


1 
2 
3 
4 
5 
[bookmark: _Ref517385794]Thrive – Reproductive and Maternal Health
[bookmark: _Toc142800355]Fertility
Measures of current fertility are presented in Table TM.1.1 for the three-year period preceding the survey. A three-year period was chosen for calculating these rates to provide the most current information, while also allowing the rates to be calculated for a sufficient number of cases so as not to compromise the statistical precision of the estimates. The current fertility measures, presented in the table by urban and rural residence, are as follows:
· Age-specific fertility rates (ASFRs), expressed as the number of births per 1,000 women in a specified age group, show the age pattern of fertility. Numerators for ASFRs are calculated by identifying live births that occurred in the three-year period preceding the survey, classified according to the age of the mother (in five-year age groups) at the time of the child’s birth. Denominators of the rates represent the number of woman-years lived by all interviewed women (or in simplified terms, the average number of women) in each of the five-year age groups during the specified period. 
· The total fertility rate (TFR) is a synthetic measure that denotes the number of live births a woman would have if she were subject to the current age-specific fertility rates throughout her reproductive years (15-49 years). 
· The general fertility rate (GFR) is the number of live births occurring during the specified period per 1,000 women age 15-49. 
· The crude birth rate (CBR) is the number of live births per 1,000 household population during the specified period.
[PLACE TABLE TM.1.1 HERE]
[bookmark: _Toc142800356]Early childbearing
Table TM.2.1 presents the survey findings on adolescent birth rates and further disaggregates of the total fertility rate. 
The adolescent birth rate (age-specific fertility rate for women age 15-19) is defined as the number of births to women age 15-19 years during the three-year period preceding the survey, divided by the average number of women age 15-19 (number of women-years lived between ages 15 through 19, inclusive) during the same period, expressed per 1,000 women. 
The adolescent birth rate is a Global SDG indicator (3.7.2) for ensuring universal access to sexual and reproductive health-care services (Target 3.7).
Tables TM.2.2W and TM.2.2M present a selection of early childbearing and fatherhood indicators for young women and men age 15-19 and 20-24 years. In Table TM.2.2W, percentages among women age 15-19 who have had a live birth and those who are pregnant with their first child are presented. For the same age group, the table also presents the percentage of women who have had a live birth before age 15. These estimates are all derived from the detailed birth histories of women.
To estimate the proportion of women who have had a live birth before age 18 – when they were still children themselves – data based on women age 20-24 years at the time of survey are used to avoid truncation.[footnoteRef:1] [1:  Using women age 15-19 to estimate the percentage who had given birth before age 18 would introduce truncation to the estimates, since the majority of women in this age group will not have completed age 18, and therefore will not have completed exposure to childbearing before age 18. The age group 20-24 is used to estimate the percentage of women giving birth before age 18, since all women in this age group have completed exposure to childbearing at very early ages. ] 

Table TM.2.2M presents findings on early fatherhood. Percentages among men age 15-19 and age 20-24 years who became fathers before ages 15 and 18, respectively, show the extent to which men are becoming fathers when they are still children.
Tables TM.2.3W and TM.2.3M are designed to look at trends in early childbearing for women and early fatherhood for men, by presenting percentages of women and men who became mother and fathers before ages 15 and 18, for successive age cohorts. The table is designed to capture trends in urban and rural areas separately.
[PLACE ALL TM.2 TABLES HERE]
[bookmark: _Toc142800357]Contraception
Appropriate contraceptive use is important to the health of women and children by: 1) preventing pregnancies that are too early or too late; 2) extending the period between births; and 3) limiting the total number of children.[footnoteRef:2] [2:  PATH, and United Nations Population Fund. Meeting the Need: Strengthening Family Planning Programs. Seattle: PATH/UNFPA, 2006. https://www.unfpa.org/sites/default/files/resource-pdf/family_planning06.pdf.] 

Table TM.3.1 presents the current use of contraception for women who are currently married or in union while Table TM.3.2 presents the same information for women who are not currently married or in union and are sexually active. In Table TM.3.1, use of specific methods of contraception are first presented; specific methods are then grouped into modern and traditional methods and presented as such. For sexually active women who are not currently married or in union, in Table TM.3.2, contraceptive use is only presented by modern and traditional method categories.
Unmet need for contraception refers to fecund women who are not using any method of contraception, but who wish to postpone the next birth (spacing) or who wish to stop childbearing altogether (limiting). Unmet need is identified in MICS by using a set of questions eliciting current behaviours and preferences pertaining to contraceptive use, fecundity, and fertility preferences.
Table TM.3.3 shows the levels of unmet need and met need for contraception, and the demand for contraception satisfied for women who are currently married or in union. The same table is reproduced in Table 3.4 for sexually active women who are not currently married or in union.
Unmet need for spacing is defined as the percentage of women who are not using a method of contraception AND
· are i) not pregnant, ii) not post-partum amenorrheic[footnoteRef:3] and iii) fecund[footnoteRef:4] and say they want to wait two or more years for their next birth OR [3:  A woman is post-partum amenorrheic if she had a live birth in last two years and is not currently pregnant, and her menstrual period has not returned since the birth of the last child.]  [4:  A woman is considered infecund if she is neither pregnant nor post-partum amenorrheic, and
(1a) has not had menstruation for at least six months, or (1b) has never menstruated, or (1c) had last menstruation occurring before her last birth, or (1d) is in menopause/has had hysterectomy OR
(2) she declares that she i) has had hysterectomy, ii) has never menstruated, iii) is menopausal or iv) has been trying to get pregnant for at least 2 years without result in response to questions on why she thinks she is not physically able to get pregnant at the time of survey OR
(3) she declares she cannot get pregnant when asked about desire for future birth OR
(4) she has not had a birth in the preceding 5 years, is currently not using contraception and is currently married and was continuously married during the last 5 years preceding the survey.] 

· are i) not pregnant, ii) not post-partum amenorrheic, and iii) fecund and unsure whether they want another child OR
· are pregnant, and say that pregnancy was mistimed (would have wanted to wait) OR
· are post-partum amenorrheic and say that the birth was mistimed (would have wanted to wait).
Unmet need for limiting is defined as percentage of women who are married or in union and are not using a method of contraception AND
· are i) not pregnant, ii) not post-partum amenorrheic, and iii) fecund and say they do not want any more children OR
· are pregnant and say they did not want to have a child OR
· are post-partum amenorrheic and say that they did not want the birth.
Total unmet need for contraception is the sum of unmet need for spacing and unmet need for limiting. 
Met need for limiting includes women who are using (or whose partner is using) a contraceptive method[footnoteRef:5] and who want no more children, are using male or female sterilisation or declare themselves as infecund. Met need for spacing includes women who are using (or whose partner is using) a contraceptive method and who want to have another child or are undecided whether to have another child. Summing the met need for spacing and limiting results in the total met need for contraception.  [5:  In this chapter, whenever reference is made to the use of a contraceptive by a woman, this includes her partner using a contraceptive method (such as male condom).] 

Using information on contraception and unmet need, the percentage of demand for contraception satisfied is also estimated from the MICS data. The percentage of demand satisfied is defined as the proportion of women who are currently using contraception over the total demand for contraception. The total demand for contraception includes women who currently have an unmet need (for spacing or limiting) plus those who are currently using contraception.
Percentage of demand for family planning satisfied with modern methods is one of the indicators used to track progress toward the Sustainable Development Goal, Target 3.7, on ensuring universal access to sexual and reproductive health-care services, including for family planning, information and education and the integration of reproductive health into national strategies and programmes. While SDG indicator 3.7.1 relates to all women age 15-49 years, it is only reported for women currently married or in union and, therefore, located in Table TM.3.3 alone.
[PLACE ALL TM.3 TABLES HERE]
Antenatal care
The antenatal period presents important opportunities for reaching pregnant women with a number of interventions that may be vital to their health and well-being and that of their infants. For example, antenatal care can be used to inform women and families about risks and symptoms in pregnancy and about the risks of labour and delivery, and therefore it may provide the route for ensuring that pregnant women do, in practice, deliver with the assistance of a skilled health care provider. Antenatal visits also provide an opportunity to supply information on birth spacing, which is recognised as an important factor in improving infant survival. 
[bookmark: _Ref522267863]WHO recommends a minimum of eight antenatal visits based on a review of the effectiveness of different models of antenatal care.[footnoteRef:6] WHO guidelines are specific on the content on antenatal care visits, which include: [6:  WHO. WHO recommendations on antenatal care for a positive pregnancy experience. Geneva: WHO Press, 2016. http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf?sequence=1.] 

· Blood pressure measurement
· Urine testing for bacteriuria and proteinuria
· Blood testing to detect syphilis and severe anaemia
· Weight/height measurement (optional).
It is of crucial importance for pregnant women to start attending antenatal care visits as early in pregnancy as possible and ideally have the first visit during the first trimester to prevent and detect pregnancy conditions that could affect both the woman and her baby. Antenatal care should continue throughout the entire pregnancy.6
Antenatal care is a tracer indicator of the Reproductive and Maternal Health Dimension of SDG 3.8 Universal Health Coverage. The type of personnel providing antenatal care to women age 15-49 years who gave birth in the two years preceding is presented in Table TM.4.1.
Table TM.4.2 shows the number of antenatal care visits during the pregnancy of their most recent birth within the two years preceding the survey, regardless of provider, by selected characteristics. Table TM.4.2 also provides information about the timing of the first antenatal care visit.
The coverage of key services that pregnant women are expected to receive during antenatal care are shown in Table TM.4.3.
[PLACE ALL TM.4 TABLES HERE]
Neonatal tetanus
Tetanus immunisation during pregnancy can be life-saving for both the mother and the infant.[footnoteRef:7] WHO estimated that neonatal tetanus killed more than 31,000 newborn children in 2016 within their first month of life.[footnoteRef:8] [7:  Roper, M., J. Vandelaer, and F. Gasse. "Maternal and Neonatal Tetanus." The Lancet 370, no. 9603 (2007): 1947-959. doi:10.1016/s0140-6736(07)61261-6.]  [8:  "Global Health Estimates." World Health Organization. Accessed August 28, 2018. http://www.who.int/healthinfo/global_burden_disease/en/.] 

SDG 3.1 aims at reducing by 2030 the global maternal mortality ratio to less than 70 per 100,000 live births. Eliminating maternal tetanus is one of the strategies used to achieve SDG target 3.1. 
The strategy for preventing maternal and neonatal tetanus is to ensure that all pregnant women receive at least two doses of tetanus toxoid vaccine. If a woman has not received at least two doses of tetanus toxoid during a particular pregnancy, she (and her newborn) are also considered to be protected against tetanus if the woman:
· Received at least two doses of tetanus toxoid vaccine, the last within the previous 3 years;
· Received at least 3 doses, the last within the previous 5 years;
· Received at least 4 doses, the last within the previous 10 years;
· Received 5 or more doses anytime during her life.[footnoteRef:9] [9:  Deming M. et al. "Tetanus Toxoid Coverage as an Indicator of Serological Protection against Neonatal Tetanus." Bulletin of the World Health Organization 80, no. 9 (2002): 696-703. doi: PMC2567620.] 

To assess the status of tetanus vaccination coverage, women who had a live birth during the two years before the survey were asked if they had received tetanus toxoid injections during the pregnancy for their most recent birth, and if so, how many. Women who did not receive two or more tetanus toxoid vaccinations during this recent pregnancy were then asked about tetanus toxoid vaccinations they may have previously received. Interviewers also asked women to present their vaccination card on which dates of tetanus toxoid are recorded and referred to information from the cards when available.
Table TM.5.1 shows the protection status from tetanus of women who have had a live birth within the last 2 years.
[PLACE TABLE TM.5.1 HERE]
Delivery care
[bookmark: _Ref521149638]Increasing the proportion of births that are delivered in health facilities is an important factor in reducing the health risks to both the mother and the baby. Proper medical attention and hygienic conditions during delivery can reduce the risks of complications and infection that can cause morbidity and mortality to either the mother or the baby.[footnoteRef:10] [10:  WHO. Defining competent maternal and newborn health professionals: background document to the 2018 joint statement by WHO, UNFPA, UNICEF, ICM, ICN, FIGO and IPA: definition of skilled health personnel providing care during childbirth. Geneva: WHO Press, 2018. http://apps.who.int/iris/bitstream/handle/10665/272817/9789241514200-eng.pdf?sequence=1&isAllowed=y.] 

Table TM.6.1 presents the percent distribution of women age 15-49 who had a live birth in the two years preceding the survey by place of delivery of the most recent birth, and the percentage of their most recent births delivered in a health facility, according to background characteristics.
About three quarters of all maternal deaths occur due to direct obstetric causes.[footnoteRef:11] The single most critical intervention for safe motherhood is to ensure that a competent health worker with midwifery skills is present at every birth, and, in case of emergency, that there is a referral system in place to provide obstetric care in the right level of facility.9 The skilled attendant at delivery indicator is used to track progress toward the Sustainable Development Goal 3.1 of reducing maternal mortality and it is SDG indicator 3.1.2. [11:  Say, L. et al. "Global Causes of Maternal Death: A WHO Systematic Analysis." The Lancet Global Health 2, no. 6 (2014): 323-33. doi:10.1016/s2214-109x(14)70227-x.] 

The MICS included questions to assess the proportion of births attended by a skilled attendant. According to the revised definition10, skilled health personnel, as referenced by SDG indicator 3.1.2, are competent maternal and newborn health professionals educated, trained and regulated to national and international standards. They are competent to: facilitate physiological processes during labour to ensure clean and safe birth; and identify and manage or refer women and/or newborns with complications. [in some countries, these competencies are held by professionals with varying occupational titles – mention such titles/categories considered skilled here]
Table TM.6.2 presents information on assistance during delivery of the most recent birth in the two years preceding the survey. Table TM.6.2 also shows information on women who delivered by caesarean section (C-section) and provides additional information on the timing of the decision to conduct a C-section (before labour pains began or after) to better assess if such decisions are mostly driven by medical or non–medical reasons.
[PLACE ALL TM.6 TABLES HERE]
Birthweight
Weight at birth is a good indicator not only of a mother's health and nutritional status but also the newborn's chances for survival, growth, long-term health and psychosocial development. Low birth weight (LBW), defined as a birthweight less than 2,500 grams (g) regardless of gestational age, carries a range of grave health and developmental risks for children. LBW babies face a greatly increased risk of dying during their early days with more than 80% of neonatal deaths occurring in LBW newborns; recent evidence also links increased mortality risk through adolescence to LBW. For those who do survive, LBW contributes to a wide range of poor health outcomes including higher risk of stunted linear growth in childhood, and long-term effects into adulthood such as lower IQ and an increased risk of chronic conditions including obesity, diabetes and cardiovascular problems.[footnoteRef:12],[footnoteRef:13] [12:  Katz, J. et al. "Mortality Risk in Preterm and Small-for-gestational-age Infants in Low-income and Middle-income Countries: A Pooled Country Analysis." The Lancet 382, no. 9890 (2013): 417-25. doi:10.1016/s0140-6736(13)60993-9.]  [13:  Watkins, J., S. Kotecha, and S. Kotecha. "Correction: All-Cause Mortality of Low Birthweight Infants in Infancy, Childhood, and Adolescence: Population Study of England and Wales." PLOS Medicine 13, no. 5 (2016). doi:10.1371/journal.pmed.1002069.] 

Premature birth, being born before 37 weeks gestation, is the primary cause of LBW given that a baby born early has less time to grow and gain weight in utero, especially as much of the foetal weight is gained during the latter part of pregnancy. The other cause of LBW is intrauterine growth restriction which occurs when the foetus does not grow well because of problems with the mother's health and/or nutrition, placental problems, or birth defects. While poor dietary intake and disease during pregnancy can affect birthweight outcome, an intergenerational effect has also been noted with mothers who were themselves LBW having an increased risk of having an LBW offspring.[footnoteRef:14],[footnoteRef:15],[footnoteRef:16] Short maternal stature and maternal thinness before pregnancy can increase risk of having an LBW child which can be offset by dietary interventions including micronutrient supplementation.[footnoteRef:17],[footnoteRef:18] Other factors such as cigarette smoking during pregnancy can increase the risk of LBW, especially among certain age groups.[footnoteRef:19],[footnoteRef:20] [14: Abu-Saad, K., and D. Fraser. "Maternal Nutrition and Birth Outcomes." Epidemiologic Reviews 32, no. 1 (2010): 5-25. doi:10.1093/epirev/mxq001.]  [15:  Qian, M. et al. "The Intergenerational Transmission of Low Birth Weight and Intrauterine Growth Restriction: A Large Cross-generational Cohort Study in Taiwan." Maternal and Child Health Journal 21, no. 7 (2017): 1512-521. doi:10.1007/s10995-017-2276-1.]  [16: Drake, A., and B. Walker. "The Intergenerational Effects of Fetal Programming: Non-genomic Mechanisms for the Inheritance of Low Birth Weight and Cardiovascular Risk." Journal of Endocrinology 180, no. 1 (2004): 1-16. doi:10.1677/joe.0.1800001.]  [17:  Han, Z. et al. 2012. "Maternal Height and the Risk of Preterm Birth and Low Birth Weight: A Systematic Review and Meta-Analyses." Journal of Obstetrics and Gynaecology Canada 34, no. 8 (2012): 721-46. doi:10.1016/s1701-2163(16)35337-3.]  [18:  Han, Z. et al. "Maternal Underweight and the Risk of Preterm Birth and Low Birth Weight: A Systematic Review and Meta-analyses." International Journal of Epidemiology 40, no. 1 (2011): 65-101. doi:10.1093/ije/dyq195.]  [19:  Periera, P. et al. 2017. "Maternal Active Smoking During Pregnancy and Low Birth Weight in the Americas: A Systematic Review and Meta-analysis." Nicotine & Tobacco Research 19, no. 5 (2017): 497-505. doi:10.1093/ntr/ntw228.]  [20:  Zheng, W. et al. "Association between Maternal Smoking during Pregnancy and Low Birthweight: Effects by Maternal Age." Plos One 11, no. 1 (2016). doi:10.1371/journal.pone.0146241.] 

A major limitation of monitoring LBW globally is the lack of birthweight data for many children, especially in some countries. There is a notable bias among the unweighed, with those born to poorer, less educated, rural mothers being less likely to have a birthweight when compared to their richer, urban counterparts with more highly educated mothers. As the characteristics of the unweighted are related to being LBW, LBW estimates that do not represent these children may be lower than the true value. Furthermore, poor quality of available data with regard to excessive heaping on multiples of 500 g or 100 g exists in the majority of available data from low and middle-income countries and can further bias LBW estimates.[footnoteRef:21] To help overcome some of these limitations, a method was developed to adjust LBW estimates for missing birth weights and heaping on 2,500 g.[footnoteRef:22] This method comprises a single imputation allowing births with missing birthweights to be included in the LBW estimate using data on maternal perception of size at birth, and also moved 25 per cent of data heaped on 2500 g to the LBW category. This was applied to available household survey data and the results were reflected in the UNICEF global LBW database between 2004 and 2017. This computation has been used in earlier rounds of MICS reports. [21:  Blanc, A., and T. Wardlaw. "Monitoring Low Birth Weight: An Evaluation of International Estimates and an Updated Estimation Procedure." Bulletin of the World Health Organization83, no. 3 (2005): 178-85. doi:PMC2624216.]  [22:  UNICEF, and WHO. Low Birthweight: Country, regional and global estimates. New York: UNICEF, 2004. https://www.unicef.org/publications/files/low_birthweight_from_EY.pdf.] 

However, the method of estimating LBW has now been replaced with superior modelling. Currently, this new method is not ready for inclusion in the standard tabulations of MICS. Table TM.7.1 therefore only present the crude percentage, which is known to not be representative for the birthweight of all children. [Delete the following sentence if not part of the table (as per guidance in tabulation plan)] It does however present the percentage of LBW among children weighed at birth as reported on available cards or from mother’s recall. It should be noted that this is likely not representative of the full population (typically an underestimate of true LBW prevalence) and therefore must be interpreted with some caution.

[PLACE TABLE TM.7.1 HERE]
Post-natal care
The time of birth and immediately after is a critical window of opportunity to deliver lifesaving interventions for both the mother and newborn. Across the world, approximately 2.6 million newborns annually die in the first month of life[footnoteRef:23] and the majority of these deaths occur within a day or two of birth[footnoteRef:24], which is also the time when the majority of maternal deaths occur[footnoteRef:25]. [23:  UNICEF, et al. Levels and Trends in Child Mortality Report 2017. New York: UNICEF, 2017. https://www.unicef.org/publications/files/Child_Mortality_Report_2017.pdf.]  [24:  Lawn, J. et al. "Every Newborn: Progress, Priorities, and Potential beyond Survival." The Lancet 384, no. 9938 (2014): 189-205. doi:10.1016/s0140-6736(14)60496-7.]  [25:  WHO et al. Trends in Maternal Mortality: 1990-2015. Geneva: WHO Press, 2015. http://apps.who.int/iris/bitstream/handle/10665/194254/9789241565141_eng.pdf?sequence=1.] 

The Post-natal Health Checks module includes information on newborns’ and mothers’ contact with a provider, and specific questions on content of care. Measuring contact alone is important as Post-natal care (PNC) programmes scale up, it is vital to measure the coverage of that scale up and ensure that the platform for providing essential services is in place.
[Add information about PNC programmes in country.]
Table TM.8.1 presents the percent distribution of women age 15-49 who gave birth in a health facility in the two years preceding the survey by duration of stay in the facility following the delivery, according to background characteristics.
Safe motherhood programmes recommend that all women and newborns receive a health check within two days of delivery.[footnoteRef:26] To assess the extent of post-natal care utilisation, women were asked whether they and their newborn received a health check after the delivery, the timing of the first check, and the type of health provider for the woman’s most recent birth in the two years preceding the survey. [26:  PNC visits, for mothers and for babies, within two days of delivery, is a WHO recommendation that has been identified as a priority indicator for the Global Strategy for Women’s, Children’s and Adolescents’ Health (2016-2030) and other related global monitoring frameworks like Every Newborn Action Plan and Ending Preventable Maternal Mortality.] 

Table TM.8.2 shows the percentage of newborns born in the last two years who received health checks and post-natal care visits from any health provider after birth. Please note that health checks following birth while in facility or at home refer to checks provided by any health provider regardless of timing (column 1), whereas post-natal care visits refer to a separate visit to check on the health of the newborn and provide preventive care services and therefore do not include health checks following birth while in facility or at home. The indicator Post-natal health checks includes any health check after birth received while in the health facility and at home (column 1), regardless of timing, as well as PNC visits within two days of delivery (columns 2, 3, and 4).
[bookmark: _Hlk521152658]In Table TM.8.3, newborns who received the first PNC visit within one week of birth are distributed by location and type of provider of service. As defined above, a visit does not include a check in the facility or at home following birth.
Essential components of the content of post-natal care include, but are not limited to, thermal and cord care, breastfeeding counselling, assessing the baby’s temperature, weighing the baby and counselling the mother on danger signs for newborns. Thermal care and cord care are essential elements of newborn care which contributes to keeping the baby stable and preventing hypothermia. Appropriate cord care is important for preventing life-threatening infections for both mother and baby.[footnoteRef:27] Table TM.8.4 presents the percentage of last-born children in the last 2 years who were dried after birth, percentage who were given skin to skin contact and percent distribution of timing of first bath. Table TM.8.5 shows the percent distribution of most recent live births in the last 2 years delivered outside a facility by the type of instrument used to cut the umbilical cord and the substance applied to the cord.  [27:  WHO. WHO recommendations on Postnatal care of the mother and newborn. Geneva: WHO Press, 2013. http://apps.who.int/iris/bitstream/handle/10665/97603/9789241506649_eng.pdf?sequence=1.] 

Table TM.8.6 presents indicators related to the content of PNC visits, specifically the percent of most recent live births in the last two years for which, within 2 days after birth, i) the umbilical cord was examined, ii) the temperature of the newborn was assessed, iii) breastfeeding counselling was done or breastfeeding observed, iv) the newborn was weighed and v) counselling on danger signs for newborns was done.
Tables TM.8.7 and TM.8.8 present information collected on post-natal health checks and visits of the mother and are identical to Tables TM.8.2 and TM.8.3 that presented the data collected for newborns.
Table TM.8.8 matches Table TM.8.3, but now deals with PNC visits for mothers by location and type of provider. As defined above, a visit does not include a check in the facility or at home following birth.
Table TM.8.9 presents the distribution of women with a live birth in the two years preceding the survey by receipt of health checks or PNC visits within 2 days of birth for the mother and the newborn, thus combining the indicators presented in Tables TM.8.2 and TM.8.7.
[PLACE ALL TM.8 TABLES HERE]
Adult and maternal mortality
Adult mortality rates in Table TM.9.1 are based on information collected in the Maternal Mortality module in the Women's Questionnaire. Reported ages at death and years since death of the respondents' brothers and sisters are used to construct the numerators (number of deaths). The total number of years lived by all surviving and deceased brothers and sisters (that is, exposure years) during the 7 years preceding the survey are calculated to form the denominators for each age interval shown in the table. Mortality rates are expressed per 1,000 population.
Age-specific mortality rates shown in Table TM.9.1 are then converted to probabilities of dying between exact ages 15 and 50 years, separately for males and females and are presented in Table TM.9.2. Synthetic period probabilities are calculated by assuming that a hypothetical cohort would be subject to the mortality rates at each age shown in Table TM.9.1.[footnoteRef:28]  [28:  For the calculations, age-specific mortality rates are first converted into age-specific probabilities by using the life table formula nqx = (n * nmx) / (1 + (n - nax) * nmx)) where nqx are probabilities of dying between exact ages x and x+n, nmx are age-specific mortality rates for the age group x to x+n, n is the length of the age interval, and nax is the average number of years lived in the interval between ages x and x+n by those who die in the interval. nax is assumed to be 2.5 years for all 5-year age groups. The overall probability of dying between ages 15 and 50 is then calculated by the following formula:
35q15 = 1 - ((1 - 5q15) * (1 - 5q20) * ..... * (1 - 5q45)) and the result is expressed for a hypothetical cohort of 1,000 persons.] 

The Survey name, year MICS asked women age 15-49 a series of questions designed with the explicit purpose of providing the necessary information to make direct estimates of maternal mortality. Maternal mortality is estimated using the direct sisterhood method and requires reasonably accurate reporting of the number of sisters the respondent ever had, the number who have died, and the number who died during pregnancy, childbirth, or within 2 months after the end of a pregnancy or childbirth.[footnoteRef:29] [29: Rutenberg, N., J. Sullivan. Direct and indirect estimates of maternal mortality from the sisterhood method. Demographic and Health Surveys World Conference Proceedings, August 5–7, 1991 Washington, DC. Volume III. Calverton: IRD/Macro International Inc, 1991. pp. 1669–1696.] 

Each female respondent was asked to report all children born to her biological mother, excluding herself. Following a number of probes to ensure a complete list, all children to the mother, including the respondent, was listed in chronological order, starting with the first born. Listing all siblings in chronological order of their birth is carried out with the intention of improving the completeness of reporting.
Information was then obtained on the sex and survivorship of each of the siblings, the ages of surviving siblings, years since death of deceased siblings, and the ages of deceased siblings at the time of death. For each sister who died at age 12 or above, the respondent was asked additional questions to determine whether the death was maternity related, that is, whether the sister was pregnant when she died, whether the sister died during childbirth, or whether the sister died within two months of the termination of a pregnancy or childbirth. If within two months, the exact number of days was sought, as a death within 42 days is classified as post-partum.[footnoteRef:30] [30:  Please note that 42 days is a measure recently adopted as per the SDG indicator definition. Previously, the indicator of maternal mortality ratio was defined as any death during pregnancy or within two months of delivery or termination. This previously employed measure is now labelled “Pregnancy-related maternal mortality ratio” and can be calculated for direct comparison. The new measure that additionally excludes deaths due to acts of violence or accidents, produces more precise estimates, although due to large confidence intervals, this is not expected to make an impact on ratios. Maternal deaths are in general more likely to be underreported than over-reported.] 

Additionally, respondents were asked if the death was due to an act of violence or an accident, in order to avoid the misclassification of such deaths as maternity-related.
Table TM.9.3 presents direct estimates of maternal mortality for the seven-year period prior to the survey. This period of time was chosen to reduce possible heaping of reported years since death on five-year intervals. Age-specific mortality rates are calculated by dividing the number of pregnancy-related deaths by years of exposure. To remove the effect of truncation bias (the upper boundary for eligibility is 49 years), the overall rate for women age 15-49 is standardised by the age distribution of the survey respondents.
The maternal mortality rate (MMRate)[footnoteRef:31] is converted to a maternal mortality ratio and expressed per 100,000 live births by dividing the age-standardised maternal mortality rate by the age-standardised general fertility rate. The maternal mortality ratio is often considered a more useful measure of maternal mortality because it measures the obstetric risk associated with each live birth. [31:  The maternal mortality rate (MMRate) is defined as number of maternal deaths in a given period per 100,000 women age 15-49 years during the same time period.] 

It is important to note that the indicator value of maternal mortality ratio represents the period of seven years before the survey and has a significant confidence interval, as presented in Annex 3, Table SE.1 
 [PLACE ALL TM.9 TABLES HERE]
Sexual behaviour
[bookmark: _Ref521007648][bookmark: _Ref521007458]Promoting safer sexual behaviour is critical for reducing the risk of HIV transmission. The consistent use of condoms during sex, especially when non-regular or multiple partners are involved, is particularly important for reducing the spread of HIV.[footnoteRef:32],[footnoteRef:33] A set of questions was administered to all women and men 15-49 years of age to assess their risk of HIV infection. Tables TM.10.1W and TM.10.1M present the percentage of women and men age 15-49 years who ever had sex, percentage who had sex in the last 12 months, percentage who had sex with more than one partner in the last 12 months, and among those who had sex with multiple partners in the last 12 months, the percentage who used a condom at last sex. [32:  UNAIDS et al. Fast-Tracking Combination Prevention - Towards reducing new HIV infections to fewer than 500 000 by 2020. Geneva: UNAIDS, 2015. http://www.unaids.org/sites/default/files/media_asset/20151019_JC2766_Fast-tracking_combination_prevention.pdf.]  [33:  UNAIDS. Global AIDS Monitoring 2018 - Indicators for monitoring the 2016 United Nations Political Declaration on Ending AIDS. Geneva: UNAIDS, 2017. http://www.unaids.org/sites/default/files/media_asset/2017-Global-AIDS-Monitoring_en.pdf.] 

Certain behaviour at a young age may create, increase, or perpetuate risk of exposure to HIV. Such behaviour includes sex at an early age and women having sex with older men.20 Tables TM.10.2W and 10.2M show the percentage of women age 15-24 years such key sexual behaviour indicators.
[PLACE ALL TM.10 TABLES HERE]
HIV
Some of the most important prerequisites for reducing the rate of HIV infection is accurate knowledge of how HIV is transmitted and strategies for preventing transmission.20 Correct information is the first step towards raising awareness and giving adolescents and young people the tools to protect themselves from infection. Misconceptions about HIV are common and can confuse adolescents and young people and hinder prevention efforts.19,20 The UN General Assembly Special Session on HIV/AIDS (UNGASS) called on governments to improve the knowledge and skills of young people to protect themselves from HIV.19,20 The HIV module administered to women and men 15-49 years of age addresses part of this call. 
The Global AIDS Monitoring (GAM) Reporting indicator: the percentage of young people who have comprehensive and correct knowledge of HIV prevention and transmission, is defined as 1) knowing that consistent use of a condom during sexual intercourse and having just one uninfected faithful partner can reduce the chance of getting HIV, 2) knowing that a healthy-looking person can have HIV, and 3) rejecting the two most common local misconceptions about transmission/prevention of HIV. In the Survey name, year MICS all women and men who have heard of AIDS were asked questions on all three components and the results are detailed in Tables TM.11.1W and TM.11.1M.
Tables TM.11.1W and TM.11.1M also present the percentage of women and men who can correctly identify misconceptions concerning HIV. The indicator is based on the two most common and relevant misconceptions in Country, that HIV can be transmitted by replace with the two most prevalent misconceptions in your country such as supernatural means, mosquito bites, or a country-specific addition. The tables also provide information on whether women and men know that HIV cannot be transmitted by replace with the remaining relevant misconceptions in your country such as sharing food. 
Knowledge of mother-to-child transmission of HIV is also an important first step for women to seek HIV testing when they are pregnant to avoid infection in the baby. Women and men should know that HIV can be transmitted during pregnancy, during delivery, and through breastfeeding. The level of knowledge among women and men age 15-49 years concerning mother-to-child transmission is presented in Tables TM.11.2W and TM.11.2M. 
Discrimination is a human rights violation prohibited by international human rights law and most national constitutions. Discrimination in the context of HIV refers to unfair or unjust treatment (an act or an omission) of an individual based on his or her real or perceived HIV status. Discrimination exacerbates risks and deprives people of their rights and entitlements, fuelling the HIV epidemic.20
The following questions were asked in Survey name, year MICS to measure stigma and discriminatory attitudes that may result in discriminatory acts (or omissions): whether the respondent 1) would buy fresh vegetables from a shopkeeper or vendor who has HIV; 2) thinks that children living with HIV should be allowed to attend school with children who do not have HIV; 3) thinks people hesitate to take an HIV test because they are afraid of how other people will react if the test result is positive for HIV; 4) thinks people talk badly about those living with HIV, or who are thought to be living with HIV; 5) thinks people living with HIV, or thought to be living with HIV, lose the respect of other people; 6) agrees or disagrees with the statement ‘I would be ashamed if someone in my family had HIV’; and 7) fears that she/he could get HIV if she/he comes into contact with the saliva of a person living with HIV. Tables TM.11.3W and TM.11.3M present the attitudes of women and men towards people living with HIV. 
Another important indicator is the knowledge of where to be tested for HIV and use of such services. In order to protect themselves and to prevent infecting others, it is important for individuals to know their HIV status. Knowledge of own status is also a critical factor in the decision to seek treatment.19,20 Questions related to knowledge of a facility for HIV testing and whether a person has ever been tested are presented in Tables TM.11.4W and TM.11.4M. 
Among women who had given birth within the two years preceding the survey, the percentage who received counselling and HIV testing during antenatal care is presented in Table TM.11.5.
In many countries, over half of new adult HIV infections are among young people age 15-24 years thus a change in behaviour among members of this age group is especially important to reduce new infections.19,20 The next tables present specific information on this age group. Tables TM.11.6W and TM.11.6M summarise information on key HIV indicators for young women and young men.
[PLACE ALL TM.11 TABLES HERE]
Male circumcision
Evidence has shown that male circumcision (the complete removal of the foreskin of the penis) reduces the risk of heterosexually acquired HIV infection in men by approximately 60 percent and is safe when performed by well-trained health professionals in properly equipped settings.[footnoteRef:34] In countries and regions with heterosexual epidemics and high HIV and low male circumcision prevalence, male circumcision is being included in comprehensive HIV prevention packages.20 Alone, male circumcision is only partially protective, however, when combined with HIV testing and counselling services, condoms, safer sexual practices and treatment of sexually transmitted infections, it is highly effective.19,20 It may already be performed for religious, medical, or cultural reasons and can be carried out at birth, during adolescence, or at other times during a man’s life. [34:  Bailey, R. et al. "Male Circumcision for HIV Prevention in Young Men in Kisumu, Kenya: A Randomised Controlled Trial." The Lancet 369, no. 9562 (2007): 643-56. doi:10.1016/S0140-6736(07)60312-2.] 

[Please provide a short background information on traditional/past patterns of circumcision in the country, among various ethnic groups, etc. Also, detail any on-going circumcision programmes/policies. This will help the reader understand the tables.]
The prevalence of male circumcision is presented in Table TM.12.1, which also shows the age of circumcision while Table HA.11 shows the provider and place where circumcision was performed.
[PLACE ALL TM.12 TABLES HERE]



Thrive – Reproductive and Maternal Health | page 1
