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Weight at birth is a good indicator not only of a mother's health and nutritional status but also the newborn's chances for survival, growth, long-term health and psychosocial development. Low birth weight (defined as less than 2,500 grams) carries a range of grave health risks for children. Babies who were undernourished in the womb face a greatly increased risk of dying during their early days, months and years. Those who survive may 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 with low birth weight also risk 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 most impact: the mother's poor nutritional status before conception, short stature (due mostly to under nutrition and infections during her childhood), and poor nutrition during 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 a higher risk of bearing low birth weight babies.

One of the major challenges in measuring the incidence of low birth weight is that more than half of infants in the developing world are not weighed at birth. In the past, most estimates of low birth weight for developing countries were based on data compiled from health facilities. However, these estimates are biased for most developing countries because the majority of newborns are not delivered in facilities, and those who are represent only a selected sample of all births.

Because many infants are not weighed at birth and those who are weighed may be a biased sample of all births, the reported birth weights usually cannot be used to estimate the prevalence of low birth weight among all children. Therefore, the percentage of births weighing below 2500 grams is estimated from two items in the questionnaire: the mother’s assessment of the child’s size at birth (i.e., very small, smaller than average, average, larger than average, very large) and the mother’s recall of the child’s weight or the weight as recorded on a health card if the child was weighed at birth.[footnoteRef:1] [1:  For a detailed description of the methodology, see Boerma, JT et al. 1996. Data on Birth Weight in Developing Countries: Can Surveys Help? Bulletin of the World Health Organization 74(2): 209-16.] 


[PLACE TABLE NU.1 ABOUT HERE]

Example text for Table NU.1: Overall, %% percent of births were weighed at birth and approximately %% percent of infants are estimated to weigh less than 2,500 grams at birth (Table NU.1). There was large variation by region. The prevalence of low birth weight does not vary much by urban and rural areas or by mother’s education.

Nutritional Status

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

Undernutrition 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, have recurring sicknesses and faltering growth. Three-quarters of children who die from causes related to malnutrition were only mildly or moderately malnourished – showing no outward sign of their vulnerability. The Millennium Development Goal target is to reduce by half the proportion of people who suffer from hunger between 1990 and 2015. A reduction in the prevalence of malnutrition will also assist in the goal to reduce child mortality.

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 based on the WHO growth standards[footnoteRef:2]. Each of the three nutritional status indicators – weight-for-age, height-for-age, and weight-for-height - can be expressed in standard deviation units (z-scores) from the median of the reference population. [2:  http://www.who.int/childgrowth/standards/technical_report] 


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

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

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

Children whose weight-for-height is more than two standard deviations above the median reference population are classified as moderately or severely overweight.

In MICS, weights and heights of all children under 5 years of age were measured using the anthropometric equipment recommended[footnoteRef:3] by UNICEF if other equipment was used, please edit this sentence. Findings in this section are based on the results of these measurements. [3:  See MICS Supply Procurement Instructions: http://www.childinfo.org/mics5_planning.html] 


Table NU.2 shows percentages of children classified into each of the above described categories, based on the anthropometric measurements that were taken during fieldwork. Additionally, the table includes mean z-scores for all three anthropometric indicators.

[PLACE TABLE NU.2 ABOUT HERE]

Children whose full birth date (month and year) were not obtained this should normally not exist in MICS surveys, please edit if full birth date was collected for all children, and children whose measurements are outside a plausible range are excluded from Table NU.2. Children are excluded from one or more of the anthropometric indicators when their weights and heights have not been measured, whichever applicable. For example, if a child has been weighed but his/her height has not been measured, the child is included in underweight calculations, but not in the calculations for stunting and wasting. Percentages of children by age and reasons for exclusion are shown in the data quality Tables DQ.12, DQ.13, and DQ.14 in Appendix D. The tables show that due to incomplete dates of birth, implausible measurements, and/or missing weight and/or height, %% percent of children have been excluded from calculations of the weight-for-age indicator, %% percent from the height-for-age indicator, and %% percent for the weight-for-height indicator. Comment further on data quality issues that affect anthropometric indicators, such as heaping on age, out-transference (DQ.4/DQ.8) or digit preference (DQ.15) in measurements.

Example text for Table NU.2: Almost one in six children under age five in Country are moderately or severely underweight (%% percent) and %% percent are classified as severely underweight (Table NU.2). More than a quarter of children (%% percent) are moderately stunted or too short for their age and %% percent are moderately wasted or too thin for their height. More than a quarter of children (%% percent) are overweight or too heavy for their height.

Children in name of region are more likely to be underweight and stunted than other children. In contrast, the percentage wasted is highest in name of region. Those children whose mothers have secondary or higher education are the least likely to be underweight and stunted compared to children of mothers with no education. Boys appear to be slightly more likely to be underweight, stunted, and wasted than girls. The age pattern shows that a higher percentage of children age 12-23 months are undernourished according to all three indices in comparison to children who are younger and older (Figure NU.1). This pattern is expected and is related to the age at which many children cease to be breastfed and are exposed to contamination in water, food, and environment. Include additional comments on the extent of overweight prevalence, if significant percentages are observed in Table NU.2.

Figure NU.1: Underweight, stunted, wasted and overweight children under age 5 (moderate and severe), Survey name, Year
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[bookmark: _Toc142800363]Breastfeeding and Infant and Young Child Feeding

Proper feeding of infants and young children can increase their chances of survival; it can also promote optimal growth and development, especially in the critical window from birth to 2 years of age. 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 don’t start to breastfeed early enough, do not breastfeed exclusively for the recommended 6 months or stop breastfeeding too soon. There are often pressures to switch to infant formula, which can contribute to growth faltering and micronutrient malnutrition and can be unsafe if hygienic conditions, including safe drinking water are not readily available. Studies have shown that, in addition to continued breastfeeding, consumption of appropriate, adequate and safe solid, semi-solid and soft foods from the age of 6 months onwards leads to better health and growth outcomes, with potential to reduce stunting during the first two years of life.[footnoteRef:4]  [4:  Bhuta, Z. et al. 2013. Evidence-based interventions for improvement of maternal and child nutrition: what can be done and at what cost? The Lancet June 6, 2013.] 


UNICEF and WHO recommend that infants be breastfed within one hour of birth, breastfed exclusively for the first six months of life and continue to be breastfed up to 2 years of age and beyond.[footnoteRef:5] Starting at 6 months, breastfeeding should be combined with safe, age-appropriate feeding of solid, semi-solid and soft foods.[footnoteRef:6] A summary of key guiding principles[footnoteRef:7], [footnoteRef:8] for feeding 6-23 month olds is provided in the table below along with proximate measures for these guidelines collected in this survey. [5:  WHO. 2003. Implementing the Global Strategy for Infant and Young Child Feeding. Meeting Report Geneva, 3-5 February, 2003.]  [6:  WHO. 2003. Global Strategy for Infant and Young Child Feeding.]  [7:  PAHO. 2003. Guiding principles for complementary feeding of the breastfed child.]  [8:  WHO. 2005. Guiding principles for feeding non-breastfed children 6-24 months of age.] 


The guiding principles for which proximate measures and indicators exist are:
(i) continued breastfeeding;
(ii) appropriate frequency of meals (but not energy density); and
(iii) appropriate nutrient content of food.

Feeding frequency is used as proxy for energy intake, requiring children to receive a minimum number of meals/snacks (and milk feeds for non-breastfed children) for their age. Dietary diversity is used to ascertain the adequacy of the nutrient content of the food (not including iron) consumed. For dietary diversity, seven food groups were created for which a child consuming at least four of these is considered to have a better quality diet. In most populations, consumption of at least four food groups means that the child has a high likelihood of consuming at least one animal-source food and at least one fruit or vegetable, in addition to a staple food (grain, root or tuber).[footnoteRef:9] [9:  WHO. 2008. Indicators for assessing infant and young child feeding practices. Part 1: Definitions.] 


These three dimensions of child feeding are combined into an assessment of the children who received appropriate feeding, using the indicator of “minimum acceptable diet”. To have a minimum acceptable diet in the previous day, a child must have received:
(i) the appropriate number of meals/snacks/milk feeds;
(ii) food items form at least 4 food groups; and
(iii) breastmilk or at least 2 milk feeds (for non-breastfed children).

	Guiding Principle (age 6-23 months)
	Proximate measures
	Table

	Continue frequent, on-demand breastfeeding for two years and beyond
	Breastfed in the last 24 hours
	NU.4

	Appropriate frequency and energy density of meals
	Breastfed children
Depending on age, two or three meals/snacks provided in the last 24 hours

Non-breastfed children
Four meals/snacks and/or milk feeds provided in the last 24 hours
	NU.6

	Appropriate nutrient content of food
	Four food groups[footnoteRef:10] eaten in the last 24 hours [10:  Food groups used for assessment of this indicator are 1) Grains, roots and tubers, 2) legumes and nuts, 3) dairy products (milk, yogurt, cheese), 4) flesh foods (meat, fish, poultry and liver/organ meats), 5) eggs, 6) vitamin-A rich fruits and vegetables, and 7) other fruits and vegetables.] 

	NU.6

	Appropriate amount of food
	No standard indicator exists
	na

	Appropriate consistency of food
	No standard indicator exists
	na

	Use of vitamin-mineral supplements or fortified products for infant and mother
	No standard indicator exists
	na

	Practice good hygiene and proper food handling
	While it was not possible to develop indicators to fully capture programme guidance, one standard indicator does cover part of the principle: Not feeding with a bottle with a nipple
	NU.9

	Practice responsive feeding, applying the principles of psycho-social care
	No standard indicator exists
	na


[PLACE TABLE NU.3 ABOUT HERE]

Table NU.3 is based on mothers’ reports of what their last-born child, born in the last two years, was fed in the first few days of life. It indicates the proportion who were ever breastfed, those who were first breastfed within one hour and one day of birth, and those who received a prelacteal feed.[footnoteRef:11] Although a very important step in management of lactation and establishment of a physical and emotional relationship between the baby and the mother, only %% of babies are breastfed for the first time within one hour of birth, while %% percent of newborns in Country start breastfeeding within one day of birth. The findings are presented in Figure NU.2 by region and area. Please provide a short description of the key findings in this Table. [11:  Prelacteal feed refers to the provision any liquid or food, other than breastmilk, to a newborn during the period when breastmilk flow is generally being established (estimated here as the first 3 days of life).] 


Figure NU.2: Initiation of breastfeeding, Survey name, Year
[image: ]
The set of Infant and Young Child Feeding indicators reported in tables NU.4 through NU.8 are based on the mother’s report of consumption of food and fluids during the day or night prior to being interviewed. Data are subject to a number of limitations, some related to the respondent’s ability to provide a full report on the child’s liquid and food intake due to recall errors as well as lack of knowledge in cases where the child was fed by other individuals.

In Table NU.4, breastfeeding status is presented for both Exclusively breastfed and Predominantly breastfed; referring to infants age less than 6 months who are breastfed, distinguished by the former only allowing vitamins, mineral supplements, and medicine and the latter allowing also plain water and non-milk liquids. The table also shows continued breastfeeding of children at 12-15 and 20-23 months of age.

[PLACE TABLE NU.4 ABOUT HERE]

Example text for Table NU.4: Approximately %% percent of children age less than six months are exclusively breastfed. With %% percent predominantly breastfed, it is evident that water-based liquids are displacing feeding of breastmilk to the greatest degree. By age 12-15 months, %% percent of children are breastfed and by age 20-23 months, %% percent are breastfed. Provide further description of breastfeeding practices by background characteristics, being cautious to draw too many comparisons given the small sample sizes for these indicators.

Figure NU.3 shows the detailed pattern of breastfeeding by the child’s age in months. Even at the earliest ages, the majority of children are receiving liquids or foods other than breast milk, with name of liquids liquid(s) being of highest prevalence, even at the early age of 0-1 months. At age 4-5 months old, the percentage of children exclusively breastfed is below %% percent. Only about %% percent of children are receiving breast milk at age 2 years.

Figure NU.3: Infant feeding patterns by age, Survey name, Year
[image: ]

Example text for Table NU.5: Table NU.5 shows the median duration of breastfeeding by selected background characteristics. Among children under age 3, the median duration is ## months for any breastfeeding, ## months for exclusive breastfeeding, and ## months for predominant breastfeeding. Provide comments on any differences by background characteristics.

[PLACE TABLE NU.5 ABOUT HERE]

Example text for Table NU.6: The age-appropriateness of breastfeeding of children under age 24 months is provided in Table NU.6. Different criteria of feeding are used depending on the age of the child. For infants age 0-5 months, exclusive breastfeeding is considered as age-appropriate feeding, while children age 6-23 months are considered to be appropriately fed if they are receiving breastmilk and solid, semi-solid or soft food. Provide a short description of the key findings in this table, but do not repeat findings on exclusive breastfeeding from Table NU.4. As a result of feeding patterns, only %% percent of children age 6-23 months are being appropriately breastfed and age-appropriate breastfeeding among all children age 0-23 months drops to %% percent. Describe differences by background characteristics.
[bookmark: _Toc142800364]
[PLACE TABLE NU.6 ABOUT HERE]

Example text for Table NU.7: Overall, %% percent of infants age 6-8 months received solid, semi-solid, or soft foods at least once during the previous day (Table NU.7). Among currently breastfeeding infants this percentage is %% while it is %% among infants currently not breastfeeding. Provide a short description of the key findings in this Table.

[PLACE TABLE NU.7 ABOUT HERE]

Example text for Table NU.8: Overall, more than one-third of the children age 6-23 months (%% percent) were receiving solid, semi-solid and soft foods the minimum number of times. A slightly higher proportion of females (%% percent) were achieving the minimum meal frequency compared to males (%% percent).  The proportion of children receiving the minimum dietary diversity, or foods from at least 4 food groups, was much lower than that for minimum meal frequency, indicating the need to focus on improving diet quality and nutrient intake among this vulnerable group.  A slightly higher proportion of older (12-23 month old) children (%% percent) were achieving the minimum dietary diversity compared to younger (6-8 month old) children (%% percent).  The overall assessment using the indicator of minimum acceptable diet revealed that only %% percent were benefitting from a diet sufficient in both diversity and frequency.  Describe findings in detail where appropriate.

[PLACE TABLE NU.8 ABOUT HERE]

Example text for Table NU.9: The continued practice of bottle-feeding is a concern because of the possible contamination due to unsafe water and lack of hygiene in preparation. Table NU.9 shows that bottle-feeding is prevalent in Country. %% percent of children under 6 months are fed using a bottle with a nipple. Provide a short description of the key findings in this Table.

[PLACE TABLE NU.9 ABOUT HERE]

Salt Iodization

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

Briefly describe the national salt iodization program.

[PLACE TABLE NU.10 ABOUT HERE]

Example text for Table NU.10: In %% percent of households, salt used for cooking was tested for iodine content by using salt test kits and testing for the presence of indicate whether salt was tested for potassium iodide or potassium iodate content or both. Table NU.10 shows that in %% percent of households, there was no salt available. These households are included in the denominator of the indicator. In %% percent of households, salt was found to contain 15 parts per million (ppm) or more of iodine. Use of iodized salt was lowest in name of region (%% percent) and highest in name of region (%% percent). More than two thirds (%% percent) of urban households were found to be using adequately iodized salt as compared to only %% percent in rural areas. Interestingly, the difference between the richest and poorest households in terms of iodized salt consumption is much less than expected.

The consumption of adequately iodized salt is graphically presented in Figure NU.4 together with the percentage of salt containing less the 15 ppm. Describe Figure NU.4 in further detail if appropriate.

Figure NU.4: Consumption of iodized salt, Survey name, Year
[image: ]
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