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All instances of ‘aged’ have been changed to ‘age’ in following chapters:
· Ch00 Front Matter
· Ch02 Sample and Survey Methodology
· Ch05 Nutrition
· Ch08 Reproductive Health
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· Ch10 Literacy and Education
· Ch11 Child Protection
· Ch12 HIVAIDS Sexual Behaviour and Orphanhood
· ChAppA Appendix A Sample Design
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Chapter 7 Water and Sanitation

· Use of improved sanitation facilities

***

Use of Improved Sanitation Facilities
***

Inadequate disposal of human excreta and personal hygiene is associated with a range of diseases including diarrhoeal diseases and polio. Improved sanitation can reduce diarrheal disease by more than a third, and can significantly lessen the adverse health impacts of other disorders responsible for death and disease among millions of children in developing countries. 
An improved sanitation facility is defined as one that hygienically separates human excreta from human contact. Improved sanitation can reduce diarrheal disease by more than a third, and can significantly lessen the adverse health impacts of other disorders responsible for death and disease among millions of children in developing countries. Improved sanitation facilities for excreta disposal include flush or pour flush to a piped sewer system, septic tank, or pit latrine; ventilated improved pit latrine, pit latrine with slab, and use of a composting toilet. The data on the use of improved sanitation facilities in [Country] are provided in this report in Table WS.5.
The MDG sanitation indicator excludes users of improved sanitation facilities which are shared between two or more households from having access to sanitation. However, sharing of sanitation facilities, even if those are improved, is assumed to compromise their safety. Therefore, “use of improved sanitation” is used both in the context of this report and as an MDG indicator to refer to improved sanitation facilities, which are not shared. Data on the use of in improved sanitation are presented in Tables WS.6 and WS.8. 

11 December 2012

VII. 	Water and Sanitation
The URL in 2nd footnote updated: http://www.wssinfo.org/fileadmin/user_upload/resources/1251794333-JMP_08_en.pdf 

30 November 2012

Chapter 12 HIV/AIDS
The indicators on attitudes toward people living with HIV measure stigma and discrimination in the community.  Stigma and discrimination are low if respondents report an accepting attitude on the following four questions: 1) Would care for family member sick with AIDS; 2) would buy fresh vegetables from a vendor who is HIV positive; 3) thinks that a female teacher who is HIV positive should be allowed to teach in school; and 4) would not want to keep HIV status of a family member a secret. [Example text for Table HA.4]: Table HA.4 presents the attitudes of women towards people living with HIV/AIDS. In [Country] [%%] percent of women who have heard of AIDS agree with at least one accepting discriminatory statement. The most common accepting discriminative attitude is [rejection of buying fresh vegetables from a person who has AIDS] ([%%] percent). More educated women and those from richest households have [more] accepting attitudes than the ones with lower education and a poorer wealth status. [Provide further description of the table.]

27 November 2012

Figure CH.2 title changed from “Percentage of women with a live birth in the last 12 months who are protected against neonatal tetanus” to “Percentage of women with a live birth in the last 2 years who are protected against neonatal tetanus”

16 October 2012

Chapter 00 Front Matter

DQ.2M and DQ.4M have been added to the List of Tables:
Table DQ.2M: 	Age distribution of eligible and interviewed men 	
Table DQ.4M: 	Men's completion rates by socio-economic characteristics of households 	

9 October 2012

Chapter 11 Child Protection

 [Example text for Tables CP.6 and CP.6M] Table CP.6 and CP6.M present respectively the proportion of women and men who were first married or entered into a marital union before age 15 and 18 by area and age groups. Examining the percentages married before age 15 and 18 by different age groups allow us to see the trends in early marriage over time. [Provide further description of the tables.]  

***
The [Country] MICS4 assessed the attitudes of women and men age 15-49 years towards wife/partner beating for a variety of scenarios by asking the respondents whether husbands are justified to hit or beat their wives/partners for a variety of scenarios.  These questions were asked to have an indication of cultural beliefs that tend to be associated with the prevalence of violence against women by their husbands/partners. The main assumption here is that women that agree with the statements indicating that husbands/partners are justified to beat their wives/partners under the situations described in reality tend to be abused by their own husbands/partners and similarly, men who agree with the statements in reality tend to exercise violence towards their wives or partners. 

The responses to these questions can be found in Table CP.11 for women and in Table CP.11M for men.  Overall, [%%] percent of women in [Country] feel that a husband/partner has a right to hit or beat his wife/partner for at least one of a variety of reasons. Women who approve a husband’s violence, in most cases agree and justify violence in instances when the woman neglects the children ([%%] percent), or if she demonstrates her autonomy, e.g. goes out without telling her husband or argues with him ([%%] percent). Around [one-third] of women believe that a husband has a right to hit or beat his wife/partner if she refuses to have sex with him or if she burns the food. Acceptance is [more present] among those living in poorest households, less educated, and also currently married women. [Provide further description of the table.]

As shown in Table CP11M, men are more likely to agree than women with one of the reasons to justify wife beating (%% percent of men compared to %% percent of women). %% percent of men agree that a husband has a right to beat his wife if she neglects children, %% agree if she argues with him and %% agree if she goes out without telling him. Men living in the poorest households are much more likely to agree with one of the reasons (%% percent) than men living in the richest households. The percentage of men approving of at least one reason is highest in [name of region] (%% percent) and lowest in [name of region] (%% percent) 

[PLACE TABLE CP.11 ABOUT HERE]
[PLACE TABLE CP.11M ABOUT HERE]

4 October 2012

Chapter 9 Child Development

The results are presented in Table CD.5.  [Example text for Table CD.5] In [Country], [%%] percent of children aged 36-59 months are developmentally on track. ECDI is [higher] among boys ([%%] percent) than girls ([%%] percent). As expected, ECDI is [much] higher in older age group ([%%] percent among 48-59 months old compared to [%%] percent among 36-47 months old), since children mature more skills with increasing age. [Higher] ECDI is seen in children attending to an early childhood education programme pre-school ([%%] percent compared to [%%] percent for those who are not attending). Children living in poorest households have lower ECDI ([%%] percent) compared to children living in richest households ([%%] percent of children developmentally on track). The analysis of four domains of child development shows that [%%] percent of children are on track in the [learning] domain, but much less on track ([%%] percent) in [physical] ([%%] percent), [literacy-numeracy] ([%%] percent) and [social-emotional] ([%%] percent) domains. In each individual domain the [higher] score is associated with children living in richest households, with children attending an early childhood education programme preschool, older children, and among boys. 

September 2012

Chapter 03 Sample Coverage
[Describe differentials in response rates by regions and area residence, if there were significant differences in response rates (If not, mention that response rates were similar across regions and areas of residence). Point out any subdivisions which may have lower response rates than others, and provide explanations why this may have been the case. Discuss possible reasons for any significant differences between the numbers of sampled and occupied households, by regions and area residence. Identify any response rates below 85 percent and indicate that the results for this region or area residence should be interpreted with some caution, as the response rate is low].

***
Table HH.3 provides basic background information on the households.  Within households, the sex of the household head, region, area residence, number of household members, education of household head and [religion/language/ethnicity] of the household head are shown in the table. These background characteristics are used in subsequent tables in this report; the figures in the table are also intended to show the numbers of observations by major categories of analysis in the report.
***
Table HH.4 provides background characteristics of female respondents 15-49 years of age.  The table includes information on the distribution of women according to region, area residence, age, marital status, motherhood status, births in last two years, education, wealth index quintiles, and [religion/language/ethnicity] of the household head. 
***
Similarly, Table HH.4M provides background characteristics of male respondents 15-49 years of age.  The table shows information on the distribution of men according to region, area residence, age, marital status, education, wealth index quintiles, and [religion/language/ethnicity]. 
***
Some background characteristics of children under 5 are presented in Table HH.5. These include the distribution of children by several attributes: sex, region and area residence, age, mother’s or caretaker’s education, wealth, and [religion/language/ethnicity]. 

Chapter 05 Nutrition
WHO/UNICEF have the following feeding recommendations:
· Exclusive breastfeeding for first six months
· Continued breastfeeding for two years or more                             
· Safe and age-appropriate and adequate complementary foods beginning at 6 months
· Frequency of complementary feeding: 2 times per day for 6-8 month olds; 3 times per day for  9-11 month olds

***

In Table NU.3, breastfeeding status is based on the reports of mothers/caretakers of children’s consumption of food and fluids in the 24 hours during the previous day or night prior to the interview. Exclusively breastfed refers to infants who received only breast milk (and vitamins, mineral supplements, or medicine). The table shows exclusive breastfeeding of infants during the first six months of life, as well as continued breastfeeding of children at 12-15 and 20-23 months of age. 

***

[Example text for Table NU.5] The adequacy of infant feeding in children under 24 months is provided in Table NU.5.  Different criteria of adequate feeding are used depending on the age of the child. For infants aged 0-5 months, exclusive breastfeeding is considered as age-appropriate adequate feeding, while infants aged 6-23 months are considered to be appropriately  adequately fed if they are receiving breastmilk and solid, semi-solid or soft food. [Provide a short description of the key findings in this Table, separately for 0-5 month and 6-23 month old infants.]  As a result of these feeding patterns, only [%%] percent of children aged 6-23 months are being appropriately adequately fed. Age-appropriate Adequate feeding among all infants age 0-5 months drops to [%%] percent. [Describe differences by background characteristics.]

***

Appropriate Adequate complementary feeding of children from 6 months to two years of age is particularly important for growth and development and the prevention of undernutrition. Continued breastfeeding beyond six months should be accompanied by consumption of nutritionally adequate, safe and appropriate complementary foods that help meet nutritional requirements when breastmilk is no longer sufficient. This requires that for breastfed children, two or more meals of solid, semi-solid or soft foods are needed if they are six to eight months old, and three or more meals if they are 9-23 months of age. For children 6-23 months and older who are not breastfed, four or more meals of solid, semi-solid or soft foods or milk feeds are needed.
***

 [Example text for Table NU.10] Within the six months prior to the MICS, [%%] percent of children aged 6-59 months received a high dose Vitamin A supplement (Table NU.10).  Approximately [%%] percent did not receive the supplement in the last 6 months but did receive one prior to that time.  Less than [%%] percent of children received a Vitamin A supplement at some time in the past but their mother/caretaker was unable to specify when.  Vitamin A supplementation coverage is lower in the [name of region] than in other regions.  [Provide further description of the Table]

Chapter 06 Child Health
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 mothers were able to name 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 treatment 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.]
***

[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 residence, 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. 

***

More than 3 billion people around the world rely on solid fuels (biomass and coal) 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 products of their incomplete combustion, which produces toxic elements such as including CO carbon monoxide, polyaromatic hydrocarbons, and sulphur dioxide (SO2), and among others toxic elements.  Use of solid fuels increases the risks of incurring acute respiratory illness, pneumonia, chronic obstructive lung disease, cancer, and possibly tuberculosis, asthma,  low birth weight, or cataracts, and asthma 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.

***

Solid fuel use alone is a poor proxy for indoor air pollution, since the concentration of the pollutants is different when the same fuel is burnt in different stoves or fires. Use of closed stoves with chimneys minimizes indoor pollution, while open stove or fire with no chimney or hood means that there is no protection from the harmful effects of solid fuels. Solid fuel use by place of cooking is depicted in Table CH.10. 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]
***

The strategy for pPreventing on of maternal and neonatal tetanus is to assure all pregnant women receive at least two doses of tetanus toxoid vaccine. However, iIf a women woman have has not received at least two doses of the vaccinetetanus toxoid during the a particular pregnancy, they she (and their her newborn) are also considered to be protected against tetanus if the following conditions are metwoman: 
· Received at least two doses of tetanus toxoid vaccine, the last within the prior previous 3 years;
· Received at least 3 doses, the last within the prior previous 5 years;
· Received at least 4 doses, the last within the previous 10 years;
· Received 5 or more doses anytime during her lifetime.

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 presents the results.
***
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 within 24 hours of 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.  A [large] percentage of children ([%%] percent) were given other types of medicines that are not anti-malarials, including anti-pyretics such as paracetemol, aspirin, or ibuprofen.

Chapter 08 Reproductive Health
Table RH.1A shows current fertility in [country] at the national level and by urban-rural area residence. The TFR for the [one year] [three years] preceding the [country] MICS is [#.#] births per woman. Fertility is [considerably higher] in rural areas ([#.#] births per woman) than in urban areas ([#.#] births per woman). As the ASFRs show, the pattern of [higher] rural fertility is prevalent in all age groups.
Chapter 09 Child Development
It is well recognized that a period of rapid brain development occurs in the first 3-4 years of life, and the quality of home care is the major determinant of the child’s development during this period. In this context, engagement of adults in activities with children, presence of books in the home for the child, and the conditions of care are important indicators of quality of home care.  Children should be physically healthy, mentally alert, emotionally secure, socially competent and ready to learn.
***
[Example text for Table CD.2] For almost [two-thirds] ([%%] percent) of under-five children, an adult household member engaged in four or more than four activities that promote learning and school readiness during the 3 days preceding the survey (Table CD.2). The average number of activities that adults engaged with children was [#.#]. The table also indicates that the father’s involvement in such activities was [somewhat limited]. Father’s involvement with one or more activities was [only %%] percent. [Only %] percent of children were living in a household without their fathers.
There are [no] gender differentials in terms of engagement of adults in activities with children; however, for [a larger proportion of] male children ([%%] percent) fathers engaged in activities compared to that of female children ([%%] percent). Among children living in urban areas ([%%] percent), [larger] proportions of adults engaged in learning and school readiness activities with children than in rural areas ([%%] percent). [a larger proportion of] fathers engaged in activities with male children ([%%] percent) than with female children ([%%] percent). [Larger] proportions of adults engaged in learning and school readiness activities with children in urban areas ([%%] percent) than in rural areas (59 percent). [Strong] differentials by region and socio-economic status are also observed: Adult engagement in activities with children was greatest in the [name of region] ([%%] percent) and lowest in the [name of region] ([%%] percent), while the proportion was [%%] percent for children living in the richest households, as opposed to those living in the poorest households ([%%] percent). Father’s involvement showed a [similar] pattern in terms of adults’ engagement in such activities.

Chapter 10 Literacy and Education
One of the World Fit for Children goals is to assure adult literacy.  Adult literacy is also an MDG indicator, relating to both men and women. [In MICS, since only a women’s questionnaire was administered, the results are based only on females age 15-24]. Literacy is assessed on the ability of the respondent to read a short simple statement or based on school attendance.  [Example text for Table ED.1] The percent literate is presented in Table ED.1 and ED.1M.  Table ED.1 indicates that [only a quarter] of women in [Country] are literate and that literacy status [varies greatly] by area place of residence. Of women who stated that primary school was their highest level of education, [just %%] percent were actually able to read the statement shown to them. [Provide information on men and additional information on the key findings.]
Chapter 11 Child Protection
[Example text for Tables CP.6 and CP.6M] Table CP.6 and CP6.M present the proportion of women who were first married or entered into a marital union before age 15 and 18 by area residence and age groups. Examining the percentages married before age 15 and 18 by different age groups allow us to see the trends in early marriage over time. [Provide further description of the tables.]  


Chapter 12 HIV/AIDS
There are only small differences between urban and rural areas types of residence or among the regions in terms of orphanhood. 

Chapter 13 Access to Mass Media and Use of Information/Communication Technology
The [2011] [Country] MICS collected information on the exposure of women and men age 15-49 to mass media and the use of computers and the internet.
This information will help to understand:
· whether respondents are exposed to newspapers/magazines, radio and television
· ever use and current/recent use of computers
· ever use and current/recent use of the internet.

Information is collected on:
· exposure to newspapers/magazines, radio and television among women and men age 15-49,
· use of computers among 15-24 year-olds, and
· use of the internet among 15-24 year-olds.

Appendix A Sample Design

The design weights for the households were calculated by multiplying the above factors for each enumeration area. These weights were then standardized (or normalized), one purpose of which is to make the weighted sum of the interviewed sample units equal the total sample size at the national level.  Normalization is performed by dividing the aforementioned design weights by the average design weight at the national level.  Normalization is achieved by dividing the full sample weights (adjusted for nonresponse) by the average of these weights across all households at the national level. The average design weight is calculated as the sum of the design weights divided by the unweighted total). This is performed by multiplying the sample weights by a constant factor equal to the unweighted number of households at the national level divided by the weighted total number of households (using the full sample weights adjusted for nonresponse). A similar standardization procedure was followed in obtaining standardized weights for the women’s and under-5’s questionnaires. Adjusted (normalized) weights varied between [lowest weight] and [highest weight] in the [340] sample enumeration areas (clusters).
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