VI. 	Child Health
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Vaccinations

The Millennium Development Goal (MDG) 4 is to reduce child mortality by two thirds between 1990 and 2015.  Immunization plays a key part in this goal.  Immunizations have saved the lives of millions of children in the three decades since the launch of the Expanded Programme on Immunization (EPI) in 1974.  Worldwide there are still 27 million children overlooked by routine immunization and as a result, vaccine-preventable diseases cause more than 2 million deaths every year.

A World Fit for Children goal is to ensure full immunization of children under one year of age at 90 percent nationally, with at least 80 percent coverage in every district or equivalent administrative unit.

[Note: 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. If the vaccination schedule in the country is different, then make the relevant changes in tabulations and note these changes wherever appropriate]

According to UNICEF and WHO guidelines, a child should receive a BCG vaccination to protect against tuberculosis, three doses of DPT to protect against diphtheria, pertussis, and tetanus, three doses of polio vaccine, and a measles vaccination by the age of 12 months.

[Example text for country specific immunization schedule] The vaccination schedule followed by the [Country] National Immunization Programme provides all the above mentioned vaccinations as well as three doses of vaccine against Hepatitis B and against Yellow Fever. All vaccinations should be received during the first year of life. Taking into consideration this vaccination schedule, the estimates for full immunization coverage from the [Country] MICS are based on children age 12-23 months.

Information on vaccination coverage was collected for all children under five 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 or not the child had received each of the vaccinations, and for Polio, DPT and Hepatitis B, how many doses were received. The final vaccination coverage estimates are based on both information obtained from the vaccination card and the mother’s report of vaccinations received by the child.


[PLACE TABLE CH.1 ABOUT HERE]

[Example text for Table CH.1] The percentage of children age 12 to 23 months who have received each of the specific vaccinations by source of information (vaccination card and mother’s recall) is shown in Table CH.1. The denominator for the table is comprised of children age 12-23 months so that only children who are old enough to be fully vaccinated are counted.  In the first three columns of the table, the numerator includes all children who were vaccinated at any time before the survey according to the vaccination card or the mother’s report. In the last column, only those children who were vaccinated before their first birthday, as recommended, are included. For children without vaccination cards, the proportion of vaccinations given before the first birthday is assumed to be the same as for children with vaccination cards. 

Approximately [%%] percent of children age 12-23 months received a BCG vaccination by the age of 12 months and the first dose of DPT was given to [%%] percent. The percentage declines for subsequent doses of DPT to [%%] percent for the second dose, and [%%] percent for the third dose (Figure CH.1). Similarly, [%%] percent of children received Polio 1 by age 12 months and this declines to [%%] percent by the third dose. The coverage for measles vaccine by 12 months is [lower than] for the other vaccines at [%%] percent. [The primary reason is that although [%%] percent of children received the vaccine, only [%%] percent had received it by their first birthday.]  There is also a slight decline in the Hepatitis B vaccination from [%%] percent for the first dose to [%%] percent for the second dose, and [%%] percent for the third dose, reflecting a small dropout rate of less than [%%] percent. Yellow Fever was administered by the age of 12 months to approximately  [%%] percent of children age 12-23. As a result, the percentage of children who had all the recommended vaccinations by their first birthday is [low at only] [%%] percent.


	
Place Figure CH.1 here





Table CH.2 presents vaccination coverage estimates among children 12-23 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 and mothers’/caretakers’ reports. Vaccination cards have been seen by the interviewer for only [%%] percent of children.

 [Table CH.2 - describe which background characteristics are associated with higher or lower immunization coverage.]

[PLACE TABLE CH.2 ABOUT HERE]


Neonatal Tetanus Protection

One of the MDGs is to reduce by three quarters the maternal mortality ratio, with one strategy to eliminate maternal tetanus.  In addition, another goal is to reduce the incidence of neonatal tetanus to less than 1 case of neonatal tetanus per 1000 live births in every district.  A World Fit for Children goal is to eliminate maternal and neonatal tetanus by 2005.

The strategy for preventing maternal and neonatal tetanus is to assure 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.

To assess the status of tetanus vaccination coverage, women who gave 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 pregnancy were then asked about tetanus toxoid vaccinations they may have received prior to this pregnancy. 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 CH.3 shows the protection status from tetanus of women who have had a live birth within the last 2 years. Figure CH.2 shows the protection of women against neonatal tetanus by major background characteristics. [Describe key findings from the table.]

[PLACE TABLE CH.3 ABOUT HERE]


	
Place Figure CH.2 here





[bookmark: _Toc142800368]Oral Rehydration Treatment

Diarrhoea is the second leading cause of death among children under five worldwide.  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 salts (ORS) or a recommended home fluid (RHF) - can prevent many of these deaths.  Preventing dehydration and malnutrition by increasing fluid intake and continuing to feed the child are also important strategies for managing diarrhoea.

The goals are to: 1) reduce by one half death due to diarrhoea among children under five by 2010 compared to 2000 (A World Fit for Children); and 2) reduce by two thirds the mortality rate among children under five by 2015 compared to 1990 (Millennium Development Goals).  In addition, the World Fit for Children calls for a reduction in the incidence of diarrhoea by 25 percent.

In the MICS , prevalence of diarrhoea was estimated by asking mothers or caretakers 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 to drink and eat during the episode and whether this was more or less than the child usually drinks and eats. 

[Example text for Table CH.4] Overall, [%%] percent of under five children had diarrhoea in the two weeks preceding the survey (Table CH.4).  Diarrhoea prevalence was [similar] in all regions.  The peak of diarrhoea prevalence occurs [in the weaning period], among children age [12-23] months.  

[PLACE TABLE CH.4 ABOUT HERE]

Table CH.4 also shows the percentage of children receiving various types of recommended liquids 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.  About [%%] percent received fluids from ORS packets or pre-packaged ORS fluids and [%%] percent received recommended homemade fluids. Children of mothers with secondary education are [less likely] to receive oral rehydration solution than other children. Approximately [%%] percent of children with diarrhoea received one or more of the recommended home treatments (i.e., were treated with ORS or any recommended homemade fluid), while [%%] percent received no treatment. [Discuss disparities shown in Table CH.4, refer to Figure CH.3.]


	
Place Figure CH.3 here





[Example text for Table CH.5] Less than [one third] ([%%] percent) of under five children with diarrhoea drank more than usual while [%%] percent drank the same or less (Table CH.5).  [%%] percent ate somewhat less, same or more (continued feeding), but [%%] percent ate much less or ate almost none. [Provide comments on other disparities in Table CH.5.]

[PLACE TABLE CH.5 ABOUT HERE]

Table CH.6 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 percentage of children with diarrhoea who received other treatments. Overall, [%%] of children with diarrhoea received ORS or increased fluids, [%%] received ORT (ORS or recommended homemade fluids or increased fluids). Combining the information in Table CH.5 with those in Table CH.4 on oral rehydration therapy, it is observed that [%%] percent of children either received ORT and, at the same time, feeding was continued, as is the recommendation. There are [significant] differences in the home management of diarrhoea by background characteristics. In [name of region], only [a quarter] of children ([%%] percent) received ORT and continued feeding, while the figure is [%%] percent in [name of region]. [Provide comments on other treatments of diarrhoea and other disparities in Table CH.6.] 
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[PLACE TABLE CH.6 ABOUT HERE]


	
Place Figure CH.4 here





Care Seeking and Antibiotic Treatment of Pneumonia

Pneumonia is the leading cause of death in children and the use of antibiotics in under-5s with suspected pneumonia is a key intervention. A World Fit for Children goal is to reduce by one-third the deaths due to acute respiratory infections.  

In the [Country] MICS, the prevalence of suspected pneumonia was estimated by asking mothers or caretakers whether their child under age five had an illness with a cough accompanied by rapid or difficult breathing, and whose symptoms were due to a problem in the chest or both a problem in the chest and a blocked nose.  

[PLACE TABLE CH.7 ABOUT HERE]

Table CH.7 presents the prevalence of suspected pneumonia and, if care was sought outside the home, the site of care. [Example text for Table CH.7] [%%] percent of children age 0-59 months were reported to have had symptoms of pneumonia during the two weeks preceding the survey. Of these children, [%%] percent were taken to an appropriate provider. [Provide highlights of Table CH.7, emphasizing both the specific providers that might be of importance, as well as the relationship of background variables with the providers and use of appropriate providers.]

[bookmark: _GoBack][Example text for Table CH.7] Table CH.7 also presents the use of antibiotics for the treatment of suspected pneumonia in under-5s by sex, age, region, area, age, and socioeconomic factors. In [Country], [%%] percent of under-5 children with suspected pneumonia had received an antibiotic during the two weeks prior to the survey. The percentage was considerably [higher] in urban, while the percentage declines to [only %%] percent in [name of region]. The table also shows that antibiotic treatment of suspected pneumonia is [very low] among the poorest households and among children whose mothers/caretakers have at least secondary education. The use of antibiotics [rises] with the age of the child. 

Issues related to knowledge of danger signs of pneumonia are presented in Table CH.8. Obviously, mothers’ knowledge of the danger signs is an important determinant of care-seeking behaviour. Overall, [%%] percent of women know of the two danger signs of pneumonia – fast and difficult breathing. The most commonly identified symptom for taking a child to a health facility is [insert symptom with highest percentage in the table]. [%%] percent of mothers identified fast breathing and [%%] percent of mothers identified difficult breathing as symptoms for taking children immediately to a health care provider. [Insert more details on this Table.]

[PLACE TABLE CH.8 ABOUT HERE]


[bookmark: _Toc142800370]Solid Fuel Use

More than 3 billion people around the world rely on solid fuels for their basic energy needs, including cooking and heating.  Solid fuels include biomass fuels, such as wood, charcoal, crops or other agricultural waste, dung, shrubs and straw, and coal. Cooking and heating with solid fuels leads to high levels of indoor smoke which contains a complex mix of health-damaging pollutants.  The main problem with the use of solid fuels is their incomplete combustion, which produces toxic elements such as carbon monoxide, polyaromatic hydrocarbons, and sulphur dioxide (SO2), among others.  Use of solid fuels increases the risks of incurring acute respiratory illness, pneumonia, chronic obstructive lung disease, cancer, and possibly tuberculosis, asthma, or cataracts, and may contribute to low birth weight of babies born to pregnant women exposed to smoke.  The primary indicator for monitoring use of solid fuels is the proportion of the population using solid fuels as the primary source of domestic energy for cooking, shown in Table CH.9.

[PLACE TABLE CH.9 ABOUT HERE]

[Example text for Table CH.9] Overall, more than [a third] ([%%] percent) of all households in [Country] are using solid fuels for cooking. Use of solid fuels is [very low] in urban areas ([%%] percent), but [very high] in rural areas, where almost [half] of the households ([%%] percent) are using solid fuels. Differentials with respect to household wealth and the educational level of the household head are [also significant]. The findings show that use of solid fuels is [very uncommon] among households in [name of region], and among the richest households. The table also clearly shows that the overall percentage is [high] due to [high] level of use wood for cooking purposes. 

Solid fuel use by place of cooking is depicted in Table CH.10. The presence and extent of indoor pollution are dependent on cooking practices, places used for cooking, as well as types of fuel used. According to the [country] MICS, [##] percent of households cook in a separate room used as a kitchen. The percentage of households that cook within the dwelling unit is [higher] in urban areas ([##] percent) than in rural areas ([##] percent). [Insert more details on Table CH.10]

[PLACE TABLE CH.10 ABOUT HERE]


[bookmark: _Toc142800371]Malaria

Malaria is a leading cause of death of children under age five in [Country].  It also contributes to anaemia in children and is a common cause of school absenteeism. Preventive measures can dramatically reduce malaria mortality rates among children.

In areas where malaria is common, the WHO recommends Indoor Residual Spraying (IRS), use of insecticide treated bednets (ITNs) and prompt treatment of confirmed cases with recommended anti-malarial drugs. International recommendations also suggest treating any fever in children as if it were malaria and immediately giving the child a full course of recommended anti-malarial tablets. Children with severe malaria symptoms, such as fever or convulsions, should be taken to a health facility. Also, children recovering from malaria should be given extra liquids and food and, for younger children, should continue breastfeeding.

Insecticide-treated mosquito nets, or ITNs, if used properly, are very effective in offering protection against mosquitos  and other insects. The use of ITNs is one of the main health interventions applied to reduce malaria transmission in [Country]. The questionnaire incorporates questions on the availability and use of bed nets, both at household level and among children under five years of age and pregnant women. In addition, all households in the [Country] MICS were asked whether the interior dwelling walls were sprayed with an insecticide to kill mosquitoes that spread malaria during the 12 months preceding the survey. 

[Provide information on malaria related programs in the Country]

[PLACE TABLE CH.11 ABOUT HERE]

[Example text for Table CH.11]  In [Country] the survey results indicate that [%%] percent of households have at least one insecticide treated net (Table CH.11). [Provide description of the types of insecticide treated nets, and of differentials in availability of mosquito nets and ITNs.]

[PLACE TABLE CH.12 ABOUT HERE]

[Example text for Table CH.12] Results indicate that [%%] percent of children under the age of five slept under any mosquito net the night prior to the survey and [%%] percent slept under an insecticide treated net (Table CH.12).  There were [no significant] gender disparities in ITN use among children under five. [Insert more details on this Table.]

[PLACE TABLE CH.13 ABOUT HERE]

[Example text for Table CH.13]  Table CH.13 presents the proportion of pregnant women who slept under a mosquito net during the previous night. [%%] percent of pregnant women slept under any mosquito net the night prior to the survey and [%%] percent slept under an insecticide treated net. [Insert more details on this Table.]

Questions on the prevalence and treatment of fever were asked for all children under age five.  [Slightly more than one in three] ([%%] percent) of under five children were ill with fever in the two weeks prior to the survey (Table CH.14).  Fever prevalence [declined] with age and peaked at 12-23 months ([%%] percent). Fever is [less common] among children whose mothers have secondary or higher education than among children of less educated mothers. Regional differences in fever prevalence are [not large], ranging from [%%] to [%%] percent across the five regions.

[PLACE TABLE CH.14 ABOUT HERE]

Mothers were 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.  Overall, [%%] percent of children with fever in the last two weeks were treated with an “appropriate” anti-malarial drug and [%%] percent received anti-malarial drugs either on the same day or day after the onset of symptoms.

“Appropriate” anti-malarial drugs include chloroquine, SP (sulfadoxine-pyrimethamine), artimisine combination drugs, etc.  [Example descriptions are provided here]. In [Country], [%%] percent of children with fever were given chloroquine, and [%%] percent were given SP.  Only [%%] percent received artemisinin combination therapy.  

Overall, children with fever in [name of region], where malaria is known to be most prevalent, are the most likely to have received an appropriate anti-malarial drug while those in [name of region] are the least likely to receive an appropriate drug.  Urban children are [more likely] than rural children to be treated appropriately as are the children of mothers with secondary or higher education. [Little] difference was noted between boys and girls receiving appropriate anti-malarial drugs.

[PLACE TABLE CH.15 ABOUT HERE]

Table CH.15 provides the proportion of children age 0-59 months who had a fever in the last two weeks and who had a finger or heel stick for malaria testing. Overall, [%%] percent of children with a fever in the last two weeks had a finger or heel stick. [Provide additional information on the key findings.] 
Pregnant women living in places where malaria is highly prevalent are four times more likely than other adults to get malaria and twice as likely to die of the disease. Once infected, pregnant women risk anemia, premature delivery and stillbirth. Their babies are likely to be of low birth weight, which makes them unlikely to survive their first year of life. 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).  In [Country] MICS, women were asked of the medicines they had received 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 2 doses of SP/Fansidar during the pregnancy.
Intermittent preventive treatment for malaria in pregnant women who gave birth in the two years preceding the survey is presented in Table CH.16.  [Insert more details on this Table.]

[PLACE TABLE CH.16 ABOUT HERE]

Child Disability

[Kindly contact the Regional MICS Coordinator if the survey included the Child Disability Form.]

[PLACE TABLE CH.17 ABOUT HERE]


