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Foreword

The Tharaka Multiple Indicator Cluster Survey (MICS) 2008 is one of a few district level sample surveys
conducted in the district. The survey covered 1,200 households selected using appropriate statistical
procedures.

The objective of the district level MICS was to provide estimates relating to the well being of children and
women at district level, to enable policymakers, planners, researchers and program managers 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, and HIV/AIDS and
orphans was collected.

The results indicate a high incidence of stunting. Infant and child mortality in Tharaka district is moderately
high. The proportion of fully immunized children under five was low.

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

st

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

The Tharaka District Multiple Indicator Survey
(MICS) is a representative sample survey drawn
using the 1999 Census of Kenya Enumeration
Areas (EASs) as the sampling frame. The 50 EAs
were sampled using the probability proportional
to size (PPS) sampling methodology, and
information from a total of 1,200 households
were collected using structured questionnaires.
The Tharaka 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,
one strata with households having 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 67 per
1,000 live births and infant mortality rate is 45
per 1,000 live births.

Nutritional Status and Breast-
feeding

The proportion of undernourished (severely
or moderately underweight) children age 6-59

months in Tharaka was 21 per cent. Proportions
of stunted and wasted children were 29 and six
per cent, respectively.

Children who are timely breastfed (given breast
milk within an hour of birth) were 70 per cent
and 38 per cent of those aged 0-5 months are
exclusively breastfed.

The proportion of children weighed at the time of
birth stood at 56 per cent.

The households that were using iodized salt for
cooking were 94 per cent.

Immunization

The children age 12-23 months who received full
vaccination (BCG, 3 doses of Polio, 3 doses of
DPT+HepB+Hib and measles) before reaching
age 12 months were62 per cent.

BCG was reportedly given to 94 per cent of
children aged 12-23 months while measles
vaccine was received by 76 per cent.

The mothers who gave birth during the two years
preceding the survey and received tetanus toxoid
(TT) injection were 72 per cent.

Care of illness

The reported prevalence of diarrhoea during the
last two weeks preceding the survey for children
aged 0-59 months stood at 14 per cent. During
this period, 47 per cent of children with diarrhoea
received oral re-hydration therapy and eight per
cent reported home management of diarrhoea.

There were children reported to have had
suspected pneumonia and of this 52 per cent
sought treatment and 49 per cent were given
antibiotic treatment.

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

In Tharaka district, 72 per cent of the households
have at least one insecticide treated mosquito
net, and 52 per cent of children below 5 years
sleep under a treated net.

Twenty per cent of children under five with fever
during two weeks preceding the survey were
given an anti-malarial treatment.

Seventy one per cent of women who had given
birth during two years preceding the survey
reported having taken medicine to prevent
malaria during pregnancy.

Water and sanitation

The proportion of Tharaka population using
drinking water from an improved source was 22
per cent and 54 per cent are reportedly treating
the drinking water. Forty seven per cent of
the households take more than an hour to get
drinking water, with 71 per cent of the women
engaged in this activity.

Twenty two per cent of the population is using

improved sanitation facilities and in 90 per cent
cases, child stool is disposed safely.

Reproductive health

The total fertility rate in Tharaka for the 3-year
preceding the survey is 5.1 children per woman.
Teenage pregnancy is 10 per cent, i.e., proportion
of women aged between 15-19 years who have
begun child bearing.

Ninety one per cent of mothers who gave birth
in the past 2 years had an antenatal check-up,
however 48 per cent are assisted during delivery
by unskilled personnel.

Education

About 83 per cent of the primary school entry
age children are attending primary school. The
net primary school attendance rate is 86 per cent
and that of secondary is only 11 per cent. Female
adult literacy rate in Tharaka is 81 per cent.

Child protection

Only 36 per cent of children under-five in Tharaka
have their births registered. Slightly higher than
one in every five (20 per cent) children age 5-14
years in Tharaka are engaged in child labour. A
very high proportion (91 per cent) of children
age 2-14 years received any psychological or
physical punishment during one month prior to
the survey.

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

Seventy one per cent women aged between 15-
49 years in Tharaka had some form of FGM/C.
Among the daughters, 14 per cent had some form
of FGM/C, of whom five per cent had an extreme
form of FGM/C.

Only five per cent of women who have heard
of FGM/C believe that the practice should be
continued.

Fifty nine per cent of the women in Tharaka
district support wife beating under various
circumstances. For example, 32 per cent of
women believe that a husband can beat his wife if
she goes out without telling him. Another 47 per
cent would support wife beating if she neglected
children.
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HIV and AIDS

The percentage of women aged between 15-
24 years in Tharaka who have comprehensive
knowledge about HIV prevention was 22 per
cent. The proportion of women with knowledge
about mother-to-child transmission of HIV was
more than 90 per cent.

Fifty nine per cent of women aged 15-49 years
reported that they had been tested for HIV.
Seventy seven per cent of women who delivered

a child in the last 2 years received counselling
on prevention of mother-to-child transmission of
HIV and 85 per cent had the HIV test done.

Orphans and vulnerable
children

Seven per cent of the children below18 years are
not living with any biological parent. Ten and six
per cent of the children in the same age group are
vulnerable and orphans, respectively.
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Summary Table of Findings

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

MICS MDG
Topic Indicator  Indicator Indicator Value & Unit
Number Number
CHILD MORTALITY
Child mortality 1 13 Under-five mortality rate 67 per
thousand
2 14 Infant mortality rate 45 per
thousand
NUTRITION
Nutritional Underweight prevalence (below -2 SD) 21.1  per cent
status Stunting prevalence (below -2 SD) 287  per cent
Wasting prevalence (below -2 SD) 56  per cent
Breastfeeding 45 Timely initiation of breastfeeding 70.6  per cent
15 Exclusive breastfeeding rate 39.7  per cent
16 Continued breastfeeding rate
at 12-15 months 96.1 per cent
at 20-23 months 65.3 per cent
17 Timely complementary feeding rate 732 per cent
18 Frequency of complementary feeding 53.9  per cent
19 Adequately fed infants 409  per cent
Salt iodization 41 lIodized salt consumption 93.5  per cent
Vitamin A 42 Vitamin A supplementation (under-fives) 344  percent
43 Vitamin A supplementation (post-partum 474  per cent
mothers)
Low birth weight 9 Low birth weight infants 8.2  percent
10 Infants weighed at birth 55.5  per cent
CHILD HEALTH
Immunization 25 Tuberculosis immunization coverage (by 12 94.0  per cent
months)
26 Polio immunization coverage (by 12 months) 76.3  per cent
27 DPT immunization coverage (by 12 months) 82.6  per cent
28 15 Measles immunization coverage (by 12 764  percent
months)
31 Fully immunized children (by 12 months) 619  per cent
Tetanus toxoid 32 Neonatal tetanus protection 70.7  per cent
Care of illness 33 Use of oral rehydration therapy (ORT) 32.7  per cent
34 Home management of diarrhoea 8.0  percent
35 Received ORT or increased fluids, and
continued feeding 162  percent
23 Care seeking for suspected pneumonia 522 per cent
22 Antibiotic treatment of suspected pneumonia 485  per cent
Solid fuel use 24 29 Solid fuels 99.6  per cent
Malaria 36 Households having insecticide-treated nets 723  per cent
(ITNs)
37 22 Under-fives sleeping under insecticide-treated = 522  per cent
nets
38 Under-fives sleeping under mosquito nets 52.6  per cent
39 22 Antimalarial treatment (under-fives) 271  per cent
40 Intermittent preventive malaria treatment 70.8  per cent
(pregnant women)
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MICS MDG
Topic Indicator  Indicator Indicator Value & Unit
Number Number
ENVIRONMENT
Water and 11 30 Use of improved drinking water sources 221  per cent
Sanitation 13 Water treatment 542  per cent
12 31 Use of improved sanitation facilities 18.0  per cent
14 Disposal of child's faeces 90.3  per cent
REPRODUCTIVE HEALTH
Contraception 21 19¢ Contraceptive prevalence 37.6  per cent
and unmet need 98 Unmet need for family planning 3.2  percent
Maternal and 20 Antenatal care 90.1  per cent
newborn health 44 Content of antenatal care
Blood test taken 849  per cent
Blood pressure measured 87.7  per cent
Urine specimen taken 64.0  per cent
Weight measured 90.0  per cent
4 17 Skilled attendant at delivery 522  per cent
5 Institutional deliveries 521  per cent
Total fertility rate 51  Rate
EDUCATION
Education 52 Pre-school attendance 24.6  per cent
55 School readiness 89.0  per cent
54 Net intake rate in primary education 452  per cent
55 6 Net primary school attendance rate 85.8  per cent
56 Net secondary school attendance rate 114  per cent
Adult literacy rate (female) 81.1  Per cent
CHILD PROTECTION
Birth registration 62 Birth registration 35.9  per cent
Child labour 71 Child labour 195  per cent
72 Labourer students 946  per cent
73 Student labourers 19.6  per cent
Child discipline 74 Any psychological / physical punishment 88.1  per cent
Early marriage 67 Marriage before age 15 5.8 per cent
and polygyny Marriage before age 18 251  per cent
68 Young women aged 15-19 currently 85  percent
married/in union
Female  genital 66 Approval for FGM/C 5.0 per cent
mutilation/ 63 Prevalence of female genital mutilation/cutting 71.3  per cent
Cutting (FGM/CQC)
64 Prevalence of extreme form of FGM/C 5.8 per cent
65 FGM/ C prevalence among daughters 13.5  per cent
Domestic violence 100 Attitudes towards domestic violence 59.3  per cent
HIV/AIDS, SEXUAL BEHAVIOUR, AND ORPHANED AND VULNERABLE CHILDREN
HIV/AIDS 82 19b Comprehensive  knowledge about HIV ~ 21.8  per cent
knowledge and prevention among young people
attitudes 89 Knowledge of mother- to-child transmission of ~ 97.2  per cent
HIV
86 Attitude towards people with HIV/AIDS 80.9  per cent
87 Women who know where to be tested for HIV 871  per cent
88 Women who have been tested for HIV 58.5  per cent
90 Counselling coverage for the prevention of 76.8  per cent
mother-to-child transmission of HIV
Xiv Summary Table of Findings




MICS MDG
Topic Indicator  Indicator Indicator Value & Unit
Number Number
91 Testing coverage for the prevention of mother- 848  per cent
to-child transmission of HIV
Support to 75 Prevalence of orphans 9.9 per cent
orphaned  and 78 Children’s living arrangements 6.9  per cent
Z}l: illrcllerl;zfle 76 Prevalence of vulnerable children 59 per cent
77 20 School attendance of orphans versus non- 0.9  ratio
orphans
81 External support to children orphaned and 422  per cent

made vulnerable by HIV/AIDS

Summary Table of Findings
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Introduction 1

1.1 Background

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

In signing these international agreements, governments committed themselves to improving conditions
for their children and to monitoring progress towards that end. UNICEF was assigned a supporting role in
this task (see Box 1 below).

Box 1: A Commitment to Action: National and International Reporting
Responsibilities

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

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

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

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

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

Similarly, the Millennium Declaration (paragraph 31) calls for periodic reporting on
progress:

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

Proper monitoring and evaluation of targeted projects and programmes by the government and
development partners requires a wide range of data to track progress towards achievement of desired
outcomes. In this respect, MICS data from the district will be helpful in appraising national programmes
such as the Medium Term Plan (MTP) 2008-2012, Kenya Education Sector Support Programme (KESSP)
2005-2010, and Vision 2030 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.

Results from the MICS 2008 for Tharaka district of Eastern Province are presented in this report.

1.2 Survey Objectives

The 2008 Tharaka district Multiple Indicator Cluster Survey had the following as its primary objectives:

» To provide up-to-date information for assessing the situation of children and women in Tharaka
District;

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

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

2.1 Sample Design

The sample for the Tharaka 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
was selected in two stages. At the district level, 50 clusters (census enumeration areas) were selected with
probability proportional to size. Household listings were then drawn up within the selected enumeration
areas, followed by the stratification of households into two groups. The first stratum had children below
3 years of age while the second did not have children below 3 years of age. A systematic sample of 16
households from the first stratum and 8 households from the second stratum was drawn using a random start.
The sample was stratified and but not self-weighted. However, for reporting the results, sample weights are
used. A more detailed description of the sample design can be found in Appendix A.

2.2 Questionnaires

Three sets of questionnaires were used in the survey: 1) a household questionnaire 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 years living in the household.
The questionnaires included the following modules:

The Household Questionnaire included the following modules:
e Household Listing

*  Education

e Water and Sanitation

e Malaria-related questions

*  Child Labour

*  Child Discipline

e Salt lodization

The Questionnaire for individual women was administered to all women aged between 15-49 years
living in the households, and included the following modules:

e Child Mortality

e Tetanus Toxoid

e Maternal and Newborn Health

e Marriage and Union

e Contraception

e Attitudes Towards Domestic Violence

e Female Genital Mutilation/Cutting

e HIV knowledge

The Questionnaire for children under five was administered to mothers or caretakers of children under
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:

»  Birth Registration and Early Learning
e Child Development

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

e Breastfeeding

e Care of lliness
 Malaria

¢ Immunization
*  Anthropometry

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

In addition to the administration of questionnaires, fieldwork teams tested the salt used for cooking
in the households for iodine content, and measured the weights and heights of children aged between 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 in practice interviewing
in different locations of Embu district.

The household listing was carried out by 3 teams. Each team comprised a lister and mapper. These
three teams were supervised by the District Statistical Officer (DSO) and the whole listing operation was
being monitored by the district co-ordinator from the KNBS headquarters.

The data were collected by 2 teams; each comprised 3 interviewers, one driver, one editor/measurer
and a supervisor. Fieldwork began towards the end of June 2008 and ended 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 performed, with the whole process being 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.

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

3.1 Sample Coverage

Of the 1,200 households selected for the sample, 1,195 were found to be occupied. Among these,
1,135 were successfully interviewed yielding a household response rate of 95 per cent. In the interviewed
households, 1,296 women (aged 15-49) were identified. Information was collected from 1,195 women in
these households, yielding a response rate of 92 per cent. In addition, 1,169 children under age five were
listed in the household questionnaire. Questionnaires were completed for 1,149 of these children, which
corresponds to a response rate of 98 per cent. Overall response rates of 88 and 93 per cent were realised for
the women’s and under-5’s interviews respectively (see Table 3.1).

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

Number of households, women, and children under 5 by results of the interviews,
and household, women's and under-five's response rates, MICS Tharaka district,

2008

Number of households

Sampled (Hs) 1,200
Occupied (Ho) 1,195
Interviewed (Hj) 1,135
Response rate (H.) 95.0

Number of women

Eligible (We) 1,296
Interviewed (W) 1,195
Response rate (W) 92.2
Overall response rate (W) 87.6

Number of children under 5

Eligible (Ce) 1,169
Information collected (C;) 1,149
Response rate (C;) 98.3
Overall response rate (Co) 934

H: =Hi / Ho (where Hois HH8 =1, 2, 3 or 6)

W:r=Wi/ We; Wor = Wr X Hr

Cr=Ci/ Ce;Cor=CrXHr

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 age and sex distribution of the survey population is provided in Table 3.2 (HH.2). The distribution
is also used to produce the population pyramid in Figure 3.1. In the 1,100 households successfully
interviewed in the survey, 5,494 household members were listed. Among these, 2,722 were males and
2,772 were females. The population pyramid shows a high proportion of the elderly (70+). The proportions
of females in the 15-19 and 40-44 age brackets are also less than those of males in the same age categories.

The age distribution in Table 3.2 (HH.2) shows that; 44 per cent of the population is below 15 years of
age; 51 per cent is aged between 15 and 64 years; and those aged 65 years and above are about five per cent.
The child population aged 0-17 years is 50 per cent. This highlights a high dependency ratio and underlines
the need for interventions targeting the well-being of children.
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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 Tharaka district, 2008
Males Females Total

Number Per cent Number Per cent Number Per cent
Age
0-4 415 15.3 413 14.9 828 15.1
5-9 417 15.3 410 14.8 827 15.0
10-14 357 13.1 386 13.9 743 13.5
15-19 324 11.9 244 8.8 568 10.3
20-24 251 9.2 256 9.2 507 9.2
25-29 183 6.7 210 7.6 393 72
30-34 155 5.7 175 6.3 330 6.0
35-39 122 45 154 5.6 276 5.0
40-44 110 4.0 80 2.9 189 34
45-49 75 2.8 104 3.7 179 313
50-54 68 2.5 86 3.1 153 2.8
55-59 58 21 67 24 124 23
60-64 45 1.7 53 1.9 99 1.8
65-69 28 1.0 37 13 66 1.2
70+ 97 3.6 95 3.4 192 3.5
Missing/ DK 15 *) 4 *) 20 *)
Dependency age groups
<15 1189 43.7 1208 43.6 2398 43.6
15-64 1391 51.1 1428 5)[85) 2819 B3
65+ 126 4.6 132 48 258 47
Missing/DK 15 *) 4 *) 20 *)
Children aged 1384 50.8 1374 49.6 2758 50.2
0-17
Adults 1338 49.2 1398 50.4 2737 49.8
18+ /Missing/D
K
Total 2722 100 2772 100 5494 100

Table 3.3 (HH.3) provides basic background information on the households such as mean household
size, sex of the household head and number of household members. The weighted and un-weighted numbers
of total households are equal, since sample weights were normalized (see Appendix A).
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Figure 3.2: Age and Sex distribution of household population, MICS Tharaka district, 2008
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Table 3.3 (HH.3): Household composition

Percentage distribution of households by selected characteristics, MICS Tharaka district, 2008

Number of households

Characteristic Weighted percentage Weighted Un-weighted
Sex of household head

Male 74.7 848 895
Number of household members

1 5.5 63 39
2-3 25.1 284 245
4-5 33.2 377 389
6-7 23.3 264 294
8-9 9.5 108 125
10+ 3.4 39 43
Mean household size 4.84 NA NA
Total 100 1135 1135
At least one child aged < 18 years 79.1 1135 1135
At least one child aged < 5 years 50.8 1135 1135
At least one woman aged 15-49 years 79.3 1152 1152
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In Tharaka district, 25 per cent of the households are headed by females, 51 per cent have at least one
child below 5 years of age, and 79 per cent have at least one child below 18 years of age. About four out of
five households have at least one woman in the reproductive age group 15-49 years. The mean household
size in Tharaka district is 4.8 persons.

3.3 Characteristics of Female Respondents

Table 3.4 (HH.4) provides information on the background characteristics of female respondents aged
15-49 years. The total number of weighted and un-weighted observations is equal, since sample weights
have been normalized (standardized). In addition to providing useful information on the background
characteristics of women, the table also shows the number of observations by background characteristics.
These categories are used in the subsequent tabulations in this report.

The table includes information on the distribution of women according to age, marital status,
motherhood status, education* and wealth index®. Overall, 59 per cent of the women aged 15-49 years in
Tharaka district were currently married and another 28 per cent were never married or in union. Seventy
two per cent have ever given birth, while 78 per cent have primary level of education. The household
wealth index categories shows that 45 and 44 per cent of women belong to low and medium wealth index
categories, respectively.

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

5 Principal components analysis was performed by using information on the ownership of household goods and amenities (assets) to assign weights to each household
asset, and obtain wealth scores for each household in the sample. (The assets used in these calculations were as follows: number of sleeping rooms, type of floor, type
of roof, type of walls, type of fuel used for cooking, electricity, radio, television, telephone (mobile or land line), refrigerator, computer, internet connection, watch,
bicycle, motorcycle or scooter, animal drawn cart, car or truck, boat with motor, source of drinking water and type of sanitation). Each household was then weighted
by the number of household members, and the household population was divided into three groups, based on the wealth scores of households they were living in. The
wealth index is assumed to capture the underlying long-term wealth through information on the household assets, and is intended to produce a ranking of households
by wealth, from poorest to richest. The wealth index does not provide information on absolute poverty, current income or expenditure levels, and the wealth scores
calculated are applicable for only the particular data set they are based on. Further information on the construction of the wealth index can be found in Rutstein and
Johnson, 2004, and Filmer and Pritchett, 2001.
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Table 3.4 (HH.4): Women's background characteristics
Percentage distribution of women aged 15-49 years by background characteristics, MICS Tharaka district, 2008
Number of women
Characteristic Weighted percentage Weighted Un-weighted
Age
15-19 18.4 220 179
20-24 19.0 227 255
25-29 17.5 209 244
30-34 15.0 179 200
35-39 14.0 167 156
40-44 6.7 80 79
45-49 9.5 114 82
Marital/Union status
Currently married/in union 593 708 786
Formerly married/in union 125 149 134
Never married/in union 28.2 337 275
Motherhood status
Ever gave birth 72.0 861 943
Never gave birth 28.0 334 252
Education
INferae 10.0 120 113
Py 78.4 936 942
Sy 114 136 138
Non-standard curriculum 0.2 2 2
Wealth index
L7 4.7 534 546
Bl e 437 523 498
High 11.6 139 151
Total 100.0 1195 1195

3.4 Characteristics of Children below five years

Some background characteristics of children under 5 are presented in Table 3.5 (HH.5). These include
distribution of children by sex, age in months, mother’s or caretaker’s education and household wealth
index. More or less the same number of male and female children under 5 years was found in the sample.
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About 10 per cent of children below 5 years are less than 6 months. Seventy eight per cent of the children
belong to mothers having primary education and 11 per cent of children belong to mothers with no education.
The distribution of children below 5 years by the household wealth index shows that 48 per cent of children
belong to low wealth index households.

Table 3.5 (HH.5): Children's background characteristics
Percentage distribution of children under five years of age by background characteristics, MICS Tharaka district, 2008

Number of under-5 children

Characteristic Weighted percentage Weighted Un-weighted
Sex

Male 50.3 578 596
Female 49.7 571 553
Age

< 6 months 10.1 117 125
6-11 months 9.2 105 108
12-23 months 223 256 270
24-35 months 21.1 243 256
36-47 months 18.2 210 190
48-59 months 19.1 219 200

Mother’s education

None 11.5 132 124
Primary 78.2 898 898
Secondary + 10.2 118 126
Non-standard curriculum 1 1 1
Wealth index

Low 48.1 553 559
Medium 41.0 471 462
High 10.9 125 128
Total 100 1149 1149
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Child Mortality 4

One of the overarching goals of the Millennium Development Goals (MDGs) and A 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 by 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, the Tharaka
district MICS utilized direct measures of child mortality from birth histories which is one of the best ways
of obtaining this information. The birth history obtained from women aged between 15-49 years includes
the number of children ever born and living by sex, and date of birth of each child born. If the child was not
alive at the time of the survey, information on age of the child at the time of death was obtained. This method
is also used for the Demographic and Health Surveys (DHS) worldwide including the Kenya Demographic
Health Survey (KDHS), which allows comparison of the mortality rates with those of MICS.

Infant mortality rate (IMR) is the probability of dying before the first birthday while the under-five
mortality rate (USMR) is the probability of dying before the fifth birthday. Neonatal mortality rate is the
probability of dying before one month of life while post neonatal mortality rate is the probability of dying
between one month and one year of life. Child mortality rate refers to the probability of dying between one
and five years 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.

Though direct estimates of mortality obtained from birth histories are some 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

Table 4.1 (CM.03) provides estimates of childhood mortality for the ten-year period preceding the
survey by sex of the child. This permits monitoring of changes in childhood mortality rates. The IMR
is estimated at 45 per thousand live births, while the under-5 mortality rate (USMR) is 67 per thousand
live births. These estimates have been calculated based on births during the ten-year period preceding the
survey.

Table 4.1: Child mortality

Infant, neonatal, post-neonatal, child and under-five mortality rates for 10-year period preceding the
survey, MICS Tharaka district, 2008

Periods of analysis Neonatal Post-neonatal Infant Child Under-five
of 10 years mortality rate mortality rate mortality rate mortality rate mortality rate
0-9 16 29 45 23 67
10-19 34 38 71 50 118
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Nutrition 5

Children’s nutritional status is a reflection of their overall health. Children who are well cared for
and have access to an adequate food supply are not prone to repeated illnesses, and are likely to reach their
maximum growth potential.

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, have recurring
sicknesses and faltering growth. Three-quarters of the children who die from causes related to malnutrition
are only mildly or moderately malnourished showing no outward sign of their vulnerability. The Millennium
Development target is to reduce by half the proportion of people who suffer from hunger between 1990
and 2015. A World Fit for Children goal is to reduce the prevalence of malnutrition among children below
five years of age by at least one-third by 2010, with special attention to children under 2 years of age. A
reduction in the prevalence of malnutrition will assist in the attainment of the goal towards reduction in
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 is recommended for
use by UNICEF and the World Health Organization. Each of the three nutritional status indicators can be
expressed in standard deviation units (z-scores) from the median of the reference population.

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

Height-for-age is a measure of linear growth. 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. Children
whose height-for-age is less 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 less than three standard deviations below the median are classified as severely stunted.

Finally, children whose weight-for-height is less than two standard deviations below the median of
the reference population are classified as moderately or severely wasted, while those who fall less 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.

During the MICS, weights and heights of all children aged between 6-59 months were measured using
anthropometric equipment recommended by UNICEF (UNICEF, 2006). Findings in this section are based
on the results of these measurements.

Table 5.1 (NU.1) shows percentages of children classified into each of these categories, based on the
anthropometric measurements that were taken during fieldwork and selected background characteristics.
Additionally, the table includes the percentage of children who are overweight, which takes into account those
children whose weight for height is 2 standard deviations above the median of the reference population.
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More than one in five (21 per cent) children aged between 6-59 months in Tharaka district are
moderately and severely underweight and four per cent are classified as severely underweight. Twenty
nine per cent are moderately and severely stunted or too short for their age and seven per cent are severely
stunted or too short for their age. Six per cent of children aged between 6-59 months are moderately and
severely wasted (below -2SD median weight-for-height).

The proportion of stunted children declines with increasing levels of mother’s education. The
prevalence of underweight, stunting, and wasting is marginally different between boys and girls. As shown
in Figure 5.1, the age pattern shows that child’s malnutrition as measured by the entire three indices peak
at the 12-23 months period. This pattern may be related to the age at which many children cease to be
breastfed and are exposed to contamination in water, food, and environment. Malnutrition among children
generally decreases with increasing levels of the household wealth index.

Table 5.1 (NU.1): Child malnourishment
Percentage of children aged 6-59 months who are severely or moderately malnourished, MICS Tharaka district, 2008

Weight-for-age Height-for-age Weight-for-height

per cent Number of

per cent below per cent below per cent below above children aged
Characteristic -2SD -3SD 25D  -3SD 25D -3SD 25D 6-59 months
Sex
Male 20.7 3.2 28.6 5.6 6.4 0.5 1.9 489
Female 214 4.0 28.8 8.4 4.8 0.9 1.3 481
Age
< 6months () ) () ) ) () () 9
6-11 months 20.0 2.6 18.4 2.8 5.5 0.7 3.2 100
12-23 months 27.5 6.9 38.5 11.6 9.4 1.7 3.0 239
24-35 months 19.0 34 254 41 4.5 0.8 0.8 229
36-47 months 224 1.7 29.2 7.8 5.6 0.0 1.5 196
48-59 months 15.8 2.5 26.1 6.5 2.7 0.0 0.0 196
Mother’s education
None 21.2 2.0 33.4 8.4 6.2 1.6 0.8 108
Primary 21.7 4.2 29.2 6.9 6.0 0.6 1.7 763
Secondary + 16.0 0.7 19.2 6.3 1.9 0.0 1.6 99
Wealth index
Low 222 3.6 32.1 8.6 53 0.7 1.0 457
Medium 214 3.7 28.4 5.5 6.2 0.8 21 409
High 15.1 34 15.0 5.8 4.6 0.0 24 104
Total 21.1 3.6 28.7 7.0 5.6 0.7 1.6 970
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 percentage ‘below -2 standard deviations’ includes those who fall -3 standard deviations below the median.
Children whose height or weights are missing are excluded from the calculations. If height and weight data are missing for more than 10
per cent of under-five children, caution should be exercised in the interpretation of the results. In addition, children for whom the indices
are out of range are omitted.
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Figure 5.1: Percentage of children aged 6-59 months who are undernourished,
Tharaka 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 often switch
to infant formula, which can contribute to growth faltering and micronutrient malnutrition, in addition to
being unsafe if clean water is not readily available. A 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:

e Exclusive breastfeeding for first six months

e Continued breastfeeding for two years or more

e Safe, appropriate and adequate complementary foods beginning at 6 months

e Frequency of complementary feeding: 2 times per day for those aged 6-8 months; 3 times per
day for those aged 9-11 months.

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

The indicators for the recommended child feeding practices are as follows:

e Exclusive breastfeeding rate (< 4 months &< 6 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)
e Frequency of complementary feeding (6-11 months)

e Adequately fed infants (0-11 months)
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Table 5.2 (NU.2) provides the proportion of women who started breastfeeding their infants within
one hour of birth, and women who started breastfeeding within one day of birth (which includes those who
started within one hour). A higher proportion of mothers with no education start breastfeeding their new
born within one hour of birth (73 per cent) compared with mothers with secondary or higher education
(69 per cent). A similar pattern is observed with respect to mother’s education for the proportion of women
who start breastfeeding their child within one day. The proportion of mothers initiating breastfeeding within
one day was more equitably distributed across levels of the household wealth index.

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 Tharaka district, 2008
Percentage who started Percentage who started Number of women with a
breastfeeding within one hour  breastfeeding within one live birth in the two years
Characteristic of birth day of birth preceding the survey
Months since birth
< 6 months 64.9 91.8 75
6-11 months 70.3 91.3 90
12-23 months 72.8 94.7 186
More than 23 months *) * 12
Mother’s education
None 73.3 96.0 35
Primary 70.6 93.6 298
Secondary + (68.5) (88.9) 31
Wealth index
Low 73.7 93.6 169
Medium 67.2 92.7 149
High 70.5 94.9 46
Total 70.6 93.4 364

Tables 5.3a (NU.3) and 5.3b (NU.3) present breastfeeding information based on the reports provided
by mothers/caretakers regarding children’s consumption of food and fluids in the 24 hours prior to the
interview. Exclusively breastfed refers to infants who received only breast milk (and vitamins, mineral
supplements, or medicine). The tables show exclusive breastfeeding of infants during the first six months
of life (segregated into 0-3 months and 0-5 months), as well as complementary feeding of children aged 6-9
months and continued breastfeeding of children at 12-15 and 20-23 months of age.

According to Table 5.3a (NU.3), the proportion of children aged less than six months who were
exclusively breastfed is 26 per cent. Table 5.3b (NU.3) indicates that at age 6-9 months, 73 per cent of
children are receiving breast milk and solid or semi-solid foods. By age 12-15 months, 96 per cent of
children are still being breastfed and by age 20-23 months, 65 per cent are still breastfeeding. Girls were
more likely to be exclusively breastfed than boys during 0-3 months of age. However, from 6-9 months and
beyond, a higher proportion of boys than girls are breastfed. Exclusive breastfeeding during the 0-5 months
by mothers appears to increase with increasing levels of the mother’s education.
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Table 5.3a (NU.3): Breastfeeding
Percentage of living children according to breastfeeding status at each age group, MICS Tharaka district, 2008

Children age 0-3 months Children age 0-5 months

Percentage Percentage

exclusively Number of exclusively Number of
Characteristic breastfed children breastfed children
Sex
Male (31.7) 30 18.8 54
Female (46.4) 36 34.3 50
Mother’s education
None *) 6 *) 12
Primary 38.1 53 25.7 80
Secondary + *) 7 *) 12
Wealth index
Low (37.0) 31 21.5 56
Medium (43.9) 25 31.7 35
High *) 10 *) 13
Total 39.7 66 26.3 104

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.

(*); figure based on < 25 un-weighted cases

(); figures based on 25-49 un-weighted cases.

chi

Figure 5.2 shows the percentage distribution of children aged below 3 years by feeding pattern and age
group. Most children are receiving liquids or foods other than breast milk even when exclusive breastfeeding
should be the mode of feeding. By the end of the sixth month, the proportion of exclusively breastfed
Idren is below five per cent. There is evidence of breastfeeding of children alongside complementary

feeding well into the third year.
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Table 5.3b (NU.3): Complementary feeding
Percentage of living children according to breastfeeding status at each age group, MICS Tharaka district, 2008
Children age 12-15
Children age 6-9 months months Children age 20-23 months
Percentage
receiving

breast milk Number Number

and solid/ of Percentage of Percentage Number of
Characteristic mushy food children breastfed children breastfed children
Sex
Male 74.7 46 96.6 47 70.7 36
Female 71.2 65 95.7 53 61.5 50
Mother’s education
None * 6 *) 6 *) 10
Primary 79.9 64 97.3 84 59.9 64
Secondary + * 10 9(*) 10 *) 12
Wealth index
Low 76.1 37 98.5 45 63.4 37
Medium 66.1 33 96.4 45 66.3 37
High *) 11 *) 10 *) 13
Total 73.2 80 96.1 100 65.3 86
(*):Figure based on < 25 un-weighted cases
():Figures based on 25-49 un-weighted cases.

Figure 5.2: Infant feeding patterns by age: Per cent distribution of children aged
below3 years by feeding pattern and age group, MICS Tharaka District, 2008
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The adequacy of infant feeding in children below12 months is provided in Table 5.4 (NU.4). Different
criteria of adequate feeding are used depending on the age of the child. For infants aged between 0-5
months, exclusive breastfeeding is considered as adequate feeding. Infants aged between 6-8 months are
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considered to be adequately fed if they are receiving breast milk and complementary food at least two times
per day, while infants aged between 9-11 months are considered to be adequately fed if they are receiving
breast milk and eating complementary food at least three times a day. Among children aged between 0-5
months, 26 per cent are currently exclusively breastfed. Among children aged between 6-8 months, 61 per
cent are receiving breast milk and complementary food. Only 54 per cent of children aged between 6-11
months are adequately fed. Adequate feeding among all infants (aged between 0-11) drops to 41 per cent.
Overall, more male children are fed adequately than their female counterparts, except for the exclusive
breastfeeding among 0-5 months old. The proportion of 0-11 month old infants who are appropriately fed
is higher in the high wealth index strata (45 per cent).

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 Tharaka district, 2008
Percentage of infants
6-11 months who
6-8 months who received breast milk
received breast and complementary
milk and 9-11 months who food at least the
complementary  received breast milk minimum 0-11 months ~ Number
0-5 months  food at least 2 and complementary recommended who were  of infants
exclusively timesin prior 24  food at least 3 times number of times per appropriately aged 0-11

Characteristic  breastfed hours in prior 24 hours day fed months
Sex
Male 18.8 64.7 55.7 60.5 41.7 120
Female 34.3 54.8 375 45.6 40.0 102
Mother’s education
None ) ) ) ) ) 2
Primary 25.7 68.9 455 56.9 425 174
Secondary + (43.3) (60.1) (51.9) (57.0) (50.4) 24
Wealth index
Low 21.5 64.8 56.2 60.5 40.7 111
Medium 31.7 52.8 37.2 45.5 39.8 83
High (32.5) (74.9) (43.7) (57.6) (45.4) 27
Total 26.3 60.7 471 53.9 40.9 222
(*): Figure based on < 25 un-weighted cases
(): Figures based on 25-49 un-weighted cases.

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 results in poor school performance, reduced
intellectual ability, and impaired work capacity. Adequacy of iodine is monitored by the indicator “percentage
of households consuming adequately iodized salt (>15 parts per million)”.

Table 5.5 shows that in about 95 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. In 94 per cent of households,
salt was found to be adequately iodized, that is, the salt contained 15 parts per million (ppm) or more
of iodine. Very little variation is observed in the consumption pattern of iodized salt by the background
characteristics of the household.
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Table 5.5 (NU.5): lodized salt consumption
Percentage of households consuming adequately iodized salt, MICS Tharaka district, 2008
Percentage Percentage of households Nl 6l
of with households
households ~ Number of Salt test result in which salt
in which salt  households <15 15+ was tested or
Characteristic was tested  interviewed No salt PPM PPM Total with no salt
Wealth index
Low 92.4 520 5.7 1.8 92.5 100 510
Medium 95.7 478 2.7 3.3 94.1 100 470
High 98.5 137 1.0 3.8 95.2 100 136
Total 94.5 1135 3.9 2.7 93.5 100 1116

5.4 Vitamin A Supplementation

Vitamin A is essential for eye health and proper functioning of the immune system. It is found in
foods such as milk, liver, eggs, red and orange fruits, red palm oil and green leafy vegetables. However,
the amount of vitamin A readily available to the body from these sources varies widely. In the developing
countries, where vitamin A is largely consumed in the form of fruits and vegetables, daily per capita intake
is often insufficient to meet dietary requirements. Inadequate intake is 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 may be a contributing factor to a high incidence 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
six to 59 months living in affected areas. Providing young children with two high-dose vitamin A capsules
a year is a safe, cost-effective, efficient strategy for eliminating vitamin A deficiency and improving child
survival. Giving vitamin A to new mothers who are breastfeeding helps protect their children during the first
months of life and helps to replenish the mother’s stores of vitamin A, which are depleted during pregnancy
and lactation. For countries with vitamin A supplementation programs, the definition of the indicator is the
percentage of children aged 6-59 months 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 be 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.
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Table 5.6 (NU.6) shows information for children’s vitamin A supplementation by selected background
characteristics such as sex, age of child, mother’s education and the household’s wealth index. Within the
six months prior to the survey, 34 per cent of children aged between 6-59 months received a high dose
vitamin A supplement. About 20 per cent did not receive the supplement in the last 6 months. Fourteen per
cent of children received a vitamin A supplement at some time in the past but their mother/caretaker was
unable to specify when. Vitamin A supplementation coverage is lower among female children.

There is a consistent decline in vitamin A supplementation with the age of children. For example,
supplementation in the last six months declines from 58 per cent among children aged between 6-11
months to 20 per cent among children aged between 48-59 months. The mother’s level of education is
related to the likelihood of receiving vitamin A supplementation. Mothers with higher levels of education
have higher proportions of children having received vitamin A supplementation in the last six months.
Vitamin A supplementation by levels of household wealth index also shows a similar trend i.e., vitamin A
supplementation coverage increases with increasing levels of the household wealth index.
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Table 5.6 (NU.6): Children's vitamin A supplementation
Percentage distribution of children aged 6-59 months by whether they have received a high dose vitamin A
supplement in the last 6 months, MICS Tharaka district, 2008
Percentage of children who received
vitamin A:
Not Not sure if Never Number of
Within last 6  Prior to last sure received received children aged
Characteristic months 6 months when vitamin A vitamin A Total 6-59 months
Sex
Male 3 31.8 16.1 0.6 20.3 100.0 524
Female 30.3 37.0 12.7 0.2 19.9 100.0 520
Age
6-11 months 60.4 4.3 24 1.2 31.7 100.0 105
12-23 months 42.7 29.4 7.9 0.0 20.0 100.0 256
24-35 months 23.8 44.2 174 0.0 14.6 100.0 243
36-47 months 20.7 39.6 17.9 0.5 21.3 100.0 210
48-59 months 19.7 40.7 21.8 0.8 17.0 100.0 219
Mother’s education
None 22.0 322 18.3 1.9 25.5 100.0 120
Primary 30.9 34.7 13.5 0.2 20.6 100.0 818
Secondary + 39.6 BB 17.1 0.0 9.8 100.0 106
Non-standard
curriculum *) *) *) *) (*) 100.0 1
Wealth index
Low 294 B3 13.8 0.7 22.8 100.0 497
Medium 30.0 E5%) 14.7 0.2 19.8 100.0 436
High 39.9 3BL 15.8 0.0 8.9 100.0 112
Total 30.8 34.4 14.4 0.4 20.1 100 1045
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases.

Table 5.7 shows post-partum mother’s vitamin A supplementation by levels of mother’s education
and household wealth index. About 47 per cent of mothers with a birth in the previous two years before
the survey received vitamin A supplement within eight weeks of the birth. Vitamin A coverage shows a
comparable performance with the level of education of the mother. Forty four per cent of mothers with no
education received vitamin A compared with 48 and 42 per cent among women with primary and secondary
or higher education, respectively.
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Table 5.7 (NU.7): Post-partum mothers' vitamin A supplementation

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

Received vitamin A Not sure if received ~ Number of women
Characteristic supplement* vitamin A aged 15-49 years
Education
None 43.6 0.0 35
Primary 48.4 0.4 298
Secondary + (42.2) (1.6) 31
Wealth index
Low 40.2 0.0 169
Medium 55.4 0.9 149
High 47.8 1.0 46
Total 47.4 0.5 364

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.

(); figures based on 25-49 un-weighted cases

5.5 Low Birth Weight

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

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

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

One of the major challenges in measuring the incidence of low birth weight is the fact that more than
half of infants in the developing world are not weighed. In the past, most estimates of low birth weight for
developing countries were based on data compiled from health facilities. However, these estimates may be
biased because the majority of newborns are not delivered in facilities.
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The reported birth weights usually cannot be used to estimate the prevalence of low birth weight
because many infants are not weighed at birth. 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®.

Table 5.8 (NU.8) shows the incidence of low birth weight by the education level of mother and
her household wealth index in Tharaka district. Overall, 56 per cent of births were weighed at birth and
approximately eight per cent were estimated to weigh less than 2500 grams. Eighty two per cent of the
children whose mothers have secondary and above level of education were weighed at birth. There is a
noticeable increasing trend in the proportion of children weighed at birth with increasing levels of the
household wealth index.

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
Tharaka district, 2008
Percentage of live births:

. . Number of live births
Characteristic Below 2500 grams Weighed at birth
Mother’s education
None 7.1 5613 35
Primary 8.7 53.0 298
Secondary + (4.4) (81.6) 31
Wealth index
Low 10.5 414 169
Medium 6.5 61.7 149
High 7.1 86.7 46
Total 8.2 5515 364

5 For a detailed description of the methodology, see Boerma, Weinstein, Rutstein and Sommerfelt, 1996.
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5.6 Food Relief

As a result of the periodic food shortages occasioned by drought, the country has over time become
a net food importer. These food imports which include cereals such as maize, rice and wheat are meant for
commercial purposes. In addition, the country obtains food aid which is distributed through the provincial
administration to sections of the population who may be affected by drought. The government, through
the National Cereals & Produce Board (NCPB), also maintains strategic reserves of about 3 million bags
of maize which is mainly for relief purposes. Tharaka district is generally semi-arid and hence has from
time to time benefited from food relief. As shown in Table 5.9 (NU.9), fifty per cent of the population in
Tharaka district are registered for food relief, and four per cent registered for the food distribution program.
Among those registered, five per cent received food supplies within the last one week, another four per cent
received between one week and one month before the survey, five per cent received between 1-3 months,
and the remaining 85 per cent received supply of food after 6 months. In the district, none of the households
reported selling the free food they received.

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, Tharaka district, 2008

Percentage Percentage of households by time last receipt
households of food distribution Percentage
registered of
as Between households Household
beneficiary Total Within 1 week Between reporting  registered
of food number of one  and one 1-3 After 6 Total sufficient as food

Characteristic distribution households week month months months per cent supply  beneficiary
Wealth index

Low 6.7) (520) (6.0) (6.0) 1) (859)  (100.0) (0.9) 35
Medium 32 478 *) *) *) *) *) *) 15
High *) ) *) ) (*) ) () ) 0
Total 44 1135 53 41 5.3 854  100.0 05 50
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Child health 6

6.1 Immunization

The fourth Millennium Development Goal (MDG) is to reduce child mortality by two thirds between
1990 and 2015. Immunization plays a key role towards the achievement of 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 not reached 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 achieve full immunization of children under one year of age at 90
per cent nationally, with at least 80 per cent coverage in every district or equivalent administrative unit. The
Kenya Expanded Programme on Immunizations (KEPI) and the Malezi Bora (a comprehensive initiative to
protect children’s health in Kenya) campaigns are playing key roles in this regard.

In Kenya, and in accordance with the Ministry of Health guidelines, a child should 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 cards were obtained using a set of structured direct
questions on immunization. The immunization coverage shown in this report includes information from
cards as well as recall, unless mentioned otherwise.

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

Ninety four per cent of the children aged between 12-23 months received a BCG vaccination by the
age of 12 months, while 92 per cent received the first dose of DPT. The percentage declines marginally for
subsequent doses of DPT to 83 per cent for the third dose. Similarly, 91 per cent of children received polio
1 by age 12 months and this declines to 76 per cent by the third dose. The coverage for measles vaccine
by 12 months, at 76 per cent, is lower than for the other vaccines. This is primarily because, although 67
per cent of children received the vaccine, only 62 per cent received it by their first birthday. As a result, the
proportion of children who have received all the recommended vaccinations by their first birthday is 62 per
cent in Tharaka district.
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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 Tharaka district, 2008

Percentage of children who received: Number
Vaccinated at of
any time children
before the aged 12-
survey BCG DPT1 DPI2 DPT3 Polio0 Poliol Polio2 Polio3 Measles All* None 23 months
According to:
Z];?natlon 803 794 771 737 619 802 769 714 652 611 04 256
Mother's 1B7 130 118 105 60 117 87 6.0 141 56 39 256
report
Either 94.0 92.4 89.0 84.2 67.9 91.9 85.6 77.3 79.3 66.7 43 256
Vaccinated by
12 months of 94.0 92.0 88.1 82.6 67.5 91.2 85.2 76.3 76.4 61.9 43 256
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 1st 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 1st
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.

Table 6.2 (CH.2) shows vaccination coverage rates among children aged 12-23 months by background
characteristics. Overall, 82 per cent of children had health cards. 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 figures indicate children receiving the vaccinations at any time up to the date of the
survey, and are based on information from both the vaccination cards and mothers’/caretakers’ reports. The
coverage of BCG, DPTL1 and Poliol is near universal in Tharaka district. However, the coverage of DPT3
and Polio3 drops by 17 per cent and 24 per cent respectively. The measles vaccination was received by
79 per cent of children aged between 12-23 months. Overall, 67 per cent of children aged between 12-23
months are fully vaccinated. That is, they have received BCG, 3 doses of DPT, 3 doses of Polio and measles
vaccines. There is no differential in the immunization coverage among boys and girls. The percentage fully
immunized increases with increasing levels of the household wealth index.
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Table 6.2 (CH.2): Vaccinations by background characteristics
Percentage of children aged 12-23 months currently vacicnated against childhood diseases, MICS Tharaka district 2008
Percentage of children who received: Number
of
Percentage  children
Characteristic with aged 12-
health 23
BCG DPT1 DPT2 DPT3 Polio0 Poliol Polio2 Polio3 Measles All  None card months
Sex
Male 9818 92.3 87.0 81.8 68.1 91.9 84.3 75.9 783 67.1 3.8 80.7 124
Female 94.6 92.6 90.9 86.5 67.7 92.0 86.8 78.7 80.3 66.3 47 84.0 132
Mother’s education
None ) ) ) ) ) ) ) ) ) ) ) ) 20
Primary 94.3 92.9 88.8 513 68.8 91.9 85.4 78.0 79.2 67.0 3.6 84.4 211
Secondary + ) ) ) ) ) () ) ) ) ) () ) 25
Wealth index
Low 90.7 86.4 82.0 76.1 59.4 89.1 82.1 7545 72.9 62.2 6.1 82.0 113
Medium 96.2 97.0 93.5 89.7 743 93.1 87.2 82.0 83.3 70.7 3.0 83.9 112
High (979) (97.9) (979) (937) (751)  (979)  (923)  (744) (88.4) (681)  (21) (78.6) 31
Total 94.0 92.4 89.0 84.2 67.9 91.9 85.6 77.3 79.3 66.7 43 82.4 256
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.
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases

6.2 Tetanus Toxoid

One of the MDG targets is to reduce by three quarters the maternal mortality ratio (MMR), with one
strategy being to eliminate maternal tetanus. Another goal is to reduce the incidence of neonatal tetanus
to less than 1 case of neonatal tetanus per 1,000 live births. A World Fit for Children goal is to eliminate
maternal and neonatal tetanus by 2015.

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

e Received at least two doses of tetanus toxoid vaccine, the last within the last 3 years;

e Received at least 3 doses, the last within the last 5 years;

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

e Received at least 5 doses during lifetime.

Table 6.3 (CH.3) shows the protection status from tetanus of women who have had a live birth within
the last 12 months. Overall, 64 per cent of women who had a child birth during 2 years preceding the
survey had adequate protection against tetanus. In Tharaka district, the proportion of women who received
tetanus for protection was comparable across levels of mother’s education. The percentage vaccinated
against tetanus was 72 per cent among women with no education and 71 per cent for mothers with primary
education, and 68 per cent among women with secondary or higher education, although the estimate was
based on few observations. The percentage vaccinated against tetanus was comparable for women from low
and middle wealth index households, and much higher among women from high wealth index households
(83 per cent).
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Table 6.3 (CH.3): Neonatal tetanus protection
Percentage of mothers with a birth in the last 12 months protected against neonatal tetanus, MICS Tharaka district, 2008
Percentage of mothers with a birth in the last 12 months who:
Received at least 2 Received atleast2  Received atleast3  Are protected
Characteristic doses during last doses, last within doses, last within against Number of
pregnancy prior 3 years prior 5 years tetanus® mothers
Age
1519 ) ) ) ) 15
20-24 65.0 6.4 0.0 71.4 88
25-29 67.7 6.3 0.0 73.9 107
30-34 64.7 6.6 0.0 713 74
35-49 56.8 8.3 0.0 65.1 79
Education
None 64.3 7.4 0.0 71.6 65
Primary 64.7 5.8 0.3 70.8 298
Secondary + (52.9) (15.3) (0.0) (6822) 31
Wealth index
Low 62.5 54 0.0 68.0 169
Medium 60.8 9.1 0.0 69.9 149
High 76.9 3.9 21 82.9 46
Total 63.7 6.7 0.3 70.7 364
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases

6.3 Oral Rehydration Treatment

Diarrhoea is one of the leading causes 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 the deaths due to diarrhoea among children under five by
2010 compared to 2000 (A World Fit for Children); and 2) reduce by two thirds the mortality rate among
children under five by 2015 compared to 1990 (Millennium Development Goals). In addition, A World Fit
for Children calls for a reduction in the incidence of diarrhoea by 25 per cent.

The indicators are:

e Prevalence of diarrhoea

Oral rehydration therapy (ORT)

e Home management of diarrhoea

(ORT or increased fluids) AND continued feeding

In the MICS questionnaire, mothers (or caretakers) were asked to report whether their child had
diarrhoea in the two weeks prior to the survey. If so, the mother was asked a series of questions about what
the child had to drink and eat during the episode and whether this was more or less than the amount the
child usually ate and drank.
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Table 6.4 shows ORS treatment by background characteristics. It also shows the percentage of children
receiving various types of recommended liquids during the episode of diarrhoea. Overall, 13 per cent of
children below five years had diarrhoea in the two weeks preceding the survey. The peak of diarrhoea
prevalence occurs in the weaning period, among children aged between 6-23 months. Thirty three per cent
received fluids from ORS packets; 26 per cent received pre-packaged ORS fluids, and about 13 per cent
received recommended homemade fluids. Close to one in two (47 per cent) children with diarrhoea received
one or more of the recommended home treatments (i.e., were treated with ORS or RHF), while 53 per cent
received no treatment.

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), Tharaka district, Eastern Province, 2008

Had Number

diarrhoea of Fluid Number of
in last children from Recommended Pre- children aged 0-59

two aged 0-59 ORS homemade  packaged No ORT use  months with
Characteristic weeks months packet fluid ORS fluid treatment  rate * diarrhoea
Sex
Male 14.3 578 33.3 15.4 324 51.9 48.1 83
Female 11.2 571 31.9 9.6 18.3 55.2 44.8 64
Age
0-11

30.8 118 35.7 10.6 20.3 55.7 443 36
months
150 21.7 256 36.7 15.2 24.2 55.2 44.8 56
months
24-35 * * * * *
S 95 240 () ¢ ) ¢ ) 2
36-47 * * * * *
e 62 20 () ¢ ) ¢ ) 13
48-59 * * * * *
e 26 a8 () ¢ ) ) ¢) 6
Mother's
education
None 8.0 132 433 20.6 345 49.0 51.0 11
| 13.8 898 345 12.8 255 525 475 124
Secondary
+ 9.6 118 5.6 .0 29.3 70.7 29.3 11
Non-
standard 100.0 *) *) *) *) ) @) 1
curriculum
Wealth index
Lowest 14.2 553 31.8 13.9 25.2 53.3 46.7 79
Middle 12.4 471 352 13.6 29.5 49.7 50.3 58
Upper 7.9 125 254 0 15.5 746 254 10
Total 12.8 1149 32.7 12.9 26.3 53.3 46.7 147

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

(*); figure based on < 25 un-weighted cases

(); figures based on 25-49 un-weighted cases
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Table 6.5 (CH.5) provides information on home management of diarrhoea by background
characteristics such as sex, age of child in months, mother’s education and wealth index. Among children
who had diarrhoea during the two weeks preceding the survey, 28 per cent drank more than usual while
72 per cent drank the same or less. Thirty one per cent ate somewhat less, same or more (continued feeding),
but 69 per cent ate much less or ate almost nothing. A higher proportion of boys (19 per cent) received ORT
or increased fluids and continued feeding than girls.

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, Tharaka district, 2008
Children with diarrhoea who: Received Number
Number ORT or of
Had of Ate increased  children
diarrhoea children Drank Ate much fluids aged 0-59
in last aged 0- the  somewhat less Home AND months
two 59 Drank same less, same or management continued with
Characteristic weeks months more orless ormore none of diarrhea feeding  diarrhoea
Sex
Male 143 578 27.7 723 33.9 66.1 8.4 18.5 83
Female 11.2 571 28.7 71.3 28.3 71.7 7.5 13.1 64
Age
0-11 months 19.3 192 25.5 74.5 21.8 78.2 79 9.7 37
12-23 months 25.2 260 36.2 63.8 341 65.9 6.9 173 66
24-35 months 9.6 248 *) *) *) *) *) *) 24
36-47 months 6.2 210 * *) *) * *) *) 13
48-59 months 3.2 238 * *) *) * ¢ *) 8
Mother’s education
None 8.0 132 8.8 91.2 16.9 83.1 0.0 9.2 11
Primary 13.8 898 30.9 69.1 32.2 67.8 9.4 17.6 124
Secondary + 9.6 118 17.7 82.3 31.0 69.0 0.0 0.0 11
Non-standard
. g 1 SR §) §) ¢ ¢ 1
Wealth index
Low 14.2 553} 22.0 78.0 28.0 72.0 7.6 15.4 79
Medium 12.4 471 34.5 65.5 33.8 66.2 9.8 19.9 58
High 7.9 125 G ) ) *) ) 10
Total 12.8 1149 28.1 71.9 31.4 68.6 8.0 16.2 147
(); figures based on 25-49 un-weighted cases
(*); figures based < 25 un-weighted cases
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6.4 Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is among the leading causes of death in children, and the use of antibiotics in under-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 (ARI).

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:

e Prevalence of suspected pneumonia

e Care seeking for suspected pneumonia

e Antibiotic treatment for suspected pneumonia
e Knowledge of the danger signs of pneumonia

Table 6.6 (CH.6) presents care seeking for suspected pneumonia by background characteristics. The
prevalence of suspected pneumonia in children aged between 0-59 months that were reported to have had
symptoms of pneumonia during the two weeks preceding the survey stood at nine per cent. Among these
children with symptoms of pneumonia, 52 per cent were taken to an appropriate health service provider.
Among those who went to an appropriate service provider, 32 per cent went to a public facility, 22 per cent
to a private facility (private hospital/clinic and pharmacy) and a negligible proportion were taken to other
sources, such as a shop. The differentials in the treatment pattern by different characteristics show that a
higher proportion of male children are taken to an appropriate health service provider compared with female
children, i.e. 55 per cent versus 49 per cent, respectively. Children from high wealth index households
were more likely to receive care from an appropriate health service provider. The lowest proportion of
children taken to any appropriate health service provider were from medium wealth index households
(40 per cent).

Table 6.7 (CH.7) presents the use of antibiotics for the treatment of suspected pneumonia in under-5
children by sex, age of child in months, mother’s education and household wealth index. In Tharaka
district, 49 per cent of children below five years with suspected pneumonia received an antibiotic during the
two weeks prior to the survey. The proportion of antibiotics usage decreased with increasing levels of
mother’s education.
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Table 6.7 (CH.7): Antibiotic treatment of pneumonia
Percentage of children aged 0-59 months with suspected pneumonia in the last two weeks prior to
the survey who received antibiotic treatment, MICS Tharaka district, 2008

Percentage of children with suspected Number of children with
Characteristic pneumonia who received antibiotics suspected pneumonia
Sex
Male 47.0 52
Female (50.1) 50
Age
0-11 months *) 16
12-23 months (47.4) 31
24-35 months (42.9) 26
36-47 months *) 14
48-59 months *) 15
Mother’s education
None *) 13
Primary 46.7 79
Secondary + (*) 11
Wealth index
Low 55.9 58
Medium (37.7) 36
High * 8
Total 48.5 103
(); figures based on 25-49 un-weighted cases
(*); figures based < 25 un-weighted cases

The mothers’ knowledge of the danger signs is an important determinant of care-seeking behaviour.
Issues related to knowledge of danger signs of pneumonia are presented in Table 6.8 (CH.7A).
Overall, 22 per cent of women know of the two danger signs of pneumonia — fast and difficult breathing.
The most commonly identified symptom for taking a child to a health facility by the mother/caretaker is
developing fever (68 per cent). Thirty three per cent of mothers/caretaker identified becoming sicker and
30 per cent of mothers identified drinking poorly as symptoms for taking children immediately to a health
care provider. In Tharaka district, it is surprising that the proportion of mothers who recognize the two
danger signs of pneumonia declines with increasing levels of household wealth index. On the other hand,
it is encouraging that the proportion of mothers who recognize the two danger signs do not vary much by
levels of mother’s education.
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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 Tharaka district, 2008

Mothers/ Number

Percentage of mothers/caretakers who think that a child should be taken immediately toa  ;retakers of
health facility if the child: who mothers/
recognize  caretakers
Is not able Has the two of
to drink Has blood Is danger children
Characteristic or Becomes Develops Hasfast difficulty in drinking  Has other signs of aged 0-59
breastfeed sicker afever  breathing breathing stool poorly  symptoms pneumonia*  months
Mother's education
None 28.3 54.5 70.5 29.7 38.8 32.6 16.7 19.0 20.9 132
Primary 40.2 53.8 67.4 29.8 36.4 31.5 23.7 228 22.0 898
Secondary +
Non- 38.5 42.6 72.8 29.7 37.0 30.5 19.0 31.1 21.3 118
standard *) @) @) *) (*) (*) (*) ) ) 1
curriculum
Wealth index
Low 40.0 53.9 67.4 30.6 38.1 29.6 19.6 233 23.5 553
Medium 347 524 68.3 29.3 36.1 349 241 244 21.1 471
High 474 484 73.0 27.2 325 27.0 28.6 19.3 16.7 125
Total 38.6 52.7 68.4 29.7 36.7 ilJs 224 233 21.8 1149

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

(*); figure based on < 25 un-weighted cases

(); figures based on 25-49 un-weighted cases

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 (SO,), and other toxic elements. Use of solid fuels increases the risks of acute respiratory
illness, pneumonia, chronic obstructive lung disease, cancer, and possibly tuberculosis, low birth weight,
cataracts, and asthma. The primary indicator is the proportion of the population using solid fuels as the
primary source of domestic energy for cooking.

Information regarding solid fuel use by background characteristics such as education level of the
household head and wealth index is shown in Table 6.9 (CH.8). Virtually all households (100 per cent) use
solid fuels for cooking in Tharaka district. Differentials with respect to household wealth index show that
98 per cent of households from the high wealth index use solid fuels compared with almost all households
from low or medium wealth index households. The table shows that the overall usage of solid fuels is
attributed to the high usage of wood for cooking purposes.
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Table 6.9 (CH.9): Solid fuel use
Percentage distribution of households according to type of cooking fuel, and percentage of households using solid
fuels for cooking, MICS Tharaka district, Eastern Province, Kenya 2008
Percentage of households using:
- Number
Ch terist: :
aracterisue Straw, Other Solid fuels for of house-
Kerosene  Charcoal Wood shrubs, grass  source Total cooking* holds
Education of household head
None 0.0 41 95.7 0.2 0.0 100.0 100.0 294
Primary 0.0 3.0 96.9 0.0 0.1 100.0 99.9 715
Secondary + 1.6 6.0 89.6 0.0 0.0 100.0 96.9 116
Non-standard
%" * %' % %' * %" 10
e ¢ ¢ ) g g ¢ ¢
Wealth index
Low 0.0 0.1 99.6 0.0 0.0 100.0 100.0 520
Medium 0.0 35 95.7 0.0 0.1 100.0 99.5 478
High 113 18.3 79.7 0.3 0.3 100.0 98.3 137
Total 0.2 3.7 95.6 0.0 0.1 100.0 99.6 1135
(*); figures based < 25 un-weighted cases

6.6 Malaria

Malaria 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 Tharaka district MICS had 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. Results for availability of insecticide treated nets (ITN) by education level
of the household head and wealth index are shown in Table 6.10 (CH.10). The survey results indicate that
72 per cent of households have at least one insecticide treated net. Forty three per cent of the households
reported to have two or more mosquito nets and the mean number of nets per households in the district is
two. As shown in Figure 6.2, the differentials by household characteristics indicate that the proportion of
households that use mosquito nets increases with increasing educational levels of the head of the household
as well as by increasing levels of the household wealth index. For example, 62 per cent of the households
headed by a household head member with no education have a mosquito net compared with 86 per cent
among those headed by a member who is educated up to secondary or above.

Child Health 35



Table 6.10 (CH.10): Availability of insecticide treated nets
Percentage of households with at least one insecticide treated net (ITN), MICS Tharaka district, 2008

Percentage of households with

At least one Mean number of
Characteristic At least one Two or more insecticide treated mosquito nets per Number of
mosquito net mosquito nets net (ITN) household households

Education of household head
None 61.5 SILY 61.3 2.0 291
Primary 75.4 445 749 2.0 713
Secondary + 85.8 59.8 84.5 2.4 122
Non-standard . . . .

. 10
curriculum © © © )
Wealth index
Low 60.2 26.4 60.0 1.7 522
Medium 82.5 53.0 81.2 21 472
High 88.7 70.2 88.2 2.8 142
Total 73.0 42.9 72.3 2.0 1136

(*); figures based on< 25 un-weighted cases

Figure 6.1: Percentage of households with at least one mosquito net, Tharaka, 2008
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As shown in Table 6.11 (CH.11), 53 per cent of children under the age of five slept under any mosquito
net the night prior to the survey, while 52 per cent slept under an insecticide treated net. There were no
significant disparities by gender in ITN use among children under five. However, it is noteworthy that
47 per cent did not sleep under any mosquito bed net.

Table 6.11 (CH.11): Children sleeping under bed nets
Percentage of children aged 0-59 months who slept under a bed net during the previous night, MICS Tharaka district,
2008
Percentage of children who:
Slept under an ~ Don't know if . Number of children
Slept under . = Did not sleep

o a2 bod ret insecticide treated slept under a under a bed net aged 0-59 months
Characteristic net net
Sex
Male 52.8 525 0.7 46.5 578
Female 523 52.0 0.3 47.3 571
Age
0-11 months 57.6 56.6 12 41.2 192
12-23 months 59.8 59.8 0.0 40.2 260
24-35 months 56.0 56.0 0.7 43.3 248
36-47 months 45.1 44.7 0.3 54.6 210
48-59 months 43.5 432 0.7 55.8 238
Wealth index
Lowest 42.7 423 0.6 56.8 558
Middle 57.3) 573 0.3 42.4 471
Upper 78.4 77.0 1.3} 20.3 125
Total 52.6 52.2 0.5 46.9 1149
Categories for slept under an untreated net and slept under a net but don’t know if treated are omitted due to zero values.

Table 6.12 (CH.12) shows information on treatment of children with anti-malarial drugs. Close to
one in four (26 per cent) children under five years were ill with fever in the two weeks prior to the survey.
Fever prevalence declined with age and peaked at 12-23 months (29 per cent). A slightly higher proportion
(27 per cent) of male children had fever.

Mothers were asked to report all medicines given to a child to treat the fever, including both medicines
given at home and medicines given or prescribed at a health facility. “Appropriate” anti-malarial drugs
include chloroquine, SP/fansidar, artemisinin combination drugs, etc. Overall, 49 per cent of children with
fever in the last two weeks were treated with an “appropriate” anti-malarial drug and 27 per cent received
an anti-malarial drug within 24 hours of onset of symptoms. Children with mothers having secondary
or higher education levels and those from high wealth index households were more likely to receive an
appropriate anti-malarial drug and particularly within 24 hours of onset of symptoms. For example, only
26 per cent of the children who had fever and were from low wealth index households received any
appropriate anti-malarial drug within 24 hours of onset of symptoms compared to 51 per cent among those
from high wealth index households.
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In Tharaka district, the most commonly administered anti-malarial drug is Amodiaquine at 26 per cent.
Other types of commonly administered medicines that are not anti-malarials, include anti-pyretics such as
paracetemol, aspirin, or ibuprofen with a share of 41 per cent. Only four per cent received artemisinin
combination therapy. There was a difference between the proportion of boys and girls receiving appropriate
anti-malarial drugs i.e., 54 per cent of boys compared with 44 per cent for girls. Pregnant women living
in places where malaria is highly prevalent are four times more likely than other adults to get malaria and
twice as likely to die from the disease. Once infected, pregnant women risk becoming aneamic, having a
premature delivery and possibly a stillbirth. Their babies are likely to be of low birth weight, which makes
them unlikely to survive their first year of life. For this reason, steps are taken to protect pregnant women
by distributing insecticide-treated mosquito nets and treatment during antenatal check-ups with drugs that
prevent malaria infection (intermittent preventive treatment or IPT). In Tharaka district MICS, women were
asked about the medicines they received in their last pregnancy during the 2 years preceding the survey.
Women are considered to have received intermittent preventive therapy if they have received at least 2
doses of SP/Fansidar during pregnancy.

Results regarding intermittent preventive treatment (IPT) for malaria in pregnant women who gave
birth in the two years preceding the survey by background characteristics are presented in Table 6.13.
Seventy one per cent of mothers who delivered a child during the two year period preceding the survey
received medicine to prevent malaria during pregnancy. Thirty six per cent received SP/Fansidar only once
while 26 per cent received the same but two or more times. Differentials by educational level show that the
proportion of women given medicine to prevent malaria during pregnancy increases with improving levels
of the mother’s education. For example, 54 per cent of mothers with no education used medicine to prevent
malaria during pregnancy versus 75 per cent among those who have completed secondary or higher levels
of education. As expected, the proportion of women using medicine to prevent malaria during pregnancy
was lowest among women from low wealth index households, and higher among those from medium and
high wealth index households.

Table 6.13: 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, Tharaka district, 2008
Percentage of pregnant women who took: Number
Medicine to of women
prevent who gave
malaria SP/Fansidar ~ SP/Fansidar birth in
during only one two or more Other Don't  prior two
Characteristics pregnancy time times* Chloroquine medicines know years
Education
None 54.2 27.4 19.7 2.8 43 0.0 35
Primary 723 36.8 26.4 21 3.2 3.8 298
Secondary + (74.9) (32.9) (24.5) (0.0) (7.4) (10.0) 31
Non-standard
curriculum
Wealth index 65.8 34.1 222 2.4 815 41 169
Low 75.8 38.3 27.2 2.0 3.4 41 149
Medium 729 31.8 32.9 0.0 5.1 3.0 46
High
Total 70.8 35.5 25.6 2.0 3.7 4.0 364
(); figures based on 25-49 un-weighted cases
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Environment 7

7.1 Water

Safe drinking water is a basic necessity for good health. Unsafe drinking water can be a significant
carrier of diseases such as cholera, typhoid and schistosomiasis. Drinking water can also be polluted
by chemical, physical and radiological contaminants that can bring 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 of carrying water, often over
long distances.

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

The list of indicators used in MICS is 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
e Sanitary disposal of child’s faeces

The distribution of the population by source of drinking water is shown in Figure 7.1. Similar results
are shown by background characteristics in Table 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, tubewell/borehole, protected well, protected spring, rainwater collection. Bottled water is
considered as an improved water source only if the household is using an improved water source for other
purposes, such as hand washing and cooking.
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Figure 7.1 Percentage distribution of household members by source of drinking water,
Tharaka district, 2008
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Most of the households in the district use surface water (70 per cent). This could be a source of
disease if it is not treated. Another 10 per cent of the households get their water from tube well/borehole.
As expected, the use of surface water decreases with increasing levels of the household wealth index.
Overall, 22 per cent of the population is using an improved source of drinking water in Tharaka district.
The proportion of the population using an improved source of drinking water increases with the increasing
levels of the household wealth index. For example, only 11 per cent of the population from the low wealth
index households are using drinking water from improved sources versus 53 per cent among those from
high wealth index households.
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Table 7.2 (EN.1) presents use of in-house water treatment by background characteristics in Tharaka
district. It shows the percentages of household members using appropriate water treatment methods,
separately for all households, and for households using improved and unimproved drinking water sources.
Households were asked of ways they may be treating water at home to make it safer to drink — boiling,
adding bleach or chlorine, using a water filter, and using solar disinfection were considered as proper
treatment of drinking water. Fifty four per cent of the households in Tharaka district drink appropriately
treated water. Boiling of water was the most common water treatment method and was reported by
53 per cent of households. However, nearly 46 per cent of the households did not treat water. The proportion
of those boiling water as a water treatment method increased with increasing levels of the household
wealth index. For example, 52 per cent of those from low wealth index households boiled their water
compared to 60 per cent among those from high wealth index households.

The amount of time it takes to obtain/collect water is presented in Table 7.3. Note that these results
refer to one roundtrip from home to a drinking water source. Information on the number of trips made in one
day was not collected. Majority (47 per cent) of households spend more than an hour for water collection,
indicating that distance to the water source is long. Excluding those households with water on the premises,
the average time to the source of drinking water is 71 minutes. The differentials by household wealth index
show that the time taken to collect water from the source of drinking water decreases with increasing levels
of the household wealth index. For example, on average a member from a low wealth index household takes
78 minutes to collect drinking water from the source versus 42 minutes taken by those from high wealth
index households.

Details on the person who usually collected the water are presented in Table 7.4. For most households,
an adult female is usually the person responsible for collecting water (87 per cent of the households).
Adult men collect water in 40 per cent of cases and in 12 per cent of the cases, a child under age 15 years
collects the water. Cases of women collecting the water decline across the board with increasing levels of
the household wealth index. For example, while about 90 per cent of the women collect water in low wealth
index households, this proportion declines to 72 per cent for high wealth index households.
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Table 7.3 (EN.3): Time to source of water

Percentage distribution of households according to time to go to source of drinking water, get water and return, and
mean time to source of drinking water, MICS Tharaka district, 2008

Time to source of drinking water

30 Mean time
minutes 1 to source
Water Less 15 minutes to less hour of

on than15  to less than than 1 or Don't drinking ~ Number of
Characteristic  premises minutes 30 minutes hour more know Total water® households
Education of household head
None 2.7 15.4 14.7 20.6 451 1.5 100 64.9 294
Primary 22 14.9 11.7 21.0 50.3 0.0 100 76.3 715
Secondary + 7.9 9.4 16.8 27.6 37.1 1.2 100 56.5 116
Non-standard
S ¢ ) ¢ Q) O 00 Q) 10
Wealth index
Low 0.2 14.0 13.1 20.1 5248 0.3 100 78.2 520
Medium 22 15.0 11.1 23.1 48.0 0.6 100 69.9 478
High 15.5 16.1 20.9 21.4 251 1.0 100 422 137
Total 29 14.7 13.2 2185 47.2 0.5 100 70.9 1135

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

Table 7.4 (EN.4): Person collecting water

Percentage distribution of households according to the person collecting drinking water used in the household, MICS
Tharaka district, 2008

Person collecting drinking water

Female child ~ Male child under Number of
Characteristic Adult woman  Adultman  under age 15 age 15 households
Education of household head
None 81.9 343 10.7 104 294
Primary 91.7 419 12.8 5.0 715
Secondary + 73.7 428 11.0 6.4 116
Non-standard curriculum *) *) *) *) 10
Wealth index
Low 89.9 37.9 12.5 8.1 520
Medium 88.5 439 13.4 5.4 478
High 72.0 36.7 5.6 4.4 137
Total 87.2 40.3 12.0 6.5 1135

(*); figures based on < 25 un-weighted cases
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7.2 Sanitation

Inadequate disposal of human excreta and personal hygiene is associated with a range of diseases
including diarrhoeal diseases and cholera. 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. Information regarding sanitation by education of the household head and wealth
index is shown in Table 7.5. Only 22 per cent of the population in Tharaka district was living in households
using improved sanitation facilities. Use of improved sanitation facilities improves with increasing levels of
the household wealth index. Sixty eight per cent of the population in Tharaka district use pit latrines without
slab or an open pit. About nine per cent have no toilet facilities and hence use bush. A similar percentage
use ventilated improved pit latrine (VIP).
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Information on disposal of faeces of children 0-2 years of age is presented in Table 7.6 (EN.6)). Safe
disposal of a child’s faeces is disposing of the stool, by the child using a toilet or by rinsing the stool into
a toilet or latrine. In 90 per cent of the cases, the stool of children aged between 0-2 years is disposed
safely and 78 per cent of them reported putting the stool in the toilet/latrine as the mode of disposal.
The proportion of households disposing children’s stool safely increases with improving levels of the
mother’s education and household wealth index.

As shown in Table 7.7, the percentage share of households using improved sources of drinking water
and sanitary means of excreta disposal is only 20 per cent. This proportion increases with improvements in
the household wealth index. For example, eight per cent of those who belong to low wealth index are using
improved sources of drinking water and sanitary means of excreta disposal in contrast to 46 per cent among
those from high wealth index.

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 Tharaka district, 2008
. o Proportion
Place of disposal of child's faeces of children  Number
Left whose of
Child Put/rinsed Put/rinsed Thrown in Don't stools are  children
used into toilet  into drain into the know/ disposed  aged 0-2
Characteristic  toilet  or latrine orditch  garbage Buried open Other missing Total  of safely years
Mother’s education
None 12.3 76.8 0.0 3.0 17 6.2 0.0 0.0 100.0 89.2 75
Primary 12.8 774 0.5 35 0.6 15 2.6 0.1 100.0 90.2 569
Secondary + 8.9 83.3 13 3.1 11 0.0 1.1 0.0 100.0 923 79
Wealth index
Low 10.6 73.3 05 5.7 1.6 3.0 43 0.0 100.0 83.9 342
Medium 15.2 80.2 0.4 1.8 0.0 0.9 0.3 0.2 100.0 95.4 294
High 9.3 88.6 11 0.0 0.0 0.0 0.0 0.0 100.0 97.9 88
Total 123 78 0.5 34 0.7 1.8 21 1.0 100.0 90.3 724

Table 7.7: 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 Tharaka district, 2008
Percentage of household population:
Using improved Using sanitary Using improved sources of Number of
sources of means of excreta  drinking water and using sanitary household

Characteristic drinking water disposal means of excreta disposal members
Education of household head
None 25.8 86.4 21.8 1160
Primary 19.3 87.8 17.9 3707
Secondary + 30.3 83.9 25.0 583
Non-standard 43.1) 100.0 143.1) 44
curriculum
Wealth index
Low 10.8 77.6 8.2 2446
Medium 25.5 95.9 244 2417
High 525) 90.9 46.1 632
Total 21.1 87.2 19.7 5494
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Reproductive Health 8

Thischapter presents information about fertility, marriage, contraception, unmet need for contraceptives
and antenatal care in the Tharaka 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 develop programs
to target fertility reduction, information about prevailing fertility levels become a crucial component. In
MICS, birth histories of women aged 15-49 years from sampled households are gathered to measure the
fertility level. Birth histories include details of all children ever born to a woman, such as child’s name, sex,
month and year of birth, survival status and if dead, the age at death.

Table 8.1 presents current fertility levels in Tharaka district for the three-year period preceding the
survey. This corresponds to the period from mid-2005 to mid-2008. Current fertility measures include age-
specific fertility rates (ASFRs) and total fertility rate (TFR). ASFRs 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.
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 ASFRs.

Table 8.1: Current fertility

Age specific fertility rates (ASFRs) and total fertility rate
(TER) for the 3-year preceding the survey, MICS Tharaka
district, 2008

Age group ASFR
15-19 79
20-24 259
25-29 248
30-34 201
35-39 168
40-44 71
45-49 0
TFR 5.1
TFR: Total fertility rate for women aged 15-49 years expressed per
woman

The total fertility rate in Tharaka district is 5.1 children per woman for the three year period preceding
the survey. This is two and half times the replacement level of fertility. In Tharaka district, fertility peaks
at the age group 20-24 years. An analysis of the age-specific fertility rates shows that 85 per cent of the
total fertility rate is contributed by women aged between 20-39 years, and the contribution of older women
40-49 years is less than 10 per cent. The contribution of the adolescent age group, i.e., 15-19 years to total
fertility is about 8 per cent.

Information on the percentage distribution of all women and currently married women based on the
number of children even born and living is summarized in Table 8.2. The mean number of children ever
born to all women aged between 15-49 years is 3.9 and that of surviving is 2.8. In case of married women
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aged between 15-49 years, the mean number of children ever born is 4.1 and that of surviving is 3.7. Six
per cent of the married women do not have any live births, which may suggest a high level of infertility in
the district. Forty six per cent of the currently married women aged between 45-49 years have 8 or more
children ever born, and 43 per cent among women aged between 40-44 years.

Table 8.2: Children ever born and living
Percentage distribution of all women and currently married women by number of children ever born, and mean
number of children ever born and living, according to age groups, MICS Tharaka district, 2008
Number Mean number of
Age Number of children ever born of children
group 0 1 2 3 4 5 6 7 8+ Total women Everborn  Living
All women
15-19 93.0 6.3 0.7 100.0 220 11 11
20-24 364 342 187 6.0 3.2 1.3 0.2 100.0 227 1.8 1.7
25-29 139 177 263 262 116 3.4 0.3 0.2 0.5 100.0 209 2.6 25
30-34 4.0 42 160 240 212 184 7.5 B15 1.2 100.0 179 3.8 815
35-39 43 1.2 50 170 210 116 119 169 11.0 100.0 167 532 48
40-44 21 22 70 143 115 20.6 7.5 34.7 100.0 80 6.8 59
45-49 21 24 29 22 58 16.9 77 197 403 100.0 114 8.1 7.2
Total 280 119 116 124 10.2 7.6 5.0 518 8.0 100.0 1195 4.3 819
Currently Married Women
15-19 *  * * *) 100.0 19 6 5
20-24 125 439 264 92 58 1.9 4 100.0 124 1.6 1.5
25-29 70 135 292 311 136 43 4 ) .6 100.0 154 2.6 25
30-34 16 17 145 269 235 191 8.6 27 14 100.0 146 39 3.6
35-39 3.7 22 174 226 136 9.1 18.4 12.9 100.0 130 52 48
40-44 3.0 22 174 55 192 9.9 42.7 100.0 60 7.1 6.1
45-49 23 87 208 3.0 19.6 45.6 100.0 75 8.3 7.1
Total 59 128 145 173 154 104 515 6.9 11.4 100.0 708 4.1 &7/

8.2 Teenage Pregnancy and Motherhood

Reducing pregnancy among adolescents is one of the flagship programs of the Government of Kenya.
The distribution of women aged between 15-19 years who have had a live birth or are currently pregnant by
selected characteristics is shown in Table 8.3. Nearly seven per cent of women aged between 15-19 years
have had a live birth, while nearly 10 per cent have started child bearing. This proportion of teenage women
who have initiated child bearing is higher among those from low and high wealth index households.
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Table 8.3: Teenage pregnancy and motherhood
Percentage of women aged 15-19 years who are mothers or pregnant with their first child and
percentage who have begun child bearing, MICS Tharaka district, 2008
Percentage who

e Have had a Are pregnant with Have began child Number of
Characteristic live birth first child bearing women
Age
15 2.8 0.0 2.8 59
16 0.0 0.0 0.0 48
17 6.4 5.8 122 39
18 9.5 5.7 15.2 45
19 24.5 7.1 31.6 29
Education
None ) ) ) 1
Primary 2.0 0.0 2.0 195
Secondary + 0.0 0.0 0.0 24
Wealth index
Low 7.2 45 11.7 108
Medium 6.2 2.0 8.3 99
High 11.0 0.0 11.0 13
Total 7.0 3.1 10.1 220

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 improve access to all couples to information and services to
prevent pregnancies that are too early, too closely spaced, and too late or too many.

Details on current use of contraception are shown in Table 8.4. Results from the MICS indicate that
38 per cent of currently married women or in union were using any method of contraception. Modern
methods were used by 37 per cent while a negligible percentage reported using traditional methods. The
most popular method is the IUD which is used by one in three married women in Tharaka district. Other
methods combined account for a less than 5 per cent in usage. Younger women and those aged 45-49 years
are far less likely to use contraception than women in other (middle) age groups. For example, about 23
per cent of married or in union women aged 15-19 years are currently using a method of contraception
compared to 36 per cent among 20-24 year olds and 44 per cent for the 25-29 year old women.

Women’s education level is strongly associated with the use of modern contraceptive methods. The
proportion of women using any modern method of contraception rises from 18 per cent among those with
no education to 40 per cent among women with primary level education, and to 43 per cent among women
with secondary or higher education. A similar pattern is observed with respect to household wealth index.
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8.4 Unmet Need

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

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

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

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

" Unmet need measurement in MICS is somewhat different from that used in other household surveys, such as the Demographic and Health Surveys (DHS). In DHS,
more detailed information is collected on postpartum amenorrhoea, and sexual activity. Results from the two types of surveys are strictly not comparable
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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 the results of the survey on contraception, unmet need, and the demand for contraception
satisfied. The unmet need for contraception is slightly over three per cent in Tharaka district, of which three
per cent have an unmet need for spacing and a negligible proportion have an unmet need for limiting.
As expected, seven per cent of women aged 20-24 have an unmet need for spacing, compared to negligible
proportions among women aged above 45 years. Overall, among those wanting to use contraception,
38 per cent are currently using them or their demands are met. Differentials by wealth index show that a
higher proportion of women with an unmet need are from low health index households.

Table 8.5 (RH.2): Unmet need for contraception
Percentage of women aged 15-49 years currently married or in union with an unmet need for family planning and
percentage of demand for contraception satisfied, Tharaka district, 2008
Number Number of
Unmet need for contraception of women  Percentage of  women currently
currently demand for married or in
Current use of For For married or contraception  union with need

Characteristic contraception spacing** limiting*** Total in union satisfied*****  for contraception
Age
15-19 ) ) ) ) 19 ) 5
20-24 36.2 6.9 0.0 6.9 124 83.9 58
25-29 43.8 24 0.0 24 154 947 71
30-34 43.9 2.8 0.9 87 146 92.2 69
35-39 48.2 1.0 0.0 1.0 130 98.0 64
40-44 24.6 57 1.0 57 60 81.2 18
45-49 10.4 0.0 0.0 0.0 75 100.0 8
Education
None 17.8 15 0.8 23 84 *) 17
Primary 40.1 32 0.1 33 555 92.4 241
Secondary + 425 42 0.0 42 67 (91.1) 31
Wealth index
Low 324 42 0.2 4.4 287 87.9 106
Medium 38.0 3.0 0.0 3.0 323 92.7 132
High 51.2 0.0 0.7 0.7 99 98.7 51
Total 37.6 3: 0.2 3.2 708 92.0 289
** Unmet need for spacing is defined as women who are fecund and not currently using contraception and want to space their births.
*** Unmet need to limit is defined as women who are fecund and not currently using contraception and want to limit their births.
**xx Proportion of demand satisfied is defined as the proportion of currently married or in union women who are currently using
contraception of the total demand for contraception.
(*):based on < 25 unweighted cases
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8.5 Antenatal Care

The antenatal period presents an important opportunity for reaching pregnant women with a number
of interventions that may be vital to their health and well-being 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.

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

e Blood pressure measurement

e Urine testing for bateriuria and proteinuria

e Blood testing to detect syphilis and severe aneamia

e Weight/height measurement (optional)

The type of personnel providing antenatal care to women aged 15-49 years who gave birth in the two
years preceding the survey by background characteristics is presented in Table 8.6.
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Table 8.6: 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 Tharaka district, 2008
Person providing antenatal care** Number of
Antenatal women who
Traditional No care by any  gave birth in the
Medical =~ Nurse/ birth antenatal skilled preceding two
Characteristic ~ doctor  midwife attendant Other care Total  personnel* years
Age
15-19 ) ) ) ) ) 1000 ) 15
20-24 31.1 62.6 0.0 0.0 6.2 100.0 93.8 88
25-29 25.9 67.0 0.0 1.9 52 100.0 92.9 107
30-34 28.0 62.4 0.0 0.0 9.6 100.0 90.4 74
35-49 24.8 59.2 0.0 0.0 16.0 100.0 84.0 79
Education
None 21.1 63.5 0.0 0.0 154 100.0 84.6 65
Primary 29.2 61.5 0.2 0.7 8.5 100.0 90.6 298
Secondary + (24.7) (66.7) (0.0) (0.0) 87) 100.0 (91.3) 31
Wealth index
Low 28.5 58.0 0.4 0.0 13.1 100.0 86.5 169
Medium 29.7 62.5 0.0 1.4 6.4 100.0 92.2 149
High 20.8 75.6 0.0 0.0 3.6 100.0 96.4 46
Total 28.0 62.1 0.2 0.6 9.1 100 90.1 364
*Skilled health personnel include doctors, nurses, midwives, and auxiliary midwives.
** If the respondent mentioned more than one provider, only the most qualified provider is considered
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases

Coverage of antenatal care by any skilled personnel (a doctor, nurse, or midwife) is relatively high in
Tharaka district with 90 per cent of women receiving antenatal care from a skilled provider. The types of
ANC services provided to pregnant women are shown in Table 8.7 (RH.4). About 91 per cent of pregnant
women indicated that they had received ANC one or more times during pregnancy. Among those who gave
birth to a child during the two years preceding the survey, 85 per cent reported that their blood sample was
taken during antenatal care visits, 88 per cent reported that their blood pressure was checked, 64 per cent
had urine specimen taken and in 90 per cent of cases, weights were measured. The proportion of women
receiving the different types of services offered increased with improving levels of the mother’s education.
A similar pattern is observed with increasing levels of the household wealth index.
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Table 8.7 (RH.4): Antenatal care
Percentage of pregnant women aged 15-49 years receiving antenatal care among women who gave birth
two years preceding the survey and percentage of pregnant women receiving specific care as part of the
antenatal care received, MICS Tharaka district, 2008
Percentage of Percentage of pregnant women who had: Number of
pregnant women women who
receiving ANC gave birth in
one or more Blood Blood Urine two years
times during test pressure  specimen  Weight preceding
Characteristic pregnancy taken* = measured*  taken*  measured* survey
Age
15-19 ) ) ) ) ) 15
20-24 93.8 88.9 89.9 61.2 92.6 88
25-29 94.8 87.4 91.5 69.3 94.8 107
30-34 90.4 87.4 88.7 62.9 89.5 74
35-49 84.0 78.2 81.7 62.5 82.3 79
Education
None 84.6 774 79.7 48.9 84.6 E5
Primary 91.5 85.7 88.5 65.1 90.5 298
Secondary + 91.3 85.9 89.4 70.5 91.3 3l
Wealth index
Low 86.9 78.7 83.0 54.7 85.5 169
Medium 93.6 90.2 91.9 72.6 93.1 149
High 96.4 90.3 91.5 70.0 96.4 46
Total 90.9 84.9 87.7 64.0 90.0 364
* Proportions are calculated separately: Total number of women weighed, blood pressure measured, gave urine sample,
gave blood sample.
(*); figure based on < 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 indicator for skilled attendant at delivery is also used to
track progress toward the Millennium Development target of reducing the maternal mortality ratio by three
quarters between 1990 and 2015.

The Tharaka district 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. Table 8.8
shows the type of personnel available at delivery by background characteristics. Fifty two per cent of births
that occurred during the two years preceding the MICS were delivered by skilled personnel. The more
educated a woman is, the more likely she is to have delivered with the assistance of a skilled attendant.
A similar trend is observed with the level of wealth index. For example, 40 per cent of women from low
wealth index households were assisted by a skilled health worker compared with nearly 78 per cent among
those from high wealth index households. Delivery in a health facility shows a similar pattern with mother’s
education and household wealth index. Thirty five per cent of deliveries in Tharaka district were assisted by
traditional birth attendants and five per cent by either a relative or friend. Six per cent of the deliveries were
assisted by a community health worker.
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Table 8.8 (RH.5): Assistance during delivery
Percentage distribution of women aged 15-49 with a birth in two years preceding the survey by type of personnel assisting at
delivery, MICS Tharaka district, 2008
Person assisting at delivery
Number of
women who
Traditional Community gave birth in
Medical ~ Nurse/ birth health  Relative/ No Any skilled Delivered in  preceding
Characteristic doctor  midwife  attendant worker friend Other attendant Total personnel* health facility two years
Age
15-19 ) ©) ) ) ) B @ 1000 () ) 15
20-24 26.5 35.1 0.7 0.0 32.7 31 19 100.0 61.6 60.9 88
25-29 204 30.3 1.6 0.0 30.8 121 48 100.0 50.7 50.3 107
30-34 19.1 26.2 18 0.8 40.0 45 75 100.0 453 43.9 74
35-49 25.8 22.0 1.6 0.6 39.9 21 8.0 100.0 47.8 499 79
Education
None 224 27.5 0.0 0.0 44.0 2.0 41 100.0 49.9 47.9 35
Primary 20.8 29.3 17 0.4 B3 6.5 5.8 100.0 50.2 50.2 298
Secondary + (41.9) (32.8) (0.0) (0.0) (20.7) (4.6) (.0) 100.0 (74.7) (74.7) 3l
Wealth index
Low 19.1 20.5 12 0.4 46.0 61 68 100.0 39.6 35 169
Medium 228 35.6 15 0.3 29.2 61 44 100.0 58.4 58.3 149
High 35.8 423 1.6 0.0 14.4 44 15 100.0 78.1 77.7 46
Total 22.8 29.4 14 0.3 35.1 59 5.1 100.0 52.2 521 364
*Skilled health personnel include doctors, nurses, midwives, and auxiliary midwives.
(*); figure based on < 25 un-weighted cases
(); 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 a child’s development during this period. In this
context, adult activities with children, presence of books at home for the child, and the conditions of care
are important indicators of quality of child 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.

Table 9.1 shows details of family support for learning disaggregated by background characteristics. In
forty four per cent of the children under-five, an adult engaged in about four activities that promote learning
and school readiness during the 3 days preceding the survey. The average number of activities where
household members engaged with children was 3.2. Father’s involvement with one or more activities was
32 per cent, with an average of less than one (0.7) activity. One in five children (20 per cent) was living in a
household without their natural fathers. Father’s involvement in their children activities was higher among
high wealth index households. Among low wealth index households, nearly 25 per cent of the children lived
without their natural father. This proportion was 16 per cent for the medium wealth index and declined
further to 11 per cent for those from high wealth index households. A similar trend is observed in relation
to the level of mother’s education.
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Table 9.1: 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 Tharaka district, 2008

Percentage of children aged 0-59 months

For whom
For whom Mean the father
household number of engaged in Mean
members activities one or more number of Livingina
engaged in four household activities activities ~ household =~ Number
or more activities members that promote  the father without of
that promote engage in learning and  engaged their children
learning and with the school in with the natural aged 0-59
Characteristic school readiness* child readiness** child father months
Sex
Male 431 3.1 32.0 0.7 18.5 578
Female 45.6 B¥S 31.7 0.7 20.6 571
Age
0-23 months 18.7 21 24.0 0.4 17.8 478
24-59 months 62.6 4.0 37.4 0.9 20.8 671
Mother's education
None 48.0 33 242 0.5 35.4 132
Primary 435 3.2 32.7 0.7 18.0 898
Secondary +
Niom-simmenel 46.7 3.2 34.1 0.7 13.8 118
curriculum © © © © © !
Father's education
None 442 3l 38.5 0.9 0.0 67
Primary 441 32 37.4 0.8 0.0 730
Secondary + 48.9 3.4 45.7 0.8 0.0 122
Non-standard
curriculum © ¥ © ¥ ¥ 6
Father not in HH 427 3.1 35 0.1 100.0 224
Wealth index
Low 41.2 3.0 26.4 0.6 24.5 553
Medium 46.4 B¥S 34.1 0.7 15.9 471
High 50.1 3.4 474 0.9 11.3 125
Total 443 S22 31.8 0.7 19.5 1149

* 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.
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases
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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 for school. One of the A World Fit for Children goals is the promotion of early
childhood education.

Details on early childhood education (ECD) by background characteristics such as sex and age of
child in months, mother’s education and wealth are presented in Table 10.1 (ED.1). Twenty five per cent of
children aged between 36-59 months are attending pre-school. Slightly more female children (29 per cent)
are attending early childhood education than males. The proportion attending ECD improves with mother’s
education and household wealth index. For example, only sixteen per cent of children with mothers with
no education were attending ECD compared to 36 per cent among those with mothers who have attained
secondary or higher levels of education. Similarly, 15 per cent of children from low wealth index households
were attending ECD compared to 67 per cent among those from high wealth index households. However,
in absolute numbers, pre-school attendance for those from low wealth index households is higher than that
of the high wealth index households. Overall, 89 per cent of children who are currently 6 years old and
attending standard one of primary school were reported to have attended pre-school the previous year. The
proportion among males is much higher (97 per cent).

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 standard one pupils who attended pre-school, MICS Tharaka district, 2008
Percentage of children
Percentage of children attending standard one Number of
aged 36-59 months Number of who attended preschool children

currently attending early children aged program in previous attending
Characteristic childhood education 36-59 months year standard one
Sex
Male 19.6 205 (97.3) B8
Female 29.3 224 (81.6) 37
Age of child
36-47 months 12.1 210 NA 0
48-59 months 36.6 219 NA 0
6 years* NA 0 89.0 71
Mother's education
None 15.6 56 * 8
Primary 24.9 337 87.2 54
Secondary + (36.4) 36 *) 6
Nonjstailndard * 1 * 0y
curriculum
Wealth index
Low 154 214 (91.9) 34
Medium 26.8 177 (*) 27
High (67.0) 38 *) 10
Total 24.6 429 89.0 71
* Primary school entry age should be defined at the country level (usually based on UNESCO's ISCED1 classification). Here, it is
assumed that primary education starts at age 6.
(*); figure based on < 25 un-weighted cases
(); figures based on 25-49 un-weighted cases
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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:

* Netintake rate in primary education

e Net primary school attendance rate

e Net secondary school attendance rate

e Net primary school attendance rate of children of secondary school age
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

Net primary completionrate information on primary school entry by selected background characteristics
is presented in Table 10.2. Among children who are of primary school entry age (6 years) in Tharaka district,
45 per cent were attending the standard one of primary school. More female children are attending the
standard one (49 per cent). Forty four per cent of children aged 6 years whose mothers had primary school
education were attending standard one compared with 61 per cent among those with mothers educated up
to secondary and above. Among children from low wealth index households, 41 per cent were attending
standard one.

Table 10.2 (ED.2): Primary school entry
Percentage of children of primary school entry age (6 years old) attending standard one, MICS

Tharaka district, 2008
. Percentage of children of primary school Number of children of
Characteristic . .
entry age currently attending standard one  primary school entry age
Sex
Male 414 92
Female 493 84

Mother's education

None (38.1) 25
Primary 44.3 137
Secondary + *) 11
Non-standard .

curriculum ) 2
Wealth index

Low 40.9 86
Medium 45.2 74
High *) 15
Total 45.2 176

(*); figure based on < 25 un-weighted cases
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Table 10.3 provides the proportion of children of primary school age attending primary school by
selected background characteristics. Most primary school aged children (86 per cent) were attending school.
School attendance by female children was higher at 89 per cent. Differentials by education of the mother
and wealth index were evident. For example, primary school aged children from low and high wealth index
attending school were 81 and 97 per cent respectively.

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, MICS Tharaka district,
2008

Net attendance ratio* Number of children
Characteristic Male Female Total Male Female Total
Age
6 432 51.0 46.9 92 84 176
7 67.5 85.3 75.9 86 77 163
8 87.9 89.7 88.8 86 78 164
9 97.8 97.2 97.5 60 74 134
10 95.7 97.7 96.6 85 70 155
11 95.4 97.6 96.7 66 84 149
12 93.2 98.4 95.4 87 64 150
13 98.8 97.6 98.1 54 76 130
Mother’s education
None 83.0 87.5 85.0 151 125 276
Primary 82.3 88.5 85.5 421 434 855
Secondary + 88.7 92.2) 90.5 42 43 84
Non'—standard ¢ * 100.0 1 6 6
curriculum
Wealth index
Low 79.2 83.6 81.3 300 266 566
Medium 83.9 91.6 88.1 245 289 534
High 95.5 97.8 96.5 70 55 122
Total 82.9 88.7 85.8 615 607 1222
* The primary school net attendance ratio (NAR) is the percentage of children of primary school age that are attending primary or
secondary school. Children of primary school age (6-13 years) currently attending primary or secondary school are included in the
numerator. All children of primary school age are included in the denominator.
(*); figure based on < 25 un-weighted cases

Table 10.4 presents secondary school net attendance by selected background characteristics. Only
11 per cent of the children of secondary school age (14-17 years) are attending secondary school. From
the remaining 89 per cent, some are either out of school or attending primary school. Overall, there is no
evidence of gender disparity in secondary school attendance. However, the proportion of those attending
secondary school is higher among students from high wealth index households.
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Table 10.4 (ED.4): Secondary school net attendance ratio
Children of secondary school age (14-17 years) attending secondary school or higher, MICS Tharaka district, 2008
Net attendance ratio Number of children

Characteristic Male Female Total Male Female Total
Age
14 0.0 7.4 43 66 92 158
15 10.0 16.6 13.3 64 64 128
16 19.1 8.4 14.1 64 57 121
17 16.6 16.1 16.4 66 45 111
Mother’s education
None 10.1 13.7 11.9 66 64 130
Primary 9.1 11.7 10.5 143 152 295
Secondary + 17.5 5.7 124 10 8 18

n-standar
Mother not in HH 20.3 6.9 14.2 40 33 73
Wealth index
Low 5.0 6.2 57 109 135 243
Medium 12.0 19.4 15.4 119 99 219
High 30.2 7.7 20.7 32 24 56
Total 114 114 114 260 258 518
* The secondary school net attendance ratio (NAR) is the percentage of children of secondary school age that are attending secondary
school or higher. Children of secondary school age currently attending secondary school or higher are included in the numerator. All
children of secondary school age are included in the denominator.

The percentage distribution of children of secondary school age (14-17 years) attending primary
school by selected background characteristics in Tharaka district is presented in Table 10.5. Fifty one per
cent of children of secondary school age are attending primary school. As expected, this proportion declines
with the child’s age. Similarly, the proportion declines with increase in the mother’s education and the
household wealth index. For example, 51 per cent of the secondary school age children with mothers who
no education are currently attending primary school compared with 30 per cent of children whose mothers
have attained at least a secondary or higher level of education. Sixty three per cent of the secondary school
age children from low wealth index households are currently attending primary school.
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Table 10.5: Secondary school age children attending primary school

Percentage of children of secondary school age (14-17 years) attending primary school, MICS Tharaka district, 2008
Percentage attending primary school Number of children

Characteristic Male Female Total Male Female Total

Age

14 63.4 63.1 63.3 66 92 158

15 64.6 53.4 59.0 64 64 128

16 52.2 (40.8) 46.8 64 57 121

17 255 (28.9) 269 66 45 111

Mother’s education

None 442 57.0 50.5 66 64 130

Primary 56.1 49.0 525 143 152 295

Secondary + ) 29.3 29.6 10 8 18

Non.—standard * 0.0 100.0 1 0 1

curriculum

Mother not in HH (50.4) 444 47.7 40 33 73

Wealth index

Low 66.2 60.0 62.8 109 135 243

Medium 475 * 449 119 99 219

High (16.2) 249 19.9 32 24 56

Total 51.4 49.8 50.6 260 258 518

* 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.

(*); figure based on < 25 un-weighted cases

(); figures based on 25-49 un-weighted cases

The Gender Parity Index (GPI) is the ratio of girls to boys attending primary and secondary education.
These ratios are obtained from net attendance ratios as opposed to the gross attendance ratios. Information
on gender parity index (GPI) by selected background characteristics is provided in Table 10.6. The gender
parities for primary and secondary school are close to 1, indicating not much of a difference in the attendance
of girls and boys in primary and secondary schools. As expected, the ratio increases with the level of
household wealth index and educational level of mothers. However, there are differences in the school
attendance of boys with respect to the household wealth index, where attendance increases with increasing
levels of the household wealth index.
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MICS Tharaka district, 2008

Table 10.6: Education gender parity

Ratio of girls to boys attending primary education and ratio of girls to boys attending secondary education,

Primary school net
attendance ratio (NAR)

Gender parity
index (GPI) for
primary school

Secondary school net
attendance ratio (NAR)

Gender parity index
(GPI) for secondary

Characteristic Girls Boys NAR* Girls Boys school NAR*
Sex

Male NA 82.9 NA NA 114 NA
Female 88.7 NA NA 11.4 NA NA
Mother's education

None 87.5 83.0 1.05 13.7 10.1 1.35
Primary 88.5 82.3 1.07 11.7 9.1 1.29
Secondary + 92.2 88.7 1.04 57 17.5 0.33
Wealth index

Low 83.6 79.2 1.06 6.2 5.0 1.22
Medium 91.6 83.9 1.09 19.4 12.0 1.61
High 97.8 95.5 1.02 7.7 30.2 0.26
Total 88.7 82.9 1.07 11.4 11.4 1.00

* 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

A World Fit for Children has a goal that seeks to ensure adult literacy. Adult literacy is also an
MDG indicator that relates to both men and women. In MICS, the results are based only on females aged
15-24 years since only a women’s questionnaire was administered. Literacy was assessed on the ability
of women to read a short simple statement or on school attendance. Information on adult literacy by
background characteristics is presented in Table 10.7. Overall, 81 per cent of women aged between
15-24 years are literate in Tharaka district. The proportion of literate women is higher among the younger
women (15-19 years). The proportion of literate women increases with increasing levels of the household

wealth index.
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Table 10.7: Adult literacy

Percentage of women aged 15-24 years who are literate*, MICS Tharaka district, 2008

Number of women

Characteristic Percentage literate*  Percentage not known** aged 15-24 years
Education

None (*) (*) 17
Primary 80.0 0.4 363
Secondary + 100.0 0.0 67
Age

15-19 86.6 0.7 220
20-24 75.8 0.0 227
Wealth index

Low 72.2 0.6 220
Medium 88.8 0.0 192
High 95.2) (0.0) 35
Total 81.1 0.3 447

* 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.
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Child Protection 11

11.1 Birth Registration

The Convention on the Rights of the Child (CRC) states that every child has the right to a name and
a nationality and the right to protection from being deprived of his or her identity. Birth registration is a
fundamental means of securing these rights for children. The World Fit for Children states that there is need
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 5 years of age whose birth is registered. Details on birth
registration by background characteristics are presented in Table 11.1.

Thirty six per cent of births of children below five years in Tharaka district have been registered.
Among those whose births are not registered, cost, travel distance, and lack of knowledge emerge as the
main reasons for not registering the birth. About 30 per cent reported other reasons for not registering the
birth, which included reasons like not felt it was important to register, etc. A marginal difference in the
proportion of boys (37per cent) registered was observed. The proportion of births registered increased with
improvements in the levels of mother’s education. For example, 26 per cent of the births from mothers with
no education were registered compared to 47 per cent of births among mothers with secondary or higher
level of education. Births registration equally improved with increasing levels of household wealth index.
For example, 30 per cent of births from low wealth index households were registered versus 41 and 42
per cent among those from medium and high wealth index households, respectively.
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Table 11.1: Birth registration
Percentage distribution of children aged 0-59 months by whether birth is registered or reasons for non-registration, MICS
Tharaka district, 2008
Birth is not registered because:
Late, Number of
Number did children
of not  Doesn't aged 0-59
children Must Didn’t want  know months
Birthis aged 0- Costs travel know child to where without
. . Regis- 59 too too should be pay to Don't birth
Characteristic .04 months much far registered fine  register Other know Total registration
Sex
Male 36.7 578 10.3 15.6 46.3 1.8 6.0 14.3 58  100.0 307
Female 35.1 571 10.1 16.6 44.6 1.3 6.3 14.3 6.8  100.0 310
Age
0-11 months 39.1 192 9.3 221 434 0.6 1.4 19.9 34  100.0 110
12-23 months 37.1 260 9.3 17.5 444 1.3 6.7 12.0 54  100.0 141
24-35 months 34.5 248 6.6 16.8 46.4 0.7 7.8 14.6 7.2 100.0 130
36-47 months 38.8 210 8.3 16.3 454 2.8 6.5 14.1 6.6  100.0 106
48-59 months 30.9 238 13.5 8.6 47.4 24 7.7 11.8 8.6 100.0 130
Mother’s education
None 259 132 12.5 18.0 40.2 12 3.1 14.1 111 100.0 79
Primary 35.9 898 10.6 16.4 45.2 1.5 6.9 14.4 50  100.0 492
Secondary + 46.9 118 2.0 9.8 57.4 1.9 3.0 13.6 123 100.0 45
Non-
standard ) 1 ) ®) ) ®) ®) ) ) ) 0
curriculum
Wealth index
Low 30.4 553 13.0 13.5 45.5 21 6.1 13.0 6.9  100.0 B85
Medium 40.7 471 8.3 18.0 444 0.7 5.8 17.2 56  100.0 234
High 417 125 (0)  (247) (503)  (18) ®5 (1) (57 1000 49
Total 35.9 1149 10.2 16.1 454 1.5 6.2 14.3 6.3  100.0 617
(*); figure based on < 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: “States Parties recognize the right
of the child to be protected from economic exploitation and from performing any work that is likely to
be hazardous or to interfere with the child’s education, or to be harmful to the child’s health or physical,
mental, spiritual, moral or social development...” The World Fit for Children mentions nine strategies to
combat child labour 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 was considered to be involved in child labour activities at the time of
the survey if during the week preceding the survey the child worked:

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

This definition allows differentiation between child labour and child work to identify the type of work
that should be eliminated. As such, the estimate provided here is a minimum of the prevalence of child
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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 child labour by the type of work and background characteristics. Percentages do not add up to the total
child labour as children may be involved in more than one type of work. On average, about 11 per cent of
children aged 5-14 years were involved in household chores for at least 28 hours per week. The proportion
of children involved in this work declined with increasing levels of the household wealth index. In total,
20 per cent of children were involved in any form of labour, with the proportion involved declining with
increasing levels of mother’s education as well as by household wealth index.

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
Tharaka district, 2008
Working outside Household
household chores for
28+ Working Total Number of
Characteristic Unpaid hours/ for family child  children aged
Paid work work week business labour* 5-14 years
Sex
Male 21 23 9.6 7.6 19.8 774
Female 0.7 1.6 11.8 7.0 19.1 795
Age
5-11 years 1.6 25 9.9 8.3 20.7 1131
12-14 years 0.8 0.5 12.8 48 16.2 439
School participation
Yes 1LS) 1.9 10.8 74 19.6 1473
No 2.6 3.0 9.1 51 17.1 97
Mother’s education
None 22 49 13.8 7.5 26.4 355
Primary 13 1.1 9.6 74 174 1100
Secondary + 0.0 0.4 12.5 6.3 18.6 106
Non-standard
%' % %" *' *' 8
curricalum ®) ) ) ) )
Wealth index
Low 2.0 1.9 12.8 7.0 21.8 734
Medium 1.1 1.7 10.4 8.7 19.7 675
High 0.0 2.8 2:3 2.8 7.5 161
Total 1.4 1.9 10.7 7.3 1955 1570
* The table is based on the responses to a series of questions in the child labour module which is administered to the
mother/caretaker of each child 5-14 years of age in the household. The numerator to estimate the child
labourpercentage includes: (a) children 5-11 years of age who during the week preceding the survey did at least one
hour of economic activity or at least 28 hours of domestic chores, and (b) children 12-14 years of age who during the
week preceding the survey did at least 14 hours of economic activity or at least 28 hours of domestic chores.
(*):Based on values less than 25 un-weighted cases hence not shown

Table 11.3 (C.P.3) presents the percentage of children classified as student labourers or as labourer
students by selected background characteristics in Tharaka district. As noted above, the prevalence of child
labour is high in Tharaka district at nearly 20 per cent. Student labourers are children attending school
who were also involved in child labour activities at the time of the survey. Nearly 95 per cent of children
are child labourers who are also attending school. While 20 per cent are students who are also involved
in child labour. There are no substantial differences between boys and girls in the proportions of child
labour activities.
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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 Tharaka District, 2008
Number Percentage of Percentage of
Percentage of child labourers ~ Number of  students who Number

Percentage of  of children  children who are also child are also of
Characteristic children in attending  5-14 years attending labourers involved in students

child labour* school of age school aged 5-14  child labour****  aged 5-14
Sex
Male 19.8 92.5 774 92.9 154 19.9 716
Female 19.1 95.1 795 96.3 152 19.3 756
Age
5-9 years 20.7 92.5 1131 94.8 234 21.3 1046
10-14 years 16.2 97.3 439 93.8 71 15.6 427
Mother’s education
None 26.4 90.8 355 92.3 94 26.9 322
Primary 17.4 94.6 1100 95.2 192 17.5 1041
Secondary + 18.6 96.8 106 100.0 20 19.2 103
Non-standard .

* 8 NA 0 * 6

curriculum © © ©
Wealth index
Low 21.8 92.2 734 92.4 160 21.9 677
Medium 19.7 94.7 675 97.1 133 20.2 639
High 7.5 97.8 161 96.2 12 74 157
Total 19.5 93.8 1570 94.6 305 19.6 1473
* The table is based on the responses to a series of questions in the child labour module which is administered to the caretaker of each child 5-
14 years of age in the household. The numerator to estimate the child labour percentage includes: (a) children 5-11 years of age who during
the week preceding the survey did at least one hour of economic activity or at least 28 hours of domestic chores, and (b) children 12-14 years
of age who during the week preceding the survey did at least 14 hours of economic activity or at least 28 hours of domestic chores.
** Labourer students: Number of children 5-14 years of age involved in child labour activities who are also attending school divided by the
total number of children 5-14 years of age involved in child labour activities.
**** Student labourers: Number of children 5-14 years of age attending school who are also involved in child labour activities divided by the
total number of children 5-14 attending school.
(*):Based on values less than 25 un-weighted cases hence not shown

11.3 Child Discipline

As stated in AWorld 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 Tharaka district MICS, mothers/caretakers of children aged between 2-14 years were asked a series
of questions on the ways parents tend to use to discipline their children when they misbehave. Note that
for the child discipline module, one child aged between 2-14 years per household was selected randomly
during fieldwork. Out of these questions, two indicators were used to describe aspects of child discipline:
1) the number of children aged 2-14 years who experience psychological aggression as punishment or
minor physical punishment or severe physical punishment; and 2) the number of parents/caretakers of
children aged 2-14 years who believe that in order to raise their children properly, they need to physically
punish them. Information on child discipline by selected background characteristics is presented in
Table 11.4 (CP.4).
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Table 11.4 (CP.4): Child discipline

Percentage of children aged 2-14 years according to method of disciplining the child, MICS Tharaka district, 2008
Percentage of children 2-14 years of age who experience:

Number
Type of punishment of
Mother/ caretaker children
Only non- Any No believes that the aged
violent Minor Severe  psychological discipline or  child needs to be 2-14

Characteristic  discipline Psycho-logical  physical physical or physical  punishment physically punished years**
Sex

Male 8.3 58.0 84.0 14.2 91.3 0.4 63.5 920
Female 13.1 58.2 79.0 14.0 85.4 1.5 64.1 1054
Age

2-4 years 114 52l 82.8 9.2 88.0 0.6 62.7 450
5-9 years 6.5 61.8 89.1 16.8 93.4 0.2 65.2 845
10-14 years 16.0 57.5 70.5 14.0 81.7 23 62.8 679

Mother’s education

None 8.2 59.1 81.9 129 88.4 34 64.1 409
Primary 11.2 57.8 81.6 15.0 88.6 0.3 64.0 1413
Secondary + 16.2 57.5 76.9 7.3 824 14 60.5 144
Non-

standard 0.0 67.7 71.1 38.7 100.0 0.0 67.7 8
curriculum

Wealth

index

Low 8.3 59.4 83.2 16.2 89.9 1.8 63.2 950
Medium 14.8 5515 77.6 11233) 84.9 0.3 63.0 833
High 6.6 63.1 87.7 7.2 93.4 0.0 70.5 191
Total 10.9 58.1 81.3 14.1 88.1 1.0 63.8 1974

In Tharaka district, 88 per cent of children aged 2-14 years were subjected to at least one form of
psychological or physical punishment by their mothers/caretakers or other household members. The
preferred modes of punishing children in the district include minor physical punishment (81 per cent) and to
a lesser extent, psychological punishment (58 per cent). An educated mother is less likely to severely punish
her child (seven per cent) compared to a mother with no education (13 per cent). Children from high wealth
index households are also less likely to be severely punished (seven per cent). There are no significant
differentials noticed in the proportion of boys and girls receiving any form of punishment.

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
years. Factors that influence child marriage rates include: the state of the country’s civil registration system,
which provides proof of age for children; the existence of an adequate legislative framework with an
accompanying enforcement mechanism to address cases of child marriage; and the existence of customary
or religious laws that condone the practice.

In many parts of the world, parents encourage marriage of their daughters while they are still children
hoping this will benefit them financially and socially, while also relieving financial burdens on the family.
In actual fact, child marriage is a violation of human rights, compromising the development of girls and
often resulting in early pregnancy and social isolation, with little education and poor vocational training
reinforcing the generational nature of poverty. The right to ‘free and full’ consent to a marriage is recognized
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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. They are required to perform heavy
amounts of domestic work, face increased pressure to demonstrate fertility, and are sometimes responsible
for raising children while still children themselves. Boys are also affected by child marriage but the issue
impacts girls much more. Cohabitation - where a couple lives together as if married - raises the same human
rights concerns as marriage. When a girl lives with a man and takes on the role of caregiver for him, the
assumption is often that she has become an adult woman, even if she has not yet reached the age of 18.
Additional concerns due to the informality of the relationship such as inheritance, citizenship and social
recognition - might make girls in informal unions vulnerable.

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 get married at
younger ages are more likely to believe that it is sometimes acceptable for a hushand to beat his wife and
are more likely to experience domestic violence themselves. The age gap between partners is thought to
contribute to these abusive power dynamics and to increase the risk of untimely widowhood.

Closely related to the issue of child marriage is the age at which girls become sexually active.
Women who are married before the age of 18 tend to have more children than those who marry later in life.
Pregnancy related deaths are known to be a leading cause of mortality for both married and unmarried girls
between the ages of 15 and 19, particularly among the youngest of this cohort. 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 of avoiding to choose a wife who might already be infected. The demand for
this young wife to prove her fertility, and the power imbalance resulting from the age difference, lead to
very low condom use among such couples. Details of early marriage by background characteristics are
presented in Table 11.5.

In Tharaka district, six per cent of women aged between 15-49 years are married before reaching age
15. Twenty five per cent of the women aged between 20-49 years old are married before reaching age 18.
Among adolescent girls aged between 15-19 years, nine per cent are currently married or in union. Early
marriages are more prevalent where the woman has no education (11 per cent) compared to where she is
educated to a level of secondary or higher education. Early marriages are also more prevalent among women
from low wealth households (seven per cent) compared to those from high wealth index households.
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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
Tharaka district, 2008
Percentage Number of Percentage Number of Percentage of Number of
married before =~ womenaged  married before =~ women aged women 15-19 women aged
Characteristic age 15 15-49 years age 18 20-49 years married/in union 15-19 years
Age
15-19 8 220 NA 0 8.5 220
20-24 6.2 227 193 227 NA 0
25-29 43 209 229 209 NA 0
30-34 8.0 179 244 179 NA 0
35-39 6.7 167 33.1 167 NA 0
40-45 8.1 80 18.3 80 NA 0
45-49 109 114 34.7 114 NA 0
Education
None 114 120 28.4 118 *) 1
Primary 5.7 936 274 742 9.7 195
Secondary + 13 136 6.4 112 (*) 24
Non.—standard ) 5 ) 2 NA 0
curriculum
Wealth index
Low 6.8 534 30.5 426 8.4 108
Medium 53 523 22.8 424 8.9 99
High 3.6 139 14.5 125 (7.3) 13
etz 58 1195 251 975 85 220
(*) Based on less than 25 un-weighted cases
() Based on 25-49 un-weighted cases

Another component is the spousal age difference with an indicator being; the percentage of married/in
union women with a difference of 10 or more years younger than their current spouse. Table 11.6 (CP.6)
presents the results of the age difference between husbands and wives. One in two women aged between
15-24 years who are currently married/in union in Tharaka district have husbands who are 0-4 years older.
About one in three have husbands who are between 5-9 years older.
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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 Tharaka district, 2008

Percentage of currently married/in union women whose husband or

partner is:
0-4 years 5-9years 10+ years Husband’ s Number of women currently
Characteristic Younger older older older* age unknown Total married/ in union
Age
15-19 0.0 54.2 35.6 10.2 0.0 100.0 19
20-24 3.0 50.5 342 11.0 14 100.0 124
Total 2.6 51.0 34.4 10.9 1.2 100.0 143

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 years. It is also done to infants, women who
are about to be married and, sometimes to women who are pregnant with their first child or who have just
given birth. It is often performed by traditional practitioners, including midwives and barbers, without
anaesthesia, and sometime with the use of 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 18years) cannot be said to give informed consent to such a potentially
damaging practice as FGM/C.

Aseries of questions were asked to determine knowledge of FGM/C, prevalence of FGM/C, and details
of the type of FGM/C performed in Tharaka district. Table 11.7 (CP.7) presents information on female
genital mutilation/cutting among women aged between 15-49 years by selected background characteristics
in the district.
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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 Tharaka district, 2008
Number  Percentage of women with FGM/C who: Number
of Form of Had an of
Heard Hadany women Had Were FGM/C extreme  women
about formof  aged 15- flesh Were  sewn not form of with
Characteristic  FGM/C FGM/C* 49years removed nicked closed determined Total FGM/C* FGM/C
Age
15-19 98.0 223 220 92.7 0.0 7.3 0.0 100.0 7.3 49
20-24 99.2 71.6 227 87.5 0.0 11.1 14 100.0 9.8 162
25-29 97.2 80.0 209 96.4 04 24 0.8 100.0 24 167
30-34 99.6 84.9 179 91.6 0.6 7.8 0.0 100.0 7.3 152
35-39 100.0 85.7 167 90.9 0.7 8.4 0.0 100.0 7.8 143
40-44 100.0 94.4 80 94.5 0.6 49 0.0 100.0 4.0 76
45-49 98.0 91.1 114 98.0 0.0 0.7 1.3 100.0 0.7 103
Education
None 99.6 76.7 120 94.4 0.0 5.6 0.0 100.0 5.6 92
Primary 98.5 71.8 936 92.8 05 6.0 0.7 100.0 5.6 673
Secondary + 100.0 62.6 136 90.4 0.0 9.6 0.0 100.0 8.1 85
Non-standard . . . . . . . .
curriculum ) ) 2 ) ) ) ) ) ) 2
Wealth index
Low 98.4 72.3 534 90.5 0.6 8.6 0.3 100.0 7.8 386
Medium 98.8 70.9 523 93.6 0.3 5.3 0.8 100.0 5.0 370
High 100.0 69.4 139 98.4 0.0 1.0 0.6 100.0 1.0 96
Total 98.7 71.3 1195 93.7 0.3 5.0 1.0 100.0 5.8 852
* Women aged 15-49 reporting they had any type of female genital mutilation/cutting. Individual forms of FGM/C include the removal of
flesh from the genital area, the nicking of the flesh of the genital area and sewing closed the genital area.
** Extreme form of FGM/ C (infibulation) is defined as both the removal of flesh from the genital area AND sewing closed the genital area.
(*) Based on less than 25 un-weighted cases

Almost all (99 per cent) of the women aged between 15-49 years have heard about FGM/C. The most
common form of FGM/C is the removal of the flesh where 94 per cent of the women interviewed reported
to have experienced this form.

Only a small proportion of the women (five per cent) reported to have been sewn. Seventy one per
cent of the women reported to have undergone some form of FGM/C. Six per cent of the women reported
to have undergone an extreme form of FGM/C. There are no significant differences in the level of FGM/C
with respect to age, educational level of the women or the household wealth index.

All those who have heard about FGM/C were asked about their attitude on whether the practice
should be continued or not. This information is provided by selected background characteristics in
Table 11.8 (CP.8). Ninety one per cent of the women aged between 15-49 years who have heard about
FGMY/C in Tharaka district did not support the continuation of the practice. There are differences in the
proportions of women who support discontinuation by age, education of the woman and household wealth
index. For example, a lower proportion of younger women, those with no education and those from low
wealth index households supported discontinuation of the practice. A good proportion of women supported
the discontinuation of the FGM/C practice irrespective of whether they have had FGM experience or not.
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Table 11.8 (CP.8): Attitude towards Female genital mutilation/cutting
(FGM/C)
Percentage distribution of women aged 15-49 years who have heard about FGM/C according to
attitudes towards whether the practice of FGM/C should be continued, MICS Tharaka district,
2008
Percentage distribution of women aged 15-49 years who Number of
believe the practice of FGM/C should: women aged
Depends 15-49 years
Be on Don't who have heard
Characteristic Continue discontinued  situation  know  Total of FGM/C
Age
15-19 7.6 89.8 1.6 1.0 100.0 215
20-24 42 92.4 31 0.3 100.0 225
25-29 58 91.6 25 0.0 100.0 203
30-34 35 93.3 3.2 0.0 100.0 178
35-39 6.1 87.9 54 0.6 100.0 167
40-44 24 92.4 3.4 1.7 100.0 80
45-49 3.2 92.1 47 0.0 100.0 111
Education
None 8.6 88.8 17 0.8 100.0 119
Primary 83 90.4 3.8 0.5 100.0 922
Secondary + 0.0 99.5 0.5 0.0 100.0 136
Non-standard . . . . .
curriculum ) ) ) ) ) 2
FGM/C experience
No 45 93.6 1.7 0.2 0.0 328
Yes 5.3 90.4 3.8 0.5 100.0 852
Wealth index
Low 7 88.0 3.9 0.7 100.0 525
Medium 29 941 2.6 0.3 100.0 516
High 42 93.1 2.7 0.0 100.0 139
Total 5.0 91.3 3.2 0.4 100.0 1180
(*) Based on less than 25 un-weighted cases

All women aged between 15-49 years with at least one daughter were asked whether their daughter
had undergone FGM/C or not. Table 11.9 presents the prevalence and extent of FGM/C performed on
daughters of the respondents.

Fourteen per cent reported that their daughter(s) have undergone FGM/C. Education is a key factor in
influencing FGM/C practice among women (15-49 years) and their daughters. Thirty six per cent of women
with no education reported that their daughters have undergone FGM/C, with five per cent reported among
women educated to secondary or higher levels.
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Table 11.9: 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 Tharaka district, 2008
Number of
women aged
Percentage of women  whose 15-49 years
daughters: with at least
Number of one living
Daughter had ~ women aged 15- Were Daughter had daughter
any form of 49 years with at Had flesh ~ Were sewn an extreme who had
Characteristic FGM/C least one daughter  removed  nicked closed Total form of FGM/C FGM/C
Age of woman
15-24 0.0 106 0.0 0.0 0.0 0.0 0.0 0
2534 12 285 &) &) &) &) &) 3
35-49 28.8 323 94.1 0.7 52 100.0 3.8 93
Education
None 35.9 95 100.0 0.0 0.0 100.0 0.0 34
Primary 10.4 558 88.8 12 10.1 100.0 7.8 58
Secondary + 48 59 100.0 0.0 0.0 100.0 0.0 8]
Non-standard . . . . . .
curriculum ) 2 ) ) ) ) ) 2
Mother's FGM/C experience
Had any
FGM/C 15.0 610 95.4 0.7 3.9 100.0 24 91
No FGM/C 5.0 105 56.6 0.0 434 100.0 43.4 B)
Wealth index
Low 15.6 324 93.2 13 53 100.0 5.3 51
Medium 13.1 299 94.1 0.0 59 100.0 25 39
High 74 92 89.3 0.0 10.7 100.0 10.7 7
Total 13.5 715 93.3 0.7 6.0 100.0 4.7 97
(*) Based on less than 25 un-weighted cases

11.6 Domestic Violence

A number of questions were addressed to women aged between 15-49 years to assess their attitudes on
whether husbands are justified to hit or beat their wives/partners for a variety of reasons. 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 who 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. Information on attitudes towards
domestic violence by selected background characteristics are presented in Table 11.10 (CP.9).

In Tharaka district, 59 per cent of the women aged between 15-49 years believe that a hushand is
justified in beating his wife/partner when she goes out without telling him or she neglects children or she
argues with him or she refuses sex with him or she burns food. The most common reason for wife beating
is if a woman neglects the children (47 per cent). About one in three women (32 per cent) believe a woman
should be beaten if she goes out without telling the husband. According to 25 per cent of the women
surveyed, arguing or refusing to have sex with the husband would justify wife beating. Across the wealth
index, the proportion of women indicating that they would be beaten for whatever reason declines with
increasing levels of the household wealth index. A similar pattern is observed with respect to women’s
education attainment with a much lower proportion of educated women not supporting wife beating for
whatever reason compared to the women with no education.
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Table 11.10 (CP.9): Attitudes toward domestic violence

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

circumstances, MICS Tharaka district, 2008

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

wife/partner: Number of
When she goes When she Whenshe ~ Whenshe  Whenshe Forany of women
out without neglects the argues refuses sex  burns the these aged 15-49

Characteristic telling him children with him with him food reasons years
Age
15-19 33.8 50.0 27.0 24.7 14.2 60.9 220
20-24 27.6 41.3 23.8 24.5 6.3 55.2 227
25-29 34.1 46.0 23.6 20.2 71 59.6 209
30-34 24.1 451 27.7 25.7 8.3 57.8 179
35-39 327 48.5 28.2 26.3 9.5 60.2 167
40-44 27.0 42.0 24.6 17.3 7.9 54.6 80
45-49 48.4 57.7 323 33.8 10.9 68.4 114
Marital/Union
status
Currently 311 480 26.9 240 74 60.2 708
married/in union
Formerly 37.7 484 312 257 10.0 613 149
married/in union
Never married/in 315 439 234 254 127 56.7 337
union
Education
None 30.9 424 24.8 27.9 12.8 54.7 120
Primary 34.1 495 27.8 249 9.1 62.4 936
Secondary + 18.0 323 16.9 18.4 5.7 414 136
Non-standard

% *' % *' *' % 2
e Q) Q) Q) Q) Q) Q)
Wealth index
Low 35.1 51.1 30.5 28.8 12.5 61.8 534
Medium 315 47.1 25.7 22.5 7.8 60.9 523
High 223 30.1 13.2 16.6 1.8 442 139
Total 32.0 46.9 26.4 24.6 9.2 59.3 1195

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

One of the most important prerequisites for reducing the rate of HIV infection is accurate knowledge
of how HIV is transmitted and strategies for preventing transmission. Correct information is the first
step towards raising awareness and giving young people the tools to protect themselves from infection.
Misconceptions about HIV are common and can confuse young people and hinder prevention efforts.
Different regions are likely to have variations in misconceptions although some appear to be universal
(for example that sharing food can transmit HIV or mosquito bites can transmit HIV). The UN General
Assembly Special Session on HIV/AIDS (UNGASS) called on governments to improve the knowledge
and skills of young people to protect themselves from HIV. The indicators to measure this goal as well
as the MDG of reducing HIV infections by half include improving the level of knowledge of HIV and
its prevention, and changing 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 percentage of young women
who have comprehensive and correct knowledge of HIV prevention and transmission. Women were asked
whether they knew of the three main ways of HIV transmission — having only one faithful uninfected
partner, using a condom every time one had sex, or abstaining from sex. Information on knowledge of
preventing HIV transmission by background characteristics is presented in Table 12.1 (HA.1).

In Tharaka district, almost all (99 per cent) women interviewed have heard of HIV/AIDS. However,
the proportion of women who know all the three main ways of preventing HIV transmission is only 40 per
cent. Seventy six per cent of women know of having one faithful uninfected sex partner, 54 per cent know
of using a condom every time one has sex, and 75 per cent know of abstaining from sex as main ways
of preventing HIV transmission. Knowledge of at least one way to prevent transmission of HIV among
women in Tharaka district is near universal (91 per cent) and nine per cent of women do not know any of the
three ways of preventing transmission of HIV. The proportion of women with knowledge about preventing
transmission of HIV increases with improving levels of the household wealth index.
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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 Tharaka district,
2008
Percentage who know transmission can
be prevented by:
Having only Using a Knows
Heard one faithful condom Knows  atleast Doesn’t Number
of uninfected every Abstaining  all three one know of

Characteristic AIDS sex partner time from sex ways way any way  women
Age
15-19 98.3 70.4 439 70.9 32.8 83.7 16.3 220
20-24 99.6 744 55%) 72.3 37.8 944 5.6 227
25-29 100.0 77.9 57.7 74.0 43.5 90.2 9.8 209
30-34 99.1 79.1 56.5 754 439 91.0 9.0 179
35-39 100.0 77.7 5515 74.6 38.9 94.2 5.8 167
40-44 100.0 82.9 58.8 81.3 43.8 96.3 3.7 80
45-49 98.2 69.9 56.9 81.4 39.8 92.0 8.0 114
Education
None 99.2 77.1 66.2 85.4 46.7 96.4 3.6 120
Primary 99.2 74.6 52.5 72.7 38.1 89.4 10.6 936
Secondary + 100.0 82.7 54.8 78.0 43.5 97.5 25 136
i‘ﬁ;ﬁl’lﬁmd 100.0 0 100.0 100.0 0 100.0 0 2
Wealth index
Low 99.5 743 529 72.7 38.3 89.0 11.0 534
Medium 98.9 75.8 54.3 75.8 40.3 91.9 8.1 523
High 100.0 79.7 59.1 77.5 41.2 95.8 42 139
Total 99.3 75.6 54.2 74.6 39.5 91.1 8.9 1195
Note: This table is based on all women aged 15-49 years

Table 12.2 (HA.2) presents the percentage of women who can correctly identify misconceptions
concerning HIV/AIDS. 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.

Among interviewed women, 48 per cent reject the two most common misconceptions and know that a
healthy-looking person can be infected. Ninety one per cent of women know that HIV cannot be transmitted
by supernatural means, and 82 per cent of women know that HIV cannot be transmitted by sharing food,
while 80 per cent of women know that a healthy-looking person can be infected. As expected, a higher
proportion of women educated up to secondary or higher levels have correct knowledge about HIV/AIDS
than women with no education or with primary level education.
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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 Tharaka district, 2008
Percentage who know
Percentage who know that: Reject two most that:
HIV cannot be A common Option 3:
transmitted by: healthy  misconceptions HIV cannot  Option 4:
looking and know a be HIV can be
Characteristic Option 1: Option2:  person  healthy-looking transmitted transmitted = Number
Supernatural Mosquito  can be person can be by sharing by sharing of
means bites infected infected food needles women
Age
15-19 924 79.8 75.0 58.4 85.9 96.6 220
20-24 90.9 67.5 79.1 54.0 81.9 97.6 227
25-29 91.2 64.2 81.5 499 82.1 98.3 209
30-34 91.5 58.3 78.3 434 79.2 98.3 179
35-39 88.6 56.5 82.1 434 84.5 95.6 167
40-44 89.1 59.9 80.1 40.3 76.7 96.9 80
45-49 90.8 513 83.2 35.1 75.9 94.6 114
Education
None 90.0 58.1 79.8 40.3 741 94.1 120
Primary 90.0 62.2 78.0 45.8 81.6 97.1 936
Secondary + 97.8 84.1 89.5 73.1 88.9 99.2 136
Non-standard
e 0] G ) ) g Q) 2
Wealth index
Low 87.3 58.6 515 38.6 76.5 96.4 534
Medium 93.8 66.4 81.1 529 85.1 97.0 523
High OB 77.6 88.9 68.1 89.1 99.7 139
Total 90.9 64.2 79.5 48.3 81.7 97.0 1195
Note: This table is based on all women aged 15-49 years
(*) Based on less than 25 un-weighted cases.

Table 12.3 (HA.3) presents the percentage of women who know 2 ways of preventing HIV/AIDS
transmission and reject the three common misconceptions by background characteristics.

Comprehensive knowledge of HIV prevention methods and transmission is still fairly low and there
are differences by wealth index. Overall, 22 per cent of women aged 15-49 years in Tharaka district have
comprehensive knowledge about HIVV/AIDS. The proportion of women with comprehensive knowledge
increases with increasing levels of the household wealth index and woman’s education.
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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 Tharaka
district, 2008

Know 2 ways to Correctly identify 3 Have comprehensive knowledge

prevent HIV misconceptions about (identify 2 prevention methods Number of

Characteristic transmission HIV transmission and 3 misconceptions) women
Age
15-19 37.8 58.4 229 220
20-24 439 54.0 23.4 227
15-24 40.9 56.2 23.2 447
25-29 48.2 49.9 26.6 209
30-34 50.8 434 20.0 179
35-39 44.8 434 21.6 167
40-44 50.2 40.3 143 80
45-49 424 35.1 16.2 114
Education
None B3 40.3 20.9 120
Primary 43.8 45.8 199 936
Secondary + 48.2 73.1 36.5 136
Non-standard ” - "
curriculum ¥ ¥ © 2
Wealth index
Low 43.5 38.6 15.7 534
Medium 46.2 52.9 25.3 523
High 46.1 68.1 32.0 139
Total 45.0 48.3 21.8 1195
(*) Based on less than 25 un-weighted cases.

Knowledge of mother-to-child transmission of HIV is 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. Results on knowledge of mother-to-
child HIV transmission by background characteristics are presented in Table 12.4 (HA.4).

Overall, 97 per cent of women know that HIV can be transmitted from mother to child. The proportion
of women who know all three ways of mother-to-child transmission is 37 per cent. Contrary to expectations,
the proportion of women with correct knowledge regarding mother-to-child transmission of HIV (all three
ways) declines with increasing levels of mother’s education as well as by household wealth index.
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Table 12.4 (HA.4): Knowledge of mother-to-child HIV transmission
Percentage of women aged 15-49 years who correctly identify means of HIV transmission from mother to child,
MICS Tharaka district, 2008

Know AIDS

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

Characteristic transmitted . All know.a.ny

from mother During At Through three specific Number

to child pregnancy delivery breast milk ways way of women

Age
15-19 95.7 449 76.2 89.1 33.6 2.6 220
20-24 97.4 40.7 78.8 96.0 .3 22 227
25-29 97.4 35.4 78.8 96.0 32.0 2.6 209
30-34 98.7 441 81.8 97.5 38.4 0.4 179
35-39 97.8 46.4 80.5 97.1 427 22 167
40-44 99.4 50.0 81.7 98.6 411 0.6 80
45-49 94.2 405 74.4 93.7 38.1 40 114
Education
None 97.4 50.0 81.5 97.0 43.7 1.8 120
Primary 96.8 42.8 77.7 94.6 37.3 24 936
Secondary + 99.5 32.8 83.5 96.1 27.8 0.5 136
Non-standard
S ) ¢ ¢ ¢ ¢ ¢ 2
Wealth index
Low 97.3 522 78.1 95.6 46.2 22 534
Medium 96.5 35.4 77.7 94.4 30.1 24 523
High 99.1 32.0 85.1 95.5 27.0 0.9 139
Total 97.2 425 78.8 95.1 37.0 21 1195
(*): Based on values less than 25 un-weighted cases hence not shown

Stigma and discrimination are low if respondents report an accepting attitude on the following
four questions: 1) would care for family member who is sick with AIDS; 2) would buy fresh vegetables
from a vendor who was HIV positive; 3) thinks that a female teacher who is HIV positive should be
allowed to teach in school; and 4) would not want to keep HIV status of a family member a secret.
Information on attitudes towards people living with HIV/AIDS by background characteristics is presented

in Table 12.5 (HA.5).

Among women who have heard about HIV/AIDS, eight per cent reported that they will not care for
a family member who is sick with HIVV/AIDS, 50 per cent reported that if a family member is sick with
HIV/AIDS they would like to keep it a secret, 41 per cent believe that a teacher should not be allowed
to work if he/she has HIV/AIDS, and 40 per cent will not buy food from a person who has HIV/AIDS.
Overall, 81 per cent agree with at least one of the discriminatory statements mentioned above leaving

19 per cent who agree with none of the discriminatory statements.
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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 Tharaka district, 2008

Percentage of women who:

Would not If a family Would not
care for a member Believe that a buy food
family had HIV teacher with from a Agree with at Agree with Number of
member who  would want HIV should person least one none of the women who
. was sick with ~ tokeepita  not be allowed with discriminatory  discriminatory =~ have heard
Characteristic AIDS secret to work HIV/AIDS statement statements of AIDS
Age
15-19 10.6 51.2 48.6 38.0 85.9 14.1 216
20-24 71 443 40.9 39.9 78.2 21.8 226
25-29 8.8 53.9 42.6 429 82.4 17.6 209
30-34 5.6 45.9 39.1 433 77.0 23.0 177
35-39 6.5 54.1 30.4 40.4 78.2 21.8 167
40-44 1515 49.8 39.0 39.0 82.4 17.6 80
45-49 48 50.4 39.9 35.0 82.9 171 112
Education
None 8.8 58.5 37.2 41.9 85.4 14.6 119
Primary 8.9 48.6 43.5 429 81.8 18.2 929
Secondary + 1.8 51.1 229 19.1 70.4 29.6 136
Non-standard
S Q) Q) Q) ¢ ¢ Q) 2
Wealth index
Low 11.0 455 451 47.8 82.1 17.9 531
Medium 6.9 51.4 41.7 898 82.7 17.3 517
High 1.3 60.2 195 14.1 69.5 30.5 139
Total 8.1 49.8 40.6 40.1 80.9 19.1 1187

Note: This table is based on women who have heard of AIDS
(*):Based on values less than 25 un-weighted cases hence not shown

Another important indicator is the knowledge of where to be tested for HIV and use of such services.
Information on knowledge of a facility for HIV testing and whether they have ever been tested by background
characteristics is presented in Table 12.6 (HA.6).

Eighty seven per cent of women in Tharaka district know where to be tested. However, only 59
per cent have been tested. Among those tested, 97 per cent received results of the HIV test. As expected,
knowledge of where to be tested for HIV tends to increase with improving levels of woman’s education
and household wealth index. For example, 77 per cent of women aged between 15-49 years with no
education know a place to get tested for HIVV compared to 98 per cent for those educated up to secondary
or higher levels.
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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 have been
tested and, of those tested the percentage who have been told the result, MICS Tharaka district, 2008

Number of women

Know a place to Have been Number of  If tested, have been who have been

Characteristic get tested* tested** women told result tested for HIV
Age
15-19 68.9 18.2 220 98.3 40
20-24 95.4 71.0 227 97.9 161
25-29 97.5 82.9 209 98.3 173
30-34 87.3 68.4 179 97.3 122
35-39 94.1 73.1 167 99.0 122
40-44 79.5 45.6 80 100.0 36
45-49 81.3 38.9 114 93.9 44
Education
None 77.0 52.7 120 95.1 63
Primary 86.8 57.7 936 98.4 541
Secondary + 97.5 68.1 136 97.1 93
Non-standard
curriculum ) ) © © >
Wealth index
Low 84.9 56.5 534 97.2 301
Medium 86.9 58.4 823 99.0 305
High 96.5 66.9 139 97.3 93
Total 87.1 58.5 1195 98.0 699
* Women who know of a place to get tested for HIV include those women who have already been tested, including those tested
during antenatal care.
** Women who have been tested for HIV include those tested during antenatal care.
The second and third columns of the table include all women in the denominator, even those who have not heard of AIDS.
In the fifth column, the denominator consists of women who have been tested and the numerator consists of women who have been
told the results.
(*):Based on values less than 25 un-weighted cases hence not shown

Details on HIV testing and counselling coverage during antenatal care are presented in
Table 12.7 (HA.7). Ninety per cent of mothers in Tharaka district received antenatal care from a health
professional, 77 per cent were provided information about HIV prevention and tested for HIV during an
antenatal care visit. Eighty five per cent were tested for HIV during the ANC visit. Among those tested
for HIV, 83 per cent received the results of HIV test done during the antenatal care visit. As expected,
the proportion of women counselled and tested during the ANC visit increases with increasing levels of
education attainment as well as by household wealth index. For example, 72 per cent of the women aged
between 15-49 years with no education were tested for HIV during an ANC visit compared to 85 per cent
for women with primary education level. Similarly, 80 per cent of women aged 15-49 years from low
wealth index households were tested for HIV during ANC visit versus 88 per cent among those from high
wealth index households.
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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 Tharaka district, 2008
Percentage of women who:
Number of

Received antenatal Were provided Received women who

care from a health information about HIV Were tested results of gave birth in the

care professional prevention during ANC for HIV at HIV testat 2 years preceding
Characteristic for last pregnancy visit ANC visit ANC visit the survey
Age
15-19 ) ) ) ) 15
20-24 93.8 77.1 87.9 87.9 88
25-29 92.9 82.6 89.0 87.4 107
30-34 90.4 74.1 85.7 82.1 74
35-49 84.0 71.9 75.7 75.7 79
Education
None 84.6 69.4 71.9 69.9 E5
Primary 90.6 77.9 85.8 84.3 298
Secondary + *) *) ) ) 31
Wealth index
Low 86.5 73.2 79.5 77.3 169
Medium 92.2 80.4 89.9 88.9 149
High 96.4 78.2 87.7 87.7 46
Total 90.1 76.8 84.8 83.4 364
(*) Based on less than 25 un-weighted cases.

12.2 Orphans and Vulnerable Children

Asthe HIV/AIDS epidemic progresses, more and more children are becoming orphaned and vulnerable
because of HIV/AIDS. Children who are orphaned or in vulnerable households may be at increased risk of
neglect or exploitation if the parents are not available to assist them. Monitoring the variations in different
outcomes for orphans and vulnerable children and comparing them to their peers gives us a measure of
how well communities and governments are responding to their needs. To monitor these variations, a
measurable definition of orphaned and vulnerable children needed to be created. The UNAIDS Monitoring
and Evaluation Reference Group developed a proxy definition of children who have been affected by adult
morbidity and mortality. This should capture many of the children affected by 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 months) in the household either died (after being chronically ill) or was chronically
ill in the year prior to the survey.

Table 12.8 (HA.10) presents information on children’s living arrangements by background
characteristics. Sixty nine per cent of children aged 0-17 years in Tharaka district live with both parents.
Children living with neither parent are about seven per cent. Fourteen per cent of the children live with
only the mother though the father is alive, while six per cent of the children live with the mother since the
father is dead. The proportion of children living with both parents declines with age of the child. About 64
per cent of children from low wealth index households are living with both parents and the corresponding
proportion among children from medium and high wealth index households is about 74 per cent.
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Table 12.9 (HA.11) shows the prevalence of orphan-hood and vulnerability among children by
background characteristics. The proportion of orphans and vulnerable children in Tharaka district is about
14 per cent. Six per cent of the children are categorised as vulnerable. About ten per cent of children
report to have one or both parents dead. Five per cent of the children have a chronically ill adult in the
household. The proportion of children classified as ‘orphans and vulnerable’ declines with increasing levels
of household wealth index. The likelihood of being an orphan and vulnerable child does not vary much my
gender of the child.

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 Tharaka district, 2008
One or Orphans
Adult Chronically both and Number of
Chronically  death in ill adultin ~ Vulnerable parents  vulnerable children aged
Characteristic ill parent  household household  children* dead** children 0-17 years
Sex
Male 0.5 0.9 47 5.8 10.1 14.5 1384
Female 0.3 1.0 5.0 59 9.7 14.4 1374
Age
0-4 years 0.0 125 &9 4.6 25 6.5 828
5-9 years 0.9 0.9 48 5.8 7.8 12.2 827
10-14 years 0.3 0.8 54 6.2 15.4 20.2 743
15-17 years 0.5 0.5 7.0 8.1 20.4 26.3 360
Wealth index
Low 0.3 15 49 6.4 11.7 16.3 1294
Medium 0.6 04 52 5.8 8.5 135 1173
High 0.0 0.4 £x8) 8/ 7:3 10.1 291
Total 0.4 0.9 49 510, 9.9 14.4 2758
The columns of the table are produced as follows:
1) Either parent has been chronically ill for 3 of the 12 months preceding the survey
2) Adult death in the household after a chronic illness of 3 of the 12 months preceding the survey
3) Any adult in the household has been sick for 3 of the 12 months preceding the survey
4) A vulnerable child is defined as a child who lives in a household where any of the preceding 3 conditions is true
5) A child is an orphan if one or both of his/her biological parents is dead
6) Orphaned or vulnerable children are those defined in columns 4 or 5
7) Total number of children aged 0-17 years as enumerated in the household listing
An orphan is a child aged 0-17 years who has lost one or both parents

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

Information on school attendance of orphaned and vulnerable children (OVC) in Tharaka district by
background characteristics is presented in Table 12.10 (HA.12). Eighty eight per cent of the children whose
mother and father have died were attending school. Ninety eight per cent of the children who had both
parents alive and the child living with at least one parent were attending school. The school attendance rate
among children who are orphaned or vulnerable is 97 per cent. The corresponding school attendance rate
among non-orphaned or non-vulnerable children was 98 per cent. OVC versus non-OVC school attendance
ratio is 1.0. In summary, there seems to be no disadvantage in school attendance for those classified as
orphans or vulnerable children.
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In many countries few services are available to families that have taken in children who are orphaned or
vulnerable. Community-based organizations and governments need to be sure that families are supported to
care for these children. The level and types of support provided to households caring for children orphaned
and vulnerable due to AIDS is presented in Table 12.11 (HA.13). Fifty eight per cent of the orphaned or
vulnerable children aged 0-17 years had not received any support while six per cent received medical
support during the year preceding the survey. About 33 per cent of the orphaned or vulnerable children
received educational support. Overall, 42 per cent of the orphaned and vulnerable children received some
kind of 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 Tharaka district, 2008
Percentage of orphans and vulnerable children whose households received:
Medical Emotional and Social/ Number of
support (in ~ psychosocial material Educational No children aged 0-17
last 12 support (in last support (in last  support (in last Any support years orphaned or

Characteristic months) 3 months 3 months) 12 months) support atall vulnerable
Sex
Male 6.4 5.8 4.8 314 40.5 5915 201
Female 59 12.4 6.7 8515 441 55.9 198
Age
0-4 years 16.0 125 2.6 0.0 25.1 749 58
5-9 years 6.9 13.0 59 39.4 48.8 Gill.2 101
10-14 years 54 6.4 73 41.8 47.9 52.1 150
15-17 years 1.0 7.3 48 32.8 35.9 64.1 95
Wealth index
Low 41 11.0 4.0 24.2 33.1 66.9 211
Medium 9.5 8.3 8.5 45.6 55.4 44.6 158
High ) ) ) ) ) ) 29
Total 6.2 9.1 5.7 33.4 42.2 57.8 398
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.
(*):Based on values less than 25 un-weighted cases hence not shown
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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 Tharaka 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 Tharaka 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() (A ()(A1)]
[ (0.12r)2 (p) (1w) ]

Where

e nisthe required sample size, expressed as number of households

e 4 isa factor to achieve the 95 per cent level of confidence

e risthe predicted or anticipated prevalence (coverage rate) of the indicator

e 1.1isthe factor necessary to raise the sample size by 10 per cent for non-response
e fisthe 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 pisthe proportion of the total population upon which the indicator, r, is based
e nhis the average household size.

For the calculation, r (the immunization coverage) was assumed to be 65percent. The value of deff
(design effect) was taken as 1.3 based on estimates from previous surveys, p (percentage of children aged
12-23 months in the total population) was taken as 3.2 percent, and nh (average household size) was taken
as 4.4 households.

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

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

Listing and Mapping Activities

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

The listing and mapping teams were oriented in a 3 day training program in Embu, which include
class room sessions and field practice. The training was facilitated by experts from KNBS and UNICEF.
The district listing and mapping team consists of 3 teams; each team has a lister and a mapper. The teams
were supervised by the District Statistical Officer (DSQO) 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 n1 and n2, where nlis the total number
of households in stratum-1 (i.e., with a child below 3 years) and n2 is the total number of households
in stratum-2 (i.e., with out a child below 3 years) (n1 + n2 is the total number of households in each
enumeration area) at the District Statistical Office, where selection of 16 households from stratum-1 and
8 households from straum-2 were carried out using systematic selection procedures using a random start.

Calculation of Sample Weights

The Tharaka 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 * °" 7 haji

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

Zd = total population of the district ‘d’,

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

zdi = 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 Tharaka 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. Njoroge Nyoike

Supervisor
Alexander Vundi Mulewa

Enumerators
David Mwenda
Albert Muthomi Mutegi
Zacharia Mutugi Mutegi
Tabitha Wambugu
Ann Kendi Majau
John Gatu Mwicigi

Data Collection Co-ordinator
Mr. John Mburu

Supervisors

Francis Nyongesa
Joseph Kabiru

Field Editors

Bernard Kimata Gathiti
Lucy Mungai

Research Assistants

Ruth Makaa Muthui

Faith Nyaga

Grace Kagendo Kamwara
Luciline Karugu
Christine Wango Muthui
Lydia Magambo
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Appendix C: Estimates of Sampling Errors

The sample of respondents selected in the Tharaka 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:

e 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.

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

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

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

Table DQ.1: Single-year distribution of household population by sex
(weighted)
Male Female

District Code Number Percent Number Percent

Tharaka Age 0 90 3.3 79 28
1 88 32 94 3.4
2 91 3.4 76 2.7
3 74 2.7 79 2.8
4 71 2.6 85 3.1
5 93 34 96 3.5
6 92 3.4 84 3.0
7 86 3.1 77 2.8
8 86 32 78 2.8
9 60 22 74 27
10 85 3.1 70 2.5
11 66 24 84 3.0
12 87 3.2 64 2.3
13 54 2.0 76 2.8
14 66 24 92 3.3
15 64 24 64 2.3
16 64 24 57 2.0
17 66 24 45 1.6
18 73 2.7 51 1.8
19 57 2.1 27 1.0
20 54 2.0 57 2.1
21 49 1.8 41 1.5
22 57 2.1 57 2.1
23 42 15 39 1.4
24 50 1.8 62 2.2
25 54 2.0 58 2.1
26 35 1.3 38 14
27 25 0.9 38 1.4
28 41 1.5 47 1.7
29 28 1.0 29 1.1
30 50 1.8 50 1.8
31 25 0.9 34 12
32 40 1.5 26 0.9
33 15 .6 27 1.0
34 25 9 39 14
B85 41 1.5 38 14
36 20 0.7 88 1.2
37 19 0.7 24 0.8
38 27 1.0 34 12
39 15 0.6 26 0.9
40 40 15 26 0.9
41 16 0.6 7 0.3
42 15 0.5 19 0.7
43 16 0.6 15 0.5
44 22 0.8 13 0.5
45 30 1.1 37 1.3
46 9 0.3 15 0.5
47 8] 0.1 22 0.8
48 20 0.7 13 0.5
49 13 0.5 16 0.6
50 36 1.3 32 1.1
51 11 0.4 19 0.7
52 4 0.1 16 0.6
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58 10 04 6 0.2
54 8 03 13 05
55 11 04 16 0.6
56 23 0.9 18 0.7
57 2 0.1 6 02
58 14 0.5 15 05
59 8 0.3 11 04
60 31 11 23 08
61 2 0.1 9 03
62 4 0.2 9 0.3
63 0 0.0 5 02
64 8 03 7 03
65 15 0.6 10 0.3
66 3 0.1 6 02
67 2 0.1 6 02
68 4 0.1 13 0.5
69 5 02 B 01
70 15 0.6 19 07
71 4 0.1 0 0.0
72 3 0.1 13 05
73 3 0.1 3 0.1
74 1 0.0 4 0.1
75 6 02 7 03
76 6 0.2 8 03
77 6 0.2 4 0.1
78 10 0.4 2 0.1
80+ 42 15 36 13
DK/missing 15 0.6 4 0.2
82 Total 2722 100.0 2772 100.0

Table DQ.2: Age distribution of eligible and interviewed women
Household
population of
women age 10-54 Interviewed women age 15-49 4
Percentage of
eligible women
Number Number Percent interviewed
15-19 244 201 18.1 82.4
20-24 256 212 19.1 829
25-29 210 198 17.8 94.2
30-34 175 168 15.1 96.1
35-39 154 153 13.8 99.6
40-44 80 75 6.8 943
45-49 104 104 93 100.0
50-54 86
6 15-49 1222 1111 100.0 90.9
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Table DQ.3: Age distribution of eligible and interviewed under-5s, household population
of children age 0-7, children whose mothers/caretakers were interviewed and
percentage of under-5 children whose mothers/caretakers were interviewed
(weighted), by five-year age group
Household population of
children age 0-7 Interviewed children age 0-4 4
Percentage of
eligible children
Number Number Percent interviewed
Age 0 169 166 20.4 98.3
1 182 179 221 98.5
2 168 166 20.4 98.9
3 153 151 18.5 98.5
4 157 152 18.6 96.7
5 189
6 176
7 163 . . .
0-4 828 814 100.0 98.2

Table DQ.4: Age distribution of under-5 children, Age distribution of under-5
children by 3-month groups (weighted)
Male Female Total
District Code Number Percent Number Percent Number Percent
Tharaka  Agein 0-2 24 42 30 52 54 47
months 35 30 52 20 35 50 44
6-8 35 6.1 24 43 59 5.2
9-11 31 5.3 28 48 58 5.1
12-14 36 6.2 42 7.3 77 6.7
15-17 33 5.7 24 42 57 5.0
18-20 28 48 26 46 54 47
21-23 27 47 40 7.1 68 5.9
24-26 22 3.8 38 6.7 61 53
27-29 35 6.0 28 49 63 55
30-32 43 7.4 23 39 65 5.7
33-35 27 47 24 42 52 45
36-38 31 5.4 27 48 58 5.1
39-41 21 3.7 29 5.0 50 44
42-44 26 44 24 42 49 43
45-47 29 5.1 23 40 52 45
48-50 27 4.6 35 6.2 62 5.4
51-53 20 35 25 44 45 3.9
54-56 18 31 28 5.0 46 40
5759 33 5.7 32 5.6 65 5.6
195 0 0.0 1 0.2 1 0.1
97 3 0.4 0 0.0 3 0.2
Total 578 100.0 571 100.0 1149 100.0
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Table DQ.5: Heaping on ages and periods, Age and period ratios at
boundaries of eligibility by type of information collected
(Household questionnaire, weighted)

Age and period ratios

Male Female Total
1 .98 1.14 1.05
2 1.08 .92 1.00
3 94 .98 .96
4 .90 .98 .94
5 1.09 1.09 1.09
6 1.02 .98 1.00
8 1.11 1.02 1.07
G .78 1.00 .89
10 1.21 .93 1.06
13 .78 .99 .89
14 1.08 1.19 1.14
15 .99 .90 .95
16 .99 1.03 1.01
17 .97 .89 .93
18 1.01 1.10 1.04
23 .84 74 .79
24 1.03 117 1.10
25 117 1.10 1.13
48 1.62 .76 1.11
49 .59 .80 .69
50 1.79 1.42 1.59

Table DQ.5: Heaping on ages and periods Age and period ratios at
boundaries of eligibility by type of information collected (Women's
questionnaire, weighted)

Age and period ratios

Female
23 76
24 1.10
25 1.15

Table DQ.5: Heaping on ages and periods Age and period ratios at
boundaries of eligibility by type of information collected (Women's
questionnaire, weighted)

Age and period ratios

Female
6-11 .99
12-17 1.12
18-23 1.22
24-29 A7

30-35
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Table DQ.6: Percentage of observations missing
information for selected questions and indicators
(Household questionnaire, weighted)

Percentage
with missing
information Number
Salt testing 0.0 1135

Table DQ.6: Percentage of observations missing
information for selected questions and indicators
(Women's questionnaire, weighted)

Percentage

with missing

information Number
Month of birth only 23.4 1195
Month and year of birth 0.0 1195
Month of last birth only 0.0 943
Month and year of last
birth 0.0 o
Month of first marriage 17 920
only
Mont.h and year of first 23 920
marriage
Age ?t first ' 07 920
marriage/union

Table DQ.6: Percentage of observations missing
information for selected questions and indicators
(Under-5 questionnaire, weighted)

Percentage

with missing

information Number
Month of birth under-5 03 1149
only
Month and year of birth 0.0 1149
under-5
Weight 2.0 1149
Height 2.1 1149
Height or weight 2.1 1149
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Table DQ.9: Sex ratio at birth among children ever born and living. Sex ratio at birth
among children ever born, children living, and deceased children by age of women
(weighted)Table DQ.10: Distribution of women by time since last birth.

Number  Sex ratio
of of Number  Sex Number Sex ratio
Number  daughter children =~ Number  of ratioof  of Number of of
of sons s ever ever of sons daughters  living deceased deceased  deceased Number of
ever born  born born living living children  sons daughters children women
Age 15-19 15 8 1.88 14 8 1.75 1 0 5 179
20-24 153 184 .83 141 178 .79 12 6 2.00 255
25-29 317 280 1.13 302 265 1.14 15 15 1.00 244
30-34 379 372 1.02 346 349 .99 33 23 1.43 200
35-39 413 382 1.08 382 355 1.08 31 27 1.15 156
40-44 246 264 .93 213 225 .95 33 39 .85 79
45-49 281 305 .92 238 255 .93 43 50 .86 82
Total 1804 1795 1.01 1636 1635 1.00 168 160 1.05 1195

Table DQ.10 Distribution of women aged 15-
49 years with at least one live birth
(weighted), by months since last birth

District Code Number Percent

Tharaka  Months 0 9 1.8
since last 1 24 4.7
birth 2 22 43
3 13 25

4 25 49

5 16 3.1

6 14 2.7

7 25 49

8 24 4.7

9 21 4.1

10 11 2.1

11 29 5.7

12 31 6.0

13 22 43

14 30 5.8

15 21 41

16 19 3.7

17 18 25

18 14 2.7

19 18 35

20 19 3.7

21 14 2.7

22 24 4.7

23 23 45

24 13 2.5

25 1 0.2

26 3 0.6

29 1 0.2

30 3 0.6

27 4 0.8

34 2 0.4

Total 513 100.0
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Appedix F: Questionnaires

sBAMICS unicef¢®
FORM-A: HOUSEHOLD
H1. Identification ENGLISH
] Questien Options

HH-A | Prownce Mame & Code ]
HH-B | District Name & Code D

oE [Pe—— OO [™° @S- voner=a i
HH2Z HH Mo |:| [~ 1 ]
HH3 Imerviewer's Mame & No ] —y
HH4 Superisor Mame & lo. j —
HHS | DayMonthdrear of Internew DD/D Df[ D 1
HHE | Urban/Rural (Urban=1, Rural=2) [
HHT Mame of the Head of the HH —

{To be filled-m after completing Sechon H.2)

HHB to HH14 be filled-In after all questions for the HH have been completed

HHE | Fesull ol HH inferview Completed ... 1
Mot at hoame ... 2
Refused. 3
HH nat Tound'desiroyed i
Oheer {specity boB
HHS | Respondent o HH Foaom: E
Mame Lene Mo
HH10 | Folsl Mo, of HH members E s
HH11 | Ko of women 1549 aligible HH1Z | Mo of women 15-45 forms = |
[ ™| o a
HH13 | Mo of children < 5 eligible HH14 | Mo ol children < 5 farms 1]
LT ™ | compires il
HH16 | Editor: Name and Code E HH1T | Data Enry: Name and Code —y
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Introduction'Consent

HELLO, MY NAME (... 1 AND T AM WORETNG WITH THE KENYA NATIONAL BUREAL OF
STATISTICS (KNBS), NAROBL WE ARE DODNG A SURVEY TO COLLECT INTORMATION ABOUT
FAMILY HEAT TH AND EDUCATION. FOCUSING ON CHILDREN AND WORMEMN, WITH UNICEF SUPRORT.
I WOULD LIKE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAMN WILL REMATY STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS, DIURDNG THIS TIME [ WOULD LIKE TO SPEAK WITH THE HOUSEROLD HEAD AND
MOTHER OR OTHERS WHO TAKE CARE OF CHILDREN [¥ THE HOUSEHOLD.,

THE INFORMATION YOU PROVIDE WILL HELP THE GOVERNMENT AND DEVELOPMENT AGENCIES IN
PLANNING AND WP EMFNTING DEVELOFAMENTAL PROGRANS,

MAY I START THE DNTERVIEW MOW?T
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H.4: Water & Sanitation WS
] Cuestion Optiens Skip
WS1 | VWHAT IS THE MAMM SOURCE OF DRINKING WATER FOR Pl water
MEMBERS OF ¥OUR HOUSEHOLD'? Piped into dwelling ... _..... 1 | 11=WSE
e R = 1 12 | 12=wsEs
Pubilic top/standpipe ... 1 |
Pip= warter from neighboun’s houss, . 14
Tubewellborehole with hand-pamg ..._....... )
Tubswellbomhols with powsred pump _........88
Dhagy welll
Protected wall . oo ey
Unprotecied well ..—.imminsandil 13-81
Water froam spring =EY
L L P a1
Unprotecied spring — ... A7
Raierwaber CONBCHON s e 1
LI T PPN -
Cart whb small tnnk/ dmim......cooooeeverreeeeseees M
Surface water (river, stream, dam,
lnke, pond, canal, Evigatlion channsl) ,.—....... 51 o
Beotted water . SRR ||
Otheer [xpecify ... 36 | SE=WEI
WS2 | VWHAT IS THE MAM SOURCE OF WATER USED BY YOUR Piped water
HOUSEMOLD FOR OTHER PURPOSES SCH AS COOKING Piped into dwalling R 11 1= WRE
AND HAMOVEA O Piped M50 81 OF P e 12 | T2SWES
Pips water from r-mshba.r': Iww.'r 14
Tubserwellborshole with hard-pump..... . 21
Tuberaellborshole with powensd pump . 3
Dhug well
Protected wel 31
Linproteciod wel v
Water from spring
Proleciedaping .. ... .. 41
Linprodecied sprng 42
Fainwater collection £y
Tonkerdaeck ... ... ... &1
Carl wrth small tanks'dnm T
Surtml wabar (freer Siream, dam,
Enhie, prondd, £l eTagabon chanmed) 81
Ot (spacily j__
WS3 | HOW LONG DOES IT TAKE TO GO THERE, GET WATER
AND COME BACK?
Mo, ol minutes
S T S v 1 o) Water on premises ... 85 | GhE=\WS4A
Dot knéw Bog
WS4 | WHO UBUALLY GOES TO TS SOURCE TO FETCH THE Bdult worman (15 years) &
WATERLFOR YOUR HiS Adult mean (15+ years).._........ .......B
- Female child (under 15y ... C
Probe: |5 THIS FERSON UNDER AGE 157 WHAT 3EXV Make ehild (under 15) D
Don't know .
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H.4: Water & Sanitation ws
i Cuestion Cptlens Skip
WSdA| WHAT 15 THE MAIN TYPE OF CONTAINER USED FOR Jerry can™arrow neck container with lid __1
STORING DRINGNG WATER [N THIS HOUSEHOLD? Jerry can/Marmow neck conlainer
weithout d | e T AR b
Opean eomairerwathbd 3
Dpen comainer withadt lid |
Cihers (specfy ) W
WSAB| DURING THE LAST 12 MONTHS, DOES THES HOUSEHOLD | Yes. ... o
RECEIVE ANT CAMS/CONTAINER THROUGH FREE Wo 2
DS TRIBUTION Diey foear | o1
W55 | Dovou TREAT YOUR WATER 1N ANY WAY TO MAKE IT O o i it
SAFER TO DRNK? e e w2 | 2evWsT
RO BT it i -8 | B=WST
WS | WHAT DO YOU USUALLY D0 TO THE WATER TOMAKE IT | Bl .. ..o, -
SAFER TO DRINK?Y Add bleachichlorine.. ... ... .. B
Strain it throwgh achoth ... L
ANTTHING ELSE? Llge water filer (ceramac, sand,
[Recor mentioned COMPOsHe, 81 ). oo, IO
b d Solar dis-idecton_ ... E
Let it stand and sebthe F
Ciher (speciy | I
Diant kensow Z
WET | WHAT KIND OF TOILET FACILITY D0 MEMBERS OF YOUR | Flush ! pour fsh
HOUSEHOLD USUALLY USE? Flush 1o piped sewer system 11
Flureh 4o Sephic 8k . ... ... 12
W “fhush” or “pour flush™; Flush o pit (latrine) ... - 13
WHERE NIOES T 1My Tou Flush o somewhere else .14
[Ask for permission & observe the facility] m‘;ﬂ;“” PRI S i
Pt labnne
Ventilsted Improved Pit latnine . 2
P latime wilh Slab )
P latnng withoul slabloapen pit 23
Pt latine with Slab & cover 24
Pit latnne with slab & Sootrest .25
Pit latrine with slab, cover & foot rest..._. 26
Bucket " A1
Hanging tollethanging latmne ................ 51
Mo facilities or bush or field ... 95 | 95= W511
Chher (specify) a5
WEE | Do youl SHARE THES FACIUITY WITH OTHER HHS? b |- U
i | NP
WSO | How Maxy HHS ™ TOTAL USE Tvis TOILET FACILITYY
Mo, of HiHa (il ess than 10 ..,
TenormoreHHs ... ... .. .. 10
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[Ask for permission & observe the facility]

Sy the tacity bul no waber
Mol seeEn

H.4: Water & Sanitation ws
& E- Question DOptions Skip
WS10| DO YO HAVE A HAND-WASHING FACILITY OUTSIDE THE | Seen the faciilty filled with water
TOAILET?

1

L

3

Mo Lacility 'l

WS | How DO MEMBERS OF YOUR HOURSEROLD MAINLY GET Dumped in streetempy plot .. - |
RID OF THE GARBAGE (RUBESH)? Garbage burmi o2
Garbage buned ... 03

Thrown in jpil. 0

Composted. ... . 05

Commamity disposal pumr ! 06

Regular collecton by govemment...........OF

infrequent coBection by government ... D8

Pays for private collection 04

Cither (specify .-
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H.5: Household Characteristics

HC

Question

Cptions

HICT1A

WHAT 13 THE RELIGION OF THE HEAD OF THIS HH?

Crieeer Chwitsitianm .

Mo Religion._.__._ ..
(e {SPE ey

HC1.8

WiHAT 15 THE MOTHER TORGUEMATIVE LAMGUAGE OF THE HEAD
IF THIS HOUSEROLDYY

BESREPBR S b mwi =

¥m=2

HC2

HOw MANY ROCME IN THES HH ARE USED FOR
SLEEPINGY

HC3

Observe and record:

Main matenal of the dweling flasr:

Fimished Boor
Farqued or polished wood ..
Viml or asphail sinps

HC4

Obzerve and record:

Main matenal of the roef:

REHEEERY
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H.5: Household Characteristics

HC

# Cuestion Options Skip
HCES | Dbserve and record: Dgturad walls
Bowalls ... A
Main material of the walls: s 12
Bluclichir 1
Budimentany wiils
Blamiboo with mud 2
Sitone with mud 22
Unconvered adobe . |
PO . s .24
Caron..._.._.. 25
Reused wood %6
Enizhed waiks
Cemen M
Hlome wilh Emeiemenl a2
Biricks . .33
Cemen biocks .54
Cionered adobe .35
WWood planke/shingies i
DR {specify j.. 56
HCE | WWHAT TYPE OF FUEL DOES YOUR HH MAINLY USE FOR | EBICETICHY ...ocosimssssmsssmmssssmasssmsss semsssmssssmasssmss M | 0= HCE
COORING? Liquid Propant Gas [LPG k. ..o 02 | 02 HCE
LT R R 83 | 03= HCE
DT R R SRR Y ST BT, 04 | 04 = HCE
blecrtenes 5
Coal | [Lignite 06
Chascoal aF
Wiood 04
Strawishnibsigrass .|
Animal dung : .10
Agricultral crop residue... B |
(Dther {specy j.. 96
HET | v THIS HH, 15 FOOD COOKED ON AN GFEN FIRE, AN Open fire e
OFEN STOVE DR A CLOGED STOVET Open siove 3
Closed SO ..., i | 3 HCE
Gegidad o Cther (specify )8 | 6= HCa
HCTA | DOES THE FIRE/STOVE MAVE A CHIMNEY Oft A HOOD T s .1
Mo o
HEE | 15 THE CODRPG USUALLY DONE I THE HOWSE, 1N A I e o 4
SEPARATE BUILDING OF QUTDOORST i b .
DuAdoons .-
Ciher [Specey }.. 6
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H.5: Household Characteristics HC
# Question Options Skip
HCY | Does vOUR HOUSEHOLD HAVE Yes Mo
A ELECTRICITY? 1 2
B Ramo?.. 1 2
C. TeLEnsm? 1 2
D. MoesLe TeLesvone? | 2
E TeLeprone (Lan Ling )7 1 2
FREFRGERATOR? .. ... | 2
H. INTERMET CONMECTIONT 1 2
HC10 | DOES ANY MEMSBER OF YOUR HH owa
AW i T2
B, Bicven? 1 2
C. MoTORCYCLE DR SC0oTERT ... i 2
D. Ani apiansaL, DRawn CART? 1 T
E A Can OR TRuck? 1 2
F.ABOATWITHAMOTOR? . 1 2
HC11 | DOES ANY MEMBER OF THIS HOUSEHOLD OWH ANY Yes. . A
LAMD THAT CAM BE USED FOR AGRICLULTUREY MO 2
HCA2 | DOES THIS HH OWN ANY ULVESTOCK, HERDS, OR FARM | Yes, A
ALy Mo 2
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H.6: Use of Mosquito Net TN
& Gusstion Dptians Skip
TH1 DHoES YOUR HOWSEMOLD HAVE ANY MOSQUITD ES L |
METS THAT CAM BE LFSED WHILE SLEEPINGT I O T S e 3 PR 2=HLTY
TH2Z HOW MANY MOSOWATO NETS DOES YOUR HH
HAVE?
[l T or more mets, recond ‘T Number of nets
Ask the respondent to show you the nets in the
household, if more than 2, tell them to show the Most Recent Last But One
b recenlly ablained ones. [Mer #1] [Met £2]
TH3 MbaT | HAVE & LODK AT THE TWO NETIS) w0 MAVE Chbreras] 1 Oibsensed
QETAINED LAST, TO ESTABLESH THE BRAND? Motobserved 2 ot obrserved
TH4 Hon MANY MONTHS: AG0 DID Y OUR MOUSEHCLD
ACOUIRE THE LAST/LAST BUT DNE MOBOLATO NETT D D D EI
Mo of Maonths o of Months
[iF Bswer is *12 monins” or 1 pear’, probe i
lefevTrie if el IWas obraned exachy 12 monis ago More than 3 years..._._ 85 More than 3 years .
oF earder o kider | Don't kncwimol sure af Don't know/nol Sere .98
THE Obsenve the brandiype of mosguio net. Liong lastng nitts Long lasting nefs
: Permanet ... 1o THE | Permanet.. ... ~1= THE
ot obibrvad Ak Oysat_... .. . e THE | ClYSHt .o 2= THE
WHAT BRAND 15 THE NET? Limes nels et nels
Supanel 1] i ] Supane! : T a
Cinersp j B Crifuesisg j._B
Don'T now | Don T knery L
TG SMCE YOU GOT THES MOSOUITO NET, WAS IT EVER b o - . | Yes_ ... |
SO&KED OR DIPPFED IN A LEOUID TO KILL OR REPEL M it 5w THE [T ety ST o NN IS o8 .3 e THE
Toe? Don™ KW ... 9 o THE Don't KERewW ... 9w THE
THT HIC MAMY MONTHS AGD WAS THES NET LAST
DIPPED OR. SOAKED? D D D D
Mo of Months Ko of Monks. .
BEWET 5 *12 MONinG " oF *f pear, prode i
hﬂwfmmwwmmfa Ihn!lhmly'e-:lm .. B35 m&mﬁzwﬂ! 95
moninG g o ke oF ker, | Chain't kmcrinot swre el Dhon't konpwe/miod swre 948
THE [hiy ANYONE SLEPT UMDER THIS MOBOLITD MET Name Line Ne | Name Line No
LAST BIGHT 7 T e
If “yas”, 1 1
WHO SLEPT UNDGER THIS NET LAST BAGHT? e .
BANY ONE ELSET R T LY
[Recor the person’s ine Aumber from e 2 2
. ok schedude] I — ) L
I move than 4 persons Siepd inder @ nef, reoond he
Oetails of chigren amd women frsl] . A - - = T - -
[ guest, cods TT and none, code 0] 1T | [ 1T 1
4 5 [ - q .. L ]
126 Appendix F: Questionnaires




I'WOUL D LIKE '1OU T THIME BACK OVER THE PAET

OF THE 12 MONTHS BEFORE HE/SHE DIEDT

B i 1

12 MONTHS. HAS ANY USLIAL MEMBER OF YOUR HH o

DMED W THE LAST 12 MONTHS? || MR 3 | 20N
ov3 {OF THOSE WD DIED ™ THE PAST 12 MONTHE) Yes i

PR THE aces | TEB e

oF 18 AnD 59 YEARST - TS —— 2 | 2=0VE
o4 {DF THOSE WHOD DIED N THE PAST 1.2 MONTHS AND -

WERE BETWEEN THE AGES OF 18 aND 58 YRS} T Ll Bt

WERE AN OF THESE PECPLE SERIOUSLY ILLFORLY | B0 i 2
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H.T: Orphan-hood

ov

OVE | List all children aged 0-17 Years. Record names, ine numbers and ages of all chidren, beginning with the
first child and contnwe in ordar in which listed in the: HH Listing section. Uise a continuation sheat if thara ara
meone than 4 children sged 0-17 years. Ask all questions for one chikd before moving 1o the nexd chikd

1™ CHILD 2% CHILD FYCHLD 4 CHILD
Mame (from HL2Y)
Lime mumber (from HL1)
Hge (from HLS)

OWE | | wWiouLD LIKE TO ASK YOU ABOUT ANY FORMAL, ORGAMZED HELP OB SUPPORT THAT YOUR HH MAY HAVE RECENVED FOR
I:FIBI'I'I'E:I AND FOR WHICH 00U DID HOT HAVE TO PAY. BY FORMAL ORGANIIED SUPPORT | MEAN HELP PROVIDED BY SOMEONE
WORKEN FOR & PROGEAM. Thts PROGRAM COULD BE GOVERNMENT, PRIVATE, RELINIOUS, CHARITY, 0R COMMUBIITY-
BASED REMEMBER Thrs SHOULD BE SUPPORT FOR WHICH YiU DE NOT PAY.

D | MOW | W0l LIKE TO ASK vOLU ABOUT THE
a—m'ﬂu’? HH RECENVED Fﬂl{:ﬂlel Yes. P Yes ... 1 | Yes.. A ves 1

THEL LAST RECHTHD, FAS VORI
Mo 7 | Mo 2 | ma 2 | Mo 2
FECENED AN MECSCAL SUPFORT FOR
[TRE), SUCH A5 NEDHCAL CARE, SUFPLIES O 8 Dk G D¥.. ol DK 8
OF MEDSCHRE T

OV | Iy THE LAST 12 MONTHS, Has YOUR HH ¥es. N T 1 [ves_____ 1 | Yes____ 1
RECENED ANY EMOTIONAL DR [ T B -1 T T AR [ 2
PCHOLOGRCAL SUPPOIRT PO [Ty, DK.... | DK § | DK i | DK 8
SUCH A5 COMPARIORSHP, DOUNSELING o P T ol e T
R & TR SR O ST 2 or 8 =0V12 2 or B=0V13 2or §=0V13 2 or B =013
SLEPORT, WHICH YO8 RECEFVED AT FOar?

Ovi2 | Do vour HHRECENE &y OF THIS b= T R B i1 P i g B [y e |
SUPECAT FOR (NG, N THE PAST 3 Mo 2 e | s o I s
RROHTHE? oK. o ] pi A ol B AR B

O3 | N THE LAST 13 MORTHS, HAS v HH hi-H - | Y5 1 ¥es. . | Yes . 1
RECETVED AN MATERIAL SUPPORT FOR MG 2 | wa Cog | Wi 2 | Ha—. . e
(M, SUCH &S CLOTHING, FOOD OR DK B | DR CR N S T -8
o 1t 2 ar § SOVIS 2 or B OV1E 2 or § = OVIE 2 ar B S OV15

OVi4 | Do vous HHRECENE &NY OF THS Vo5 F P Yes 1 1 Yes ... . 1
SUPPOAT FOR (1AME), N THE PasT 3 Mo L RN e e B B 2

b IOl B . Ol RS .

W15 | N THE LAST 12 MONTHS, HAS YOUR HH o5, o | Yes o o] ¥es. 1
RECERED &l SOCIEL SLFRORT FOR Ho... TR - . [T .- | T .
(MMTHE], SUCH AS HELP 4 HiH woRs, oK | O B | DB
i 2or8mOVIT | Zors=oviT 2 or 8 =OVIT 2 ot B HOVIT

OVAE | Do woum HH RECERE &Ny OF THS e | b ) - AT LR (] b 1 - (@ ER PRy |
SLFRORT FOR (M), ®THE PAST 3 L] 2 |, PR e L)
MOHTHE? oK. ... .8 DK B

_m ; g F S L T B e ﬁ
m‘:‘rm ild 517 Yr? ﬂ :i_ “‘ m’ ; E'tﬁ,. FRaN

" child 7 hild

ﬂ'l.l"lﬂ HTI-ELAH12W.M5TMHH s RN | b - T A
FEEE\'EDWFSLFPG’.‘RTFEL‘I.[I‘I[ITIEJ‘ Mo . Mo 2
IMEI'E"F. BO0RCS OR SLPPLIES T
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H.9: Child Discipline CcD

Review the household listing and list all children aged 2-14 years below in order according to their line number
(HL1). Do not include other HH members outside of the age range 2-14 years. Record the line number,
[name, Sex, age, and the line number of the mother or caretaker] for each child. Then record the total number
of children aged 2-14 in the box pmvided {C D?} {write the name, s, age and the mothercanstaker ine no. only for the algible child)

cD1 cD2 cD3 cD4 CDS CD6 cD7
Line No. Sex from Line no. of mother/
Rank | from HL1 MName from HL2 HL4 Age from caretaker from
M E HLS HL7HLES
0 1 2
02 - 1 2 - o
03 L 1 2 o L
04 1 2
05 1 2
06 1 2
o7 1 2
08 1 2
Total children aged 2-14 years in the HH

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

Random Selection Of Child

Use the grid below to select one child between the ages of 2 and 14 years, if there is more than one child in that age
range in the household. Look for the last digit of the household number from the cover page. This is the number of the
row you should go to in the table below. Check the total number of eligible children (2-14) in CD7 above. This is the
number of the column you should go to. Find the box where the row and the column meet and circle the number that
appears in the box. This is the rank number of the child about whom the questions will be asked. Record the rank
number in CDY below. Finally, record the line number and name of the selected child in CD11 on the next page. Then,
find the mather or primary caretaker of that child, and ask the questions, beginning with CO12.

CD8 Number of Eligible Children in the Household

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

cD3 Record the rank number of the child.......... ca
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H.9: Child Discipline

cD

Review the housshold listing and list all children aged 2-14 years belew m crder according to their line numbear
(HL1} Danmm-uﬁmhafHHmnmamummmammmhdw&m Foescord Ehe ling numier,

[name, sex. age, and th smi RO OF Canataker] for each chad, Then record the fotal number
ulchlldrenagadz-ﬁmme o FITIJ‘n'H:lEI'd I:CD?:I hmmm e mﬂwwumm oy W P g EFead]

coi co2 k] cod CD5 CD8 coF
Linee Mo S fraem Line no. of mothe

Rank | from HLT Mame from HL2 HL4 Age from caretaker from

] E HLS HLTHLA

o1 1 2

o2 g 1 2 g CTU,

1] 1 ¥

0 1 ¥4

05 i 2

i 1 2

oF 1 4

o 1 Z
Total children aged 2-14 years in the HH

it thieng i only one chibd age 2-14 years n the household, then go to G011 o admanister child decipline guestons

Random Selection Of Child

Lge the grid belyw lo select one child between the ages of 2 and 14 years, if there & more than one chad in that age
range in the household. Look for the last digi of the houssehold number from the cover page. This = the number of the
rews wol Shhd go b oin the table below. Check the botal number of eligile children (2-14)in COT abowe. This & the
raurnbier of the eolumn you should go to. Find the box where the row and the column meet and circke the number thal
appears m ihe box.  This = ihe rank number of the chdd about whom the questicns will be asked. Reoord the rank
rumber in COS below.  Finalty, record the ine number and name of the seleced chiid in CO11 on the next page. Then,

firwd the imother or prmary carelaker of that child, and sk the questions, beginning with CO12

coB Humiber of Eligibte Children in the Househokd
Last digit of HH. No. 1 2 3 4 5 B 7 B+
0 1 2 2 4 3 B 5 d
1 {] 1 a 1 4 1 [ 5
2 i s i 3 5 2 7 (3
3 i i 2 3 i 3 i 7
4 1 2z 3 4 2 4 2 G
=] ] ] 1 1 =, & a 1
6 1 2 2 3 4 B 4 2
T i i 3 3 5 i 5 3
] 1 ] 1 d | z L] d
g 1 1 2 ] 2 L] 7 i
cioe Rescord the rank numbsr of the child ... . ... - S
-
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H.9: Child Discipline cD
bdentify ehgible child aged 2-14 in the household wsang the tabdes on the preceding page
Fequest and interviss the mother of pomany cofetaker of the selectsd child (identified by the e pufmbeds i COE)
# __Question Options Skip |
Ccon Wiite name and hne no. of the child selected Tor
the module from CO3 and CO2, based an the DD
rank aumber m CDE9 Mame&lmeMNo
c2 ALL ADULTS USE CERTAIN WAYS TD TEACH CHILDREN THE RIGHT BEHAVIOUR OR TO ADDRESS A
BEHAVIOUR PROBLEM. | WILL BEAD VARIOUS METHODS THAT ARE USED ANDH | WANT TOU T TELL ME &
VU G ANYOME ELSE W YOUR HOUSEHOLD HAS USED THIS METHOD WITH (namal I THE PAST MONTH
CD1Za | Took AWaY PRIVILEGES, FORBADE SOMETHING Y . i
{ma) LWED OF DID NOT ALLOW HMMER TOLEAVE | p0q 2
HIOEE )
COIZb | ExPLAMED WHY SOMETHNG [THE BEHAVIOR) WAS | Yes. 1
WRONG . TP 2
CD12c SHOOK FIMHER Tes i
COI2d | SHOUTED, YELLED AT OR SCREAMED AT HIMHER. WES e
o 2
CO12e | GAVE HIMHER SOMETHING ELSE TO DO, Yo, 1
Mo )
CD12 | SPANKED, HIT DR SLAFPED HIWHER ON THE Yes 1
BOTTONM WITH BARE HAMD Rl i .2
CO12g | HiT HMMHER 0N THE BOTTOM OR ELSEWHERE DN i i
THE BODY 1T SOMETHIRG LIKE A BELT, i oo e o b e TR e o z
HAIRBRUEH. STICK OR OTHER HARD DBJECT
COD1Zh | CALLED HIM/HER DUME, LATY, OR AMNOTHER HAME Y 1
LIKE THAT P g ol S 2
CD12 HIT OR SLAPPED HIMWER O THE FACE, HEAD OR ¥es L
EARS Mo . )
CO12 HIT OF SLAPPED HIMWER 0N THE MAND, AR, OR ¥es. 1
LEG A a
CD1ZE | BEAT MMMER P WITH AN IMPLEMENT {(FT OVER Yes. 2
AMD OVER AS HARD AS ONE COULD) g 2
CO1A Pk HinHER PR N g e e i
Ha 2
CO13 | Do You BELIEVE THAT IN ORDER TO BRING UP = i
(RABE, EDUCATE) (samef PROPERLY, YOUNEED TD | pao N P
PHYSICALLY PUNISH HIM/HERT Dan't . . "
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H.10: Food Relief FR
# Cusstion Dptions Skip
FR1 | ARE yOU REGISTERED AS A BEREFICARY OF FOODD | Yes.. — S i
INSTRIBLITION PROGRANT e el s el 2 | 7= FRS
FR2 HOW LOWG. AGD 'WAS THE LAST RATIONT
Mo of wesks 1 D D
O |
FR3 DhoES THE FODD A0 MEET &1L THE FOOD MEEDHS OF THE RS 1
HOUSEROLD? Fio z
DoniMnee. . B
FR4 [0 MENBERS OF THE HOUSESOLD SEL FOOD TOOBTAN | Yes . 1
MCHEY TO MEET OTHER NEEDS 7 Ha i | 2= FRG
(L 0 e B | B=FRE
FR& DOES THE PRICE THE HOUSERHOLD MECERS FOR THS FOOD | Much Lets 1
ECRISL MARFET RATES Y Rioughly e Same 2
IWhicE Wone 3
DontMnow. ... ... B
FRE& 18 ey CF YOUR CHILEREN REGISTERED i THE CHLD i 1
FEODRG PROGR T Ho 2
FRT Hiks: THE HOLISEWCLD BEEN DESPLACET) iy TIME DLIFHNG. i 1
THE BasT 12 maTHEY N 3
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H.11: Salt lodization sl
& Cugstion Cptions Skip
3L WE WOULD LIKE TO CHECK WHETHER THE SALT Moliodized . R A
USED IN YOUR HH IS IODIZED. MAY | SEE A SAMPLE | | yus than 18 ppm........o.o. s | seao
OF THE SALT USED TO COOK THE MAIN MEAL EATEN ?
BY MEMEERS OF YOUR HH LAST NIGHT? e L
[Once you have examined the salt, crcle MO S B O e i 8 |3=s2
number that comesponds 1o test cUICOMe] | oo ot tested .o 7 3= 512
SL1A T¥PE OF SALT Crystal 1
Powder 2
Cifhesr (Specify } 8
5L2 Check HLE:; Does any eligible woman age 15-49 in the HH? You should
have a Form with the Woman ID filled in for each eligible woman.
|:| Yes = Go to WOMAN 15-49 FORM to administer the questions to the
first eligible woman.
D Mo = Continue to SL3.
5L3 Check HLS8: Does any child under the age of 5 in the HH? You should
have a Form with the Under-Five |D filled in for each eligible child.
I:l Yes = Go to CHILD < 5 FORM to administer the Form to mother or
caretaker of the first eligible child.
I:] No = End the interview by thanking the respondent for his/her
cooperation.
Gather together all Forms for this household and tally the number of
Forms completed on the cover page.
134 Appendix F: Questionnaires




Interviewer’'s Remarks:

Supervisor’'s Remarks:
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aBIMICS

FORM-B: WOMAN AGE 15-49 YEARS

= / \
féw
=/

W.1: Identification Panel

ENGLISH

This Form is to be administered to all women age 15-49 years (See Column HLG in the HH

Form). Fill in one Form for each eligible woman.

Wi-A | Provinoe Name and Caode: ]
WM-B | District Name and Code I:l [ |
Wi Clusier Name and Mumber D TN
WG | Siratum code HH with child = 3= 1 =
Other HHs = 2

W2 HH Mo D T
W3 Mame of the woman (from FORM-A: HLZ)
Wikid Line o, of waman (Fom FORM-A: HL1) — 1
WHS Irbefmawers Mame & Coile =1 ]
WM CrayMonth’ ear of Bberaeas / / =11
WHMT Result of mbervies bor waman Completed 1

Mod At home i |

Refused 3

Parly completed 4

Crher (Specty ] [

Esmarks if aov;
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Read, if the respondent has not responded to any other Forms

Imtroduction/Consent

HELLO. MY NAME IS (.......) AND I AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KNBS), NAIROBL WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION. FOCUSING ON CHILDREN AND WOMEN. WITH UNICEF SUFPORT.
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
ANOMNYMOUS.

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

MAY [ START THE INTERVIEW NOWT
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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.

KISWAHILI

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

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

# Guestion Options Skip

WIME | IN WHAT MONTH AND YEAR WERE YOU BOANT

Mionth
D Monih oa

[Diate of birth)

Year.....
DEYear oo BOBE

iR HOW QLD WERE YOU AT YOUR LAST BIRTHOAY 7

Age in compheted years... ...

WM10 | HAVE YOou EVER ATTENDED SCHOOL OR PRE-SCHOOLT | Yes . rererr]
- R R e K e R PR TR 2 | Z=WMi14

WMIT | WHAT 15 THE HIGHEST LEVEL OF SCHO0L YOU Fre-School
ATTENDED? Primary T R .
Fosi-Pnmary, Vocational.......... ...
Secandary, 'A' Level e i
College — Middle Level

Uknaversity
Mon-standand CusTowim.._.__ ...

b‘hﬂ-htﬂ'h-’i—ll:l

W12 | WHAT 15 THE HIGHEST GRADE YOU COMPLETED AT THAT
LEVEL?

Grade

[IYTER mmrum:rm
D Secondary/College/University (codes 3or 4or5) = WM15
Elﬂmr - = Continue to WM14

Whkiid | Now |'wouLD LIKE YOU TO READ THIS SENTENCE TO Cannot read at all

ME Amwreadmrypmgﬂuaﬂen:e
Able o resd whole enlencs, |
[Show language test cand 1o respondent] Mo sentence in required language

ispecify language }
Bhindimute, visually/speech impained

AGIEIRN

mn

WS | How OFTEN DO YOU LISTEN TO RADIGT Almosteveryday.. ..
Al leastonce aweel ... ...
Al least once a month

Rty Mewes

WH18 | HoW OFTEN DD YOU 'WATCH TELEWISION? Alrnast everyday
Al least once o week
At least onceamonth ... ..

WM1T | How OFTEN DO YOU READ NEWSPAPERS? Alrnerst everyday
Al leastonce aweek ...
Ableastonceamonth

Rarety/Mewer

o B P own | de G RS o= | e L P
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W.3: Child Martality CcM
i | Question | Options Skip
To be administered to all women age 15-49, All guestions refer to LIVE births only.
M1 Mow |'WOLULD LIKE TD ASK ABOUT ALL THE BEITHS YO Yes 1
HAYE HAD DURSNG YOUR LIFE. HAVE W0U EVER GIVER BB b e e e = 5 2e5 (W 6)
BRTHT
if “No" probe by asking:
| ME&H, TO & CHILD W0 EVER BREATHED OR CRIED OR
SHOWED OTHER Si3HS OF LIFE = EVEN F HE OR SHE LIVED
CHLY & FEW MBMUTES OR HOLIRS?
CHM3 Do W00 HAVE ANY SORES OR DAUGHTERS TO WHOM Y04 Yo i
HAYE GIVEN BIRTH WHO ARE HOW LISTRG WITH vOU 7 Bl e e T T 5 e AL
Chi4 HOW MANY SOMS LIVE WITH 707 I:] D
& Sons at home .
HioWw Ma2y DAUGHTERS LIVE WITH Yol
B. Daughiers al home El D
CHS D 1D HAVE ANY SONS OR DALGHTERS TO WHOM Y04 Ties il
HAVE GIVEN BIRTH WHD ARE ALTVE BUT D0 MOT LIVE WITH [ . 2 | 2T
YoL?
MG HOW MANY SONS ARE ALPVE DUT DO NOT LIVE WITH vou ' D D
& Sons elsewhens
Hiow Mased DAUGHTERS ARE ALSE BUT OO NOT LIVE WITH
- L]
B. Daughiers elsewherne
CMT HAVE 0L EVER GIVEN BIRTH TO A By OR GIRL WHO was | Yes 1
BOAMN ALIVE BUT LATER CiED? R e e e e S L 2 | 2CMB
M "No” probe by asking:
ANV BASY WHO EVER BREATHED OR CREED OR SHOWED
OTHER S3GHS OF LIFE BUT DID MOT SURVTVE = EVEN F HE
OR SHE LIVED OHLY & FEW MMUTES OR HOURS Y
Cha Mo Maser' BOTS HAVE DIED? — ]
& dead . -
How Masny GILS HAVE DD o o
e 1] Sum answers o CM4. CME, & CME B ]
Sum —_—
CMID | JUST TO MAKE SURE THAT | HAVE THIS RIGHT, YOU HAVE HAD IN TOTAL BIRTHS
DURING YOUR LIFE. IS THIS CORRECT?
D Yes o tmiﬂ:nww.-:h ﬁhmm
E[Hﬂ ¢Mwmﬂmmmmmv&h
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aBIMICS

= 4 \
nicef @
A\ 7

W.3a: Birth History

BH

BH13

SOME PREGNANCIES END BEFORE FULL TERM A5 A
MISCARRIAGE OR AN ABORTION, WHILE OTHERS MAY RESULT
1M A STILLBIRTH, HAVE YOU HAD A MISCARRIAGE OR
ABORTION?

e BH15

BH14

IN ALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED
IN A MISCARRIAGE OR AN ABORTION?

BH15

HAVE YOU HAD A STILLBIRTH?

| o AR R T A v e R T R LAl

2=CM12

BH16

IN ALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED
IN A STILLBIRTH?

Still births

CM12

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

I:lHuIivnhirhhlast!y&ars

= MARRIAGE/UNION Section [W.6]

D Yes, live birth in last 2 years = Continue to CM13

Name of child:

CM13

AT THE TIME YOU BECAME PREGNANT WITH (name), DID YOU
WANT TO BECOME PREGNANT THEN, DID YOU WANT TO WAIT
UNTIL LATER, OR DID YOU WANT NO (MORE) CHILDREN AT
ALLT
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W.4: Tetanus Toxoid T
] Question Options Skip
This section is to be administered to all women with a live birth in the 2 years preceding the
date of interview.
TT1 | DO YOU HAVE A CARD OR OTHER DOCUMENT WITH Yes (card seen) . R |
YOUR CHVN IMMUNIZATIONS LISTED? Yes (card notseen)...... ... 2
Mao... 3
[If a card i& presented, use if to assst with DK 8
answers 1o the following questions]
TT2 | WHEN YOU WERE PREGNANT WITH YOURLASTCHILD, | YB3 oot 1
DID YOU RECEIVE ANY INJECTION TOPREVENTHMOR | pg . 2 22775
HER FROM GETTING TETANUS, WHICH IS CONVULSIONS | o g BeTTE
AFTER BIRTH (AN ANTI-TETANUS SHOT, AN INJECTION AT
THE TOP OF THE ARM OR SHOULDER OR THIGH)?
TT3 | How MANY TIMES DID YOU RECEIVE THIS ANTTETANUS
INJECTICN DURING YOUR LAST PFREGHANCY?
Mo ofBMes e
DK, 28 98=TTH
TT4 | Check: How many TT doses during last At least 2 TT inj. during last pregnaney......1 | 19{W.5)
P flds e ot ALY Fewer than 2 TT inj. dunng st preg ... 2
TT5 | Dip you RECEIVE ANY TT INJECTION AT ANY TIME N e 1
BEFORE YOUR LAST PREGNANCY? s s 2 | 2= (W.5)
DT i s s i e i ks ] A= (W.5)
TT6 | HOow MANY TIMES DID YOU RECEIVE IT7 I:I D
Mo. oFMES ... i
TTT | INWHAT MONTH AND YEAR DID YOU RECEIVE THE LAST
ANTI-TETANLIS INJECTION BEFORE THAT LAST Month
PREGNANCY? . '
DK month..... o Skip to
Skip to next sechon only if vear of injection (W.5)
i5 gven, Ohenwise, continue with TTA D D i
[} PR Tl s L
B 6T | P e T e
TTE | How MANY YEARS AGO DID YOU RECEIVE THE LAST 1]
ANTI-TETANUS INJECTION BEFORE THAT LAST y
PREGNANCY? T S e,
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W.5: Maternal and Newborn Health MN

* | Question I Options [ swe

This saction i5 1o be administered 1o all women with a live birth in the 2 years preceding date of interview

Check CM12 {in section W .3a) and record name of last-bom child here . Use this
child's name in the following questions, where indicated.
MNT | 4 THE FIRST TWio MONTHS AFTER VOUR LAST BIRTH [THE 8RTH | Yes v
OF MIMET, DND 0L RECEIVE & VITAMMN A DOSE LKE THS? L il
; DN, .
Show 200,000 1L capsule of dispenser (Red)
MN2 | DiD YOU SEE ANYONE FOR ANTENATAL CARE FOR THIS Heaith professiconal
PREGHANCY? Docior/Clinical Officer ..., ik
Mursehiidwile . w B
I yes: WHOM DID vOU SEET ANYOKE ELSE7 Other person’
Tradifiors barth attemdant . .., o )
[Probe for the type of person seen and G
circle all answers given] Community heafth worker ..
Relativefriend H
Oither (specify P
Mo one ¥ | Yo MMNGA
MNZA | Howw e TIMES DID vOU RECEIVE ANTEMATAL CARE DURSMG
THIS PREGHANCTY Mo of s
Dot K. .58
MN2B | Dussnc THs PREGHANCY, WERE ¥OU GIVEN CR DIDYOUBLY | Yes A
ANY IRDH TABLETS? R w2 | =M
[Show Tabiets] Don't know 8 | Benng
MM2C | Dufshs THE WHOLE BREGHANCY, FOR HOW MANT DATS DD DDD
YO TAKE THE TABLETS?
[If the answer is not numeric, probe for Mo.ofdays. ...
approximate number of days] RO I, cococvicniipivnimisiosensininicniins SO
MM3 AS PART OF YOUR ANTEMATAL CARE, WERE ANY OF THE ¥ N
FOLLOWING DONE AT LEAST CHNCET
MM, WERE vOU WENGHED? Weighed ... 1 2
Mh3a.  Was vOUR BLOCD PRESSURE MEASURED? Blood presswe. ..o 2
Mh3c. Do vou GrVE & URIHE SuaeLEY Urinesampie....__ ... .. .9 2
MMN3D., D YOU GLE A BLOOD SAMFLET mm 1 2
MMN4 | DursG ANy OF THE ANTENATAL VISITS FOR THE PREGRANCY, | YE5 . oy
AIDS oR THE AIDS s ? Dont know 8
MMS | | DON'T WaNT TO KW THE RESULTS, BUTWERE YOUTESTED | YB5 ]
Don't know B | 8= MMNGA
MME | | pon'T WaNT TO KNOW THE RESULTS, BUT DD YOU GET THE Yesq i}
RESULTS OF THE TEST? o TR P
Dant Kncy g
MMEBA | Disfnis Tres PREGHANCY, Bl YOU TAKE Ahv MEDICINE iW R (= O
ORDER TO PREVENT YOU FROM GETTING MALARIAT Ne 2 | 2emnT
Don't know .8 | B=MNT
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W.5: Maternal and Newborn Health

Question

‘Skip

MNGE

VWHICH MEDHCIMNES DND vOU TAKE TO PREVENT MALARIAT

[Cirgde all meddones taken. If type of medicne
1= ndt getermined, show typleal anti-malarial

to the respondent]

Qihers (speiy

IF°A'is not
circled,
skip to

MNT

MNEC

HOW Mady TMES DID 0L TAXE SPYFANSIDAR DURBG THIS
PREGHANCY T FREVENT MALARIAT

M7

WHO ASSISTED WITH THE DELIVERY OF YOUR LAST CHILD
(name;?

AMYOME ELSEV

[Frobe for the type of person assisting and
cirche all answers given|

Health professional
DrochoriClnical Oificer

Other person:

Relalivetriend
Cither {specty

m

< M T 6 m

MMa

WHERE Dol YIOU GIVE BIRTH T (i) ?

[If i Facality 15 hospital, health center, or
clinic, wnbe the: name of the place below.
Frabe i ienlity the type of source and
cirche the appropriate oode]

(NAME OF FLACET)

¥'our home:

Gind. clinscTeaiih Cenfer

Other pubic {specit)

Private clinic.

Other pvl. medical {specity
Othes (specify

MNEA

AFTER [NIME] WAS BORMN, D40 & MEALTH PROFESSIONAL OR &
TRACETICNAL BIRTH ATTERDANT CHECK OH YOUR MEALTH?

HOW Mty DaYS OR WEEKS AFTER DELIVERY DD THE FIRST
ICHECK TAKE PLACET

[Record ‘O days o same day]

Days afler delivery .
Weeks ater delveny

Dron Enow

MNBC

'VWHO CHECKED ON YDUR HEALTH AT THAT TIME 7

[Probe for most qualied person]

Oiher persol
Tradional birth atendant .

Communiy health worker

Other (specify

146
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W.5: Maternal and Newborn Health MN
— — -

— — e — -

—

MNBE mmemwm Yes st A TRy
MEALTH CARE PROVIDER OR A TRADITIONAL BIRTH ATTENDUNT | No 2 | 2o
CHECK ON HISHER HEALTH? oK 2 | sermeo
MNBF | How MaNy MOURS, DAYS OR WEEKS AFTER THE BIRTH OF
Darys afer b 2
[ less than one Gay, record in howrs. Weeks afterbesh. .3
If less than cne week, record in cays |
DontKnow .. .. SRR Nran ! 32K 958
MNEG | Who CHECKED ON (RaIme)'s HEALTH AT THAT Tae? Heaih peofessional.
Qthes person.
Tradtonal birth attendant . 21
Community heaith worker =
Othes (specity. il
MNSH | WHERE DID THS RRST CHECK OF (Name) TAKE PLACE? Home
[Probe 10 identify the type of source and orcie | Other home 12
If unable 10 Getermine If a hospital, health centre | GOVt hosplal 21
Of CANiC Is pubiic or private medical, write the Gowt. clinichealthcenter ... ... .22
name of e place} CHAM . . 23
Other public (spectfy )....26
Prvate Medical Seclor
Private cinic. 2
Private matemBy DOMe ... 33
Other pvt. medical (specity )..3%
Other (speciy. ). 9%
MNS | WhEn YOUR LAST OHILD (1ITe) WAS BORN, WAS ME/SHE VERY | Very large 1
LARGE, LARGER THAN AVERAGE, AVERAGE, SMALLER THAN
AVERAOR. ORVERY SAaaL? Largerthan average . ... ... 2
Smafler than average - V|
Very small 5
K. . = 8
MN10 | Was (name) weGHED AT SRTH? Yes. o, |
No 2 | 22MN12
oK 8 | B=MN12
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W.5: Maternal and Newhorn Health MN
# Question Options Skip
MN11 | How MucH DID (name) WEIGH? Cad............1
Recall .2 |:| |:| |:| I:l
[Record weight from health card, if available] | (RecordinKgs) | '
Don't know. ... 99998
MN12 | DI YOU EVER BREASTFEED (name)? N T |
NO e eeensssesssssssssse s ssssssss s sesse 2 | 22 (W6)
MN13 | How LONG AFTER BIRTH DID YOU FIRST PUT (name) To THE Immediately ... __........000
BREAST?
Hours after...........ooo......
If less than 1 hour, record ‘00° hours. Davs after
Ifless than 24 hours, record hours. %
Otherwise, record days. Don't knowiremember.___________ 9%
MN14 | Dio (name) RECEIVE ANYTHING ELSE BEFORE STARTING TO | Y5 ..o |
BREASTFEED? N 2 | 22 (Ws)
DON't KNOW covvvvearrcansisessnssssssssssssssssssssssssessssnns 8 | 8= (WE)
MN15 | Dip (name) RECEIVE ANY OF THE FOLLOWING: Yes No
MN154. PLAIN WATER? Plain Water ..o 1 2
MN158. MiNERAL WATER? Mineral water .1 2
MN15C. SWEETENED, FLAVOURED WATER? Sweetened/Flavored water .1 2
MN150D. FRurT Juice oR TEA? Fruit juiceortea.........cooooe 1 2
MN15E. AnvTHING ELSE? Other (specify })..1 2
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W.6: Marriage/Union MA
& Question Opticns Skip
MAT ARE Y00 CURRENTLY MARRIED (R LPANG TOOETHER WITH & Yes, cumently mamed..__ 1
AN &5 IF MARRIEDI? Wi, living with & man 1
Mo, not in unksn 3 SeoblA
Ma2 HOW LD WS VOUR MUSHARDY PR THER Of HES LAST
BIRTHOAYT 3 B TO
Age in years = MAS
I S —— |
hiA3 HAVE vORNEVER BEEM MAMRIED OF LIVED TOGETHER WITH A s, formerty manied 1
e Yes, formerty ved with 2 man 2
Mo 3| =T
MEAE | VWAt o5 vOUR MARITAL STATUS HOWW ARE ¥OU WIDKWWED, Widowed 1
CeARCED R SERARATED? Ehvorced . 3
Sepanaied 3
MAS HaVE O BEEN MARRIED OF: LIVED WATH & MAM OMLY OHCE ORL | Onily e |
WORE THAMCMCE? More than once._____ L
MAG | i wHaT MSNTH s vEAR Dif vl FEIST MARRrY R STAHT — 1 1
LP/THG WITH & MAN A5 IF MARRRD?
Monh... - -
O mondh..._.. i PR B
- JyoC
[, wear e
MA7T | Check MAG: For month and year of marriage '
E| Both Month mﬁmutnmrhn&mtnwn? = Next Section (W.7)
Dmmwmﬂm_ﬂﬂw = Continue to MA8
Mg HORW LD WERE YU WHEN V0L STARTED LIVING WITH YOUR D D
FRST HUEBAMDVPARTHERT
A i s
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W.7: Contraception and Unmet Need CP
] Question Options Skip
CP1 | WOULD LIKE TO TALK WITH YOU ABOUT ANOTHER SUBJECT = | Yies, currently pregnant A
FAMILY PLANNING — AND TOUR REPROCUCTIVE HEALTH No 2 | 2=CP2
ARE YTH] PRECIANT HOWT Unsure or Don't know g8 | 8=CP2
CPIA | AT THE TIME VO BECOME PREGNANT Di: VU WANT To PO o i e o i o 1 | 1=cre
BECOME PRECGMANT THEM, Dl vOLUN WANT TO WAIT UNTIL LATER Later 2 e CP4
Rt [0 YIOL) BT WEANT TO HAVE ANY MORE CHLDRENT ¥ ; T :
ol wanil rice children 3 | 3=CP4
cr2 SOME PEGPLE USE VARIOUS WaYS ORMETHODS TODELAYOR. | Yes ]
BVAD A PREGMANCY. Ne " 2e CPE
ARE WO CURRENTLY DOMNG SOMETHING OR: LISING ANY
METHOD TO DELAY Ot AVDID GETTHG PREGHANTY
CP3 | \WrecH METHOD ARE vou LS Y Femae serlzamonTubelgation A
hﬁtﬂmlﬂuﬂﬂwm“ B
1LJDII::H 1]
If cire: Ehan cne meod & mentioned, circle Injections E
each one imiplants .F
Femaie oondam H
Laciational amenaithosa method (LAM) ...
Penodic abstinence K
Withdrawal L
Other {speciy X
CP4 MW | WOULD LIE TO ASK SOME GUESTIONS ABOUT THE
WELILD YOI LIKE TOHAVE [AMAMOTHER) CHILD, G WOULD
YO PREFER MOT TO MAVE ANY [MORE ) CHILGREN? o MArInons. 2 |=CP6
if cummenly pregnant: Says she cannot get pregnant.. ... 2| 3=
AFTER THE CHILD YR ARE NOW EXFECTING
WOLRLD YOU LIKE TCOHAVE ANDTHER CHLD OR YOUWCILD | Undecidedidon™ Know B B=CPE
PREFER HOT TOHAVE AMY [MODRE ) CHILDREMT
CPRS HOW LOBG WOLLD Y0U LIKE TO WikiT BEFORE THE BSRTH OF Monlhes DD
AJANOTHER) 7
' T Years 2
Soonnpy 943
Says she cannot get pregnant.................. B3| oode (W)
N L o S
Don't know 558
cPi | Check CP1: Pregnancy status
D Currently pregnant (code =1) = Next Section (W.8)
D Not currently pregnant = Continue to CP7
CPT | Do vimn Tranm, viu) ARE PHYSICALLY ABLE TO GET PREGNANT | et i
AT THIS TRE? Mo i
DR LB s o At T g e 3
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W.8: Female Genital Mutilation/Cutting

FG

] Question Options Skip
FG1 | Have vou EVER HEARD OF FEMALE CIRCURMCESIONT Yes — e
] 2
FG2 | ImAMUMBER OF COMMUMITIES, THERE IS A PRACTICE INWHICHA. | Yes i
(RL MAY HAVE PART OF HER QEMITALS CUT No 2 | 2wy
HavE vou BVER HEARD ABOUT THIS PRACTICE?
FG3 | Have YOU YOURSELF EVER BEEN CIRCUMCISED ? Ye5 1
Mo ? | 2=FGE
FG4 | Now | WOULD LIKE TO A5K YOU WHAT WAS DOME TO YOU AT THIS | Y5 ..o serressesreasrrrarermeresrararssrarsiserms areres reasaressers 1 | 1=FGE
TIME.
4] 2
VWag ANY FLESH REMOFED FROM THE GEMITAL AREAT DK
FGS | WWaS THE GENITAL AREA JUST MICKED WITHOUT REMOVING ANY | Yes -
FLESH?
Mo z
oK Y|
FGE | Was THE GENITAL AREA SEWN CLOSED |0R 'SEALED)? L T s R et e B B OL e
DK B
FGT | WHO CIRCUMCISED vOU? JRADITIONAL PERSONS
Traditional ‘circumaser 1
Tradtional birth atendant..._..................12
Other tradbonal {speeiy j_16
HEALTH PROFESSIONAL
Doctor ¥y
Other heatth professional {specify )26
FGA | Check CM4 and CM6 (in Section W.3); Woman has living daughter?
D Yes, has living daughter e Continue with FGO
D No living daughter = GotoFG16
FGA | HavE ahy OF YOUR DAUGHTERS BEEN CIRCUMCISED T DD
M yas, ow . Ko, of daughlers crcumeised .,
Mo daughiers cireumeised............ooerccressen 00 | pO=FG16
FG10 | TowsecH OF 7OUR DAUGHTERS DID THIS HAPFEN MOST
RECEMTLY? o
[Record the daughter's name] :
FG11 | Mow | wouLD LIRE TO ASK YOU WHAT W5 DONE TD (name) AT | Yes 1 | 1=FG13
THAT TIME No 2
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W.8: Female Genital Mutilation/Cutting FG
# Question Options Skip
FG12 | WAS THE GENITAL AREA JUST NICKED WITHOUT REMOVING ANY | Y&S oo
FG13 | WAS THE GENITAL AREA SEWN CLOSED (OR 'SEALED')? YES e
NO e
FG14 | How oLD WAS (n@me) WHEN THIS OCCURRED? D D
Daughter's age at circumcision...._.
[If the respondent does not know the age, probe
to get an estimate] Dontknow_... ... o......98
FG15 | WHO DID THE CIRCUMCISION FOR (name)? TRADITIONAL PERSONS
Traditional ‘circumciser .11
Traditional birth attendant._______.._._....12
Other traditional (specify ).16
HEALTH PROFESSIONAL
DOCHOT e 2]
Nurse/midwife ... ...........22
Other health professional (specify )26
Dontknow ... 98
FG16 | Do vou THINK THIS PRACTICE SHOULD BE CONTINUED OR Confinued ]
SHOULD T BE DISCONTINUED? Disconfinued ... .2
DEPENGS ...ooooe o)
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W.9: Domestic Violence DV

# Question Options Skip

DV1 SOMETIMES A HUSBAND IS ANNOYED OR ANGERED BY THINGS
THAT HIS WIFE DOES. IN YOUR OPINION, IS A HUSBAND

JUSTIFIED IN HITTING OR BEATING HIS WIFE IN THE FOLLOWING Yes Noo DK
SITUATIONS:
1 2 8
1 2 8
1 2 8
1 2 g
DV1E. IF SHE BURNS THE FOOD? Bumsthefood.. ... 1 2 8
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W.10: HIV/AIDS HA
__# Question Options Skip
HA1T Mo | WOULD LIKE TO TALK WITH vOU ABOUT SOMETHING ELSE. | Yies 1
Mo 2 EWD
HawE %00 EVER HEARD OF THE WiRLS HIV OF AN ILLKESS
CALLEC AIDS?
HAZ {CaM PEQPLE PROTECT THEMSELVES FROM GETTENG BIFECTED | Yeg i
WITH THE AIDIS IRLES B HAVING OME SEX PARTHER WHO 15 Mo 3
o AL TN M W . it
HAZ N PECPLE GET INFECTED WITH THE AIDS vius BECAUSE oOF | Yes i
WITCHIRAFT OFt OTHER SUPERMETLREL MEANS T No 2
DT kman. B
HA4 Can PEOPLE REDUCE THEIR CHANCE OF GETTING THE AIDIS Yig .1
VIRILES B LSBT & CONDOM EVERY TIME THEY HAVE SEx7 No 2
Dion® ko, B
HAS | CanPEOPLE GET Tl AIDS vifes FROMMOSOUTO BTES? | ves o
Mo i sl
Dot ki, ]
HAG Ca PEQPLE REDUCE THEIR CHANCE OF GETTING INFECTED o5 |
WTH THE AIDS vilS By 0o mavees S AT aLL? Nos 2
Do kraw a
HAT CaN PEDPLE GET THE AIDIS VIRUS BY SHARING FOOD WITH & Ve |
PEREOH Wt mas AIDST No 3
Do kv, o ]
HATA | CanPEDPLE GET THE AIDS VIRUS BY GETTING IRECTIONS Wieg 1
VWITH & MEEDLE THAT WS ALAEADY USED BY AN INFECTED No 2
D krecrwy. ..B
HAR 15 % BOSSIBUE FOR & HEALTHY LOGKING PERSON TORMVETME | Wes -1
A0S aRUs? o 3
HAD Cani THE AIDS WIRLS BE TRAKNSMITTED FROM & MOTHER TO A Ve Mo DK
BAEY (...}
HARs DR PREGSANCTT During [Pregnancy . 1 2 B
HADE DuRee DELVERYY During defvery i
HASE By pREasTrEEDmG? By breasifesding 1
H&10 IF & FEMALE TEACHER HiS THE AIDIS ViRLIS BUT 1S 8OT SICK, Y i
SO D SHE BE ALLOWED TO CONTINUE TEASHNG W SOHOOLT Mo o
Dot knowimot sureidepends. .8
Ha11 WWULD ¥4 BUY FRESH VEGETABLES FROM & SHOPKEEPER OR | Yeg o |
VERDOR F 0L KHEW THAT THS PERSON HAD THE AIDS Mo 2
- ! . -
Do knowinot sureidepends......., B
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W.10: HIV/AIDS HA
HAZ IF & MEMEER (OF YOUR FAMILY BECANE INFECTED WITH THE | SOOI |
AlDE WAL, WOLULD YOU WANT IT TO REMAIN A SECRET 7 No 2
Daon't knowingt sureidepends -8
HA13 IF & MEMBER GF YOUR FAMILY BECAME SICK WiTH THE AIDS Yes 1
VIRLES, WOLLD YU BE WILLING TO CARE FOR HIM OR HER IN No 2
Bon't knowengt sure/depends g
Hat4 | Check MN5 (in Section W.5): Tested for HIV during antenatal care?
DY&'#HMH -
D No = Continue to HA15
HATS | 100 MOT WANT TO KNOW THE RESULTS, BUTHAVE YOUEVER | Yes . .1
BEEN TESTED TO SEE IF YOU HaVE HIV, THE VIRUS THAT
CaUSES AIDS? W 1| wHATE
HAlE 1 [0 BT WiABT 0 T TELL ME THE RESULTS OF THE TEST, D R e P st MR USRI I |
BUT HAVE YOU BEEN TOLD THE RESULTS? R o S S 5 i i i S T
HA1T DEI?QU.TWH&H.F.AEKFDRHETEST.MF;WFEEDTQ Asked for the test 1
T D R T ey Offered and JECHPIM.....ococscicnniics? | END
Required 3
Ha 18 AT THIS TIME, BO 00U KNOW OF & BLACE WHERE YU CANGO | Yes 1
T T A A T T I YO A A | e
HA1D DITHER THAN AT THE ANTENATAL CLINIC, DO YOU KNOW OF 4 | (= |
PLACE WHERE ¥OU CAN GO TO GET A TESTTO SEEF YOUHAVE | o 2

THE AIDS viRLS T

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

respondent i-

respondent for spending time and providing valuable information; and go to the naxt
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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aBIMICS

FORM-C: CHILD BELOW 5 YEARS

unicef &

\
)

C.1: General Information

ENGLISH

This FORM is to be administered to all methers/caretakers (See Column HLE of HH Listing Form) whe

care for a child that lives with them and is under the age of § years (See Column HLS of HH Listing

Farm). Use a separate Form for each eligible child.

UF-A | Provnce Mame & Code

]

UF-B | Distnct Mame & Code

i

UF1 | Cluster Name and Mumber

L

UE.c | Stralum Code

[Child < 3 = 1/0ther = 2]

]

UF2 H-H M.

UF4 | Chald Mame & Line Mo

I

00C

UFE | MotheriCaretaker Name & Line No

UF? | Inlerseaers Name & Code

0]

UFa | Day'MonthMear of intenmew

UFS | Result of inleraew lor chidnen under &5
[Codes refer to mother/caretaker]

Ud/00/000

1
Mot al home 2
ST S S T 3
Panty completad 4
Incapacated 5
Other (Specty) 3
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Read, if the respondent has not responded to any other Forms

Introduction/Consent

HELLO. MY NAMEIS(.......) AND 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.
IWOULD LIKE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 20 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS. DURING THIS TIME I WOULD LIKE TO SPEAK TO YOU ABOUT YOUR CHILDREN AND/OR
CHILDREN YOU TAKE CARE IN THIS HOUSEHOLD.

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

MAY I START THE INTERVIEW NOW?
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LIF10

N | ADLILED LINKE TO A% V0L SOME QUESTIONS ABCLT THE HEALTH
OF BACH CHILD UNDER THE A5 OF 5 v CARE, Whed LIVES VaTH
VDU THIS HH HOWw.

Mo | SANT T ASK YL ABOUT | Iame)

I WHAT RAOHTH AND YEAR WaS [Mame) BoRM'?
VAT 15 HIS/HER BIRTHOW YT
DAOE= HE/SHE HAVE & BIRTH CERTIFICATE T

Frobe:

It e mothericanetaker knows the exact bt date, also enter
e day. otherwise, circke 58 Tor day]

Date of birth:

ool |
e L]
- 0000

UF11 | HOW MANY MONTHS OLD 15 (name]? I:l D
C.2: Birth Registration and Early Learning ER
Ll Question Options Skip
BR1 | DOES (name) HAVE A BIRTH CERTFICATE T Yes, saen 1 | 1=BR5
Y5, not seen 2 | 2=*BR5
May | SEE T? MO e B
Don't know &
BR2 | HA% {namwe's) BIRTH BEEW REGISTERED WiTH THE CRVL | Yes i1 | 1=BR5
AUTHORITIES? Mo 2
Dian't know & | B=BR4
BRI | WHY I3 (Adfé's) BIRTH HOT REGISTEREDT L5 O T a1 o ) [ |
i s T Wiuiat iravel too far i 2
AECHSTERED? DID ¥OU TRY TO REGISTER THs el ool kereow N shoukd be regestered.......... 3
CNET WY DID ¥OU FAIL TO BEGISTER THis gy | Did neod wand to pay fine...oooo . 4
Does not know where to register ... 5
Criher (speciy .6
Dion't know B
BRE | Do you KMowW HOW TO REGISTER YOUR CHILD'S BIRTHT | Yes ... R |
Mo s
BRAA | Do you KNCW WHERE TO REGESTER WOUR CHILD'S WG e
BIRTHT Mo b 2
BRS | check UF11 (age of the child): Child is 36-59 months old?
D Yes = Continue to BR6
D No = GotoBRS
BRE | DOES (rawmie) ATTEMD ANY OROANZED LEARMING OR WS wl
EARLY CHILDHOOD EDUCATION PROGRAMME SUCH AS A | No s | MBRTA
PRIVATE DR GOVERMMENT FACILITY, BCLUDING Don't knaw 8 | s=BRE
KINDERGARTEN OR COMMUMITY CHILD CARE?
BRT | WiTHiN THE LAST SEVEN DAYS, ABOUT HOW MANY Skip to
HOURS DID {Aafe) ATTENDT No. of Hours I:l I:l BRA
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C.2: Birth Registration and Early Learning

BR

BR7A

CVER 15 YEARS OF AGE ENGAGE ™ ANY OF THE
FOLLOWING ACTIVITIES WITH (name):

If yes, ask: WHO ENGAGED IN THIS ACTIVITY WITH THE
CHILD - THE MOTHER, THE CHILD'S FATHER OR ANOTHER
ADULT MEMBER OF THE HOUSEHOLD (INCLUDING THE

VWHAT IS THE MAIN REASON FOR (name) NOT No Faciity NEaMDY.........ococooeserserree s |
ATTENDING ANY PRE-SCHOOL LEARNINGEARLY ;
HILOHOOD EDUCATION PROGRAM? The factity = ol good ..o 2
No money to pay the fees/expensive 3
Chilld i5 160 YOUNG.... ...
Other {specify )... B
BRA | W THEPAST 3 DAYS, DID YOU OR ANY HOUSEHOLD MEMSER

CARETAKER/RESPOMDENT)?
:  Circle ail that apply. Mother | Father Other None
BRBa | READ BOOKS ORLOGK AT PICTURE BOOKS WITH (name)? | A B X Y .
BREb | Tew sTomES To (name)? A B X ! ]
BRBc | Smasonoswmu(name)? - A B ] ¥ )
BRAd | Taxe (name) oUTSIDE THE MOME, COMPOUND, YARD OR A g " 4
ENCLOSURET :
BRABe | Pravwms (name)? . A B % ¥
BREf | SPEND TIME WITH (NaIme) HAMING, COUNTING, ANDIOR A g x g
DELAING THINGS T
C.3: Vitamin A VA
# Cuestion Options Skip
WA1 HAS (name) EVER RECEVED A VITAMIN A CAPSULE Yeos 1
[SUPPLEMENT) LIKE THIS ONE? U
| - i 2= (C.4)
SHOW CAPSULE OR DISPENSER FOR DIFFERENT DOSES:
1m.|:HI| L) FooR THOSE B-11 MONTHS OLD 1ELLFE|ﬁ|'IEI.Lm] ﬂhﬂd below & months old......coons 3 Ju ﬁ:#}
200,000 I FoRr THOSE 12-59 MoNTHS 0LD (RED) Don't know 8 g (C.4)
WAZ HOW MANY MONTHS AGD DID (Rame) TAKE THE LAST
00
Sick child visit to heatth tacility...............2
Natonal Immunization’in. A Campaign .3
Ciher (Speciy .
Don't know a
160 Appendix F: Questionnaires



EF1 mm}mmmw R A U O LR AT NOARNT |
Mo 2 2 BF1
Don't know g 8= BF1

BFia | FICWLONG AFTER DIRTH WAS {neme) PUT TOTHE Immediately after barth._..___._._____ 000
BREAST FOE THE FIRST TIMET

BFZ | 15 HE/SHE STILL BEING BREASTFED? Yes 1 1% BF2b

8=+ BF3

g
BF2a | FOR HOW MANY MONTHS DID (name) BREASTFEEDT — —
Months Skip to

BFE2h | SINCE THIS TIME YESTERDAY, HOW MANY TIMES HAS —
{name) BREASTFED?

ﬂfmmﬂnﬂmmm,mmapmm
BF3 SINCE THIS THAE YESTERDAY, DD ME/SHE RECENE ANY OF THE FOLLOWING:
_(Read each ifem aloud and record response before proceeding lo the next dem)

BF3C. SWEETENED, FLAVOURED WATER ORt FRUIT JUSCE OR 1
................... (TEAORINFUSIOND

BF3E beant romas? 1

 EETFETS PHFRTEY

[N TR Y

] BFEFTHE:,PGWEEJDHHEHI.:’? 1
EFEB.AMMLW 1

i im
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C.4: Breastfeeding BF
# Question Options Skip
BFS | SINCE THIS TIME YESTERDAY, HOW MANY TIMES DID
(name) EAT SOLID, SEMISOLID OR SOFT FOODS OTHER :
EOMERIOW =g ool
(If 7 or more times, record 7)
BF5a | ATWHAT AGE DID (name) START RECIVING WATER
OTHER THAN BREASTMILK? _ D
Agemmonths ... ...
(If 7 or more months old, record 7) Donthknow:... ... .H
BFSb | AT WHAT AGE DID (name) START RECIVING SOLID OR D D
SEM-SOLID FOOD? :
Ageinmonths ... ..
(If 15 or more months old, record 15) Dot knowr oo 98
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C.5: Care of Chibdhogd lliness

Cl

] Question Options Skip_
CAl HaAs {name) HAD DIARRHOEA [N THE LAST TWD WEEKS, Yeg . |
THAT 15, SINCE (day of the week) OF THE WEEK He 8 I CAL
BEFORE LAST? Don't know 8 B CAS
(Diarrhoea is defermined a5 perceived by mother or
carelaker, or as three or more loose or walery
stoods per day, or biood i sfool)
CAZ | DuriNG THES LAST EMS0DE OF DIARRHOEA, DID (Rame] DRINK ANY OF THE FOLLOWING
o] Fead each dlem aloud and record response before proceeding fo the nexd dem. ) I
] e N SRR R R W SRR R
CAn, A PLUAD MADE FROM & SPECIAL PACKET CALLED [jocal i 2 &
CAdn GOoVERNMENT-RECOMMENDED MOMEMADE FLLIDF i 2 B
) P F e Hmadenilu et st izt Ko ? ................. E.I ......................
CAL | DurikG (ndme's) ILLMESS, D0 HETSHE DRINKE MUCH Muth s oF BORE .o
LESS, ABOUT THE SAME OR MORE THAN USUALT Aoyt the same {0F somewhal iesﬂ 2
Dot know B
CA4 | DURING (name's} ILLNESS, DiD HE/SHE EAT LESS, WO e
ABOUT THE SAME, OR MORE FOOD THAN USUALT NELMCEE DR i) e T e O
If “less”, probe: Aboutthesame . ... ... ._.....4
MUCH LESS OR A LITTLE LE3S7 O i s m i i
CAS HAS (name) HAD AN ILLMESS WITH A COUGH AT ANY R e e
TIME ™ THE LAST TWO WEEKS, THAT 18, SINCE (day ol | Na 2 IO ATZ
the week) OF THE WEEK BEFORE LASTY Don't know 8 B CA12
CAR WHEN (iarme) HAD AM ILLMNESS WITH A COLUGH, DD Yag i, |
HE/SHE BREATHE FASTER THAN USLAL WITH SHOAT, Mo 2 e ATD
QUICK BREATHS OR HAYVE IFFICULTY BREATHING ¥ Don't knaw B B= AT
CAT WERE THE SYMFTOMS DUE TO A FROBLEM IN THE Problemamchest ... ]
CHEST OR A BLOCEED NOSET 2 ICATT
Rat |
B B=CAT2
B
CAB DD vOU SEEK ADVICE OF TREATMENT FOR THE ILLMESS P, |
OUTSIDE THE HOMET He | 2= CATD
Den't know ] g=CA10
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C.5: Care of Childhood lliness

Cl

CAg

FroM WHERE DIl ¥OU SEEK CARE T
ANYWHERE ELSET

[Circle all provaders mentoned,
but do NOT prompt wiath any suggestions]

[If soasrce ks hospital, health center, or clinic, write
the name of the place below. Probe fo identify the
type of source and crche the approphate code ]

{MAME OF PLACE)

;
i

§
:
:

CA1D

Was (name) GIVEW MEDICINE T TREAT THES ILLNESST

2 CALR
B CATR

CAT

WHAT MEDICINE WAS (name) VENT

(Cirehe all medicnes gren)

HE LAST TIME {nama) PASSED STOOLS, WHAT WAS

[Do not prompt with any suggesfions]

CAT3 Child used jolletiafline ... ... .. o
DCME T DISPOSE OF THE STOOLS? Futinnsed info lodet or lainne ... L} i
Putirinsed inbo drainordéch.._._.__ . 03
Thrown inlo garbage {solid waste). .. o
i R A et o L 105
(12 0T L - PR R 05
Ot (specify) =
CAT4 [Ask OHLY ONCE for each mother! caretaker] Child nol abse o drink of breasteed.. . &
Child becomes Sickey._.._. .. B
SOMETIMES CHILDREN MAYE SEVERE LLNESSES AND Child develops alever . . . L
MR DBE TAREN IMMECATELY TG & HEALTH FAGRITY Child has tasl breathing ... . ]
WHAT TYPES OF SYMPTOMS WOULD CAUSE ¥OU TO TAKE mmmm _______________________ _E
WC CHSLIETEL A HEALTH FACIITY: INORTE SMAYY Chilid has blood instood ... ... ... F
; ; Child i5 drinking poorty

[Keep asking for more signs or symploms until the Ginert {speciy %
mother/caretaker cannod recall any additional \ ¥

symptoms. Circle all symploms mentioned) Cther 2ispeciy z
s Cherd (speciy }-Z
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C.6: Malaria ML
£ Question Options Skip
ML1 [ INTHE LAST TWOWEEKS, THAT I3, SINCE {day ofthe.  ves . . ... ... .1
week ) OF THE WEEK BEFORE LAST, HAS (name) BEEN Mo 2 | 5 MLI0
L WITHA FEvERT DONE KAOW .. | BOMLID
ML2 | Was(name) SEENAT AHEALTH FACILITY DURNG THIS | Yes . . o,
ILLnESS? No 2 | 24MLB
Don't' know & | B=MLE
ML3 | DiD{name) TAKE A MEDICINE FOR FEVER ORMALARIA | Yes . . ... ... ... .. . .1
THAT WAS PROVIDED OR PRESCRIBED AT THE HEMLTH | o 2 | 2=MLE
FAGLITYT Don't’ know...... 8 | B=MLS
ML4 | WHAT MEDICINE DID (name) TAKE THAT WAS PROVIDED | Anti-malarials:
OR PRESCRIBED AT THE HEALTH FACILITY? SP/Fansidar A
; Chiorodquane ... B
wrele all medicines menfioned,
e J Amodiaquing _. c
Cluinine D
Aremisinin-based combinations ... E
Other anti-malanial (specity J.H
enher medictions
FParacelamolPanadol/Acetamnophen.. . P
Aspirin . |
Ibuproden R
Other (specify )X
MLS | Was (name) GrEN MEDICINE FOR THE FEVER OB Yes 1 | 1=MLT
MALAFLA BEFCRE BEING TAKEN TO THE HEALTH Mo 2 | 2=MLB
FAGUTY? Don't’ know...... 8 | B=MLE
MLE | Was [name) GIVEN MEDICINE FOR FEVER ORMALARIA | Yes ol
DURING THIS ILLNESSY Ho 2 | Z=2MLB
Dot KW .o rosnsn s s s s s B | B=tMLB
MLT | WHAT MEDICINE WAS (name] GIVEN? Anti-malarials:
SPiFansadar .. BT
[Circte all medicines given, Ask fosee the | "8 2
Soation iffvse iz ok ko, Wiype of h‘uqum.
medication is shil not deermined, show lypical anii. | Amodiaguine .. e
malarials lo respondent | Cluininge D
Amemisinan-based combinations...........E
Oiher anti-matanal (specify J.H
o R
Paracetamol’Panadol/Acetaminophen... P
Other (specify } ... X
D't ko ; z
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C.6: Malaria ML
# Question Options Skip
ML8 | Check ML4 and/or MLT: Anti-malarial mentioned (Codes A-H)?
D Yes o Continue to ML9
D No = ML10
ML9 | HOW LONG AFTER THE FEVER STARTED DID (name) Sameday o)
FIRST TAKE (name of anfi-malarial from ML4 or Next day 1
ML7): 2days afterthefever .2
[If multiple anti-malarials mentioned in ML4 or ML7, Jdays after the fever .3
name all anfi-malarial medicines mentioned] | # O more days after the fever .4
[Record the code for the day on which the firstant- |DK ... .8
malarial was given]
ML10 | DID (name) SLEEP UNDER A MOSQUITO NET LAST Ves 1
Dont' know ..o B
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C.7: Child Immunization M
" Question | Options | swip
If an immumnization card is available, copy the dates in IM2-IMBb for each type of immunization or vitamin
A dose recorded on the card. IM8 is for recording vaccinations that are not recorded on the card. IM10-
IM17 will only be asked when a card is not available.
1 |5 THERE & VACCMATION CARD FOR (nama)? WES, BEEM s |
Yes, not seen 2 =10
Mo - 3 Jeb 410
{a) Copy dates for each vaccination from the card. Date of Immunizaion
b} Winle "44° in day column f eand shows thal : Maonth
vaccination was given but no date recorded. Dy Yeur
B2 BCG BLG
IM3a | PosoD oPv D
IM3b Podio 1 oFv
[ IM3c | Poso 2 OV 2
IM34 Folio 3 oFv 3
IM43 | DPT - HepB + Hib: 1 (Pentavalent 1) DPT
180 14] DPFT - HepB & Hib: 2 (Feniavalent X) DPT 2
[ TNHc | DPT - HepB + Hib: 3 (Pentavalent 3) DPT 3
MG hhessies (or MWR) Mrasies
LT wiedlora et ¥ Fiver
IM8a Witaemin A {1} Vil A1
IM3b Witamin A (2 Vil A2
[ 1N ADCETICR TO THE VACCRSATIONS AND VITAMIN A CAFRES | Y. s 1
mmmﬂfﬁ"’“}mmﬂf {Probe for vaconabions and wite ‘66 in the
WAL A - L L
bl mm mmmmfmm Wmmwmummw
[Record “Yes" anly if respondent mentions BCG,
OPY 0-3, DPT 1-3, Measles or Vitamin A No e A 24M19
supplements | LN E Know 5 | p=mig
I10 Has {dene) EVER RECENVED ANY VACCINATIONS TOPREVENT | Yeg i |
PIMHER FROM GETTING LESEASES, INCLUDING VACCRATIONS | 2 R,
RECENVED N & CAMPAIGH OF IMMUNZATION Div F
Doan't know B B TS
M1t Has (Aie ) EVER BEEN GrvEN & BOG vACCIATION AGAINST | Yes i
TUBERCLLOEIS — THAT 15, AMBUECTICN I THE ARM OR No 2
SHOULDER THAT CALEED & SCART e
Dol ko, B
M2 Has (nafMe) EVER BEEN GIVEN &3 VADCIHATICHDROPSIN. - (yeg . . 1
THE WOUTH TO PROTECT FBATHER FROM GETTING DISEASES — Ne 7 e W15
THAT IS, POEIDT
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C.7: Child Immunization 1]
Deai KRow B B IS
13 Hiniy QLD 'WAS [name) WhEN THE FIRST DOSE Was Jurst after birth fwithin two weelks) T
GIWEM = JUST AF TER BIFITH [WITHIN TWO WEEKS) Oft Laber .o 2
LATERT
114 Hony MANY TIMES (mame} BEEN GAVEN THESE DROPST D D
Mo of B ..o e e
k15 Has {nivme) EVER BEEN GIVEN "DPT! HepBJI Hib1 o [+ e LR Lk L AL L L8 L A R 1
VACCINATION INJECTIONS® — THAT 5, AN INJECTION IN Mo Ed T MAT
THE THEGH AND BUTTOCKS — TO PREVENT HIBASER Don't know . R BT
FROM GETTING TETANUS, WHDDFING COUGH,
DHPHTHERLA, HEFATITES B, MAEMOWHILIS [NFLUENTAE
TveE g
SOMETIMES GIVEM AT THE SAME TIME AS BOLID.
IM1& HOW MANY TIMES T D
M. of BTES.... oo snisammians
My Has (name] EVER BEEN GIVEN “MEASLES VACCINATION | Yes . |
INECTHONS" OF MMRE — THAT 5 A SHOT I8 THE ARMAT | Mo —a
THE AGE OF B MONTHS Ot CLDER - TO PREVENT
i 7 Don'thnow 8
1B Has (name] EVER BEEN GIVEN “YELLOW FEVER Ve, i % |
VACCINATION INJECTIONS" — THAT 15, A SHOT IN THE Mo 2
e Ak e ¥ um-t B .a
mnm mww hm [ETTETTRTTETTE = al
SOMETIMES GIVEK AT THE SAME TIME AS MEARIES
M1 PLEASE TELL ME_ & (name) HAS PARTICIPATED IN ANY
OF THE FOLLCWING CAMPAIGHS, MATIONAL Yes Mo Dk
IMERUNLZATION DAYS ANDJOR WITAMN A OF CHILD
............. HEALTH DATS: ; . S S e R
1M 18a CraLD HEALTH DAYS, WIT-A CAMPANGM 1 .l
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C.8: Anthropometry AN

g | 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 welght and length/height below, taking care to record the measurements
on the correct Form for sach child. Check the child’s name and line number on the HH Listing Section
before recording measuraments.

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

D Mo = END

AM-B | Mame and Line Mumber of the Child D |:|
Line Humber......_... gy

AN Chald's weigh D D D
Kilograms (Kg)...e >

ANZ | Child’s length or height. Check age of child in UF11:

(1 i sge petow 26 montts: kanghloml

Measure length (lying down}. I:I j [
gth {lying ) Lyirg down ... L &

[] crucageoes monts Deightfem)

Measure height (standing up). — D :l I:
Standing.... ... L -

AN3 | Messurerimvestigalon identification code D D
Measurer Cole ...

A Result of measurement Measuned 1
Mot present 2
Refusad 3
Others (Specify) G

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

D Yes = Record measurements for next child.

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

Gather together all Forms for this HH and check that all identification numbers are
inserted on each page. Tally on the Household Information Panel the number of

interviews completed.
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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