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[bookmark: _Ref518415874]Thrive – Child Health, Nutrition and Development
[bookmark: _Toc142800355]Immunisation
Immunisation is a proven tool for controlling and eliminating life-threatening infectious diseases and is estimated to avert between 2 and 3 million deaths each year.[footnoteRef:1] It is one of the most cost-effective health investments, with proven strategies that make it accessible to even the most hard-to-reach and vulnerable populations. [1:  "Immunization Highlights 2015." World Health Organization. June 27, 2016. Accessed August 23, 2018. http://www.who.int/immunization/highlights/2015/en/.] 

[bookmark: _Ref522877259]The WHO Recommended Routine Immunisations for Children[footnoteRef:2] recommends all children to be vaccinated against tuberculosis, diphtheria, tetanus, pertussis, polio, measles, hepatitis B, haemophilus influenzae type b, pneumococcal bacteria/disease, rotavirus, and rubella.[footnoteRef:3] [2:  "WHO Recommendations for Routine Immunization - Summary Tables." World Health Organization. August 22, 2018. Accessed August 23, 2018. http://www.who.int/immunization/policy/immunization_tables/en/.]  [3:  Additionally, vaccination against the human papillomavirus (HPV) is recommended for girls from 9 to 14 years of age2, but coverage of this vaccine is not yet included in MICS, as methodology is under development.] 

At the global level, SDG indicator 3.b.1 is used to monitor the progress of the vaccination of children at the national level. The proportions of the target population covered by DTP, pneumococcal (conjugate) and measles are presented in Table TC.1.1.
All doses in the primary series are recommended to be completed before the child’s first birthday, although depending on the epidemiology of disease in a country, the first doses of measles and rubella containing vaccines may be recommended at 12 months or later. The recommended number and timing of most other doses also vary slightly with local epidemiology and may include booster doses later in childhood.
[Be sure to specify the vaccination schedule in the country. The example below is based on a specific schedule – this can vary from one country to another. This can also be presented in a table. If the vaccination schedule in the country is different, then make the relevant changes in tabulations and note these changes wherever appropriate.]
Example text for country specific immunisation schedule: The vaccination schedule followed by the Country National Immunisation Programme provides all the above mentioned vaccinations with birth doses of BCG, Polio, and Hepatitis B vaccines (within 24 hours of birth), three doses of the Pentavalent vaccine containing DTP, Hepatitis B, and Haemophilus influenzae type b (Hib) antigens, three doses of Polio vaccine, two/three doses of Pneumococcal (conjugate) vaccine, two or three doses of rotavirus vaccine, two doses of the MMR vaccine containing measles, mumps, and rubella antigens, and, in addition, one dose of vaccine against yellow fever. All vaccinations should be received during the first year of life except the doses of MMR at 12 and 18 months and yellow fever at 12 months. Taking into consideration this vaccination schedule, the estimates for full immunisation coverage from the Survey name, year MICS are based on children age 12-23/24-35 months.
Information on vaccination coverage was collected for all children under three years of age. All mothers or caretakers were asked to provide vaccination cards. If the vaccination card for a child was available, interviewers copied vaccination information from the cards onto the MICS questionnaire. If no vaccination card was available for the child, the interviewer proceeded to ask the mother to recall whether the child had received each of the vaccinations, and, for applicable antigens, how many doses were received. Information was also obtained from vaccination records at health facilities. The final vaccination coverage estimates are based on information obtained from the vaccination card and the mother’s report of vaccinations received by the child. Replace the previous sentence with a description of the hierarchy of final coverage estimates when vaccination records at health facilities were collected.
Table TC.1.2 presents vaccination coverage estimates among children age 12-23 and 24-35 months by background characteristics. The figures indicate children receiving the vaccinations at any time up to the date of the survey, and are based on information from both the vaccination cards or health facility records and mothers’/caretakers’ reports. 
[PLACE ALL TC.1 TABLES HERE]
Disease episodes
[bookmark: _Ref520463508]A key strategy for achieving progress toward SDG 3.2: By 2030, end preventable deaths of newborns and children under 5 years of age, with all countries aiming to reduce neonatal mortality to at least as low as 12 per 1,000 live births and under-5 mortality to at least as low as 25 per 1,000 live births, is to tackle the diseases such as diarrhoea, pneumonia and malaria which are still among the leading killers of children under 5.[footnoteRef:4] Target 3.3 of the SDGs on ending the epidemics on malaria by 2030 along with other diseases is interpreted as the attainment of the Global Technical Strategy for malaria 2016–2030 and the Roll Back Malaria advocacy plan, Action and Investment to defeat Malaria 2016–2030 targets which aim at reducing malaria mortality rates globally by 90 percent compared with 2015. [4:  The main killers of children under age 5 in 2016 included preterm birth complications (18 per cent), pneumonia (16 per cent), intrapartum related events (12 per cent), diarrhoea (8 per cent), neonatal sepsis (7 per cent) and malaria (5 per cent). UNICEF et al. Levels and Trends in Child Mortality Report 2017. New York: UNICEF, 2017. https://www.unicef.org/publications/index_101071.html.] 

Table TC.2.1 presents the percentage of children under 5 years of age who were reported to have had an episode of diarrhoea, symptoms of acute respiratory infection (ARI) or fever during the 2 weeks preceding the survey. These results are not measures of true prevalence, and should not be used as such, but rather the period-prevalence of those illnesses over a two-week time window.
[bookmark: _Hlk520279796]The definition of a case of diarrhoea or fever, in this survey, was the mother’s (or caretaker’s) report that the child had such symptoms over the specified period; no other evidence was sought beside the opinion of the mother. A child was considered to have had symptoms of ARI if the mother or caretaker reported that the child had, over the specified period, an illness with a cough with rapid or difficult breathing, and whose symptoms were perceived to be due to a problem in the chest or both a problem in the chest and a blocked or runny nose. While this approach is reasonable in the context of a multi-topic household survey, these basically simple case definitions must be kept in mind when interpreting the results, as well as the potential for reporting and recall biases. Further, diarrhoea, fever and ARI are not only seasonal but are also characterized by the often rapid spread of localized outbreaks from one area to another at different points in time. The timing of the survey and the location of the teams might thus considerably affect the results, which must consequently be interpreted with caution. For these reasons, although the period-prevalence over a two-week time window is reported, these data should not be used to assess the epidemiological characteristics of these diseases but rather to obtain denominators for the indicators related to use of health services and treatment.
[PLACE TABLE TC.2.1 HERE]
Diarrhoea
[bookmark: _Ref520280476]Diarrhoea is one of the leading causes of death among children under five worldwide.[footnoteRef:5] Most diarrhoea-related deaths in children are due to dehydration from loss of large quantities of water and electrolytes from the body in liquid stools. Management of diarrhoea – either through oral rehydration salt solution (ORS) or a recommended homemade fluid (RHF) – can prevent many of these deaths.[footnoteRef:6] In addition, provision of zinc supplements has been shown to reduce the duration and severity of the illness as well as the risk of future episodes within the next two or three months. [5:  UNICEF. One is Too Many: Ending Child Deaths from Pneumonia and Diarrhoea. New York: UNICEF, 2016. https://data.unicef.org/wp-content/uploads/2016/11/UNICEF-Pneumonia-Diarrhoea-report2016-web-version.pdf.]  [6:  In 2004, UNICEF and WHO published a joint statement with diarrhoea treatment recommendations for low-income countries, which promotes low-osmolarity rehydration salts (ORS) and zinc, in addition to continued feeding: WHO, and UNICEF. Clinical Management of Acute Diarrhoea. Joint Statement, New York: UNICEF, 2004. https://www.unicef.org/publications/files/ENAcute_Diarrhoea_reprint.pdf.] 

Almost 60 per cent of deaths due to diarrhoea worldwide are attributable to unsafe drinking water and poor hygiene and sanitation. Hand washing with soap alone can cut the risk of diarrhoea by at least 40 per cent and significantly lower the risk of respiratory infections. Clean home environments and good hygiene are important for preventing the spread of both pneumonia and diarrhoea, and safe drinking water and proper disposal of human waste, including child faeces, are vital to stopping the spread of diarrhoeal disease among children and adults.2
In the MICS, mothers or caretakers were asked whether their child under age five years had an episode of diarrhoea in the two weeks prior to the survey. In cases where mothers reported that the child had diarrhoea, a series of questions were asked about the treatment of the illness, including what the child had been given to drink and eat during the episode and whether this was more or less than what was usually given to the child.
Table TC.3.1 shows the percentage of children age 0-59 months with diarrhoea in the two weeks preceding the survey for whom advice or treatment was sought and where. 
Table TC.3.2 shows patterns on drinking and feeding practices during diarrhoea among children age 0-59 months. 
Table TC.3.3 shows the percentage of children age 0-59 months receiving ORS, various types of recommended homemade fluids and zinc during the episode of diarrhoea. Since children may have been given more than one type of liquid, the percentages do not necessarily add to 100. 
Table TC3.4 provides the proportion of children age 0-59 months with diarrhoea in the last two weeks who received oral rehydration therapy with continued feeding, and the percentage of children with diarrhoea who received other treatments. 
[bookmark: _Toc142800369]Table TC.3.5 provides information on the source of ORS and zinc for children age 0-59 months who received these treatments. 
[PLACE ALL TC.3 TABLES HERE]
Household energy use
There is a global consensus and an ever-growing body of evidence that expanding access to clean household energy for cooking, heating, and lighting is key to achieving a range of global priorities such as improving health, gender equality, equitable economic development and environmental protection. Goal 7 of the Sustainable Development Goals seeks to ensure access to affordable, reliable sustainable and modern energy for all by 2030 and would be measured as the percentage of the population relying on clean fuels and technology. [footnoteRef:7] [7:  WHO. Burning Opportunity: Clean Household Energy for Health, Sustainable Development, and Wellbeing of Women and Children. Geneva: WHO Press, 2016. http://apps.who.int/iris/bitstream/handle/10665/204717/9789241565233_eng.pdf;jsessionid=63CEC48ED96098D4256007A76FEB8907?sequence=1.] 

The Survey name, year MICS included a module with questions to assess the main technologies and fuels used for cooking, heating, and lighting. Information was also collected about the use of technologies with chimneys or other venting mechanisms which can improve indoor air quality through moving a fraction of the pollutants outdoors. 
Households that use clean fuels and technologies for cooking are those mainly using electric stove, solar cooker, LPG (Liquefied Petroleum Gas)/cooking gas stove, biogas stove, or a liquid fuel stove burning ethanol/alcohol only. Table TC.4.1 presents the percent distribution of household members according to type of cookstove mainly used by the household and percentage of household members living in households using clean fuels and technologies for cooking. 
Table TC.4.2 further presents the percent distribution of household members using polluting fuels and technologies for cooking according to type of cooking fuel mainly used by the household, and percentage of household members living in households using polluting fuels and technologies for cooking while Table TC.4.3 presents the percent distribution of household members in households using polluted fuels for cooking by type and characteristics of cookstove and by place of cooking.
Households that use clean fuels and technologies for space heating are those mainly relying on central heating or using solar air heater, electricity, piped natural gas, LPG/cooking gas, biogas, or alcohol/ethanol. Table TC.4.4 presents the percent distribution of household members according to type of fuel mainly used for space heating by the household, and percentage of household members living in households using clean fuels and technologies for space heating. Table TC.4.5 presents the percent distribution of household members by the type of space heating mainly used in the household and presence of chimney.
Households that use clean fuels and technologies for lighting are those mainly using electricity, solar lantern, rechargeable or battery powered flashlight, torch or lantern, or biogas lamp. Table TC.4.6 presents the percent distribution of household members according to type of lighting fuel mainly used for lighting by the household, and percentage of household members living in households using clean fuels and technologies for lighting.
The questions asked about cooking, space heating and lighting help to monitor SDG indicator 7.1.2, “Proportion of population with primary reliance on clean fuels and technology” for cooking, space heating and lighting. Table TC.4.7 presents the percentage of household members living in households using clean fuels and technologies for cooking, space heating, and lighting.
[PLACE ALL TC.4 TABLES HERE]
Symptoms of acute respiratory infection
Symptoms of ARI are collected during the Survey name, year MICS to capture symptoms related to pneumonia, a leading cause of death in children under five.2 Once diagnosed, pneumonia is treated effectively with antibiotics. Studies have shown a limitation in the survey approach of measuring pneumonia because many of the cases reported in surveys by the mothers or caretakers with symptoms of pneumonia are in fact, not true pneumonia.[footnoteRef:8] While this limitation does not affect the level and patterns of care-seeking for symptoms of ARI, it limits the validity of the level of treatment of ARI with antibiotics, as reported through household surveys. The treatment indicator described in this report must therefore be taken with caution. [8:  Campbell, H. et al. “Measuring Coverage in MNCH: Challenges in Monitoring the Proportion of Young Children with Pneumonia Who Receive Antibiotic Treatment.” PLoS Med 10, no.5 (2013). doi:10.1371/journal.pmed.1001421] 

Table TC.5.1 presents the percentage of children with symptoms of ARI, which is also generally referred to as symptoms of pneumonia, in the two weeks preceding the survey for whom care was sought, by source of care and the percentage who received antibiotics. Information is also presented by sex, age, region, area, age, and socioeconomic factors and the point of treatment among children with symptoms of ARI who were treated with antibiotics. 
[PLACE TABLE TC.5.1 HERE]
Malaria
[Note: The below text is only relevant for surveys that have included all the malaria-related components of the questionnaire. For surveys that only collected information on fever and related care-seeking behaviour and treatment, the text provided for Tables TC.6.10 and TC.6.11 will be the only relevant descriptions. An introductory paragraph presenting the objective of collecting the information may be useful.]
[bookmark: _Ref522270256]Malaria is a major cause of death of children under age five worldwide.4 In Country, malaria is responsible for %% of deaths among children under age five. Preventive measures and treatment with an effective antimalarial can dramatically reduce malaria mortality rates among children.[footnoteRef:9] [9:  WHO. Guidelines for the treatment of malaria. Third Edition. Geneva: WHO Press, 2015. http://apps.who.int/iris/bitstream/handle/10665/162441/9789241549127_eng.pdf?sequence=1.] 

[bookmark: _Ref522271442]In areas where malaria is common, WHO recommends indoor residual spraying (IRS)[footnoteRef:10], use of insecticide treated mosquito nets (ITNs)[footnoteRef:11] and prompt treatment of cases with recommended anti-malarial drugs9. [10:  WHO. Indoor Residual Spraying. An operational manual for indoor residual spraying (IRS) for malaria transmission control and elimination. Second edition. Geneva: WHO Press, 2015. http://apps.who.int/iris/bitstream/handle/10665/177242/9789241508940_eng.pdf?sequence=1.]  [11:  WHO. Achieving and maintaining universal coverage with long-lasting insecticidal nets for malaria control. Geneva: WHO Press, 2017. http://apps.who.int/iris/bitstream/handle/10665/259478/WHO-HTM-GMP-2017.20-eng.pdf?sequence=1.] 

In 2010 the World Health Organization issued a recommendation for universal use of diagnostic testing to confirm malaria infection and apply appropriate treatment based on the results. According to the guidelines, treatment solely on the basis of clinical suspicion should only be considered when a parasitological diagnosis is not accessible. This recommendation was based on studies that showed substantial reduction in the proportion of fever that are associated with malaria to a low level.[footnoteRef:12] This recommendation implies that the indicator on proportion of children with fever that received antimalarial treatment is no longer an acceptable indicator of the level of treatment of malaria in the population of children under age five. However, for purposes of comparisons, as well assessment of patterns across socio-demographic characteristics, the indicator remains a standard MICS indicator. [12:  D'Acremont, V. et al. "Reduction in the proportion of fevers associated with Plasmodium falciparum parasitaemia in Africa: a systematic review.” Malaria Journal 9, no. 240 (2010). doi:10.1186/1475-2875-9-240.] 

Insecticide-treated mosquito nets, or ITNs, if used properly, are very effective in offering protection against mosquitos and other insects.11 The use of ITNs is one of the main health interventions implemented to reduce malaria transmission in Country. The questionnaire incorporates questions on the availability and use of insecticide treated mosquito nets, both at household level and among children under five years of age and pregnant women.
[Provide relevant information on malaria related programs in the country.]
Table TC.6.1 presents the household possession of mosquito nets while Table TC.6.2 presents the source of mosquito nets. 
Tables TC.6.3 and TC.6.4 present the number of ITNs owned by the household and the percentage of household population with access to an ITN in the household.
Table TC.6.5 presents the use of mosquito nets by the household population while Table TC.6.6 presents the use of existing ITNs.
Table TC.6.7 and Table TC.6.8 present the percentage of children under age five and of pregnant women age 15-49 years who slept under a mosquito net last night by type of net. 
[bookmark: _Hlk518466457]Pregnant women living in places where malaria is highly prevalent are highly vulnerable to malaria. Once infected, pregnant women risk anemia, premature delivery and stillbirth. Their babies are increased risk of low birth weight, which carries an increased risk to die in infancy.[footnoteRef:13] For this reason, steps are taken to protect pregnant women by distributing insecticide-treated mosquito nets and treatment during antenatal check-ups with drugs that prevent malaria infection (Intermittent preventive treatment or IPT). WHO recommends a schedule of at least four antenatal care visits during pregnancy. Starting as early as possible in the second trimester, IPTp-SP (Intermittent preventive treatment in pregnancy with Sulphadoxine-Pyrimethamine) is recommended for all pregnant women at each scheduled antenatal care visit until the time of delivery, provided that the doses are given at least one month apart. SP should not be given during the first trimester of pregnancy; however, the last dose of IPTp-SP can be administered up to the time of delivery without safety concerns.9 [13:  Shulman, C. and K. Dorman. “Importance and prevention of malaria in pregnancy.” Trans R Soc Trop Med Hyg 97, no.1 (2003): 30–55. doi:10.1016/s0035-9203(03)90012-5.] 

In the Survey name, year MICS, women age 15-49 years were asked of the medicines they had received to prevent malaria in their last pregnancy during the 2 years preceding the survey. Women are considered to have received intermittent preventive therapy if they have received at least 3 doses of SP/Fansidar during the pregnancy, at least one of which was taken during antenatal care. Intermittent preventive treatment for malaria in pregnant women who gave birth in the two years preceding the survey is presented in Table TC.6.9.
Table TC.6.10 presents the percentage of children under age five with fever in the last two weeks for whom advice or treatment was sought by source of advice or treatment. Table TC.6.11 provide further insight on treatment of children with fever. 
Mothers were also asked to report all of the medicines given to a child to treat the fever, including both medicines given at home and medicines given or prescribed at a health facility. Artemisinin-based Combination therapy (ACT) is the recommended first line antimalarial recommended by the World Health Organization and use in country. In addition, confirmation of malaria is done on all fever cases through rapid diagnostic test.
[PLACE ALL TC.6 TABLES HERE]
Infant and young child feeding
Optimal infant and young child feeding practices can increase survival and promote healthy growth and development, particularly during the critical window from birth to 2 years of age. 
Breastfeeding in the first few years of life protects children from infection, provides an ideal source of nutrients and is economical and safe.[footnoteRef:14] Despite these critical benefits, breastfeeding practices are suboptimal in many parts of the world. Many children do not start breastfeeding early enough, do not breastfeed exclusively for the recommended six months or stop breastfeeding too soon.[footnoteRef:15] Mothers often face pressures to switch to infant formula, which can contribute to growth faltering and micronutrient malnutrition. Infant formula and other breastmilk substitutes can also be life-threatening in settings where hygienic conditions and safe drinking water are not readily available. In some cases, it can be unsafe even with proper and hygienic preparation in the home due to food adulteration or other contamination that can affect unaware consumers.[footnoteRef:16] As children reach the age of 6 months, their consumption of appropriate, adequate and safe complementary foods and continued breastfeeding leads to better health and growth outcomes, with the potential to reduce stunting during the first two years of life.[footnoteRef:17]  [14:  Victora, C. et al. “Breastfeeding in the 21st century: epidemiology, mechanisms, and lifelong effect.” The Lancet 387, (2016): 475–90. doi: https://doi.org/10.1016/S0140-6736(15)01024-7]  [15:  UNICEF. From the first hour of life. Making the case for improved infant and young child feeding everywhere. New York: UNICEF, 2016. https://data.unicef.org/wp-content/uploads/2016/10/From-the-first-hour-of-life.pdf ]  [16:  Gossner, C. et al. “The Melamine incident: Implications for international food and feed safety.” Environ Health Perspective 117, no. 12 (2009): 1803–1808. doi: 10.1289/ehp.0900949]  [17:  Bhuta, Z. et al. “Evidence-based interventions for improvement of maternal and child nutrition: what can be done and at what cost?” The Lancet 382, no. 9890 (2013):452-477. doi: 10.1016/S0140-6736(13)60996-4] 

UNICEF and WHO recommend that infants be: (i) breastfed within one hour of birth; (ii) breastfed exclusively for the first six months of life; and (iii) breastfed for up to 2 years of age and beyond.[footnoteRef:18] Starting at 6 months, breastfeeding should be combined with safe, age-appropriate feeding of solid, semi-solid and soft foods with specific guiding principles available about how the feeding should be done with topics ranging from food consistency to responsive feeding.[footnoteRef:19],[footnoteRef:20] The breastfeeding recommendations and guiding principles for complementary feeding for which standard indicators[footnoteRef:21],[footnoteRef:22]  have been developed, and which are collected in this survey, are listed in the table below. [18:  WHO. Implementing the Global Strategy for Infant and Young Child Feeding. Meeting Report, Geneva: WHO Press, 2003. http://apps.who.int/iris/bitstream/handle/10665/42590/9241562218.pdf?sequence=1]  [19:  PAHO. Guiding principles for complementary feeding of the breastfed child. 2003.]  [20:  WHO. Guiding principles for feeding non-breastfed children 6-24 months of age. Geneva: WHO Press, 2005. http://apps.who.int/iris/bitstream/handle/10665/43281/9241593431.pdf?sequence=1]  [21:  WHO, UNICEF, USAID, AED, UCDAVIS, IFPRI. Indicators for assessing infant and young child feeding practices, Part I definitions. 2008.]  [22:  UNICEF, FANTA, USAID, WHO. Reconsidering, refining and extending the WHO IYCF Indicators. Meeting Report, New York, 2017. https://data.unicef.org/resources/meeting-report-infant-young-child-feeding-indicators/] 

	Recommendation/ guiding principle
	Indicators /proximate measures[footnoteRef:23] [23:  It should be noted that these indicators are, in general, proximate measures which do not capture the exact recommendations or guidelines, but serve as a basis for monitoring, providing useful information on the population of interest.] 

	Notes on interpretation[footnoteRef:24] [24:  For all indicators other than early initiation of breastfeeding, the definition is based on current status, that is, what happened during the day before the survey from the time when the child woke up to the time when he/she went to sleep until the morning of the day of the interview.] 

	Table

	Breastfeed within one hour of birth
	Early Initiation of breastfeeding
Percentage of most recent live-born children to women with a live birth in the last 2 years who were put to the breast within one hour of birth
	This is the only indicator in the series based on historical recall, that is, of what happened up to 2 years before the survey interview.
	TC 7.1

	Breastfeed exclusively for the first six months of life
	Exclusive breastfeeding under 6 months
Percentage of infants under 6 months of age who are exclusively breastfed[footnoteRef:25] [25:  Infants receiving breast milk, and not receiving any other fluids or foods, with the exception of oral rehydration solution, vitamins, mineral supplements and medicines.] 

	Captures the desired practice for the entire population of interest (i.e. all children age 0-5 months should be exclusively breastfed) in a 24-hour period. It does not represent the proportion of infants who are exclusively breastfed every day from birth until they are 6 months of age and should not be interpreted as such.
	TC.7.3

	Introduce solid, semi-solid and soft foods at the age of 6 months
	Introduction of solid, semi-solid or soft foods (age 6-8 months)
Percentage of infants age 6-8 months who received solid, semi-solid or soft foods during the previous day
	Captures the desired practice for the entire population of interest (i.e. all children age 6-8 months should eat solids) in a 24-hour period. It does not represent the proportion of infants who began receiving solids when they turned 6 months nor the proportion of children age 6-8 months who received solids every day since they turned 6 months of age and should not be interpreted as such.
	TC 7.6

	Continue frequent, on-demand breastfeeding for two years and beyond
	Continued breastfeeding at 1 year and 2 years
Percentage of children age 12-15 months (1 year) and 20-23 months (2 years) who received breast milk during the previous day
	Captures the desired practice for different populations of interest (children should be breastfed for up to 2 years) in a 24-hour period. However, the label of 1 and 2 years can be confusing given the actual age range in months for each indicator.
	TC.7.3

	Provide meals with appropriate frequency and energy density 
	Minimum meal frequency (age 6–23 months)
Breastfed children:
Depending on age, at least two or three meals/snacks provided during the previous day
Non-breastfed children:
At least four meals/snacks and/or milk feeds provided during the previous day
	This indicator represents the minimum number of meals and not adequacy. In addition, standard questionnaires do not distinguish if milk feeds were provided as part of a solid meal or as a separate meal. Meals may therefore be double counted for some non-breastfed children. Rates should not be compared between breastfed and non-breastfed children.
	TC.7.7

	Provide foods with appropriate nutrient content 
	Minimum dietary diversity (age 6–23 months)
At least five of eight food groups[footnoteRef:26] consumed in the 24 hours preceding the survey [26:  The indicator is based on consumption of any amount of food from at least 5 out of the 8 following food groups: 1) Breastmilk, 2) grains, roots and tubers, 3) legumes and nuts, 4) dairy products (milk, infant formula, yogurt, cheese), 5) flesh foods (meat, fish, poultry and liver/organ meats), 6) eggs, 7) vitamin-A rich fruits and vegetables, and 8) other fruits and vegetables] 

	This indicator represents the minimum dietary diversity and not adequacy. In addition, consumption of any amount of food from each food group is sufficient to “count” as the standard indicator is only meant to capture yes/no responses. Rates should not be compared between breastfed and non-breastfed children.
	TC.7.7

	Provide an appropriate amount of food
	No standard indicator exists
	
	na

	Provide food with appropriate consistency 
	No standard indicator exists
	
	na

	Use of vitamin-mineral supplements or fortified products 
	No standard indicator exists
	
	na

	Safe preparation and storage of foods
	While it was not possible to develop indicators to fully capture guidance, one indicator does cover part of the principle: Not feeding with a bottle with a nipple
	
	TC.7.8

	Responsive feeding 
	No standard indicator exists
	
	N/A


In addition to the indicators in the table above, three dimensions of complementary feeding are combined to form a composite indicator of “minimum acceptable diet”. This indicator assesses energy needs and nutrient adequacy (apart from iron). To have a minimum acceptable diet, a child must have received in the previous day:
(i) The appropriate number of meals/snacks/milk feeds;
(ii) Food items from at least 5 out of 8 food groups for breastfed children; and 4 out of 7[footnoteRef:27] food groups for non-breastfed children; and [27:  Note that the denominator becomes 7 food groups for non-breastfed children in the composite indicator as the milk products group is removed from diet diversity, as this is assessed separately.  ] 

(iii) At least two milk feeds for non-breastfed children.

Table TC.7.1 is based on mothers’ reports of when their last-born child, born in the last two years, was first put to the breast. It indicates the proportion who were ever breastfed, as well as those who were first breastfed within one hour and one day of birth.
Table TC.7.2 presents information about liquids or other items newborns were given in the first 3 days of life, apart from breastmilk.  The data are disaggregated by various background characteristics, including whether the child was ever breastfed or not.
The set of infant and young child feeding indicators reported in tables TC.7.3 through TC.7.6 are based on the mother’s report of consumption of food and liquids during the day or night prior to being interviewed. Data are subject to a number of limitations, some related to the respondent’s ability to provide a full report on the child’s liquid and food intake due to recall errors, as well as lack of knowledge in cases where the child was fed by other individuals.
[bookmark: _GoBack]In Table TC.7.3, breastfeeding status is presented for exclusively breastfed infants age 0–5 months (i.e. those who receive only breastmilk) and predominantly breastfed infants age 0–5 months (i.e. those who receive breastmilk in addition to plain water and/or non-milk liquids). The table also shows continued breastfeeding of children age 12–15 months and age 20–23 months.
Table TC.7.4 shows the median duration of any breastfeeding among children age 0–35 months and the median duration of exclusive breastfeeding and predominant breastfeeding among children age 0–23 months.
The age-appropriateness of breastfeeding practices for children under the age of 24 months is provided in Table TC.7.5. Different feeding criteria are used depending on the age of the child. For infants age 0–5 months, exclusive breastfeeding is considered age-appropriate feeding, while children age 6–23 months are considered appropriately fed if they are receiving breastmilk and solid, semi-solid or soft foods.
Table TC.7.6 further looks into the introduction of solid, semi-solid, or soft foods for infants age 6–8 months, while Table TC.7.7 presents the percentage of children age 6–23 months who received the minimum number and diversity of meals/snacks during the previous day (referring to solid, semi-solid, or soft food, but also milk feeds for non-breastfed children), by breastfeeding status.
The continued practice of bottle-feeding is a concern because of the potential for contamination if the bottle and/or nipple are not properly cleaned or sterilized. Bottle-feeding can also hinder breastfeeding due to nipple confusion, especially at the youngest ages.[footnoteRef:28] Table TC.7.8 presents the percentage of children aged 0–23 months who were bottle-fed with a nipple during the previous day. [28:  Zimmerman, E. and K. Thopmson. “Clarifying Nipple confusion.” J Perinatol 35, no.11 (2015):895-9. doi: 10.1038/jp.2015.83.] 

[PLACE ALL TC.7 TABLES HERE]

Malnutrition
[bookmark: _Hlk523848915]Children’s nutritional status reflects their overall health. When children have access to an adequate food supply, are not exposed to repeated illness, and are well cared for, they reach their growth potential and are considered well-nourished.
Undernutrition is associated with nearly half of all child deaths worldwide.[footnoteRef:29] Children suffering from undernutrition are more likely to die from common childhood ailments, and those who survive often suffer recurring sicknesses and faltering growth. Three-quarters of children who die from causes related to undernutrition only had mild or moderate forms of undernutrition, meaning they showed little outward sign of their vulnerability.[footnoteRef:30] The Sustainable Development Goal target 2.2 is to reduce the prevalence of stunting among children under five by 40 per cent between 2012 and 2025 as well as to reduce wasting to <5 per cent and have no increase in overweight over the same period. A reduction in the prevalence of malnutrition will also contribute to the achievement of several other global goals, including the goal to end preventable newborn and child deaths. [29:  Black, R. et al. “Maternal and Child Undernutrition and Overweight in Low-income and Middle-income Countries.” The Lancet 382, no. 9890 (2013): 427–451. doi:10.1016/s0140-6736(13)60937-x]  [30:  Black, R., et al. “Maternal and Child Undernutrition: global and regional exposures and health consequences.” The Lancet 371, no. 9608 (2008): 243–60. doi: 10.1016/S0140-6736(07)61690-0] 

In a well-nourished population, there is a reference distribution of height and weight for how children under 5 should grow. The reference population used in this report is based on the WHO growth standards.[footnoteRef:31] Undernutrition in a population can be gauged by comparing children to this reference population. Each of the three nutritional status indicators – weight-for-age, height-for-age, and weight-for-height – can be expressed in standard deviation units (z-scores) from the median of the reference population. [31:  WHO. Child Growth Standards. Technical Report, Geneva: WHO Press, 2006. http://www.who.int/childgrowth/standards/Technical_report.pdf?ua=1] 

Weight-for-age is a measure of both acute and chronic malnutrition. Children whose weight-for-age is more than two standard deviations below the median of the reference population are considered moderately or severely underweight, while those whose weight-for-age is more than three standard deviations below the median are classified as severely underweight.
Height-for-age is a measure of linear growth. Children whose height-for-age is more than two standard deviations below the median of the reference population are considered short for their age and are classified as moderately or severely stunted. Those whose height-for-age is more than three standard deviations below the median are classified as severely stunted. Stunting, or chronic malnutrition, is the result of failure to receive adequate nutrition in early life over an extended period and/or recurrent or chronic illness.
Weight-for-height can be used to assess wasting and overweight status. Children whose weight-for-height is more than two standard deviations below the median of the reference population are classified as moderately or severely wasted, while those who fall more than three standard deviations below the median are classified as severely wasted. Wasting is usually the result of poor nutrient intake or disease. The prevalence of wasting may shift seasonally in response to changes in the availability of food and/or disease prevalence.
Children whose weight-for-height is more than two standard deviations above the median reference population are classified as moderately or severely overweight.
In MICS, weights and heights of all children under 5 years of age were measured using the anthropometric equipment recommended by UNICEF if other equipment was used, please edit this sentence.[footnoteRef:32] Findings in this section are based on the results of these measurements in conjunction with the age in months data based on birth dates collected during the survey interview. [32:  See MICS Supply Procurement Instructions: "MICS6 TOOLS." Home - UNICEF MICS. Accessed August 23, 2018. http://mics.unicef.org/tools#survey-design.] 

Table TC.8.1 shows percentages of children classified into each of the above described categories, based on the anthropometric measurements that were taken during fieldwork. Additionally, the table includes mean z-scores for all three anthropometric indicators.
Children whose full birth date (month and year) were not obtained this should normally not exist in MICS surveys, please edit if full birth date was collected for all children, and children whose measurements were not taken due to absence from the home during interviews or other reasons, or whose measurements are outside a plausible range are excluded from Table TC.8.1. Children are excluded from one or more of the anthropometric indicators when their weights and heights have not been measured, or their age is not available, whichever applicable. For example, if a child has been weighed but his/her height has not been measured, the child is included in underweight calculations, but not in the calculations for stunting and wasting. Percentages of children by age and reasons for exclusion are shown in the data quality tables DQ.3.4, DQ.3.5, and DQ.3.6 in Appendix D. The tables show that due to incomplete dates of birth, implausible measurements, and/or missing weight and/or height, %% percent of children have been excluded from calculations of the weight-for-age indicator, %% percent from the height-for-age indicator, and %% percent for the weight-for-height indicator. Comment further on data quality issues that affect anthropometric indicators, such as heaping on age, out-transference (DQ.1.3/DQ.2.4) or digit preference (DQ.3.7) in measurements.
[PLACE TABLE TC.8.1 HERE]
Salt iodisation
Iodine Deficiency Disorders (IDD) are the world’s leading cause of preventable brain damage and impaired psychomotor development in young children.[footnoteRef:33] In its most extreme form, iodine deficiency causes cretinism. It also increases the risks of stillbirth and miscarriage in pregnant women. Iodine deficiency is most commonly and visibly associated with goitre. IDD takes its greatest toll in impaired mental growth and development, contributing to poor learning outcomes, reduced intellectual ability, and impaired work performance.[footnoteRef:34] The indicator reported in MICS is the percentage of households consuming iodized salt as assessed using rapid test kits. [33:  ICCIDD, UNICEF, WHO. Assessment of iodine deficiency disorders and monitoring their elimination: a guide for programme managers. Geneva: WHO Press (2007). http://apps.who.int/iris/bitstream/handle/10665/43781/9789241595827_eng.pdf?sequence=1]  [34:  Zimmermann M.B. “The role of iodine in human growth and development.” Seminars in Cell & Developmental Biology 22, (2011): 645-652. doi: 10.1016/j.semcdb.2011.07.009] 

Briefly describe the national salt iodization programme.
In Survey name, year MICS, salt used for cooking in the household was tested for presence of iodine using rapid test kits for potassium iodide or potassium iodate or both. Table TC.9.1 presents the percent distribution of households by consumption of iodized salt.
[PLACE TABLE TC.9.1 HERE]
Early childhood development
It is well recognized that a period of rapid brain development occurs in the first years of life, and the quality of children’s home environment and their interactions with caregivers is a major determinant of their development during this period. [footnoteRef:35] Children’s early experiences with responsive caregiving serves an important neurological function and these interactions can boost cognitive, physical, social and emotional development.[footnoteRef:36] In this context, engagement of adults in activities with children, presence of books and playthings in the home for the child, and the conditions of care are important indicators.  [35:  Black, M. et al. "Early Childhood Development Coming of Age: Science through the Life Course." The Lancet 389, no. 10064 (2016): 77-90. doi:10.1016/s0140-6736(16)31389-7; Shonkoff J. et al. "The Lifelong Effects of Early Childhood Adversity and Toxic Stress." Pediatrics 129, no. 1 (2011): 232-46. doi:10.1542/peds.2011-2663. ]  [36:  Britto, P. et al. “Nurturing Care: Promoting early childhood development.” The Lancet 389, no. 10064 (2017): 91–102. doi: 10.1016/S0140-6736(16)31390-3; Milteer R. et al. “The Importance of Play in Promoting Healthy Child Development and Maintaining Strong Parent-Child Bond: Focus on children in poverty” American Academy of Pediatrics 1129, no. 1 (2012): 183–191. doi: 10.1542/peds.2011-2953.] 

Information on a number of activities that provide children with early stimulation and responsive care was collected in the survey. These included the involvement of adults in the household with children in the following activities: reading books or looking at picture books, telling stories, singing songs, taking children outside the home, compound or yard, playing with children, and spending time with children naming, counting, or drawing things.
Exposure to books in early years not only provides children with greater understanding of the nature of print, but may also give them opportunities to see others reading, such as older siblings doing school work. Presence of books is important for later school performance. The mothers/caretakers of all children under 5 were asked about the number of children’s books or picture books they have for the child, and the types of playthings that are available at home.
Some research has found that leaving children without adequate supervision is a risk factor for unintentional injuries.[footnoteRef:37] In MICS, two questions were asked to find out whether children age 0-59 months were left alone during the week preceding the interview, and whether children were left in the care of other children under 10 years of age. [37:  Howe, L., S. Huttly and T. Abramsky. “Risk Factors for Injuries in Young Children in Four Developing Countries: The Young Lives Study.” Tropical Medicine and International Health 11, no. 10 (2006): 1557-1566. doi: 10.1111/j.1365-3156.2006.01708.x.; Morrongiello, B. et al. “Understanding Unintentional Injury Risk in Young Children II. The Contribution of Caregiver Supervision, Child Attributes, and Parent Attributes.” Journal of Pediatric Psychology 31, no. 6 (2006): 540-551. doi: 10.1093/jpepsy/jsj073.] 

[PLACE ALL TC.10 TABLES HERE]
Early child development index
Early childhood development is multidimensional and involves an ordered progression of motor, cognitive, language, socio-emotional and regulatory skills and capacities across the first few years of life.[footnoteRef:38]. Physical growth, literacy and numeracy skills, socio-emotional development and readiness to learn are vital domains of a child’s overall development, which build the foundation for later life and set the trajectory for health, learning and well-being. [footnoteRef:39] [38:  UNICEF et al. Advancing Early Childhood Development: From Science to Scale. Executive Summary, The Lancet, 2016. https://www.thelancet.com/pb-assets/Lancet/stories/series/ecd/Lancet_ECD_Executive_Summary.pdf.]  [39: Shonkoff, J. and D. Phillips. From Neurons to Neighborhoods: The Science of Early Childhood Development. Washington, D.C.: National Academy Press, 2000.; United Nations Children’s Fund, Early Moments Matter, New York: UNICEF, 2017.] 

A 10-item module was used to calculate the Early Child Development Index (ECDI). The primary purpose of the ECDI is to inform public policy regarding the developmental status of children in Country. The index is based on selected milestones that children are expected to achieve by ages 3 and 4. The 10 items are used to determine if children are developmentally on track in four domains:
· Literacy-numeracy: Children are identified as being developmentally on track based on whether they can identify/name at least ten letters of the alphabet, whether they can read at least four simple, popular words, and whether they know the name and recognize the symbols of all numbers from 1 to 10. If at least two of these are true, then the child is considered developmentally on track.
· Physical: If the child can pick up a small object with two fingers, like a stick or a rock from the ground and/or the mother/caretaker does not indicate that the child is sometimes too sick to play, then the child is regarded as being developmentally on track in the physical domain.
· Social-emotional: Children are considered to be developmentally on track if two of the following are true: If the child gets along well with other children, if the child does not kick, bite, or hit other children and if the child does not get distracted easily.
· Learning: If the child follows simple directions on how to do something correctly and/or when given something to do, is able to do it independently, then the child is considered to be developmentally on track in this domain.
ECDI is then calculated as the percentage of children who are developmentally on track in at least three of these four domains.
[PLACE TABLE TC.11.1 HERE]
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