stands at only
54 per cent. About 88 per cent of women mentioned having one faithful uninfected sex partner,
62 per cent mentioned using a condom every time while having sex, and 86 per cent mentioned
abstaining from sex as the main ways of preventing HIV transmission. Knowledge of at least one way
to preventing transmission of HIV among women in Meru South is near universal (98 per cent).
As expected, the level of knowledge about preventing transmission of HIV increases with
education and the level of household wealth index. About half of the younger women are aware
of all the three HIV transmission modes.
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Table 12.1 (HA.1): Knowledge of preventing HIV transmission
Percentage of women aged 15-49 years who know the main ways of preventing HIV transmission, MICS,
Meru South District, 2008
Percentage who know transmission can be
prevented by:
Having only Knows  Knows  Doesn't
one faithful Using a all at least know Number

Heard uninfected condom three one any of
Characteristics of AIDS  sex partner every time  Abstaining from sex  ways way way women
Age
15-19 100 83.1 57.6 82.6 50.4 93.2 6.8 170
20-24 100 91 66.7 86 57.4 99 1 171
25-29 100 88.4 60.3 88.6 52.2 99.2 0.8 174
30-34 100 89.9 65.9 79.9 55.1 97.3 2.7 213
35-39 100 91.9 63 89.3 54.1 100 0 143
40-44 100 84.8 59.1 87.6 52.4 95.2 4.8 122
45-49 100 85 62.1 93.1 57.8 99.5 0.5 87
Education
None 100 87 5.3 84.6 44.1 95.9 4.1 83
Primary 100 87 60.8 86.6 52.8 97.4 2.6 661
Secondary + 100 90.5 67.7 84.8 58.9 98.1 1.9 335
Wealth index
Low 100 89.2 67.5 90.2 60 98.2 1.8 149
Medium 100 89.7 62.8 84.9 55.1 97.4 2.6 485
High 100 85.9 60.2 85.4 51 97.4 2.6 446
Total 100 88.1 62.4 85.9 54 97.5 25 1079
Note: This table is based on all women age 15-49 years

Identification of misconception about HIV/AIDS is important in the prevention of the disease.
The results of identification of misconception about HIVV/AIDS are presented in table 12.2 (HA.2).
The indicator is based on the two most common and relevant misconceptions, that HIV can be
transmitted by supernatural means and 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.

Nearly 65 per cent of the women correctly rejected the two most common misconceptions.
About 84 per cent knew that HIV cannot be transmitted by supernatural means, and 89 per cent of
women knew that HIV cannot be transmitted by sharing food, while 97 per cent of women know that
a healthy-looking person can be infected. It is evident that a higher proportion of educated women
have correct knowledge about HIVV/AIDS compared to those with no education or those educated up
to primary level. The figures show that 58 per cent of the women who have no education rejected the
two most common misconceptions and knew that a healthy-looking person can be infected while the
corresponding figure was 76 per cent among those educated up to secondary level or higher.
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Table 12.2 (HA.2): Identifying misconceptions about HIV/AIDS
Percentage of women aged 15-49 years who correctly identify misconceptions about HIV/AIDS, MICS, Meru
South District, 2008
Percentage who know
Percentage who know that: that:
Reject two
HIV cannot HIV cannot A most common
be be healthy  misconceptions  HIV cannot
transmitted transmitted  looking and know a be HIV can be
by by 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 92.6 81.8 96.7 73.8 86.7 99.7 170
20-24 88.6 79.1 96 69.4 91.3 96.7 171
25-29 86.9 75.7 97.2 69 93.5 97.7 174
30-34 85 78.4 95.6 67.7 85.6 94.9 213
35-39 86.9 76.1 95.3 66.6 92.1 99.8 143
40-44 68.6 733 99.2 51.9 89.2 97.8 122
45-49 67.7 53 98.2 41.8 83.5 98.6 87
Education
None 81.5 72.1 96.1 58.2 87.5 95.2 83
Primary 81.3 71.5 95.8 60.1 88.8 98 661
Secondary + 90.3 84.9 98.5 76.8 90 97.6 335
Wealth index
Low 77.6 67.3 97.5 58.9 85.8 99.6 149
Medium 82.2 76.9 94.7 63.5 87.7 97.7 485
High 88.3 77.2 98.5 69 91.6 96.9 446
Total 84.1 75.7 96.7 65.1 89.1 97.7 1079
Note: This table is based on all women age 15-49 years

Comprehensive knowledge of HIV/AIDS transmission includes knowledge of at least two
ways of preventing HIV transmission and correctly identifying the three misconceptions about HIV
transmission. Table 12.3 (HA.3) shows that comprehensive knowledge is still low with a rate of 41
per cent among women. The highest category is among those with at least secondary school level of
education at 56 per cent while the lowest is among those aged between 44-49 years at 27 per cent. The
summary of results in figure 12.1 shows that correct identification of three misconceptions about HIV
transmission increases with increasing levels of household wealth index while knowledge of two ways
of prevention of HIV transmission and comprehensive knowledge of HIV appears to decline with
increasing levels of household wealth index.
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Figure 12.1: Percentage of women who have comprehensive knowledge of
HIV/AIDS transmission, Meru South, 2008
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Table 12.3 (HA.3): Comprehensive knowledge of HIV/AIDS transmission

Percentage of women aged 15-49 years who have comprehensive knowledge of HIV/AIDS transmission, MICS,
Meru South District, 2008

Knows 2 ways to Correctly identify 3 Have comprehensive knowledge
prevent HIV misconceptions about HIV (identify 2 prevention methods Number of

Characteristics transmission transmission and 3 misconceptions) * women
Age
15-19 51.2 73.8 43.7 170
20-24 62.7 69.4 46.7 171
15-24 57 71.6 45.2 340
25-29 57.8 69 39.9 174
30-34 62.4 67.7 46.3 213
35-39 60.6 66.6 44.1 143
40-44 53.7 51.9 31.6 122
45-49 59.8 41.8 27 87
Education
None 49.6 58.2 27.8 83
Primary 56.5 60.1 36 661
Secondary + 64.8 76.8 5515! 335
Wealth index
Low 63.4 58.9 44.2 149
Medium 59.7 63.5 41.1 485
High 55.6 69 40.9 446
Total 58.5 65.1 41.4 1079

* MICS Indicator 82; MDG Indicator 19b
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Knowledge of mother-to-child transmission of HIV is also an important first step for women
to seek HIV testing when they are pregnant to avoid infection of the baby. Women should know that
HIV 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).

Almost all (99 per cent) women knew that HIV can be transmitted from mother to child.
Contrary to expectations, differentials in the correct knowledge regarding mother-to-child
transmission of HIV by level of education and wealth index are not large. The proportion of
respondents who knew HIV can be transmitted at delivery was 80 per cent, followed by 52 per cent
who know during pregnancy, and through breast milk at 97 per cent. However, less than half (46 per
cent) had knowledge of all three ways of mother-to-child transmission.

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, Meru South District, 2008
Percentage who knew HIV can be
transmitted:

Know HIV can be Through All Did not know  Number

transmitted from During At breast three any specific of
Characteristics mother to child pregnancy  delivery milk ways * way women
Age
15-19 98.2 42.1 83.2 96.1 39.2 1.8 170
20-24 99.7 50.2 73.8 98.4 42.6 0.3 171
25-29 98.2 48.0 73.6 95.7 41.2 1.8 174
30-34 98.5 51.4 81.2 96.4 46.4 15 213
35-39 100.0 57.3 85.1 100.0 53,8 0.0 143
40-44 100.0 63.7 82.8 97.5 53.9 0.0 122
45-49 97.6 56.5 85.3 94.6 54.4 2.4 87
Education
None 100.0 72.4 93.2 94.7 70.9 0.0 83
Primary 98.3 Sl & 77.9 96.6 44.9 1.7 661
Secondary + 99.9 47.6 81.4 98.5 42.8 0.1 335
Wealth index
Low 100.0 50.4 72.4 99.7 44.2 0.0 149
Medium 98.4 46.8 758 97.3 40.8 1.6 485
High 99.1 57.7 88 95.8 52.8 0.9 446
Total 98.9 51.8 80.1 97 46.2 1.1 1079
* MICS Indicator 89

The indicators on attitudes towards people living with HIV measure stigma and
discrimination in the community. Stigma and discrimination are low if respondents report an
accepting attitude on the following four questions: (1) would care for family member 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 attitude of women towards people living with HIV/AIDS.
Among those who have heard about HIV/AIDS, 39 per cent agreed with the statement that if a family
member is sick with HIV/AIDS, they would like to keep it a secret and that a teacher should not be
allowed to work if he/she has HIV/AIDS. Thirty six per cent will not buy food from a person who has
HIV/AIDS. Overall, over two thirds (70 per cent) agree with at least one of the discriminatory
statements mentioned above and 29 per cent agree with none of the discriminatory statements.

84 HIV/AIDS, Orphaned and Vulnerable Children



Differentials by education level show that nearly half (49 per cent) of those without education agree
with at least one discriminatory statement as opposed to less than 30 per cent for those with other
education categories.

Table 12.5 (HA.5): Attitudes toward 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, Meru South District, 2008
Percentage of women who:
Believe that Number
Would not If a family a female Would not of
care for a member teacher buy fresh women
family had HIV with HIV vegetables  Agree with at Agree with who
member who  would want  should not from a least one none of the have
was sick with  to keepita  be allowed person with discriminatory  discriminatory  heard of
Characteristics AIDS secret to work HIV/AIDS statement statements™ AIDS
Age
15-19 55 49.5 43.6 47.5 78.7 21.3 170
20-24 1.9 37.6 33.6 34.4 66.3 33.7 171
25-29 0.4 35.4 43.2 38.1 71.2 28.8 174
30-34 0.8 37 35.3 28.8 64.2 35.8 213
35-39 4.8 30.4 36.5 35.7 69.8 30.2 143
40-44 2.4 39.1 41.2 36.9 71.8 28.2 122
45-49 1.3 49.3 43.8 30.3 78.8 21.2 87
Education
None 1.6 37.4 23.1 21.1 48.6 51.4 83
Primary 2.1 38.6 43.8 39.9 73.7 26.3 661
Secondary + 3.1 40.7 33.9 32.2 70.3 29.7 335
Wealth index
Low 2.9 31.4 48.1 39.7 72.9 27.1 149
Medium 2.8 38.4 39.9 39.5 71.8 28.2 485
High 1.8 42.5 35.3 31.2 68.9 31.1 446
Total 2.4 39.2 39.1 36.1 70.7 29.3 1079
* MICS Indicator 86
Note: This table is based on women who have heard of AIDS.

Another important indicator is the knowledge of where to be tested for HIV and use of such
services. Questions related to knowledge of a facility for HIV testing and whether women have ever
been tested is presented in Table 12.6 (HA.6).

Nearly all (98 per cent) of the women in Meru South district knew where to be tested while 60
per cent had actually been tested. Among these, a large proportion (99 per cent) had been informed of
their results. Women in the age group 15-19 years who were tested (22 per cent) had all been told
their results.
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Table 12.6 (HA.6): Knowledge of a facility for HIV testing
Percentage of women aged 15-49 years who know where to get an HIV test, percentage of women who had
been tested and, of those tested the percentage who had been told the result, MICS, Meru South District,
2008
Number of
women who have
Know a place to Have been Number of If tested, have been tested for

Characteristics get tested * tested ** women been told result HIV
Age
15-19 93.8 21.9 170 (100) 37
20-24 99.7 74.5 171 100 127
25-29 100 84.2 174 97.7 146
30-34 99.7 70.1 213 100 149
35-39 100 69.9 143 99.4 100
40-44 97.9 51L& 122 100 63
45-49 96.3 25.8 87 *) 22
Education
None 100 66.2 83 100 55)
Primary 97.9 59.6 661 99 394
Secondary + 98.9 58.5 £585 100 196
Wealth index
Low 96.1 65.8 149 100 98
Medium 97.8 55.7 485 99.8 270
High 99.8 62.2 446 98.8 277
Total 98.4 59.8 1079 99.4 645
* MICS Indicator 87
** MICS Indicator 88
(*):Figures based on less than 25 unweighted cases
(): Figures based on 25 -49 unweighted cases

The results for women who gave birth within the two years preceding the survey and had
received counselling and HIV testing during antenatal care is summarised in Table 12.7 (HA.7). It is
common for mothers in Meru South district to receive any antenatal care from a health professional,
although the rate is a little lower among those with no education at 93 per cent. About 88 per cent
were provided information about HIV prevention and tested for HIV during antenatal care visits.
Among those tested for HIV, 95 per cent received the test results.
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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, Meru South District, 2008
Percentage of women who:
Were
Received provided Number of
antenatal care information Were women who
from a health about HIV tested Received gave birth in
professional prevention for HIV results of two years
for last during ANC at ANC HIV test at preceding
Characteristics pregnancy visit * Visit ANC visit ** the survey
Age
15-19 (96.7) (75) (87.9) (87.9) 13
20-24 98.6 85.2 95.5 95.5 65
25-29 96.4 90.5 96 95 72
30-34 98.9 88.1 95.3 95.3 52
35-49 98.5 93.6 97.2 97.2 49
Education
None (93) (73.7) (91.3) (91.3) 17
Primary 97.6 86.5 95 94.6 168
Secondary + 100 97.1 98 98 66
Wealth index
Low 99.2 85.6 93 93 55
Medium 96.4 87.6 94.2 93.6 111
High 99.1 91.3 98.7 98.7 86
Total 97.9 88.4 95.5 95.2 252
* MICS Indicator 90
** MICS Indicator 91
(): Figures based on un-weighted figures 25 -49

12.2 Orphans and Vulnerable Children

As the HIV epidemic progresses, more and more children are becoming orphaned and
vulnerable because of AIDS. Children who are orphaned or those living in vulnerable households may
be at an 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 and comparing
them to their peers gives a measure of how well communities and governments are responding to
their needs.

To monitor these variations, a measurable definition of orphaned and vulnerable children was
created. The UNAIDS Monitoring and Evaluation Reference Group developed a proxy definition of
children affected by adult morbidity and mortality. This definition intended to capture many of the
children affected by AIDS in countries where a significant proportion of the adults are HIV infected.
This definition classifies children as orphaned and vulnerable if they have experienced the death of
either parent, if either parent is chronically ill, or if an adult (aged between 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, mother only, and father only is presented in
Table 12.8 (HA.10). Only 59 per cent of children aged 0-17 years in Meru South district live with
both parents. Sixteen per cent of children live with only mother though the father is alive. Seventeen
per cent of females live with their mothers only though the fathers are alive. The proportions are
nearly equal in the cases of those living with father only while the mother is alive.
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Table 12.9 shows the percentage of orphaned and vulnerable children due to AIDS for those
aged between 0-17 years. The proportion of orphans and vulnerable children is highest among
children aged between 15-17 years (17 per cent) and lowest among the 0-4 year age group. The
proportion of households with children, and reported having chronically ill parents or had an adult
death in their household were very few.

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

Percentage of children aged 0-17 years who are orphaned or vulnerable due to AIDS, MICS,
Meru South District, 2008

Number
One or of
both Orphans children
Adult Chronically parents and aged
Chronically ill death in ill adult in Vulnerable dead vulnerable 0-17
Characteristics parent household  household  children * ** children years
Sex
Male 0.0 1.8 0.5 2.4 5.3 6.3 960
EemElE 0.4 0.5 0.8 1.8 7.2 8.4 969
Age
0-4 years 0.1 0.7 0.7 1.4 0.6 2.0 488
5-9 years 0.0 0.8 0.2 1.1 3.9 4.1 593
10-14 years 0.3 1.7 0.9 2.9 9.6 10.9 590
15-17 years 0.8 1.7 1.1 3.6 15 16.8 258
Wealth index
Low 0.6 2.0 0.3 2.9 7.2 8.5 353
Medium 0.0 0.9 1.0 1.9 6.1 7.3 934
High 0.4 1.0 0.4 1.8 6.0 6.8 643
Total 0.2 1.2 0.7 2.1 6.3 7.3 1930

* MICS Indicator 76

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

1) Either parent has been chronically ill for 3 of the 12 months preceding the survey

2) Adult death in the household after a chronic illness of 3 of the 12 months preceding the survey

3) Any adult in the household who 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

School attendance of orphaned and vulnerable children aged between 10-14 years in Meru
South district is shown in table 12.10 (HA.12). All children whose parents are dead are currently
attending school. The school attendance is nearly universal among children aged 10-14 years who
have not lost a parent and who live with at least one parent. One of the measures for the assessment of
the status of orphaned and vulnerable children relative to their peers looks at the school attendance of
children aged 10-14 for children 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 have died
do not have the same access to school as their peers, then families and schools are not ensuring that
these children’s rights are being met. In Meru South district, a double orphan to non orphans’
attendance ratio is 1 while the OVCs versus non OVCs school attendance stands at 0.95.
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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 ensure that families
are supported to care for these children. The level and types of support provided to households caring for
children orphaned and vulnerable due to AIDS is presented in Table 12.11 (HA.13).

Overall, 58 per cent of the orphaned and vulnerable children of age 0-17 receive any kind of
support. The proportion of orphans receiving any form of support is highest among those from the low
wealth index households at 77 per cent. About one in two (51 per cent) of the orphaned or vulnerable
children received educational support within the 12 months prior to survey, eight per cent received
social/material support within the 3 months preceding the survey, 17 per cent received emotional or
psychological support within the 3 months preceding the survey. Support to OVCs favours males at 63
per cent. Differentials across the ages show that young OVCs are less likely to receive any support
compared to older ages. This could be attributed to the fact that much of the support is required when
children grow older or progress in school and the associated social/material support.

Table 12.11 (HA.13): Support for children orphaned and vulnerable due to AIDS
Percentage of children aged 0-17 years orphaned or made vulnerable due to AIDS whose households
receive free basic external support in caring for the child, MICS, Meru South District, 2008
Percentage of orphans and vulnerable children whose households received:
Emotional

Medical and Number of

support psychosocia  Social/materi  Education children

(in last | support al support (in  al support Any All types No orphaned or

12 (in last 3 last 3 (inlast 12  support of support at  vulnerable aged

Characteristics months) months) months) months) * support all 0-17 years
Sex
Male 4.9 22.4 16.1 54.5 62.8 0.0 37.2 60
Female 0.9 12.6 1.3 48.0 55.1 0.0 44.9 81
Age
0-4 years *) ) *) *) *) ) *) 10
5-9 years 1.1) (27.8) (2.8) (46.4) (58.0) (0.0) (42.0) 24
10-14 years 0.7) (10.3) (4.4) (52.7) (56.9) (0.0) (43.1) 64
15-17 years (6.9) (18.3) (11.4) (61.7) (68.3) (0.0) (31.7) 43
Wealth index
Lowest (0.0) (14.3) (5.2) (71.3) (76.5) (.00) (23.5) 30
Middle 5.1 28 13.7 52.6 65.8 0.0 34.2 68
Upper (0.6) (0.9) 0) (33.7) (34.4) 0) (65.6) 44
Total 2.6 16.7 7.7 50.8 58.4 0.0 41.6 142
* MICS Indicator 81
Orphaned and vulnerable children due to AIDS (OVC) includes children whose mother or father have died (regardless of cause),
who live in a household with a chronically ill adult, whose parents are chronically ill, or who live in a household where an adult
who was chronically ill has died in the past year.
(*):Figures based on less than 25 un-weighted cases
(): Figures based on 25 -49 un-weighted cases
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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 Meru South 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 Meru South MICS was calculated as 1,200 households. For the
calculation of the sample size, the key indicator used was the immunization coverage among children age
12-23 months. The following formula was used to estimate the required sample size for these indicators:

[4(n)(n)(H(A1)]
[ (0.127)> (p) () ]

Where

nis 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
fis 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)

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

e nyisthe average household size.

For the calculation, r (the immunization coverage) was assumed to be 65 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 n, (average household size) was
taken as 4.4 households.
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The resulting number of households from this exercise was 1,519 households which is the sample
size needed. But, by adopting the second level stratification the total number of households to be selected
was 1,080. However, it was decided to sample 1,200 households. The average cluster size was determined
as 24 households (16 from stratum-1 and 8 from stratum-2), based on a number of considerations,
including the budget available, and the time that would be needed per team to complete one cluster. This
implies a total of 50 clusters for the district.

Sampling Frame and Selection of Clusters

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

Listing and Mapping Activities

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

The listing and mapping teams were oriented in a 3 day training program in 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 nsis 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., without 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.

® 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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Calculation of Sample Weights

The Meru South 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:

zd 1 Hdji
nd © zdi * > hdji

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’.

As mentioned earlier, 50 clusters were selected from the Meru South 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. M. G. Obudho

Supervisor
Boniface Mwendwa Kasina

Enumerators
Doris Mwenda Muthuri
Fred Mwenda Nyaga
Tommy Munene Rwigi
Alison Gaceri Mutegi
Caroline Wambui Muguna
Jane Muthoni Ndana

Data Collection Co-ordinator
Mr. Wiilliam Etwasi

Supervisors
Janestar Kangai Eliphas
Beatrice Waitherero Maina

Field Editors
Kellen M. Njebiu
Richard Gathu

Research Assistants
Susan Muthoni Gitari
Nancy Ntinyari Mutiga
Karen Wanja Mugambi
Leah Nyambura
Charity Gitari
Winfred Mwende Munene
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Appendix C: Estimates of Sampling Errors

The sample of respondents selected in the Meru South 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.

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

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

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

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

Household
population of
women age
10-54 Interviewed women age 15-49
Percentage of eligible
Number Number Percent women interviewed
Age 10-14 321
15-19 177 138 15.7 77.7
20-24 166 143 16.3 86.1
25-29 146 141 16.1 96.5
30-34 172 172 19.6 99.7
35-39 118 115 13.1 97.9
40-44 99 99 11.3 99.6
45-49 72 70 7.9 96.9
50-54 142
15-49 950 877 100.0 92.3
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Appendix F: Questionnaires

aBIMICS

FORM-A: HOUSEHOLD

unicef &

\

[To be filed-in afler complehng Secton H 2}

H1. Identification _ ENGLISH
[] Cussibon Optiens
HH-A | Province Mame & Code ]
[ HHE | Distnct Mame & Code D —
HH1 | Chester Hame & Mumber HH-C:  Stratum ]
DD |Child = 3 = 1/Other = J]
HH2 HH Mo [I ]: |
HH3 I st s Maeme & Mo ] E —}
HH4 Supervisor Mame & No. ] [ —
HHS DayiMonth™edr of Inleniew DD;D D!E DE [ |
HHE | UrbanRural (Urban=1, Burai=Z} |
HHT Hame of the Head of the HH

HH8 to HH14 be filled-in after all questions for the HH have been completed

HHE | Result of HH nlenaes Comgleled i
Mool aif o z
Relused . a
HH ned Tound'destnoyed 4
Oibeief | Bpecily }.-B
HHS Respondent io HH Form [ |:]
M Lif M.
HEH10 Tobksl Mo, of HH membesrs E D
HH11 | Ho. of women 15-48 ebobile HH12 | Mo of women 15-48 forms =1
completed | I
HH 13 | W ol chidoen < 5 elgible HH14 | Mo of chidren < & forms 1 ]
completed L JL
HH 16 Edktar: Mamss anid Code DE D HHAT | Data Erdny Nams anid Code pe—
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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. AILL
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 D{FORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND IMPLEMENTING DEVELOPMENTAL PROGRAMS,

MAY [ START THE INTERVIEW NOW?
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H.4: Water & Sanitation WS
& Cruestion Cptions Skip
WS1 | WHAT 5 THE MAIN SOURCE OF DRINEMG WATER FOR. | [Piped water
MEMEERS OF 'YOUR HOUSEHOLDT Piped inte dwalling ... S| 11euEs
Piped Into yard or plof.c 1 | 12ES
Public 1ARSTNAEPE .o, B
Fipe water from neighbour’s house... ... 14
Tubsswallibesahols with hand.gump ... H
Tubswelliborehole with powered pump ...
Dhaig] wrssll
Prowctedmell oo -
Ueprotectedwell 17 1381
Watar from spring wifEl
Profsciid ] A
Umprotecisd spring ... oo A
LT T LT R ——— |
Tankes-truck 1
LR T T T TR L T —— |
Sumfaco water |river, stream, dan,
sk, pord, canal, irigation chamel] .81 [~
Bottad wabed -] |
Other (specify_  Jewn¥ | SESWEDS
WS2 | WHAT & THE MAIN SOURICE OF WATER USED BY YOUR | Pipsd waile
HOUSEHOLD FOR OTHER PLURPOSES SUCH AS COOKIMG Pipd inte deelling ——....— .o 41 1155
ABND HARDIWASHING T Piped into yard of plok...—.... ... AT | 1rewss
P waslisd From nssghbour’ s houss 4
Tutswoliborahokn with hand-pump 4|
Tutssaliborshoio wih powsnd pung r.r
Doy wd
Proleched well R | |
Lirspaf s D! i a
Waslea' Iristn Spireg
Proleched spring ... 41
Urproticted spnng A2
Resreater cobection 5
Tamki pr-tnack. &l
Tl wiih srmall dasskcbdnus Eh|
Surface waler |rmver, stream, dam,
fake, pond, caral, smgaton chanmed).... 1]
D |apecly; b__%
W53 | HOW LONG DOES IT TAKE TO GO THERE, GET WATER
T 000
Ha, of minutes.
Eoade: BT Hour gver 16+ hoasrs] Water on premizes. ... 998 | gu5-iysas
DT Do ... ... oo BEE
WS || WWHD USLIALLY GOES TO THIS SOURCE TO FETCH THE Adull woman |15+ years] . i
UATERS AL TR Adult man {15+ years)..... ._....B
Female child (under 15)_....__. .G
Probe: 13 THIS PERSON UMDER AGE 157 WHAT SEXY Male child {under 15) o
Dot ooy L
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H.4: Water & Sanitation Ws
# Cusstion Options Skip
W5S4A| WHAT 55 THE MAIN TYPE OF CONTARER USED FOR Jemry canBanmow neck container with bd . 1
STCRING DRINKING WATER I8 THIS HOUSEROLD'? Jerry cananow neck container
Owpen container wath bd 1
Crpen contamer withowt bd ... 4
Crthers (specify ] L]
WSAB| DusiNG THE LAST 12 MONTHS, DOES THIS HOUSEHOLD | Y5 i B
RECENVE ANY CANSACONTANER THROUGH FREE Mo @
DS TRIBUTION Don't know .8
WSS | Do YOU TREAT ¥OUR WATER I ANY WAY T MAKE IT Yeas i
SAFER TO DRIEY 7 By 2| 2=WsT
DT 5 T B | BT
WSE | WHAT DO wOU USUALLY D0 TO THE ‘WATER TOMAKE IT | Bl A
SAFER TO DRINKT Add bleach/chlonine B
Strain it through a chath G
ANYTHING ELSE? Use water fiter {ceramic, sand,
o nbaned] Composite, ehc.) RRRVIRTI 1
Crther {speciy )
Dt Eofucran Z
WST | WHAT SIND OF TOILET FACILITY D0 MEMBERS oF YOUR | Flush | pour flush
HEHISEHOLD URSUAILLY USER Flush io piped sewer sysiem 1
Flush in sepbc tank Jiticaiis), T
o “flush™ or “pour flugh®: Flush 1o pit (Eatrine) 13
VWHERE DOED IT FLUSH TO Flush to somewhere else . 14
[Ask for permission & observe the facility] | /o oW PacsmatsirEbE
P laanne
Verlilated Improved Pil atne ... 21
PalsAnne wethoslab . ... 22
Fil lattine withou slablopenpd 21
Pt lndmne wath slab & cover 24
Fil latnne with &lab & ool rest.. ... 25
Pt lngrne wath slab, cover & fool rest 20
Buckst 41
Hanging toibethanging atme ... 5%
Mo facilities or bush or feld. ..o e 25 | oo WS
Orhear {specity) B
WER | DO YOU BHARE THIS FACILITY WITH OTHER HHST YEE N |
Y CH 2| 2=0 WS10
WSE | How Maky HHS N TOTAL USE TS TOLET FACILITY? I:l
Mo, of HHS {if less than 107
Ten or more HHs 10
DK — 1
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H.4: Water & Sanitation ws
# Question Optians Skip
WS10]| DO YU HAVE & HAND-WASHING FACILITY DUTBIDE THE S B Tacility filled wath waler 1
TORET? Seen the tacility but no wates 2
: Mot seEn L |
sk for rission & observe the faci
FVES B, teryl No facility 4
WWS11 | HOW DD MEMBERS OF YOUR HOUSEHOLD MARLY GET Dhummipeed o Shresebiemmply phol ... [1}]
Rilh OOF THE GARBWISE [RUBBESH)T Garbage bumi e S A e 02
Garbage buried 0
Tharceam in it 04
Composted 05
Community dsposal pomt 17
Fegular collecton by goverreent. a7
Inlrequent cilechn By Qﬂ'.'ﬂl‘n'l'lﬂ'ﬂt = [155]
Paya bor privabe colection . 0a
Osher {specify ik
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H.5: Household Characteristics HC

[ ] Qiuestion Dptiens Skip
HC1A | WhaAT 5 THE BELCHON OF THE HEAD &F Tris HH? Caitksbe i
Oifesr Chitsaean 2
Khisim 3
o Religion 8
Others (specty) -
HC 1B | WWraT 65 THE MOTHER TOMGUESATIVE LANGUAGE OF THE FEAD | Kiswahill ot
OF THES HOUSEHOLD'T Ermtn 07
Halenjn o
Famiy (1]
Kk a4
Hi=d 1.7
Lutrya ar
Lk 08
Magsu o
ety 1
ey i
Sipmali 2
Ciharr |spocify b 6
HCZ | HOW BAKY ROCRES 1N Thing HH AR USED FOR
= 00
Mo of roeoms
HC3 | Observe and recond: i Do
Earmisand 11
Mamn matenal of the dweling floor Oung — 2
Buderrrit’y Sood
Wiood planis i |
FralmDarmig 22
Einshed oot
Prancpuet o [olishesd) WO 3
Wi of asphall sirps 32
CIBTRmC [ies 1
Cermeni B
Canpet 5
e [SMeCY 106
HEC4 | Obzerve and record: INartural mofing
Mo Roal 11 ]
Mam matenal of the roaf, Thartcfypuatm el 12
Sod 13
Py Booliy
Furlic mal 21
Palmbamibon 22
Wit planiis: P
[Cinshed 1oofing
Pl 3
Winod 32
Cataminecement Bher 33
Ceromic lles 34
Cemen 35
Fooling shingles 36
Other [snacity §. o5
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H.5: Household Characteristics HC
# Question Opilons Skip
HZS | Observe and recerd: AT Aeis
HNowalls 11
Masn matenal of the walls ‘Cane/palmAnmis 1Z
Bt 13
Fasdfimeniang wails
(B0 Wi e Fql
Eiore: with mud ]
Uncowersd adobe L2
Prvepnd -
[Finisne vepis
Cement k1|
Sdone Wi EmeioEmeEn] az
BiCks a3
Coment bocs 3
Cowvered adobe e .-
W plarknEringies I
R (Sl b 96
HOE | WHAT TYPE OF FUEL DOES yOUR HH MAINLY USE FOR EREICIEY oo ——. o1 o1 = HCa
COORINGT Lbquid Propame G [LPGY......mmnes 82 | 02 = HEA
Matural gas... S - | 03 = HCA
Hosene [m]
Coal § Lignte 05
Chareaal ar
Wiood [n .1
Sirawishiutsigrass i)
Aniechayy.. ... .. 1)
Aricuitral CIop o 1
O (Sl b S
HCT | I e HH, 15 FOOD COOHED ON AN OPEN FIRE, AN Cpenfee .. .. 1
OFEN STOVE OR & CLOSED STOVE? Cgseen 50w 2
Clontd SI0ME ..o | 3= HCH
Probs f
L Other (specity Jusk | 6= HCB
HCTh | DDES THE FIRE/STOVE HAVE A CHIMNEY OR A HODDT e 1
Y T T o o 1L A R s T
HEH I:MWGMM*DMHT;{HWSE.H& In he hodse ]
T
SEPAGATE DUSL DG O CUT DO e e sl 4
1y 3
CHe (et b6
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H.5: Household Characteristics

HC

Cuestion

g [

[:ES YOUR HOUSEHOLD HAYE

A ELECTRICTY?

B. Raps?

. TELBVSIEHT

[ MoBiLE TELEPHOHE?

E Teirprone [Lanm Ling §7
F. REFmGERATOE T

G, Courumr?

1 INTERMET CORNECTIONT

_.
B BE R R R OR R WOE

HC1D

[WIES ANY MEMBER OF YOUR MH Cras

A WATCHT

B. BRCyCLET

C. MotohcyoueE OR Sooomen?

O Ay Araamesy, Doy Capr?

E. & Cas OR TRUCK?
F A BQOAT WITH & MOTDRT

B b3 | P RalRa iR

DS Al MEMBER OF THES HOUSEHOLD Ol ANY
LAND THAT Gk BE USED FOR AGRICULTURE ?

By -

oEs THER HH CAWN ARY LIVESTOCHK, HERDS, OF FARN

ANMALS T

FR|ER

[ N
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H.6: Use of Mosquito Net TN
L Qusstian Dptisns Skip
TH1 DOES YOUR HEUSEHDLD HAVE ANY MOSTOLITD Yes 1
METS THAT CaN BE USED WHILE SLEEFING? Mo = FHLT)
THZ Hiow BLANY MOSCAATO KETS DOES YOUR HH
HAVET
ﬂf?mmm.mﬂ'ﬂ Ml of fets ... g
Ask ther respordent to show you the niets n the
housahold, § more than 2, 12 them o show the Most Recent Last But One
tw fecently abtained ones [Mer #1] [Met £2]
THI Bay | HAVE A LOCK AT THE TWONETS) w00 HAVE | Observed Observed 1
OETAMED LAST, TO ESTABLSH THE BRAKND? Mot obsenved 7 Ml cbssring
TH4 O BARY RBCRTHS AGD DID YOUR HBOLSEHDLD
ACOUSE THE LASTAAST BUT ONE MOSOUTD NETT I:I I:I Ij |:|
Mo of Months Mo of Monthes
M anmver i 12 mONthG" oF *1 Jea", probe o
cetermmine i nel wis alared SXOCTy 12 MaNihs age Moare than 3 yeads_ .. a5 Mo flsan 3 years
O pariey O iafer | Dion't knowinod sure., . B8 Dicn't knmumm 9&
THE Observe the brandype of mosquio nef Long lasting neis Lo lassng nets
PO oo L THE | Permanet........... 1= THE:
If maf observed ask. CRYSML...rrovrrrroerrree B 5 THE | OlyS#t oo 5 TNE
VAT BRAKD 15 THE NET? Cher iels M st
S 3 Supane! a
COmesp B Cihenisp j..H
Doont o 5 DT s 5
THE SNcCE YOU GOT TS MOSIUTO NET, WasiT IVER | Yes i Yos 2
SOAKED OF DFPED I A LIQUID TO ILL OR REFEL Mo 3 THE MO 2w TNE
MOSOUITOSE?
Don'tEnow............... 5= THE | Dontknow................. 5@ THE
THT Hiow aanyy MONTIHES A0:0 WAS Tons MET LaST
Serai i [!D DD
M ol Moniths Mool Mantks
W answer i "1 moniis” or * pea, probe o
ceremane i neT Was Dipped o Soaked evacty 17 Mane than 2 yeans Rore than 2 years
PO 0 O Sdvier o kafey | Dan T knowinol sure. EB Den kmnowinol sune 93
THE [HO AMYOME BLEPT LMGER THIS MOS0LITO MET Hame Line Ho | Hame Line Na
LAST NEIMT? kil ST g e
If ‘yes', 1 1
WHO SLEPT UNDER THES NET LAST MIGHT? N B
ANy ONE ELSEY SIS AR T—
(R i DErSGn S S AumGer g ing 5 3 ]
f L JL... |
[T e [rsin o PETSONG SIBOE LNOBF 3 M, e e
cefils of chitine and woenen Arsl] X L_ 1L 3 [ -
[ uesd, code ‘TI and none, code 107 :l_ 1
4 _— 4 (- -
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H.7: Orphan-hood/Vulnerability ov
I Qusstion Optigns | sww

oV he in section H.2): ildren 0-

D Yes = Continueto O

I:l Ho e Next Section [H.10]
o2 IWOULD LIKE W00 TO THIKE, BACE OVER THE PAST Wi 1

12 MONTHS. Has iy UgiikL MEMBER OF ¥ OUR HH

DEED IM THE LAST 12 MOMTHE? I e e A s A e i 2 | 2=20V5
T | COIE TheCE i DOED B0 TRl PAST 12 oW THS ) Wes i

WERE ANY OFF THESE PECOFLE BETWEEN THE AGES

OF 18 AHD 58 YEARST Ha.. v | 2=0VS
A4 (O Taa e £ BasE 12 T

:“_‘n; u*f*ﬂ;'r': TIT_UA;E:‘(; ;5 L"[;E"j":nﬁﬁ]""“ o LR T R S SNPGRS LSRRIy, il O 1=

WERE ANY OF THESE PEOQFLE SERIUELY L FOR 3 M il

OF THE 13 MONTHS BEFORE HE/SHE HEDT
VS Check the following in the HH Listing

1. C%ﬁ totals for HLS ﬂ Hl.il'l

D least one mother or dead - OVE

D Mo mother or father dead

I:I one adult aged 18-59 very sick 3 of last 12 months = OV8

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

1

D E ﬁi one mﬁrnr El"’ﬁur ﬁigﬂ last 12 months = OVE

D No mother or father ill 3 of last 12 months = Go to Section H.8
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H.7: Orphan-hood

oV

ove

List ol chaldren aged 0-17 Years. Record names, bne rumbers and ages of all childnen, Degannmng weih the
first child and continuwe @ order mowhich lisied in the HH Listing section. Usa a contnuaion shee if thera are
mare than 4 chaidren aged 0-17 years. Ask ol guestions for one child before moving to the neut child

Mame [from HLZ)

1T LD

T cHID

T cHAD

4 CHILD

Line number (from HL1)

Age (from HLS)

I'WOULD LIE TOASK YO ABDUT ANY FORMAL | DRGANIZED HELF DR SUPPORT THAT YOUR HH MAY HAVE RECENED FOR
{mame] AKD FOR WHICH YOU DID NOT H8VE TOPAY. BY FORMAL ORGANIZED SUFPDAT | MEAN HELF FROYVIDED Y SOMEDNE
WORKING FOR A PROGRAM. THES PROGRAM COULD BE GOVERNKENT, FRIVATE, RELIGIOUS, CHARITY, 0t COMMUNITY-

BASED. REMEWBER THIS SHOUUD BE SUPPORT FOR Wit WOl D kOT Pay

O TD | MW | VWOULD LIE T A Y048 ABCLIT THE
nn-ﬁxmﬁﬂm:.msmm b ¥ |- L firin ol B !
T
Moy 2 | Mo 2 | No 2 | o 2
RECENED ANY MEDICAL SUPROITT FOR
{MEMe), SUCH &S MEDICAL CARE, supeues. | DR 8 | DK & | DK B | DK s
o REDE T
O | BT st 17 eonmes, Has vom HH s 1 Yes 1
FECENED AM¥ ERSITINE OR ) | NTRNS—. | [ /] N
PEVCMOLOGITAL SUPEOAT FOA (NaMme
(n] SSS—— N [ = | SS—— T Y = | JSSSS—— R - | S |
SIRCH 5 COMPANIREHI, COBEEL W)
A T A O Ak P T 2 of B = OVI2 2 or B OV12 Tora=ovia 2or 8 =0V
SUPPORT, WHICH YOL BECENVED AT HOWE?
OW12 | Do vesus HH BECENE saly OF Tz Yot 1 I e 1
ﬂm";“'l'“’!i B THE PAST 3 M ... e A ] | ¢ R i BN o ST s - I K | s
R 1, S I [ e B DK B |DK_ B
CAET | I T LAST 1T DRSS voim HH Yo 1 | Yes 1 | Yes 1 | Yes 1
FECERED av WATERLA SLPRORT FOR L RN N s ieS T | B srrsrresreres wd | HE—.. -2 | Ho Ak
{TRMTIE, SUCH A5 CLOTHING, FOO0 O, o A L . % | DM 2 | oK o
PIANCIAL SUPPORT 2 or B SONVIS 2 pr B S0VIE 2 or BaOV1E 2or@=0VE
OW'14 | Depivomm HH BpcEn asry oF THe Yes 1 | ¥es. 1 | Yes I L 1
SUPPORT FOR [TRITE), i THE PAST 3 Mo Z | Mo 2 | No = 2
N DK B | D B | DK PREEISCY . B 1 1 E
VIR | I THELAET 12 oiTee, s vous HM Yeu 1 | o= T [T T 1 | ea i |
FECETVED RMY SOCIAL SUEFCOET FOR Ho. ... He g
AT BaCs A5 HELP i HH ol oK s
TICHAIAG PO A CARBOIMER. ON LEJAL 2or8=OVIT
SERACEST
OV16 | Dot viowi HH RECENE anrd OF Trirs Yes i | IR |
FUPPDRT FOR [TRNTAH), I THE FAST 3 (0] 2 | 7 Lty roT: 2
MORTHE? O 8 1 T 8
OV1T | Check OVE: : Uyes = ovig | Dves = ovig | Oves = ovig | [ves = ovis
Age of the child SA7Yr? | My o Next | [No = Next | [No © Next | ONo © Next
child <hild child |
CIVTE | B THE ST 12 e, il vowm MM Yok 1 | Yea 1 | ¥ea ERET 1
:m‘"m:: mr:.rz .. 2 | ha 2 | Ho e | MO -2
. ol ""5?:' [HC......... A | DK B D B | DK .|
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OO0 [=[100[=][<[=[] OO Je]c=]c
OO0 =]« jo00]=][<[=]«] OO [<]:]:
o0 = |- [00[=||=[=]«] OO [e¢]:]:
OO0 =[O0 =][<[=[] OO J=]c=]c¢
OO0 = [ [00[=[ ][] OO [<]c<]"
OO =[-[o0f=[«J=[=1«] OO0 [e[=]:
OOl [00f=[«]<[=[*] OO [e[¢=]c:
OO0 =00 =[ T« OO [«
sinoy : piedupy | pied ; piedun) | pled ‘ON
100N oN S3 A | sinoy jo oN ON SaA ON oA sinoy Jo oN oN =YY auwep aur]
= ON=€| g0 «o1diys®
€10 ﬂmwﬂ mw piedun ‘sap=¢ pi02ay g7 4 ON=¢
PUIT 3XBN = ON=Z (pun B oA
S3A=1 £NIUaHO o4 | 10 USE?) Aed 1o} sap=| [sqof :w_.__v_
A T jie je sinoy ye apjour | 10 ysed) Aed Joy ‘sap=|
(i1amus a1 £STUOHD | ONIMOLT ‘ONINYTTo | SONDIHO HSVO NI Avd HOd ‘gof auo uey) aiow 4]
EMMOM SIHL | NISOOO9 ONITIES | 3SIHL ONIOd ‘aoonMIdId SAA LONM HO HSWD NI Avd HO4
0a (awweu) M0 SS3NISNG | AN3S (aweu) ONLLOITIOD LHH SN
QIO SHNOH | ¥ NIEYO WaY4 3HL ald SHNOH ‘ONIddOHS FHH SHL 4o ¥3awaw | SIHL H40 H38W3N ¥ LON SI
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Lnogavy ‘(Yaam YIHLO ANV OO | 1noav ‘(Yaam HH HLIM dT3H HO- YHOM 40 QNI ANY | SIHL O (2Lel) Q0 SUNOH | 51 OHM “SNOIWOS HO4 YH0M
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1SY130NIS | 1Svd IHL ONIHNg 1sv13oNIS 15%d IHL ONENg JHL DONRING INLL ANY 1Y 2y1 4o Aep) 1Sv130NIS | Q10 "M33M 1Svd IHLONIRNG SWEeN aur]
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H.9: Child Discipline cD

Fovidear thi hougaehold [esteg and list all childron oged 2-14 yaars balow in ordir accordmdg (o thair B numbar
{HL1). Do not inchsde other HH members outside of the age range 2-14 years. Record the line number,

1, and thie line numier of ihe mother of canetaker] for each child. Then record the fotal number

D-fdiﬂd-mn-ﬂgﬁdi—ld in the box provided (CIOT ) jeste me name, sea, ags 008 e romercasiies ise pe. ordy i P Sigile ehid)
co ch2 ok | cDd cDS coDa coT
Lir Mo Sex from Line mo. of motherd
Rarik | from HL1 Mame from HL2 Hi4 Age from cargtaker from
M_F HLS HL7/MLE
m - 1 2 - -
L1 7] tanz e 1 2 e T
(12} D 1 4 = g
4 1 4
1] 1 Fi
LI 1 F 4
o7 1 2
L] 1 &
Total children aged 2-14 years in the HH

It theere is ondy one child age 2-14 years in the housebold, then go to G011 10 admenister child discipline queshons.

Random Selection Of Child

Lise the grid below 10 sedect one child between the ages of 2 and 14 years, if there i more than one child in thad age
range in ihe household. Look for the Easl digel of the household number from ihe cover page. This i (e numbser of e
roea woul shoaild go 4o Ehe table bedow. Check the total numiber of ebgibde children (2-14) in COT above. This is the
number of the column you should go to.  Find the box whene the row and the oolumn meet and conche the number that
appears. i the box. This is e ronk namber of the chisd abowt whom the guestions will be asked. Record the rank
reumnber in GO below. Fanally, record ihe lne number and name of the selecied child in COT1 on the next page. Then,
fird ther mather or premary caretaker of that child, and ask the quesbons, beginning with CD12

coE Humber of Eligible Chaldren in ihe Howsehold
Last gigit of HH. Ko, 1 a L) & 5 L] T B+
i
o 1 F d 4 3 5 5 d
1 1 i 3 1 4 1 L 5
2 1 1 1 2 % F I &
3 1 1 2 3 1 3 1 T
4 1 2 3 4 2 4 2 &
] 1 1 1 1 3 5 3 ]
& 1 s 2 F's 1 6 4 Fs
[ 1 1 3 3 & 1 & 3
] 1 Z 1 4 1 2 L 4
o 1 1 . | 2 ¥ i E]
coe Rwoord the rank number of the child... ... i —
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H.9: Child Discipline cb

Revew the household listing and hist all children aged 2-14 years below m ordar sccording o their line number
{HL1}. Oho niot include ather HH memibers outside of the age range 2-14 years, Record the ins number,
[name, sex, ags, and the line number of the mother or carstaker] for each child Then record the tolal numbss

o children ElgEH:li 14 m e box provided (CDT) pwecie B norre, ses, age and S mosericans ket e ro. onky Sor S slgbls chid)

ch1 ch2 chD¥ chd CDS o] ] cor
Lisw= M. Sex kom Lime e ol msther
Rank | from HL1 Mame from HL2 HL4 Age from caetaker from
] F HLS HLT/HLE

o1 1 F

oz (o 1 2 e i ST

a3 Py 1 2 e iz

04 1 2

05 1 2

o6 1 2

ar 1 z

1] 1 Fi

Total children aged 2-14 years in the HH

i thesrer is only cne child age 2-14 years in the household, then go to T to adminisier child discipline questions

Random Selection Of Child

Use the gl beliow bo <elect one child bebwden the ages of 2 and 14 years il there £ more than one child in that age
range i the household. Look for the kst digd of the household number from he cover pige.  This is the number of the
vy ol shaotdd go 1o in the table below. Check the fofal number of elgible children (2-14) in CDT above. This s the
niember of the column you should Qo o, Find the box wihere the row and the column meed and circke the numiber tha
appears n the box. This is the rank number of the chikd about whom the questions will be asked. Record the rank
niEmber i CO9 below . Finally, record the lme number and namse of ihe selected child in SO on the next page. Then,
find the mother or primary carelakonr of that child, and ask the queshons, beginning with SN Z

COE mulmcmmﬁ-m

Laet diget of HH. Ma, 1 2 3 5 & T g+
o | 2 2 4 3 & ] F
1 ] {] 3 i 4 1 & 5
z i z 1 2 5 2 T &
3 i 1 2 3 i 3 1 7
i ] Fa 3 i Z i 3 8
5 i i i | a 5 3 i
B 1 2 2 2 4 & ] 2
T i 1 a 3 L 1 & 3
& i 2 1 4 f 2 & i
G 1 L ] 1 3 L ¥ i

coe Record the rank number of the chid..._. LR ALy )
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H.9: Child Discipline cD
Identity ebgile chid aged 2-14 i e househald using the tables on the preceding page
Fequest g inbervieyw the molher of pomary caretaker of the selached Chald (sdenbised by the e numieer i CDG).
L _ ﬂ-u-l-l'ﬂ-ll- Optisng Skig
o1l Write name and bre no. of the chisd selecied for
the modude from G and CO2, based on the DD
Fank aumber i COS. o T I — 2
co2 ALL ADUL TS USE CERTAIN 'WAYS TO TEACH CHILDREN THE RIGHT BEHAVIOUR DR TO ADDRESS A
BEHAVIOUR PROBLEM. |'WILL READ YWARIOUS METHODS THAT ARE USED AND | WANT YOU TO TELL ME IF
YOU OF ANFOME ELSE iV YOUR HOUSEHOLD HAS USED THIS METHOD WITH (namp) N THE PAST MONTH
COM2a | Toox away PRIVLEGES, FORBADE SOMETHEG Wl L e e L )
fmrme) LKED ORDIDWOT MADW HIMHER TOREAVE pge e 2
HIOUSE
COM2b | EXPLANED WHY BCMETHING [THE BEHAVIOR) WAS | Yes o
WHRONG. MY e S TR RN .2
COM2e | Swooel HMHER Y5 1
Mo 2
COM2d | Ssa0uTED, YELLED AT OR SCAEAMED AT HIBVHER. Wi 1
) 2
GO | GavE siMMER SOMETHES ELSE T0 00 ¥t 1
Mo 2
COA2 SOANKED, HIT 08 SLAPPED HIHER 0N THE = T el
BOTTOM WITH BARE HAKD MO e el e .2
COT3g | HIT M8HER 0N THE BOTTOM Ot ELSEWHERE DN es 1
THE BODY 'WITH SOMETHING LIKE & BELT, . 2
HAIRBRILIEH, ETICK OF OTHER HARD CEUECT
COR | CALLED HMHER CUME, LAZY, O ANOTHER MAME | Yies i
LIEE THAT, MO 2
CiNa HIT 0% SLAPPED HIMHER Of THE FACE, HEAD OR y | PR PP JOTPRP Y ol S P i v =
EsRy Mo 5
COMZ | HIT OR SLAPPED FIMHER Ol THE HAND, ARM, OR Yies i
LEG Mo 2
CONZK | BEAT HIRVWER LIP WITH AN IPLEMENT [HIT OVER Yis 1
ANDHOVER AS HARD AS ONE COULDY. Mo 2
cot PiCH HisHER WS, 1
N o el when 2
Co13 D YOuU BELIEVE THAT IN ORDER TO BRING LI - e L L RS 4]
(RAISE, EDUH-ATE) fmcmn ) PROFERLY, YOU REED TG | pgo g L2 e b £ s e
PHTSICALLY PLIKESH HILWER? I 8
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H.10: Food Relief FR
l Cuestion Cptions Skip
FR1 ARE YOLU AEGISTERED AS A BEREFICIARY OF FOOD ey 1
CESTRELITION PROGRAM T Mo i 2 | 2= FRE
FR2 HOW Limed AGO WAS THE LAST RATIONT
Mo of weeks 1 I:I I:l
Mo of manths ] D D
FR3 [DeEs THE FOIOEH M0 MIEET 841 THE FOOD MEETS OF THE Yes 1
HOLSEHOLD?
Mo 2
Dionil Know |
FR4 mmwﬂumt;umnmmmm s % i
NICNEY 10 MEET OTHER NEECE: NO o, 2 | 2= FRE
Don't Kriow 8 | b= FRE
FRS mn{mm?ﬁmmmmm Much Less. 1
BOULSL WASFET SATES Ficughty the Same 2
Wuch Move -
Domtknow. . .. . . A
FRE 15 AR OF YOUR CHILDREN RECISTERED B THE CHILD R N T i
FEEDIH FRODGRAET
o 2
FRT HAS THID HOUISTHCLD IEEH DISPLACED ANY TIME DURSHG ¥ .
THE PAST 12 MCHTHE? Mo 2
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H.11: Salt lodization

] Question Options Skip
SL1 WE WOULD LIKE TO CHECK WHETHER THE SALT Mol iodimed |
USED IN ¥OUR HH 15 10DIZED. MAY | SEE A SAMPLE | | uey pnan 15 ppm 2 | 2w a2
OF THE SALT USED TO COOK THE MARK MEAL EATEN
B MEMBERS OF YOUR HH LAST MIGHT? LT T T —— 2 | =512
[Once you have examined the sall, crcle Mo 2alt ¥t lsodsd e 2D
numiber thad correspands 1o 1es] sulcome] S30t not iested et 512
SL1a THPE OF SALT Crysial i
Powder___. 2
Crtheerr {Speecify b4
52 Gheck HLG: Does nwuﬁhluwmmﬁdﬁhﬁn HH? You should
have a Form with the Woman ID filled in for each eligible woman.
I:l Yes = Go to WOMAN 15-49 FORM to administer the questions to the
first aligible woman.
|:| No = Continue to SL3.
513 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,
|:| ¥es = Go to CHILD = 5 FORM to administer the Form to mother or
caretaker of the first eligible child.
D No = End the interview by thanking the respondent for hisfher
cooperation.
Gather together all Forms for this household and tally the number of
Forms I:DMEHI.‘H on the cover EE&.
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Interviewer’s Remarks:

Supervisor’'s Remarks:
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)

unicef&®

sBAMICS

FORM-B: WOMAN AGE 15-49 YEARS

W.1: ldentification Panel ENGLISH

This Farm is to be administered to all women age 15-49 years (See Column HLE in the HH
Formj. Fill in one Form for each eligible woman.

Wi-A | Provisce Mame and Code [ |

WH-B | Debnct Mame ard Code: D T

Wik Chuster Name ard Mumber D [ |

W-C | Strotum code: HH with child < 3= 1 [ |
Other HHS = 2

W2 HH Ha D D T

Wika | Name of the woman (from FORM-A; HL2)

W4 | Line no. of woman (from FORM-& HLT) 10 |

J| |

Ll Interviewer 5 Name & Code D o]

o 00,/00,/000C

WaiT Resul of inkerview for woman

i ok Fcemie

Fefursed

Parfy comgleed

mcapaciates

Crr ooy l

& i e R -
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Read, il the respondent has not responded to any other Forms

Introduction/Consent

HELLO MY NAMEIS(....... JAND I 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 REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONTYMOUS,

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

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

ENGLISH

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

4. Farming is hard work.

1. Mtoto anasoma Kitabu.
2. Mvua ilichelewa mwaka huu.
3. Nilazima wazazi watunze watolo wao.

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

i

Cusstion

HES

Wilda

IM WHAT WIOMTH AMD YEAR WERE YOU BORNT

{Date of birth]

DK anh . &6

w000

DK Year Erag

Wl

Hy LD WERE YOU AT vOUR LAST BITHDAYY

WD

HANE ¥OU EVER ATTEMDED SCHOOL OR PRE-SCHOOLY

FOWM1A

Wil

WHAT 18 THE HIGHEST LEVEL OF BCHOOL Yiou
ATTERDED?

Past-Primary, Vocational

Secondary, ‘A’ Level |

Colege — Middie Level

Linreersity

Men-Siandad cumiculum. M

o R L R O

W12

WHAT IS THE HIGHEST GRADE YOU COMPLETED AT THAT
LEVEL?

W13

Check WM11: Level of schooling

D Secondary/College/University (codes 3ord or5) = WM15

0 other

= Continue to WM14

Wihkl14

MOW | WOULD LIKE YOLU TO READ THIS SENTENCE TO
ME.

[5how Language 161 card b respondent]

Canmol resd at all ] 1
Able 1o read only parls of sentence 2
Able 10 read whobs semence. ... 3
W sentencs in required language 4
[specify language: i
Biindimante, visualiyispeech impained

WhI1s

HOW OFTEM DD YOU LESTEN TO RADICT

Alenost everyday.
A1 least once o week

Riasredy Meer

Wil

HOW CFTEM DD YOU 'WATCH TELEVESIONT

Almost evenyday.

Al leastonceamanth ...

R/ Newver

W17

HOW GFTEN DO YOU READ NEWSFAPERSY

Admost everyday. ...
Al least once a wenk
Al least once Jmoneh ...

g
1
2
3
4
A1 least once a week 2
3
4
1
2
3
RianehyNroer 4
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W.3: Child Mortality cM
I | Cusstion [ Dptions Skip
To be administered to all women age 15-49. All guestions refer to LIVE births only.
C Mow | WOULD LIEE TO 5K ABOUT ALL THE BIRTHS: YU Yes_ ... i IR ALY
HAVE HAD DURSNG vOUR LIFE. HAveE vou EVER GIVEM [, T R T Sl A O e P By, 20 (W.E)
BETHT
¥ “Mo~ probe by asking:
| ME&N, TS & CHILD Wi EVER BREATHED OR CRIED OR
SHOWED OTHER SIGHS OF LIFE — EVEH & HE OR SHE LIVED
DRILY & FEW WINUTER 0F HOURET
M3 D ¥0a) HAVE ANF S0RS OF DAUGHTERS TO WHE 10U Yeg 1
HAVE GIVEN BERTH WHD ARE RIOW LIING WITH vou¥ [, ¢ A S P () ekl | 20 LIS
Chid O MANY S0aEE LVE WiTH vou? DD
A Spns ol home
HowW MAHT DhUGHTERS LIVE WITH ris?
B. Daughiers af hame D D
CHS DO v HAVE WY SOMS OF DALSHTERS TO WOl vou Yis 1
HAVE GavEn BaRTH WHO ARE ALWVE BUT DO NOT LIVE WiTH e e e s 2 2% CMT
YORIT
CME | How Masyy SONS ARE AUWVE BUT D3 R LIVE WITH 9507 DD
A& Sons elsewhens
HiCry MY DAUGHTERS ARE ALIVE BUT [0 MOT LIVE WITH
Eye T
B. Daughters efsenwhere |:||:|
CMT | Have vou EVER GIVEN BSTH TO & B0V OR GIRL WHOWaAS | YiEs 1
BORIN ALIVE BUT LATER DIEDT P AN T A AR T A0S, ol - T
It “Ma" probe by asking:
AT BARY WHO EVER BREATHED Of CRIED O SHOWED
CTHER SGHS OF LIFE BUT 083 MOT SUSVIVE — EVEN IF HE
CFLSHE LIVEDH GHLY & FEW MINUTES DR HORIRET
Chia HCPW MY BOVS HAVE DEDT? p—
A dead | -
HiC MLLHY GIRLS HAVE THED? o e
B. Garls dead . L
g Sum aREwWErE 1o Chd_ CME & CMA 10 |
Sum . § -
CMID | JUST TO MAKE SURE THAT | HAVE THIS RIGHT, mmmmm m
w YOUR LIFE. 13 THIS CORRECT?
|:| Yes o Continue hﬂh{uﬂm
D Mo & Check responses and make corrections before proceeding to W.3a
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0LHE & 6HE &
: lea
aN] z7 " oN —/r1 A Z7°N / zome [ zounw
[ppy] 1 saA : £ o _H_ _H_ A _u D e | hog | Buig 50
I | LS8 —n - oo :
— 0Hd & ona &
lea
aN] z7 " oN — 1] m A N 70N / zome | zorunw
[ppy] 1 saA € o _H_ _H_ FTTA _u D | hog | Buig 0
] e eheq LS8 —n - oo :
0lHE & 6HE &
L £ BaA
[pen] 7o N 70N / zomo |z
PPyl 17 saA € o _H_ _H_ LA _u D | hog || 1 Buig 0
. L skeq b sa TEGA oW .
0lHE & 6HE &
L £ BaA
[pen] 7o N 70N / zomo |z
PPyl 17 saA € o _H_ _H_ LA _u D | hog || 1 Buig 50
. L skeq b sa TEGA oW .
0lHE &« GHE =
lea
xeN] 7 "oN — 1] m A Z7°N Z 0N / zomo | zunw
PPl 17 saA € Hon _H_ _H_ LA D D Lfog || 1 Buis v
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xeN] 7 "oN Z7°N Z 0N / zomo | zunw
PPl 17 saA € Hon _H_ _H_ LA D D Lfog || 1 Buis €0
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0lHE & GHE &
o £ leap
aN] 7 ON Z7°N 70N / zme | zunw
R, e wen | [][] | L] P I 20
— e sfeq bUseA | T ex . WOW _
all] xXal & GHE &
o £ leap
Z7°N gy / zme | zunw
e o _H_ _H_ Ly D D Z N og | 1 dus Lo
L L e sfeq =7 — IEsi UOW .
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unicef &

sBIMICS

W.3a: Birth History EH
BH13 | SOME PREGNANCIES EMD BEFORE FULL TERM AS A Yes. . Vi A
MISCARRIAGE DR AN ABORTION WHILE OTHERE MAY RESLLT He 2 e BHIS
W & STILLBSRTH. HAVE ¥OU HAD & MISCARRIAGE OR
ABORTION?
BHIE | |y ALL HOW MANY PREGMANCIES DID YOU HAVE THAT ENDED |:| D
7
IN A MISCARRIAGE OR AN ABDRTION Mr&tﬂrrlﬁg&i"ﬁ i
DK... .. - SRR - -
BH1G | HAVE ¥Ou HAD A STILLBIRTHT WS e nesnnnians |
He e e e 2 | 22CM12
BHIE | [y ALL HOW MANY PREGNANCIES DID ¥0U HAVE THAT ENDED D D
M & STILLBRTHT Skl bieths
bk |
CMIZ | check BH4 of last birth: Did the woman's last birth occur within the last 2 years, that s,

since (day and month of interview in 2008)7 If child has died, take special care when
referring to this child by name in the following sections.

|:| No live birth in last 2 years = MARRIAGE/UNION Section [W.6)
|:| Yes, live birth in last 2 years o Continue to CM13
Name of child;

CM13 | AT THE TIME YOU BECAME PREGRANT WITH (name) oenvol | Then 1
WANT TO BECOME PREGNANT THEN, DND YOU WANT TO WAIT |,

UNTIL LATER, OR DiD YOU WANT MO {MOAE ) CHILDREM AT
AL Homome. . ... gy
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W.4: Tetanus Toxoid

1T

Question

Options

[ skip

This section is to be administered to all women with a live birth in the 2 years preceding the

date of interview.
TT1 | DO YOU HAVE A CARD OR OTHER DOCUMENT WITH Yes (cand seen) 1
WOUIR CRAN IMMURILZATIONS LISTEDY Yes (card nol seen) i
[if a card is presented, use it to assist with D:. g
answers (o the follwmg queshions] | — i
TT2 | WHEN YOU WERE PREGNANT WITH YOUR LAST CHID, | Yes ... o
DIl ¥OU RECEVE ANY IJECTION TO PREVEMT HIM OR N oo es s eeeeesesm et sesmeeee s ssesesesse e 2% TT5
HER FROM GETTING TETANUS, WHICH |3 CONVULSIONS | o 8 B2 TTS
AFTER BIRTH [AN ANTI-TETANUS SHOT, AN INJECTION AT
THE TGP OF THE ARM OR SHOULDER OR THIGH)?
T3 Hiow MANY TIMES DID YOU RECEIVE THIS ANTLTETANUS
INJECTION DURBG YOUR LAST PREGNANCY? !
Mo, of Gmes ...
) N L B Lo L : | | ga=TTS
TT4 | Check: How many TT doses during last Bt least 2 TT inj. during last pregnancy ... 1 | 19 [W.5)
FRSgUnEy ek mpor MY TE Fewesr than 2 TT inj, during kast preg 2
TS [0 vOuU RECEIVE ANY TT INJECTION AT ANY TIME Yeo
BEFORE YOUR LAST PREGHANCYT He s, | 2= [W.5)
DI i B | B(W.5)
TTE | How MANY TIMES DID YOU RECEIVE IT7 D D
Wo. of times
TTT | INWHAT MONTH AND YEAR OID YOU RECEIVE THE LAST
ANTRTETANUS INJECTION BEFORE THAT LAST Month
EREGHNANCYT - :
DK manlh o8 Skip 1o
Skip bo meat siction anly if year of injecton (W.5)
i5 given, Otiverwise, conlinue with TT8, DDDD
g R UL
DK year i)
TT8 | How MANY YEARS AGO DID YOU RECENVE THE LAST I] |:|
ANTLTETANUS INJECTION BEFCRE THAT LAST
PREGNANCY? Years ago
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W.5: Maternal and Newborn Health MM

i | Question | Options |  skip
This section is o be admindstensd to all wormen with a live birth in the 2 years preceding dabe of inbenaew.
Chack CM12 {m sacton W 3a) and record name of last-bom child hare Uisa this
child’s namea in the following gueshons, where ndicated
k1 I THE FIRET TW MONTHS &FTER rOUR LAST BATH [THEBRTY | Y5 ; 1

oF N, DD V0L RECENVE & WITAKME A DOSE LKE THST Ma 2
O B
Sheowr 2060 000 I capsule or dspenses (Red)
Ak D0 iU SEE ARVOME FOR ANTEMNETRL CARE FOR THIS e professonal
PRECHAnCT? DocheniClinseal OMar..___ ... ... A
I sEEY r : ®
Y5 Winon 0D Fou ANTORE ELSE CHNeE persn
Trackiional Derh pitendant. R F
[Frobe for the type of person seen and
Shoatarin on pren CmTamUndty FeAlh worker BT
Poelatoeriend . . BT |
Other {specty j X
[ L - L
MNZA | Hosw saann TIMES DI0 W0 RECENVE ANTENMATAL CARE DLURING
THIS FREGMANC YT Ko ol Bira
e T Wi ag
MNIE | Dukos THes: RSt y, WERE wOu GIvEN G Dl vow By Wi o e i
ANY IROH TABLETS? Mo..... I Y
[Show Tabiets) DAt know . B | Be=hy
MAMRC | D THE WHOLE PREGHANCY, FOR FOW Wl DS DD
VO TAKE THE TABLETS? Mo, of d
[B the answer = nol numenc, probse for e
LK B PART OF WO SNTEMATAL CARE, WESRE ANY OF THE v N
FOLLOAWING DONE AT LEAST CHCET
MN3S.  VWERE w00 WEGEEDT Weeighed FROTR T 2
MN3E. WS YOUR BLOOD PRESSURE MEASIRED T Bio0d pressure i 1 2
MMAC  Dib viow GrE & LFNE Saam E'T Liring samgie. N z
MG, Do vil GIvE & BLOCE SAMM ET Bliood sampie 1 2
Ak D sory OF THE anTERATAL VISITS FOR THE PREGHacY, | Yies . £ i
WWERE WOl GIVEN ANTY BEFORMATION OF COURSELED ABCRIT |, o R T PRy o LT v ST 4 L PR e ob'e 2
A0S on THE AIDS LSt P 8
kS 1 Ecoai'E WY T Ry THE RESULTS, BUT WERE vOu TESTED | Wes SN SRR = |
Eol MIAIDS a5 PasT OF vOUR SRTEMATAL Cafe? M. -
Dot know - T
bkl 1 CaCos T VAT T B THIE FEESULT, BT CHDY Y04 GIIT TreE Vs 1
BB N TS OF TrE TESTY Ma : ; : =
[CenE R B
MNEA, | Dk Tris PREGHANGY, THD wOL TAKE ANY MEDCHE 1 Vs : 1
DACER T PREVENT V5L FROM GETTRG MALARIAT (TP o | s=paar
Cear "t kR . B | Ee==NNT
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W.5: Maternal and Newborn Health MN
& Question Crptions Skip
MMEGE | WWeecH MEDICRES D00 YO0 TAKE TO PREVENT MALARIL? SPIFarsidar A | waris not

Chloroquine-..____ . . .. L] circied,
[Cirche ol Freshciness Laken. T bype Of medicing Crthers: (spece) ® fLT- -]
= nol delermined, show typical anti-malarial ! ANT
EM m;- ......................... z
MREC | How sany Tie=s (40 YOI TAKE SPIFARSIDAR DUMING THS DD
PREGMANCY TO PREVENT MALSRIAT
Mumber cdimes_ ...
MNT WG ASSESTED WITH THE DEURERY OF VOUR LAST CHLD A professnnal
Dot Tl CHTeger &
A Murseawile B
Dither person;
[Probe for the typse of person Bssisting and | Troatonal barth attendant F
cacle all pnswers. grven| Communy health worker G
Pedabiveeend. R |
CHher [ sneoly 1 x
P Can . '
MNE | WHERE D YU GIVE BERTH TO (Rame] 7 Heme
W OUr BT i
CHher Fome 12
[If the Eacility = hospital, health center, of | pybie sacter
Chre; wiriber he naimse of the place bk Gowt, hosprtal 1
Probe to mdently the type of source and
CHHARY . .
Ofther public | Speafy] %5
b Provie bedicl Secion
(MAME OF FLACET) Private hospetal ¥
Prvate cinic - v
Presgie malemly home B
CHher pret. Ml | Specsy )3
Cither | ety ). 5
MNEA | Arten frarme] Wis 5O, DD & FEALTH PROPESSIONAL ORLA | YES 1
TRADNTICHA BIATH ATTENDENT CHECK O YO0R HEL THT [T i = 2 | espdpdaD
e e i e i B | Be=pArED
MMNEE | How sy DS O WEEKS AFTER DELIVERY CiD THE Filess
ok Duarys afler delivery 1 DD
Vieeks aflsy deiery .2
P N apn ol Do Know . 5
MMEC | WWHo CHECKED GH YOUR HEALTH AT THAT TRET HEafly prodessonal
DoschonsCinical Ofmcer 1
[P BT e AR peaoan] et 22T 12
Oither person.
Tirairioral birth et a1
Comemuny healh woker 2
Criher (specily -
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W.5: Maternal and Newborn Health MHN
# Cuestion | Options Skip
MnED | Check MNS for place of birth:
DM#MM[G#!HH‘[E} #ﬁmhmﬂﬁ--
Dnﬂm = Skip to MN9.
MMAE | ir 1HE Tves woiTHS AFTES riame] Wt BORM, DIl Al Yes 1
HEALTH CARE PROWIDER, (R & TRADNTIONAL BRTH ATTENMDSNT | pg AR
CHECH (b HESAHER MEALTHT i 3 | ssime
MMEF | How s sUms, DayS OR WEEKS AFTER THEl BRTH 0F e, aeE b |
[T DD THE FIRST CHECK TASE PLACEY
e | T
[¥ k=55 Bhan one day, necond iR hours. Wieeis. afler barh
H lesa i One wesl, recoed in days. |
Dot Krowr e
MMBG | Wied CHECKED & [fle]'S HEW TH AT THat TRE? SR pe ol iaonal
DeecioeiClracal Ol i 1"
[P ToF Fracrss Quiaifed person) i ctale : 12
DT Drsgn.
Traational brth afendant 21
Cosmamumnity heaih veoerioer b
et | 5pecy’ j ...
MMNEH | WHERE D80 THIS FIRST CHECK OF |10 TAKE FLACE Y a2
Wik e 1
[Probe o ihenly [P hype of source and orcke Cither home: 12
i unatie o determine if 3 hosplal, heath centre | Govi. hospial 21
oF Clinic 5 pulic o privabe mdhcal, wiile the o chineCiTeraith cenler .o )
rarne of the place] CHAM -
Oihad Pt | Specsy .
Pricate Medcal Seciod
(MAME OF THE PLACE) Pravale hospital £1
Privale chnic_ . X
Priiie mabemify R x|
Oither pa. mesthcal (specty; J..35
Cithier | Speoiy [
WS | VN VOUR LAST CHELD (MRMTHE VS BORN, WS FESSHE VERY | Viery lnge 1
LAl | RGER THaM SV BRsE SuERanl Sai) B9 T
AVERAGE, OR VERY SM4LT LI B e +
B A
Sreadiled M eST0E 4
Wiery el L
4 L]
[MNAD | Was (name) WEKED AT BRTH T it 1
] e 2 | I=MlI2
D v s essemmassass s s e s s B | B=kNIZ
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W.5: Maternal and Newborn Health

MN

# Question Options Skip
MNTT | How uuck oo fname) weisH? 1 PR |
e 2 [ ] [JO[]
[Record wesght from healin cand, if availabie) {Recand in Kgs) '
Dean't know s
MMN1Z | Dl vou EVER BREASTFEED (iame)? (- T
Ho.. 2 | 2= (WA
MN13 CHY LOG AFTER BT DD 00U FIRST PUT (VW) TO THE Immediabety . 000
BREASTT
i bess than 1 hour, recond 00 hours.
Fless than 34 I Daysafler ...
Oiihensse, record days. Don't knowiremember 98
PAMTA | Do (rame) RECENVE AnvTrmn ELSE BEFORE STARTING TO Yes g
BREASTFEEDT M " E"'“MEJ
Dan't know e (WG]
M5 | Do iname) RECERE anv oF THE FOLLOWMG Yies Mo
MM154. Pous WATERT Prain waler 1 2
MM158, MikgraL WATERT Ilineral weater 1 2
MN1E:. SWESTENED, FLAVOURED WATERT Sweslened Flavoied walsy 1 2
MMTED. Faurt ance of TEa? Fruit paice of 18a.... ..o 1 2
MM15E. AivTrised Eias? Other (specily 31 2
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W.6: Marriage/Union Ma
] Qusstion Cptions Skip
AT AU VU CURRERTL 7 MARIIED R LIHG TOGETHER W1TH & Vs, coftenty mamed 1
WSS W Yes, lvng wmaman . 2
Mg, meol in union ] I=MAG
MAZ | sy CLD WA LR HUSBARCPAR THER S8 HIS LAST DD
BERTHOAY Y kP T
m mmﬂ RLLLLLLL L LELLLL L L et L ‘.“
[ -
hAE HVE Y04 EVER BEEN MARRET OR LVED TOGETHER WITH & ¥es, iomerty marmed 1
L ¥es, oy ived with o man__ oL
M, 3 3= W T)
WAS | WHAT 15 YOUR MARITAL STATLS HOW. ARE 0L WiDKWED, Widowed i
CrvORCED OF SEPARSTEDY i 2
Separaled .a
WAL | HevE vou IEEN MARRIET OF LIVED VITH & WAH OHLY CHCE OF | Dl onge 1
NORE THAHNCE? hore than orce 2
MAE | i wveaT saceTH s vESR D YO0 FRST WARRY CF START DD
LPVIRGG: WTTH A M A5 I MARFSEDT
Mioni
D, iy .o
w . (gogg
DK year T
MAT | Check MAG: For menth and mhut
EMHmmmMmhm = Next Section (W.7)
DEMMHMNMWWEM? = Continue to MAS
AR o CaLE VRERE O WHER WO S TARTED Lt WiTH wOus D D
FIRST HUSBAHDVFARTHER?
ADE in Vears.
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W.7: Contraception and Unmet Need

CP

[ Question Options Skip |
g | | LD LB T TaL T il AR ANCTHER SLBECT = e, curtenitly pregaani 2 i
FAMELY PLANRENG — ARD) ¥R REPRODUCTTVE HIAL TH He g e 2
ARE VOU PREGHMANT MOW? Unsure or Don't know - B B OP2
CPIA | A7 fre Tave wou BECOME PREGNANT E80 ¥OU VANT 10 Then . 1 | 1=cra
BECTRE BRECMANT THEN, IR0 YOU WANT To T UL LATER, 7 | z=cra
R R0 Y MYT WALRNT T M AT WIORE CHILDRERT w0
bl wand more children ¥ | B CPa
CP2 SOME PECELE S VARDOLUS WAYS O METHOOS TO DELAY Of i,
e e L PGP
ARE TOU CUSFRENTLY DORNG SOMETHIMNG. 0N LISING AN
METHOD T DELAY OF AWDIED GETTIRNG
CP3 | WeracH METHOD ARE vou LSa? Fimale sherizatonTulelgation ... A
B glspiizalionfyaechomy B
mmm “ . e ——————— 8 ————— 1 & ':
el D
#f e Hham ore: maShad &5 rrenbioned, orcke Irgecticns E
EaEh ore Irgpanis F
Lo ] G
Faemabe Comcism H
Ciapheagm JE ey R I
Lactational amendimhoed el LAM) i
Pericde absbnence . K
witharareal L
Dther [Speciy. -
CFd Y | WOULE LIKE T10 ASK SOME DUESTIONS ABOUT THE
FUTLRE rtave dadanolterychid 1
WAL YO LI Tidh i [ THERT] CHILE, S Ca By
VOU PREFES ROT T HAVE ANY (WORE ) CHILORENT I OIS | 2=CPB
H camrently pregnant: Says the cannet g8l pregnant ..o TV B)
AFTER THE CiL0 YO ARE MOW EXFECTING.
WOUALD ViR LIRE T HAVE NOTHER CHILD OR WO WOULD | I C oa o T KR o snsnniansnss s B=CPE
FREFER MOT T BAVE ANY [WERE ) CH DRENT
CPS FHOW LOMG WOLLD YOU LEE 70 WAIT BEFORE THE BIRTH OF Berins 1 DD
CHLDT
{ANCTHER] Vemmn .
Sooninoe 993
Dther, g2
DN . oog
CP& | Check CP1: Pregnancy status
D Currently pregnant (code = 1) = Next Section (W.8)
D Not currently pregnant = Continue to CP7
CPT D i T i) ARE Py el v ABLE T GET PREGMANT i FE— . 1
AT THE: TIET Ho 3
DT, e
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W.8: Female Genital Mutilation/Cutting FG
& Question Optlans Skip
FG1 | HavE w00 EVER MEARD OF FENSLE CRCUBACSIONT N L TR 1 | t=F3
Mo 2
FG2 | IN&rOEER OF COMMLRITES, THERE 5 4 PRACTICE MiWsDCH A, | Yei i
VR (Y AL TSI PO SRR LI AN e U GO U Ukl ULl M St PR 2 ¥ J={ND)
H&T 70U TR HEARD) ABCUT THES PRACTICE T
FG3 | Have wou wOunsELF EVES BEEN CmCLeacIsEn? s 1
[ ” .2 ) eFGE
FGA | e | WO IUKE 0 kS, V0L WHAT Wik, DORE TO YO AT THS | Tars ... . 1 | 1=FGE
T MO, ..
WiAS A FLESH REMCED FROM THE GENTAL ARELY MG el L el i B
FiG5 | Vias THE GEMITAL &REA JUST HICKED WITHOUT FEMC D & N (0 o W,
PLER? MO . 2
D .. B
FiGE | ias THE GEMITAL AREA SEWH CLOSED [0R SEALED]? ] 1
Ho 2
D . B
FGT | Who CRcuscISED vou? TEADITIONAL PERSOMS
Tradional ‘crL s A1
Tradeonal birth afiendant 12
Ot iradional | specify 116
HEALTH PROFESSHCMAL
Diocior bt
e edw fe =
Oy heaith professional (specily | 76
Donl know Ga
FG4 | Check CM4 and CME (in Section W.3): Woman has living daughter?
D Yas, has living daughter = Continue with FG3
D Hao living daughter = Goto FG16
FGE | Have any oF WouR DUGHTDRS BEEM CRCUMCESEDT DD
W e o, of daughlers cicumcie
Mo daughbers circumcised.................. M= EGIE
FGID | Toramcrof vouR GAGHTERS D0 THES HaPPEN MOST
RECENTLY?
Marmrs of daughier
[Record the daughter's name]
FG11 | Mow | wouwh LsE TO ASK 00U WHAT WS DORE TO (NOMELAT | W8 e e e 1 | 1=FG13
THAT TIHE NG z
VAAS: AR IFLESH RENCS T FROM THE GERITAL AREAT T 5
b R N T B
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W.8: Female Genital Mutilation/Cutting

2 Quastion Skip
FG12 | Was THE GEMITAL AREA JUST MICSED WITHOUT REMOUTG AT Wl By |
FLESHT
Mo :
O |
FG13 | Was THE GENTAL AREA SEWN CLOSED (08 "SEMED)T Yes i |
B0 r s
DK &
FG14 | How oD was fname) ween THS COCUPRED? DD
1] o CiCumcision ..
[ e respondent does not know e age, probe it
to get an estmate] Dot know .. 96
FGIS | Wi 0ol THE CIROUMCISON FOR [reamie)? TRADITIONAL PERSONS
Traditional e eimcer 11
Tradiisnal bith stendant 12
CHhesr tradiional | specify &
HEALTH PROFESSE0AL
Docios T 21
Cithes hesatth professicnal (speeify ) 26
FGIE | Do vou THNE THES PRACTICE SHOULD BE CONTINUED OR Confinued .. 1
SHOULD IT I DXSCONTIRUED T Cisconinted. 5
Depends ... P
D B
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W.9: Domestic Violence DV
8 Question Options Skip

oV SOMETMES & HUSBAND |5 ANNCVED OR ANGERED BY THINGS

THAT HEG WIFE DOES. B4 WOUR OPINICRL, 15 A HUSBAND Yes Mo DK

JUSTIFIED IN HITTING OR BEATING HIS WIFE W THE FOLLOWIRG

SIMUATIONS

DV a. IF SHE GOES CRUIT WITH DT TELLSG HM? Goes ol without tefing ... 1 2 8

[V 1B, ¥ 5HE HEGLECTS THE CHILDREK? Megiects the chidren 1 2 ]

DV, IF SHE ARDLIES 'WITH HIM? N‘g.ﬁ'l'lﬂl'l husband ... 1 b g

DAV, IF SHE REFUSES SEX WITH MI? Refuses 880l ... 1 2 g

DV E. I SHE Bulies TvE Foon? Bumes ihe food . i 2 8
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W.10: HIVIAIDS HA
a _Question _Options. Skip |
HAT I LD LKE. T TALK Wit Wiy aBOUT SOMETHIRG ELSE. | Yies 1
| A S A LTI s 2 ErMD
HAVE s EVE R HERRD OF THE 'iEs HIN O 20 ILLVESS
TR AJEST
HaZ Cagi PECFLE PROTECT THENSELVES FROM GETTING MFECTED | Yes i
WITH THE SIS ViSs By RAVING ORE SEX BRRTHER WHO 5 Mo 2
BOT INFECTED AW ALSO HAS MO OTHER PARTHERS 7
Do T A
HA3Z CaM PEOPLE GET MPECTED WITH THE AIDS vusBecause oF | Yes 1
WITCHCRAFT OR OTHER SUPEFMATURAL MEAHST o 2
DOnT KR B
HAag gl PEOPLE REDUCE THEIR CHANCE OF GETTING THE AIDS Ve 1
VIS Y LS & SOD0M EVER TIME THEY HAWE SEX7 o 2
DonT v .8
HAS G PECPLE GET THE AIDS WiRirS FROM MO STES Y WER e . |
Mo, 2
Dond ko ... .a
HAG Cadi PECFLE RETLICE THEER CHANCE OF GETTING IFECTID | - R T g e P IO B - N |
WTTH THE ABDHS ViSRS B WO Haiie SEx AT a0l 7 Mo 2
DonY ko .48
HAT Gy PEOMLE GET THE AIDS vias By Saafes FOOD Wit & Vs 1
PR Wi Mt AIDHE Y o 3
DONLUMRSW. oo B
HATA Cas PEOPLE GET THE AIDS viius By GETTING PUECTIONS s, ']
WITH & NEEDLE THAT Wik &L READTY USED BY &N BFECTED Mo 2
PR B e ) i az
DronT o k]
HAR 15 1T POSSIBLE POR & FEA THY-LOCSIHG PERSON TOHOE THE | Yes i
AIDS T Ho 2
DN’ krow:. a
HAG ki THE AJCES ViRrS BE TRANSIHTTED FROM & MOTHER TO & ves Mo DK
BB ..
HAS Dot PREGMANC YT During pregnancy’ . 1 z 8
HASH Coseres CeL e T During) delvery .., 1 b B
HAte, e SR e TFEE taras ¥ iy bredrefiesdng . 1 2 a
HATD IF & FEMALE TEACHER HAS THE AITKS. Wans BUT 15 jOT SacK, - ]
BHOULD! SHE BE SLLOVWED TO CONTIAE TEACHRG W SCHOMY | 0 a
DN POl BLERAIEpEnESs 8
HATT VWCAALD O B FRESH VEGETABLES FRIOM & SHOPKEEFEROR | Yes . |
VRN P POL O THAT THIS PERSON HAD Tre BI0OS o a
.,_ TR Al LA . A, ;
Do BRCiinod SLTRidepends | .8
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W.10: HIV/AIDS HA
12 1P & RAERESES OF vOUS F ALy BECANE IFECTED WITH THE Yis 1
AIDS VLIS WOLLD VLI WANT 1T 70 REMAIN & STCRET? M 2
DT endrmemil spidepends . ..
HAT3 IF & MEAMIER OF WORBL FARSL Y DIDCAME SICK WITH Tl AIDS Whal D i
VIRLES, WOLALD YU BE WILLING 0 CARE FOR HIM OF FER N Ha
o HHY
Dol kndranol Sreidepends EER ] |
HA ﬁ..?(m: n Section W.5): Tested for HIV during antenatal care?
D 5 = :
D No = Continue to HA15
HA15 1 ek NI AT T KHCRN THIE RESULTS, BUT HAVE vOUEVER YES i - 1
BEEN TESTED 6 SIE IF w8 M HIY, TR VIRLES THAT
HA1E 1 ol AT WARNT YEM2 T TIELL AT TR RESIATS OF THE TEST, Wi oL WL, |
BT HAYE WO BEER TOLD THE RESIATE? Mo P
HATT DD UL, WOUMSELP, A5K PO THE TEST, WS IT OFFERED TO UL LR ] T — |
YO ARD OU ACCERTED, O Was [T REGUREDT Offered and accepted 2 D
Required............... - |
HA1E AT THES THRE, B v eHERW OF & PLACE WHERE YOU CAN G0 | Yas B 1
TO ST RUCHATER TO REF UM TSI | i B [
HATD CITHsm THAM AT THE ARTEMATAL CLIKES, D0 WOL) BRONN OF & L A SR LY, |
PLACE WHERE 0L CH G0 TO GET & TEST T SEEIF vOUMIE | o 5
THE ARDS weLe

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

respondent -

respondent for spending time and providing valuable information; and go to the mext
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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nBIMICS unicef &

FORM-C: CHILD BELOW 5 YEARS

C.1: General Information ENGLISH

This FORM is to be administered 1o all mothers/caretakers [See Column HLS of HH Listing Form) who
care for a child that lives with them and is under the age of & years (See Column HLE of HH Listing
Form]. Use a separate Form for each eligible child.

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

DD [Child < 3 = 140ther = 2| D
i 000
UF4 | Child Mame & Line Mo DD

UFE | MothenCaretaker Name & Line No D D
UFT | Inderviewers Name & Code J.
UFE | Day/Monah/Yeas of inberview DD;DD;DDDD

LIFS Flersuit of ingerveiny 108 chaldiren under S5 1
Mol o 2

[Codes reder 1o mothericanesinie Foehazed 2

! Party completad a

incapaciaied 5

CHhsr [ Specify) [
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Read, if the respondent has not responded to anv other Forms

Infroduction/Consent

HELLO, MY NAMEIS(....... JAND | AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KNBS), NATROBL. WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WoOMEN, WITH UNICEF SUPPORT.
1 WoULD LIKE TO TALKE TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 20 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL EEMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS. DURING THIS TIME I WOULD LIKE TO SPEAK TO YOU ABOUT YOUR CHILDREN AND/'OR
CHILDEEM YOU TAKE CARE IN THIS HOUSEHOLD.

THE INFORMATION VOU PROVIDE WILL HELF THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND IMPLEMENTING DEVELOPMENT AL PROGRAMS,

MAY I START THE INTERVIEW KOW?
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LFD

WY WD LE T RS WOR SO CUESTIONS ARCUT THE MILALTH
OF EalH SHILD URDER THE AGE OF 5 i v CARE wWHCG LIVES WiTH

AN TrEs I

TR | WRATT T s TR BT | PR
I WHAT BACRITH ARDH YEAR WS (OIS BORNT
Probe:  WeAT 15 5MHER BIFRTHDA YT
D00 5 MESFHE AV & DIFTH CERTIFICATE Y

Diate af birth:

Dot keninwr The dary of erth..

[ e Ireoer \oaf elaiar Kiows Ihe exhel Barth dale, slso e
s ey, OfFerwise. cinche 98 Tor day) G DDD ]
UF11 | HOW Masy MONTHS OLD & (name? D ]
[Record age in completed months) Age in months
C.2: Birth Registration and Early Learn ER
& Cluestion Cipfions Skip
BR1 | DoES {novme) MavE A BRTH CEATIFCATEY Yes, seen | i=2BRL
Yes, not seen 2 0 BRS
Max | s=E T Ho...... |
DonThnow . ... .8
BR2 | Has (mame's) BIRTH BEEW RECIETERED WiTH THE CAL | Y85 .o mmmrmsrmresenss % 1 | 1=BRS
AUTHORITIES? Mo..... i
Dan't knaw B | B=BR4
BRI | WY IS (noume '5) DIRTH HOT REGESTEREDT Casls boo muich i, A |
st el too far e B
PROBE" Db vOU KNOW THAT A BIRTH HAS TOBE . :
RECZSTEREDT DND YOU TRY T REGISTER THiS D it knowe & should be regestered. ... 3
ONE? WHY DID YOU FAIL TO REGISTER THig parrw? | D9 not want 1o pay fine 4
Drpers. it 0w wvhzre: o rexgister .5
Cither |specify .8
Dhon't knemw 8
BR4 | Do v0OU ENOW HOW TO REGESTER YOUR CHLDS BIRTHY | Yes .. — 1
BRAA | Do vOU KNOW WHERE TO REGISTER YOUR CHLD'S B vt o et e T
BRS | check UF11 (age of the child): Child is 36-59 months old?
D Yes = Continue to BRE
D No = GotoBRS
BRE | DOES (ravme] ATTEMD ANy OROSMZED LEARMING OR | Yies i
EARLY CHLOHOOD EDUCATION PROGRAMME, SUCH A3 & | Ma LT 2 | :=BRT
KINDIERGARTEN G COMBUNITY CHILD CARET
BRT | WITHR THE LAST SEVEN DAYS, ABOUT HOW BLANY Skip to
HOURS 50 (rme) TTENC? e L0 e
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C.2: Birth Registration and Early Learning BR
BRTA | WHAT 15 THE MAIN REASON FOR (name) NOT No facility nearby. . L
ATTENDING ANY PRE-SCHOOL LEARNINGIEARLY The Eacslity i not 2
CHILDHOOD EDUCATION PROGRAM? ol ';Wﬂ AR
Mo money io pay the fEEE.I'E‘Il:EFtSNE L
Child B D00 YOUNMY. ... 1wiisisimmimsismerssiesrisrimr
Oiher (specify )...6
BRE | INTHE PAST 3 Davs, DID YOU OR AY HOUSEHCLD MEMBER
OVER 15 YEARS OF AGE ENOAGE N ANY OF THE
FOLLOMANG ACTIVITIES WHH{MHTEL
If yos, ask: WHO ENGAGED B THIS ACTIVITY WITH THE
CHILD - THE MOTHER, THE CHILD'S FATHER OR ANOTHER
ADULT MEMBER OF THE HOUSEHOLD (INCLUDNG THE
CARETAKERIRESPONDENT)?
_ C Cirgle all that apply. | Mother | Father Cihes Mone
BRAa | Reansooxs om ook aT pcruse sookswrw namerr | a8 L ]y ]
BRED | Tew stomes To (name)? A
E_F!EE_ SiNG SONGS WITH (name)? A | B RE T
BREd | TaxE (name) OUTSIDE THE HOME, COMPOUND, YARD OR " & % ¢
ENCLOSURE? 2 .
BRBe | PLav witi (name)? A | B X 3
BRE | Spenp T wm{nm}mum COUNTING, ANDIOR A & % "
DRAWING THNGS?
C.3: Vitamin A VA
# Cluestion Options Skip
WA Has (name) EVER RECEIVED A VITAMIN A CAPSULE i i
(SUPPLEMENT)LKE THISONET | T8
No 2 2= (C.4)
SHIW CAPSULE OR DESPENSER FOR DIFFERENT DOSES:
100,000 1) FoR THosE 6.1 wonmrs cxp. (BLuelYEwow) | Child below 8 months oldcvnwnd | 3% (C4)
200,000 1L Fos THISE 12-59 MONTHS LD [RED) Den't know 8= (C4)
WA2 HOW MANY MONTHS AGO DiD {Rame) TAKE THE LAST
DI]
Dont know .
VA3 | WHERE DID (name) GET THIS LAST DOSE? mMmmmm:mra:-y.. I
Sick child visit 1o health ey 2
Mationa Immamization/it, A Campaign .3
Cher (Spetity ). B
D't ke B
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C.4: Breastfeeding
-3

Question

BF1

Has (name) EVER BEEN BREASTFEDT

[ | — PESERLT R
Ha

Don't know

2= BF3
= BF3

BFia

HOW LONG AFTER BIRTH WaS (nome) PUT TO THE
BREAST FOR THE FIRST TREY

Immediately aflerbirth._...__

BF3

15 HE/SHE STILL BEING BREASTFEDY

1= BF2b

= BF3

BF2a

FOR HOW MANY MONTHS DID (namie) BREASTFEED

Months...,
Do’ lonow

Skip to
BF3

BFZb

SINCE THES TIME YESTERDAY, HOW MANY TIMES MAS
(Parme) BREASTFEDY

(i answer is nol numerne, probe for approamate

niwmber)

BF3

-----------

SINCE THIS TIME YESTERDAY, i) HE/SHE RECEWVE ANY OF THE FOLLOWING.

{Read each item aloud and record response before p
ftem

"1 BF3A VT, MnERAL SPREMBTS CRMEDICNE?
BF 38 Pramwarer?

BF3C. SWEETENED, FLAVOURED WATER OR FRIAT JRCE OR
TEA OR INFUSIDN?

BFID. (AaL FEHYDRATIN SOLUTION (ORS)?

] BF3E. Iwrant FC;MI.U.?

BF 3G, ANy OTHER LIDUDS?

EF.EIH Su.b'm :im:uqmr}m*

Yes —
1 2
1 s

1

1

roceeding o the nextifemn)
. Ne

_.
L
BEDRE DRI RI DR
[
1 i |

o Eimm | @

11111111111111

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

Yes = Continue to BFS
|:| .
[] No or DK = Next Section (C.5)
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C.4: Breastfeeding BF
it Question Options Skip
BFS | SINCE THIS TIME YESTERDAY, HOW MANY TIMES DID
(name) EAT S0LID, SEMISOLID OR 30FT FOODS OTHER ,
THAN LIQUIDS? Mo, of times ..., bt
Don't know 8
{if 7 or more limes, record 7)
BFSa | ATWHAT AGE DID (name) START RECIVING WATER
OTHER THAN BREASTMILK? : D
Age in months
{if 7 or more months old, record T) BT R o5l
BFAb | AT WHAT AGE DID (name) START RECIVING S0LID OR
SEMI-S0LID FOODT )
Ageinmonths .o
(If 15 or more monihs old, record 15) Dentimew .o nianii. . T
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C.5: Care of Childhood lllness cl
# Quastion Options Skip |
CA1l HaS (name) sAD DIARFRHOES B THE LAST TWOWEEKS, | 188 i )
THAT 15, SINCE [0y of [he wesk) OF THE WEEK Mo 2 2 AN
BEFORE LAST? Don't knew 8 B CAS
{Cvarrhoea s delemned as perceived by mother o
caretaker, of a8 vee of more foose or waery
sools per day, of lood in sl
CAZ DHURING THES LAST EFS0DE OF DIARAFCEA, DID (mvme) DRINK ANY OF THE FOLLOAWING
........... Read each item aloud and record response before proceeding fo the nextdem. ]
......... . s, I Yoz o L
A, A FLUND MADE FRACK & SPECIAL PACKET CALLED [ocal | 2 B
__________ rate O CHRLS pneied Sodution?
CAZD. GOVDRNMENT-RECOMMENDED HOMEMADE FLLEDT i 2 B
4 Anﬂﬂﬁll.l.n:rl'ﬂﬂ? 1 1 E
A3 Dimibd (mamee's) ILLNESS, DiD MEISHE Dbl WCH Much less ornone...... i izl
LESS, ABOUT THE SAME, DR MORE THAN USUALT About the same (o somewhal less) .
Dion't know g
CAs4 DuURING (Pame's) ILLNESS, DID MEISHE EAT LESS, WOR e s e
ABOUT THE SAME, OR MORE FOCD THAN LISUALY Mochiese .o neannnin il
Somewhatbess ..l
If “less”, probe. About tve BaME ...
MUCH LESS OR A LITTLE LESST More 5
CAL HAS (name) MaD AN ILLNESS WiTH & COUGH AT ANY (. P SRR TTE PO T ST R L,
TIME IM THE LAST TWD WEEKE, THAT I3, SINCE (day of Ha 2 2=CAN2
fhve waeek ) OF THE 'WEEK BEFORE LASTY Don't know.. B B A2
AR WWHEN [narmeé] HAD AN BLNESS WITH & COLGH, DiD B ey e )
HE/SHE BREATHE FASTER THAN LISUAL WITH SHORT, Mo 2 2R 2
CHACK BREATHS OR HAVE DIFFICULTY BREATHING? Don's Kisini 5 B AL
CAT 'WERE THE SYMPTOMS DUE TD A PROBLEM IN THE Problem in chest 1
CHEST OR A BLOCKED NDSE? Blacked nose 9 T8 R )
Bath 3
Other (specify )8 &5 CA12
Dontknow. ... B
CAR [hD YU SEEX ADVICE OR TREATMENT FOR THE ILLNESS | Yes 1
DUTSIDE THE HOMET Mo 7 25 A0
Don’t know & B=CA1TD
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Z.5: Care of Childhood lliness Cl
L] Froi wHERE DiD YOU SEEK CARET Bublic sector
Govt Pempited A
ANTHHERE ELFET Govt. heaith centre ]
Gove, Feeaith posd c
[Carcle all prowiders mentoned, illage heal worker [}
but cho NOT prompt with any suggesbons] Mobieoufreach clnic E
OMher public [specify i H
[if source is hospital, health cender, or clinic, write
the name of the place below, Probe 1o identify the | ©TaRe ospialicin :
type ol souwrce and crcle he appropriake code | Privale pirysician )
Ciherprvmefspecty ) o
{MaME OF PLACE] Ol OUFCH
Radative of inend [
Shop 2
Tradtonal practionsr ... ]
CHher (specily X
CAID | Was [name] GRVEN MEDUCINE TO TREAT THES ILLNESST | Yes 1
MO, e . 2 = CA2
Dont know ........... L A b H] B T2
CATT | WHAT WEDICINE WAS (Rame) GVEN? Rrtitechic i #,
Parace ol anacol’' A cetarmnopheen [
{Circle ol medicanes given) Aspanin PF A L]
I gproapden =
CHhET [ Sy X
DonT b Fd
CaTd -'MUF!i:'ﬂH‘H'ﬁmm - :
Oves = continue to ca13
~ |One  =cata . .
CATI | THELAST TIME [Rams) PASSED STOOLS, WHAT WAS Child usesd iodetiainne o
DONE TO NSPOSE OF THE STOOLE? Prtfrirgaes indo bodlef oF Latrine 144
Pulfrinsssd inlo drain or ditch 03
Thwrmwn inilo Qartage |solid asie) 04
Bumed. .
Lef in he apen i
CHhE (Sl o
Domlonow ... 94
Cal4 [Ask OMNLY ONCE for cach mother! carefaker] Child mof abie o drink o breasSieed A
Child] DTS SaCieT, B
SOMETIMES CHILDREN HAVE SEVERE LLNESTES aND Child cevelops 2 ever C
SHCANLD BE TASES SIS CALTELY TO & HEALTH PACRITY Child has fast breathing o
WHAT TYPES OF SvidPTORE #A0ILD CALIEE v Td TAKE Child hias (STcull Dreathing E
WOLIR CHILD TO & HESLTH FACILITY FOGHT AWAvT Clliel et Bitod it 2ol F
Chld =5 drinindg pooiy L
|Eeep asking for mone signs o symploms untd the B (specty )oK
matherficaretaker cannot recall aemy addisonal Other v
SYMpioms. Gincks all Sympams Mmenloned] APy 1
CHherd | speciy
JCor Frst proenpl with any Sapgestons)
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ML

C.6: Malaria
]

"MLY

Question
M THE LAST TWO WEEKS, THAT I3, SINCE (day of ihe
week) OF THE WEEK BEFORE LAST, HAS (navme) BEEN
ILL WATH A FEVERY

Na

Don't’ know

2%ML10
BetMLTD

ML2

Wit (name) SEEN AT & HEALTH FACILITY DUSHNG THIS
ILLNESS?

Don't’ know

2o MLE
B MLG

[ ML3

DD {name) TAKE & MEDICINE FOR FEVER CF) MALARLA
THAT WAS PRCVIDED OR PRESCRIBED AT THE HEALTH
EACILITY?

Yis
Ne
Don't know

22MLS
B=MLS

WiHAT MEDICINE DID (name) TAKE THAT WAS PROVIDED
Of PRESCRBED AT THE HEALTH FACILITY?

[Circle all medicings mentioned]

Anii-matgrals:

Amodiaquine
Anemesinin-based combinations ..
Other anti-malarial (specify ).
Ciher medications

ParacetamolPanadol’Acetarminophen. ..,

Aspirin 2 i,

Oither {specify )i

oD W

MLS

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

es

Ne..
Dan't’ know

T=MLY
2% ML3
B=+MLA

MLE

WS (name) GIVEN MEDICINE FOR FEVER OR MALARIL
DURBG THIS ILLNESST

Dont’ know

Ry o= | e R o= | Py

2o MLE
B ML

MLT

WHAT MEDICINE WAS (name) GIVENT

[Cirede afl medicines given Ak o see the
medication if type is nol known. If ype of
miedication is sl not determined, show fypical anfi-
malanalz b respondent |

Anti-mdglarals:

Chioroquing ...
Aremisinin-based combinations .
Other anti-malarial (speciy ).
Diher medications

ParacetamolPanadol/Acetaminophen. .

Aspirin, il :
Ibuproden ..o

Oither (speciy i

ITmEeE o @

el
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C.6: Malaria

ML

# Question |

= Guestion _____ Options
"MLB | Check ML4 and/or MLT: Anti-malarial mentioned (Codes A-H)?
D Yes = Continue to ML9

[] No= ML10
MLS | HOw LONG AFTER THE FEVER STARTED DID {name) Same day ... 0
FIRET TAKE (name of anfi-malanal from ML4 or Next day 1
A7) & days afer the fever 2
[If multiple anti-malarials mentioned in ML4 or ML7, | © 93Y5 ater the fever ... fee
name all ant-malanial medicines mentioned) 4 or more days after the fever 4
[Record the code for the day on which the first anti- | DK B
malarsal was given]
MLIO | Deb (mame) SLEER UNDER A MOSOUITO NET LAST Vi 9
HIGHT?
No.... 2
Don't koW .
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C.7: Child Immunization IM
£ | Question | Options | skip
if an Immunization card s avallable, copy the dates in IM2-IMEb for each type of immunization or vitamin
A dose recorded on the card. M is for recording vaccinations that are not recorded on the card, IM10-
IM17 will only be asked when a card is not available,
M1 IS THERE A VACCINATION CARD FOR {name]7 Yies, seen 1
Yes, not seen 2 210
Ho 3 =110
[a) Copy dmes for each vaccmaln fom the card Dipte: 6 Mnenunization
[ Write '44" in day cohemn if card shows that ot
vaccination was given but no date recorded, Doy )
ka2 BCG BCG
IM3a | Poso 0 T
IM3b | Polio 1 OFY 1
M3 | posoz oY 2
IM3d | posioa ooy 3
IMda | DPT - HepB + Hity 1 [Pentavaient 1) DPT 1
IM4b | DT - bepB + Mty 2 [Pentavalent 2) OPT 2
IM4c | OPFT - HepB + Hib: 3 (Pentavalent 3) OPT 3
MG Kaasies jor MKE) Meashoy
M7 Yelloww feves W Fever
IM3a Wilarnin & (1) Vil A
IM8b | vitamin A (2) W A2
T3] Ibi ADDITR TO THE WACTTRATIONS AND ATAL A CAPTRES N it o o R b 29
mmﬂﬁ-miﬁﬂﬂfﬂﬁ {Probe for vaccnalions and wiile 56’ in he
CAMPASGHT OF INMUNTATION DAYST o IR} a2y mmm‘mmm
[Recomd “¥es' only if respondant mentons BCG,
OPV 0-2, DPT 1-3, Measles or Vitamin A p 2 | 2em19
supplements | Row’t know 8 |aemis
IS 10 HAS {ime ) EVER RECETVED AMY 'V ACCINATIONS TO PREVENT Yk 1
HIMHIER PROM GETTPG MSEASES, TCLUDING VACTIATIONS
RECENED I & CAMPAIGH O INNLMLEATION DY) Mo 2 ol
Dion't Knices g = i1
| ThR Has {name) EVER BEEM GIVEN & BCG VACCRMATION AGARST b= I |
TUBERCULODS — THAT 15, &AM BLIECTICM IN THE AFM OR . 3
T e i i N
DionT inow. B
(12 Has {name) EVER BEEN GIVEN ANY “VACCIHATION DROPS IR | Yieg ; I
THE BOUTH TOPROTECT HBATHER FROM GETTING DISEASDS —
b gl [T 2 2= IS
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C.7: Child Immunization

T S ] BTG
13 HOW CLD WAS (e ) WHEM THE FIRST DOSE WAS Jusl @er Binlh JaniPan P weaka) 1
GIVEN = JUST AFTER BERTH (WITHIN TWO WESKS ) OR Lavbesr
LATERY
14 HOwW MANYT TIMES [aume) BEEN GIVEN THESE DROPST D D
Mo of Hmes e
15 Has (mame) EVER BEEN GIVEN  DPT! HepB! HiB Yes
VACCIMATION MUIECTIOMNS" — THAT 15, AN INJECTION IN M Ak _2 25T
THE THIGH ARD BJTTOOS — TO PREVEMT HBMHER C S B I T
FROM GETTESE TETANUS, WHODP S COLHGH, o o T
CHPHTHERLA, HEPATITES B, HAFMOSRLLIS IRFLLIENTAT
TVPE B
MEIEEGNEH AT THE SAME TIME AS POLIO.
MG HOn AN THNES T
AT Has (mame) EVER BEEN GIVEN "MEASLES VACTINATION
NJECTIONE" OR MM = THAT &5, A SHOT M THE ARM AT
ol AGE OF T MOMTHS OFf OLOER - TO PREVENT
AT FROM GETTMG EaSLEST
18 HAS [rame) EVER BEEN GREN “YELLOW FEVER Yes . ey
WVASCRATION BUBCTEOME™ — THAT iS5 A SHOT i Tl Mo 2
ARM AT THE AGE OF 9 MONTHS OF OLDER - TD PREVENT K
HIMIHER FRIOM GETTING YELLOW FEVER? Dont knowr 8
SOME TINES GIVEM AT THE M‘I'IIE-I'IE_HEH.H.E-E
LRk PLEASE TELL ME. IF {naemie ) HAS PARTICIPATED 4 ANY
OF THIE FOLLOWSO CAMPAIGNS, MATIONAL Yes Mo Dk
IMMLIZATION DAYE ANDNDR WTTAMIN & Of CHILD
- FI'EF‘LJH m"s: R L L T T T I
IM14 LD HEALTH Dwrs, "l"IT A CARPANGN ] & 8
IMI19E HE.HELEEE"-"ITM«I ﬂCﬂHP‘-\}GH i
[ETRETS C-trI:I.I:I-HEALTH‘DA'r’E VI A& DEWDHHH’ELIH-F'AB#
V20 Does another eligible child reside in the HH for whom this respondent is
mother/caretaker? Check HH listing, column HLE.
D 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/er cooperation.
If this the last eligible child in the HH, go on to Anthropometry Section (C.8).
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C.8: Anthropometry AN

i | Question | Options [ skip

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

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

D No = END
AM-B | Name and Ling Number of the Child I:I D
Line Murmbsar v reermrrmrergt
AN1 | Child's weight D D EI
Kilograms (Kg) ' .
ANZ ] Child's length or height. Check age of chlh:l in UF11:
D Child age below 24 months =
Measure length {lying down). D D D D
Lying down
| L child age 24+ months = el
Measure height (standing up). |:| |:| |:| |:|
| ght | g up) Standing ...
AN3 | Measurerfinvestigator identification code D D
Measurer Code . s
AN4 | Resull of measurement Measured 1
Mot present._ 2
Fefused 3
Cithers (Specity) f

ANS | Is there another child in the HH who is eligible for measurement?

D Yes = Record measuraments for next child.

D Mo = End the interview with this household by thanking all participants for their
cooperation.

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