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chapter 3
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DESIGNING THE QUESTIONNAIRE

This chapter is for survey coordinators. It will help you to:

ADVANCE \d4
(
Decide which indicators will be measured with the survey.


(
Decide what information you need to collect.


(ADVANCE \r6
Decide how to ask the questions to obtain the information.


(
Design a good questionnaire.


(
Decide who the respondents will be.

Which WSC Goals Can Be Monitored with a Survey?

Indicators for 19 of the 27 World Summit for Children (WSC) goals can be monitored with a multiple indicator survey. Each goal has a quantified target to be reached by the year 2000. Table 3.1 below lists these 19 goals. Indicators to monitor children’s rights, as well as other programme priorities such as Integrated Management of Childhood Illness (IMCI) and HIV/AIDS, can also be included. The guidance and model questionnaire provided in this chapter will help you to collect data in these critical areas for programme development and to report on progress toward the WSC goals.

The end-decade monitoring has multiple aims and several different groups of target respondents. This means that the data collection process is much more complex than an EPI or other single-purpose survey. The aims of this survey are also more ambitious than the mid-decade MICS surveys. You will need more resources to conduct the survey, and to analyse and report your findings. The advice given at mid-decade remains important: countries should first examine all sources of data already available or likely to be available by the end of the year 2000.

Table 3.1

WSC Goals That Can Be Monitored in a Multiple Indicator Survey

ADVANCE \d4


Goal 1

Reduction of the 1990 infant and under-five mortality rate by one third or to 50 and 70 per 1,000 live births respectively, whichever is less.

Goal 2

Reduction of 1990 maternal mortality levels by half.

Goal 3

Reduction of 1990 levels of severe and moderate malnutrition by one fifth or more.

Goal 4

Universal access to safe drinking water.

Goal 5

Universal access to sanitary means of excreta disposal.

Goal 6 

Universal access to basic education, and achievement of primary education by at least 80 per cent of primary school-age children, reducing disparities between boys and girls.

Goal 7

Reduction of adult illiteracy rate to at least half its 1990 level, with emphasis on female literacy.

Goal 8

Provide improved protection of children in especially difficult circumstances and tackle the root causes.

Goal 9
(
Special attention to the health and nutrition of the female child and to pregnant and lactating women.

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.

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

Goal 12

Reduction of the low birthweight rate to less than 10 per cent.

Goal 14

Virtual elimination of iodine deficiency disorders.

Goal 15

Virtual elimination of vitamin A deficiency and its consequences.

Goal 16

Empowerment of women to breastfeed their children exclusively for 4 to 6 months, and continue breastfeeding, with complementary food, well into the second year.

Goal 22

Elevation of immunization coverage of six antigens of the Expanded Programme on Immunization to 90 per cent or more in all countries.

Goal 23

Reduction by 50 per cent in deaths due to diarrhoea in children under age five and 25 per cent reduction in the diarrhoea incidence rate.

Goal 24

Reduction by one third in the deaths due to acute respiratory tract infections in children under five years.

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




A Model Questionnaire For End-Decade Monitoring

A survey questionnaire has been developed to help each country monitor progress towards the WSC goals. Like the mid-decade MICS questionnaire, the model questionnaire provides the basic set of questions needed to obtain population-based estimates of the goal indicators. Indicators for the WSC goals measured with the MICS model questionnaire are defined in Appendix Three, Indicators for Global Reporting. 

To develop your questionnaire, choose only the modules for indicators you need to monitor 

with a survey.


Several question modules are designed to monitor other (non-health) indicators of child rights. Working with the World Health Organization (WHO), UNAIDS and the MEASURE project, additional modules have been designed for inclusion in the end-decade MICS to use for monitoring progress of the IMCI and HIV/AIDS initiatives (Table 3.2). The Demographic and Health Survey programme and UNICEF worked to standardize questions so that many of these indicators can be measured using either the DHS or the MICS survey questionnaires.

Like the mid-decade MICS questionnaire, this questionnaire is modular, so that countries may choose among indicators. The more modules included, the more complex the survey becomes and the more difficult it will be to ensure that fieldwork goes smoothly, producing high-quality data. You may choose only those question modules you need to include in a new survey. When another survey is planned, one or more modules can be ‘piggybacked’ onto the existing questionnaire. When data to construct an indicator are available from another reliable, population-based source, the survey module can be excluded. 

Table 3.2

Modules for Monitoring Child Rights, IMCI and HIV/AIDS Initiatives


Key additional indicators for child rights


Birth registration


Children’s living arrangements


Orphans living in households


Child labour


Key IMCI indicators at household level


Exclusive breastfeeding


Complementary feeding


Low birthweight


Vaccination coverage


Child malnutrition


Home management of childhood illnesses


Care-seeking knowledge


Use of bednets (malaria high-risk areas)


Antimalarial treatment (malaria high-risk areas)


Key indicators for monitoring HIV/AIDS programmes


Knowledge of preventing HIV/AIDS


Knowledge of misconceptions of HIV/AIDS


Knowledge of mother-to-child transmission of HIV


Attitudes to people with HIV/AIDS


Women who know where to be tested for HIV


Women who have been tested for HIV

Why Do We Need a Model Questionnaire?

The model questionnaire is supplied here for two reasons. Firstly, it provides the questions needed to estimate indicators of the WSC goals so that each country’s indicators can be compared with others. If the survey methods are adequate and samples are comparable, these national indicators can also be compared with earlier estimates. Secondly, the questionnaire provides questions and a standard methodology that countries can use to collect data to monitor a wider range of programmes and some newer indicators. These additional questions can provide data at country and regional level to assess need, advocate new programmes, modify old ones, and collect baseline data for evaluation when programmes begin.

If you follow the advice in this chapter carefully, you can adapt the questions to serve your programme’s data needs, while ensuring that results are internationally comparable.

Each country will want to adapt the model questionnaire to meet particular needs and circumstances. The following advice will help you design a survey instrument that is easy to use and will provide you with the best data possible. Read the rest of this chapter carefully. It provides the information you need to make survey results useful to your country programmes. You will find out why each question appears in the model questionnaire, and how you can adapt the model to furnish the data you need. At the same time, it will ensure that you can report valid, reliable, and internationally comparable data on the WSC goals. 

How Do I Design a Good Questionnaire?

Collect only the minimum information you need. Overloading the MICS may compromise the quality of all the data collected in the survey.

You first need to be clear about your aims – make sure the questionnaire for your survey will be relevant to your purposes. Don’t make the survey too long by including many unnecessary modules or extra questions. It is always tempting to add more questions, expanding the survey unnecessarily. Resist this temptation, and collect only the minimum information you need. Overloading the MICS may compromise the quality of all the data collected in the survey. You may run the risk of overloading your fieldworkers, and demanding too much of your respondents, and making the data analysis too complex. You and your team need to know why each question is included and what you will do with the information after it is collected.

The main aim of a good instrument is to minimize the amount of error that occurs when obtaining information in a survey. A good questionnaire can be used by interviewers to obtain answers that are both reliable and valid. By reliable, we mean that no matter who asks the question or where and when it is asked, the same respondent would give the same answer. Using a well-designed questionnaire, each question is asked in the same way by every interviewer – and differences between interviewers will be kept to a minimum. By valid, we mean that the question elicits a response that is true and accurate and measures whatever it is that you want to measure. A good questionnaire should enable you to obtain valid measures of the things you set out to measure, by helping to ensure that the respondent understands what information you seek.

Table 3.3

Sources of Error in Surveys
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Data from retrospective surveys may contain errors for many reasons. These errors can be grouped under two main headings:
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Sampling error arises by chance, because the survey questions a sample of respondents rather than the whole population. Errors can also arise because your sample does not adequately represent the entire population. You can avoid these kinds of errors by ensuring that your sampling frame is adequate and your sample size is large enough to enable your measurements to be precise. In Chapter 4, we discuss the ways to avoid sampling and coverage errors.

ADVANCE \d6
Measurement error results from imperfectly measuring what you set out to measure. This kind of error is usually even more serious than sampling error because when it happens it cannot be corrected, and sometimes cannot even be detected. One important way to avoid measurement error is to ensure that your survey instrument is carefully designed. This chapter tells you how to design your questionnaire. Another way to avoid measurement error is to ensure that well-trained and well-supervised field staff conduct the interviews. Chapter 5 discusses this aspect of the survey in detail.

 


These considerations are especially important for monitoring surveys because their purpose is to measure trends in the indicators over periods of time, and to compare indicators internationally. A good design and translation, and thorough pre-testing of the questionnaire, can help make sure that your survey collects reliable and valid data. 

In monitoring surveys, the questions must be asked in the same way each time a survey is conducted.

The model questionnaire modules are designed to be adapted for use all over the world. Using the questionnaire verbatim is most likely to ensure that the results of your surveys to measure the WSC goals are comparable with the results from other countries, and with the results from surveys that are repeated every few years. It is therefore important that the wording of core questions in the model questionnaire is not changed. 
The other important aim of a good survey questionnaire is to obtain the necessary information quickly and easily. As we said earlier, this means that it should contain the minimum number of questions needed to obtain the required data. Both the interviewer and the respondents should be able to understand these questions easily. The wording and question sequence are designed to motivate respondents and help them recall difficult information. The survey instrument is designed to be manageable, economical, and to intrude as little as possible on the activities and privacy of families who are interviewed.

Your interviewers must learn how to ask questions properly. Be sure you use the interviewer guide to train your field staff.

Even when you have constructed a good questionnaire, it is not a guarantee that interviewers will always stick to the correct interpretation of the questions. Good training in the use of the questionnaire is also essential. Instructions for administering the questionnaire are found in Appendix One. You should translate this, if necessary, and make copies for survey staff. Give a copy to each interviewer during the training programme. Advice on how to select and train interviewers is found in Chapter 5.

A guide to help you analyse the data obtained using the model questionnaire is supplied later (Chapter 7, Analysing and Reporting Your Results). Sample sizes permitting, indicators can be tabulated for the whole country, and for each region, urban/rural residence, sex, age group and socioeconomic status.

Decide How to Ask the Questions
ADVANCE \d4You may want to compare data obtained from one survey with data from another. It is important to keep the questions and response categories the same each time. If the data collection method differs from one MICS survey to the next, the data may no longer be comparable.

Adapting and Translating Questionnaires

ADVANCE \d6The questions have been carefully designed to measure each global indicator, and therefore any changes to the questions should be avoided. Take care that translation does not change the meaning of these questions. In a few places (as marked in the questionnaire), the response categories may need to be adjusted to the requirements of different country settings.

The question modules need to be translated into the respondents’ local language before the survey begins. Translation should never be left to the interviewer; small differences of interpretation can destroy the reliability and validity of your data.

In a separate operation, another translator should then translate the new questions back into English (or the original language) without referring to the original model. This new translation should match the original version. Discuss any ambiguous words or phrases and decide on the correct translation for the local language. 

Pre-testing the Questionnaire

ADVANCE \d4The translated questionnaire needs to be pre-tested in the community, using respondents similar to the respondents in the survey sample. You will find more information about doing a pre-test in Chapter 5. This pre-test should identify any problem areas, misinterpretations or cultural objections to the questions.

· Important:

The pre-test of your questionnaire is especially important – it is easy to get it wrong the first time. A pre-test can provide a great deal of information for designing the final questionnaire and for planning other aspects of the survey process.

Table 3.4

What a Pre-Test Can Tell You

· Are respondents willing to answer the questions in the form you propose to use?

· What are the country-specific response categories?

· Are any of the questions particularly difficult or sensitive? Do interviewers understand the questions? Extra training can focus on these questions.

· Do the respondents misinterpret the questions? Are any of the words ambiguous or difficult to understand? The pre-test should point to where changes in wording or improved translation are needed.

· Does the questionnaire flow smoothly? Can the interviewers follow the instructions easily?

· Is there adequate space on the form and are the answers clearly coded? The pre-test should show where the format needs to be improved before the final questionnaire is printed.

· How long does an interview take? The answer to this question will help you decide how many interviewers are needed and how long the fieldwork will take.

  

The results of the pre-test should be incorporated into the final questionnaire.

You may find that the response categories for some questions are not sufficient to allow for the range of answers you receive. For example, you may need to add a very popular drink to the list of fluids given to a child during an episode of diarrhoea (see Care of Illness module). Or you may find that there are categories which do not apply to your country. 

Do not rush to print your questionnaire before you have done the pre-test and made the necessary changes.

Do not ignore the lessons of the pre-test, but do not change the order or the meaning of the questions. You may need to do more than one pre-test before your questionnaire is satisfactory. Discuss the results with experienced colleagues and with the interviewers, and decide what changes are needed. Make any changes necessary to the instructions for interviewers, to the wording of prompt questions and to the translation. Only then are you ready to reproduce the questionnaire forms.

In summary, the final questionnaire should be the product of careful preparatory work. It should ask only for the information your programme needs and will use. It should be as short and easy for interviewers to use as possible.

· Important:

If the wording, order or layout of the questions has to be changed for some reason, special care should be taken to ensure that all the information to estimate the indicators will still be obtained.

Table 3.5

Questionnaire Checklist
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Questions should be clear, use simple language and be as short as possible.

ADVANCE \d7(
The questions should flow clearly and logically from one to the other, and the layout should make it easy to administer the questionnaire.

ADVANCE \d7(
Appropriate codes should be used for all response categories, and a code should be available for a category of answers that do not fit into the other response categories.

ADVANCE \d7(
Instructions to interviewers should be easy to follow and easy to distinguish from the questions to the respondents.

ADVANCE \d7(
Make sure the questionnaire has been translated, back-translated and pre-tested.

ADVANCE \d7(
Check that the questionnaire provides all the information needed to calculate estimates of each indicator.

 

Decide Who the Respondents Will Be

ADVANCE \d6Part I of the model questionnaire (Household Questionnaire) is designed to be administered to every household drawn for the survey sample. (See Table 3.6.) The head of household may answer the questions about household water and sanitation. The mother or principal caretaker of children in the household is most likely to be able to give accurate answers to questions about school attendance and child labour. When a household member is absent at the time of interview, an adult man or woman may provide a proxy report of that person’s literacy level and education.


All women of reproductive age (ages 15 through 49) living in the household should answer questions in Part II (Women’s Questionnaire). (In some cases, countries may choose to interview only ever-married women.) Women who had a live birth within the year are asked about their tetanus toxoid coverage during the pregnancy and the child’s birthweight.

The target respondents for the 

end-decade MICS survey differ from the target respondents for the mid-decade MICS survey.

In Part III (under-five Children’s Questionnaire), each mother or primary caretaker of young children is asked questions about the children under age five in her (or his) care. (When the global indicator targets narrower age groups, as in the case of breastfeeding and introduction of complementary foods, these narrower age ranges will be selected during the data processing.) The Children’s Questionnaire is consistently designed for all under-fives except for two questions about early childhood learning activities, limited to children aged three and four. This focus on under-fives is intended to simplify the job of interviewers, so that they do not have to make too many decisions in the field about a child’s age and eligibility for particular questions. 

The Model Questionnaire: What’s New? 

Many of these WSC indicators were monitored by the MICS surveys at mid-decade, and the questions for measuring them remain unchanged. In this section, we provide a module-by-module description of the current MICS model questionnaire. Questions that have been modified and questions that were not included in 1995 receive special attention. Guidelines for adapting the questionnaire to serve country and programme needs are also discussed. Further details are found in Appendix One. The modules are carefully ordered, so that modules which are irrelevant in any household can be skipped without omitting crucial questions. The organization and flow of the three-part questionnaire is shown in Table 3.6. Refer to the model questionnaire supplied at the end of this chapter as you read the following sections.

Table 3.6

Flow of Questionnaire Modules


Note: ‘Age’ refers to ‘age at last birthday’. A dash ( - ) denotes ‘up to and including age X’.


Part I.  Household questionnaire


Household information panel


Household listing (all residents) and orphanhood questions (birth to 14)


Education module: educational attainment (age 5 and over), school attendance (age 5-17)


Child labour module (age 5-14*)


Optional maternal mortality module (all adults 15 years and over)


Water and sanitation module (all households)


Salt iodization module (all households)


Optional child disability module (2-9-year-olds)

* Upper limit beyond age 14 may be set by individual country.




(


Part II.  Questionnaire for individual women (women of reproductive age, 15-49)



Women’s information panel (all eligible women)



Child mortality (all eligible women)



Tetanus toxoid (all mothers with last birth within last year)



Maternal and newborn health (all mothers with last birth within last year)



Contraceptive use module (currently married women, 15-49)



HIV/AIDS (all women, 15-49)





(



Part III.  Questionnaire for children under five




Birth registration and early learning module




Vitamin A module




Breastfeeding module




Care of illness module



Malaria module (for high-risk areas)




Immunization module




Anthropometry module

Part I:  Household Questionnaire
This part of the questionnaire contains questions to obtain data on household composition, socioeconomic characteristics and facilities, and education levels of adults and school-age children. For the purposes of this survey, adults are defined as household members aged 15 and older. Questions about current school attendance cover children aged 5 through 17. All countries should retain this age range. An upper age limit of 14 is set for the child labour global indicator but data may be collected for older ages to accommodate country policies. When reporting national indicators to be used for international comparison, select for analysis the age ranges specified for each global indicator (see Appendix Three).

Household Information Panel

The model questionnaire begins by obtaining basic household information. Each country coordinator will need to write a short introduction that survey teams will use to explain why they wish to interview members of the household. The introduction should contain an assurance that the information given during the interview will remain confidential, and that respondents will not be penalized in any way if they refuse to participate. 

Cluster, household and interviewer identification is entered on the first page. To prevent pages of a questionnaire being misplaced or separated, the Cluster number, Household number and, where necessary, Individual identification number must be filled in on each page of the questionnaire. 

Each country may decide which information to gather about household socioeconomic status. Several questions to assess the socioeconomic status of the household are suggested for the Household Information Panel. If you want to examine within-country socioeconomic differentials for the indicators, you can adapt or change these questions to make them appropriate for use in your country. 
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Some countries may find that the education level of the head of household is a good indicator of a family’s economic and social status. The questionnaire asks for all adults “Has [name] ever attended school?” and “What is the highest level attended, and highest grade completed?” (Education module, Qs. 15 and 16)

Other countries find that information on the condition of the dwelling is a better proxy for a family’s socioeconomic status. In this case, record the material of the dwelling floor in the Household Information Panel.

Evaluate equity of health programme coverage by tabulating your results according to socioeconomic status.

Although no indicator requires that data be disaggregated by socioeconomic status, the information will be invaluable for later in-depth analyses. Such analyses will be important to evaluate the equity of health programme coverage in your country. If the data can identify population subgroups or geographic areas in need of special effort, programmes can be redesigned to help reach these groups and keep them on target. 

Space is also provided in the Household Information Panel for notes. Here, the field supervisor will indicate an appointed time for the survey team to return to the household if no one is at home. When the interviewing is complete, this is marked on the Panel, or the reason for non-completion is noted.

Household Listing Form

Monitoring the WSC goals means that adults, as well as children, become important targets for several survey modules. To ensure that the relevant respondents are identified, the questionnaire begins by listing all household members – that is, persons who usually live in the household – adults and children. A household is a person or group of persons who usually live and eat together. Adapt this definition to fit the definition of a household in use in your country. This household list must include children in the household who do not live with their biological parents. The total number of household members is later used to compute indicators for the water and sanitation goals (WSC goals 4 and 5). Basic demographic information – age, sex, and marital status – is obtained in the Household Listing. 

The process of listing household members can be time-consuming, especially in households with very old individuals who do not know their ages. For this survey, the precise age of adults outside the prime reproductive and working years is not required: to conserve interview time, a code is provided for those older adults whose age is not known. 

All adults are asked if they can read a letter or newspaper. This question provides data for a proxy measure of adult literacy (WSC goal 7). If an adult is not at home, another adult may answer this question for him/her. 

Eligibility for the Women’s Questionnaire, for the child labour module, and for the under-five Children’s Questionnaire is noted on this page (Columns 5-7). Children are linked to their mother or primary caregiver using the caretaker’s line number from the Household Listing. 

Finally, there are questions to measure two of the indicators of child rights: children’s living arrangements and the prevalence of orphans living in households. For all household members under age 15, the questions ask if the biological mother and father are still alive and, if so, whether they live in the same household (Qs. 10-13). 

These indicators are especially important in countries where adult mortality from AIDS poses severe threats to family well-being. Because many orphans are living on the street or in an institution, the total number of orphans cannot be estimated from this household survey. Nevertheless, the prevalence of orphans living in households will provide an estimate of the economic and care burden they impose on households. It may also be possible to examine whether these children are more disadvantaged with respect to other indicators, such as education, than are children living with their biological parents.

Education Module (WSC Goal 6)

The Education module begins with questions to assess the education level of household members over age five, including all adults (Qs. 15-16). These questions are not needed to estimate goal indicators, but can help to characterize the social status of the household: this information will be useful if the data are analysed further. If the person in question is not at home, a proxy response to these questions is also acceptable.
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You may want to discover if messages about National Immunization Days (NIDs) are reaching mothers with little or no schooling. Children who attended the last NID can be tabulated according to the number of years their mothers or caregivers attended school.

Current and recent school attendance of children age five through 17 is also obtained on this form (Qs. 17-22). Special care is needed to phrase these questions when the survey takes place between two school years: alternative wording is provided in Appendix One. These questions should be asked about any child who has reached age five, even if the usual age for entering school is later. 

One of the important new indicators measured in the current MICS is preschool development (WSC goal 26, and see Appendix Three). A separate question about attendance of under-fives in organized early learning programmes (not including child-minding or babysitting) is asked in the under-five Children’s Questionnaire. Children aged five or over may also be attending such programmes, and this information will be obtained in the Education module. New response categories are provided for children aged five and up who are attending preschool and for children attending schools with non-standard curricula, such as schools that teach only the Koran or other religious studies. To calculate the education indicators, students attending schools that do not teach a standard curriculum must be excluded. 

Child Labour Module (Child Rights) 

An optional module to obtain information to monitor one of the child rights indicators, prevalence of child labour, is addressed to the caretakers of each child aged five through 14. The age of the target group may be adapted to the individual country situation, but should include children aged five through 14 years for reporting on the global indicator. Like all modules in this questionnaire, it is important to translate and pre-test these questions before printing the final questionnaire. 

Although it would be desirable to assess the risks working children face, such as whether they work in a hazardous occupation, this module contains only a minimum set of questions. With these questions you will be able to estimate – for children living in households – the prevalence of paid and unpaid employment outside the home. Responses to these questions can also be analysed in combination with information on school attendance from the Education module.

Optional Child Disability Module (WSC Goal 8)

If your country wants more precise information about childhood disability to guide programming and policy initiatives, the MICS can be used as a vehicle to screen children who may be classified as disabled. An optional module found in Appendix Two contains 10 questions to screen children from age two through age nine for serious cognitive, motor, seizure, vision or hearing disabilities. This module can be included in the Household Questionnaire. The Child Disability module will identify children at high risk of being diagnosed as disabled. Further testing must be done in a special follow-up study to obtain a measure of actual disability prevalence. 

These questions need to be thoroughly pre-tested. They have performed reasonably well in several trials for estimating the burden of childhood disability when compared to results of independent clinical evaluations (but may miss some vision and hearing problems, especially amongst the youngest children). The resulting indicator – based on a second stage of clinical assessment of the children who screen ‘positive’ using these questions – can be used to make national and international comparisons, useful for advocacy. The questions provided in this module are addressed to all caretakers in the household about children in their care.

This module cannot be used to identify the relative prevalence of different types of disability. Statistically speaking, child disability is a rare event: making precise measurements and conducting examinations may require very large samples. Further information can be obtained from the Statistics and Monitoring Section, Division of Evaluation, Policy and Planning, UNICEF New York. 

Optional Maternal Mortality Module (WSC Goal 2)

Another optional module is provided in Appendix Two for those countries wanting to estimate the maternal mortality ratio (MMR). The present MICS uses the ‘indirect sisterhood’ method, which relies on a simple set of questions posed to all adults about the survival of their sisters. As simple as these questions are, measuring maternal mortality poses considerable difficulty. Because maternal deaths are rare events, even in countries with very high risks, large samples are usually required. Even with very large surveys it is difficult to estimate time trends in maternal mortality. Furthermore, maternal mortality is usually underreported. The estimates generated by the survey techniques currently available are too imprecise to permit meaningful monitoring of maternal mortality. The indirect sisterhood method, which is used here, provides an estimate for 10 to 12 years before the survey, and is therefore not useful for monitoring progress towards the end-decade goals. Countries without complete vital registration systems should not attempt to measure maternal mortality more often than every 10 years or so. In the short term, process indicators such as health service use and quality of care are preferred for monitoring the progress of maternal health programmes.
 

The indirect sisterhood method is not appropriate for use in countries likely to have a low MMR or where fertility is very low. The method is described more fully in Appendix Two. You should read that section before making a decision to include this module in your country’s survey. 

If administered, the module is placed in the Household Questionnaire and all adults are target respondents for the questions. The main advantage is that each household is likely to have more than one adult respondent, each with different siblings, which reduces the size of the sample of households required to provide a sufficient number of adult respondents.
 

Water and Sanitation Module (WSC Goals 4 and 5)

Indicators to monitor progress in water and sanitation programmes have been refined since the mid-decade monitoring exercise. The questions to monitor water and sanitation indicators have changed slightly. We have adjusted the response categories to reflect new standardized definitions of ‘safe’ drinking water (goal 4) and ‘sanitary’ means of excreta disposal (goal 5). The following sources of drinking water are now defined as ‘acceptable’: piped into dwelling, yard or plot; public tap; tubewell or borehole; protected dug well or protected spring; bottled water; and rainwater collection.

To measure access, a question about how much time it takes to collect water is also provided in the core questionnaire. 

If programme needs justify, additional questions may be added to this module. UNICEF’s Water, Environment and Sanitation Section has proposed a series of supplementary questions. 

Exercise caution when adding questions to a multipurpose survey, so that field staff and respondents are not overburdened by the demands.

Salt Iodization Module (WSC Goal 14)

Iodized salt consumption is an indicator for goal 14, elimination of iodine deficiency disorders. This module is used to test the iodine content of the salt used to cook the main meal for the household on the previous day. It is unchanged from the mid-decade MICS questionnaire. A uniform test kit will be provided for use in all current MICS surveys (see Chapter 5 for more details). 

Another indicator of goal 14, prevalence of low urinary iodine, is employed only to certify elimination of iodine deficiency. This should only be measured when previous surveys show that 90 per cent of households are already consuming adequately iodized salt. Protocols for conducting a survey to test urinary iodine levels are described in a separate publication available from the Nutrition Unit in UNICEF New York. 

Part II:  Questionnaire for Individual Women

The biggest changes in the MICS questionnaire are found in a new Women’s Questionnaire. These modules are directed to women of reproductive age (that is, ages 15 through 49 inclusive). In some countries it is inappropriate to ask unmarried women questions about childbearing. In countries where births or sexual experience outside marriage are rare, ever-married women of reproductive age are appropriate respondents for several question modules. 

The women’s modules measure indicators of contraceptive use (WSC goal 10); access to antenatal and delivery care (goal 11); prevalence of low birthweight (goal 12); maternal vitamin A deficiency (goal 15); and tetanus toxoid coverage of infants (goal 22). Knowledge of HIV/AIDS is obtained in a separate module. Questions to measure under-five and infant mortality rates (goal 1) are also included in the Women’s Questionnaire. 

Directed only to women, these modules sometimes deal with very sensitive topics. To include these modules in your questionnaire, each survey team should include at least one female interviewer to ask women these questions. The following section summarizes the most important things to note about modules in the Women’s Questionnaire.

Women’s Information Panel

First, we obtain the woman’s age, taking care to ascertain her true age whenever possible. Much further analysis of MICS data is possible, but will often depend upon a good estimate of women’s ages. Depending on the method selected for measuring childhood mortality, it may also be important to obtain the time elapsed since the mother’s first marriage or first birth (see below). 

Child Mortality Module (WSC Goal 1)

One of the overarching goals of the World Summit for Children in 1990 was to reduce infant and under-five mortality. Monitoring progress toward this goal is an important but difficult objective. Measuring childhood mortality may seem easy, but attempts using direct questions like “Has anyone in this household died in the last year?” give inaccurate results. Demographers have therefore had to devise indirect methods for measuring child mortality that will minimize the pitfalls of memory lapses, inexact or misinterpreted definitions, and poor interviewing technique.


One of the most reliable of these indirect methods is the ‘children ever born/children surviving’ (CEB/CS), or Brass, method of mortality estimation. This method uses data from a few simple questions about the number of live births a woman has ever had to make estimates of infant and under-five mortality. It does not require respondents to provide the children’s dates of birth or death, so the data can be gathered quickly.

The original version of the CEB/CS method – referred to in this manual as the ‘age-based’ method – relies on women’s reports of their ages to estimate the length of time that children have been exposed to the risk of dying. This is the main method that should be used in the current MICS; the Child Mortality module in the model questionnaire includes the necessary questions for it.

However, in countries where pregnancy outside marriage is rare, there is sometimes a sensitivity about asking unmarried women about any births they may have had. Where questions on child births and deaths can be asked only of ever-married women, estimation of child mortality using the ‘age-based’ method becomes more complicated. In these countries, which are relatively few in number, the ‘marriage duration’ method should be used, and a suitable question about marriage duration needs to be added to the questionnaire.

Data collection, calculation and interpretation of mortality estimates are complex undertakings. You should enlist the help of a local demographer or statistician who is conversant with the ‘age-based’ estimation method (and, when appropriate, the ‘marriage duration’ method) before you decide whether to include this module. You should also obtain 


the publications recommended below to assist you and your consultant demographer to collect, analyse and interpret these findings.
  Further details are supplied in Chapter 7.

The module in practice. If the woman has had no live birth, this module and the two following are skipped and the interviewer goes on to the Contraceptive Use module. If she has ever had a live birth, the interviewer administers the entire Child Mortality module. To derive the mortality estimates, the information from this module is combined with the demographic data obtained in the Women’s Information Panel.

Omitting the module. The final segment of the module enquires about live births within the year and has to be retained, to determine eligibility for the Tetanus Toxoid module and the Maternal and Newborn Health module.

Tetanus Toxoid Module (WSC Goal 22)

To estimate tetanus toxoid coverage among under-ones, mothers who gave birth in the year preceding the survey must be identified. They are then asked about their own tetanus toxoid immunizations. (Mothers often do not possess a card on which their own immunizations are recorded, but their recall is usually adequate). The questions in this module provide a proxy measure of the infant’s protection against tetanus. Experimental at the time of the mid-decade MICS, these questions have now been validated. They performed very well, eliciting responses that matched results when infants were tested for tetanus antibodies.
 

Maternal and Newborn Health Module (WSC Goals 11, 12 and 15)

In this module, women who had a live birth in the year before the survey are asked about supplementation with vitamin A in the post-partum period, and in some countries also about night blindness during pregnancy (goal 15 indicators). They are also asked about providers of antenatal and delivery care for that pregnancy (goal 11). 

Questions 4-6 of this module are used to estimate the birthweight of the recently born child (goal 12 indicator). First, mothers are asked to assess the relative size of their babies at birth. Mothers whose infants were weighed at birth are then asked to give the birthweight. This information is used to estimate the weight of infants for whom only relative size is available. The questions have been tested by the Demographic and Health Surveys programme. They produce data to make a good estimate, in the aggregate, of the prevalence of low birthweight even for countries where many newborns are not weighed at birth.
 

Contraceptive Use Module (WSC Goal 10)

This module is aimed at women who are currently married or in a regular union and contains just four questions. The aim is to estimate the prevalence of contraceptive use among women regularly exposed to the risk of becoming pregnant. These questions are very personal and need to be introduced carefully by the interviewer. Survey coordinators may provide a longer introduction to the topic if needed. Interviewers first check the woman’s marital status on the Household Listing Form (Q. 9), or ask if she is currently in a (sexual) union. The woman is then asked if she knows a method to delay or avoid pregnancy, and if so, which method she is currently using. (For obvious reasons, pregnant women are not asked about current use.) A list of contraceptive methods is provided as possible responses, but responses should not be prompted. Only spontaneous responses should be recorded.

HIV/AIDS Module
The final module in the Women’s Questionnaire aims to examine knowledge about HIV transmission and AIDS, attitudes toward HIV-infected persons, and HIV testing (practice and knowledge). The purpose of this module is to obtain information to help programme managers and policy makers plan more effective programmes to prevent HIV infection.

The module is meant primarily for those countries most affected by AIDS. Countries may choose which questions will provide the information most relevant to their own programme and policy strategies. The questions and indicators which can be constructed from the data they provide were developed by UNAIDS, the Demographic and Health Surveys programme and other organizations. They are part of a set of ‘prevention indicators’ used to help monitor changes in knowledge, attitudes and practices which are being promoted in AIDS prevention programmes around the world. 

First, questions are asked to identify the respondent’s basic knowledge about HIV transmission and AIDS. Questions follow that are meant to obtain information about knowledge of correct ways of avoiding infection with HIV, and to assess the prevalence of misconceptions about how the HIV virus is transmitted.
While correct knowledge about how one can contract HIV and how to avoid it does not vary, misconceptions about how HIV is spread do. The two questions about common misconceptions may require adapting if the misconceptions cited in the model questionnaire are not prevalent in your country. Information about which misconceptions are ‘common’ may come from qualitative studies conducted by other organizations. (For further information see the adaptation notes in Appendix One, Instructions for Interviewers.)
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Rumours are a source of misconceptions about how HIV is spread. In some countries witchcraft is blamed, while in others consumption of certain foods or toilet seats are thought to cause infection. In many countries, mosquito bites are thought to be a source of HIV infection. The questions on common misconceptions are limited to two, to ensure that the indicator constructed to measure incorrect knowledge of HIV transmission will be internationally comparable. For national use, they should provide useful information about how to best target information, education and communication campaigns.

Four questions aim to elicit whether the woman knows that the HIV virus can be transmitted vertically – from mother to child. Attitudes and discrimination against persons with AIDS affect efforts to prevent transmission and to care for persons with AIDS: two questions are therefore asked to obtain information about discriminatory attitudes and practices.

The purpose of the last three questions is to obtain information about the level of ‘unmet need’ for HIV testing. They first ask about experience of HIV testing. Voluntary testing and counselling are now encouraged, in the belief that if a person knows his or her status, he or she is more likely to adopt behaviours to prevent contracting the virus or (if positive) transmitting it. Many of those who get tested do not return to learn the result of the test, but the proportion of those who return should rise as the quality of pre-test counselling improves. To monitor the level of demand for such services, a question is included to obtain an estimate of the number of those tested who return to learn the result. Finally, respondents are asked if they know of a place where an HIV test can be performed. Even if the respondent has been tested, we ask this question because the original testing place may no longer be accessible.

As with all the modules in this questionnaire, it is important that interviewers administer this module with care. It is especially important that they be trained to read out each question in this module exactly as it is written, and to ask questions in the order in which they appear. 

Part III:  Questionnaire for Children Under Five

The third part of the model questionnaire is addressed to all caretakers of young children living in the household. The modules measure:

· prevalence of birth registration (an indicator for child rights); 

· indicators of early childhood development (WSC goal 26); 

· vitamin A programme coverage (goal 15); 

· breastfeeding (goal 16);

· care of diarrhoea (goal 23);

· care of acute respiratory illness (goal 24);

· home management of childhood illness, care-seeking knowledge, malaria treatment and use of bednets (IMCI indicators); 

· immunization coverage (goal 22); and 

· nutritional status (goal 3).

Birth Registration (Child Rights) and Early Learning (WSC Goal 26)

The Children’s Questionnaire begins with questioning to obtain a precise birth date, when possible. This is used to check and correct the child’s age as reported in the Household Listing Form. It is also used to introduce the questions about birth registration. If there is a legal obligation to register births, these questions about registration may be perceived as threatening and they must be administered with care. It is important that respondents understand that the information they provide is confidential and that individual data will not be disclosed to government authorities. The aim of the questions is to identify the extent of the problem of non-registration and obstacles to registration. You will need to pre-test these questions, and adjust the response categories to local needs.

Two questions are provided to obtain information about attendance at organized early childhood education programmes (children aged three and four). These questions are meant to obtain information about programmes that provide learning activities for preschool children. Child-minding or babysitting alone does not qualify as an ‘organized early learning programme’. Survey coordinators should work together with UNICEF and government education advisers to translate these questions, and train interviewers to obtain the desired information effectively.

Vitamin A Module (WSC Goal 15)

This question module is provided to monitor vitamin A programmes, with two additional questions provided for countries that have ongoing food fortification programmes (see Appendix Two, Optional Questions and Question Modules). The mid-decade MICS provided important evidence on the status of vitamin A supplementation in countries where UNICEF had ongoing programmes. Now all countries that have under-five mortality rates of 70 per 1,000 or higher, or a vitamin A deficiency problem of public health significance, are asked to include this module. A further question to obtain data on where children usually receive the vitamin A dose is also provided for countries that have supplementation programmes. 

Prevalence of night blindness is a proxy indicator of vitamin A deficiency. Four optional questions about night blindness in children aged two to four are also included in Appendix Two. Night blindness in young children is not easy to identify by simply asking questions. For this reason, these questions are to be used only in countries where a local term for night blindness exists. The four questions are those recommended by WHO and the International Vitamin A Consultative Group (IVACG), and include questions aimed at eliminating false-positive responses. 

When vitamin A deficiency is close to elimination, countries may measure the prevalence of low serum retinol by testing a subsample of the national sample or by conducting a special survey. Guidelines for such a survey may be obtained from the Nutrition Unit, UNICEF New York.

Breastfeeding Module (WSC Goal 16)

This module, optional in the mid-decade MICS, is unchanged. The questions provide for four measures of the WSC goal for breastfeeding (exclusive breastfeeding rate, timely complementary feeding rate, and continued breastfeeding rate at one and two years). In addition, a question is provided to measure the bottle-feeding rate (within the past 24 hours). If programmes promote certain complementary foods as appropriate or adequate, definitions of ‘complementary foods’ can be made country-specific.

As in the mid-decade surveys, the ‘current status’ approach is adopted to assess current breastfeeding practices at the time of the survey. This approach, asking about feeding practices in the 24 hours preceding interview, is the only reliable method to obtain information about duration of breastfeeding in a cross-sectional survey. When the findings are analysed by age for the global indicators, the numbers of children encountered in the age ranges of interest are likely to be quite small: children aged 0-3 months, 6-9 months, 12-15 months and 20-23 months. 

Care of Illness Module (WSC Goals 23 and 24, IMCI)

This module incorporates all the questions about diarrhoea treatment that were contained in the mid-decade MICS (Qs. 1 and 3–5). These questions are directly comparable to past surveys, including WHO’s household treatment surveys. The module asks about drinking and eating patterns during any episode of illness (including diarrhoea) that was ongoing in the two weeks prior to the survey. 

Questions 6-8 aim to identify cases of pneumonia or other acute respiratory infection (ARI) needing assessment by an appropriate health provider (as defined by WHO/UNICEF). For survey identification, WHO defines these suspected cases as children reported to have an illness with a cough accompanied by fast and/or difficult breathing. A third question is used to filter out simple cases of cold with a blocked nose: “Were/are these symptoms due to a problem in the chest or a blocked nose?”. If a local term for ‘rapid breathing’ exists, using that term may be the simplest way to obtain cases of acute lower respiratory tract infection that should be seen by a health care provider. Question 9 asks whether the caretaker sought care outside the household, and if so, where. The definition of ‘appropriate health care provider’ is usually agreed upon at country level, and includes graduate physicians and public-sector health workers trained in ARI case management. 

The IMCI questions are designed to monitor programme coverage. Even in countries not yet fully implementing IMCI, the questions can be used to provide a baseline measure against which future progress may be gauged.

The module also incorporates several new questions for monitoring the IMCI initiative by asking about all other illnesses during the preceding two weeks after recent cases of diarrhoea have been identified. We ask these questions separately to maintain comparability from survey to survey. The IMCI approach teaches mothers that proper home management of diarrhoea or any other illness requires giving more fluids and continuing to feed sick children as they are normally fed. Questions 4 and 5 obtain information to assess these home treatment practices for all children who were ill during the preceding fortnight.

Finally, Q. 11 asks caretakers to name the signs of serious illness that would prompt them to seek immediate treatment for the child at a health facility. Parents or caretakers should be able to name at least two correct signs of serious illness. Responses should never be prompted. These data will enable you to calculate an indicator to monitor the success of this educational aspect of the IMCI programme. (See Appendix Three for all calculations.)

Malaria Module (For Use in Malaria High-risk Areas)

A module containing 10 questions for use in high-risk malaria areas follows the Care of Illness module.
 These questions will provide the basic data to calculate indicators of malaria treatment practices and use of insecticide-treated bednets. Cases of fever in the two weeks preceding the survey are identified. Caretakers are asked if any drugs were given to the child for fever or malaria, and if so, which ones were taken. The options include both anti-fever medications (antipyretics) such as paracetamol, and antimalarials. To facilitate identification, a tray of 


medicines used locally can be carried by the survey team and displayed to caretakers who may not know the names of drugs administered.

Several additional questions have also been included in the malaria module. These ask whether the child received treatment at a health facility, and whether the child was treated at home before being taken to the facility. These questions are very important because they provide information about the significance of caretakers compared to health workers as providers of antimalarial treatment. The information is essential for knowing where to intervene, but there are considerable differences between countries. 

Two further questions regarding promptness of treatment may be added to the malaria module. This information is important to programmes because the most severe types of malaria progress very quickly and children must be treated promptly at onset of fever. 
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The questions needed to assess promptness of treatment are:

1. If the child was seen at a health facility (“yes” to Q. 2), ask: “On what day of the fever was [name] first taken to the health facility?” (Day fever started = day 1, etc.)

2. If the child was treated with medicine before being taken to the facility (“yes” to Q. 5), ask: “On what day of the fever was the medicine first given to [name]?”

Further questions about dosage (recording the number of tablets or teaspoons of syrup taken by day of fever) might also be asked, gathering important information about what is used for home treatment, and whether the dosages are adequate.

Where treated bednet programmes are in operation the use rates for children can be obtained by asking the three questions provided (Q. 8-10). These questions may also be asked in all high-risk malaria areas, providing a baseline against which future progress in use of impregnated bednets can be judged.

Immunization Module (WSC Goal 22)

In order to make the MICS survey results comparable to those obtained in other surveys, the immunization module has been changed from the version used at mid-decade. One new addition is a question asking if the child received any doses not shown on the vaccination card, including vaccines received during a National Immunization Day (NID). If so, the caretaker is asked a series of probing questions to ascertain the type of vaccine and the number of doses received (or additional doses received if not shown on the vaccination card). When no vaccination card is available, the caretaker is asked a series of questions to ascertain the type of vaccine and the number of doses received.  Lastly, attendance at NIDs can be obtained by inserting the dates of the most recent NIDs in Q. 15 of the module. Vaccine coverage rates are calculated from the card records and/or mother’s responses to probing questions; attendance at a National Immunization Day or Days will not inflate the response.

Anthropometry Module (WSC Goal 3)

The process of weighing and measuring children can be disruptive, and is best left until the end of the household interview. Weight and height or weight and length (children under age two must be measured lying down) are obtained last. To make these measurements properly, enlist the help of local experts to help design and conduct the training for measurers. The training programme for measurers is crucial – consult Appendix Four, Anthropometric Techniques, for more guidance. The training programme should always include practice in weighing and measuring real children; you should obtain permission and make arrangements to carry out practice sessions at a local day-care centre or other facility where children are found. Be sure to make arrangements early to obtain the necessary equipment, so that you have it in place and ready for the field staff training (see Chapter 5, Preparing for Data Collection).










� The Demographic and Health Survey programme has added a number of new questions to the DHS core questionnaire to enable countries to monitor WSC indicators. In the interest of comparability between surveys, questions about care of children during diarrhoea episodes and maternal tetanus toxoid coverage have remained the same in the mid-decade and end-decade MICS questionnaires. These questions differ slightly from DHS questions on the same subject, but correspond to WHO’s household survey questionnaires. See Appendix Three, Indicators for Global Reporting. 


� See also: Zaman, S., Khan, N., Islam, S., et al. (1990) Validity of the ‘Ten Questions’ for Screening Serious Childhood Disability: Results from Urban Bangladesh, International J. Epidemiology, 19(3): 613-620; Durkin, M., Davidson, L., Desai, P., et al. (1994) Validity of the Ten Questions Screen for Childhood Disability: Results from Population-Based Studies in Bangladesh, Jamaica, and Pakistan, Epidemiology, 5(3): 283-289; Chamie, M. (1994) Can Childhood Disability Be Ascertained Simply in Surveys?, Epidemiology, 5(3): 273-275. These papers are posted on the WorldWideWeb at:  � HYPERLINK http://www.childinfo.org ��www.childinfo.org�. 


� See UNICEF, WHO and UNFPA (1997) Guidelines for Monitoring the Availability and Use of Obstetric Services. 


� As a general guide (assuming two adults per household), a sample size of 5,500 households can be used to estimate a maternal mortality ratio expected to be around 500 per 100,000 births, where the total fertility rate is about 4.7.


� The ‘age-based’ method is explained more fully in United Nations (1990) A Step-by-Step Guide to the Estimation of Child Mortality, Department of Economic and Social Affairs. Information on data collection and training can be found in David, P., Bisharat, L., and Hill, A. (1990) Measuring Childhood Mortality: A Guide for Simple Surveys, UNICEF, MENA Regional Office, Amman.


� Deming, M.S., Roungou, J.-B., Heron, I., et al. (1999) Validation of Tetanus Toxoid Coverage from the Multiple Indicator Survey as an Indicator of Serologic Protection achieved against Neonatal Tetanus, US Centers for Disease Control and Prevention.


� Boerma, T., Weinstein, K., Rutstein, S.O., and Sommerfelt, E. (1996) Data on birth weight in developing countries: can surveys help?, WHO Bulletin 74: 209-216.


� WHO defines malaria risk areas by the proportion of febrile children aged 2-59 months brought to a health facility. A high-risk setting is defined as one where more than 5 per cent of febrile children have parasitaemia on a blood smear. A low malaria risk area is one where 5 per cent or less of febrile cases are parasitaemic, but where the risk is not negligible. A setting is considered as having no malaria risk if malaria transmission does not normally occur and imported malaria is uncommon.





