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Foreword

The Marsabit Multiple Indicator Cluster Survey (MICS) 2008 is one of the first district level sample surveys
to be conducted in the district. The survey covered 1,106 households selected using appropriate sampling
procedures.

The primary objective of the district level MICS was to provide estimates relating to the well being of
children and women at the district level. Detailed information available at the district level is vital for
policymakers, planners, researchers and program managers in undertaking actions and informed decisions that
are based on credible evidence. In MICS 2008, information on specific topics 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 that the infant and child mortality in Marsabit district is high, in addition to having a high
prevalence of children who are under-weight. It is also worth noting that the proportion of children aged 0-5
months who are exclusively breastfed is one of the lowest in the country.

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). I also wish to acknowledge the hard work and
dedication of the staff of the Kenya National Bureau of Statistics (KNBS) and the staff of UNICEF Kenya for
their valuable contribution towards successfully completing the survey and making results available.

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

st

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

Foreword ix



Executive Summary

The Marsabit District Multiple Indicator Survey
(MICS) is a representative sample survey drawn
using the 1999 Census of Kenya Enumeration
Areas (EAs) as the sampling frame. The 50 EAs
are sampled using the probability proportional to
size (PPS) sampling methodology, and information
from a total of 1,106 households was collected
using structured questionnaires. The Marsabit
MICS is one of the first and largest household
sample survey ever conducted in the district.

The survey used a two stage design and at the EA
level households were stratified into two;
households with a child below 3 years and
households with no child 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. A 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 70 per
1,000 live births and infant mortality rate is 47 per
1,000 live births.

Nutritional Status and
Breastfeeding

Twenty nine per cent of children aged 6-59 months
in  Marsabit are severely or moderately
underweight. While 20 per cent are stunted
children and 14 per cent are wasted.

Seventy seven per cent of the children are timely
breastfed (given breast milk within an hour of
birth), and 37 per cent of children aged 0-5 months
are exclusively breastfed. The proportion of
children weighed at the time of birth is only 23 per
cent. Only 66 per cent of the households are using
iodized salt for cooking.

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

Immunization

Only 57 per cent of children aged 12-23 months
have received full vaccination (BCG, 3 doses of
Polio, 3 doses of DPT and measles) before
reaching age 12 months.

BCG is reportedly given to 93 per cent of children
aged 12-23 months and measles vaccine is
received by only 67 per cent, showing a very high
dropout rate. Fifty per cent of the mothers who
gave birth during the two years preceding the
survey reportedly received tetanus toxoid (TT)
injection.

Care of illness

Only 44 per cent of children with diarrhoea during
the 2 weeks preceding the survey received oral re-
hydration therapy and 6 per cent reported home
management of diarrhoea.

Forty five percent of children who had suspected

pneumonia reportedly sought treatment and 31 per
cent were given antibiotic treatment.

Malaria prevention

In Marsabit 53 per cent of the households have at
least one insecticide treated mosquito net, and 21.9
per cent children below 5 years sleep under a
treated net.

Only 29 per cent of children under five with fever
during the two weeks preceding the survey were
given an anti-malarial treatment while only 14 per
cent of women who gave birth during the two
years preceding the survey reported intermittent
preventive treatment for malaria.

Water and sanitation

Half of the population in Marsabit is using
drinking water from an improved source. In
addition, 19 per cent reported treating the drinking
water before use. In terms of sanitation, 28 per
cent of the population is using improved sanitation
facilities while in 29 per cent of cases child stool is
disposed safely.
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Reproductive health

The total fertility rate in Marsabit for the 3-year
period preceding the survey is 6.4 children per
woman.

Seventy six per cent of mothers who gave birth in
the 2 years preceding the survey had an antenatal
check-up, however only 20 per cent gave birth in
an institution while 23 per cent were attended to
by a skilled attendant at delivery.

Forty two per cent of women aged 20-49 years are
married before their 18th birthday, and 22 per cent
of women aged 15-19 years are currently married
or in union.

Education

In Marsabit, only 24 per cent of the primary school
entry age children are attending primary school.
The net primary school attendance rate is 62 per
cent while that of secondary is only 10 per cent.
Female adult literacy rate is 38 per cent.

Child protection

Only 27 per cent of children under-five years in
Marsabit have their births registered.

About 26 per cent of children aged 5-14 years in
Marsabit are engaged in child labour. Out of this,
47 per cent are labourer students while 17 per cent
are student labourers.

A very high proportion (78 per cent) of children
aged 2-14 years had experienced any form of
psychological or physical punishment during one
month prior to the survey.

HIV and AIDS

One of the most important prerequisite for
reducing the rate of HIV infection is accurate
knowledge of how HIV is transmitted and
strategies for preventing transmission.
Misconceptions about HIV are common and can
confuse young people and hinder prevention
efforts.

Findings from the survey indicate that only 24 per
cent of young women aged 15-24 years in
Marsabit have comprehensive knowledge about
HIV prevention, while 54 per cent of women have
knowledge about mother-to-child transmission of
HIV. However, only 27 per cent of women aged
15-49 years reported that they had been tested for
HIV.

About half of women who delivered a child in the
2 years preceding the survey had received
counselling on prevention of mother-to-child
transmission of HIV during ANC visits, with 31
per cent having an HIV test done.

Orphans and vulnerable children

Children who are orphaned or vulnerable are at
increased risk of neglect or exploitation.

In Marsabit, 14 per cent of children aged below 18
years are orphaned, while 10 percent of the
children are not living with any of their biological
parents.

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

Nearly all women age 15-49 years in Marsabit
have heard about FGM/C and 91 per cent have had
any form of FGM/C. Out of those who have heard
about FGM/C, 72 per cent believe that the practice
should continue. Eighty per cent of women in
Marsabit believe that a husband can beat their wife
if she goes out without telling him or she neglects
children or she argues with him or she refuses sex
with him or she burns the food.
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Summary Table of Findings

Multiple Indicator Cluster Surveys (MICS) and Millennium Development Goals (MDG)

Indicators, Marsabit district, 2008

MICS MDG
Topic Indicator Indicator Indicator Value & Unit
Number Number
CHILD MORTALITY
Child mortality 1 13 Under-five mortality rate 70 per thousand
14 Infant mortality rate 47 per thousand
NUTRITION
Nutritional status Underweight prevalence (below -2 SD) 28.5 per cent
Stunting prevalence (below -2 SD) 20.1  per cent
Wasting prevalence (below -2 SD) 13.6  per cent
Breastfeeding 45 Timely initiation of breastfeeding 76.8  per cent
15 Exclusive breastfeeding rate 37.0 per cent
16 Continued breastfeeding rate
at 12-15 months 90.7 per cent
at 20-23 months 59.4 per cent
17 Timely complementary feeding rate 37.4  per cent
18 Frequency of complementary feeding 17.8  per cent
19 Adequately fed infants 26.8  per cent
Salt iodization 41 lodized salt consumption 66.1  per cent
Vitamin A 42 Vitamin A supplementation (under-fives) 23.7  per cent
43 Vitamin A supplementation (post-partum mothers) 38.8  per cent
Low birth weight 9 Low birth weight infants 10.2  per cent
10 Infants weighed at birth 22.9  per cent
CHILD HEALTH
Immunization 25 Tuberculosis immunization coverage (by 12 months) 92.7  per cent
26 Polio immunization coverage (by 12 months) 80.0 per cent
27 DPT immunization coverage (by 12 months) 82.6  per cent
28 15 Measles immunization coverage (by 12 months) 66.7  per cent
31 Fully immunized children (by 12 months) 57.3  per cent
Tetanus toxoid 32 Neonatal tetanus protection 50.3  per cent
Care of illness 33 Use of oral rehydration therapy (ORT) 44.0 per cent
34 Home management of diarrhoea 5.9 per cent
85 Received ORT or increased fluids, and continued
feeding 11.7  percent
23 Care seeking for suspected pneumonia 45.0 per cent
22 Antibiotic treatment of suspected pneumonia 30.8  per cent
Solid fuel use 24 29 Solid fuels 97.9  per cent
Malaria 36 Households having insecticide-treated nets (ITNs) 52.7  per cent
37 22 Under-fives sleeping under insecticide-treated nets 21.9 per cent
38 Under-fives sleeping under mosquito nets 22.4  per cent
39 22 Antimalarial treatment (under-fives) 28.7  per cent
40 Intermittent preventive malaria treatment (pregnant 14.4  per cent
women)
ENVIRONMENT
Water and Sanitation 11 30 Use of improved drinking water sources 50.0 per cent
13 Water treatment 18.7  per cent
12 il Use of improved sanitation facilities 27.5  per cent
14 Disposal of child's faeces 29.1  per cent
REPRODUCTIVE HEALTH
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MICS MDG
Topic Indicator Indicator Indicator Value & Unit
Number Number
Contraception and 21 19c Contraceptive prevalence 8.3  per cent
unmet need 98 Unmet need for family planning 1.3 per cent
Maternal and 20 Antenatal care 76.2  per cent
newborn health 44 Content of antenatal care
Blood test taken 51.4  per cent
Blood pressure measured 70.6  per cent
Urine specimen taken 45.2  per cent
Weight measured 72.0  per cent
4 17 Skilled attendant at delivery 22.8  per cent
5 Institutional deliveries 19.7  per cent
Total fertility rate 6.4 Rate
EDUCATION
Education 52 Pre-school attendance 36.4  per cent
53 School readiness 84.6  per cent
54 Net intake rate in primary education 24.3  per cent
55 6 Net primary school attendance rate 62.0 per cent
56 Net secondary school attendance rate 10.2  per cent
Adult literacy rate (female) 37.5 per cent
CHILD PROTECTION
Birth registration 62 Birth registration 27.4  per cent
Child labour 71 Child labour 25.5  per cent
72 Labourer students 46.6  per cent
73 Student labourers 16.9  per cent
Child discipline 74 Any psychological/physical punishment 77.6  per cent
Early marriage and 67 Marriage before age 15 11.3  per cent
polygyny Marriage before age 18 41.6  per cent
68 Young women aged 15-19 currently married/in 22.0 per cent
union
Female genital 66 Approval for FGM/C 72.3  per cent
mutilation/ 63 Prevalence of female genital mutilation/cutting 90.6  per cent
Cutting (FGM/C)
64 Prevalence of extreme form of FGM/C 2.3 per cent
65 FGM/C prevalence among daughters 29.8  per cent
Domestic violence 100 Attitudes towards domestic violence 80.4  per cent
HIV/AIDS, SEXUAL BEHAVIOUR, AND ORPHANED AND VULNERABLE CHILDREN
HIV/AIDS knowledge 82 19b Comprehensive knowledge about HIV prevention 22.8  per cent
and attitudes among young people
89 Knowledge of mother- to-child transmission of HIV 53.5 per cent
86 Attitude towards people with HIV/AIDS 13.3  per cent
87 Women who know where to be tested for HIV 50.1 per cent
88 Women who have been tested for HIV 27.1  per cent
90 Counselling coverage for the prevention of mother- 45.9  per cent
to-child transmission of HIV
91 Testing coverage for the prevention of mother-to- 31.4  per cent
child transmission of HIV
Support to orphaned 73 Prevalence of orphans 13.5 per cent
and vulnerable 78 Children’s living arrangements 10.1  per cent
EAeIFEr 76 Prevalence of vulnerable children 3.5 per cent
77 20 School attendance of orphans versus non-orphans ratio
1.06
81 External support to children orphaned and made 35.8  per cent
vulnerable by HIV/AIDS
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Introduction 1

1.1 Background

This report is based on the Marsabit 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 Marsabit district and was based, for the most part, on the needs to monitor progress towards
goals and targets emanating from recent international agreements: the Millennium Declaration, adopted by all
191 United Nations Member States in September 2000, and the Plan of Action of A World Fit For Children,
adopted by 189 Member States at the United Nations Special Session on Children in May 2002. All these
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).

A Commitment to Action:
National and International Reporting Responsibilities

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

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

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

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

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

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

implementing the provisions of this Declaration, and ask the Secretary-General to issue periodic
reports for consideration by the General Assembly and as a basis for further action.”

Kenya is committed to improving the welfare of its people particularly 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) held in 1990. The main objective of this programme was to identify issues
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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 such national programmes
as: Poverty Reduction Strategy (PRS), Economic Recovery Strategy (ERS), Kenya Education Sector Support
Programme (KESSP) 2005-2010, among others.

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

Results from the MICS 2008 for Marsabit district of Eastern province are presented in this report.
1.2 Survey Objectives
The 2008 Marsabit District Multiple Indicator Cluster Survey had the following as its primary objectives:

e To provide up-to-date information for assessing the situation of children and women in Marsabit
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;

e 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.

2 Introduction



Sample and survey methodology 2

2.1 Sample Design

The sample for the Marsabit 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 (PPM). Afterwards, household listings were then drawn up within the selected
enumeration areas, and households were stratified into two groups: those which had a child below 3 years and
those that didn’t have a child below 3 years. 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 but not self-
weighting. 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 which was used to
collect information on all de jure household members, the household, and the dwelling; 2) a women’s
questionnaire administered in each household to all women aged 15-49 years; and 3) an under-5
questionnaire, administered to mothers or caretakers of all children under 5 living in the household. The
questionnaires included the following modules:

Household Questionnaire:

e Household Listing
Education
Water and Sanitation
Malaria-related questions
Child Labour
Child Discipline
Salt lodization

Individual Women Questionnaire (all women aged 15-49 years living in the households):
e Child Mortality

Tetanus Toxoid

Maternal and Newborn Health

Marriage and Union

Contraception

Attitudes Towards Domestic Violence

Female Genital Mutilation/Cutting

HIV/AIDS knowledge

The Questionnaire for children under five was administered to the mothers or the caretaker of children
under 5 years of age” living in the households. 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
Child Development

Vitamin A

Breastfeeding

Care of IlIness

% The terms “children under 5”, “children age 0-4 years”, and “children aged 0-59 months” are used interchangeably in this report.
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e Malaria
e Immunization
e Anthropometry

The questionnaires were based on the MICS3 model questionnaire®. From the MICS3 model English
version, the questionnaires were translated into Kiswahili, Borana, Kamba, Meru, and Embu languages.

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

2.3 Training and Fieldwork

Training for fieldwork was conducted in June 2008 and was structured into two parts; 3 days training
for the mapping and listing teams and 12 days training for the main survey teams. Training included lectures
on interviewing techniques and the contents of the questionnaires, and mock interviews between trainees to
gain practice in asking questions. Towards the end of the training period, trainees spent one full day in
practice interviewing in different locations of Embu district.

The household listing was carried out by 3 teams; each was comprised of a lister and a mapper. These
three teams were supervised by the District Statistical Officer (DSO), and the whole listing operation was
being monitored by the district co-ordinator.

The data was 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 was 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 MICS3 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 was analysed using the Statistical Package for Social
Sciences (SPSS) software program, and the model syntax and tabulation plans developed by UNICEF were
customized for this purpose.

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

3.1 Sample Coverage

Among the 1,200 households selected for the sample, 1,196 were found. Of these, 1,106 were
successfully interviewed yielding a household response rate of 93 per cent. In the interviewed households,
1,164 women (aged 15-49) were identified. Of these, 1,063 were successfully interviewed, yielding a response
rate of 91 per cent. In addition, 1,098 children under age five were listed in the household questionnaire.
Questionnaires were completed for 1,091 of these children, which corresponds to a response rate of 99 per
cent.

Overall response rates of 85 and 92 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, Marsabit District, 2008

Number of households

Sampled (Hs) 1,200
Occupied (Ho) 1,196
Interviewed (H;) 1,106
Response rate (H;) 92,5
Number of women

Eligible (W,) 1,164
Interviewed (W;) 1,063
Response rate (W,) 91.3
Overall response rate (W) 845

Number of children under 5

Eligible (Ce) 1,098
Information collected (C;) 1,091
Response rate (C,) 99.4
Overall response rate (C,,) 91.9

H; = H; / H, (where H, is HH8 = 1, 2, 3 or 6)
W, =W; /W, ; W, =W, X H,
C,=Ci/Cs; Cor=Ci XH,

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 1,106 households successfully
interviewed in the survey, 5,206 household members were listed. Among these, 2,583 were males, and 2,623
were females. The sex ratio for the district according to these figures is 0.98.

The age distribution in Table 3.2 (HH.2) shows that 46 per cent of the population is below 15 years of
age and half of it between 15-64 years, while those aged 60 years and above constitute four per cent of the
population. The child population (0-17 years) is 53 per cent — an indication of high dependency ratio.
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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, Marsabit District, 2008

Males Females Total
Characteristics Number Percentage Number Percentage Number Percentage
Age
0-4 426 16.5 468 17.8 894 17.2
5-9 390 15.1 394 15.0 784 15.1
10-14 357 13.8 368 14.0 725 13.9
15-19 326 12.6 257 9.8 583 11.2
20-24 238 9.2 267 10.2 506 9.7
25-29 170 6.6 151 5.7 320 6.2
30-34 132 5.1 132 5.0 264 5.1
35-39 91 3.5 118 4.5 208 4.0
40-44 95 3.7 103 3.9 197 3.8
45-49 71 2.7 86 8.3 156 3.0
50-54 64 2.5 106 4.0 170 2.3
55-59 54 2.1 46 1.8 100 1.9
60-64 56 2.2 40 1.5 96 1.9
65-69 33 1.3 23 0.9 56 1.1
70+ 79 3.0 65 2.5 144 2.8
Missing/DK 2 0.1 0 0.0 2 0.0
Dependency age groups
< 15 1173 45.4 1230 46.9 2403 46.2
15-64 1297 50.2 1304 49.7 2601 50.0
65+ 112 4.3 88 3.4 200 3.8
Missing/DK 2 0.1 0 0.0 2 0.0
Children aged 0-17 1375 53.2 1385 52.8 2760 53.0
Adults 18+/Missing/ 1209 46.8 1238 47.2 2447 47.0
DK
Total 2583 100 2623 100 5206 100

Table 3.3 (HH.3) provides basic background information on the households, the sex of the household
head and number of household members within these households. The weighted and un-weighted numbers of
total households are equal, since sample weights were normalized (see Appendix A). The table also shows the
proportions of households that have at least one child under 18, at least one child under 5, and at least one
eligible woman aged 15-49 years.

In Marsabit district, 37 per cent of the households are headed by a female, 56 per cent have at least
one child below 5 years of age, and 85 per cent have at least one child below 18 years of age. Approximately
four out of five (77 per cent) households have at least one woman in the reproductive age group, i.e., 15-49

years. A negligible proportion of households reported to have been displaced during the one year period
preceding the survey.
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Figure 3.1: Age and sex distribution of Household Population
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Table 3.3 (HH.3): Household composition

Percentage distribution of households by selected characteristics, Marsabit District, 2008

Number of households

Characteristics Weighted Percentage Weighted Un-weighted
Sex of household head

Male 63.2 699 723
Female 36.8 407 383
Number of household members

1 75 83 58
2-3 27.5 304 284
4-5 30.2 335 363
6-7 23.2 256 266
8-9 9.3 103 105
10+ 2.3 26 30
Mean household size 4.7 NA NA
Household displaced during last

12 months

Yes 0.3 8 6
No 99.7 1098 1095
Total 100.0 NA NA
At least one child aged < 18 years 84.9 1106 1106
At least one child aged < 5 years 55.8 1106 1106
At least one woman aged 15-49 years 77.2 1106 1106
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3.3 Characteristics of Female Respondents

Tables 3.4 (HH.4) and 3.5 (HH.5) provide information on the background characteristics of female
respondents aged 15-49 years of age, and of children under age 5. In both tables, the total numbers of
weighted and unweighted observations are equal, since sample weights have been normalized (standardized).
In addition to providing useful information on the background characteristics of women and children, the
tables also show the numbers of observations for each background category. These categories are used in the
subsequent tabulations in this report.

Table 3.4 (HH.4) provides background characteristics of female respondents 15-49 years of age and
includes information on the distribution of women according to region, age, marital status, motherhood status,
education®, wealth index®, and religion. Overall, 66 per cent of the women aged 15-49 years in Marsabit
district reported being currently married and another 23 per cent were never married or in union. Seventy
three per cent had ever given birth, and it’s observed that the percentage that reported never being married/in
union is lower than that of those who never had a birth.

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

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

Percentage distribution of women aged 15-49 years by background characteristics, Marsabit District, 2008

Number of women

Characteristic Weighted Percentage Weighted Un-weighted
Age

15-19 20.8 221 181
20-24 23.7 252 278
25-29 14.2 151 167
30-34 12.3 130 158
35-39 10.7 114 118
40-44 10.1 107 88
45-49 8.3 88 73
Marital/Union status

Currently married/in 66.3 704 754
union

Formerly married 11.1 118 110
Never married 22.6 241 199

Motherhood status

Ever gave birth 73.0 776 841
Never gave birth 27.0 287 222
Education

None 69.8 742 767
Primary 23.6 251 235
Secondary + 5.7 61 59
Non-standard curriculum 0.9 9 8
Wealth index

Low 64.0 680 730
Medium 135 143 119
High 22.5 239 214
Total 100 1063 1063

3.4 Characteristics of Children under Five

Some background characteristics of children under 5 are presented in Table 3.5 (HH.5). These include
distribution of children by several attributes: sex, age in months, mother’s or caretaker’s education and wealth
index. A slightly higher proportion of female children (52 per cent) than male children (48 per cent) was
observed in the sample. About 13 per cent of children below 5 years were aged 0-5 months and 10 per cent
were in the 6-11 month age category. Sixteen per cent were born by mothers having primary education, while
79 per cent were born by mothers with no education. The distribution of children below 5 years by wealth
index shows that a majority (75 per cent) come from low wealth index households, while the least number
came from medium wealth index households.
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Table 3.5 (HH.5): Children's background characteristics

Percentage distribution of children under five years of age by background characteristics Marsabit District, 2008

Number of under-5 children

Characteristics Weighted Percentage Weighted Un-weighted
Sex
Male 47.6 520 525
Female

52.4 571 566
Age
< 6 months 12.5 136 137
6-11 months 10.1 110 112
12-23 months 215 235 243
24-35 months 19.4 212 213
36-47 months 18.0 197 192
48-59 months 18.4 201 194
Mother’s education
None 79.0 862 867
Primary 16.2 177 173
Secondary + 4.1 44 43
Non-standard curriculum 0.7 8 8
Wealth index
Low 74.9 818 823
Medium 9.1 100 96
High 15.9 174 172
Total 100 1091 1091
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Child Mortality 4

One of the overarching goals of the Millennium Development Goals (MDGs)-Goal 4 Target 5 and the
World Fit for Children (WFFC) is to reduce infant and under-five mortality. Specifically, the MDGs call for
the reduction in under-five mortality by two-thirds between 1990 and 2015 (Goal 4, target 5). Monitoring
progress towards this goal is an important 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 Marsabit district MICS utilized direct measures of child mortality from birth histories
which is one of the best ways of obtaining this information. The birth histories obtained from women aged 15-
49 years, include 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 also
obtained. This method is being used by the Demographic and Health Surveys (DHS) worldwide including the
Kenya Demographic Health Survey (KDHS). This allows us to compare the mortality rates obtained by MICS
with those of KDHS.

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 is the probability of dying
between 28 days and 11 months 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 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 leads to an under estimation of mortality levels.

4.1 Levels of Childhood Mortality

Table 4.1 provides estimates of childhood mortality for the ten-year period preceding the survey. This
permits monitoring of changes in childhood mortality rates. The IMR is estimated at 47 per thousand live
births, while the under-5 mortality rate (USMR) is 70 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,
Marsabit District, 2008

Under-five
Periods of analysis Neonatal Post-neonatal Infant Child mortality mortality
of 10 years mortality rate mortality rate  mortality rate* rate rate**
0-9 26 21 47 24 70
10-19 29 22 51 12 62

*MICS indicator 2; MDG indicator 14
**MICS indicator; MDG indicator 13
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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, and are not prone to repeated illnesses, reach their growth potential
and are considered well nourished.

Malnutrition is associated with more than half of all child deaths worldwide. Undernourished children
are more likely to die from common childhood ailments, and for those who survive, they are more likely to
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 Goal 1 and target 1c is to reduce by half the proportion of people who suffer
from hunger between 1990 and 2015. The World Fit for Children goal is to reduce the prevalence of
malnutrition among children under five years of age by at least one-third (between 2000 and 2010), with
special attention to children under 2 years of age. A reduction in the prevalence of malnutrition will assist in
the 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
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 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 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 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 refers to those children whose weight for height is above 2 standard deviations from the median of the
reference population.

In Table 5.1, children who were neither weighed nor measured (approximately 2 per cent) and those
whose measurements were outside a plausible range were excluded. Another 3 per cent were also excluded
from the analysis: those whose measurement could not be obtained; or the age information was missing; or
they were flagged out as out layers. Results indicate that approximately one in three (29 per cent) children
aged 6-59 months in Marsabit district were moderately underweight; twenty per cent were moderately stunted
or too short for their age; while fourteen per cent were moderately wasted.

Children whose mothers have secondary or higher education are less likely to be underweight and
stunted compared to children of mothers with no education. Boys appear to be slightly more likely to be
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underweight, stunted, and wasted than girls. The age pattern shows that a higher percentage of children aged
12-23 months are undernourished according to all the three indices in comparison to children who are younger
and older (Figure 5.1). This pattern is related to the age at which many children are weaned. The wealth index
also shows a negative relationship with malnutrition among children.

Table 5.1 (NU.1): Child malnourishment

Percentage of children aged 6-59 months who are severely or moderately malnourished, Marsabit District, 2008

Weight-for-age Height-for-age Weight-for-height Number
per cent below % below % below % above of
children
-2 aged
SD** -3 6-59
Characteristic -2 SD* -3 SD* -2 SD** -3 SD** * S +2 SD months
Sex
Male 30.2 6.6 19.6 5.1 17.1 1.9 0.8 331
Female 27.0 4.9 20.6 4.4 10.4 0.9 2.0 353
Age
6-11 months 16.3 1.7 11.2 1.7 6.3 0.0 0.7 85
12-23 months 29.9 5.0 21.2 4.7 18.9 2.1 1.0 175
24-35 months 38.3 8.5 21.0 6.3 11.7 1.0 2.2 158
36-47 months 30.8 7.2 27.7 6.5 15.1 2.2 1.0 136
48-59 months 20.9 3.8 16.2 3.5 10.2 0.0 2.4 117
Mother’s education
None 31.0 5.8 21.0 5.4 14.3 1.4 1.2 501
Primary 27.0 7.0 20.8 3.7 14.4 1.9 0.9 143
Secondary + 2.4 0.0 6.2 0.0 2.1 0.0 7.3 85!
Non-standard 4.6 4.6 4.6 0.0 4.6 0.0 0.0 5
curriculum
Wealth index
Low 34.8 7.8 23.9 6.4 17.6 1.8 0.4 460
Medium 21.7 3.1 22.0 2.8 4.8 1.7 0.0 77
High 12.6 0.6 7.2 0.5 5.7 0.0 5.4 147
Total 28.5 5.7 20.1 4.7 13.6 1.4 1.4 684

*MICS indicator 6; MD indicator 4
**MICS indicator 7
***MICS indicator 8

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 weight are missing are excluded from the calculations. If height and weight data are missing for
more than 10 per cent of under-five children, caution should be exercised in the interpretation of the results. In addition,
children for whom the indices are out of range are omitted.
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Figure 5.1: Percentage of children age 6-59 months who are undernourished
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5.2 Breastfeeding

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

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

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

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

Table 5.2 (NU.2) provides the proportion of women who started breastfeeding their infants within one
hour of birth, and those who started breastfeeding within one day of birth (which includes those who started
within one hour). Overall, 77 per cent and 97 per cent of women initiated breastfeeding of infants within one
hour of birth and within one day of birth, respectively. Mothers with secondary or higher education recorded
the highest percentage of women who initiated breastfeeding within one hour of birth at 79 per cent followed
by those with no education at 77 per cent. In the case of mothers who breastfed their children within one day,
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mothers with no education recorded the highest percentage (98per cent) whereas mothers with secondary or
higher education and primary recorded almost similar percentages at 94 and 93, respectively.

Table 5.2 (NU.2): Initial breastfeeding
Percentage of women aged 15-49 years with a birth in the two years preceding the survey who breastfed their
baby within one hour of birth and within one day of birth, Marsabit District, 2008
Percentage who started  Percentage who started  Number of women with a live
breastfeeding within breastfeeding within birth in the two years
Characteristics one hour of hirth* one day of birth** preceding the survey
Months since birth
< 6 months 77.2 95.6 100
6-11 months 78.1 99.0 111
12-23 months 75.9 96.2 180
More than 23 months ™*) *) 7
Mother’s education
None 77.4 97.5 314
Primary 73.1 93.4 70
Secondary + 78.7 93.9 12
Non-standard curriculum ™) ™) 3
Wealth index
Low 7.7 97.2 296
Medium (79.5) (96.9) 36
High 71.6 94.4 66
Total 76.8 96.7 398
*MICS indicator 45
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

In Tables 5.3a and 5.3b, breastfeeding status based on the reports of mothers/caretakers of children’s
consumption of food and fluids in the 24 hours prior to the interview is presented. 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 (separately for 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.

Results show that approximately 37 per cent of children aged less than six months are exclusively
breastfed — this is considerably lower than the recommended exclusive breastfeeding for the first 6 months of
life. At age 6-9 months, a similar proportion of (37 per cent) children were receiving breast milk and solid or
semi-solid foods (Table.5.3b). By age 12-15 months, 91 per cent of children were still being breastfed and by
age 20-23 months, 59 per cent were still being breastfed. Boys were more exclusively breastfed than girls
during 0-3 months, however girls were more exclusively breastfed than boys during the 0-5 months age
period.
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Table 5.3a (NU.3): Breastfeeding

Percentage of living children according to breastfeeding status at each age group, Marsabit District, 2008

Children age 0-3 months

Children age 0-5 months

Percentage Number Percentage Number
exclusively of exclusively of
Characteristics breastfed children breastfed* children
Sex
Male (46.7) 38 35.4 60
Female (44.4) 33 38.8 55
Mother’s education
None 46.6 54 36.6 86
Primary ) 14 *) 21
Secondary + @) 3 *) 7
Non-standard curriculum . 0 . 0
Wealth index
Low 41.6 52 33.4 82
Medium *) 8 *) 13
High & e
g @) 0 *) -0
Total 45.6 71 37.0 115

*MICS indicator 15

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.

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Table 5.3 b (NU.3): Complementary feeding

Percentage of living children according to breastfeeding status at each age group, Marsabit District, 2008

Children age 12-15

Children age 6-9 months months Children age 20-23 months
Per cent

receiving breast  Number Number

milk and solid/ of Percentage of Percentage Number of
Characteristics mushy food**  children breastfed***  children breastfed*** children
Sex
Male (30.5) 38 (97.5) 88 (63.8) 35
Female (42.9) 46 85.9 46 (53.6) 27
Mother’s education
None 30.9 71 90.6 70 65.8 42
Primary ™) 11 ™) 8 ™) 18
Secondary + *) 2 ™) 2 ™*) 2
Non-standard . 0 0 ™) 1
curriculum
Wealth index
Low 29.8 68 94.4 62 63.1 40
Medium *) 7 *) 4 ™) 8
High *) 9 *) 14 ™) 15
Total 37.4 84 90.7 79 59.4 63

**MICS indicator 17
***MICS indicator 16

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.
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Figure 5.2 shows the detailed pattern of breastfeeding by the child’s age in months. Even at the
earliest ages, majority of children were receiving more liquids or foods other than breast milk. By the end of
the sixth month, the percentage of children exclusively breastfed was below five per cent, however one in
three children (33 per cent) were receiving breast milk after 2 years.

Figure 5.2: Infant feeding patterns by age
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The adequacy of infant feeding in children under 12 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 0-5 months,
exclusive breastfeeding is considered as adequate feeding. Infants aged 6-8 months are considered to be
adequately fed if they are receiving breast milk and complementary food at least two times per day, while
infants aged 9-11 months are considered to be adequately fed if they are receiving breast milk and eating
complementary food at least three times a day. Among those aged 0-5 months, 37 per cent were currently
exclusively breastfed while among those aged 6-8 months 22 per cent were receiving breast milk and
complementary food. As a result of these feeding patterns, only 18 per cent of children aged 6-11 months
were being adequately fed. Adequate feeding among all infants (ages 0-11 months) drops to 27 per cent.
Overall, more female children were fed adequately than their male counterparts, except for those receiving
breast milk and complementary food for the age group 6-8 months.
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Table 5.4 (NU.4): Adequately fed infants
Percentage of infants under 6 months of age exclusively breastfed, percentage of infants 6-11 months who are
breastfed and who ate solid/semi-solid food at least the minimum recommended number of times yesterday and
percentage of infants adequately fed, Marsabit District, 2008
Percentage of infants
6-8 months

who received  9-11 months who 6-11 months who received

breast milk and received breast milk breast milk and Number of

complementary and complementary complementary food at  0-11 months infants

0-5 months food at least 2 food at least 3 least the minimum who were aged
exclusively  times in prior times in prior 24  recommended number of appropriately 0-11
Characteristic breastfed 24 hours hours times per day* fed** months

Sex
Male 35.4 22.1 7.2 13.8 24.4 122
Female 38.8 21.9 21.2 21.4 29.1 124
Mother’s education
None 36.6 10.7 13.0 12.0 22.9 195
Primary (47.0) (88.9) (30.4) (52.1) (49.3) 40
Secondary + *) *) *) *) ™) 10
Non-standard
curriculum *) *) *) *) *) 2
Wealth index
Low 33.4 9.9 8.9 9.3 20.0 186
Medium ™) *) *) ™) ™) 23
High (37.2) (60.7) NS (49.3) (43.0) 38
Total 37.0 22.0 15.0 17.8 26.8 246
*MICS indicator 18
**MICS indicator 19
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

5.3 Salt lodization

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

Table 5.5 (NU.5) shows that in about 74 per cent of households, salt used for cooking was tested for
iodine content, while 26 per cent of households had no salt available. In 66 per cent of households, salt was
found to contain 15 parts per million (ppm) or more of iodine, i.e., adequately iodized salt. Not much variation
was observed in the use pattern of iodized salt by background characteristics of the household.
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Table 5.5 (NU.5): lodized salt consumption
Percentage of households consuming adequately iodized salt, Marsabit District, 2008
Percentage Percentage qf households Number of
of with households in
households Number of Salt test result 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 67.0 784 32.6 7.9 59.5 100.0 780
Medium 90.7 119 9.3 7.7 83.0 100.0 119
High 91.0 202 9.0 9.4 81.5 100.0 202
Total 73.9 1106 25.8 8.1 66.1 100.0 1101
*MICS indicator 41

5.4 Vitamin A Supplements

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

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

For countries with vitamin A deficiency problems, current international recommendations call for
high-dose 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 Government of Kenya recommends that children aged 6-11
months be given one high dose vitamin A capsules, and children aged 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. Table 5.6 (NU.6) shows children’s vitamin A supplementation
information by selected background characteristics. Within the six months prior to the survey, 24 per cent of
children aged 6-59 months received a high dose Vitamin A supplement; about 38 per cent did not receive the
supplement in the last 6 months but did receive one prior to that time; while about nine per cent received the
supplement at some time in the past but their mothers/caretakers were unable to specify when.
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Vitamin A supplementation by age in the last six months declined from 36 per cent among children
aged 6-11 months to 32 per cent among children aged 12-23 months. There is no substantial variation
observed between age groups 24-35 months and 36-47 months.

The mother’s level of education is related to the likelihood of Vitamin A supplementation. The
percentage receiving a supplement in the last six months increases from 22 per cent among children whose
mothers had no education to 32 per cent for those whose mothers have primary education but declines to 27
per cent among children of mothers with secondary or higher education. Household wealth index shows a
similar pattern as observed for education of the mother, i.e., Vitamin A supplementation coverage increases
then decreases with increasing levels of the household wealth index.

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, Marsabit, 2008
Percentage of children who received Number of
vitamin A: Not sure if ~ Never children
Within last 6 Prior to last  Not sure received received aged 6-59

Characteristic months* 6 months when vitamin A vitamin A Total months
Sex
Male 24.5 35.2 11.3 0.3 28.6 100.0 460
Female 23.0 39.8 6.7 1.2 29.3 100.0 516
Age
6-11 months B5E5 14.1 2.1 2.0 46.2 100.0 110
12-23 months 315 29.1 6.6 0.0 32.8 100.0 235
24-35 months 21.0 41.1 10.2 0.6 27 100.0 212
36-47 months 20.6 49.3 11.7 1.2 18.1 100.0 197
48-59 months 14.6 48.9 12.8 0.9 22.8 100.0 201
Mother’s education
None 21.7 36.3 8.9 0.9 32.2 100.0 776
Primary 32.3 39.0 9.2 0.5 18.9 100.0 156
Secondary + (27.5) (57.1) (8.9) (0.0) (6.5) (100.0) 37
Non-standard *) *) ™) ™) *) *) 8
curriculum
Wealth index
Low 22.0 34.8 8.2 0.9 34.0 100.0 735
Medium 31.8 44.7 10.2 0.0 138 100.0 87
High 27.3 47.1 11.2 0.5 13.9 100.0 154
Total 23.7 37.7 8.9 0.8 29 100 976
*MICS indicator 42
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Table 5.7 (NU.7) shows vitamin A supplementation among post-partum mothers by education level
and household wealth index. Approximately two out of five (39 per cent) mothers who had a birth in the two
years before the survey received a Vitamin A supplement within eight weeks of the birth. Vitamin A coverage
increases with the level of education of the mother with 35 per cent of women with no education receiving the
Vitamin A compared with 54 per cent among women with primary education.
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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, Marsabit District, 2008

Received vitamin A Not sure if received Number of women aged
Characteristic supplement* vitamin A 15-49 years
Education
None 34.8 0.4 314
Primary 54.0 0.0 70
Secondary + ™) *) 12
Non-standard curriculum ™) ™) 3
Wealth index
Low 33.0 0.4 296
Medium (65.8) (0.0) 36
High 49.9 0.0 66
Total 38.8 0.3 398

*MICS indicator 43

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

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

Figures in parentheses are based on 25-49 unweighted cases.

5.5 Low Birth Weight

Weight at birth is a good indicator not only of a mother's health and nutritional status but also the
newborn's chances of survival, growth, long-term health and psychosocial development. Low birth weight
(less than 2,500 grams) carries a range of grave health risks for children. Babies who are undernourished in
the womb face a greatly increased risk of dying during their early months and years. Those who survive have
impaired immune function and 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 IQ and cognitive disabilities, affecting their
performance in school and their job opportunities as adults.

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

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

In the industrialized world, cigarette smoking during pregnancy is the leading cause of low birth
weight. In developed and developing countries alike, young mothers especially teenagers are more prone to
having low birth weight babies than older mothers with well developed bodies.

One of the major challenges in measuring the incidence of low birth weight is the fact that more than
half of infants in the developing world are not weighed. In the past, most estimates of low birth weight for
developing countries were based on data compiled from health facilities. However, these estimates are biased
for most developing countries because the majority of newborns are not delivered in health facilities, and
those who are delivered in institutional facilities represent only a small sample of all births.
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Because many infants are not weighed at birth and those who are weighed may be a biased sample of
all births, the reported birth weights usually cannot be used to estimate the prevalence of low birth weight
among all children. Therefore, the percentage of births weighing below 2500 grams is estimated from two
items in the questionnaire: the mother’s assessment of the child’s size at birth (i.e., very small, smaller than
average, average, larger than average, very large) and the mother’s recall of the child’s weight or the weight as
recorded on a health card if the child was weighed at birth®. Table 5.8 (NU.8) shows the incidence of low birth
weight by the education level of the mother and her household wealth index in Marsabit district.

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, Marsabit
District, 2008

Percentage of live births:

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

None 10.5 16.1 314
Primary 9.2 40.9 70
Secondary + @) @) 12
Non-standard curriculum (@) (@) 3
Wealth index

Low 11.5 8.5 296
Medium (7.4) (41.1) 36
High 6.0 775 66
Total 10.2 22.9 398

*MICS indicator 9
**MICS indicator 10

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Overall, only 23 per cent of births were weighed at birth and approximately ten per cent of infants
were estimated to weigh less than 2500 grams at birth. There were substantial variations by level of education
of the mother and wealth index.

® 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, Kenya 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 have been 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. Marsabit district is generally semi arid and hence has from
time to time been a beneficiary of food relief. As shown in Table 5.9 (NU.11), 83 per cent of households in
the district had been registered as beneficiaries of the food relief distribution program.

Table 5.9 (NU.11): 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, Marsabit District, 2008

Percentage of households by time last receipt of

food distribution Percentage

Percentage of

households households  Household

registered as Total Within  Between 1 Between reporting registered

beneficiary of food number of one week and 1-3 After 6 Total sufficient as food

Characteristic distribution households  week  one month months months Percentage supply beneficiary
Wealth index
Low 89.2 784 19.6 48.2 28.8 1.4 100.0 14.5 700
Medium 85.5 119 25.4 57.2 15.0 1.1 100.0 10.3 102
High 56.6 202 23.3 54.4 20.2 0.0 100.0 3.1 115
Total 82.8 1106 20.7 49.9 26.2 1.2 100.0 12.0 916

Among those registered, 21 per cent received food supplies during the one week preceding the survey,
another 50 per cent received between 1 week and one month before the survey, and 26 per cent received

between 1-3 months.
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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 and has saved the lives of
millions of children in the three decades since the launch of the Expanded Programme on Immunization (EPI)
in 1974. Worldwide, there are still 27 million children not reached by routine immunization and as a result,
vaccine-preventable diseases still cause more than 2 million deaths every year.

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

In Kenya, and in accordance with the Ministry of Health guidelines, a child should 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.

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

Table 6.1 shows vaccination coverage rates among children aged 12-23 months who received each of
the vaccinations by source of information. The denominator for the table comprises children aged 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. Overall, 84 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, and how many times. 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.

About 93 per cent of children aged 12-23 months received a BCG vaccination by the age of 12
months and 92 per cent received the first dose of DPT. The proportion declines marginally for subsequent
doses of DPT to 88 per cent for the second dose, and 83 per cent for the third dose. Similarly, 92 per cent of
children received Poliol by age 12 months and this proportion declined to 80 per cent by the third dose.
Measles vaccine coverage by 12 months was lower than the other vaccines at 67 per cent. The results also
show that the proportion of children who receive all the recommended vaccinations by their first birthday is
only 57 per cent in Marsabit 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, Marsabit District, Eastern Province, Kenya 2008

Percentage of children who received: Number
of
Vaccinated children
at any time aged
before the 12-23
survey BCG DPT1 DPT2 DPT3 PolioO Poliol Polio2 Polio3 Measles All* None months

According to:

Vaccination 83.0 81.2 782 74.7 49.7 81.8 79.0 74.6 63.0 61.2 0.0 235
card

Mother’s 10.8 114 101 8.6 8.2 11.4 9.1 6.1 12.5 5.7 5.4 235
report

Either 93.8 92.6 883 833 57.9 93.2 88.1 80.7 75.5 66.8 5.4 235

Vaccinated 92.7 915 87.6 82.6 56.7 92.1 87.6 80.0 66.7 57.3 5.4 235
by 12

months of

age

* MICS Indicator 25

** MICS Indicator 26

*** MICS Indicator 27

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

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.

Figure 6.1: Percentage of children aged 12-23 months who received the
recommended vaccinations by 12 months
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Table 6.2 shows vaccination coverage rates among children aged 12-23 months by background
characteristics. The results 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, DPT1 and Poliol is quite high in Marsabit district at 94, 93 and 92 per cent, respectively.
However, the coverage of DPT3 and Polio3 drops to 83 and 81 per cent respectively. The measles vaccination
was reportedly received by 76 per cent (Table 6.2 (CH 2)) of children aged 12-23 months, out of which only
67 per cent (Table 6.1 (CH 1)) received it by their first birthday. Overall, 67 per cent of children were fully
vaccinated, i.e., received BCG, 3 doses of DPT, 3 doses of Polio and measles vaccines as shown in the table
below. There was a 4 percentage point difference in the immunization coverage among the boys and girls ( 69
per cent for girls versus 65 per cent for boys).

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

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

Percentage of children who received: Number

Percent of

age children

with aged

Mea- health 12-23

Characteristic BCG DPT1 DPT2 DPT3 Polio0 Poliol Polio2 Polio3 sles All None card months
Sex

Male 91.6 91.1 87.0 81.6 53.0 91.9 86.3 78.6 727 649 6.9 78.8 119

Female 96.1 94.3 89.6 85.1 63.0 945 90.0 828 785 68.9 3.9 88.9 115

Mother’s education

None 92.1 90.6 85.1 803 524 913 853 779 710 621 6.9 83.0 184
Primary (100.0) (100.0) (100.0) (93.0) (73.7) (100.0) (97.8) (93.0) (90.0) (84.4) (0.0) (90.5) 41
Secondary + (@) (@) *) *) @) (@) @) *) (@) * (@) (@) 8
Non-

SEIIE) *) ®» ®m®m®m ®m®m®m®m o ®m® ™ 1
curriculum

Wealth index

Low 92.1 90.5 84.6 78.2 47.5 91.3 84.3 76.7 69.9 60.7 6.8 84.0 171
Medium *) * ®» ®m®mm®m®m e ®m®m o ®n A
Total 93.8 92.6 88.3 83.3 57.9 93.2 88.1 80.7 755 66.8 54 83.8 235

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.

6.2 Tetanus Toxoid

Goal 5, target 6 of the MDGs is to reduce by three quarters the maternal mortality ratio (MMR), with
one strategy being to eliminate maternal tetanus. Another goal (Goal 4) is to reduce child mortality with one
strategy aiming at reducing the incidence of neonatal tetanus to less than 1 case per 1,000 live births. A World
Fit for Children goal is to eliminate maternal and neonatal tetanus by 2005.

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

Received at least two doses of tetanus toxoid vaccine, the last within the last 3 years;
Received at least 3 doses, the last within the last 5 years;

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

Received at least 5 doses during lifetime.
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Table 6.3 shows the protection status from tetanus for women who have had a live birth within the last 12
months. Overall, 50 per cent of women who gave birth during the 2 year period preceding the survey had
adequate protection against tetanus. The tetanus coverage increases with improving levels of educational of
the mother and the household wealth index categories.

Table 6.3 (CH.3): Neonatal tetanus protection
Percentage of mothers with a birth in the last 12 months protected against neonatal tetanus, Marsabit District, 2008
Percentage of mothers with a birth in the last 12 months who:
Received at Received at least Received at Received at
least 2 doses 2 doses, the last least 3 doses, least 4 doses, Protected Number
during last within prior 3 last within last within prior against of

Characteristic pregnancy years prior 5 years 10 years tetanus* mothers
Age
15-19 ™) *) ™) *) *) 21
20.-24 44.3 10.2 0.0 0.0 54.5 144
25-29 39.2 12.0 0.0 2.1 58,8 83
30-34 32.0 14.2 0.0 0.0 46.2 73
35-39 27.0 7.1 4.6 3.2 0.0 51
Education
None 34.8 10.4 1.2 1.0 47.4 314
Primary 48.4 9:3 0.0 0.0 57.7 70
Secondary + *) *) *) *) *) 12
Non-standard ™*) ™*) ™*) ™*) ™*) 3
curriculum
Wealth index
Low 34.4 10.7 0.3 0.8 46.3 296
Medium (37.0) (13.9) (7.2) (1.9) (60.0) 36
High 55.6 5.6 0.0 1.7 62.9 66
Total 38.2 10.2 0.9 1.1 50.3 398
*MICS indicator 32
Tetanus toxoid injections are given to women during pregnancy to protect infants from neonatal tetanus, a major cause of infant
death that is due primarily to unsanitary conditions during childbirth. Two doses of tetanus toxoid during pregnancy offer full
protection. However, if a woman was vaccinated during a previous pregnancy, she may only need a booster to give full protection.
Five doses are thought to provide lifetime protection.

6.3 Oral Rehydration Treatment

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

The goals are to: 1) reduce by one half 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, the World Fit
for Children calls for a reduction in the incidence of diarrhoea by 25 per cent.

The indicators are:

Prevalence of diarrhoea

Oral rehydration therapy (ORT)

Home management of diarrhoea

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

Table 6.4 shows ORS treatment by background characteristics. Overall, thirteen per cent of under five
children had diarrhoea in the two weeks preceding the survey. The peak of diarrhoea prevalence occurs
around the weaning period, i.e. children aged 6-23 months. Table 6.4 also shows the percentage of children
receiving various types of recommended liquids during the episode of diarrhoea. Since mothers/caretakers
were able to name more than one type of liquid, the percentages do not necessarily add up to 100. The fluids
mentioned were; about 33 per cent received fluids from ORS packets; 19 per cent received pre-packaged ORS
fluids, and about 15 per cent received recommended homemade fluids. Overall, about two out of five (44 per
cent) children with diarrhoea received one or more of the recommended home treatments (i.e., were treated
with ORS or RHF), while 56 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), Marsabit District, 2008
Children with diarrhoea who received: Number of
Recom- children
Had Number of Fluid mended Pre- aged

diarrhoea children from homem  package No 0-59

in last two  aged 0-59 ORS ade d ORS treat- ORT Use  months with
Characteristic weeks months packet fluid fluid ment Rate diarrhoea
Sex
Male 13.1 520 29.4 19.4 16.5 60.3 39.7 68
Female 18 571 37.2 10.4 20.5 52.2 47.8 74
Age
<6 months 9.1 136 *) ™*) *) ™*) ™) 12
6-11 months 30.0 110 (41.2) (24.9) (13.0) (42.2) (57.6) 33
12-23
months 15.3 235 (37.4) (16.1) (18.5) (62.6) (37.4) 36
24-35
months 14.6 212 (28.0) (9.2) (12.6) (64.1) (35.9) 31
36-47 * * * * *
s 7.0 197 *) *) *) *) *) 14
48-59 8.2 201 *) ™*) *) ™*) ™) 16
months
Mother’s education
None L5 862 36.4 17.3 19.9 53.0 47 116
Primary 10.2 177 ™*) ™*) ™*) ™*) ™) 18
Secondary + (9.4) 44 ™) ™*) ™) ™*) ™) 4
Non-standard
curriculum *) *) *) ™) *) ™) *) 4
Wealth index
Low 14.2 818 36.1 14.7 19.2 53.9 46.1 116
Medium 7.7 100 *) ™) *) ™*) *) 8
High 10.6 174 ™) ™*) ™) ™*) ™) 18
Total 13.1 1091 885 14.7 18.6 56 44 142
*MICS indicator 31
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.
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Table 6.5 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 under five who had
diarrhoea during the two weeks preceding the survey, 12 per cent drank more than usual while 88 per cent
drank the same or less. Twenty two per cent ate somewhat less, same or more (continued feeding), and 78 per
cent ate much less or ate almost none. Hence, 12 per cent of the children received increased fluids and at the
same time continued feeding. A higher percentage of the boys (15 per cent) were reported to have received
ORT or increased fluids and continued feeding than girls (only nine per cent received ORT or increased fluids
and continued feeding).

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, Marsabit District, 2008
Children with diarrhoea who: Numfber
o}
Number Received children
Had of Ate ORT or aged
diarrhoea  children somewhat Ate Home increased 0-59
in last aged Drank the less, much manage-  fluids and months
two 0-59 Drank same or same or less or ment of  continued with
Characteristic weeks months more less more none diarrhea feeding diarrhoea
Sex
Male 13.1 520 16.9 83.1 23.6 76.4 8.0 14.9 68
Female 13.0 571 7.8 92.2 19.7 80.3 4.0 8.8 74
Age
0-11 months 16.1 223 (0.0) (100.0) (3.2) (96.8) (0.0) (0.0) 36
12-23 months 17.5 244 (18.2) (81.8) (32.6) (67.4) 9.7) (17.0) 43
24-35 months 15.4 213 (8.6) (91.4) (33.6) (66.4) (8.6) (20.5) 33
36-47 months 7.2 204 *) *) ™*) *) *) *) 15
48-59 months 8.0 206 *) *) ™*) ™) *) ™) 16
Mother’s education
None 13.5 862 11.5 88.5 18.0 82.0 4.6 10.5 116
Primary 10.2 177 *) *) ™*) *) *) *) 18
Secondary + (9-4) 44 ™ ™ *) *) ™ *) 4
Non-standard *) 8 *) *) *) ™) *) ™) 4
curriculum
Wealth index
Low 14.2 818 12.3 87.7 21.3 78.7 4.7 11.1 116
Medium 1.7 100 *) *) ™*) *) *) *) 8
High 10.6 174 ) ™) *) *) *) *) 18
Total 13.1 1091 12.2 87.8 21.6 78.4 5.9 11.7 142
* MICS indicator 34
** MICS indicator 35

Child Health 29



6.4 Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is the leading cause of death in children and the use of antibiotics in under-5s with
suspected pneumonia is recommended and remains a key intervention. A World Fit for Children goal is to
reduce by one-third the deaths due to acute respiratory infections.

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

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 presents the prevalence of suspected pneumonia, percentage of children who sought care and
the site of care. Nine per cent of children aged 0-59 months were reported to have had symptoms of
pneumonia during the two weeks preceding the survey. Among these children who had symptoms of
pneumonia, 45 per cent were taken to an appropriate health service provider and of those taken to a health
service provider, 30 per cent were taken to a government facility or service was provided by a government
health worker. The differentials in the treatment pattern by different characteristics show a marginal difference
in the proportion of female children taken to an appropriate health service provider compared with male
children, i.e. 47 per cent for females versus 43 per cent for males.
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Table 6.7 presents the use of antibiotics for the treatment of suspected pneumonia in under-5 children
by sex, age, and socioeconomic factors. In Marsabit district, 31 per cent of under-5 children with suspected
pneumonia in the last two weeks prior to the survey received an antibiotic. A higher proportion of female
children (38 per cent) received antibiotics for the treatment of pneumonia than males (21 per cent).

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, Marsabit District, 2008
Percentage of children with

- suspected pneumonia who Number of children with suspected
Characteristics received antibiotics pneumonia
Sex
Male (21.3) 42
Female 38.2 58]
Age
0-11 months ™) 16
12-23 months *) 26
24-35 months ™) 23
36-47 months ™) 19
48-59 months ™) 11
Mother’s education
None 30.9 84
Primary (@) 7
Secondary + ™) 4
Wealth index
Low 26.2 78
Medium *) 2
High ) 16
Total 30.8 95
* MICS indicator 22

The mother’s knowledge of the danger signs is an important determinant of care-seeking behaviour.
Issues related to knowledge of the danger signs of pneumonia are presented in table 6.8 (CH.7A).

The most commonly identified symptom for taking a child to a health facility by the mother/caretaker
is when the child develops a fever (84 per cent). A further 31 per cent of mothers/caretakers identified not
being able to drink or breastfeed, and 30 per cent mentioned child sickness as a symptom for taking children
immediately to a health care provider.
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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, Marsabit District, 2008

Mothers/ Number
Percentage of mothers/caretakers who think that a child should be taken immediately to a caretakers of
health facility if the child: who mothers/
recognize caretakers
Is not Has the two of
able to Has blood Is danger children
drink or Becomes Develops Has fast difficult in drinking  Has other signs of aged 0-59
Characteristic breastfeed sicker a fever  breathing breathing  stool poorly  symptoms pneumonia* months
Mother's education
None 32.3 30.9 83.4 7.6 20.0 4.9 18.1 41.9 2.7 862
Primary 24.0 28.2 87.5 6.1 15.4 3.4 18.0 54.5 4.0 177
Secondary + (27.2) (19.3) (89.4) (4.8) (16.9) (5.6) (34.5) (65.7) (1.9) 44
Non-standard - - " - - - - " -
Ay *) *) *) *) ™ ™M *) *) 8
Wealth index
Low 33.0 30.1 81.7 1.7 19.0 4.1 17.4 42.3 2.3 818
Medium 23.8 34.3 92.3 9.1 20.7 9.4 19.4 42.9 9.1 100
High 26.2 27.2 92.2 4.1 18.8 4.3 25.8 58.8 1.9 174
Total 31.1 30.0 84.3 7.2 19.1 4.6 18.9 45.0 2.8 1091

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

6.5 Solid Fuel Use

More than 3 billion people around the world rely on solid fuels (biomass and coal) for their basic
energy needs, including cooking and heating. Cooking and heating with solid fuels leads to high levels of
indoor smoke, a complex mix of health-damaging pollutants. The main problem with the use of solid fuels is
products of incomplete combustion, including carbon monoxide (CO), polyaromatic hydrocarbons, sulphur
dioxide (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). Overall, there is a high usage of solid fuels
for cooking in Marsabit district, with 98 per cent of the households reportedly using this source. Differentials
with respect to household wealth index show that 89 per cent of the high wealth index households use solid
fuels compared to almost all households from the low and medium wealth index. The results also show that
wood is the primary source of solid fuels accounting for slightly more than 91 per cent.
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Table 6.9 (CH.8): Solid fuel use

Percentage distribution of households according to type of cooking fuel, and Percentage of households used solid fuels
for cooking, Marsabit, Eastern Province, 2008

Type of fuel using for cooking

Liquid Number
propane Straw/ Solid fuels of
gas shrubs/ for house-
Characteristics Electricity (LPG) Kerosene  Charcoal Wood grass Other Total cooking * holds
Education of
household head
None 0.0 0.5 0.8 2.9 95.1 0.3 0.5 100.0 98.2 891
Primary 0.0 0.0 0.4 18.4 81.1 0.0 0.0 100.0 99.6 151
Secondary + 2.5 4.3 5.6 28.5 59.1 0.0 0.0 100.0 87.6 54
Non-standard
curriculum * * * * * * * * * 10
Wealth index
Low 0.0 0.0 0.0 0.2 99.3 0.3 0.2 100.0 99.8 784
Medium 0.0 0.0 0.0 2.1 97.9 0.0 0.0 100.0 100.0 119
High 0.7 3.5 5.8 32.1 57.3 0.0 1.2 100.0 89.4 202
Total 0.1 0.6 1.0 6.2 91.4 0.2 0.4 100.0 97.9 1106

*MICS indicator 24; MDG indicator 29

6.6 Malaria

Malaria is one of the leading causes of death among children less than five years of age in Kenya. It
also contributes to anaemia in children and is a common cause of school absenteeism. Preventive measures,
especially the use of mosquito nets treated with insecticide (ITNs), can dramatically reduce malaria morbidity
and 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 and, for younger children, should continue breastfeeding.

The questionnaire incorporated questions on the availability and use of bed nets, both at household
level and among children under five years of age, as well as anti-malarial treatment, and intermittent
preventive therapy for malaria. The results in Table 6.10 (CH.10) indicate that 53 per cent of households in
Marsabit district have at least one insecticide treated net (ITN). The differentials by household characteristics
indicate a positive association between the use of mosquito nets and the educational level of the head of the
household and the wealth index of the household. As shown on the table, only 50 per cent of households
headed by someone with no education have at least one mosquito net, while the corresponding figure among
those with secondary and higher education is 85 per cent. The results by wealth index show that 48 per cent
of households from the low wealth index have at least one mosquito net versus 72 per cent among those from
high wealth index households.
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Table 6.10 (CH.10): Availability of insecticide treated nets
Percentage of households with
At least one mosquito Two or more At least one insecticide Number of

Characteristic net mosquito nets treated net (ITN) households
Education of
household head
None 50.0 19.4 49.3 906
Primary 64.9 28.6 64.9 137
Secondary + 84.9 53.8 81.4 55
Non-standard - " -
curriculum ) ) * 9
Wealth index
Low 48.4 13.8 47.5 807
Medium 57.0 38.2 57.0 108
High 72.7 48.7 72.2 191
Total 53.4 22.2 52.7 1106
* MICS indicator 36

Figure 6.2: Percentage of households with at least one treated mosquito net
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Table 6.11 (CH.11) indicates that slightly over 22 per cent of children under the age of five slept
under a mosquito net the night prior to the survey leaving nearly 77 per cent of children under age five who
did not sleep under any mosquito net. Children who slept under an insecticide treated net were 22 per cent.
Slightly more male children slept under an insecticide treated net than females (24 per cent versus to 20 per
cent respectively). The usage of insecticide treated net is high among children aged between 0 to 23 months
(accounting for about 26 per cent), with the proportion reducing to about sixteen per cent for children children
aged 48-59 months. The proportion of children that use insecticide treated net increases with increasing levels
of the household wealth index.
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Table 6.11 (CH.11): Children sleeping under bed nets
Percentage of children aged 0-59 months who slept under a bed net during the previous night, Marsabit District,
2008
Percentage of children who:
o Sleep under Slept
Characteristic an Sleptunder  undera  Don't know  Did not
Slept insecticide an net but if slept sleep Number of
under a treated net untreated  don't know under a under a children aged
bednet * *x net if treated net bednet 0-59 months
Sex
Male 24.4 24.0 0.4 0.0 0.1 75.5 520
Female 20.5 20.0 0.5 0.0 0.3 79.2 571
Age (months)
0-11 27.1 26.1 0.9 0.0 0.3 72.7 223
12-23 27.1 26.6 0.5 0.0 0.3 72.5 244
24-35 20.8 20.8 0.0 0.0 0.0 79.2 213
36-47 19.4 19.0 0.4 0.0 0.4 80.2 204
48-59 16.4 16.0 0.4 0.0 0.0 83.6 206
Wealth index
Low 15.2 14.8 0.4 0.0 0.1 84.7 818
Medium 31.8 31.8 0.0 0.0 0.0 68.2 100
High 50.9 50.0 0.9 0.0 0.9 48.2 174
Total 22.4 21.9 0.4 0.0 0.2 77.4 1091
*MICS indicator 38
**MICS indicator 37; MDG indicator 22

Questions on the prevalence and treatment of fever with anti-malarial drugs were asked for all
children under age five and the results are shown in Table 6.12 (CH.12). Slightly more than one in ten (12 per
cent) children were ill with fever in the two weeks prior to the survey. Fever prevalence declined with age and

peaked at 24-35 months.

For mothers/caretakers who said their child had a fever in the last two weeks prior to the survey, they
were asked to report all of the medicines given to the child to treat the fever, including both medicines given
at home and medicines given or prescribed at a health facility. Overall, only 38 per cent of children with fever
in the last two weeks were treated with an “appropriate” anti-malarial drug, with 29 per cent having received
the anti-malarial drugs within 24 hours of onset of symptoms. Among children that received anti-malarial
drugs, the highest proportion (15 per cent) indicated they received SP/fansidar and a good proportion of

children took other drugs such as Paracetamol/Panadol/Acetaminophen (at 34 per cent).
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Pregnant women living in places where malaria is highly prevalent are four times more likely than
other adults to get malaria and twice as likely to die of the disease. Once infected, pregnant women risk
becoming aneamic, and are likely to have a premature delivery and/or stillbirth. Malaria during pregnancy is
also linked to low birth weight outcomes, a factor that is associated with low survival during the first year of
life. For this reason, steps are taken to protect women during pregnancy by distributing insecticide-treated
mosquito nets and offering malaria treatment during antenatal check-ups with appropriate drugs that are
recommended for (intermittent preventive treatment (IPT)). In Marsabit district, women were asked the
medicines they had received during their last pregnancy in the two years preceding the survey. Women are
considered to have received intermittent preventive therapy if they received at least 2 doses of SP/Fansidar
during pregnancy.

Results regarding intermittent preventive treatment for malaria in pregnant women who gave birth in
the two years preceding the survey are presented in Table 6.13 (CH.13). Thirty seven per cent of mothers who
delivered a child during the two-year period preceding the survey received treatment to prevent malaria during
pregnancy. One in five (20 per cent) received SP/Fansidar only once and less than one in five (14 per cent)
received the same treatment two or more times. The differentials by educational level and wealth index show
a positive association with the use of medicine to prevent malaria during pregnancy. While 33 per cent of
mothers with no education received medicine to prevent malaria during pregnancy, the corresponding figure
for those with secondary or higher level of education was 81 per cent. Similarly, only 28 per cent of women
from low wealth index households received IPT compared to 65 per cent among those from high wealth index
households.

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

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

Percentage of pregnant women who took:

Medicine to SP/ SP/ Number of
prevent SP/ Fansidar Fansidar women who
malaria Fansidar two or but number Don't gave birth in
during only one more of times Other know the preceding

Characteristic pregnancy time times * unknown Chloroquine  medicines  medicine two years
Education

None 32.8 17.4 14.1 0.1 0.3 0.7 0.4 314
Primary 46.4 26.3 13.1 1.0 0.0 3.0 3.1 70
Secondary + 80.6 44.1 24.6 0.0 0.0 11.9 0.0 12
Non-standard 92.3 25.9 27.7 0.0 0.0 0.0 38.7 3
curriculum

Wealth index

Low 28.4 15.4 11.2 0.1 0.3 0.5 1.1 296
Medium 57.0 23.6 26.4 0.0 0.0 3.8 3.1 36
High 64.8 37.7 21.8 1.1 0.0 4.2 0.0 66
Total 37.0 19.8 14.4 0.2 0.3 1.4 1.1 398
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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 tainted with
chemical, physical and radiological contaminants with harmful effects on human health. In addition to its
association with disease, access to drinking water may be particularly important for women and children, who
bear the primary responsibility for carrying water, often for long distances, especially in rural areas. Goal 7,
target 10 of MDG aims to halve by 2015, the proportion of people without sustainable access to safe drinking
water and basic sanitation. The World Fit for Children goal calls for a reduction in the proportion of
households without access to hygienic sanitation facilities and affordable and safe drinking water by at least
one-third.

The list of indicators used in MICS are as follows:
Water
= Use of improved drinking water sources
e Use of adequate water treatment method
= 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. This
information is also available by background characteristics in Table 7.1 (EN 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, and
rainwater collection. Bottled water is considered as an improved water source only if the household is using
an improved water source for other purposes, such as hand washing and cooking.

Figure 7.1: Percentage distribution of household members by source
of drinking water, Marsabit district, 2008

Other Pipedinto
Surface unimproved dwelling/yard/p
water lot
4 5
5% 5%

Tubewell/boreh
ole with pump
7 2

8% 2%
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Overall, 50 per cent of the population is using an improved source of drinking water in Marsabit
district. The proportion of the population using an improved source of drinking water increases with
increasing levels of the household wealth index (41 per cent among those from low wealth index households
versus 74 per cent for those from high wealth index). Among the improved sources of drinking water, the
highest source mentioned in the district was public tap/standpipe at 32 per cent.
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Households were asked of ways they may be treating water at home to make it safer for drinking.
Boiling, adding bleach or chlorine, using a water filter, and using solar disinfection were considered as proper
treatment of drinking water. Results on use of in-house water treatment are presented in Table 7.2. The table
shows the percentage distribution of household members according to drinking water treatment method used
and percentage of those using an appropriate water treatment method for households using improved and
unimproved drinking water sources. One out of five (19%) persons in Marsabit district drink appropriately
treated water. Adding chlorine or bleaching was reported by nine per cent and another 12 per cent reported
that they boil their drinking water. Among those using drinking water from unimproved sources, close to 17
per cent were using appropriate water treatment and among those using drinking water from improved sources
close to 21 per cent were using appropriate water treatment.
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A summary of the amount of time it takes to obtain water is presented in Table 7.3 (EN.3). The results
show that only seven per cent of the households have their drinking water on the premises while majority (73
per cent) of households spend more than 1 hour for water collection. Excluding those households with water
on the premises, the average time to the source to bring drinking water is 250 minutes. A higher proportion of
households that have water on the premises, are headed by a person having secondary or higher level
education (27 per cent) and these households are mainly from high wealth index group (26 per cent).

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, Marsabit District, 2008
Time to source of drinking water Mean
15 30 time to
minutes  minutes 1 source
Less to less to less hour of
Water on  than 15 than 30 than 1 or Don't drinking  Number of
Characteristic  premises  minutes _minutes hour more know  Total  water*  households
Education of household head
None 5.2 7.0 3.7 9.3 74.9 0.2 100.0 243.1 891
Primary 7.7 9.8 2.6 8.3 715 0.0 100.0 288.2 151
Secondary + 26.7 6.1 6.6 5.8 54.7 0.0 100.0 281.6 54
Non-standard *) *) *) *) ™) *) *) *) 10
curriculum
Wealth index
Low 1.5 8.6 4.6 10.6 74.7 0.0 100.0 211.3 784
Medium 8.2 3.9 3.3 3.3 81.4 0.0 100.0 352.7 119
High 25.6 3.9 1.1 6.2 63.2 0.1 100.0 373.5 202
Total 6.6 7.2 3.8 9.0 73.3 0.0 100.0 249.9 1106
*The mean time to source of drinking water is calculated based on those households that do not have water on
the premises.
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.

Details of the person who usually collects the water are presented in Table 7.4 (EN 4). It shows that
for 87 per cent of households in Marsabit, an adult female is usually the person responsible for collecting the
water, when the source of drinking water is not on the premises. Adult men collect water in only 13 per cent
of cases and a similar percentage of children under age 15 years usually collect the water. In about 17 per cent
of the cases, an adult female and a child below 15 years collect the drinking water together. However, in 15
per cent of the cases, an adult female and an adult male are responsible for collecting the drinking water.
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Table 7.4 (EN.4): Person collecting water

Percentage distribution of households according to the person collecting drinking water used in the household, Marsabit
District, Eastern Province, Kenya 2008

Person collecting drinking water*

Female Adult Adult
child Male child Adult man man
Adult Adult  under age under age woman and and Number of
Characteristic woman man 15 15 and child child woman _ households
Education of
household head
None 89.1 11.8 11.2 2.2 13.1 5.9 10.1 891
Primary 82.6 18.2 5.1 2.5 18.7 6.4 15.7 151
Secondary + (58.2) (19.3) (14.0) (4.1) (17.8) (7.9) (15.7) 54
Non-standard *) *) *) *) *) *) *) 10
curriculum
Wealth index
Low 94.2 8.8 11.6 2.3 21.8 13.2 15.1 784
Medium 78.6 20.8 13.0 1.6 20.8 7.1 17.6 119
High 61.3 24.2 5.2 2.5 14.1 5.1 12.7 202
Total 86.5 12.9 10.6 2.3 17.2 6.7 14.6 1106

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

7.2 Sanitation

Inadequate disposal of human excreta and personal hygiene is associated with a range of diseases
including diarrhoea and cholera. Improved sanitation facilities for excreta disposal include: flush to 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 (EN.5).

Twenty eight per cent of the population in Marsabit district lives in households where improved
sanitation facilities are available. The results indicate that use of improved sanitation facilities is strongly
associated with household wealth index (proportion increases from fifteen per cent in the low income
households to 55 per cent among the high income households). More than half of the population of Marsabit
district (53 per cent) have no sanitary facilities or use bush/fields.
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Safe disposal of a child’s faeces implies disposing of the stool, from the child by using a toilet or by
rinsing the stool into a toilet or latrine. Disposal of faeces of children aged 0-2 years is presented in Table 7.6
(EN.6). In 29 per cent of the cases, stool was disposed safely, with 29 per cent of households reportedly
putting the stool in the toilet/latrine as the mode of disposal. In 45 per cent of the cases, child’s stool is left in

the open.

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, Marsabit District, 2008

Proportion
Place of disposal of child's faeces of children  Number
whose of
Child  Put/rinsed  Put/rinsed Thrown Don't stools are children
used into toilet  into drain into Left in know/ disposed  aged 0-2
Characteristic  toilet  or latrine or ditch garbage Buried  the open  Other missing Total of safely years
Mother’s
education
None 0.1 18.5 6.7 15.8 0.6 52.9 4.9 0.3 100.0 18.6 546
Primary 0.2 62.4 6.7 5. 11 17.9 4.7 11 100.0 62.6 119
Secondary +  (0.0) (91.4) 3.2) (0.0) (0.0) (2.6) (2.9) (0.0) (100.0) (91.4) 29
Non-standard
curriculum (*) (*) (*) (*) (*) (*) (*) (*) (*) (*) 5
Wealth
index
Low 0.2 9.3 8.1 16.8 0.7 58.7 9.9 0.6 100.0 9.4 518
Medium 0.0 71.5 3.1 8.5 2.0 11.1 3.8 0.0 100.0 71.5 67
High 0.0 94.0 15 0.7 0.0 1.7 2.1 0.0 100.0 94.0 113
Total 0.1 29.0 6.5 13.4 0.7 44.8 4.8 04 100.0 29.1 699

* MICS indicator 14

An overview of the percentage of household members using improved sources of drinking water and
sanitary means of excreta disposal is presented in Table 7.7. The percentage of household population using
improved sources of drinking water and sanitary means of excreta disposal was only 28 per cent. This
percentage increases with educational level of the head of the household and household wealth index. For
example, eight per cent of households from the low wealth index are using improved sources of drinking
water and sanitary means of excreta disposal compared to 74 per cent for those from high wealth index

households.
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disposal, Marsabit District, 2008

Table 7.7 (EN.7): Use of improved water sources and improved sanitation

Percentage of household population using both improved drinking water sources and sanitary means of excreta

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 46.7 40.3 22.8 4151
Primary 63. 69.0 45.9 741
Secondary + 61.1 86.8 54.6 265
Non-standard 66.4 28.8 28.8 49
curriculum
Wealth index
Low 41.1 21.1 8.2 3477
Medium 59.7 95.2 575 678
High 73.5 100.0 785 1051
Total 50.0 46.7 27.8 5206

* MICS indicator 11; MDG indicator 30
** MICS indicator 12; MDG indicator 31
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Reproductive Health 8

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

8.1 Fertility

Achieving national goals is directly linked to a country’s population and resources available to
support it. Studies have shown that in most developing countries, resources are meagre to support a rapidly
growing population. It is therefore important to balance population growth with resource availability. To
develop programs to target desired fertility levels, information about prevailing fertility levels become a
crucial component. In MICS, birth histories of women aged 15-49 years from sampled households are
collected and used to estimate the fertility levels. Birth histories include details of all children ever born to a
woman, such as child’s name, sex, month and year of birth, survival status and if dead, the age at death.

Table 8.1 presents the measures of current fertility in Marsabit district for the three-year period
preceding the survey, corresponding 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.

The total fertility rate in Marsabit district was 6.1 children per woman for the three-year period
preceding the survey - this is three times the replacement level of fertility. In Marsabit district, the fertility
peaks around the age groups 20-24 and 25-29. An analysis of the age-specific fertility rates shows that 54 per
cent of the total fertility rate was contributed by women aged between 20-29 years, and the contribution of
older women aged 40-49 years was less than 10 per cent. The contribution of adolescent age group, i.e., 15-19
years to total fertility was about 10 per cent - this shows a high prevalence of teenage pregnancy in the district.

Table 8.1: Current fertility

Age specific fertility rates (ASFRs) and total fertility rate (TFR) for the 3-
year preceding the survey, Marsabit District, 2008

Age group ASFR
15-19 136
20-24 210
25-29 266
30-34 236
35-39 176
40-44 105
45-49 81
TFR 6.1

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

The distribution of all women and married women based on the number of children ever born and
living is shown in Table 8.2. The mean number of children ever born to all women aged 15-49 years is 4.3 and
that of surviving is 4.2. It is of interest to note that 27 per cent of all women aged 15-49 years did not have any
live birth. On the other hand, more than 40 per cent of the currently married women aged 45-49 years have 8
or more children ever born, and this is 27 per cent in case of women aged 40-44 years.
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Table 8.2: Children ever born and living

Percentage distribution of all women and currently married women by number of children ever born, and mean number
of children ever born and living, according to age groups, Marsabit 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 Ever born Living

All women
15-19 89.3 6.3 4.4 0.0 0.0 0.0 0.0 0.0 0.0 100.0 221 1.4 1.3
20-24 21.7 338 264 129 3.4 1.0 0.4 0.2 0.0 100.0 252 1.9 1.9
25-29 17.7 16.7 169 204 152 107 17 0.8 0.0 100.0 151 3.0 2.9
30-34 12 37 148 177 213 217 126 59 1.1 100.0 130 4.2 4.1
35-39 2.6 0.6 4.3 75 149 280 183 123 11.4 100.0 114 5.9 5.7
40-44 31 54 20 124 65 167 126 17.1 24.0 100.0 107 6.6 6.4
45-49 07 20 29 64 80 149 145 148 35.7 100.0 88 7.8 7.3
Total 270 129 123 107 85 103 63 51 6.7 100.0 1063 4.3 4.2
Currently married women

15-19 59.0 21.2 19.8 0.0 0.0 0.0 0.0 0.0 0.0 100.0 49 .6 85
20-24 89 365 334 154 3.6 1.4 0.6 0.3 0.0 100.0 190 1.8 1.8
25-29 6.5 176 176 253 18.1 11.8 2.1 1.0 0.0 100.0 122 2.9 2.8
30-34 06 42 161 181 21.7 202 125 6.6 0.0 100.0 115 4.1 4.0
35-39 0.0 0.7 3.9 8.1 16.9 28.8 185 122 10.9 100.0 96 5.8 5.6
40-44 4.2 3.6 0.0 6.1 35 173 174 20.7 27.2 100.0 78 6.8 6.5
45-49 00 33 22 25 7.7 188 113 139 40.4 100.0 55 8.1 7.7
Total 82 158 16.7 135 109 13.0 7.9 6.4 7.7 100.0 704 3.9 3.7

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 15-19 years who have had a live birth or are currently pregnant by selected
characteristics is shown in Table 8.3. Eleven per cent of women aged 15-19 years have given birth to at least
one child. This percentage is as high as 34 per cent among women with no education compared with twelve
per cent among women with primary level of education. Women aged 15-19 years who have began child
bearing is more among those from low wealth index households (25 per cent) compared to those from high
wealth index households (15 per cent).
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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, Marsabit District, 2008
Percentage who

o Have had a  Are pregnant with Have began child Number of
Characteristic live birth first child bearing women
Age
15 (0.0) 2.7) 2.7) 45
16 11.2 2.5 13.7 50
17 (5.5) (0.0) (5.5) 40
18 13.2 22.4 35.6 53
19 (26.9) (12.8) (39.7) 32
Education
None 16.0 18.2 34.2 81
Primary 8.8 8.8 12.0 113
Secondary + (2.8) (0.0) (2.8) 25
Wealth index
Low 13.3 12.1 25.4 122
Medium (6.0) (0.0) (6.0) 42
High 8.5 6.5 15.1 56
Total 10.7 8.4 19.1 221

8.3 Contraception

Access to family planning is important to the health of women and children by: 1) preventing
pregnancies that are unwanted; 2) birth spacing and 3) limiting the number of children. A World Fit for
Children goal seeks to provide access to all couples with information and services to prevent pregnancies that
are too early, too closely spaced, too late or too many. Details on current use of contraception are shown in
Table 8.4 (RH.1).

There is a high percentage of women in the district who do not use any contraceptives (92 per cent).
Current use of contraception was reported by only eight per cent of currently married or in union women. The
most popular method is the injection which was used by four per cent of married women in Marsabit district.

Contraceptive use was highest among the 25-29 year old married women at 12 per cent, while
averaging about nine per cent for the remaining age groups. Women’s education level is strongly associated
with the use of modern contraceptive methods. The percentage of women using any modern method of
contraception rises from five per cent among those with no education to 16 per cent among women with
primary level education, and to 27 per cent among women with secondary or higher education. A similar
pattern is observed with respect to levels of wealth index, with more use among wealthier households.
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8.4 Unmet Need

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

Women with an unmet need for spacing include those who are currently married (or in union), fecund
(are currently pregnant or think that they are physically able to become pregnant), currently not using
contraception, and want to space their births. Pregnant women are considered to want to space their births
when they did not want the child at the time they got pregnant but willingly express the desire to have more
children. 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 who are currently married (or in union), fecund (are
currently pregnant or think that they are physically able to become pregnant), currently not using any form of
contraception, and want to limit their births. The latter group includes women who are currently pregnant but
did 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.

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 about one per cent in Marsabit district. Overall,
among those wanting to use contraception, eight per cent are currently using them or their demands are met.
The results by wealth index show that a higher proportion of women from the high wealth index category
have an unmet need (three per cent) compared to those from lower wealth index households. However, the use
of contraception remains higher among the wealthier group than the lower wealth index categories.

" Unmet need measurement in MICS is somewhat different than that used in other household surveys, such as the Demographic and Health Surveys
(DHS). In DHS, more detailed information is collected on postpartum amenorrhoea, and sexual activity. Results from the two types of surveys are
strictly not comparable.
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Table 8.5 (RH.2): Unmet need for contraception

Percentage of women aged 15-49 years currently married or in union with an unmet need for family planning and
percentage of demand for contraception satisfied, Marsabit District, 2008

Number of Percentage of Number of women

Current Unmet need for contraception women demand for currently married

use of currently contraception or in union with

contra- For For married or in satisfied need for
Characteristic ception spacing** limiting*** Total union fleloiaial contraception
Age
15-19 (2.3) (0.0) (0.0) (0.0) 49 ™) 1
20-24 8.8 3.1 0.0 3.1 190 *) 23
25-29 11.7 0.6 0.0 0.6 122 *) 15
30-34 8.1 0.0 0.0 0.0 115 *) 9
35-39 8.9 1.4 1.1 2.4 96 *) 11
40-44 8.8 0.0 0.0 0.0 78 *) 7
45-49 &5 0.0 0.0 0.0 55 *) 2
Education
None 6.3 1.1 0.2 1.3 578 (82.8) 44
Primary 16.0 15 0.0 15 96 *) 17
Secondary + 27) (0.0) (0.0) (0.0) 26 ™*) 7
Wealth index
Low 3.7 0.6 0.2 0.8 489 *) 22
Medium 5.0 1.6 0.0 1.6 72 *) 5
High 25.9 2.7 0.0 2.7 143 (90.4) 41
Total 8.3 1.1 0.1 1.3 704 86.7 68

* MICS indicator 21; MDG indicator
** 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.

**x** 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.

8.5 Antenatal Care

The antenatal period presents important opportunities for reaching pregnant women with a number of
interventions that may be vital to their health and well-being and that of their infants. It is also true that
women are more receptive to reproductive health messages during this period in order to give due concern for
their own health and that of their unborn child. 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 and child 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.
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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

o Weight/height measurement (optional)

The type of personnel providing antenatal care to women aged 15-49 years who gave birth in the two years
preceding the survey by background is presented in Table 8.6 (RH.3).

Coverage of antenatal care by any skilled personnel (a doctor, nurse, or midwife) is relatively high in
Marsabit district with 76 per cent of women receiving antenatal care at least once during pregnancy. Nurses
and/or midwifes are the highest antenatal care providers in the district at 71 per cent.

Table 8.6 (RH.3): Antenatal care provider

Percentage distribution of women aged 15-49 who gave birth in the two years preceding the survey by type of personnel
providing antenatal care, Marsabit District, 2008

Number of
Person providing antenatal care** Antenatal women
No care by who gave
Traditional ~ Community ante- any skilled  birth in the
Medical Nurse/ birth health Relative/ natal personnel preceding
Characteristic doctor midwife attendant worker Friend Other care Total * two years
Age
15-19 *) ™) *) *) *) *) ™) *) *) 21
20-24 6.6 70.5 2.2 3.6 0.5 0.9 15.7 100 77 144
25-29 5.8 73.8 4.2 0.0 0.0 0.9 15.3 100 73 83
30-34 5.7 67.3 9.5 2.2 0.0 0 15.3 100 79 73
35-49 3.3 74.3 6.5 2.7 0.0 1.4 12.3 100 77.5 78
Education
None 3.8 68.6 5.8 3.0 0.2 0.9 17.6 100 72.3 314
Primary 9 79.8 4.2 0.0 0.0 0 7 100 88.8 70
Secondary *) ™) *) *) *) *) ™) *) *) 12
+
Non- *) ) *) *) *) *) ) *) ) 3
standard
curriculum
Wealth index
Low 3.7 65.4 6.5 3.2 0.2 0.2 19.9 100 69.1 296
Medium (5.0) (89.9) (1.9) (0.0) (0.0) (0.0) (3.1) (100) (95.0) 36
High 13.4 84.5 2.1 0.0 0.0 0 0 100 97.9 66
Total 54 70.8 5.2 2.4 0.2 0.2 15.1 100 76.2 398

* MICS indicator 20
* Skilled health personnel include doctors, nurses, midwives, and auxiliary midwives.

** |f the respondent mentioned more than one provider, only the most qualified provider is considered

The types of services pregnant women received are shown in Table 8.7 (RH.4). Among women who gave
birth to a child during the two years preceding the survey, 51 per cent reported that their blood sample was
taken during antenatal care visits, 71 per cent reported that their blood pressure was checked, 45 per cent
provided urine specimen and 72 per cent of cases were weighed. Overall, younger pregnant women were less
likely to receive most of the services compared to their older counterparts. The differentials by mother’s
education level clearly show an increasing trend in the different types of services received with increasing
levels of education. A similar pattern is also observed with respect to 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, Marsabit District, 2008
Percentage of Percentage of pregnant women who had:
pregnant women Number of women
receiving ANC one Blood Urine who gave birth in two
or more times Blood test pressure  specimen Weight years preceding

Characteristic  during pregnancy taken* measured*  taken* measured* survey
Age
15-19 *) *) *) *) *) 21
20-24 84.3 56.0 70.5 48.2 73.4 144
25-29 84.7 49.3 72.0 BiL5 75.0 83
30-34 84.7 47.3 69.5 40.3 68.7 73
35-49 87.7 51.0 72.3 39.8 70.8 78
Education
None 82.4 45.8 65.9 40.5 67.1 314
Primary 93.0 69.5 85.7 61.3 88.4 70
Secondary + *) *) *) *) *) 12
Non-standard ™) ™*) ™*) ™) ™) 3
curriculum
Wealth index
Low 80.1 39.6 61.5 32.6 63.5 296
Medium (96.9) (77.9) (96.9) (77.9) (94.6) 36
High 100.0 90.3 96.9 83.4 97.9 66
Total 84.9 51.4 70.6 45.2 72.0 398
* MICS indicator 44
* Proportions are calculated separately: Total number of women weighed, blood pressure measured, gave urine
sample, gave blood sample.

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 the time of 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 during delivery. The indicators for this goal are the proportion of births with a skilled
attendant and proportion of institutional deliveries. The skilled attendant at delivery indicator is also used to
track progress toward the Millennium Development target of reducing the maternal mortality ratio by three
quarters between 1990 and 2015.

The MICS included a number of questions to assess the proportion of births attended by a skilled
attendant. A skilled attendant includes a doctor, nurse, midwife or auxiliary midwife. Table 8.8 (RH.5) shows
the type of personnel available during delivery by background characteristics. Only 23 per cent of births
during the two year 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; with only seven per cent of the women who belonged to a low wealth index
household delivering in a health facility compared with 69 per cent among those who were from high wealth
index households.

A high proportion of births are assisted by traditional birth attendants (TBA’s) at 70 per cent, followed by
nurse/midwife at 20 per cent.
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Child Development 9

9.1 Child learning

It is well recognized that a period of rapid brain development occurs in the first 3-4 years of life, and
that the quality of home care is 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 the 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 (CD.1) shows details of family support for learning disaggregated by background
characteristics. Results indicate that for 35 per cent of children under-five, a household member engaged in
about four activities that promote learning and school readiness during the 3 days preceding the survey. The
average number of activities that adults engaged in with their children was 2.8. The results also indicate that
the father’s involvement in such activities was somewhat limited (19 percent of the children indicated father’s
involvement in one or more activities).
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Table 9.1 (CD.1): Family support for learning

Percentage of children aged 0-59 months for whom household members are engaged in activities that promote learning and school

readiness, Marsabit District, 2008

Percentage of children aged 0-59 months

Living in a Number
For whom household Mean number of For whom the father Mean number household of
members engaged in activities engaged in one or of activities without children
four or more activities household more activities that the father their aged
that promote learning members engage  promote learning and engaged in natural 0-59
Characteristic and school readiness* in with the child school readiness** with the child father months
Sex
Male 34.4 2.7 19.2 0.3 30.3 520
Female 35.1 2.8 18.5 0.3 32.0 571
Age
0-23 months 16.5 2.3 15.3 0.2 27.3 481
24-59 months 49.2 3.2 21.6 0.4 34.2 610
Mother's education
None 32.0 2.6 17.5 0.3 29.9 862
Primary 42.7 3.2 22.8 0.4 38.4 177
Secondary + (54.8) (4.0) (27.1) (0.6) (23.7) 44
Non-standard ™) ™*) ™*) ™) ™*) 8
curriculum
Father's education
None 33.8 2.8 22.1 0.3 0.0 5517
Primary 31.1 2.8 &7 0.7 0.0 136
Secondary + 43.5 3.3 38.3 0.7 0.0 51
Father not in HH 37.2 2.7 8.5 0.0 100.0 340
Non-standard ™) ™*) ™ ™) ™) 7
curriculum
Wealth index
Low 32.1 2.6 15.4 0.2 31.8 818
Medium 41.3 2.9 24.8 0.5 SIS 100
High 43.8 3.4 31.5 0.6 24.6 174
Total 34.8 2.8 18.8 0.3 31.2 1091
*MICS indicator 46
* Any adult has engaged in 4 or more activities to promote learning and school readiness in the past 3 days.
**MICS indicator 47
** Father has provided one or more activities to promote learning and school readiness.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.
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Education 10

10.1 Pre-School Attendance and School Readiness

Attendance of pre-school education in an organized learning or child education program is important
for the readiness of children to school. One of the World Fit for Children goals is the promotion of early
childhood education. 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. Thirty seven per cent
of children aged 36-59 months were attending pre-school. Slightly more female children (37 per cent) were
reportedly attending early childhood education compared with male children (36 per cent). The differentials
by mother’s education level show that 35 per cent of children with mothers having no education attended pre-
school, while 42 per cent of their counterparts with mothers having primary education attended pre-school.
Children belonging to the younger age group (36-47 months) are less likely (26 per cent) to attend pre-school
in comparison to those aged 48-59 months (47 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 first graders who attended pre-school, Marsabit District, 2008
Percentage of children Percentage of children Number of
aged 36-59 months Number of attending first grade who children
currently attending early children aged attended preschool program attending first
Characteristic childhood education* 36-59 months in previous year** grade
Sex
Male B515 168 *) 23
Female 37.0 230 *) 10
Age of child
36-47 months 26.4 197 0.0 0
48-59 months 46.2 194 0.0 0
6 years* 0.0 0 84.6 33
Mother's
education
None 35.0 328 &) 26
Primary 41.6 60 *) 6
Secondary + (59.1) 7 *) 1
Non-standard ™*) 0.3 0.0
curriculum
Wealth index
Low 37.1 305 &) 16
Medium 32.0 33 ™*) 5
High 36.2 60 * 12
Total 36.5 386 84.6 33
*MICS indicator 52
* Primary school entry age should be defined at the country level (usually based on UNESCO's ISCED1
classification). Here, it is assumed that primary education starts at age 6.
**MICS indicator 53
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

The table also shows the proportion of children in the first grade of primary school who attended pre-
school the previous year - an important indicator of school readiness, retention and transition. Overall, 85 per
cent of children who were currently aged 6 and attending the first grade of primary school were reported as
having attended pre-school the previous year.
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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:
¢ Net intake rate in primary education
Net primary school attendance rate
Net secondary school attendance rate
Net primary school attendance rate of children of secondary school age
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

o Net primary completion rate
Information on primary school entry by selected background characteristics is presented in Table 10.2 (ED.2).
Among children who are of primary school entry age (age 6) in Kenya, only 24 per cent were attending
standard 1. The percentage of male children attending standard 1 was double (31 per cent) that of female
children (15).

Table 10.2 (ED.2): Primary school entry
Percentage of children of primary school entry age (6 years old) attending standard 1, Marsabit District, 2008
Percentage of children of primary
school entry age currently attending Number of children of primary
Characteristic standard 1* school entry age
Sex
Male 31.2 97
Female 15.3 74
Mother's education
None 22.4 134
Primary (28.3) 35
Secondary + ™*) 2
Wealth index
Low 16.6 124
Medium ™*) 18
High (51.7) 30
Total 24.3 171
*MICS indicator 54
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Table 10.3 (ED.3) provides the percentage of children of primary school age attending primary or
secondary school. Majority (62 per cent) of these children were attending school at the time of survey. It was
also observed that male children have an advantage over their female counterparts (65 per cent versus 59 per
cent) in school attendance. Differentials by mother’s education and wealth index were also noted. For
example, 49 per cent of primary school age children from low wealth index households were attending school
at the time of the survey compared with 91 per cent of their counterparts from high wealth index households.
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Table 10.3 (ED.3): Primary school net attendance ratio
Percentage of children of primary school age (6—13 years) attending primary or secondary school, Marsabit District,
2008

Net attendance ratio* Number of children
Characteristic Male Female Total Male Female Total
Age
6 36.0 17.8 28.1 97 74 171
7 52.7 51.5 52.0 70 89 159
8 74.8 55.9 64.3 76 95 171
9 69.5 63.2 66.7 67 54 120
10 67.0 78.3 72.6 94 93 187
11 72.2 61.3 66.6 52 55 108
12 80.7 70.6 75.8 82 76 158
13 76.9 71.1 73.5 62 87 149
Mother’s education
None 61.6 53.7 57.6 487 509 996
Primary 78.2 82.9 80.5 102 98 200
Secondary + *) *) *) 10 11 21
Non-standard curriculum (@) ™ ™*) 42.3 6 7
Wealth index
Low 54.2 44.6 49.3 395 405 800
Medium 77.4 80.6 78.9 89 82 171
High 92.2 89.3 90.6 115 137 252
Total 64.9 59.1 62.0 600 624 1224
*MICS indicator 55; MDG indicator 6
* The primary school net attendance ratio (NAR) is the percentage of children of primary school age who are
attending primary or secondary school. Children of primary school age (6-13 years) currently attending primary or
secondary school are included in the numerator. All children of primary school age are included in the denominator.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Secondary school net attendance is presented in Table 10.4 (ED.4). The results indicate that about 90
per cent of the children of secondary school age (14-17 years) were not attending secondary school. Majority
of those not attending secondary school are either out of school or attending primary school. Gender
differentials in secondary school attendance are very apparent and in favour of girls (12 per cent for girls
compared with only 9 per cent for boys). It was also observed that children from households with better socio-
economic backgrounds are more likely to be attending secondary school.
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Table 10.4 (ED.4): Secondary school net attendance ratio

Percentage of children of secondary school age (14-17 years) attending secondary school or higher, Marsabit District,

2008

Net attendance ratio* Number of children
Characteristic Male Female Total Male Female Total
Age
14 0.0 5.7 2.6 67 56 123
15 4.7 3.9 4.4 77 50 127
16 15.5 18.0 16.6 75 63 138
17 (17.2) (21.1) 19.0 49 41 91
Mother’s education
None 6.2 13.2 9.0 204 139 343
Primary *) ™ 6.3 21 16 37
Secondary + ™*) ™*) 22.7 3 10 14
Non-standard curriculum ™ ™) 0.0 2 0.0 3
Mother not in HH (18.8) (12.0) 15.1 40 43 83
Wealth index
Low 7.7 1.1 5.0 167 115 282
Medium (2.8) (23.4) 12.7 43 39 82
High (16.6) 26.0 21.2 58 57 116
Total 8.8 12.0 10.2 268 211 479

*MICS indicator 56

* The secondary school net attendance ratio 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.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

The primary school net attendance for children of secondary school age is presented in Table 10.5
(ED.4w). Twenty four per cent of secondary school age children were attending primary school when they
ought to be attending secondary school. A lower proportion of children of secondary school age belonging to
mothers with secondary or higher levels of education were attending primary schools compared with children
belonging to mothers with primary or no education.
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Table 10.5 (ED.4w): Secondary school age children attending primary school
Percentage of children of secondary school age (14-17 years) attending primary school, Marsabit District, 2008
Per cent attending primary school* Number of children
Characteristic Male Female Total Male Female Total
Age
14 44.2 31.4 38.3 67 56 123
15 22.9 35.1 27.7 77 50 127
16 25.8 12.2 19.6 75 63 138
17 (14.3) (15.9) 15.0 49 41 91
Mother’s education
None 26.1 23.7 25.1 204 139 343
Primary ™*) (52.9) 58.7 21 16 37
Secondary + ™*) ™*) 21.6 8 10 14
Non-standard ™*) 100.0 2 100.0 2
curriculum
Mother not in HH 17.6 (6.7) 11.9 40 43 83
Wealth index
Low 25.6 22.6 24.4 167 115 282
Medium (32.9) 35.6 34.2 43 39 82
High 28.7 16.9 22.8 58 57 116
Total 27.4 25.7 23.5 211 268 479
* Children of secondary school age currently attending primary school are included in the numerator. All children of secondary
school age are included in the denominator.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted 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
GPI by selected background characteristics is provided in Table 10.6 (ED.7). The latter provide an erroneous
description of the GPI mainly because in most of the cases, majority of over-aged children attending primary
education tend to be boys. The table shows that gender parity for primary school is close to 0.91, indicating
fewer differences in the attendance of girls to boys in primary school. However, the indicator increases to 1.36
at secondary education - indicating more girls are attending secondary schools compared to boys. The results
also show that the primary school attendance ratio increases with increasing levels of the household wealth
index and educational level of the mother. However, no clear pattern is observed for secondary school net
attendance ratios with respect to the above background characteristics.
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Table 10.6 (ED.7): Education gender parity
Ratio of girls to boys attending primary education and ratio of girls to boys attending secondary education,
Marsabit District, 2008
Primary school net Gender parity Secondary school
attendance ratio (NAR) index for net attendance ratio

primary Gender parity index for
Characteristic Girls Boys school NAR* Girls Boys secondary school NAR*
Sex
Male NA 64.9 NA NA 8.8 NA
Female 59.1 NA NA 12.0 NA NA
Mother's education
None 53.7 61.6 0.87 13.2 6.2 2.12
Primary 82.9 78.2 1.06 0.0 11.1 0.0
Secondary + 100.0 100.0 1.0 17.4 40.9 0.43
Wealth index
Low 44.6 54.2 0.82 1.1 7.7 0.15
Medium 80.6 77.4 1.04 23.4 2.8 8.43
High 89.3 92.2 0.97 26.0 16.6 1.56
Total 59.1 64.9 0.91 12.0 8.8 1.36
*MICS indicator 61; MDG indicator 9
* The gender parity index (GPI) is the ratio of female to male net attendance ratios (primary or secondary). The
primary and secondary net attendance ratios are presented in tables ED.3 and ED.4.
NA: Not applicable

10.3 Adult Literacy

One of the World Fit for Children goals is to assure adult literacy. Adult literacy is also an MDG
indicator, relating to both men and women. In MICS, since only a women’s questionnaire was administered,
the results are based only on females aged 15-24. Literacy was assessed based on a woman’s ability to read a
short simple statement or on school attendance. The status of adult literacy is presented in Table 10.7 (ED.8).
Overall, 38 per cent of women aged 15-24 years are literate in Marsabit district. The proportion literate is
higher among the younger age group 15-19 years (53 per cent) compared to the older age group 20-24 years
(24 per cent). The level of literacy is highest among women in the medium wealth category at 70 per cent, and
is lowest among women from low wealth index households at 20 per cent.

Education 65



Table 10.7 (ED.8): Adult literacy

Percentage of women aged 15-24 years that are literate*, Marsabit District, 2008

Number of women aged

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

None 2.8 0.0 262
Primary 75.8 0.0 166
Secondary + (100.0) (0.0) 40
Non-standard curriculum ™*) ™*) 4
Age

15-19 53.0 0.0 221
20-24 23.8 0.0 252
Wealth index

Low 20.1 0.0 295
Medium 69.8 0.0 68
High 64.2 0.0 110
Total 37.5 0.0 473

*MICS indicator 60; MDG indicator 8
* Percentage of women aged 15-24 years who are able to read a short simple statement about every day life or who attended

secondary or higher education.

** The 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.

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

Figures in parentheses are based on 25-49 unweighted cases.
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11

Child Protection

11.1 Birth Registration

The Convention on the Rights of the Child states that every child has the right to a name and a
nationality and the right to protection from being deprived of his or her identity. Birth registration is a
fundamental means of securing these rights for children. The World Fit for Children 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 (CP.1). The table shows that only 27 per
cent of children under five years had their births registered in Marsabit district. There were no significant
variations in birth registration across sex, or mother’s education categories. The data indicates that there is
higher registration of births of the younger children aged 0-23 months than those aged 24-59 months.
The main reason cited for failure to register births was lack of knowledge that births should be registered
(67 per cent).

Table 11.1 (CP.1): Birth registration

Percentage distribution of children aged 0-59 months by whether birth is registered or reasons for non-registration, Marsabit District, 2008

Number Birth is not registered because:
of Didn’t Late, Doesn't Number of
children know did not know children
Birth is aged Costs Must child want where without
Regis- 0-59 too travel should be  to pay to Don’t birth
Characteristic tered* months  much  too far  registered fine register  Other  know Total registration
Sex
Male 29.2 520 2.0 7.0 64.5 0.4 15.7 10.2 0.3 100.0 327
Female 25.9 571 1.8 5.0 68.7 0.5 17.4 6.6 0.0 100.0 384
Age
0-11 months 30.7 223 1.2 5.5 65.8 0.9 15.2 11.3 0.0 100.0 144
12-23 months 37.3 244 2.1 2.3 75.7 0.0 12.1 7.7 0.0 100.0 139
24-35 months 22.4 213 1.5 6.5 60.1 1.4 20.8 9.7 0.0 100.0 148
36-47 months 25.4 204 0.6 6.8 65.0 0.0 19.2 7.6 0.7 100.0 137
48-59 months 20.1 206 3.9 8.3 67.5 0.0 15.6 4.7 0.0 100.0 144
Mother’s education
None 25.4 862 0.8 3.7 72.9 0.1 17.3 5.0 0.1 100.0 599
Primary 27.9 177 8.4 18.8 34.1 2.6 10.5 25.7 0.0 100.0 102
Secondary + (64.4) Al ) ) ) *) ) *) *) *) 6
Non-standard *) 8 *) *) *) *) *) *) ™) *) 4
curriculum
Wealth index
Low 21.7 818 1.0 5.2 73.1 0.1 16.7 3.6 0.1 100.0 606
Medium 36.2 100 5.3 6.5 37.7 0.0 18.9 31.5 0.0 100.0 57
High 49.5 174 8.7y (@41 (19.9) (5.6) (12.5) (39.2) (0.0) (100.0) 47
Total 27.4 1091 1.9 5.9 66.8 0.5 16.6 8.2 0.1 100.0 711
*MICS indicator 62
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.
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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 is considered to be involved in child labour activities at the moment of the survey if during
the week preceding the survey he/she was involved in:

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

This definition allows differentiation between child labour and child work to identify the type of work
that should be eliminated. As such, the estimate provided here is a minimum of the prevalence of child labour
since some children may be involved in hazardous labour activities, for a number of hours that could be less
than the numbers specified in the criteria explained above. Table 11.2 (CP.2) presents the results of child
labour by the type of work. Percentages do not add up to the total child labour as children may be involved in
more than one type of work. Among children aged 5-14 years, 26 per cent are engaged in child labour, with
more female children (27 per cent) involved than male (24 per cent).
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Table 11.2 (CP.2): Child labour
Percentage of children aged 5-14 years who are involved in child labour activities by type of work, Marsabit
District, 2008
Working outside Household
household chores for Working Total Number of
o Paid Unpaid 28+ hours/ for family child children aged
Characteristic work work week business labour* 5-14 years
Sex
Male 0.4 2.1 7.3 16.7 23.7 747
Female 0.1 2.3 10.1 18.6 27.3 762
Age
5-11 years 0.3 2.2 7.8 18.1 25.5 1079
12-14 years 0.1 2.3 11.0 16.6 25.5 430
School participation
Yes 0.2 2.1 4.8 11.6 16.9 1060
No 0.3 2.4 18.0 31.9 45.8 449
Mother’s education
None 0.3 2.0 9.5 19.3 28.1 1235
Primary 0.0 3.7 4.7 8.9 13.7 233
Secondary + (0.0) (0.0) (4.4) (8.6) (8.6) 33
Non-standard curriculum *) *) *) *) *) 8
Wealth index
Low 0.4 2.8 10.9 22.2 32.2 977
Medium 0.0 0.3 6.9 11.5 18.0 218
High 0.0 1.9 3.1 7.8 10.0 315
Total 0.2 2.2 8.7 17.6 25.5 1509
*MICS indicator 71
* The table is based on the responses to a series of questions in the child labour module which is administered to the
mother/caretaker of each child 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.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Table 11.3 (CP.3) presents the percentage of children classified as student labourers or as labourer
students by selected background characteristics in the District. Student labourers were defined as children who
were attending school and were also involved in child labour activities at the time of the survey. More
specifically, out of the 70 per cent of the children aged 5-14 years attending school, 26 per cent were also
involved in child labour activities. On the other hand, out of the 26 per cent of the children classified as child
labourers, some of them were also attending school (47 per cent). Gender differentials reveal that more girls
were involved in child labour (27 per cent), while boys formed the majority of those attending school (73 per

cent) as well as of child labourers who were also attending school (51 per cent).
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Table 11.3 (CP3): Labourer students and student labourers

Percentage of children aged 5-14 years who are labourer students and student labourers, Marsabit District, 2008

Percentage of Percentage of
child students who  Number
Percentage Percentage Number of labourers Number of are also of
of children  of children children 5-  who are also child involved in students
Characteristic in child attending 14 years attending labourers child aged 5-
labour* school of age school** aged 5-14 labour*** 14
Sex
Male 23.7 73.3 747 51.1 177 16.6 548
Female 27.3 67.3 762 42.8 208 17.4 513
Age
5-11 years 2585 69.5 1079 49.3 275 18.1 750
12-14 years 2585 72.2 430 40.1 110 14.2 311
Mother’s education
None 28.1 65.5 1235 42.2 346 18.1 809
Primary 13.7 91.9 233 (89.7) 32 13.4 214
Secondary + 8.6 94.7 88 ™) 3 9.1 31
Non-standard ™) ™*) 8 ™) 4 ™*) 6
curriculum
Wealth
index
Low 32.2 58.9 977 36.7 314 20.1 515
Medium 18.0 84.9 218 *) 39 18.4 185
High 10.0 95.4 315 *) 32 10.0 300
Total 25.5 70.3 1509 46.6 385 16.9 1060

* 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.

**MICS indicator 72

** Labourer students: Number of children 5-14 years of age invoved 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 invoved in child labour activities
divided by the total number of children 5-14 attending school.
****MICS indicator 73

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

11.3 Child Discipline

As stated in A World Fit for Children, “children must be protected against any acts of violence ...”
and the Millennium Declaration calls for the protection of children against abuse, exploitation and violence. In
Marsabit district, mothers/caretakers of children aged 2-14 years were asked a series of questions on the ways
parents use to discipline their children. Note that for the child discipline module, one child aged 2-14 per
household was selected randomly during fieldwork. Out of these questions, the two indicators used to describe
aspects of child discipline are: 1) the number of children 2-14 years old who experience psychological
aggression as punishment or minor physical punishment or severe physical punishment; and 2) the number of
parents/caretakers of children 2-14 years of age 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). In Marsabit district, 78 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. More importantly, 24 per cent of children were subjected to severe physical punishment.
Additionally, a very high proportion (66 per cent) of mothers/caretakers believed that children should be

70 Child Protection



physically punished. This proportion is close to that of children who were subjected to minor physical

punishment (65 per cent).

Table 11.4 (CP.4): Child discipline
Percentage of children aged 2-14 years according to method of disciplining the child, Marsabit District, 2008
Percentage of children 2-14 years of age who experience: Mother/
Type of punishment caretaker Number of
Only Any believes that the children
non- psychologic  No discipline  child needs to aged
violent Psycho Minor Severe al or or be physically 2-14

Characteristic discipline  -logical  physical physical physical punishment punished years**
Sex
Male 21.9 60.6 65.7 22.5 77.6 0.5 67.1 984
Female 21.9 60.6 64.1 25.7 77.5 0.5 65.1 997
Age
2-4 years 17.7 59.0 71.5 22.6 81.4 0.9 66.7 498
5-9 years 21.9 62.8 68.5 27.1 77.8 0.4 68.4 775
10-14 years 25.0 59.4 56.2 21.9 74.7 0.4 63.2 708
Mother’s education
None 21.5 61.3 64.8 24.6 78 0.5 67.1 1613
Primary 20.7 57.4 67.5 24.2 78.6 0.7 61.2 314
Secondary + 42.2 56.3 47.9 2.5.0 57.8 0.0 57.9 44
Non-standard *) *) *) *) *) *) ™) 11
curriculum
Wealth index
Low 18.3 62.2 68.3 24.8 81.2 0.4 70.9 1337
Medium 20.4 67.1 65.5 19.2 79.6 0.0 60.0 265
High 35.7 50.7 52.4 25.1 63.2 1.1 585! 379
Total 21.9 60.6 64.9 24.1 77.6 0.5 66.1 1981
*MICS indicator 74
** Table is based on children aged 2-14 years randomly selected during fieldwork (one child selected per household, if any
children in the age range) for whom the questions on child discipline were administered.
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

While there were no notable differences with respect to the punishment pattern for male and female
children, an almost equal number of mothers felt the need for punishing boys than girls (67 per cent versus 65
per cent, respectively). Differentials with respect to many of the background variables are relatively small
although a pattern can be observed where the percentages of mothers/caretakers who believe in physical
punishment of children decline with both increasing levels of mother’s education and household wealth index.
It is also of interest to note that the difference between the proportion of children receiving minor and severe

punishment is large (65 per cent versus 24 per cent).
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11.4 Early Marriage

Marriage before the age of 18 is a reality for many young girls. According to UNICEF's worldwide
estimates, over 60 million women aged 20-24 get married before the age of 18. Factors that influence child
marriage rates include: the state of the country's civil registration system, which provides proof of age for
children; the existence of an adequate legislative framework with an accompanying enforcement mechanism
to address cases of child marriage; and the existence of customary or religious laws that condone the practice.
In many parts of the world, parents encourage marriage of their daughters while they are still children in hopes
that the marriage will benefit them both financially and socially. In actual fact, child marriage is a violation of
human rights, compromising the development of girls and often resulting in early pregnancy and social
isolation, with little education and poor vocational training reinforcing the gendered nature of poverty. The
right to ‘free and full' consent to a marriage is recognized in the Universal Declaration of Human Rights - with
the recognition that consent cannot be ‘free and full' when one of the parties involved is not sufficiently mature
to make an informed decision about a life partner. The Convention on the Elimination of all Forms of
Discrimination against Women mentions the right to protection from child marriage in article 16, which
states: "The betrothal and the marriage of a child shall have no legal effect, and all necessary action, including
legislation, shall be taken to specify a minimum age for marriage...” While marriage is not considered directly
in the Convention on the Rights of the Child, child marriage is linked to other rights - such as the right to
express their views freely, the right to protection from all forms of abuse, and the right to be protected from
harmful traditional practices - and is frequently addressed by the Committee on the Rights of the Child. Other
international agreements related to child marriage are the Convention on Consent to Marriage, Minimum Age
for Marriage and Registration of Marriages, 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 and are under pressure to demonstrate fertility, and often carry the responsibility of
raising children while still children themselves. Married girls and child mothers face constrained decision-
making and reduced life choices. Boys are also affected by child marriage but the issue impacts girls much
more. Cohabitation - when a couple lives together as if married - raises the same human rights concerns as
marriage. Where a girl lives with a man and takes on the role of caregiver for him, the assumption is often that
she has become an adult woman, even if she has not yet reached the age of 18. Additional concerns due to the
informality of the relationship - for example, inheritance, citizenship and social recognition - might make girls
in informal unions, vulnerable in different ways than those who are in formally recognized marriages.
Research suggests that many factors interact to increase a child’s risk of marriage. Poverty, protection of girls,
and family honour 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 husband to beat his wife, and are more likely to experience domestic violence themselves.
The age gap between partners is also 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 get married before the age of 18 tend to have more children than those
who get married 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. In
addition evidence suggests that girls who marry at young ages are more likely to marry older men, which puts
them at an increased risk of HIVV/AIDS infection. Parents seek to marry off their girls to protect their honour,
and men often seek younger women as wives as a means to avoid choosing a wife who might already be
infected.

Table 11.5 (CP.5) presents details of early marriage by background characteristics. Results show that
eleven per cent of women aged 15-49 years were married before reaching age 15 and that this percentage was
highest (13 per cent) among women with no education. Among women aged 20-49 years, 42 per cent were
reportedly married before reaching age 18, while 22 per cent of adolescent girls aged 15-19 years, reported
being currently married or in union.
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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, Marsabit District, 2008
Number Number Number
of of of
women women Percentage of women
Percentage aged Percentage aged women 15-19 aged
married before age  15-49  married before age  20-49 married/in 15-19
Characteristic 15* years 18* years union*** years
Age
15-19 4.5 221 NA 0 (22.0) 49
20-24 14.2 252 48.2 252 NA 190
25-29 14.1 151 38.6 151 NA 122
30-34 12.3 130 34.8 130 NA 115
35-39 11.8 114 38.8 114 NA 96
40-45 11.0 107 41.8 107 NA 78
45-49 12.9 88 41.6 88 NA 515
Education
None 13.1 742 43.7 660 42.0 578
Primary 9.0 251 39.8 138 9.8 96
Secondary + 0.0 61 12.5 36 (13.7) 26
Non-standard 0.0 9 31.6 8 0.0 2
curriculum
Wealth
index
Low 13.6 680 44.9 558 29.8 489
Medium 8.6 143 46.5 101 9.2 72
High 6.2 239 28.8 183 14.8 143
Total 11.3 1063 41.6 842 22.0 704
*MICS indicator 67
**MICS indicator 68
***MICS indicator 70
Figures in parentheses are based on 25-49 unweighted cases.

Another component measured was the spousal age difference with the 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. Slightly more than one in
two married (or in union) women aged 15-24 years in Marsabit have a partner who is 10 or more years older
than her; in about 14 per cent of the cases, the partner is less than 5 year older; and 28 per cent have a partner

who is 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, Marsabit District, 2008

Percentage of currently married/in union women whose husband or Number of
partner is: women
currently
Characteristic 5-9 years 10+ years Husband’ s married/ in
0-4 years older older older* age unknown Total union
Age
15-19 (16.3) (33.5) (47.8) (2.3) (100.0) 49
20-24 13.2 26.4 575 2.9 100.0 190
Total 13.8 27.9 55.5 2.8 100.0 239

*MICS indicator 69

11.5 Female Genital Mutilation/Cutting

Female genital mutilation/cutting (FGM/C) is the partial or total removal of the female external
genitalia or other injury to the female genital organs. FGM/C is always traumatic with immediate
complications including excruciating pain, shock, urine retention, ulceration of the genitals and injury to
adjacent tissue. Other complications include septicaemia, infertility, obstructed labour, and even death. The
procedure is generally carried out on girls between the ages of 4 and 14; it is also done to infants, women who
are about to be married and, sometimes, to women who are pregnant with their first child or who have just
given birth. It is often performed by traditional practitioners, including midwives, using scissors, razor blades
or broken glass and without anaesthesia. FGM/C is a fundamental violation of human rights. In the absence of
any perceived medical necessity, it subjects girls and women to health risks and has life-threatening
consequences. Among those rights violated are the right to the highest attainable standard of health and to
bodily integrity. In MICS, a series of questions were asked to determine knowledge of FGM/C, prevalence of
FGMI/C, and details of the type of FGM/C performed. Table 11.7 (CP.7) presents the prevalence of FGM/C
among women; the type and extent of the procedure; as well as the woman’s attitudes towards FGM/C. In the
Marsabit district, virtually all women aged 15-49 years had heard about FGM/C, and 91 per cent had
undergone some form of the practice. No differentials in the level of FGM/C were noticed with respect to the
educational level of the women and wealth index of the households. Among those who had undergone
FGM/C, the proportion who reported an extreme form was very small. It was none-the-less observed that a
higher percentage of women from high wealth index households reported an extreme form compared with
their counterparts from low wealth index households.
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Table 11.7 (CP.7): Female genital mutilation/cutting (FGM/C)

Percentage of women aged 15-49 years who have heard about female genital mutilation/cutting (FGM/C), had any form
of FGM/C, type of FGM/C among those who have had FGM/C, the percentage who have had the extreme form of FGM/C
(infibulation), Marsabit District, 2008

Number _ Percentage of women with FGM/C who:

of Number
Had women Had an of

Heard any aged Had Were Form of extreme  women

about formof  15-49 flesh Were sewn FGM/C not form of with
Characteristic  FGM/C FGM/C*  years  removed nicked closed determined Total FGM/C**  FGM/C
Age
15-19 98.9 78.9 221 97.1 0.0 2.6 0.3 100.0 2.6 174
20-24 100.0 92.8 252 96.8 0.0 3.2 0.0 100.0 3.2 234
25-29 100.0 97.4 151 96.7 0.0 1.3 2.0 100.0 1.3 148
30-34 100.0 92.7 130 98.9 0.0 1.1 0.0 100.0 1.1 121
35-39 100.0 90.4 114 95.4 1.1 2.8 0.7 100.0 2.8 103
40-44 100.0 91.0 107 99.2 0.0 0.8 0.0 100.0 0.8 97
45-49 100.0 98.7 88 95.7 0.0 4.3 0.0 100.0 4.3 87
Education
None 99.7 91.9 742 97.2 0.0 2.2 0.5 100.0 2.2 682
Primary 100.0 86.8 251 96.2 0.5 3.1 0.2 100.0 3.1 218
Secondary + 100.0 92.5 61 ™) *) *) *) *) *) 57
Non-standard ™) ™) 9 ™*) ™) ™) ™) 100.0 ™) 8
curriculum
Wealth index
Low 99.6 90.6 680 98.0 0.2 1.6 0.2 100.0 1.6 616
Medium 100.0 93.5 143 97.1 0.0 2.9 0.0 100.0 2.9 134
High 100.0 89.0 239 94.5 0.0 4.1 1.4 100.0 4.1 213
Total 99.8 90.6 1063 97.1 0.1 2.3 0.4 100.0 2.3 963

*MICS indicator 63

* Women aged 15-49 reporting they had any type of female genital mutilation/cutting. Individual forms of FGM/C include
the removal of flesh from the genital area, the nicking of the flesh of the genital area and sewing closed the genital area.
**MICS indicator 64

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

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

All those who had heard about FGM/C were asked about their attitude towards the practice i.e.
whether it should be continued or not. The results are presented in Table 11.8 (CP.7). Seventy two per cent of
women aged 15-49, who had heard of FGM/C, support the practice to be continued. Only 25 per cent had the
view that the practice should be discontinued. Striking differentials by level of education were observed; 84
per cent of women with no education want the practice to be continued versus 17 per cent among those who
with secondary or higher level of education.
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Table 11.8 (CP.7): Attitude towards Female genital mutilation/cutting (FGM/C)
Percentage distribution of women aged 15-49 years who had heard about FGM/C according to attitudes towards
whether the practice of FGM/C should be continued, Marsabit District, 2008
Percentage distribution of women who believe the practice of Number of
FGM/C should: women
aged 15-49
years who
Be Depends on  Don't have heard
Characteristic Continue***  discontinued situation know Total of FGM/C
Age
15-19 59.6 38.8 1.6 0.0 100.0 218
20-24 74.4 23.4 2.2 0.0 100.0 252
25-29 73.5 23.3 2.8 0.5 100.0 151
30-34 77.3 17.9 4.8 0.0 100.0 130
35-39 69.2 25.7 5.2 0.0 100.0 114
40-44 77.9 17.4 2.3 2.3 100.0 107
45-49 85.7 155 0.8 0.0 100.0 88
Education
None 83.5 13.0 3.1 0.4 100.0 739
Primary 52.4 45.5 2.1 0.0 100.0 251
Secondary + 16.8 82.0 1.1 0.0 100.0 61
Non-standard curriculum ™) ™*) ™) ™) ™*) 9
FGM/C experience
No 34.3 65.7 0.0 0.0 100.0 97
Yes 76.1 20.6 3.0 0.3 100.0 963
Wealth index
Low 84.6 13.0 1.9 0.5 100.0 678
Medium 54.6 41.9 3.5 0.0 100.0 143
High 48.2 47.4 4.4 0.0 100.0 239
Total 72.3 24.7 2.7 0.3 100.0 1061
***MICS indicator 66
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

All women aged 15-49 with at least one daughter were asked whether their daughter had undergone
the practice. Table 11.9 (CP.8) presents the prevalence and extent of FGM/C performed on the respondents’
daughters.

Results indicate that 30 per cent of the respondents reported that their daughter(s) had undergone
FGMI/C. As noted in the case of FGM/C practice among women aged 15-49 years, among daughters too
education is an important determinant in having daughters undergo FGM/C or not. Thirty two per cent of
those with no education reported that their daughters had undergone the practice compared to 21 per cent of
women with primary education.
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Table 11.9 (CP.8): Female genital mutilation/cutting (FGM/C) among daughters

Percentage of women with at least one living daughter who has had female genital mutilation/cutting (FGM/C), and the

percentage by type of FGM/C of the daughters, Marsabit District, 2008

Number of
Percentage of women whose daughters: women aged
Number of Daughter 15-49 years
Daughter women aged had an with at least
had any 15-49 years Were extreme one living
form of with at least Had flesh  Were sewn form of daughter who
Characteristic FGM/C one daughter removed nicked closed Total FGM/C had FGM/C
Age of woman
15-24 0.5 143 ™*) *) *) ™) ™) 1
25-34 8.4 212 ™*) *) *) ™) ™) 18
35-49 60.5 284 98.3 0.7 1.0 100.0 1.0 172
Education
None 32.0 517 98.9 0.0 1.1 100.0 1.1 165
Primary 20.7 96 94.3 5.7 0.0 100.0 0.0 20
Secondary + *) 20 ™*) @) ™* @) ) 1
Non-standard
curriculum @) 6 @) *) *) @) @) 4
Mother's FGM/C experience
Had any
FGM/C 31.2 600 98.5 0.6 0.9 100.0 0.9 187
No FGM/C (7.6) 39 ™*) *) *) ™*) ™*) 8
Wealth index
Low 27.9 440 98.2 0.9 0.8 100.0 0.8 123
Medium 43.2 76 *) *) *) *) *) 33
High 28.3 123 *) *) *) ™*) ™*) 35
Total 29.8 639 98.5 0.6 0.9 100.0 0.9 190

*MICS indicator 65

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.
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11.6 Domestic Violence

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

In Marsabit district, 80 per cent of women aged 15-49 believe that a husband 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. Among the five reasons mentioned above, 76 per cent approve
beating if she neglects children; 69 per cent if she goes out without telling him; 60 per cent if she argues with
him; 57 per cent if she refuses to have sex; and 41 per cent if she burns food. Approval of wife beating for any
of the above reasons drops with increasing levels of women’s education and household wealth index status.

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, Marsabit District, 2008
Percentage of women aged 15-49 years who believe a husband is justified in
beating his wife/partner:
When
When she she When she
goes out neglects  When she refuses When she  For any of Number of
without the argues sex with burns the these women aged
Characteristic telling him children with him him food reasons™ 15-49 years
Age
15-19 55.6 61.1 42.3 39.3 33.4 67.1 221
20-24 70.3 76.9 62.0 59.9 41.6 83.9 252
25-29 71.7 80.4 60.8 61.9 38.9 84.7 151
30-34 755 81.3 68.0 64.5 45.0 85.0 130
35-39 76.8 80.6 64.9 55.6 39.6 83.6 114
40-44 66.1 78.7 67.2 63.1 43.8 81.1 107
45-49 76.5 81.3 66.9 70.7 54.3 84.5 88
Marital/Union status
Currently married 76.2 82.4 68.1 63.7 44.8 86.2 704
/in union
Formerly married 64.9 71.9 56.6 61.0 47.0 74.9 118
/in union
Never married 49.4 57.4 36.7 36.2 26.8 66.1 241
/in union
Education
None 75.8 81.5 69.5 64.6 47.2 85.5 742
Primary 58.6 65.1 40.8 43.4 31.1 70.3 251
Secondary + 35.0 47.1 19.6 21.3 4.5 61.3 61
Non-standard ™) *) *) *) *) *) 9
curriculum
Wealth index
Low 79.1 84.9 72.6 69.0 50.4 89.3 680
Medium 60.2 63.4 39.7 39.9 33.4 69.6 143
High 44.9 56.4 34.9 34.2 18.7 61.6 239
Total 68.9 75.6 59.7 57.2 41.0 80.4 1063
*MICS indicator 100
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
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HIV/AIDS, Sexual Behavior, and
Orphaned and Vulnerable Children 12

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, and abstaining from sex. The results are presented in Table 12.1 (HA.1).

Majority of the interviewed women (93 per cent) have heard of HIV/AIDS. However, the proportion
of women who know of all the three main ways of preventing HIV transmission is only 45 per cent. Eighty
four per cent of women know of having one faithful uninfected sex partner, 52 per cent know about using a
condom every time, and 80 per cent know of abstaining from sex as the main ways of preventing HIV
transmission. Knowledge of at least one way to prevent transmission of HIV among women in the Marsabit
district is high (91 per cent), with approximately one in ten women (9 per cent) reporting lack of knowledge
on of the three ways of preventing transmission. Also the level of knowledge about preventing transmission of
HIV increases with increasing levels of women’s education as well as 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, Marsabit
District, 2008
Percentage who know transmission can
be prevented by:
Having only one
faithful Using a Abstaini Knows Knows Doesn't  Number
Heard of  uninfected sex condom ng from all three at least know of
Characteristic AIDS partner every time sex ways one way any way women
Age
15-19 88.5 76.3 50.6 74.0 44.7 85.3 14.7 221
20-24 90.5 83.7 50.7 78.0 44.1 88.4 11.6 252
25-29 97.8 92.4 52.2 83.0 46.5 96.6 3.4 151
30-34 96.4 91.3 61.4 82.7 51.5 96.4 3.6 130
35-39 93.3 80.6 59.9 83.0 51.7 88.7 11.3 114
40-44 95.6 88.2 48.2 76.6 44.3 93.1 6.9 107
45-49 94.2 77.6 37.8 88.4 31.1 92.6 7.4 88
Education
None 90 79.9 47.5 77.3 40.6 87.3 12.7 742
Primary 99.3 93.7 59.3 84.5 53.8 98.3 1.7 251
Secondary + 100.0 95.1 68.7 87.2 63.8 100.0 0.0 61
Non-standard *) *) ) *) *) *) ) 9
curriculum
Wealth index
Low 89.2 78.5 45.2 76.7 38.1 86.0 14.0 680
Medium 99.5 91.3 58.3 85.1 53.4 99.5 0.5 143
High 99.1 95.1 66.9 85.3 60.5 98.8 1.2 239
Total 92.9 84.0 51.9 79.7 45.2 90.7 9.3 1063
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Table 12.2 (HA.2) presents the percentage of women who could correctly identify misconceptions
concerning HIV. The indicator is based on the two most common and relevant misconceptions: that HIV can
be transmitted by supernatural means; and 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, 41 per cent rejected the two most common misconceptions and know
that a healthy-looking person can be infected. Seventy-nine per cent know that HIV cannot be transmitted by
supernatural means and sixty two per cent know that it cannot be transmitted by sharing food; while 73 per
cent know that a healthy-looking person can be infected. From the results, it is evident that a higher proportion
of educated women have correct knowledge about HIV/AIDS compared with their non-educated or primary
level educated counterparts.
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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, Marsabit District, 2008
Percentage who know that: Percentage who know that:
HIV cannot be transmitted Reject two most Option 3:
by: A healthy common HIV cannot  Option 4: HIV
looking misconceptions and be can be

Option 1: Option 2: person know a healthy- transmitted transmitted Number

Supernatu Mosquito can be looking person can by sharing by sharing of
Characteristic ral means bites infected be infected food needles women
Age
15-19 78.9 63.2 73.5 53.2 69.6 84.4 221
20-24 76.6 43.8 67.9 34.3 55.7 83.8 252
25-29 80.4 52.6 82.9 42.0 64.5 94.5 151
30-34 82.4 42.5 67.4 30.6 65.8 90.4 130
35-39 80.4 50.1 76.9 42.9 59.1 87.6 114
40-44 84.5 51.6 72.1 41.5 61.3 88.1 107
45-49 68.1 45.1 73.3 37.3 50.0 89.2 88
Education
None 72.7 42.8 65.4 S5 il 83.0 742
Primary 91.0 65.1 89.6 58.9 81.3 97.7 251
Secondary + 100.0 84.1 95.0 79.1 97.8 98.9 61
Non-standard
curriculum *) *) *) *) *) *) 9
Wealth
index
Low 72.5 39.0 63.6 28.1 49.9 81.4 680
Medium 88.0 64.1 89.6 7.3 70.3 98.2 143
High 91.4 74.9 89.5 66.7 89.5 98.5 239
Total 78.8 50.5 72.9 40.8 61.5 87.5 1063

Table 12.3 (HA.3) summarizes information from Tables 12.1 (HA.1) and 12.2 (HA.2) and presents
the percentage of women who know 2 ways of preventing HIV transmission and rejected the three common

misconceptions.

Comprehensive knowledge of HIV prevention methods and transmission is still fairly low. Overall, 23
per cent of women aged 15-49 years in Marsabit district have comprehensive knowledge about HIV/AIDS.
The percentage of women with comprehensive knowledge increases with increasing levels of education of
women and also by improving levels of the household wealth index (see also Figure 12.1).
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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, Marsabit
District, 2008

Have comprehensive

Know 2 ways Correctly identify 3 knowledge (identify 2 Number

to prevent HIV  misconceptions about prevention methods and 3 of
Characteristic transmission HIV transmission misconceptions)* women
Age
15-19 454 53.2 26.6 221
20-24 49.2 34.3 21.3 252
15-24 47.4 43.1 23.7 473
25-29 50.5 42.0 25.8 151
30-34 57.9 30.6 22.0 131
35-39 53.7 42.9 23.0 114
40-44 46.4 41.5 20.6 107
45-49 33.0 37.3 15.7 88
Education
None 44.5 31.5 17.8 742
Primary 56.4 58.9 32.0 251
Secondary + 63.8 79.1 46.8 61
Non-standard curriculum ™*) ™*) ™*) 9
Wealth index
Low 42.0 28.1 13.4 680
Medium 54.2 SIS 28.3 143
High 63.7 66.7 46.1 239
Total 48.5 40.8 22.8 1063

*MICS indicator 82; MDG indicator 19b
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Figure 12.1: Percent of Women who have comprehensive
Knowledge of HIV/AIDS Transmission
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Knowledge of mother-to-child transmission is also an important step towards seeking HIV/AIDS
testing among pregnant women. Women should know that HIV can be transmitted during pregnancy, delivery,
and through breastfeeding. The level of knowledge among women aged 15-49 years concerning mother-to-
child transmission is presented in Table 12.4 (HA).

Overall, 86 per cent of women knew that HIV can be transmitted from mother to child, while 54 per
cent know all three ways of mother-to-child transmission. Differentials in correct knowledge regarding
mother-to-child transmission of HIV were noted by level of education and household wealth index. While 65
per cent of women with secondary or higher level of education know all three ways of mother to child
transmission, only 52 per cent of their counterparts with no education have this knowledge. On the other
hand, women from medium wealth index households have the highest percentage (61 per cent) respondents
who know all three ways of mother-to-child transmission.

Table 12.4 (HA.4): Knowledge of mother-to-child HIV transmission
Percentage of women aged 15-49 years who correctly identify means of HIV transmission from mother to child,
Marsabit District, 2008

Know HIV/

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

transmitted know any  Number

from mother During At Through All three specific of
Characteristic to child pregnancy  delivery breast milk ways* way women
Age
15-19 81.3 64.1 66.1 70.5 48.6 7.2 221
20-24 80.4 62.9 64.0 68.6 48.1 9.6 252
25-29 89.6 76.5 77.7 79.8 65.3 8.2 151
30-34 90.0 73.9 75.7 84.2 61.9 6.3 130
35-39 90.3 68.8 73.6 85.4 55.0 2.9 114
40-44 91.0 79.8 75.1 71.2 52.3 4.6 107
45-49 88.0 74.6 70.7 70.0 48.6 6.2 88
Education
None 81.4 67.3 65.8 715 51.8 8.6 742
Primary 95.7 75.4 77.9 81.5 5515 3.6 251
Secondary + 98.3 74.2 96.1 85.6 65.1 1.7 61
Non-standard *) ™) ™) ™) *) ™) 9
curriculum
Wealth index
Low 80.1 67.3 64.3 69.7 50.8 9.1 680
Medium 97.8 81.0 84.8 78.4 61.0 1.7 143
High 95.0 69.9 79.7 86.7 56.8 4.1 239
Total 85.8 69.7 70.5 74.7 53.5 7.0 1063
*MICS indicator 89
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

Indicators on attitudes toward people living with HIV/AIDS measure stigma and discrimination in the
community. Stigma and discrimination are low if respondents report an accepting attitude on the following
four questions: 1) would care for family member who is sick with AIDS; 2) would buy fresh vegetables from
a vendor who is HIV positive; 3) think that a female teacher who is HIV positive should be allowed to teach in
school; and 4) would not want to keep HIV status of a family member a secret.
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Among those who had heard about HIV/AIDS, twenty one per cent of the women reported that they
would not care for a family member who is sick with HIVV/AIDS and 63 per cent reported that if a family
member is sick with HIV/AIDS, they would like to keep it a secret. Another 42 per cent believed that a
teacher should not be allowed to work if he/she has HIV/AIDS, while 53 per cent would not buy food from a
person who has HIV/AIDS. Overall, 87 per cent agreed with at least one of the discriminatory statements
mentioned above and 13 per cent agreed with none of the discriminatory statements. Except for the statement
on keeping HIV status a secret, the proportion expressing support for the discriminatory statements declined
with increasing levels of woman’s education and household wealth index.

Table 12.5 (HA.5): Attitudes toward people living with HIV/ZAIDS
Percentage of women aged 15-49 years who have heard of AIDS who express a discriminatory attitude towards people
living with HIV/AIDS, Marsabit District, 2008
Percentage of women who:
Would not If a family
care for a member Believe that Would not Agree with
family had HIV a teacher buy food at least Agree with Number of

member would with HIV from a one none of the women

who was want to should not person discrimi- discrimi- who have

sick with keep it a be allowed with natory natory heard of
Characteristic AIDS secret to work HIV/AIDS  statement statements* AIDS
Age
15-19 14.0 66.4 40.6 42.7 85.3 14.7 195
20-24 25.6 60.5 40.5 57.1 88.7 11.3 227
25-29 15.5 70.5 46.0 47.0 85.5 14.5 148
30-34 25.6 59.3 48.5 56.4 87.2 12.8 126
35-39 25.8 538 37.3 53.2 83.5 16.5 106
40-44 17.7 61.2 39.7 57.9 85.5 14.5 102
45-49 25.3 73.0 44.2 59.8 91.9 8.1 83
Education
None 26.3 62.1 47.4 59.3 90.2 9.8 668
Primary 11.0 66.9 36.6 43.2 81.8 18.2 249
Secondary + 1.1 58.6 10.3 18.7 67.0 33 61
Non-standard ) *) *) *) ) ) 9
curriculum
Wealth index
Low 27.3 61.0 51.9 61.9 91.7 8.3 607
Medium 13.0 73.9 41.3 49.1 83.8 16.2 143
High 9.5 62.9 18.0 30.6 75.8 24.2 237
Total 20.9 63.3 42.3 52.5 86.7 13.3 987
*MICS indicator 86
Note: This table is based on women who had heard of AIDS.
An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

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

Half of the women in Marsabit district know where to be tested, while 27 per cent have actually been tested.
Among those tested, many (89 per cent) have received the results. Differentials by level of education and
wealth index show that the knowledge about various aspects related to HIV testing increases with increasing
levels of education and household wealth index.
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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, Marsabit District, 2008

If tested, have Number of women

Know a place Have been Number of been told who have been
Characteristic to get tested* tested** women result tested for HIV
Age
15-19 49.6 9.2 221 *) 20
20-24 48.0 35.5 252 87.5 89
25-29 58.9 42.3 151 90.2 64
30-34 46.5 30.4 130 (94.3) 40
35-39 52.5 36.2 114 (87.4) 41
40-44 48.4 22.2 107 ™*) 24
45-49 47.0 11.3 88 *) 10
Education
None 38.9 24.4 742 85.6 181
Primary 72.0 33.5 251 92.5 84
Secondary + 92.7 36.6 61 ™*) 22
Wealth index
Low 34.9 17.5 680 77.0 119
Medium 70.2 25.9 143 (96.2) 37
High 81.5 55.1 239 97.4 132
Total 50.1 27.1 1063 88.8 288

*MICS indicator 87
* Women who know of a place to get tested for HIV include those women who have already been tested,
including those tested during antenatal care.

**MICS indicator 88

** \Women who have been tested for HIV 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.

NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

Among women who gave birth within the two years preceding the survey, the percentage who
received counselling and HIV testing during antenatal care is presented in Table 12.7 (HA.7).

Seventy six per cent of mothers in the district received antenatal care from a health professional during their
last pregnancy, while 46 per cent were provided with information about HIV prevention. Thirty eight per cent
were tested for HIV during antenatal care visits, and out of these, 31 per cent received results for the test.
Differentials by level of education and wealth index are observed in favour of more testing among the well
educated and those from wealthier 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 during their antenatal care, Marsabit District, 2008
Percentage of women who: Number of
Received women who
antenatal care Were provided Were Received gave birth in
from a health care  information about HIV ~ tested for results of the 2 years
professional for prevention during ANC HIV at HIV test at preceding the
Characteristic last pregnancy visit* ANC visit ANC visit** survey
Age
15-19 *) *) *) *) 21
20-24 77.0 42.9 34.2 28.5 144
25-29 79.6 47.8 44.1 37.3 83
30-34 73.0 41.5 32.2 30.7 73
35-49 77.5 51.1 40.9 30.3 78
Education
None 72.3 38.5 31.7 25.2 314
Primary 88.8 73.0 59.3 52.1 70
Secondary + ™*) ™*) ™*) ™*) 12
Non-standard ™) ™*) ™*) ™) 3
curriculum
Wealth index
Low 69.1 34.2 24.4 17.2 296
Medium (95.0) (71.6) (69.3) (65.4) 36
High 97.9 84.4 81.0 76.8 66
Total 76.2 45.9 37.8 31.4 398
*MICS indicator 90
**MICS indicator 91
NOTE: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.
Figures in parentheses are based on 25-49 unweighted cases.

12.2 Orphans and Vulnerable Children

As the HIV epidemic progresses, more and more children are becoming orphaned and vulnerable
because of AIDS. Children who are orphaned or 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 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 18-59) in the household either died (after being chronically ill) or was
chronically ill in the year prior to the survey. The frequency of children living with neither parent, mother
only, and father only is presented in Table 12.8 (HA.10).

Sixty per cent of children aged 0-17 years in Marsabit district live with both parents and 10 per cent
are not living with a biological parent. More than one out of five children (19per cent) are living with only
their mother though the father is alive.

86 HIV/AIDS, Sexual Behavior, and Orphaned and Vulnerable Children



‘Bunsi| pjoyssnoy syl Ul pajessawinua sieak ,T-0 pabe ualpjiyd si 3|gel iyl ul Joyeuiwousp syl
‘peap aie siuased [2o160j0Ig Y10g J0 SUO WOYM J0J UBIP[IYD sy

G/ J07e21PUl SO N

‘peap aJe syualed ayl asneoaaq J0 alaymas|a aAll suaded syl asneoaq Jayue uated [eoifojoig auo 1ses| 1e Yum BuiAlj 10U 818 oYM UBIP|IYD.

8/ J01e2IPUI SOI N

09/¢ G'ET T0T 0°00T €0 80 0T 96 G'8T €T @ /L 80 80 L°6S |e1ol
(0)72°] S°0T 88T 0°00T 00 60 90 (O ¢9T 6T [IyAL TE LT G°09 ybiH
8G¢E L'ST 2’9 0°00T L0 4@ 90 8°¢CT A4 T0 79 00 00 2'¢S wnipsiy
298T 6°ET €8 0°00T €0 9'0 TT 6°0T 6°LT €T 09 €0 80 6°09 MO
Xapul y1/es\
9G¢ 6°G¢ 6°8T 0°00T 90 L'T €¢ ¢'9T oVt 8¢ 80T 0¢ €@ 7o sieak /T-GT
GclL L°8T 7'ET 0°00T S0 €T 90 V'ET SVT 6T L6 TT L0 6°GS sieak $T-0T
8. G¢T T0T 0°00T ¢0 60 €1 8'8 76T L0 1A 0T TT €65 sieak 6-G
768 0'S 6°'€ 0°00T 00 T0 7°0 9'v 9'¢¢c ¢0 9°¢€ 00 T0 7°89 sieak -0
aby
G8ET 8'¢T L'TT 0°00T ¢0 90 0T G'6 06T TT 'S 80 80 0'8S olewa
GLET TVT g8 0°00T €0 TT 60 L6 G'8T 7'l ¢'L 80 60 7’19 I
XoS
USIPIIUD  xxPBOP  -JUaIed [B10L  oulWIalep  pesp anIe pesp  oAle pesp on[e  oAle oM SjuerRd g sioe ey
10 swuased  [eaiBojoiq 01 18YI0N  JayIoN Jayleq  Jayred ae aJje  Jaylow Jsyre)  u1oq o
JsquinN  yioq ' ynm a|qissodwl] ylog  ylog Auo  Auo yam
o Elig Buin Kjuo 1eyre} Kjuo J1syiow Juased Jauau Yum BUIAM] Buin
10N yum BuIAI yum BuIAI

800z ‘1013sId Ageste|y ‘sueydio ate oym uaip|iyd Jo abeiusaiad pue jusred eaibojolqg

B Yum BuiAll 10U spjoyasnoy ui sieak 2 T-0 pabe ualip|iyd jo abejusdtad ‘syuswabuelre Bulal 01 Buiplodde sieak 2 T-0 pabe ualp|iyd Jo uonnguasip abelusdiad

pooyueyduio pue sjuswabuedre BUlAal] s,ualpiyd (0T 'VYH) 82T algel

87

HIV/AIDS, Sexual Behavior, and Orphaned and Vulnerable Children



Table 12.9 (HA.11) shows the percentage of orphaned and vulnerable children aged 0-17 years.
Overall, the proportion of children living in a household where the parent is chronically ill or where an adult
death had occurred is minimal. About one out of seven (14 per cent) children aged 0-17 have one or both of
their parents dead. The proportion of children with one or both parents dead increases with age, for example
five per cent of the children aged 0-4 years have one or both their parents dead compared with 26 per cent
among children age 15-17 years.

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

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

Number of

Adult Chronically One or both  Orphans and children

Characteristic Chronically  death in ill adult in ~ Vulnerable parents vulnerable aged 0-17
ill parent  household household  children* dead** children years

Sex
Male 0.7 0.4 2.4 3.2 14.1 16.5 1375
Female 0.2 0.1 3.6 3.8 12.8 16.0 1385
Age
0-4 years 0.2 0.2 2.3 2.8 5.0 7.6 894
5-9 years 0.7 0.3 2.7 3.4 12.5 15.5 784
10-14 years 0.0 0.3 3.4 3.4 18.7 20.7 725
15-17 years 1.2 0.0 4.5 5.5 25.9 30.5 356
Wealth index
Low 0.7 0.0 3.1 3.7 13.9 16.9 1862
Medium 0.0 L5 3.5 3.7 15.7 18.1 358
High 0.0 0.2 2.4 2.6 10.5 12.9 540
Total 0.5 0.2 3.0 3.5 13.5 16.3 2760

*MICS indicator 76
**MICS indicator 75

The columns of the table are produced as follows:

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

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

3) Any adult in the household has been sick for 3 of the 12 months preceding the survey

4) A vulnerable child is defined as a child who lives in a household where any of the preceding 3 conditions is true.
5) A child is an orphan if one or both of his/her biological parents is dead

6) Orphaned or vulnerable children are those defined in columns 4 or 5.

7) Total number of children aged 0-17 years as enumerated in the household listing.

An orphan is a child aged 0-17 years who has lost one or both parents

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 10-14 for children who have lost both
parents (double orphans) versus children whose parents are alive (and who live with at least one of these
parents). If children whose parents have died do not have the same access to school as their peers, then
families and schools are not ensuring that these children’s rights are being met.

Information on school attendance of orphaned and vulnerable children in Marsabit district by
background characteristics is depicted in Table 12.10 (HA.12). Sixty five per cent of children whose mother
and father had died were currently attending school. School attendance was at 72 per cent among children
aged 10-14 who had not lost a parent and who lived with at least one parent. This suggests that orphans in
Marsabit district are not so disadvantaged compared to the non-orphaned children in terms of school
attendance.
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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 make sure that families are supported to
care for these children. The level and types of support provided to households caring for orphaned and vulnerable
children due to AIDS is presented in Table 12.11 (HA.13). Sixty four per cent of the orphaned or vulnerable
children aged 0-17 years had not received any support while 33 per cent received educational support. Overall,
36 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, Marsabit District, 2008

Percentage of orphans and vulnerable children whose households received: Number of
Social/ children
Medical Emotional and material Educational aged 0-17
support psychosocial support (in  support (in Any All types No years
(inlast 12  support (in last last 3 last 12 support of support  orphaned or
Characteristics months) 3 months months) months) * support at all vulnerable
Sex
Male 2.8 0.5 0.5 34.7 36.5 0.5 63.5 227
Female 3.8 1.5 1.1 30.2 35.0 0.0 65.0 222
Age
0-4 years 9.3 3.5 2.8 0.0 12.4 1.5 87.6 68
5-9 years 0.4 0.5 0.7 22.0 22.7 0.0 77.3 122
10-14 years 5.0 0.4 0.6 47.6 50.7 0.0 49.3 150
15-17 years 0.4 0.6 0.0 43.7 44.3 0.0 55.7 109
Wealth index
Low 4.5 0.3 11 25.2 29.0 0.3 71.0 315
Medium 1.1 0.0 0.0 61.0 62.1 0.0 37.9 65
High 0.0 4.8 0.0 39.0 41.9 0.0 58.1 70
Total 8.3 1.0 0.8 325 35.8 0.2 64.2 449

*MICS indicator 81

Orphaned and vulnerable children due to AIDS (OVC) includes children whose mother or father have died (regardless of cause), who live in a
household with a chronically ill adult, whose parents are chronically ill, or who live in a household where an adult who was chronically ill has
died in the past year.
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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 Marsabit 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 Marsabit MICS was calculated as 1,200 households. For the
calculation of the sample size, the key indicator used was the immunization coverage among children
age 12-23 months. The following formula was used to estimate the required sample size for these
indicators:

[4(n)1-n)(®(11)]
[ (0.12r)° (p) (nw) ]

Where

nis the required sample size, expressed as number of households

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

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

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

response

fis the shortened symbol for deff (design effect)

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

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

e  nyis the average household size.

For the calculation, r (the immunization coverage) was assumed to be 65 percent. The value
of deff (design effect) was taken as 1.3 based on estimates from previous surveys, p (percentage of
children aged 12-23 months in the total population) was taken as 3.2 percent, and n, (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 Marsabit, 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 EA88 and
segmentation was allowed for larger EAs with more than 200 households.

Selection of Households

Lists of households were prepared by the listing teams in the field for each enumeration area.
The households were grouped into two stratums based on whether the household has a child below 3
years or not. The households were then sequentially numbered from 1 to n; and n,, where ny is the
total number of households in stratum-1 (i.e., with a child below 3 years) and n; is the total number of
households in stratum-2 (i.e., with out a child below 3 years) (n; + n is the total number of
households in each enumeration area) at the District Statistical Office, where selection of 16
households from stratum-1 and 8 households from straum-2 were carried out using systematic
selection procedures using a random start.

Calculation of Sample Weights

The Marsabit 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 X zai X5 X haji

Where,

Zd = fotal population of the district “‘d’,

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

zdi = pumber of households in the ith cluster of district ‘d’,

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

Supervisor
Anthony Mutua

Enumerators
Adan Bashir
Hussein Abdikadir
Yatani Jarso
Musa Abdikadir
Ali Diga

Data Collection Co-ordinator
Mr. Andrew Imbwaga

Supervisors
Hassan Daud
Molu Sora Adan

Field Editors
Muigai Gachanja
Charles Ogindo

Research Assistants
Kame Isaac Golo
Adan Guyo
Abudho Koyowa
Forole Paul Kagani
Halima Selesa
Elizabeth Ndalu
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Appendix C: Estimates of Sampling Errors

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

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

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

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

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

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

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

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

Table DQ.2: Age distribution of eligible and interviewed women,
Marsabit District

Household
population of
women age
10-54 Interviewed women age 15-49 4
Percentage of
eligible women
Number Number Percent interviewed
Age 10-14 368
15-19 257 207 20.4 80.5
20-24 267 243 24.0 90.8
25-29 151 145 14.3 96.2
30-34 132 127 12.5 95.9
35-39 118 108 10.7 91.7
40-44 103 99 9.8 96.6
45-49 86 84 8.3 98.0
50-54 106
15-49 1113 1012 100.0 91.0
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Appendix F: Questionnaires

aBIMICS

unicef €

FORM-A: HOUSEHOLD

\}
)

ENGLISH

| H1. Identification
&

Guestion

(To be flled-in afier completing Section H.2)

HH-A | Province Name & Code B
HH-B | District Mame & Code D :
HH1 Chester Mame & Mumber HH-  Sirabum :
DD [Child = 3 = f/0iher = 2] -]

HHZ HH Mo [ E B
HH3 Interviewers Mame & Mo - E :
HH: | Superasor Mame & Mo, : E :
HHS CravyiMonh’y ear of Inberview D D /D D = :
/000

HHE Urban'Rural [Urban=1, Rural=Z) 3]
HHT Mame of the Head of the HH —

HHE to HH14 e filed-in after all questions for the HH have been compieted

Fesult of HH inledvsey

HHa Compleled 1
Bt ab home il
Refused ... . . —
HH nat found'desiroyed 4
Oither (specify b8
HHa Respandent ta HH Form D D
Mame Line Ko
HH10 | Tols Mo of HH membara ED
HH11 | No. of women 15-40 ebgible HH12 | No, of women 15-49 foms i
:l ] cesapleled | 1L
HH13 | Mo of childen < & eligible HH14 | Mo. ol childsen < 5 foims i
coamepeded L 1L
HH16 | Editor. Mame and Code E [ D HH1T | Data Entry; Kame and Code I
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Imiroduction’'Consent

HELLO. MY NAME IS (.......) AND I A0 WORKDG WITH THE KENYA NATIONAL BUREAL OF
STATISTICS (KNBS), NAIROBI WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WOMEN, WITH UNICEF SUPPORT.
I WOULD LIKE TO TALR TO YOU ABOUT THES, THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAT STRICTLY CONFIDENTIAL AND EVENTUALLY RE
ANONYMOUS. DURING THIS TIME [ WOULD LIKE TO SPEAK WITH THE HOUSEHOLD HEAD AND
MOTHER OB, OTHERS WHO TAKE CARE OF CHILDREN [N THE HOUSEHOLD:,

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

MAY I START THE INTERVIEW NOW
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H.4: Water & Sanitation Ws
# - Question Options Skip
WST | WWHAT 25 THE MAIN SOURCE OF DRIMKING WATER FOR Pipssl waser
MEMBERS OF YOUR HOUSEROLD? Piped into dweBing ... S | | 11=2W35
Piped knto yard of plod ..o —12 | 12owss
Pulic 10p s Ea i s cssins e sir e =13 |5
Pipe water from neighbows howse. ... 14
Tubsrweallorehole with hamd pamp ... -
Tubewellborehols with powesed pomp ......_23
ITha wrsdl
Protescted well ... e -1 |
LAprotaciad Wall ...o.o..rvverreeeresrseeeennens 12 1381
Waibest froam &paing =Wad
Protected spring.. ... .. . Jd1
LT TS ET T T - A3
Rabmweater collection ..o 51
Tamkestmick AL A R T -
Cart with small tankidrm ... 71
Surtace water jriver, stream, dam,
lake, pesnel, canal, rigation chanmel) ... 81 |~
Baotied walar a1
Oaher [£pecity o6 | SESWS3
WSZ | WWHAT 15 THE MAIN SOURCE OF WATER USED BY YOUR | Pioed water
HOUSEHOLD FOR OTHER PURPOSES SUCH AS COOKING pw T T — 11 1= WES
AND HANDWASHING? Piped into yard of plot....——.oo——.. 12 | 122WSS
Public tap/sandppa s 13
Pips wiaber from nesghbour’s house .. 14
Tubsrasilborphole with hand-pump ] |
Tiksransilborohole wilh powaied purg 22
Dug well
Frolecied well Y |
Unprolecledwel ... ... ... a2
e Ireen spong
Prolecied spring 41
Wnproleciedsping ... .. ... a2
Raimwater colechon . L |
Taries-ruck , . ] I i L]
Caarl with sneadl Eaeloidne PR |
Surface waber (iver. stroam, -|hm
lake, pond, camnal, smgation chanrad) . -]
Cifver (apecity )
RS | HOW LDHMNG DOES IT TAKE TO GO THERE, GET WATER
AND COME BACKT
Mo, of minubes..........
ICode 000 for aver 15+ hours] Water on premises ..o 95 | G9S=WS4A
Dion't know ) 2 088
W | WO usuALLY GOES TO THIS SOURCE TO FETCH THE Adult woman ¢151 ?'EEIG!I A
WATER FOR YOUR HH? Acult man (15+ years) ... B
. Female child {under 15} ... o
Probe: i3 THIS PERSON UNDER AGE 157 WHAT SEXT
e Male child funder 15) . S
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H.4: Water & Sanitation Wws
L Question Optlons Skip
WS4A| WHAT 3 THE MAIN TYPE OF CONTAINER LISED FOR Jemy can/Marmow neck container with d 1
STORNG DRINKING WATER IN THIS HOUSEROLD? J.m can/Magnos neck container
Qpen contaner with b ..., i)
Open container without d ... ... 4
Otihers (specify
WE4B| DURIMG THE LAST 12 MONTHS, DOES THIS HOUSEHOLD | Yes i1
RECENVE ANY CANS/CONTANER THROUGH FREE T .
DISTRIBUTIONT RO A i it s St s B
WSS | D ¥OU TREAT ¥OLR WATER N ANY WAY TO MAKE iT )| - TR N Y T SIS E TR SRR L |
SAFER TO DRINKT? No 2| 2WST
Don't kngw 8| BWET
WSE | WHAT OO YOU USUALLY DO TO THE WATER TO MAXE T | Bail &
SAFER TO DRINK? Add bleachichioning, ... ....covvvinrerenn B
Stram it throughachth....... .. .. C
ANVTHING EL3ET Use water filter (ceramic, sand,
Record A COMPOSHE, BIC.]. .. . e ccvermrmins ormrrrmsas 1
e e Salar ds-mlecion.........o.cocviiicii i B
Let it stand and selfle F
Other {specify )X
Do kricew i
WST | WHAT KIND OF TOILET FACILITY DO MEMBERS OF YOUR | Flush / pour flush
HOUSERDLD USUALLY USE? Flrsh to piped sewer system N b |
Fieshtoseptickank . ... 12
H “fush” or “pour flush™: Fluesh to pit (latine) 13
WHERE DOES IT FLUSH 707 Flush to somewhere else. .14
Flesh to unkngwm placenot surefDR
[Ask for permission & cbserve the facility] il b T L R 15
Pit latrine
Ventlaled improved Pd lalnne |
il latrine with slab | p £
Pit latrine without slabjopen pit.._._.____. 23
it latrine with slab & cover e Fe
Fit latrerve with slab & foot rest 25
Pit latrime with slab, cover & foot rest........ 26
Composting todet 3
Bucket Sk S pan il Lo Y
Hanging toilethanging latrine 51
Mo facilities or bush or field................. - 95 | 5= W11
Other {specify) 96
WS3 | DO YOU SHARE THIS FACILITY WITH OTHER HHS? | [ - O N T LS M |
| - N wa | 2% WSI0
WSS | How MaNy HHS B TOTAL USE THIS TOILET FACILITY?
No. of HHs (if less than 10) ... ...
Ten or more HHs, . e = 10
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H.4: Water & Sanitation wWs
& Question Options Skip
WS10| DO YOU HAVE A HAND-WASHING FACILITY OUTSIDE THE | Seen the facility filled with water 1
TOLET? Seen the facility but no water 2
Mol seen : |
[N Tor parmiision B Oheaiv the Inci Mofaciity .4
WS11| How DO MEMBERS OF YOUR HOUSEROLD MAINLY GET | Dumped in streetiempty plot ... 01
FADH OF THE QARBAGE [RUBBISH]Y Garbage burnl 02
Thircrm in pa__... 04
Composted..___.____._... ... 08
Community disposal point 0g
Regular collection by government 07
Infrequent collection by governmen 08
Pays for private collection ... .. 08
Cither (specey a6
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HC

H.5: Household Characteristics

Question

Optisns

HC1.A

WHAT i THE RELIGION OF THE HEAD OF THIE HH?

Ciher Chnistian

Oihers (spetify)

HC1.8

WWHAT 15 THE MOTHER TORGUEMNATTVE LARGUAGE GF THE HEAD
OF THIS HOUSEROLDY

Kiswahill ...
Ermnbu
Kalenjin .

EESRFEREBZ vowma

-
-a £

a0

HC2

HOwW babY ROOMS W THIS HH ARE USED FOR
SLEEPING?

HC3

Observe and record:

Main matenal of the dwelling floor:

BReEgY

HC4

Observe and record:

Mam matenal of the roof:

Rustic ma
Falmibamboo. ...

Vot plares LT

Coerammic liles

Omer (specity

—r

FEBEEHEY

PR
[T X

R

116
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H.5: Household Characteristics HC
# Questisn Options Skip
HLE | Observe and record: Matural walls
Main material of the walls: Canc/palmyirungs 12
Fudimentany walls
Bambod wiih mud 21
Stonewithmd . 12
Piywood ; 4
o 1 O .
Emishes) vl
Cement .o ]
Stone wilth Emefcemenl a2
Covered adobe 35
Wood planks/shingles __.._.__._..__._..3%
Ciher (spedify .-
HCE | WHAT TYPE OF FUEL DDES YOUR HH MANLY USE FOR | Elsctricity o1 01 = HCA
COOKINGT Liquid Propans Gas (LPG)..........c.coooo.e. 02 |D02=HCA
[T - 03 | 03= HCB
Blogas 4 | D= HCE
Coal / Lignfte . .06
Charcoa o7
Wood . i
Strawishbe/grass. [
Al gung i
Agricufural crop residue 11
Other (Spectly 9
HCT | IMTHIS HH, 15 FOOD COOMED OW AN OPEN FIRE, AN Open fire 1
GFEN STOVE GR A CLOSED STOVE ] Open siove 2
Closed stove 3 d= HCH
Frobe f
Yo Yo Other (specify Joob | 6= HCE
HCTA | DioEs THE FIREISTOVE HAVE A CHIMNEY OR A HOODY YEE .
Mo.. e
HCH | |5 THE COOKING USUALLY DONE N THE HOUSE, IN A In the house 1
DOoRST
T QUL OOV In @ separate busding 1
Other (speciy |
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H.5: Household Characteristics

# Question Options

HC® | DOES YOUR HOUSEHOLD HAVE Yes
-I’I- E.LB:'TW . 1
BRADRO? 1
C. TELEVSIONT 1
0. MOBILE TELEPMONE ..o oo :
F. REFRIGERATCR? |
H. INTERHET COMMECTIONT . 1

SRR RN SR RN TR R TR SR

HC10 | DoES ANy MEMBER OF YOuUR HH OWww

B BICYCLE? 1 2
G MoTORCYELE OR SCOOTERY .o 1

¥
D, Ang armaal, DRaw CART? . 1 2

E ACARORTRUICKT i 1 2
F. A BOAT WITH A BOTORT ..o, 1 2

HC11 | DOES ANY MEMBER OF THES HOUSEHOLD CWH ANY
LAMD THAT CAM BE USED FOR AGRICULTURET

HC12 | DOES THIS HH OWM ANY LIVESTOCK, HERDS, OR FARM
ANIMALET

25|57
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H.6: Use of Mosquito Net TN
# Question Options Skip
TH1 DOES YOUR HOUSEHOLD HAVE ANY MOSOLITO Yes 1
METS THAT CAN BE USED WHILE SLEEPINGT Mo 2 2e{H.T}
T2 How Many MOSOUITD NETS DOES YOUR HH
HAVE?
[1f 7 or more nets, record T Number of nets ..
Ask the respondent to show you the nets in the
household, if more than 2, tell them to show the Maost Recent Last But One
two recently obtained ones. [Net #1] [!"'“ '3]
TH3 MAY | HAVE A LOOK AT THE TWO NET[S) YOU HAVE | Dbsened. ., Dibsened
QETAINED LAST, TO ESTABLISH THE BRAND? bk i b ek
T4 HOW MANY MONTHS AG0 DID YOUR HOUSEHOLD
ACOUIRE THE LAST/LAST BUT OMNE MOSQUITO KET? |:| |:| |:| D
Mo of Months .. Mo of Monihs....
ANGWET 8 12 months” or °f year”, probe fo
me#mmmmgymfﬂnmuagn More than 3 years.. More than 3 years
o earker or jater. | Deon't knoawnot sure, ‘EI-E Cion knowinot sure ....ga
TN Observe the brand/type of mosquito net. Long |asting nets Long lasing nets
Parmanet ... A2 THE | Permanat..........o... 1= THE
L O RN, a7 T 2 THE | Olysel... ..o, .2 TNE
WHAT BRAND IS THE NET? Cthes nets Clhes néts
T 5 - | Supanet........ .
Ciherisp j.. 8 Olherisp j_.B
Dion'® know,,........, 9 Don't know 3
THE SINCE YOU GOT THIS MOSQUITO NET, WAS ITEVER | Yes . . 1 W i
SOAKED OR DIPPED IMALIQUID TOKILLORREPEL | g 2 THNE | N oo 2@ THE
MOSOUITOSY
Tea Don't KRow ................ SwTHE | Dom'tknow........... 9= THE
TH7 HOW MANY MONTHS AGD WAS THIS NET LAST
DIFPED OR SOAKEDT |:| D |:| |:|
Mo of Months. . Mo of Months.
[I¥ answer 15 *12 months” or *1 year”,
m;mmﬂw‘rwﬂw&. iz More than 2 years..._. More than 2 years ..
maontiis ago or eaier or ler | Dnnllnrrm'r.fnutsure.....ﬂﬂ Dm‘thmﬂm‘lsur::....ﬁﬂ
THE Dy AWYONE SLEPT UNDER THIE MOSGUITO NET Mame Line N | Mame Line Na
LAST HIGHT? —— e I Lt o
i ‘yes', 1 1
¥WHO SLEPT UNDER THIS NET LAST NIGHT? — e
ANY ONE ELSE? — = — —
[Record lhe person's iing nivmber from the 2 2
ol Schedule] ] L . -
[if more than 4 persons slepd under a ned, recond the
defails of children and wormen firsl] 3 | I 1 ]3 O (S
[If guest, code 77 and none, code 007 i i
4. Y 4 8
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oz | WOULD LIKE YOU TO THINK BACK CVER THE PAST | yoe i

e el s o T

DIED IN THE LAST 12 MONTHS Ha. 2 | 2=0W5
ova (COF THIOSE WO DIED IN THE PAST 12 MONTHE) Yes i

WERE ANY OF THESE PEOPLE BETWEEN THE AGES S g :

OF 18 AND 58 YEARST Ha 2 | 2=0W5
ova {OF THOSE WHO DIED IN THE PAST 12 MONTHS AND | you 1 | 1=0ve

WERE BETWEEN THE AGES OF 18 AND 50 YRS )

WERE ANY OF THESE PEOPLE SERIOUSLY L FOR3 | MOt e 2

OF THE 12 MONTHS BEFORE HEMSHE DIEDT

120
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H.7: Orphan-hood

ov

o

List all children aged 0-17 Years. Record names, ling nembers and ages of all children, beginning with the
first child and continue in order in which listed in the HH Listing section. Use a continuation sheet if there are

maore than 4 children aged 0-17 years. Ask all questions for one child before moving o the next child

.Isr

CHILD 7% CHILD 3 CHLD CHILD
Hame (from HL2)
Line number (from HL1)
Age (from HLS)
ove | 'WOULD LIXE TO ASK YOI ABDUT ANY FORMAL ORGAMIZED HELP OR SUPPORT THAT YOUR HH MaY HAVE RECEIVED FOR
{narne} AMD FOR WHICH YOU DID HOT HAVE TOPAY. BY FOBMAL ORSANIED SUPPORT | MEAN HELP PROVIDED BY SOMEOME
WORKING FOR A PROGRAM. THIS PROGRAM COULD BE GOVERNMENT, FRIVATE, RELIGIOUS, CHARITY, OR COMMUBITY-
BASED. KEMEMBER THIS SHOULD BE SUPPDRT FOR WHICH YOL! DID NOT PAY.
OWVI0 | NOW | WOULD LIKE TO ASK YOL ABOUT THE
mHH EEEWHEMIWL Yes.... .1 | ves 21 | ves W . 1
MCRNINE, HAG VIR No 2 | Mo 2 | Mo 2 | Mo 2
RECENED AMY MEDNCEL SUPFORT FOR
(name), suck as ueticaL care, supeves | DX 8 | DK 8 | DK B | DK
CF MEDHCINE 7
OV | I THE LAST 12 MONTHES, WAS vOUR HH Yosooo A | e =21 Yes 21| Yes 1
RECENED aMy EWOTIONAL OR [ 1 — 2 Mo 2 Mo 2 No 2
PSYCHOLOGICAL SUPPORT FOR (dvmae), Bl e 3 [+ g oK ] (2] 4 -]
SUCH A% COMPANCMEHP  DOUNSELING
FROM & TRAINED COUNSELOR, € SO1RiT) 26r B =a0V12 2 or 80Vl 2 &r B =203 2 or B0Vl
SUDPORT, WEBCH YOU RECENVED AT HOMET
OV12 | D vour HH RECEIVE ANY OF THIS Yes 1 (e 1| ves..
ﬂmﬂ&f}FﬂﬂrﬂEﬁE},HﬁEMTE Mo 3 L2 Mo Mo, .
MONTHS DK B [EEe R B8 | oK 8 | ok 8
OV13 | 14 THE LAST 12 MONTHE, Has YR HH Yes 1 | ves 1 | ves 1 | yes 1
RECENED AN MATERIAL SUPPORT FOR [¥) a Mo 2 Mo 2 [ [+ 2
(Mame}), SUCH AS CLOTHING, FOOD OR 1 8 | oK 8 | DK g |ox g
PRI Dot 2 or 8 =0V1S 2 or 8 =0V1S 2 of S OV1S 2 or B SOV1S
OV14 | Db woum HH RECEIVE ANY OF THIS Yes R — A v 1 [ves. ... 1
SUPPORT FOR (Mame), i THE PasT 3 Mo 7 | Mo 22 I no. il I 7 Zz
MONTHS? oK. 8 | oK H I 8 (oK. B
OV1S | I THE LAST 12 MonTHS, Has vons HH Yes | ves. 1 | Yes. 1| es 1
RECENED ANY SOCIAL SUPPORT FOR Mo a2 Hi 2 Ha 2 Ha 2
fm}_ﬂﬂ-lﬁ!-E.FHHH WORK, v ) DK 8 DK B oK ]
et 2or8=0VIT | 20r8=OVIT |  20r8mOVIT | Zor8=oviT
OVE | DD vour HH RECENE ANY OF THIS Yes, . ] I . | RO o 1 ' LY 1
SUPPCRT FOR (RGMe], IN THE PAST 3 Mo .. il 2 Mo 2 | Mo, 2
MONTHSY DK..........B |[CENEESEESE 8 | oK. 8 | oK B
Ovi7 [ Check OVE: | Oves= ovis | Oves = ov1a | Oves = ovis | Oves = ovis
Age of the child 31T ¥r? | [no = Next | ONo = Next [ ONo = Next | ONo = Next
OVIB | I THE LAST 12 MONTHS, HaS voUR HH Yes 1 | ves 1 | ves.. 1 | ves 1
m?mmm F::.-.}Tﬂg Mo . - N 22 | Mo 2 | Mo .2
. L i
mm ik : D .8 | D 8| DK... 8 | o B
121

Appendix F: Questionnaires 121



BN z I BN z I g e I BIN £ Z I
BN z I ] z I £ 4 I BIE 3 Z I
BB z I 1] z I £ 4 I BIE £ z I
BN 2 I BIR z I 3 e I BIN £ Z I
BN 2 I BN z I B 4 I BIN £ z I
BB 2 I ] z I g z I BIE £ z I
BN z I BIE z I £ e I BIE £ Z I
BN z I BIN z I g z I BIN £ Z I
sinoy 5 piedun) | pied " pledun | pred oN
100N oN sa\ | sinoyjo oN oN sap oN =7} sinoy Jo "oN oN =YY awepN aur
P ON=E| 97D ¢or1dnysy
g12 ﬂmmm M piedun ‘sap=z plosay 610 ¢ ON=¢
BUIT IX3N < ON=Z _ﬁm._.__x predun ‘saj=g
S9A=1 £NTUETIHD Mo | O USED) Aed 1o} 'saA=| [sqol (puy
G G ey e e sunoy jre apnjour | 10 yse) Aed ioj 'sap=|
(6193415 3HL £STHOHD | ONIHOIT4 ‘ONINvITD | ONDE MO HSYD NI AVd ¥O4 ‘gof auo uey; aiow y]
SWMHOM SIHL | NISOCOD ONITES| 3S3HLONIod ‘0ooNM3HI SaAd AN HO H3WD NI Avd HOH
oa (aweu) HO SSINISNE | ANIdS (aweu) SNLLDATION éHH SIAY
QIO SHNOH | ¥ MNIEHO Wdvd IHL Qia SHNoH ‘ONIdJOHS EHH SHL 40 y3amaw | SIHL S0 H3EWEN ¥ LON SI
ANYINMOH | NO) SHOM ATIINYS ANYIN MOH S¥ HONS SIYOHD ¥ 10N 51 OHAM INO3WNOS | OHM 3NOTINOS MO MHOM | ;4 SIHL 40 ¥39WEW ¥ 1ON
1noav ‘(¥aam HIHLO ANV 00| Lnoav ‘(yaam HH HLIM dT3H HO4 MLOM 40 NI ANY | STHL OO (3WWEL) QIO SHNOH | S10UM "SNOZINDS MO MHOM
aug jo Aep) | (awieu) aia M=am auyp jo Aep) (aweu) aia ¥=am| o0 (awew) Qg ‘uv3A 1Svd | ANYIN MOH LNOEY ‘(yaam 40 aNE ANY Oa (alel) ou
ISYTIONIS | 1S¥d IHL ONIMEN( 1Sy13IoNIS 15vd JHL ONIHNG JHL DNMNT INILANY 1Y 3y] jo Aep) Lsv130NIS | 1o “HE3m 1Svd IHL 9NN SWEN aur]
612 272 L72 972 g2 ¥12 0 b Z12 172
‘00 AYW HH SIHL NI NZHOTIHD MHOM ANY LNOgY ¥SY OL IXI a1NOM | 'MON
sieal ] ybnoayy ¢ abe HH aU1 W pIyD Yyoes Jo 18yelaled/1ayloll 0] palsisiuiupe aq o]
1D (Ajuo ebe jo siesh y|-g 10}) 1noge] plIyd :8'H

Appendix F: Questionnaires

122



H.9: Child Discipline cD

Review the household listing and list all children aged 2-14 years below in order according to their line number
(HL1). Do not include other HH members outside of the age range 2-14 years. Record the line number,
[name, sex, age, and the line number of the mother or caretaker] for each child. Then record the total number
of children aged 2-14 in the box provided (CD7). {write the name, sex, ags and the mothericarstakar ine no. only for the sligible child)

cD1 cD2 cD3 cD4 CcD5 cD8& cD7
Line No. Sex from Line no. of mother/
Rank | from HL1 Name from HL2 HL4 Age from caretaker from
M F HL5 HL7/HLS
01 1 2
02 o 1 2 o o
03 o 1 2 o o
04 1 2
05 1 2
06 1 2
of 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 mother or primary caretaker of that child, and ask the questions, beginning with CD12.

CDg Number of Eligible Children in the Household

Last digit of HH. No. 1 2 3 4 5 6 7 8+

0 1 2 2 4 3 B ] 4

1 1 1 3 1 4 1 B 5

2 1 2 1 2 5 2 7 6

3 1 1 2 3 1 K 1 T

4 1 2 3 4 2 4 2 8

5 1 1 1 1 3 5 3 1

6 1 . 2 2 4 & 4 2

[ 1 1 3 3 ] 1 ] 3

8 1 2 1 4 1 2 6 4

: 1 | 2 1 2 3 7 5
cD3 Record the rank number of the child.......... cw e
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H.9: Child Discipline

cD

(HL1).

Review the household listing and list all chisdren aged 2-14 vears below in order according 1o their line number
Do rh::nt mcluda other HH mambers E:!IJES-H:IE ::-r lhna ag-a range 2-14 years. Record the e number,

for each child. Then record the todad number

nf:rudmnagaa:erd'm B0 B TR0 TELIT). b T oo oas. i aic om0 et i ot iRt col

co coz cO3 l‘.'IH CDS CD& cor
Line Mo, Sy, from Lime no. of mathes!
Rank | from HL1 Hame from HL2 HL4 Age from carelaker from
M F HLS HLTHLEA

o i 2

o2 ik 1 2 — T

o3 1 2

04 1 2

05 i 2

06 1 2

or 1 2

og 1 2

Total children aged 2-14 years in the HH

i there is only one chéd age 2-14 years mn the howsehold, then go to CO11 to administer child discpline questions

Random Selection Of Child

Use the grd below bo select one child between the @pes of 2 and 14 years, if there & mone than one chadd in that age
range in the household. Look for the kst digd of the household number from the cover page. This s the number of the
row you should go 1o i the table below. Check the todal number of eligible children (2-14)m COT above. This is the
numier of the column you showd go to. Find the box whene the row and the column meet and circle the number that
appears in the box, This % the rank numer of the child about whorm the questions will be asked. Recond the rank
number in C09 below, Fmally, recond the line nurmbes and name of the selected chdd in CO11 on the next page. Then,
find the mother or primary caretaker of that child, and ask the guestions, bn;r'rnniﬂ with CO12.

(e Mumiber of Eligible Children in the Howsshabd
Last digit of HH. No. 1 2 3 4 ] B T B
D 1 2 F] 4 3 i ] 4
1 1 | 3 1 4 ] =1 e
2 1 2 1 i 5 2 7 B
3 1 1 2 3 1 3 1 )
4 1 2 3 4 2 4 2 ]
5 1 i i i 3 & 3 1
& 1 2 2 2 4 £ 4 2
T 1 ! 3 ) -] 1 & )
] 1 2 1 4 1 2 ] 4
9 I 1 ] I 2 3 7 5
o Record the Fank AumBer of the SRBL. ... ... s s st e % ST
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H.9: Child Discipline cD
Idenkify ehgible chikd aged 2-14 m the howsehold using the tables on the precedng page.
Request and mierses the mother or prmary caretaker of the selected child (dentfied by the ine number in CDE)
# Cuestion Options Skip
D11 Wrile naumiee and bine: no. of the child sclected for
the module from CD3 and CD2, based on the DD
rank numbser in CO, Hawme & Line Mo -
CD12 | ALL ADULTS USE CERTAIN WAYS T TEACH CHILDREN THE RiGHT BEHAVIOUR OR TO ADDRESS A
BEHAVIOUR PROBLEM. | WILL READ VARIOUS METHODS THAT ARE USED AND | WANT ¥0U T TELL ME IF
VOL OR ANYONME ELSE IN YOUR HOUSEHTE D HAS USED THIS METHDD WITH fnmma) IN THE PAST BONTH
CD1Za | Took Away PREIVILEGES, FORBADE SCOMETHING Vs, i
fmamee) LIKED OR DID MOT ALLOW HIMHER TO LEAVE Mo o
HOLSE).
CDIZb | ExpLausEn wHY SOMETHNG (THE BEHAVIOR]WAS | Yes. T 1
CDAZc | Sroos FM/HER, Y5 .
MO 3
CO12d | SHOUTED, YELLED AT QR SCREAMED AT HIMIHER Yes, 1
[0} 2
CO12e | Gave HBAHER SOMETHING ELEE TO DO, Yo, B . i
GO | SPanKED, HIT OR SLAPPED HIMMER 0N THE L xS |
BOTTOM WITH BARE HAND. Mo )
CO12g | HIT HIMMHER ON THE BOTTOM DR ELSEWHERE OH Y 1
THE BODY WITH SOMETHING LIKE A BELT, Mo 2
HAIRBRLUSH, STICK OR OTHER HARD OBJECT.
CO1Zh | Calien HMHER DUMB, LAZY, Off ANGTHER NAME A L T MO S R
LIKE THAT Mo . L2
C2 HIT OR SLAPPED HIWHER DM THE FACE, HEAD OR Yes, 1
EARS. Ma .
Oz HIT & SLAPPED HIWHER DM THE HAND, ARN 08 Yosg, I . i
CDAZK | BEAT HIMMHER UP WITH AN IMPLEMEMT [HIT OVER . |
AND OVER AS HARD AS ONE COULD). Mo 2
cD1A PirecH HIMHER b= i
Mo . )
cD13 D0 YOU BELIEVE THAT IN DRDER T BRING UP Y i
(RAISE, EDUCATE ) framel PROPERLY, YOU NEEDTO |png 2
PHYSICALLY PUNISH HIMMHER? Don't knowino opinion.____________ &
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H.10: Food Relief FR
# Cuestion Skip
FR1 ARE YOU REGISTERED A5 A BENEFICIARY OF FOOD Yis 1
HSTRIBUTION FROGRAMY M e e 2 | 2= FR&
FRZ HOW LONG AGD WAS THE LAST RATIONT
Mo of weeks . i D D
Ko of months b I:I D
FR3 | DoEs THE FOOD D MEET ALL THE FOGE NEEDS OF THE Y 1
Don Knorw_.. 8
FR4 Cho WEMBERS OF THE HOUSEMOLD SELL FOUOD TO OBTAN VBB e e =1
MICHEY TO WEET OTHER NEEDS? T 2 | 2o FRE
D IO o B | 5= FRE
FiRS DhIES THE PRACE THE MOLSEROLD RECENE FOR THIS FOOD | Riuch Less 1
ECiIaL MARKET RATESY W e Same 3
DontKnow. ... -
FFE IS5 &Y OF YOUR CHILDAEN REGISTERED I THE CHILD Wi i
FEEDiRG: PROGRAWT No s
FRT Flas THE HOUSEHOLD BEEN DRUPLACED ANY TIME DURIMG A o e R W G R e
THE PEST 12 WONTHE? MO -
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USED IN YOUR HH 15 i0DIZED. MY | SEE A SAMPLE LSS Ehan 15 PPM..ccooroioemicnsienn 2w 517
OF THE SALT USED TO COOK THE MAN MEAL EATEN
BY MEMBERS OF YOUR HH LAST NIGHT? RET LT B —— A 3= 512

[Once you have examined the salt, crcle Mo £alt at home
numbel thil eoffesponds 1o 1851 sulcome] 501 RS feted T e G T

[ o ot
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Interviewer’s Remarks:

Supervisor's Remarks:
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sBIMICS

FORM-B: WOMAN AGE 15-49 YEARS

= /
nicef &
u \\> /2

W.1: Identification Panel

ENGLISH

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

Form). Fill in one Form for @ach aligible woman.

WHM-A | Province Mame and Code |
WM-B | Desinct Mame and Code ]
W Clugter Mame and Mumber 10 |
WM-C | Siratum code HHwilhehild<3= 1 ]
Ciher HHs = 2
W2 HH No. D [ |
W3 Mame of the woman (irom FORM-A- HLZ)
Wil Line no. of woman (from FORM-A: HL1) [~ |
WS Intenviewer's Mame & Code |:| =10 |
WG CrayMonthi®ear of intensew / [l / D D — 10
WMT | Rl of inferview for worman Ciirijeted y T,
il 5l PeTe 2
EEhsed 3 3
Farfly comphied .. |
incapactaled 5
Oiner (Specty ) &
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Read. if the respondent has not responded to any other Forms

Introduction/Consent

HELLO. MY NAMEIS (.......) AND T AM WORKING WITH THE KENYA NATIONAL BUREAU OF
STATISTICS (KNBS). NAIROBIL. WE ARE DOING A SURVEY TO COLLECT INFORMATION ABOUT
FAMILY HEALTH AND EDUCATION, FOCUSING ON CHILDREN AND WOMEN, WITH UNICEF SUPPORT.
I WOULD LIKE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 30 MINUTES. ALL
THE INFORMATION WE OBTAIN WILL REMAIN STRICTLY CONFIDENTIAL AND EVENTUALLY BE
ANONYMOUS.

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

MAY I START THE INTERVIEW NOW?
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Reading text for Question WM14

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
# Question Optians Skip
WME | Iy WHAT MONTH AND YEAR WERE YOU BORNT
[Date of birth] bt e L
Year. .. D
DK Yiear 50994
WS | HOW OLD WERE YOU AT YOUR LAST BIRTHDAY ?
Age in completed years
W10 | HAvE ¥OU EVER ATTENDED SCHOOL DR PRE-SCHOOLY Yes —
L [ S A werd | 2EWMTS
W11 | WHAT IS THE FIGHEST LEVEL OF SCHIOOL YO Pre-School ... il
ATTEMUEDY Primary R |
Past-Prirmary, "..’n:.ﬂm:l )
Secondary, ‘A Level 3
College - Middle Level A
Nun-ﬁl:an:hiu'd -;un'rl:ulum i
WiMIZ | WHAT 15 THE HIGHEST GRADE YOU COMPLETED AT THAT
LEVELY
LT R A L VS
wM13 | Check WM11: LiWIuaumnthm
D mmwmnmr {mﬁﬂ;—‘uﬂnrﬂ = WM15
[J other = Continue to W14
W14 | Now | WOULD LIKE YOU TO READ THIS SENTENCE TO Cannat read at all_. N
ME Able to read only parts of sentence .2
Abde to read whole senleee 3
[Show language les! card o respondent] Mo senlence m requred Bbnguage F
[=pecily binguage )
Bhind/'mute, visually'speech impaired ... 5
WM1E | How OFTEN DO YOU LISTEN TO RAMGT Almpal everyday 1
Al leasi onee 3 wesk 2
Ateastonceamonth ... .3
RarehpMever ...
WMIE | HOW OFTEN DO W00 WATCH TELEVISION T Almosievernyday..... ... ..o 1
Alastonce aweek 32
Al leas! ote 3 msnih .4
RarehNever |
WM | How OFTEN DO ¥YOU READ NENSPAPERSY Almosieverpday. . .
Al leas] onde & weslk 2
Al leas] once a manth 3
Rareh™Never ... 4
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W.3: Child Mortality cM
s | Question | Options | Skip
To be administered to all women age 15-49. All questions refer to LIVE births only.
CM1 Mow | WOULD LIKE TO ASK ABOUT ALL THE BIRTHS YU fes 1
H&VE HAD DURING YOUR LIFE. HAVE YOU EVER GIVEN Mo i e N
BIRTH?
if “No* probe by asking:
I ME&N, TO & CHLD WHO EVER BREATHED OR CRIED OR
SHOWED OTHER SHGMS OF LIFE — EVEN oF HE OR SHE LIVED
DMLY & FEW MINUTES Of BOURS?
CM3 | Do iU HAVE ANY SOHS OF DAUGHTERS TO WHOM vl A o e e
FAVE GIVEN BIRTH WHO ARE HOW LIVIBG WiITH YOUu ? Ha a | A0S
Ch4 Hiow BANY SONS LIVE WITH YOu'? D D
A Sons at home
HoWw MaNY DAUGHTERS LIVE WITH vouU?
B. Daughlers al home ... I:l I:l
CMS [k ¥OU HAVE ANY SOHS OR DAUGHTERS TO WHOM YOU Y% =]
HAVE GVEN BIRTH WHO ARE ALIVE BUT DO HOT LIVE WITH G o A A e M L 2 | zecm7
YOU?
CME Hiow MANY SONS ARE ALIVE BUT D0 BOT LIVE WITH YOU? D I:l
A. Sons elsewhene ... ...
Hiorw MANY DAUGHTERS ARE ALME BUT D0 HOT LIVE WiTH
“ L]
B. Daughiers elsewhere .. :
CM7 HAVE ¥YOU EVER GIVEN BIRTH TD A BOY DR GIRLWHOWAS | Y5 i, .y
BORN ALTVE BUT LATER DIEDF Ha 5 | 2eomg
if “Ne" probe by asking:
ANT BARY WHO EVER BAEATHED OR CRIED OR SHOWED
CTHER SIGHS OF LIFE BUT DID HOT SURVIVE = EVEN IF HE
B SHE LIVED GHLY & FEW WIRUTES OR HOLRS?
CME | How Maky BOYS HAVE DEDT — i
A, Boys dead . -
Hiow sany GIRLS HAVE DIED? e
B. Girls dead ... -
CM3 | Sum answers (o ChM4, CME & CMB i
Sum . -
|CMih0 JUST TO MAKE SURE THAT _I_HMFE'H-l}H RIGHT, YOU HAVE HAD IN TOTAL BIRTHS
DURING YOUR LIFE. 1S THIS CORRECT?
[] Yes = Continue to W.3a (next page).
[] Ne = Check responses and make corrections before proceeding to W.3a
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sMICS

unicef &

H
W.3a: Birth History BH
BH13 | SoME PREGMANCIES END BEFORE FULL TERM AS A W S e s
MESCARRIAGE OR AN ABCRTION, WHILE OTHERS MAY RESULT | Mo 25 BH15
IN A& STILLBIRTH. HAVE YOU HAD A MISCARRIAGE OR
ABORTIONT
BH14 | I ALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED
IN A MISCARRIAGE OR AN ABORTION7 Misciriage :
B T o ey 7 e A TP 58
BH1S | HAVE YOU HAD A STILLBIRTHT i ot e e
Mo 2=CM12
BH16 | I ALL HOW MANY PREGNANCIES DID YOU HAVE THAT ENDED
IM A& STILLBIRTHY Sl births
CMIZ | 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.

[] Nolive birth in last 2 years < MARRIAGE/UNION Section [W.6]
[] Yes, live birth in last 2 years Continue to CM13

Name of child:
CM13 | AT THE TIME YOU BECAME PREGMANT WITH (name), DD YOU | Them.......ooooeie oo 1
WANT TO BECOME PREGNANT THEN, [ND YOU WANT TOWAIT | | . 5
GO AT 6 B Vel WA DAORC R CRE o Gk Ny
ALL? 1], R T Tt |
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W.4: Tetanus Toxoid

TT

Dusstion

| Options

[ swip

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

TT1

D3 WO HAVE A CARD OR OTHER DOCUBMENT 'WiTH Yes{cardseen) ... . ... .1
WOUER CWH BMMUKLIA THONS LISTEDT Yes (card not seen) - |
M 3
[l a card s presented, use it b asSEt with O 8
answers jo the ollowing guestions]
T12 WWHERN YOU WERE PREGMHANT WITH YOUR LAST CHILD, . - R C (T W R Cteor IO Pk i L cop s P Seri |
EME YO RECERVE AMY INJECTION TO PREVENT HIM Of Mo, — 2 2 TTE
HER FROM GETTING TETAMUS, WHICH IS CONYLIL SIOMNS DK 8 Bt TTS
AFTER BIRTH (AN ANTHTETAMNUS SHOT, AN BRIECTICH AT rmmmmmm—— Em—— "
THE TOP OF THE AR OR SHOULDER OR THIGH T
TT3 HOW MANY TIEES DID YOU RECEIVE THIS ANTI-TETANUS
IMJECTION DURING YOUR LAST PREGHNANCY Mo of s,
| B S SRS R S SRS PN S 98 BE=TTS
T4 Chechk: How many TT doses during last At least 2 TT inj. during Last pregnancy ... 1 A=+ (W.5)
RECRNIECRR; R Fewer than 2 TT inj|. during kastpreg 2
TT6 DD YOU RECEWE ANY TT INJECTION AT ANY TIME fes |
BEFORE YOUR LAST PREGRARCY ¥ Mo A S ) e W5
N i s e e i i -] B=+ [W.5]
TTG HOW MANY TIEES DID Y04 RECEIVE M7
Mo of tmes
TT7 B WHEAT BEONTH AMND YEAR DID WU RECEIVE THE LAST
ANTLTETAMUS INJECTION BEFORE THAT LAST
PREGMAMNCY T Month.....
D# morniti Bl
Skip to
Skop o next section only if wear of mgection I.'Wfﬁ'.l'
= given. Othenasse, conbinus with TTE,
Yoo
CHL year _Gelenea
T8 HOww MARY YEARS AGD DD Y04 RECENE THE LAST
ANTE-TETAMUS INJECTION BEFORE THAT LAST
PREGHANCYT VEQrs oo
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W.5: Maternal and Newborn Health MN
s | Question | Optiens | skip
This section is 1o be administered (o all women with a live birth in the 2 vears preceding date of interview.
Check CM12 {in section W 3a) and record name of last-bom child here Lise this
child's name in the following questions. where indicated
MMT | 1 THE FReT Tt MOMTHE AFTER vOUR LAST BIRTH [THE BRTH | Yes i e, |
OF IWATRE], DD YOLF AECETVE A WITAMIN A& DOSE LIKE THIST MO o
Show 200000 I capsule of despenser (Red) i i
MNZ | Ded viouw SEE ANYORE FOR AMTENATAL CARE FOR THIS Heaiih proessional
PREGHANCT? DioclonClinical OMcer . A
i MurseMadwee B
V&5 V0K DD v SEET ANYOME ELSET e person
[Probe for the type of person seen and
Ciridé all arpivre ghven] Community el workes G
Eefalveinend. .. H
Cdher (speoty i X
Mo one Y | Y=MMNEA
MMNZA | How sapy TIMES DID 'YL RECENE ANTEMATAL CARE DUREED
THIS PREGHANCY 7 No. of Dmed
MHZB | DuURikG THES PREGKNANCY, WERE YO GIVEN OR DiD YO BUY Yeq . : OO |
AN RGN TABLETSY Mo 2 | 2=NM3
[Show Tablets) Don't know B | Benan
MMZC | DumiNG THE WHOLE PREGRANCY, FOR HOW MANY DAYS DID DDD
YO TAKE THE TRELETS?
{if the is not numeric, probe for Mo ofdays ... ...
approximale number of days] Droan| Ko . g94
M3 AS PART OF YOUR ANTEMATAL CARE, WERE ANY OF THE ¥ N
FOLLOWING DONE AT LEAST OHCE?
MM3m. WS YOUR BLODD PRESSURE MEASURED? Mm . 1 2 |
MiEc, DD YOU GIVE A URINE SAMPLE? Linne sample | 2
BrAD, DD vOu GIVE & BLOGD SaeLET Biood sample 1 Z
Mk | DumnG e OF THE BHTENATAL VISITS FOR THE PREGHENGY, | W85 oo, B 1
WERE YOI GIVEM AHY INFORBIATION OR OOLBRSELED ABOUT Mo 2
AIDS of THE AIDS wRLs? Dont | 8
MMS | 100K WANT TO KMOW THE RESULTS, BUTWERE YOUTESTED | Y&5 o]
FoR HIVIRIDS A5 PART OF YOUR ANTENATAL CARE? Mo 2 | 2=pimEs
Don't know B | B=sMMES
MpG | DON'T WANT TO KMOW THE RESULTS, BUT DID O GET THE Yes ... kLl ikl 1
RESLILTS OF THE TEST? Mo ) ]
Do know B
MMGA | DurNG THES PREGHANCY, DI V0L TAKE ANY MEDICINE ® W L L A 1
CRDER TO PREVENT YOL FROM GETTRNG sl ? Mo 2 | =MNT
Dan't K B | B==MNT
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W.5: Maternal and Newborn Health MN
# Question Cptlons Skip
MNBE | WWracH MEDHCINES DD YU TAKE T PREVENT MALARIL? SP/Fanskdar A rais ot
; i PR Chipmquing ... — cirghed.
Carcle all medicines taken e dhCine CHhers {specify o
i il delemined, shaw typleal Snti-frialanal b ““EPF
MNEC | How bany TIVES N0 70U TAKE SPIFansiDas DufnG THs D D
FREGHANCY T FREVENT MALARIAT
Numiber ol mes
MM7 | WHO ASSISTED WITH THE DELIVERY OF YOUR LAST CHILD Heash professonal
iname? DioctorCanical Cffices A
ASVONE BLAET Hursehidaite B
Dihes peroor:
cirche all answers given] Comirariy health worker G
Relatheamend. .. .H
Oiher (specy P X
Iy e ¥
MNE | WHERE DD vou GIVE BIFTH T (i) 7 Home
Wour o 1
CHniey PO o - - 4
[ the: facility is hospital, health center, or Public setior
clinic; wrie the name of he place below Govd. hospital 21
Probe to identify the type of source and
Cher pubdic {specity) 26
Ervate kedical Secior
(NAME CF PLACET) Private hospal -
Private matemily homes n
Otter pt. medical {specity ). 3
Oher (Zpeciy, ) 96
MMEA | AFTER (Navme) WS BORM, 6D & HEALTH FROFESSICMAL DR & | Yes N |
TRADITICONAL BFTH ATTENDANT CHECK O FOUS HEALTHY T T PR L VU R PP P PR 2 | ScepINED
DK .. 8 | B=MHNED
MMEB | How uany D85 Of WEESS AFTER DELIVERY D THE FIRST delevery
CHECH TAKE PLACET s ey D D
Vieeks after oelvery 2
RO 00.cys I same .t DONTKNOW ... a8
MMAC | WHO CHECKED O 'YOUR HEALTH AT THAT TIMET Health professonal:
DaactonClnical Offiost 11
[Probe tor mos? quaiiied parsen] NurseMechwile. ... 12
LHher Pereon,
Trad@onal ki atendant - |
Caommuniy health worker -
Ciiher (speciy 96
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W.5: Maternal and Newborn Health MN

B o 8 L e,

MMEE | s THE TWo MONTHS AFTER (T WS BORK, DI ANY R i i 1
HEALTH CARE PROVIDER OR A TRADITHONAL BFITH ATTENDANT | o, 2 | zenmg
CHECK, Of FES HER MEAL T oK 8 | sorwie
MMEF | How sassy HOURS, DAYS OF WEERS AFTER THE BIRTH OF Hours aferbith 1
(PHAITAE] T THE FIRST CHECH TAKE PLACE?
(1 bes5 than one day, record in hours. Wesks aflerbarth 3
If b= thian ones weesk, recoed in days. )
DonT Know . 1 S5
MNBG | Vv CHECKED Ol [MOfMe]'S HEALTH AT THAT TIET HeEanh pivfesacnal.
DocoriCircal O ... .. ... .. .. . . .. 1"
[Probe fof most qualited person] Mursehbdeite 12
Lihes person.
Tradmionsl bifth afendand, |
Cormmurily heallh wores ]
Cihey | specify j B
MMEH | VWeERE Dil THIS FIRST CHECK OF TR TAKE PLACE T Home:
[Probue b identy the e of Source and cicke R TN s i S s e 12
s Pubic secior
If unable 1o determine If a hospital, health centre | GOVL ROSPRAL. .o 21
o cinic 15 public or priviade medical, wite e Gupdl. cfiranTenlhy cenbesr .. o x
s of the place] M e 2
e pubdc (specly |
Briyvate Medical Secior
Privale matemityhome ... . X3
Cither pyl. medical (speciy j..36
ey (zpecily’ )96
MNS | VBN YOUR LAST CHILD {FIITIE) WS DORN, WAS MEFSHE VEY | WEry Iarg .. .o i s 1
LAAGE, LAAGER THAN AVERAGE, LMVERAGE , SN |IER THAN
oo ppdelabipaiinid Langes B average ...
BRI L e 3
Smaller han average ... ... . .. 4
L B VS S &
MNID | Was jmame) WEss-ED AT BRTH? W e e
Mo, 2 | I=hr2
DK B | BaohiMN12
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W.5: Maternal and Newborn Health MN
. Question Options Skip
MN11 | How MuCH DID {name) WEIGH? Cad..............1
a2 [ ] [JL[]
[Record weight from health card, if available] (Record in Kgs) )
Dt RO e GO00E
MN12 | Dio¥OU EVER BREASTFEED (name)? Yes
N 2 | 2= (WE)
MN13 | How LONG AFTER BIRTH DID YOU FIRST PUT [NaGme) To THE Immediatety 000
BREASTY .
Hoursafler. .1 | |:| D
If kess than 1 hour, recond ‘00" holrs, i
If less than 24 hours, record hours. Wil -2 f
Oherwise, record days Dion't knowiremember oag
MN14 | Dip(name) RECEIVE ANYTHING ELSE BEFORE STARTING TO (= S 1
BREASTFEED? N e 2 | 2= W)
DON'T RNOW ..ooevvecrsemecriams e sssses B | b= (WE)
MN15 | Dio (name) RECEIVE AN OF THE ECLLOWMG: Yes Mo
MN154 Prasi WATER? Plain water. 1 2
MN138. MesmaL waTer? Mineral waler ... 1 2
MM15C, SWEETENED, FLAVOURED WATER? Sweelened Flavared waler 1 2
MM150. Frum ausce o TEs? FrUlt RHCR OF BB .......ccvice s s rrmnrions 1 2
MH15E, AwTHiNG ELSET Crther (specify }... 2
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W.G6: Marriage/Union MA

] Question Options Skip
(LR BFRE iU CURRENTLY MARFIED OF LING TOSETHER WiTH A “es, ouErenily maimed . g i
MASH AT IF MARFIEDT Yiex, ving with & mis 2
N, M i IO s - | Fen A
hAZ HOHW LD WAS: O HLISEA NN PAR TRER OH HES LAST
BRTHOAY T | I SEF TO
Age inyears ... ... = MAK
I eyt shimiteda i s prinieihindi b 1]
MAT HaVE v EVER BEEM MARFIED OF LAVED TOOGETHER WITH A Yes, Somnerty meETed ; i 1
MR s, larmerly Ineesd willi a man 2
N e e e e e e & J=(WLT)
LREE] WVBLAT £S5 VOUIR MAFETAL STATLIS HOW. ARE WiOU WIDOWED, Widowed 1
CRAORCED Ot SERARATED? LB T P TE P N V T PRR T R 2
Separated a
MAS HAVE VR SEEN MEAFSHED OFt LIVED WITH & MAN OHLY DRCE Ot || Dinly onoe 1
LEME B HCET More than onoe z
MAS I WHAT RACHTH AND VEAR DD w00 FHIST MARFY OF START
LT WTH & WA A% iF MaRRIEDT
Mcaithi...
D Pl OE
Yoo .. . D -]
- DmmﬂﬂﬂﬂfﬁfWWM? = Next Section (W.7)
]:[Efmnmfﬂmrﬂ-ﬂ" arriage/union not known? = Continue to MAB
MAS HCR OLD WERE WO WHEN VoL STARTED LIVING WITH YO0 I:]
FL AR s TR
2 AQgeimyears .
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W.7: Contraception End Unmet Need

CcP

& Question Optiens Skip |
CP1 | I WOuULE LKE TO TALK WITH YOU ABOUT ANOTHER SUBECT— | Yes, cusrently pregnant..__ 1
FARL Y PLAMKING = AND 'YOUR REPRODUCTIVE HEALTH
e 2 2 P2
BRE YO PREGHMANT MOWT Unsure or Don't know B B CP2
CPIA | AT THE TIME YOU BECOME PREGNANT DID YOU WANT TO Then 1 1= Py
BECOME PREGHANT THEN, DID YOU WANT TO WAIT UNTILLATER, | | . 7 |sscps
HﬁDWETWMTﬂHIWWWW e, oV
Mod want more children......... 3 = P4
CP2 SOME PECPLE USE VARIOUS WAYS OR METHODS TO DELAY OR. | Yeg 1
A0 & PREGHANCY
]
ARE v CURREMTLY DG SOMETHRG OR LISING ANY e siale i
WETHOD T DELAY OR AVOID GETTING PREGRANT
CF3 VWHICH METHOD ARE YOL) USING 7 Female stenlizationTubeligation i
Male sieriization" asecinmy B
mm{m H ..... {:
Do ... L 1 ]
if mare than one method is mentioned, cinchs Inpeckons ... —E
Each one implanis .. F
Condom.... ... N
Ciaphf g . I
Omher (specily ). X
CP4 HEPW I WOLILD LIKE TO A5 SOME QUESTIONS ABOUT THE 1 cada :
WOULD 0L LIKE TO HAVE [&/ANOTHER) CHILD, DR 'WDLLD
L) PREFER HOT T HAVE &N (WORE) CHILDRENT No morsinone 2 | =CPs
If currenthy pregnant: Says she cannol et pregRant.. ... - ] e (W )
AFTER THE CHLD WLl ARE MOW EXPECTIMG
WOLLD WO LIKE TO HAVE ANOTHER CHALD O vOU WOULD | Uindecided'don’t know ... ] B={P6
PREFER NOT TEO HAVE ANY [MORE ) CHILDRENT
CPE | oW LONG WOULD YOU LIKE 7O WAIT BEFORE THE BIRTH OF fenifs i I:Il:l
) Yeas . ... i
Says she cannot get pregnant, .....ow.o-.. 554 SRl (W)
AfeT Mamiage w5
Dot WO e 5ag
CP&é | Check CP1: Pregnancy status
D Currently pregnant (code = 1) = Next Section (W.8)
D Not l:‘l.iﬂ'&l'l“lf pr&nnant = Continue to CP7
cPT D0 10U THIKK ¥OU ARE PHYSICALLY ABLE TO GET PREGRANT | Yes .. 1
AT THes TMET NO. .. ... 2
Don'T kncaw 3
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W.8: Female Genital Mutilation/Cutting FG
| # Question Options Skip
FG1 | Have vou EVER MEARD OF FEMALE CIRCLBACISICN T Yes 1 | i=FG3

Mo 2
FG2 | INANUMBER OF COMMUNITIES, THERE [5 & FRACTICE N WHICHA | Yes 1
GERL MY MAYVE PART OF MER GEMITALS CUT. Mo A Eﬁ'm.‘?}
HAVE ¥l EVER HEARD ABOUT THIS PRACTICE?
FG3 | Have viou YOURSELF EVER BEEN CIRCUMCISEDT Yes i
L 2 | Z=FGA
FG4 | NOW I WOULD LIKE TO ASK YOU WHAT WaS DONE T0 YU AT THIS | Yes 1| 1=FGE
T Na. . L2
WS ANY FLESH REMOVED FROM THE GENITAL ARELT DK |
FG5 | Was THE GEMITAL AREA JUST MICKED WITHOUT REMOVEG ANY Yo 1
FLESHT
M 2
DK 8
FGB | Was THE GENTAL AREA SEV CLOSED (OR "SEaL D7) ? Y 1
Mo 2
Dk..... i
FGT | Who CRCUMCISED YoU? JRADITIONAL PERSONS
Traiticn bath attendad. .12
Ciher traditional (specify  } .16
HEALTH PROFESSIONAL
Othes health professional (specify }.28
Dian'T kenws S
FGa | Check CM4 and CME6 (in Section W.3): Woman has living daughter?
D Yes, has living daughter = Continue with FG9
Dﬂnmrmg daughter = GotoFG16
FGS | Have asv OF YOUR DALGHTERS BEEM CIRCUMCISED? []I:I
If yes, HOW MENYT o
Heo daughters circUmEiS8d. v s 00=F16
FGI0 | TowscHOF yOUR DAUGHTERS DD THIS HAPPEN W0ST
FECENTLY?
Name: of daughier
[Recon the daughters name]
FGT1 | MOW I WOULD LIKE TO ASK YOU WHAT WAS DONE TO(PEMEJ AT | Y5 ...osvcumrmsmimicssasmtimsmmimsas ssssstmtes st asntmtmmsases 1| 1=2FG13
THAT TIME Mo 2
WS ANY FLESH REWGVED FROM THE GENITAL AREAT vl &
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W.8: Female Genital Mutilation/Cutting

2 Question Options Skip
FIG12 | WhS THE GEMITAL AREA JUST MICKED WITHOUT REMOVING &NY | Yes i
FLESHY
HNo.... 2
oK B
FG13 | Was THE GEMITAL AREA SEWN CLOSED [OR 'SEALED')? Yies A
No... i
DK. o i b I
FG14 | How cuD was fname) WHEN THIS OCCURRED? DD
Daughier's age al ciroumcision, ...,
[If the respandent does not know the age, probe

1o get an estimate] Dot know 98

FG15 | Wro DD THE CIRCUMCISION FOR (Rame)? TRADITIONAL PERSONS
Tradifional ‘cirosmciser PR | |
Traditional birth attendant 12
Citier traditional (specify IR P |

HEALTH PROFESSICMNAL
11 r |1, R L R T TR kg SR a1 |
Other health professional (specify }.26
Dont know., : ag
FG16 | Do vou THE THIS FRACTICE SHOULD BE CONTINUED OR OO e e
SHOULD 1T BE eSCONTRAED? Ciectnbinoes .o e 0
oK. N
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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 Yes No DK
JUSTIFIED IN HITTING OR BEATING HIS WIFE IN THE FOLLOWING
SITUATIONS.
DV14. IF SHE GOES OUT WITH OUT TELLING HIM? 1 2 8
DV1B. IF SHE NEGLECTS THE CHILDREN? 1 2 8
DV1C. IF SHE ARGUES WITH HIM? 1 2 8
DV1D. IF SHE REFUSES SEX WITH HIM? 1 2 8
DV1E. IF SHE BURNS THE FOOD? 1 2 8
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W.10: HIVIAIDS

Question

HA

MO | WOLRLD LINE TO TALK WITH W00 ARCUT SOMETHMING ELSE.

HavE vOU EVER HEARD OF THE viRLIS HIV DR AN ILLNESS
CAlLED AIDS?

Yes

= END

C&H PEOPLE PROTECT THEMSELYVES FROM GETTING INFECTED
WITH THE AIDIS WML By HAVING OME SEN SARTHER WHO 15
MOT MFECTED &WD AL SO HAS WO OTHER PARTHERS T

=

E

D IO ciiicmisinsim psgpaiiniizans

Cap PECELE GET INFECTED WITH THE AIDIS vimUS BECAUSE OF
WITCHCRAFT Ot OTHER SURERMATUR.AL MEANST

Yes

g
-

Cari PEOOLE REDLCE THEIR CHAKCE OF GETTING THE AIDS
WIRLES B LISEG A CONDOM EVERY TIME THEY HAVE SEX7

- R A O T SR A SN R LY L RO

g
®m ok =

Dant know

Capi PECOLE GET THE AIDS VIRUS FROM WOSOUTD BITEST

e e

g

Cani PECOELE REDUCE THEIR CHANCE OF GETTIRG INFECTED
WITH THE AIDS VIRLIS BY HOT HALNG SEX AT ALLT

g

DNt know

Cahi PECPLE OET THE AIDS IRLS BY SHARMG FOOD WITHA
PERSOH WHO HAS AIDET

g

HATA

CaH PECPLE GET THE AIDS VIRLIS BY GETTES ILIECTIONS
WITH & HEEDLE THAT WS &1 READTY USED BY &N INFECTED
PERSOHT

Yed . e A

L -

15.IT POSSIBLE FOR & HEALTHY-LOOHING PERSON TOD HAVE THE
AlDS v ss?

Yes .

b- i NREORAE S A RN R R PRI

HAZ

Cari THE AIDS VIRUS BE TRANSWMITTED FROM & MOTHER TO &
BaBy ... ....)

HAGe, DuRses PREGHANCYT
HADe . DuRees DELIVERY
HASC By BREASTFEEDINGT

HAD

IF & FEMALE TEACHER Has THE AIDS iRy BUT 15 NOT SiCx,
SHOULD SHE BE ALLOWED TO CONTINUE TEACHING IN SCHOOLY

HAT1

WIOLLD vOU By FRESH VEGETABLES FROM & SHOPKEEPER OR
VENDOR IF ¥OU ENEW THAT THIS PERSON MaD THE AIDS
LS

;|- L i

Dhon® knowingd sureldepends, 8
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W.10: HIV/IAIDS HA
HA12 IF & MEMBER OF YOUR FAMILY BECAME INFECTED WITH THE Yes el
AIDS VIRUS, WOLULD YOU WANT IT T REMAIN A SECRET? Na s
Dron't knowinod sureidéepends .. B
HA13 | IF & MEMBER OF YOUR FAMILY BECAME SICKWITHTHEAIDS [ Yes . ot
VIRLS, WOULD YO BE WILLING TD CARE FOR HIM DR MER M N 2
Don't knowinod sureidepends 8
HA14 | Check MNS5 (in Section W.5): Tested for HIV during antenatal care?
D Yes = HA19
D No = Continue to HA15
HA1S | DO MOT WANT TO KMOW THE RESULTS, BUT HAVE YOU EVER Yes =18
BEEN TESTED TO SEE F vOu MaAVE HIV, THE VIRUS THAT
caUsES AIDS? o | e
HA16G || DY HOT WANT ¥OU TO TELL ME THE RESULTS OF THE TEST, Yes 1
BUT HAVE YOU BEEN TOLD THE RESULTS? Mo..... —
HATT | Dwvou, YOURSELF, ASK FOR THE TEST, WAS IT OFFEREDTO. | Asked for the test 1
O AR V) SECEPYED, SR A B OMf6red NG CCOPU. ... 2| END
Required 3
HA18 AT THIS TIME, DO YOU KNOW OF A PLACE WHERE YOU CAN GO | YBS oo ereeere e sesmsmesesrms s 1
TOGET SUCH & TEST TO SEE IF ¥OU HAVE THE AIDS ViRiS? Mo 5 END
HA19 CITHER THAN AT THE ANTEMATAL CLINIC, DO YOU KNOW OF A Yes =1
PLACE WHERE YOU CAN G0 T0 GET A TESTT0 SEEIF YOUHAVE | o0 2
THE AIDS VRS
-! Check, whether the Form has any gaps, if yes, fill-in those gaps and thank the
respondent for spending time and providing valuable information; and go to the next
respondent =
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Remarks/Observations by the Supervisor/Editor/Coordinators:
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sBAMICS

FORM-C: CHILD BELOW 5 YEARS

= 4 \
()]
=/

C.1: General Information

ENGLISH

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

UF-& | Provinge Name & Code |:|
UF-B | Destict Name & Code D |:|
UF1 | Cluster Name and Number UF.c | Stratum Code
D D [Child = 3 = 1/Other = 2] ]
uFa | RHNG. |:| |: —
UF4 | Chiki Name & Line Mo ]
UF& | Mother/Caretaker Mame & Line No. Him
UFT | Interviewer's Name & Code D :] |
UF8 | DayMonth/Year of nferiew D D /D D/ [j D :I |
UFS | Result of interview for chidren under 5 Completed ... S N, |
Mol al home 2
k Refused ... - |
[Codes refer to mother/caretaker] Pardy 5
Incapacitated . o
Other [ Specity) B
Hemarks
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Read, if the respondent has not responded to any other Forms

Introduction/Consent

HELLO. MYNAMEIS (...... .) 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.
I WOULD LIKE TO TALK TO YOU ABOUT THIS. THE INTERVIEW WILL TAKE ABOUT 20 MINUTES. ALL
THE INFOEMATION 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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LF10 | Mow | woulD use To ask vou Sose ouesTioes apout Tre e | Date of Blrth:
OF EACH CHILD UNDER THE AGE OF 5 I YOLUF CARE, V60 LIVES WITH
wouhe THS HH oy Day
BOWY | VAN T ASE WIOU ARCUT {Aame).
gt s . . Cran't krowy Bhe day of beth.
Proba:  WHaT 15 FesER BitTHDa Y
Bt e s e cexrmcart? . DD
T the mmothenicanetaker kKnows the exact birth dabe, also enier
the iy otherstse, circle 58 for day] Vi
UEq 1 | HOW MANYT MONTHS OLD 5 [Rame)T D D
[Record age in completed montha] Age in manihs
C.2: Birth Registration and Early Learning BR
L Cluestion Options Skip
BR1 ES (nanme) MAVE A BIRTH CERTIFICATE? WilE, S oo s s e b . | 1=BR5
L - LT L ————— 2 2=BR5
May | SEE TP Mo, it 3
Don't know B
BR2 | Has (nawme's) BIRTH BEEN REGISTERED WITH THECIVL. | V8% .o 2 Sk = 1= BRS
AUTHORITIES T Mo 3
DA B e e e e e 8 A= @4
BR3 | WY IS (mame 2} BIRTH NOT REGISTEREDY Coststoomasch ... ..
bdust travel too far - 2
PROBE: DiD 00U KMOW THAT A BIRTH MAS TO BE
REGISTERED? DID YOU TRY TO REGISTER THIS Dnd ot knovwe rrﬂmuh:lb:mgrshmd 3
OHET Wiy DD YOU FAIL TO REGESTER THIS mRTH7 | D9 ndd want to pay fine. .. AT
Dnesrmmmreturegrsm o A
Other (speeily }.8
Don't know .8
BRA | Do yOuU KNOW HOW TO REGISTER YOUR CHILD'S BIRTHY | Yes ., e
Ho 2
BRAA | D vOuU koW WHERE TO BEGISTER YOUR CHILD'S R s et e o
BRS | Check UF11 (age of the child): Child is 36-59 months old?
D ¥Yes = Continue to BRB
D No = Gote
BRE | Does (name) ATTEND ANY ORGANIFED LEASMMNG OR e -1
EARLY CHILDHOOD EDUCATION PROGRAMME, SUCHAS A | Ma._._......_...... = il 2= BRTA
PRIVATE OR GOYERNMENT FACLITY, INCLUDING [ e e e D B B<BRAE
KINDERGARTEN OR COMMUNETY CHILDCARE? | ommommmmmmmemmememe
BRT Wi THE LAST SEVEN DAYS, ABOUT HOW BMANY Skip 1o
HOURS DD (name) ATTEND? Ma. of o El El ERS
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C.2: Birth Registration and Early Learning

BRTA | WHAT I3 THE MAIN REASON FOR (name) NOT No facility nearty. .1
ATTENDING ANY PRE-SCHOOL LEARNING/EARLY o
CHILDHOOD EDUCATION PROGRAM? The Tacibly v ok good . 2
Mo money to pay the feesiexpensive...... 3
Child i5 100 YOURG. ..o 8
Other {specify )...8
BHE. M THE PAST 3 DAYS, DiD YOU OR ANY HOUISEHCLD MEMBER
OVER 15 YEARS OF AGE ENGAGE IN &MY OF THE
FOLLOAWYING ACTIVITIES WITH {H-EFI']'E]
If yes, ask: WHD ENGAGED IN THIS ACTIVITY WITH THE
CHILD = THE MOTHER, THE CHILD'S FATHER OR ANOTHER
ADULT MEMBER OF THE HOUSEHOLD (INCLUDING THE
CARETAKER/RESPONDENT)?
cereeend . Gircle all that apply B0 5 PO v L 0 EOL s SRS
BREa | READ BOOKS OR LOOK AT MICTURE BOOKS WITH (name)? | A B Y
BRED | TELL STORIES To [name)? ] Y B ¥
BREc | Swasowaswruinameyr | A 8 ¥
BRED | Taxe (name) OUTSIDE THE HOME, COMPOUND, ¥ARD OR A 8 X v
ENCLOSURE? .
BRBe | PLav wirh (name)? A B X ¥
BREN | Srenn TiME WiTH (NaMe) HAMING, COUNTING, ANDOR A a . .
DRAWING THINGS Y
C.3: Vitamin A VA
# Question Options Skip
VAT Has (name) EVER RECEVED A VITAMIN A CAPSULE Yes i
(SUPPLEMENT) LIKE THIS ONE? 2 .
O e 2 2% (C.4)
SHOW CAPSULE OR DISPENSER FOR DIFFERENT DOSES:
100,000 1L pes Trose 611 wostns s (BLusfveriow) | Child below & months old...oennee 3 3= (C4)
200,000 IU For THOSE 12-59 MONTHS CLD (RED) Don't Know o i i Be (C.4)
VA2 HOW MANY MONTHS AGO DD (name) TAKE THE LAST
o 10
S o e
VA3 | WHERE DD (name) GET TS LAST DOSE? On routine visit to healt faclty 1
Sick chid visil 1o health faciy. .2
Mational Immunizabion™il. A Campaign ... 3
Other (Specify )6
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L

2= BF3
8= BF3

BF1a

HioW LOKNG AFTER BIRTH 'WAS (name) PUT TO THE
BREAST FOR THE FIRST TIMEY

BF2

15 HE/SHE STILL BEING BREASTFEDT

1= BFZb

8= BF3

FOR HOW MANY MONTHE DID (pame) BREASTFEEDT

BFZb

SINCE THIS TIME YESTERDAY, HOW MANY TIMES HAS
(mame) BREASTFEDT

(¥ answer is nof numere, probe for approgimate
muwmiber)

---------

aaaaaaaaa

..........

Dion't knowy ..

lem

BF3a. PLasiwaTERT

BF 30, OraL REMYDRATION SOLUTICH (ORS)7?

SINCE THIS TIME YESTERDAY, DID HE/SHE RECEIVE ANY OF THE FOLLOWING.

Yes
BF3a. Vimassn, MMERAL SUEPLEMENTS OR MEDICINE 7

aaaaaaaaaaaaa

.............

154
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C.4: Breastfeeding BF
# Question Options Skip
BF5 | SINCE THIS TIME YESTERDAY, HOW MANY TIMES DID
(name) EAT SOLID, SEMISOLID OR SOFT FOODS OTHER : D
THAN LIQUIDS? No.oftmes .. ...
Don'tknow ... B
(If 7 or more times, record 7)
BF5a | AT WHAT AGE DID (name) START RECIVING WATER
OTHER THAN BREASTMILK? : D
Ageinmonths ..o
(If 7 or more months old, record 7) Dontknow .o pm s B
BFSb | AT WHAT AGE DID (name) START RECIVING SOLID OR D D
SEMI-S0LID FOOD? ,
Ageinmonths ...l
(If 15 or more months old, record 15) DO ..o irerectiverssesnmsseresd
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C.5: Care of Childhood lliness ) Cli
L] Question Options Skip |
CA HAs (mame) HAD DIARRHOEA IM THE LAST TWo wEEKS, | Yes |
THAT I, SINCE (day of the week) OF THE WEEK Ma. - 2 2=CAL
BEFORE LASTY Don't know. N 8 B=CAS
(Cwarrhoea iz deferrmimed as percened by modher or
carefaker, of as hree or more loose or walery
stools per day, or biood in shood)
Ca2 DURING THIS LAST EFISDDE OF DIARRHOEA, DD (navme) DRME ANY OF THE FOLLOWING:
_________ Read each item aloud and recond response belfore procesding fo ihe next dem. L
. ISR ... SNSRI SN | .. SO Ha L .
CAZa A FLUSDWMADE FROM & SPECLAL PACKET CALLED {jocaf i o a
CADN G ERAENT-RECOMMENOED FOMEMADE FULADY i 2 |
CAZC. A PRE-FACKAGED RS FLLND FOR DAARFHOELT 1 2 |
CA3 DURIMNG (navme's) ILLMESS, DD ME/SHE DRIP MIUCEH Muchbkessornone ... ... .1
LESS, ABOUT THE SAME, OR MORE THAN USUALT About the same [or somewhat less) 2
Miore . |
Chon ey, ..B
Cad DURING (navme's) ILLMESS, N0 HE/SHE EAT LESS, MWone.... ... ) |
ABOUT THE SAME, OR MORE FOOD THAN LESUALT Much bess o
Sormewhisl less 3
It “less”, probe: About the same ol
MUCH LESS OR A LITTLE LESS? Moe.. .. 5
Do i, B
CAS Has (navme ) HAD AN ILLNESS WITH A COUGH AT ANY Yes 2N |
TIME it THE LAST T WEEKS, THAT 15, SINCE (day of | Moo, . 2 2 CATR
e e} OF THE WEEICBEFORE LAST? Danthnew. 8 A CAT2
CAG WHEN (name) HAD AN LLNESS WITH A COUGH, DHD Yes = |
HE/SHE BREATHE FASTER THAN URSUAL WITH BHORT, |- SRR S R A A S e S 2 2= AT
QUICK BREATHS OR HAVE DIFFICULTY BREATHING? Don't know. . 8 A=A
CAT WERE THE SyMPTOMS DUE TO A PROBLEM iN THE Problemimchest . 1
CHEST OR A BLOCKED NOSEY Blocked nose L 2 2=CA12
Other (specify | G=CA12
Do ko . ..B
CAR DiD ¥ou SEEX ADVIGE OR TREATMENT FOR THE ILLNESS | Yes . SOBY |
OUTSIDE THE HOMET Mo, v iy 2 2= CAND
LT T —— B B==CATD
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C.5: Care of Childhood lliness Cl
CAS | FROMWHERE DID YOU SEEK CARE? Public sector

[Cirche all providers mentioned, Vilage healhworker ... . . o]
but do NOT prompt with any suggestons| Moblelouireach clnic E

W source is hospital, health center, oF clinic, wile
the name of the piace below. Probe to identify the Privabe hospaliclinec ... . _L
s A ok iate code | PrRAVAbE BIWSIE .

{NAME OF PLACE) OEher SaUrse

CA10 | WaS (name) GIVEN MEDICINE TO TREATTHIS RUNESS? | Yes_._. . . . . .

p

[#]

R

X

1

ki 2 CATZ
Don't know B B CAT2

A

p

(4]

R

X

Z

CA11 | WHAT MEDICENE WAS (narme) GIVENT Muntliole T

(Circle all medbcines given) R Sl

CA13 TPELFETTE:MMPHESEEEMWTTHE Chidd used todettalrine ... ... .. o1

DONE TO DESPOSE OF THE STOOLET Pulirinsad inlo ioded of katrine ..., o2

Puliminsed inlo drsn o dilch .3

Theown inbo garbage (solid wase) .. ... 04

Buried | DR o CH

Left i the open . o B

Other |spectty) 96

DO W . ag

CAl4 [Ask ONLY OMCE for each mother caretaker] (Chilld not able i drink o breastiesd . A

SHOULD BE TAKEN MMEDIATELY TO & MEALTH FACILITY. CHhiilt has fost breabhing ... D

WHAT TVYEES OF SYMPTOMS WOULD CAUSE vOuU TG TAKE Child hixs gimcull breathing E

YOUR CHLE TO A HEALTH FACILITY RIGHT AWAYY Child has biood in sioal _F

Skl v ko S Child (s drnking poony..._._.___._.__..__. j _i
mothercaretakier cannot recall any additional hert (specd) :

symploms. Circle all symploms menbioned] Ohey Hpecly =¥

R = Other3 (specdy. 4
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C.6: Malaria ML
|__# Options Skip
ML1 I THE LAST TWO WEEKS, THAT 15, SINCE (day of the kI et R P e R |
HHR]GFTFEH‘EEKEEFM-E LAST HAS t"m’ BEEM Mo B | 2= ML10
iLL WITH A FEVER? Don't” Know 8 | B=ML10
ML2 | WAS (name) SEENATAHEALTHFACRITYDURING THIS  Yes ... ... ...
ILLNESS? No 2 | 2%MLE
Don't” Know B | B=MLE
ML3 | DD (name) TAXE A MEDICINE FORFEVER ORMALARA.  (Yes . ...
THAT WaAS PROVIDED OF PRESCREIED AT THE HEALTH No 2 | 22ML5
FACLITY? Don't’ know 8 | B=MLS
BALA WHAT MEDICINE DID (name) TAKE THAT WaAS PROVIDED Anti-makanials
COF PRESCRIBED AT THE HEALTH FACILITY? SPiFansidar ... A
3 3 Chiafoquing PRRTEE AT SRR
[Circle gl medicines mentioned
Cuinine ., D
Artemisinin-based meimums =
Otfver anti-malarial fspec:fjl—,ll H
Diihvier medncabions:
ParacetamolPanadol Acetamanophen..._ P
Aspanin 8]
Ibupdalen R
Crther (specify )X
MLS | Was (name) GIVEN MEDICE FOR THE FEVER OF Yes i | =MLT
MALARLA BEFORE BEING TAKEN TO THE HEALTH Ha 2 | 2=MLA
2
hicaniis Don't’ know 8 | B=MLE
MLE | Was {name) GIVEN MEDICE FOR FEVER OR MALARIA | yes A
DURING THIS ILLNESSY No 2 | 22MLE
Don't’ know 8 | 8=MLB
MLT | WHAT MEDICINE WAS {ame) GIVENT Anli-makanials
[Circie all medicines given. Ask fo see the = E'"ume' =
sicalion if type s not I type of hlurnq. LN G S
medication is st nof determined, show fypical anti- | Amodiaquine ... -G
malarals fo respondent. | Cuining... . LD
Artt.'mmnln-bml:d mﬂinﬂtnm .E
Orthver amti-rmalanal {specify ,r H
Qiher medications:
ParacetamplPanadel Acetaminophen. . P
[T L . R
Orther | specry jo X
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C.6: Malaria ML
I Question Options Skip
ML8 | Check ML4 and/or ML7: Anti-malarial mentioned (Codes A-H)?
D Yes = Continue to ML9
|:| No = ML10
ML9 HOW LONG AFTER THE FEVER STARTED DID (name) Sameday ..o )
FIRST TAKE (name of anti-malarial from ML4 or Next day 1
ML7): 2 days afterthefever .2
[If multiple anti-malarials mentioned in ML4 or ML7, 3 days after the fever ... 3
name all anti-malarial medicines mentioned] | 4 O more days after the fever...........4
[Record the code for the day on which the firstanti- | DK ..o B
malarial was given]
ML10 | DiD (name) SLEEP UNDER A MOSQUITO NET LAST Yes 1
NO . 2
Don't know ... B
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C.T: Child Immunization

#

| Cuestion

Options

Ship

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

IM17 will only be asked when a card is not available.

L I3 THERE A VACCIMATICN CARD FOR (namey? Yes, seen 1
WS, MOT SBEM oot e B 2= IM1D
[ B I e e e e ol o S TR P T 2 3 =10
(a) Copy dites for each vaccmaban from the card D of ervmisnization
(b Write 44" in dary cohemn if card shoves Ehat B Montt
vaccination was given bul no dale recorded. i
[TF] BCG BCG
IM3a Foso 0 P
IM3b Prolics 1 [ |
IM3c Poso 2 oy 2
[[EED] Polio 3 O 3
Inda DPT - Hepl + Hiby 1 [Pentavalent 1) DPT
IM4b DPT - Hepl + My 2 (Pentavalent ) oPT 2
_|.M"|l: OFT - HepB + Hib 3 [Pentavalent ) OFT 3
IME Measkes. fof MR MiEashes
T iaT Wellow Pever ¥ Fewer
Irdga witaenani & (1) Vil A1
M3k Witarmin & (2} Vil A2
[LE: Ikl ADDITIOH TO THE WACT HRATIONS. A0 TR A CAPSILES WO ey e b o
mmmmw.mtmmmrnm im“’i‘mﬂmﬂ'hm
VADTIMA TRONS — INCLUDIRG VACTRATIONS RECENVED N COMESpondng column BAES
CAMPASGHS DR IMSUNIZATION &YS7 b M5} o 0 -
[Record “Yea" cnby if respondent menbons BCG,
C:P“.fﬂ-_a.‘m1-3|m I u_l i .“'.A x ........................................... z NH-‘Q
supplements | MO e s bl . g=m1g
10 Has {ame) EVER RECENVED ANY VACTINATIONS TO FREVENT | yes 1
HIWHER: PRCA GETTRAG [MSEASES, TCLUDING WACCHATIONS Mo 2 2 IS
AECENED B & CaiPaiGa O IMMLIATION Dar? T T T e N =
Dot Kmow ... e R S i & -8 B 1S
A1 Has {name) EVER BEEM GPVEN A BICG VACCRATION AGAINET | yes 1
TUBERCULOSES — THAT IS, AH IMJECTION iN THE ARM DR Mo 2
SHOULDER THAT CAUSED & SCART e v e e e o
DonT onow: B
iMi12 HAS [ame) EVER BEEM GIVEM ANY “WACCTHATION DROPS IR Yes 1
THE MOUTH TO PROTECT HIWHER FROM GETTING DISEASES — | 2 2 M1
e e [ .
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C.7: Child Immunization M
Dian't know ] B IS
413 Hior OLD WAS (narme) WHEM THE FIRST DOSE WAS Jurst after birth (within bvo weeks) 1
GIVEN — JAKST AFTER BIRTH (WITHIN TWO WEEKS) OR L e e e R z
LATER?T
14 HOW MANY TIMES (naime) BEEM GIVEN THESE DROPST
[ o L ) —— -
k415 Has (name) EVER BEEN GIVEN "DIFT! Hep B/ Hib1 W e oo e e aen s 1
WACTIMATION INJECTIONS® — THAT 5, A INJECTICN IN Rl i T e O gt 2 Dot IMAT
THE THIGH AND BUTTOCKS = TO PREYENT HIMHER Don't 8 B IMAT
FROM GETTING TETANUS, WHODFING COUGH, e
OMEHTHERIA, HEPATITIS B, HAEMOPHILIS INFLUENZAE
TYeE 87
SOMETIMES GAVEN AT THE SAME TIME AS POLIC.
16 HOW MANY TIMES T
Mo of temes.
1T HAS (nanme) EVER BEEN GIVEN “MEASLES VACCINATION | Y8 ..o s semissmssssmass s 1
INJECTIONS" OFt MR = THAT IS, ASHOT N THEARMAT | Mo 2
THE AGE OF 8 MONTHS OR OLDER - TO PREVENT DonTlmow .. a
HIM'HER FROM GETTING MEASLEST
a18 HAS (name) EVER BEEN GIVEM "YELLOW FEVER Yes 1
VACCINATION INJECTIONS” — THAT 5, A SHOT IN THE PR P L S L A, NCIE Y b4
ARM AT THE AGE OF § MONTHS OR OLDER - TO PREVENT Dontt "
mHmmwm“? hm .............................................
SOMETIMES GIVEN AT THE SAME TIME AS MEASLES
IATD PLEASE TELL ME. F [avme) HAS PARTICIFATED IN ANY
OF THE FOLLOWING CAMPAIGNS, NATIONAL Yes Mo O

IMMUNIZATION DAYS ARDICR VITAMIN A OFR CoaD
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C.8: Anthropometry AN

a | Cuestion | Options | skip

After completing Forms for all children age 6-58 months, the weight and height measurements of each
child are to be taken. Record weight and length/height below, taking care to record the measurements
on the correct Form for each child, Check the child’s name and line number on the HH Listing Section
before recording measursments.

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

D No = END

AM-B | Mame and Line Number of the Child D
Lo Mumbser

AN Child's weight D D
KRograms (Kg) ... -

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

] ehitg age below 24 months = —_—

Measure length (lying down). I:l !:
gth lying down). | ‘
Height {em
L] chnsage2esmonthin: @ s
Measure height [standing up). [I
ght( g up) Standing.......... L_| -
AND | Measurerimestigaor identificaton code D
Measurer Code ... ..c..coceencsimnsie
A4 Resull of measurement Measured 1
Mot present 2
oo 1o PO T IO e R e L OO0 KL 3
Others (Specdy) &

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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