optional questions and question modules
A2.5

Appendix Two

Optional Questions and Question Modules

With accompanying Instructions for Interviewers

and

Guidance Notes on Measuring Maternal Mortality

· Food Fortification

· Night Blindness in Children 

· Disability

· Maternal Mortality

Appendix Two

OPTIONAL QUESTIONS AND QUESTION MODULES

Additional Questions for Vitamin A Module
Food Fortification

For countries with a food fortification programme, you will need to add the following questions to the Vitamin A module:

Food Fortification 


B1.
we would like to know if some food products are used in your household. do you have [fortified food product] in the house? 
ADVANCE \d4


ADVANCE \r4
Yes
1

No
2

DK
9


2 ( Q.4  

9 ( Q.4

B2.
since last [day of the week], did [name] eat [Name of food fortified by pro​gramme]? (Show product package and prompt: used in cooking, stirred in drinks, etc?)

                                                                  
Yes
1

No
2

DK
9




Question B1. This question asks if the fortified food product is used in the household. Show the sample packet (if given). If the answer is “yes,” circle 1. If the answer is “no,” circle 2, and go on to question 4 (or go to next module).

Question B2. This question asks if the child has received the fortified food during the last week. Substitute the day of the week; that is, if the day you are interviewing is Thursday, ask: “Since last Thursday, has Fatima been given fortified sugar to eat?” Enter the code for the answer. Prompt if necessary.

Night Blindness in Children

Optional questions: for use only in countries with a local term for night blindness. 

Check child’s age.  Ask the next four questions only if the child is aged two years or more.

4.  
Does your child have any problem seeing in the daytime?

Yes
1

No
2

DK
9


5. 
Does your child have any problem seeing in the nighttime?

Yes
1

No
2

DK
9
2 ( Q.7
9 ( Q.7

6. 
Is this problem different from other children in your community?

Yes
1

No
2

DK
9


7. 
Does your child have night blindness? (Use local term for night blindness.)


Yes
1

No
2

DK
9


The following 4 questions are to be asked only in countries where there is a local term for nightblindness.

Check the child’s age in line 2.  Ask the next four questions only if the child is aged two years or more. These questions are used to calculate baseline indicators for monitoring the Integrated Management of Childhood Illness programme.  If the child is under age 2, go on to the next module.

Q. 4 
Does your child have any problem seeing in the daytime?

This is a leading question to raise the issue of the child’s sight and to check whether the child has any non-specific sight problems.  Circle the code corresponding to the answer given.  

Q. 5
Does your child have any problem seeing in the nighttime? 

If, in the mother’s opinion, the child has a problem seeing at night, circle 1 and ask the next question. Otherwise, skip to question 7.

Q. 6
Is this problem different from other children in your community? 

Questions 5 and 6 check the child’s sight at night.  The latter question checks if the caretaker thinks the child’s night vision is worse than that of other children in the community. 

Q. 7
Does your child have night blindness? 
Use the local term that describes night blindness.  If in doubt, write the answer and terms used by the caretaker in full, and check with your supervisor.  Then go on to the next module.

Disability Module

Cluster no.__ __ __ Household no.  __ __ __ADVANCE \d6
DISABILITY MODULE (optional) To be administered to caretakers of all children 2 through 9 years old living in the household.  INTERVIEWER:  I would like to ask you if any children in this household age 2 through 9  (read names listed in the household roster) has any of the health conditions i am going to mention to you. If the answer to any question is “yes”, ask for the name of the child, and enter name and line no. in space provided. Circle response in corresponding box. If response is “no”,  cross through each space as question is asked.

1. Child’s name



2. Line no.

3. Compared with other children, does or did [name ] have any serious delay in sitting, standing, or walking?
Yes
1

No

2



4. Compared with other children, does [name ] have difficulty seeing, either in the daytime or at night?
Yes
1

No

2



5. Does [name ] appear to have difficulty hearing? (uses hearing aid, hears with difficulty, completely deaf?)
Yes
1

No

2



6. When you tell [name ] to do something, does he/she seem to understand what you are saying?
Yes
1

No

2



7. Does [name ] have difficulty in walking or moving his/her arms or does he/she have weakness and/or stiffness in the arms or legs?
Yes
1

No

2



8. Does [name ] sometimes have fits, become rigid, or lose consciousness?
Yes
1

No

2



9. Does [name ] learn to do things like other children his/her age?
Yes
1

No

2



10. Does [name ] speak at all (can he/she make him or herself understood in words; can say recognizable words)?
Yes
1

No

2



11. a. (For 3-9 year olds): Is [name ]’s speech in any way different from normal (not clear enough to be understood by people other than the immediate family)?
Yes
1

No

2



11. b. (For 2-year-olds): Can [child] name at least one object (for example, an animal, a toy, a cup, a spoon)?
Yes
1

No

2



12. Compared with other children of the same age, does [name ] appear in any way mentally backward, dull or slow?
Yes
1

No

2



Survey coordinators wishing to obtain information about childhood disabilities should consult the references listed below (and posted on the world wide web at:

http://www.childinfo.org).  the questions found in the disability module provide a simple screening test.   This screening instrument is fairly easy to administer and has performed well in three different cultural settings to identify potential ‘cases’ of childhood disability.  This screening test should be followed by a second-stage study, in which children so identified undergo clinical evaluation.  The results of the clinical evaluations will identify cases of disability a) for estimating overall prevalence of serious disability and b) to identify children in need of referral to community-based rehabilitation services.  Please note: vision and hearing disabilities must be assessed by another method.  The “10 Questions” instrument does not provide a sensitive screening for these types of disabilities.

References
Zaman, S. S. et al, Validity of the ‘ten questions’ for screening serious childhood disability: results from urban Bangladesh, Intl. Journal of Epidemiology, (19)613-620, 1990. 

Durkin M. S. et al, Validity of the ten questions screen for childhood disability: results from population-based studies in Bangladesh, Jamaica and Pakistan, Epidemiology, (5) 283-289, 1994. 

Chamie, M., Can childhood disability be ascertained simply in surveys? Epidemiology,(5)273-275, 1994.

Maternal Mortality

Cluster no. __ __ __ Household no.  __ __ __
OPTIONAL MATERNAL MORTALITY MODULE 

Administer to each adult household member. Copy name and line number of each adult (age 15 or over) in the household. If one of these adults is not at home, another adult may respond for him/her. Indicate this by placing a ‘1’ in column 3, and insert line number of proxy respondent in column 4

1. Line no. (from hh list)
2.Name
3. Is this a proxy report?

1   yes

    (q. 4

2 no

  ( q. 5
4. line no. of proxy respondent
5. How many sisters (born to same mother) have you ever had?

99= don’t know
6. How many of these sisters ever reached age 15**?

99= don’t know
7. How many of these sisters (who are at least 15 years old) are alive now?

99= don’t know
8. How many of these sisters who reached age 15 or more have died?

99= don’t know
9. how many of these dead sisters died while pregnant, or during childbirth, or during the six weeks after the end of pregnancy?*

99= don’t know





























































*In settings where premarital pregnancy is rare, the above questions should be formulated to inquire about sisters who have ever married.  

For example Q.6-8 become:

Q.6 
How many of these sisters were ever married?

Q.7
How many of these ever-married sisters are alive now?

Q.8
How many of these ever-married sisters have died?

Instructions to Interviewers

Below are instructions for the eight-question module used to estimate maternal mortality in the household listing. * Maternal mortality refers to deaths among women who are pregnant, women who die during childbirth and women who die during the postpartum period.  For this questionnaire, the postpartum period is defined as the six-week period following the end of pregnancy.  

Line Number, Q.1:  Begin by copying into this module the name and line number of all adults (over age 15) in the household.  After completing the list of household adults, you will need to try and speak with everyone on the list who is available in the household at the time of your visit.  Ask Q.3–Q.8 for each adult individually and then continue to the next adult.  In the case of adults who are not available during your visit, you will ask for a proxy report (see Q.3 below).  Note:  It is not necessary to do call-back visits to the household to complete this information.

Q.3
Q.3 asks if this is a proxy report, that is, is the information you will record for this adult being provided by the person him/herself or by another adult household member.  If the adult listed is available for interview, record NO (0) for Q.3 and skip to Q.9.  If one or more adults are not at home, ask if there is another adult household member who is able to respond to questions about the absent adults’ sisters.  If yes, record a YES (1) to Q.3 and continue to the next column in the module. Even in cases where there are no adults in the household who feel that they can answer questions regarding the absent persons family, always ask Q.5–Q.9 and record DON’T KNOW (88), where necessary.  Then, go to the adjacent column in the module.

Q.4
Record the Line Number of the Proxy respondent, that is, the person who provided the information for the absent person.

Q.5
This question asks how many sisters the respondent has ever had.  It is important that the respondent understand that you are asking about her true biological sisters, that is all of the females born to the respondent’s mother.  Female cousins or sisters-in-law, for example, who may commonly be referred to as “sister” should not be counted.  Emphasize to the respondent that this number should include both her sisters who are living and those who have died.

The answer DON’T KNOW (99) should only be used when necessary by proxy respondents.

Q.6
Enter the number of sisters who reached age 15.  Again, this may include sisters who are alive now and aged 15 or more and sisters who have died at some point after their 15th birthday.   The answer to this question must be less than the total number of sisters reported for Q5.

The answer DON’T KNOW (99) should only be used when necessary by proxy respondents.

Q.7
Enter the number of sisters aged 15 or more who are alive now.

The answer DON’T KNOW (99) should only be used when necessary by proxy respondents.

Q.8
Enter the number of sisters who have died at age 15 or more.   Note: The sum of the numbers reported in Q.8 and Q.8 must equal the total number of sisters aged 15 or more reported in Q.6.

The answer DON’T KNOW (99) should only be used when necessary by proxy respondents.

Q.9
This question asks how many of the dead sisters reported in Q.8 died during the following three time periods:  while pregnant, during childbirth or during the six weeks after the end of pregnancy.  There are two important issues here.  First, respondents should include any sister’s death which occurred during these time periods, regardless of the cause of death.  For example, if a sister died from an accident and this accident occurred while she was pregnant or during the six weeks following her pregnancy, this death should be counted and reported in Q.9.   

It is also important to remember that not all pregnancies produce a live birth.  Therefore, the six week period after the end of a pregnancy could refer to a six week period following a miscarriage, an induced abortion or a stillbirth.

The answer DON’T KNOW (99) should only be used when necessary by proxy respondents.

Some survey teams have preferred to expand the ninth question shown in the MICS Maternal Mortality module into three separate questions.  For example: Q.9)How many of these dead sisters died while pregnant?  Q.10) How many of these dead sisters died during childbirth? Q.11) How many of these dead sisters died during the six weeks after the end of pregnancy?
Reasons Why the MICS Survey Program

Recommends Indirect Estimation of Maternal Mortality
The maternal mortality module selected for use in MICS surveys relies on the indirect sisterhood method of estimation.  As outlined in the other sections of this chapter, there are numerous advantages to using this method as compared to other survey-based approaches.  These advantages include: relatively small sample requirements, minimal data requirements (five questions only) and simple data processing and analysis.  All of these characteristics make the indirect sisterhood method appropriate for inclusion in the MICS survey program.  The drawback to this approach is that the resulting estimate of maternal mortality reflects a point in time approximately 12 years prior to the survey.

During the last decade the Demographic and Health Survey (DHS) survey program has collected maternal mortality data also based on questions pertaining to respondents’ sisters.  The DHS approach is an adaptation of the original method and was designed to allow for direct estimation of maternal mortality.  The advantage of the direct approach is that it provides a more recent estimate than the original indirect approach.  For example, a common reference period for DHS maternal mortality estimates is 0 to seven years before the survey.  The reference point for these estimates is approximately three to four years prior to the survey. 

The objective of the MICS survey program is to measure progress toward the end of decade goals for the World Summit for Children.  Thus, one could argue that the direct approach with its more recent reference point is more appropriate than the indirect approach with a reference point that falls prior to the decade of interest.   The decision to include the indirect approach was based on the following issues.

1.
Over the course of this decade it has slowly become accepted that the maternal mortality ratio is not an effective indicator to measure progress in maternal health programs over relatively short periods of time.  The estimates generated by the measurement techniques currently available are too imprecise to permit meaningful monitoring of maternal mortality in the same way one would approach monitoring child mortality, for example.  Whereas estimates of maternal mortality serve very effectively as advocacy tools, indicators of maternal health service utilization and quality of care are preferable for program monitoring.

2.
Direct estimation requires considerably more data than the five questions needed for the original sisterhood indirect method.  In addition to the basic questions on number of adult sisters (sisters reaching age 15) and the numbers of those sisters who are alive and who have died, direct estimation requires obtaining the current age of living sisters as well as the age at death and number of years since the death of each deceased sister.  The questions required for direct estimation are not only greater in number, but also tend to be more difficult for respondents to provide.  

3.
Sample size requirements are substantially greater for the direct than the indirect method.  DHS direct estimates of maternal mortality are generally based on samples of 5,000 to 15,000 women of reproductive age.  Moreover, DHS maternal mortality estimates are imprecise, with 95 percent confidence intervals on average plus or minus 30 percent of the estimates.  Although MICS sample sizes vary substantially, they are frequently smaller than 5,000 women.

4.
Perhaps the strongest argument for not including the direct method in the MICS survey module is the time and expertise required in the area of data processing.  It was estimated that several months of time would be required to complete the programming necessary for data cleaning, imputation and analysis.

Guidance Notes on the Interpretation of the Sisterhood 

Maternal Mortality Estimates from the MICS Module
Background Information

The sisterhood indirect method for maternal mortality estimation provides an easy and straightforward means of calculating three different indicators of maternal mortality.  These are:

Lifetime risk of maternal death: Risk that a woman will die of maternal causes at some point during her reproductive lifespan, given current rates of maternal death and fertility.

Maternal Mortality Ratio: Risk of maternal death expressed per 100,000 live births.  This is the most common indicator in use, and is often, though erroneously referred to as the Maternal Mortality Rate.

Proportion Maternal:  Proportion of all adult female deaths due to maternal causes.

As used in the MICS surveys, the method requires asking only a small number of questions to female respondents regarding the survival of their sisters and the timing of death relative to pregnancy, childbirth and the postpartum period for deceased sisters.  Sample size requirements are modest. (See Chapter X for further information on sample size requirements.)  Moreover, data processing and calculation of maternal mortality statistics using this approach are equally straightforward.  Given the numerous objectives of the MICS survey program, all of these characteristics make the sisterhood indirect approach an appropriate tool in these questionnaires.

Precision of the Maternal Mortality Estimates

Even in high mortality settings maternal deaths are a rare event from a statistical perspective, relative to the mortality indicators of common usage such as infant or child mortality.  For example, in Niger where infant mortality was measured at 123 per thousand in 1992, the maternal mortality rate (that is, maternal deaths per 1,000 women of reproductive age) was measured at 1.6 per thousand.  In the Philippines in 1993 the infant mortality rate was 34 per thousand, whereas the maternal mortality rate was 0.2 per thousand (Source: direct mortality estimates from DHS Country Reports).  These examples are provided simply as a means of comparison of the frequency of these two types of deaths in the population. The maternal mortality ratio in these countries was 593 and 209 per 100,000 live births, respectively.

Measuring rare events requires large samples.  When large samples are not feasible the result is an imprecise statistic due to large standard errors.  To a great extent the sisterhood approach alleviates the problem of sample size for the measurement of maternal mortality.  By asking about survey respondents’ sisters, the original sample size is expanded at relatively little cost or effort.  However, it is still true that the sisterhood estimates of maternal mortality currently available are substantially less precise than infant or child mortality indicators.  For example, a survey using the sisterhood indirect method in Pakistan reported an maternal mortality ratio of 153 per 100,000 live births. The sample included  approximately 2,600 ever-married women.  The 95 percent confidence intervals for this estimate ranged from 95 to 211.  This represents the estimate plus or minus 38 percent.  This lack of precision is almost always overlooked and generally results in serious misinterpretation of existing maternal mortality data.   For appropriate  interpretation of maternal mortality indicators, it is recommended that one always discuss both the statistic and the confidence intervals.  For guidelines on the calculation of standard errors for this indicator, see Chapter X.

The Reference Period

The maternal mortality indicators derived from the sisterhood indirect method refer to a point in time approximately 12 years before the survey date when the data are aggregated across all respondent age groups (15–49).  Remember, the sisters reported by MICS respondents, including those who have died a maternal death, will in some cases be substantially younger or older than the respondents themselves.  Some of the reported maternal deaths will have occurred quite recently, some many years ago.   The reference point of 12 years before the interview date may be thought of as the average number of years between the survey and the occurrence of all maternal deaths reported by respondents.  

Thus, although the maternal mortality indicators are generally assigned to a specific calendar year, it is also important to interpret this reference point as an average.  In doing so, one acknowledges that the reference period for the indicator reflects mortality over a 35 to 40 year time span which centers on approximately 12 years before the survey.

A distant reference point is the price one pays for the advantages of relatively small sample sizes and few required questions.  However, one must keep in mind that the goal of the sisterhood indirect method is to provide a broad estimate of maternal mortality in areas with deficient or lacking data.  One must also acknowledge that there are currently no practical methods available which permit measurement of small changes in maternal mortality which might be expected at a national level over short periods of time.  Whereas measurement of infant and child mortality every five years is commonplace, the constraints of data collection for maternal mortality are such that measurement every five years will not provide meaningful information on trends.

Monitoring Progress Toward the Year 2000

The issue of how to best monitor trends in maternal mortality, particularly in the developing world, is yet to be resolved.   Numerous obstacles must be overcome.  The various methods of measuring maternal mortality currently in use, such as: indirect and direct estimation via sisterhood data, civil registration, surveillance systems and reproductive mortality surveys, are all associated with different definitions of maternal death, different data quality problems, different levels of precision and different reference periods.  A sound comparison of maternal mortality at two time points using indicators based on different methodologies is rarely feasible.

Furthermore, interpreting a comparison of maternal mortality indicators at two points in time based on the same methodology also requires caution.  For example, for the case of the sisterhood indirect method, the reference periods and the confidence intervals for the two estimates will very likely overlap.  These problems prevent trend analysis in the traditional sense.  

For policy purposes, however, estimates of maternal mortality from two time points based on the the same or different methods may well serve to keep attention focused on this important maternal health issue.  It is within this light that maternal mortality data collected in the MICS surveys should be viewed.  Effective and responsible use of maternal mortality indicators is achieved by focusing on the general magnitude of the problem and less on the percent change between the estimates or the direction of that change.  It is also important to complement maternal mortality indicators with additional data, where possible.  For example, reporting on the percent of births assisted by a skilled attendant, cesarean section rates and other process indicators of maternal mortality.


