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ADVANCE \d 7INTRODUCTION

This manual is intended to assist UNICEF staff, in their work with national counterparts and other partners, in measuring progress for children and women at end-decade through the use of household surveys. It provides a systematic approach to carrying out a household survey to fill gaps in the data necessary for reporting on the situation of children and women at the end of the millennium, and for laying down a base from which to measure change in the next decade and beyond.


The end-decade assessment derives its primary focus from the World Summit for Children (WSC), held in New York in September 1990, at which 71 Heads of State and government and 88 senior officials from countries around the world pledged themselves to a Declaration and Plan of Action for Children. That commitment has now been made by 158 Heads of State, and countries around the world have proceeded to develop their own National Programmes of Action for children. Today these National Programmes of Action encompass 9 out of every 10 children on earth.

The End-Decade Assessment: Background

ADVANCE \d 7The governments that signed the WSC Declaration and Plan of Action for Children also committed themselves to monitoring progress toward the goals and objectives set for the year 2000. The Plan of Action called for each country to “establish appropriate mechanisms for the regular and timely collection, analysis and publication of data required to monitor social indicators related to the well-being of children” (para. 34(v)).
 Many governments have taken substantial steps to do this in their own National Programmes of Action. Measurement of these indicators is an essential part of the process, both for providing information for action and for assessing change.


The Plan of Action also requested “the assistance of the United Nations … to institute appropriate mechanisms for monitoring the implementation of the Plan of Action, using the existing expertise of the relevant United Nations statistical offices, the specialized agencies, UNICEF and other United Nations organs”. The annual publication The Progress of Nations is one of UNICEF’s contributions to that effort. In addition to highlighting how the measurement of progress lags behind action, The Progress of Nations has raised the following question: Does the absence of data on the well-being of children reflect an absence of real commitment? Surely, if the vagaries of world financial markets can be reported on a daily basis, then data on children should not be so woefully out of date or lacking altogether. 


Experience has already been gained, at mid-decade, with monitoring the implementation of the Plan of Action. The mid-decade assessment singled out 13 WSC goals on which to measure progress in areas critical to the survival and development of each child: the right to be protected against the vaccine-preventable diseases, to be treated appropriately when sick with diarrhoea, to be breastfed, to be well nourished, to be protected against iodine and vitamin A deficiency, to go to school, and to have access to safe water as well as suitable sanitation facilities.


Even for this limited set of goals, it was quickly recognized that current data on key indicators for assessing progress were lacking for many countries. In response, UNICEF quickly developed the Multiple Indicator Cluster Survey (MICS) as a household survey tool for countries to adopt to fill data gaps. In various forms, the MICS was utilized in 100 countries, and the resulting data, together with data from other more routine national sources, were used by countries for assessing their progress – a process which culminated in the Secretary-General’s report to the General Assembly at its 51st session in 1996.  

The ensuing General Assembly resolution (A/51/186) both strengthens the WSC World Declaration and Plan of Action and also clarifies how, at the global level, progress during the decade will be reviewed by the General Assembly. The following items in the resolution are of particular note with respect to reporting on progress:

“The General Assembly …

22. Stresses the necessity and importance of setting measurable indicators and targets and of improving data collection and assessment concerning the implementation of all the goals of the World Summit for Children with regard to the development, protection and survival of children, including the goal of improved protection of children in especially difficult circumstances; …

27. Decides to convene a special session of the General Assembly in 2001 to review the achievement of the goals of the World Summit for Children, and to consider the arrangements for the special session at its fifty-third session;

28. Requests the Secretary-General to submit to the General Assembly at its special session a review of the implementation and results of the World Declaration and the Plan of Action, including appropriate recommendations for further action…”

These elements of the resolution highlight the main rationale for helping countries fill data gaps using household surveys.

The Mid-Decade Experience

A practical tool for collecting data, the MICS survey was developed in collaboration with the World Health Organization (WHO), the United Nations Statistics Division, the London School of Hygiene and Tropical Medicine, and the United States Centers for Disease Control and Prevention (CDC). By 1996, 60 developing countries had carried out a stand-alone MICS, and another 40 had incorporated some of the MICS modules into other surveys.


In July 1997, UNICEF assembled a team of four independent experts to evaluate the mid-decade MICS. Specifically, the evaluation assessed the management, implementation, outputs, use of results, capacity-building effects and future monitoring needs of MICS surveys. The evaluation included a review of all MICS reports and data, questionnaires, and interviews with key informants. The findings of the evaluation are summarized in Table 1.1.

Table 1.1

Findings of the Evaluation of the Mid-Decade MICS

The evaluation revealed a high level of satisfaction with the quality of the data generated by MICS surveys and their ability to produce information more quickly and economically than other methods of data collection. MICS exceeded expectations in helping even the most data-poor countries monitor their progress toward the mid-decade goals. More specifically:

· Management: Government involvement in the MICS process varied greatly.

· Implementation: Most countries trained survey personnel in interviewing, data processing, analysis and report writing. Insufficient training caused problems in some cases.

· Output: Although satisfaction with the quality of the MICS data was high, there were some concerns about inconsistencies between the MICS results and those from other surveys.

· Use of results: Almost all the countries that implemented a MICS survey used the data in some way. However, of those countries that did a MICS, only half used the data to report on progress towards the WSC goals: the reason cited most often was that the results were not ready in time.

· Capacity building: The country offices who undertook a MICS believe that the exercise improved the skills and capacity of local government staff as well as UNICEF staff. Many of the respondents who did not conduct a MICS cited insufficient technical expertise as their reason.

  

Measurement of the Situation at End-Decade

Assessment of progress towards the WSC goals requires both identifying the core set of indicators, and identifying the most appropriate tool for obtaining the relevant data.

Developing a Core Set of Monitoring Indicators

ADVANCE \d 6In 1993 UNICEF, working with WHO and the United Nations Educational, Scientific and Cultural Organization (UNESCO), documented an initial core set of indicators to measure progress towards those WSC goals that permit cross-country comparisons. An indicator is the basic tool for measuring progress, using a commonly agreed definition of a specific aspect of the situation of children. Indicators define the data to be collected, so they should be relatively easy to measure and interpret, and should provide valid and reliable information about the objectives they are meant to measure.


The initial core set of indicators has since been modified in two ways. First, experience gained since 1993, particularly with the mid-decade MICS, has been used to modify the indicators in the initial set. Second, a small set of additional indicators has been added to provide a broader base from which to measure progress during the next decade. They include some additional indicators to monitor child rights as well as some of the newly emerging programme concerns such as the Integrated Management of Childhood Illness (IMCI) initiative, malaria, and knowledge of HIV/AIDS.


Extensive consultation has taken place on this revised set of indicators, both within UNICEF, particularly with Programme Division and the Regional Offices, and with WHO, UNESCO and the International Labour Organization (ILO). Coordination has also been pursued with other worldwide assessments in order to minimize duplication and to develop more consistent estimates of common indicators: these worldwide assessments included the Education for All assessment and the assessment of water and sanitation progress over the decade.

The resulting set of indicators for assessing progress for children and women at end-decade was specified in annex 1 of Executive Directive EXD/1999-03 dated 23 April 1999. They can be found at the end of this chapter in Table 1.4.

Appropriate Monitoring Tools
ADVANCE \d 7The measurement tools to obtain data on these indicators must meet certain qualifications: the data they produce must be valid and reliable, sensitive to changes and specific to each indicator. The indicators must be readily quantifiable, using agreed definitions and reference standards. The data used to calculate each indicator should also be comprehensive, supplying representative national information and appropriate subnational breakdowns as required. The possible monitoring tools are as follows:
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These are important sources of information on the total population, its age structure and its geographical distribution. This information is particularly useful in countries that most need data for setting priorities and for allocating limited resources, because they are also the countries most likely to have incomplete or insufficient information from the registration of vital events (births, deaths, marriages, etc.). 


Census data can provide denominators for indicators; for example, the number of under-fives or the number of children of primary-school age can be estimated from census reports. However, censuses are not carried out by the health sector and usually take place only once a decade. It can take three or more years to produce from census data the denominators needed for health indicators, so the usefulness of census data for monitoring is limited.

Routine Health Service Data 

These are relatively cheap and easy to collect, but often those responsible for their collection at the local level are not taught how to use the data themselves, are often overburdened by demands to fill in forms, and do not receive feedback on how these data are used. For these reasons, the quality of the data collected is often low. 


Moreover, health service statistics are usually collected for administrative purposes, not for monitoring purposes. Key information on the proper denominators for the indicators is usually not available. Health service statistics can provide information on the number of patients seen, for example, but they can rarely provide information on the entire population at risk, or the total population that is the target of the service.


Helping to strengthen routine reports from the health information system, streamlining the amount of information to be collected, and ensuring that the population census data are tabulated and adjusted to provide appropriate information on the denominators for selected indicators, make up an important long-term strategy for building in-country monitoring capacity. These two sources – the health information system and the census – should be your first stop when looking for data to measure these indicators. However, the health services do not routinely obtain many of the data required for the end-decade assessment.

Epidemiological Surveillance Sites

These are an important data source for supplementing health service statistics. As long as the data are collected nationally, or in representative sites across the country, they can provide useful information on indicators such as immunization, as well as on interventions delivered to certain regions or groups in a population, and they can be particularly useful in providing data on specific diseases. For example, a survey may be necessary to estimate the proportion of diarrhoea cases treated with oral rehydration therapy, but a sentinel disease surveillance system can provide good data on the seasonal patterns of diarrhoeal disease incidence, which can then be used to adjust the survey estimates of overall diarrhoea incidence. These systems may also collect information on the occurrence of specific diseases and conditions, such as vitamin A deficiency or acute respiratory infections, that would be too costly to investigate in large-scale surveys.

Routine Education System Data 

These are the primary source of data on enrolment, number of years spent attending school and other data relating to the educational system. They usually provide a census of all students and teachers in schools and therefore permit reporting not only at the national level, but also for subnational and smaller areas. However, school-age population data are required for producing net enrolment ratios, and these data are often of uncertain quality in many developing countries. Net enrolment is an important end-decade assessment indicator, partly because it permits determination of children not in school; but in many countries the data for it can either be several years old or go unreported. This is not to say that routine education system data should be ignored, rather that these data need to be complemented by other sources, primarily household surveys. 

Household Sample Surveys 

These are the most widely used method of providing data on health and social indicators when other sources of data are deficient. Every industrialized country, despite having good routine information systems, has special ongoing survey programmes, usually very extensive health interview surveys and surveys of disease morbidity and disability, to provide this supplementary information. Surveys are the best source of data on programme coverage, and on differentials in social indicators. They can provide breakdowns of information by regional, social or ethnic groupings which are very difficult to obtain from routine data sources. 


No other source exists for some of the indicators in the end-decade assessment set. For example, the only way to obtain nationally representative information on child labour, or on the number of households using iodized salt, or on the nutritional status of young children, is to do a survey, or to ensure that the required questions, measurements or tests are carried out in an ongoing survey programme. Data already collected in other household surveys, such as the Demographic and Health Survey (DHS) programme, can provide the baseline information for some indicators, provided the right questions were asked.
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Gaps in the data required for assessing the end-decade situation persist in almost all countries. However, the data for most of the end-decade indicators – 63 out of a total 75 – can be obtained through household surveys (see Table 1.4 for details). As the end of the decade approaches, few options are available beyond household surveys for closing current data gaps. Properly conducted surveys can produce data that will meet the rigorous requirements for the end-decade assessment. Linked to improved reporting in routine systems, these surveys offer the best approach for enabling countries to report on the situation of their children, and the progress made during the decade.

The Role of the End-Decade MICS

The quality of the data obtained in a survey depends on the proper design of the questionnaire, on the sampling 
strategy and on good training and supervision of suitable interviewers.

ADVANCE \d 7The end-decade MICS questionnaire and manual have been developed specifically to obtain the data for 63 of the 75 end-decade indicators listed in Table 1.4 at the end of this chapter. These draw heavily on experiences with the mid-decade MICS and on the subsequent MICS evaluation.


Table 1.2 presents a comparison between the content of the mid-decade MICS and that of the end-decade MICS. The content is organized into question modules, for countries to adopt or omit according to the data already available. Another possible approach, discussed later in this chapter, is arranging for MICS modules or questions to be incorporated into suitable surveys due to be carried out by other organizations.


The optional modules shown at the bottom of Table 1.2 are so designated because they should only be included in an end-decade MICS survey if they are of particular relevance and use to the country. The maternal mortality module should only be considered if data are 10 years old or older, or if no national data exist; the child disability module should only be used if there is a specific interest in assessing disability and if a linked, in-depth study will be done by way of follow-up. These optional modules are supplied in Appendix Two of this manual and not in the core questionnaire, which is placed at the end of Chapter 3.


The development of the end-decade MICS questionnaire and manual has drawn on an even wider spread of organizations than the mid-decade MICS. They include WHO, UNESCO, ILO, UNAIDS, the United Nations Statistical Division, CDC, MEASURE (USAID), Johns Hopkins University, Columbia University, the London School of Hygiene and Tropical Medicine, and others. A technical advisory group helped coordinate and advise on inputs from many technical experts and researchers. In particular, close working relations with the Demographic and Health Surveys (DHS) programme not only improved the commonality and consistency of indicators between the MICS and DHS surveys, but also resulted in an agreement to work together at country level so as to maximize the usefulness of the two organizations’ survey activities. It will now be easier to collaborate with DHS at country level, even more so than at mid-decade, when about 20 countries added MICS questions to their DHS surveys.

Tailoring the End-Decade MICS Surveys to Individual Country Situations

Every household survey, no matter how simple, incurs costs. The requirements of sample size and proper conduct of the fieldwork, data processing, analysis and reporting are demanding. UNICEF country office staff should therefore review the data needs for their country, in three steps, before deciding whether a MICS survey is required, and what modules it should contain:

Step 1. Review what indicator data, of adequate quality and national coverage, are likely to be available at end-decade through existing data systems. Do not limit this review to routine data systems, but also include existing and planned surveys.

Step 2. Identify what household surveys are ongoing, or planned, and can be expected to obtain national-coverage, high-quality data in time for the end-decade assessment (December 2000). Explore the possibility of these surveys incorporating MICS question modules to fill any expected end-decade data gaps.

Step 3. If, after other sources have been thoroughly mined via the first two steps, you still expect to have data gaps, then consider carrying out a MICS survey. But first explore whether other partners might be interested in sharing the work and resources needed for it. If you anticipate data gaps getting filled by another means (as identified in steps 1 and 2), then the question modules for those indicators can be omitted from your MICS survey.

Recall that a key aim of the end-decade assessment is to obtain timely, quality, national-coverage data for assessing the situation of children and women at end-decade. If such data are available from other sources, duplicate data collection should be avoided. 

At the same time, there may be reasons for including questions in a MICS survey for which relevant data are already available. For example, education data may be available, but not child labour data; but because it is important to relate child labour to school attendance, it may be necessary to also collect school attendance data in the MICS survey so as to maximize the usefulness of the child labour data.


Simple surveys should not be pressed to provide reliable subnational reports on these indicators, nor to report on change over time, unless these requirements are clearly part of the survey design specifications at the outset.


When a survey is well conducted, the results should stand up to close scrutiny by governments, other international organizations and communities. The data supplied by a carefully planned and well-conducted rapid survey should supply valuable information for helping communities and governments to understand and monitor their progress, and to plan for the future rationally.


To make sure that happens, careful planning for the survey is essential. This manual brings together the best guidance the international community has to offer in doing that. The step-by-step guidance supplied here for planning and conducting a MICS survey is intended to complement and reinforce existing monitoring systems, not to replace them.


Before the final decision to conduct a MICS survey is made, you should be able to answer three important questions:

· Why are you doing the survey? 

· How do you expect to use the results?
· To whom, and at what level, will the report of results be addressed?

The answers to these questions should help to ensure that the survey will provide useful information for monitoring goals, for influencing policy and programme design, and for encouraging policy makers and programme managers to allocate resources to social priority sectors. What data are needed and how they may be used by policy makers, programme managers, communities and the general public should inform all planning decisions.

Table 1.2

MICS Question Modules: Mid-Decade and End-Decade

Mid-Decade MICS
End-Decade MICS

Household modules
Household modules

Household composition
Household composition

Water and sanitation
Water and sanitation

Salt iodization
Salt iodization


Literacy


Alternative care and orphans



Modules for women
Modules for women

Tetanus toxoid
Tetanus toxoid


Reproductive health 
(antenatal and delivery care)


Family planning


Vitamin A 


         HIV/AIDS



Modules for children
Modules for children

Education
Education (including early childhood)

Diarrhoea
Diarrhoea

Vitamin A 
Vitamin A 

Immunization
Immunization

Child malnutrition
Child malnutrition


Breastfeeding


Care of acute respiratory illness


Child mortality


Low birthweight


Birth registration


Child labour


Malaria



Optional modules
Optional modules

Breastfeeding
Maternal mortality

Care of acute respiratory illness
Child disability

Child mortality





Chapter 2 of this manual contains a list of key information and decisions that need to be made before a survey can be undertaken. UNICEF country Representatives, programme managers, and national counterparts should read Chapter 2 carefully before starting to plan a survey. It provides advice on what you can expect to gain from a survey and how long it will take to carry out the entire process, from planning through implementation to reporting your results. Chapter 2 also contains a checklist of items that will need to be budgeted for when doing a national survey.

Table 1.3

What Multiple Indicator Cluster Surveys Can Do

· Fortify local-level programme monitoring

· Satisfy national-level goal-monitoring needs

· Perform at low cost

· Produce rapid findings

· Strengthen existing national capacities for monitoring

· Ensure internationally comparable results

 

National Capacities and Survey Use
Make certain that all are clear about why you are doing the survey and how you will use the results. Then plan the 
presentation of your findings alongside 
the planning of the survey itself.

ADVANCE \d 7For any country in which data are lacking altogether, multiple indicator surveys using cluster sampling provide a means to measure status on most of the end-decade assessment indicators by mounting a rapid, nationally representative survey. The guidance in this manual is set out to ensure that surveys may be designed and carried out in a way to yield results that will stand up to international scrutiny. The modules have limited aims, but the survey platform does not.


When many gaps still exist in the information needed for monitoring, helping countries in the process of planning and carrying out a survey, and utilizing the results, is an important way to strengthen national monitoring efforts for the future. It is therefore important to involve personnel from national institutions such as medical and public health schools, education and training institutes, university statistics departments and social science departments.


Further analysis later on can be greatly facilitated if you create a survey microdata file (of household-level data). Because of the pressure to report findings quickly, the information presented in a survey report usually includes only the basic findings of a survey. A microdata file, well documented and made readily available, will allow in-depth analyses to be done by subject specialists in the many institutes, universities and other interested organizations who would otherwise not be able to access this data resource. A small amount of money, together with the microdata file, can generate many detailed analyses of the data and lead to further dissemination, via a variety of media, of information on children.


Each country programme is well placed to assess where the strongest entry point may be to help national counterparts. The challenge is to bring together different sectors, organizations and individuals to collaborate in the cost-effective use of a shared tool. 

Table 1.4

Indicators for Monitoring Progress at End-Decade

The following list includes the indicators for monitoring the WSC goals as well as additional indicators to monitor children’s rights, HIV/AIDS, the Integrated Management of Childhood Illness (IMCI) initiative, and malaria. All the indicators on this list are covered in the current MICS except the ones marked with an ‘X’. Age ranges indicated with a hyphen include the month or year given as the outer boundary of the range: for example, ‘6-9 months’ includes 6-month-olds and 9-month-olds.
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

Indicators reflecting World Summit for Children goals

WSC goal 1. Between 1990 and the year 2000, reduction of infant and under-five child mortality rate by one third or to 50 and 70 per 1,000 live births respectively, whichever is less

 
Under-five mortality rate
Probability of dying between birth and exactly five years of age, per 1,000 live births


 
Infant mortality rate
Probability of dying between birth and exactly one year of age, per 1,000 live births


WSC goal 2. Between 1990 and the year 2000, reduction of maternal mortality rate by half

 
Maternal mortality ratio (MMR)
Annual number of deaths of women from pregnancy- related causes, when pregnant or within 42 days of termination of pregnancy, per 100,000 live births

For countries without complete vital registration systems, MMR should be measured only once every 7-10 years: process indicators should be used to measure progress in the short term

WSC goal 3. Between 1990 and the year 2000, reduction of severe and moderate malnutrition among under-five children by half 

 
Underweight prevalence
Proportion of under-fives who fall below minus 2 and below minus 3 standard deviations from median weight- for-age of NCHS/WHO reference population
To be measured not more than once every three years

 
Stunting prevalence
Proportion of under-fives who fall below minus 2 and below minus 3 standard deviations from median height- for-age of NCHS/WHO reference population
Moderate and severe levels, and severe levels, should be reported separately

 
Wasting prevalence
Proportion of under-fives who fall below minus 2 and below minus 3 standard deviations from median weight-for-height of NCHS/WHO reference population
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

WSC goal 4. Universal access to safe drinking water

 
Use of safe drinking water
Proportion of population who use any of  the following types of water supply for drinking: piped water; public tap; borehole/pump; protected well; protected spring; rainwater


WSC goal 5. Universal access to sanitary means of excreta disposal

 
Use of sanitary means of excreta disposal
Proportion of population who have, within their dwelling or compound: toilet connected to sewage system; any other flush toilet (private or public); improved pit latrine; traditional pit latrine


WSC goal 6. Universal access to basic education, and achievement of primary education by at least 80 per cent of primary school-age children, through formal schooling or non-formal education of comparable learning standard, with emphasis on reducing the current disparities between boys and girls

 
Children reaching 
grade 5
Proportion of children entering first grade of primary school who eventually reach grade 5


X
Net primary school enrolment ratio
Proportion of children of primary-school age enrolled in primary school
Not covered in MICS


Net primary school attendance rate
Proportion of children of primary-school age attending primary school



Optional




Proportion entering school
Proportion of children of primary-school entry age who enter school at that age



X
Learning achievement
Proportion of children aged 10-12 years reaching a specific level of learning achievement in literacy, numeracy and life skills


WSC goal 7. Reduction of the adult illiteracy rate (the appropriate age group to be determined in each country) to at least half its 1990 level, with emphasis on female literacy

  
Literacy rate
Proportion of population aged 15 years and older who are able, with understanding, to both read and write a short simple statement on their everyday life
To be measured at most once every five years

WSC goal 8. Provide improved protection of children in especially difficult circumstances and tackle the root causes leading to such situations

  
Total child disability rate
Proportion of children aged less than 15 years with some reported physical or mental disability
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

WSC goal 9. Special attention to the health and nutrition of the female child and to pregnant and lactating women

  
Under-five mortality rate: female/male
Probability of dying between birth and exactly five years of age, per 1,000 live births: disaggregated by gender


  
Underweight prevalence: female/male
Proportion of under-fives who fall below minus 2 standard deviations from median weight-for-age of NCHS/WHO reference population: disaggregated by gender


  
Antenatal care
Proportion of women aged 15-49 attended at least once during pregnancy by skilled health personnel
‘Skilled health personnel’ includes only doctors, nurses and midwives; does NOT include traditional birth attendants (trained or untrained)

X
HIV prevalence: female/male
Proportion of population aged 15-49 who are HIV- positive: disaggregated by gender and age
Not covered in MICS

X
Iron-deficiency anaemia
Proportion of women aged 15-49 with haemoglobin levels below 12g/100ml for non-pregnant women, and below 11g/100ml for pregnant women
Not covered in MICS

WSC goal 10. Access by all couples to information and services to prevent pregnancies that are too early, too closely spaced, too late or too many

  
Contraceptive prevalence
Proportion of  women aged 15-49 who are using (or whose partner is using) a contraceptive method (either modern or traditional)
This indicator should be reported separately for women who are married or in union, and for all women

X
Fertility rate for women 15 to 19
Number of live births to women aged 15-19 per 1,000 women aged 15-19
Only for estimation at global and regional level: not for measurement at national level

X
Total fertility rate
Average number of live births per woman who has reached the end of her childbearing period
Only for estimation at global and regional level: not for measurement at national level
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

WSC goal 11. Access by all pregnant women to prenatal care, trained attendants during childbirth and referral facilities for high-risk pregnancies and obstetric emergencies

  
Antenatal care

Proportion of women aged 15-49 attended at least once during pregnancy by skilled health personnel

‘Skilled health personnel’ includes only doctors, nurses and midwives; does NOT include traditional birth attendants (trained or untrained)

  
Childbirth care
Proportion of births attended by skilled health personnel
See definition of ‘skilled health personnel’ above

X
Obstetric care
Number of facilities providing comprehensive essential obstetric care per 500,000 population

Number of facilities providing basic essential obstetric care per 500,000 population
Essential obstetric care is defined in UNICEF/WHO/UNFPA, Guidelines for Monitoring the Availability and Use of Obstetric Services

WSC goal 12. Reduction of the low birthweight rate (less than 2.5 kg) to less than 10 per cent

  
Birthweight below
 2.5 kg
Proportion of live births that weigh below 2,500 grams


WSC goal 13. Reduction of iron-deficiency anemia in women by one third of the 1990 levels

X
Iron-deficiency anaemia
Proportion of women aged 15-49 with haemoglobin levels below 12g/100ml for non-pregnant women, and below 11g/100ml for pregnant women
Not covered in MICS

WSC goal 14. Virtual elimination of iodine deficiency disorders

  
Iodized salt consumption
Proportion of households consuming adequately iodized salt


X 
Low urinary iodine
Proportion of population (school-age children or general population) with urinary iodine levels below 10mcg/100ml
To be measured at national level only when 90% or more of households are consuming adequately iodized salt


Optional



X
Goitre in schoolchildren
Proportion of children aged 6-11 years with any size of goitre (palpable and visible combined)
To be measured only when salt iodization or urinary iodine levels are not measured
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

WSC goal 15. Virtual elimination of vitamin A deficiency (VAD) and its consequences, including blindness


  
Children receiving vitamin A supplements

Mothers receiving vitamin A supplements
Proportion of children aged 6-59 months who received a high-dose vitamin A supplement in the last 6 months

Proportion of mothers who received a high-dose vitamin A supplement before infant was 8 weeks old


 X 
Low vitamin A
Proportion of children aged 6-59 months with serum retinol below 20mcg/100ml
To be measured at national level only when VAD is close to being eliminated


Optional



  
Children with night blindness
Proportion of children aged 24-59 months with night blindness
To be measured only if a local term for night blindness exists

  
Night blindness in pregnant women
Proportion of women who had night blindness during the last pregnancy
To be measured only if a local term for night blindness exists

WSC goal 16. Empowerment of all women to breastfeed their children exclusively for four to six months and to continue breastfeeding, with complementary food, well into the second year

  
Exclusive breastfeeding rate
Proportion of infants under 4 months (120 days) who are exclusively breastfed


  
Timely complementary feeding rate
Proportion of infants aged 6-9 months (180-299 days) who are receiving breastmilk and complementary food


  
Continued breastfeeding rate
Proportion of children aged 12-15 months and 20-23 months who are breastfeeding
Reported separately for the two age groups

X
Number of baby-friendly facilities
Number of hospitals and maternity facilities designated as baby-friendly according to global BFHI criteria
Not covered in MICS

WSC goal 17. Growth promotion and its regular monitoring to be institutionalized in all countries by the end of the 1990s


   No indicators

WSC goal 18. Dissemination of knowledge and supporting services to increase food production to ensure household food security

   No indicators 

WSC goal 19. Global eradication of poliomyelitis by the year 2000

X 
Polio cases
Annual number of cases of polio
Not covered in MICS
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  Indicator
             Description                                                            Comments
Indicator
Description
Comments

WSC goal 20. Elimination of neonatal tetanus by 1995

X
Neonatal tetanus cases
Annual number of cases of neonatal tetanus
Only for estimation at global and regional level: not for measurement at national level

WSC goal 21. Reduction by 95 per cent in measles deaths and reduction by 90 per cent of measles cases compared to pre-immunization levels by 1995, as a major step to the global eradication of measles in the longer run

X
Under-five deaths from measles
Annual number of under-five deaths due to measles
Only for estimation at global and regional level: not for measurement at national level

X
Under-five measles cases
Annual number of cases of measles in children under five years of age
Only for estimation at global and regional level: not for measurement at national level

WSC goal 22. Maintenance of a high level of immunization coverage (at least 90 per cent of children under one year of age by the year 2000) against diphtheria, pertussis, tetanus, measles, poliomyelitis, tuberculosis and against tetanus for women of childbearing age


DPT immunization coverage
Proportion of one-year-old children immunized against diphtheria, pertussis and tetanus (DPT)



Measles immunization coverage
Proportion of one-year-old children immunized against measles



Polio immunization coverage
Proportion of one-year-old children immunized against poliomyelitis



TB immunization coverage
Proportion of one-year-old children immunized against tuberculosis



Neonatal tetanus protection
Proportion of one-year-old children protected against neonatal tetanus through immunization of their mother
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WSC goal 23. Reduction by 50 per cent in the deaths due to diarrhoea in children under the age of five years and 25 per cent reduction in the diarrhoea incidence rate

X
Under-five deaths from diarrhoea
Annual number of under-five deaths due to diarrhoea
Only for estimation at global and regional level: not for measurement at national level


Diarrhoea cases
Average annual number of episodes of diarrhoea per child under five years of age



ORT use
Proportion of children aged 0-59 months who had diarrhoea in the last two weeks and were treated with oral rehydration salts or an appropriate household solution (ORT)



Home management of diarrhoea
Proportion of children aged 0-59 months who had diarrhoea in the last two weeks and received increased fluids and continued feeding during the episode


WSC goal 24. Reduction by one third in the deaths due to acute respiratory infections in children under five years

X
Under-five deaths from acute respiratory infections (ARI)
Annual number of under-five deaths due to acute respiratory infections
Only for estimation at global and regional  level: not for measurement at national level


Care seeking for acute respiratory infections
Proportion of children aged 0-59 months who had ARI in the last two weeks and were taken to an appropriate health provider


WSC goal 25. Elimination of guinea worm disease (dracunculiasis) by the year 2000   

X
Dracunculiasis cases
Annual number of cases of dracunculiasis (guinea worm) in the total population

Not covered in MICS

WSC goal 26. Expansion of early childhood development activities, including appropriate low-cost family- and community-based interventions


Preschool development


Proportion of children aged 36-59 months who are attending some form of organized early childhood education programme


WSC goal 27. Increased acquisition by individuals and families of the knowledge, skills and values required for better living, made available through all educational channels, including the mass media, other forms of modern and traditional communication and social action, with effectiveness measured in terms of behavioural change


No indicators
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Additional indicators for monitoring children’s rights


Birth registration
Proportion of children aged 0-59 months whose births are reported registered



Children’s living arrangements
Proportion of children in households aged 0-14 years not living with a biological parent
Calculated separately for children whose biological mother, father, or both parents are dead


Orphans in households
Proportion of children in households aged 0-14 years who are orphans
Calculated separately for children whose biological mother, father, or both parents are dead


Child labour
Proportion of children in households aged 5-14 years who are currently working (paid or unpaid; inside or outside home)
Calculated separately for paid, unpaid, and domestic work for more than 4 hours per day

Additional indicators for monitoring IMCI initiative and malaria


Home management of illness
Proportion of children aged 0-59 months who were ill during the last two weeks and received increased fluids and continued feeding



Care-seeking knowledge
Proportion of caretakers of children aged 0-59 months who know at least two of the following signs for seeking care immediately: child not able to drink or breastfeed, child becomes sicker, child develops a fever, child has fast breathing, child has difficult breathing, child has blood in the stools, child is drinking poorly



Bednets
Proportion of children aged 0-59 months who slept under an insecticide-impregnated bednet during the previous night
Only in malaria risk areas


Malaria treatment
Proportion of children aged 0-59 months who were ill with fever in the last two weeks and received antimalarial drugs
Only in malaria risk areas
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Additional indicators for monitoring HIV/AIDS


Knowledge of preventing HIV/AIDS
Proportion of women who correctly state the three main ways of avoiding HIV infection



Knowledge of misconceptions of HIV/AIDS
Proportion of women who correctly identify three misconceptions about HIV/AIDS
Number reduced in MICS from three to two


Knowledge of mother- to-child transmission of HIV
Proportion of women who correctly identify means of transmission of HIV from mother to child



Attitude to people with HIV/AIDS
Proportion of women expressing a discriminatory attitude towards people with HIV/AIDS



Women who know where to be tested for HIV
Proportion of women who know where to get a HIV test



Women who have been tested for HIV
Proportion of women who have been tested for HIV


X
Attitude toward condom use
Proportion of women who state that it is acceptable for women in their area to ask a man to use a condom
Indicator deleted from MICS


Adolescent sexual behaviour
Median age of girls/women at first pregnancy


� Annex to ‘Ceremony for the presentation of the Declaration and Plan of Action adopted by world leaders at the World Summit for Children: Note by the Secretary-General’, document A/45/625, United Nations, New York, 1990.





