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The 1996 Multiple Indicator Cluster Survey - IRAQ 

• . This report for South/Centre Iraq1 complements that for the Northern Govemoraies, which 

PREFACE 

was finalized in May, 1997. Like that for the North, it is based on prior submissions of 
consultants (international and focal) and input by key -o:NICEF staff (Planning, Program, Health, 
Water/sanitation and Education) ·and Central Statistics Organization staff (for methods).· . . 

Certain items could not be included in this report, due to incomplete or absent analysis. 
The most important of these were as follows: (1) Mother's recognition of severe acute respiratory 
infections, (2) Diarrhoea prevalence, oral rehydration and feeding, (3) Exclusive breastfeeding in 
young infants, (4) Mothers' place of delivery and type of attendant, (5) Literacy and education 
ofth~ _91other and (6) Birth interval. Further, details of key indicators according to important 
relationships such as nutritional status with diarrhoea, household size, birth interval and mother's . . 

Hteracy/education are not included . 

• 

1 Permission for release of the results for the South/Centre was given on October 1, 1997 . 
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ACRONYMS 

-ARI 
BCG 
cso 
DPT 

EPI 

MCU 
MDG 
MENA 

MENARO 

MICS 
OPV 
ORS 

ppm 
PPS 
SE 

Acute Respiratory Infection · 

Vaccine used against Tuberculosis in young children 
Central Statistical Organization 
Diphtheria/Pertussis {Whooping Cough) /f etanus combination vaccine 
Expanded Programme on Immunization 

Mother and Child Unit 

• • 

Mid-Decade Goals - Goals to be achieved by the end of 1995, using selected indicators 
Middle East and North Africa UNICEF Office in New York HQ 

Middle East and North Africa UNICEF Regional Office in Amman 

Multiple Indicator Cluster Survey 
Oral Polio vaccine drops for young children 
Oral Rehydration Solution 

Parts per Million - a measure oflodine content in salt 
Probability proportional to size; chance for selection is according to its size 
Standard ~rror - a measure of_variability for a sample estimate, such as a proportion 

; 

! ' 

TT 
UNICEF 

Tetanus Toxoid - Vaccine for women to prevent tetanus mainly in their forthcoming children 
United Nations Children's Fund . . . 

• 
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GLOSSARY 

Breastfeeding ~o addition to breast milk- eg water. fluids nor foods - essential in the fi~ 4 
- Exclusive months oflife 

I 

Census blocks J;>efined geographic areas during the census, the last in Iraq was in 1987 
Child Summit Goal~ Goals (using selected indicators) set for 2000 at the World Summit for Childr~n 

. Cluster The group of households identified in the final stage oft.he sample. The cluster 

Current status 

Design effects 
.Epilnfo 

Fresh foods 
Govemorates 
Indicator 

Mahalia 
Malnutrition 

location is termed a sample site. 
Description of events as occurring now (more accurate than recall, trade-off is lower 
sample size) 
The effect that clusters have on sample size needs 
'A software package for data entry and analysis 
Any solid or semi-solid food 
The major admi.nistrative areas of [raq 
:A measure of the topic of interest (eg Low height-for-age reflects chronic 
malnutrition) 
Neighbourhood in an urban area 
Inadequate (or imbalance) of required nutrients/calories due to lack of feeding, 
absorption /utilization (eg during illness) or increased need (during growth). Caused 
by lack of food, health and care . 

. : Malnutrition-acute; Body measure (low weight-for-height) reflects recent onset malnutrition (wasting) 
Malnutrition-chronic Body measure (low height-for-age) reflects long-standing malnutrition (stunting) 
Malnutrition-gener'al Body measure (low weight-for-age) - combined recent/long-standing malnutrition 
Prevalence The number of events or cases at one time (percent prevalence is number of cases of 

Probability sample 
Random 
Recall 
Rural Stratum 
Salt lodization 
Sampling 
First stage 

every hundred total; e.g. prevalence of acute malnutrition is 100 out of l 000 or 10%) 
A sample where the probability of selection of any household is known 
By chance; there is no predetermination for selecting a particular household 
Description of events in the past 
Division of a population into rural areas 
Iodide added to salt Recommended is at least 30-50 parts per million 
The selection of part of a population from the whole (the latter being a census) 
The first major population groups from which a sample is to be selected (eg for 

1 
urban a listing of all cities and towns) .. 

Second stage 

Third stage 

The second population groups selected within the first·stage (eg for urban all 
neighbourhoods in the selected (:ities or towns) 
The third population groups selected within the second stage (eg for urban four 
segments within the selected neighbourhood - one of these will be sampled) 

Site The location of a cluster 
South/Central Iraq Fifteen Governorates, comprising the major part of Iraq with Baghdad as the Capital 
Stratum · · Division of a population into a sub-group 
.Urban Stratum Division of a population into urban areas 
Vaccination Provision of a substance which stimulates or replaces the antibodies to prevent an 

Vitamin A 

Weighting• 

infection - also termed immunization 
An essential vitamin to maintain proper lining cells throughout the body and provide 
adequate vision 
The adjustment made in t!le analysis fonmequal sampling probabilities 

iv 

I. 

UND309601391 

... 

-

• 



\ 
\ )\ 

• 
. The 1996 Mulciple Indicator Cluster Survey - IRAQ 

THE 1996 IRAQ MULTIPLE INDICATOR CLUSTER SURVEY 
.. -.. 

Summarji- ~::: 
• • 

The 1996 Multiple Indicator Cluster Survey (MICS) describes the extent of selected key 
problems and interventions throughout all of Iraq and provide this information to policy

makers, planners and implementors in a timely manner to meet the Mid-Decade Goals of the 
National Plan of Action fo, Children, draf1cd by the Government of Iraq after the World Summit 
for Children. The liming of the survey became appropriate to provide some baseline data ;i~ains1 
which the adequacy of the Security Council Resolutions 986/1 111 could be assessed. The survey 
was conducted by the Central Statistics Organization (CSO) principally the Mother/Child Unit 
(MCU), Government oflraq \Vith UNICEF collaboration. This report describes the planning and 
methods used for the whole of! raq, with results pertaining to the I 5 governorates in the 
South/Centre Region. 

The indicators selected were those pertaining to health, nutrition, water/sanitation and education 
Mid-Decade Goals. The statistically valid sample in the South/Centre Region has 255 clusters 
and 6,375 households with 6392 children under five years of age. Each cluster averages 25 
households. The design is multistage and stratified by urban/rural. Descriptions arc possihle by 
urban/rural and male/female, and by govemorate. 

Results 

• The nutritional situation in young children co~tinues to be serious. About one third (or an 
estimated 960,000 children under five years of age) are chronically malnourished, with evidence 
of continuing major recent acute deterioration, based on high levels of acute malnutrition {I I%). 
Comparison of the results for the September 1991 survey by an International Team indicates 
there has been a great increase in prevalence rates since that time - stunting 18%.increased to 

-

31 %; undeiweight 9% to 26% and wasting 3% to 11 %. Iraq has moved from a country in 199 l 
having a low prevalence of all three indicators (wasting, stunting and underweight) to high 
prevalence rates in 1996, mat~1ing the serious extent encountered in very needy countries of the. 
world. 

Most of the population (82%) has access to a water supply from a network, public tap or well, 
with an even higher percent (91 %) with water nearby although water quality and quantity are 
unknown. About three-quarters (77%) have access to a flush system of sanitation; this percent 
rises to 98% if a covered latrine is also included. However the appropriate me;:iris of . :•ntrolling 
sewage was not investigated. · 

Most (84%) of 6-11 ye.ar olds were enrolled for primary school during the 1995-6 school year, 
although school entry for 6 year olds was lower (68%). The school gross enrollment rate for 

V 

11 
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. : . . . ' . . 

children aged 6-15 years was 73¾. • These data 'indicate that a substantial proportion 'qf children 
(about one-quarte

0

r, depending on the definition usid) ar~pbient fro~ school. 
. . . ~ --~· . ~ .. 

lmmunizalion coverage for children have adequate reported levels based on reporting of chi~drcn 
aged 12-23 month~. These ranged from 73 to 80% for diphtheria/polio/tetanus (DPD), OPV3 
and measles, although some of the results may have been under-reported by respondents. Almost 
all children (97%) had BCG, this.being a precursor for receipt of rations. About one-half of 
molhers (45%) had at least two doses of tetanus toxoid during their last preg.nancy and a further 
30% prior w that pregnancy. 

Allhough almost all molhers ever breastfed their child, about 70% continued this praclicc durin,; 
the first year. redu~ing to 64% early in the second year and to 25% by the end or the second 
year. Bottle fccdirig is used for every one in five infants. This suppresses breastfeeding and 
greatly increases the hazards of contamination with deadly organisms. Feeding of solid or semi
solid foods during 6-9 months of age was reported in about three-quarters (78%), although the 
fr~quency, amounts'.,and quality of these foods are not known. Such foods are essential to 
complement breast feeding and ensure adequate growth and health of the young child. 

Concerning micro-nutrients, about one-half of children had received at least one Vitamin A dose. 
Only pne in ten households where tests were done. had adequate iodine in their salt ( equal or 
greater than 25ppm). 

Comparisons by urb¢mlrural: Rural prevalence rates are worse than urban for many indicators. 
This is especially marked for safe water access (50% rural vs 96% urban) and safe sanitation 
(34%-vs 97%). Immunization rates (DPTI, OPV3, measles for children and tetanus toxoid for 
mothers) were some 10 to 15% lower in rural areas. Similar gaps occurred for receipt of · 
Vitamin A, school enrolment and primary school entry: 

Nutritional status prevalence was ·similar for urban/rural areas. despite the disparity in services 
and human resources: One important reason in this survey relates to better feeding practices for 
rural young children, another might be greater local food availability i~ rural areas. · 

Comparisons by sex: ,There were very few differences by sex for ~e indicator results and even 
these were marginal. One result of interest is the disparity in breastfeeding rates for children 
aged 12-1S months (70% male vs 57% female), although further analysis is required for 
statistical significance. 

Comparisons by Gove~norates: Results are less precise than for the total country, due to a lower 
number of children assessed in each govemorate (average of 420). This is further compounded 
for results describing short age ranges, such as feeding indicators of 4 months intervais. 

VI 
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· Differences are found in most of the indicators. With regards to malnutrition rates, wide ranges 
- were found. The prevalence of wasting. was over 10% in 11 of the 15 govemorates,.of stunting 

over 30% in 10, and of underweight over 20% in 11 of the govemorates. 

Water access from a network, public tap or well ranges from 64 to 99%, with as expected the· 
major problems in the south, although the comparative availability. quantity .and quality was not 
determined. Sanitation access to a flush system 'ranges from 46 to 98%, although this does not 
take into account the adequacy of sewage . 

Primary school net enrolment rates varied from 70 to 95%, six year old entry from 42 to 95% 
and Gross enrollment rates (6-15 years)' from 61 to 87%. · 

Immunization rates (ap~ from BCG) ranged for DPT3 from 49% to 96%; OPV3 from 38% to 
97%; measles from 63% to 99%; and Tf2+ during the last pregnancy froni 21% to 84%. · Some 
of !he~e differences may be due to methodological reasons. 

The.percent of children still breastfeeding at 12-15 months ranged from 30 to 85%; and for 20-23_ . 
months from 11 to 43%. Although the onset of breastfeeding is almost ~v~~. in.~~e · · 
govemorates about 10% of women never even· started to breastreed their ·child .. Bottle 'reeding 
ror infants 0-11 months of age varied from 11 to 36%, in most govemora.tes at ieast one-in-five . . 

infants took the bottle in the last 24 hours. 

The percent of children who received Vitamin A capsules ranged from 11 % to 69% for children 
- aged 0-23 months and O to 89% for those aged 24-°59 months. 

-

Salt iodization levels were low (0 to 19%) for almost all governorates. 

Certain items could not be inclµded in this report, due to incomplete or absent analysis. The most 
important ofthese·were as follows: (1) Mother's recognition of severe acute respiratory infections, (2) 
Diarrhoea prevalence, oral rehydration and feeding, (3) Exclusive breastfeeding in young infants, (4) 
Mothers' place of delivery and type of attendant, (5) Literacy and education of the mother and (6) Birth 
interval. J.:urther, details of key indi~tors according to important relationships such as nutri~onal status 
with diarrhoea, household size, birth interval and mother's literacy/education are not included. 

VII 
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THE 1996 IRAQ MULTIPLE INDICATOR CLUSTER SURVEY 

Introduction 
• • 

The 1996 Multiple Indicator Cluster Survey (MICS) is part of a reiterative process designed 
to gather data on selected key problems and interventions throughout all of Iraq and provide 

this information to policy-makers, planners and implementors in a timely manner to reacli the 
Mid-Decade Goals of the National Plan of Action for.Children, drafted by the Government of 
Iraq after the World Summit for Children. The timing of the survey also provides some baseline 
data against which the adequacy of Security Council Resolutions 986/1111 can be assessed. The 
survey was conducted by the Central Statistics Organization (CSO) principally the Mother/Child 
Unit (MCU), Government of Iraq with UNICEF collaboration. 

This survey co".ered a wide range of topics relevant to mothers and children with a 
sufficient sample size to describe each Governorate as well as the total country. It was the only 
national health and nutrition survey since the onset of the sanctions, apart from that done in 1991 
by an International Team2• 

The indicators selected were those pertaining to health, nutrition, water/sanitation and 
education. These are relevant to the Ministry of Health, Ministry of Interior (Water/Sanitation) 
and Ministry of Education. The health/nutrition indicators for children aged under five years 
included nutritional status, breast and infant feeding, iinmuni7.ation coverage, diarrhoea and 
practices, receipt of Vitamin A supplement, and mothers' knowledge of acute respiratory 
infection· severity. Household information· related to safe water/sanitation access and use of 
iodiz.ed salt School-age indicato_rs derived entry, net and gross enrolment rates. The survey also 
determined indicato~ for safe motherhood (place and attendance at delivery, tetanus toxoid), 
mothers' education ~d work status. · 

Sampling 

The statistically valid sample had 8550 households, with 425 households in each of the 15 
govemorates in South/Central Iraq (total of 6375 HH) and 725 households in each of the three 
Northern govemorates (total of 2175 HH). The design was multistage ~d stratified by 
urban/ruraP (see Annex I for more details). · 

2 The 1991 survey (Health and Welfare after the Gulf Crisis, October 1991, Harvard University, Mimeo), 
covered health, education and nutrition indicators, but the sample was insufficient for govemorate descriptions. No 
surv~ inc"otftng_nutritional status have been done since that in 199t apart from those.in Baghdad during mid 1995 
and1~W. 

3 Weighting of the results is needed to adjust for the different sampling probabilities by urban and rural 
within each govemorate. 

UND309601395 

• 

•• 

• 



The 1996 Multiple Indicator Cluster Survey - IRAQ 

In South/Central Iraq, a total of255 clusters were randomly selected through multi-stage 
anpting., with 17 clusters per Govemorate {12 in urban and 5 in rural). Each cluster had on 
•erage 25 llettseholds. The South/Central sample was a sub-sample of the 1993 Houseltold 

Survey, conducted by CSO. Clusters were randomly selected in the second stage (i.e. within 
urban blocks or villages). 

Table 1. Basic information for sampling 

Estimate for 1994 • Urban Rural Total 

Total population 14,308,400 5,698,600 20,007,000 ----------------+---------1 Population proportion 71.5% 28.5% 100.0% t---------1-------------A v era g e household (HH) size•• 7.6 9.2 8.1 

Number of households 1,882,684 619,413 2,502,097 
1---------11--------+------l 

Average number of children under 5 yearsfHH 1 1-----------------+-------E st i mated number of US's/cluster 25 

Minimal Sample size required for U5's 400 

• CSO projections based on 1987- Census of Iraq. (Includes both South-Centre and Noith) 
**1~93 Household Socio-economic survey of South-Central Iraq . · 

Population estimates and required number ()f children aged under 5 years per description by 
area are shown in Table 1. In this example in order to achieve the required sampling accuracy 
approximately 400 children were needed4• This would allow lµnited descriptions of each 

Aovemorate, but not separate urban/rural within govemorates. Criteria for narrower age ranges 
9'vith less numbers of children (such as immunization of children aged 12-23 months) were more 

stringent 

4 Sampling accuracy (confidence interval) describes the degree that an estimate (such as percent 
prevalence) lies within a certain range, based on the sample. For example, if an estimate of undemutrition is 25%, it 
ties between 20 and 30%, with a 95% confidence interval of+/- 5%. 

2 
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Methods 

The methods and questions in this survey followed the fonnat.recommended by 
0

UNICEF 
(Monitoring progress t9ward the goals of the World Summit for Children: A practical 
handbook for multiple indicator surveys, January 1995)5 - see Annex Il for more details. The . 
questions developed for the trial MICS 1995 survey6 were modified according to the handbook 
specifications after field testing in Baghdad and Babylon, then translated into Arabic and back
translated to English for checking. Child age was determined from birth certificates essential 
for obtaining ration cards. 

Two training sessions during July (each of three days) were conducted at CSO, Baghdad 
for a total of 90 CSO and MOH field staff. A further day's training occurred later in Hilla, 
Basra, Baghdad and Tikrit with special emphasis on anthropometric measures .. A field guide 
translated into Arabic ~as developed, but np standardization exercises done7. Following 
t~aining, a one-day pilot survey was conducted in. each govemorate by field teams in a cluster 
not included in the survey sample. 

Data collection tciok 24 days (August 10 to September 5) in the South/Centre. Clusters 
usually took two days to complete, with an average interview of 30 minutes. Most clusters were 
within an hour's drive of the govemorate capital, except in ~e govemorate of Anbar. The teams 
returned to the capital for their mid-day rest, •revisiting the cluster late in the afternoon. In more 
distant clusters, teams t9ok their lunch at a restaurant in the area, but returned to the govemorate 

'headquarters at night In a few clusters, they stayed overnight to complete the second day of 
interviewing. 

Each govemorate had two survey teams, composed of two CSO interviewers and a 
Ministry of Health representative8• At least one member of each team was female. Govemorate 

· CSO directOfS-acted as field supervisors ( one per govemorate}. They traveled each day with a 
different team, checkecl forms for errors and re-interviewed at least one selected household per 
cluster. At times interviewers needed to return to households.to collect the required information. 

-
5A r:iotable omission was mortality of young children. 

6 A previous Multiple Indicator Cluster Survey (without nutritional status) was conductedJn Iraq in 1995 with 
advice from a team of statisticians from Bangladesh. The Central Statistics Organization considered this 
experimental and no results were released. 

7 Anthropometric equipment were the same as those provided by UNICEF to govemorate ? ~mary Health 
Care departments. The •uniscate• weighed children. First the mother is weighed, then·the mother a; • .:. her child are 
weighed, revealing child's weight automatically. Imported measuring boards of standard manufacture were used to 
measure length for children up to 23 months of age and height for older children 

8Each team men:iber received a lunch stipend of 1000 dinars/day (around $1 US at the time) 

3 
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If errors or omissions were not detected until the-questionnaire was being processed in Baghdad, 
the relevant query was transmitted to the Govemorate CSO director by telephone .. 

• MCU staff of the CSO traveled ~o each go~emorate during data collection to ;~o~ae a 
further check on data coming in to the govemorate office. A "hotline" for problems and 
questions was also maintained at CSO headquarters in Baghdad by MCU members. An externa_l 
consultant visited Iraq during field work to help with field supervision (accompanied by 
UNICEF staff), focusing on quality control issues, and assuring adherence to the agreed upon 
protocols. 

Following the completion of field work, the UNICEF/Baghdad Planning Officer, 
responsible for the survey and senior staff with the respective supervisors, checked all forms. In a 
few clusters, interviewers were asked to go back and collect more information. 

For data entry, CSO staff used FoxPro programming. Although each section of the 
questionnaire had different modules (e.g. for water/sanitation, school ·attendance, diarrhoea, etc), 
unique sequenced numbers were developed for each household, mother and child, allowing later 
module combinations. Range, consistency checks and preliminary analysis allowed problems to 
be reported to governorate supervisors. In some cases return visits to households were made to 
correct these. 

A local private firm. in Baghdad, entered data using Epilnfo, Version 6. The firm also 
provided CSO staff with basic training for the nutrition analysis progi:am using_ Epilnfo and 
converted the CSO raw survey data file for analysis of nutritional status. - Analysis was done in stages. Initially for·the South-Central region, this was done by the 
Central Statistical Organization with UNICEF participation. Later, after training in Epilnfo, 
analysis continued with revised programmes, including conversions for the nutritional status 
indicators, cluster analysis and weighting. Final analysis for the South/Central (at CSO) and the 
North (at UNICEF) was done separately, with some attempts to standardize procedures. 
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RESULTS FOR.SOUTH/CENTRE GOVERNORATES-. 

Results are presented for each area of concern - first for the total sample in the • 
' . . 

South/Centre, followed PY urban/rural and male/female comparisons, with a summary taole. 
Major between governotate comparisons are included after this, with more details in Annex VII. 

I. Malnutrition 

Chronic malnutrition occurs in about one-third (32%) of children under five years of age in 
the South/Centre of Ira~ and underweight in about one-quarter. The present underweight 
estimate of 23% is more than twice that of Jordan and Turkey (9-10%) and one-half more than 
Iran (16%9

). These moderate and severely malnourished children include a substantial percent 
with severe malnutrition (chronic 13 .. 5% and underweight 6.4%). 

I 

The nutrition problem has increased greatly since the onset of the sanctions (see section on 
trends) and remains serious, both for acute and chronic. The prevalence of acute malnutrition 
( 11 % ) is high enough to suggest there is a continuing major recent deterioration at the time of the 
survey. Further, thery are likely population pockets within the region with even higher levels of 
acute malnutrition. 1 

· 

Based on these .results and with an estimated population of 3,000,000 children under five 
years of age, it is likely that the following numbers of children under five years are malnourished 
according to anthropometric criteria: 

Table 2. Estimated rt.umbers of malnourished children - South/Centre Governorates MICS, 1996 

Malnutrition type 
: 

Indicator Total Moderate · Severe 
<-2s0· <-2to-3so· <-3S0• -General (Underweight) Weight-for-Age 690,000 500,000 190,000 

Chronic (Stunting) , Height-for-Age 960,000 555,000 405,000 

Acute (Wasting) Weight-for-Height 330,000 
.. 

*Between -2SD (standard deviations) end-3S0 represents moderate and less than -:..3SD severe malnutrition. In the 
case of wasting, a level of -2S0 is generally considered as moderate to severe (See box next page for explanation) 

The numbers used for planned screening depend on the anthropometric criteria. In the 
South/Centre govemorates this has been based on low weight-for-age (underweight). Thus, 
according to the results of this survey, a total of about 500,000 9hildren under five years of age 

9 All country rates for these and other indicators are quoted from The State of the World's Children, 1997 
or The Progress of Nations. 1997 
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(or oil average 30,000 per each govemorate) would be potential beneficiaries for attention 
(including supplementary feeding) based on between -2 to -3 SD weight~for-age and a.further 

• 190,000 below -3SD for special attention, including thempeutic feeding. For screening -y.,jth low 
weight-for-height (wasting), there _would be some 330,090 pot~ntial bene~ciaries Due to its 
acute nature, the prevalence of wasting will vary over time, being especiaily sensitive to acute 

-

infections such as diarrhoea and ARI. -

I Nutritional implications for the anthropometric indicators 

Chronic malnutrition (or stunting) results in poor physical child growth, often accompanied by sub
standard capacity for development and educatioQ. It reflects the cumulated result on child growth by 
adverse economic conditions, poor health, feeding and care. Chronic malnutrition is difficult to 
reverse after the child reaches 2-3 years of age. Often stunted children grow up to be stunted adults, 
with a continuation of the same detrimental process on their children. 

Acute malnutrition (or wasting) reflects-more recent onset adversities, such as diarrhoea and acute 
respiratory Infections compounded by inadequate feeding. It is most easily reversed, but often recurs 
due to repetition of this cycle. This type of malnutrition is the most readily recognized by mothers, due 
to a child appearing thin. 

Underweight implies a composite of ch(Onic and acute malnutrition ·-,either or both·of these can result 
In underweight. It Is the most widely understood Indicator for nutritional status and'°ls used In the . 
Progress ~f Nations by UNICEF to monllor nutrition. 

Whereas chronic malnutrition and underweight are measured by a low height and weight for age 
respectively, acute undemutrition Is assessed bra low weight for height 

Malnutrition by age: The pattern of malnutrition by age showed similar results to other recent 
surveys in Iraq10, with the critical age at risk under two years. Levels of acute malnutrition 
(wasting) for children aged 6-23 months are greater than those aged 24-59 months11

• 

Of even greater concern is the relatively high prevalence of wasting in childr_en aged 0-5 
months (Figure 1), sugg~g that exclusive breastfeeding is seriously compromised. The 
prevalence of chronic malnutrition tends to increase with age, after peaking during the second 
year of life. This indicator cumulates with age, hence the process of stunting up to two years of 
age is more important than the extent at later ages. 

10 The survey In Primary Health Care Centres (April, 1997) and the MICS for the North are two examples 

11 Sampling accuracy is.less than that for children aged from 0-59 months (i.e. under 5's). However the 
patterns describe_ the extent of differences sufficiently great to be of import. 
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Figu~c 1 

MalnutritioD-by Age Groups 
.. .. 

7 

Acute Malnutrition (lowweight-for~h~ight) 
rates already start high at 0-5 months, '.;,1 
suggesting the protective effect of adequate ~ 
breast feeing is lacking. This predisposes to .,· , 
the rise In underweight and chronic 
malnutrition at later ages. \ 

General Malnutrition (underweight-for-age) 
prevalence starts to rise in the 6-11 month 

. age group and reaches a plateau of 25% 
after then. 
It is a combination of acute and chronic 

'.Chronic Malnutrition (low height-for-age) ' 
· pre\111ence peaks at 12-23 months, being_ a" 
· consequence of the continuing cumulative 
Insult on child growth by adverse economic 
conditions, poor health, feeding and care. 

• 
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The· 1996 Multiple Indicat~r Cluster Survey~ IRAQ 

Trends: Comparison of the results for the August 
1991 swvey by the International_ .T~ -indicates-· 

~ere has been a serious increase-.in prevalen&/ :,.;.,- -;•, 
.es since that time - stunting 18% increased to 

31 %; underweight 9% to 26%, and wasting 3% to 
11 % (1991 results listed first)12• The most striking 
increase has been with wasting (over 200%) -
Figure 2. 

Recently, a method to interpret the severity 
in the extent of malnutrition in young children has 
been proposed, according to prevalence rates 13• In 
countries with low prevalence, malnutrition would 
not be considered an important problem, those· 
with medium prevalence·would have a problem of 
malnutrition and with high prevalence a serious 
problem. 

. . . Figurc-2 _ . . 
· Chan·ges In-Prevalence of Undemutiitlon 

. <-from 1991 to' 1996 . .: South/Centre Iraq· 

"30 -+--------,42 
% /~ 

,,/~~~ , ~. 
/ 'o ... «:) 

---✓-----/ 
20 

18 

10 

0 _._ _____________ _, 

1991 
Based on these criteria, Iraq has moved from Prevalence - less than .;2 SD reference 

Household surveys In 1991 and 1996 
a country in 1991 having a low prevalence of all _ · ,_ ·' ' - , - ·· · · .. 
three indicators (wasting, stunting and· · _< '.·. . . ·'.•:- · (/~.,. 
underweight) with malnutrition not an important problem to highj,revalence rates in· 1996, 
matching the serious extent encountered in the very needy countries of the world. 

Further, there are important differences for regional changes in Iraq between 1991 ad 1996. Results show a marked increase in prevalence in all regions of the South/Centre. 
(Figure 3 on page 9). Stµnting is the prefered inqicator for longer-term changes as_{t is the most 
stable. · 

It should be noted that the 1991 survey was done one y~ after the start of the sanctions, 
when the adverse effects on nutrition had already begun. : 

12 Whereas th .. North started with a high prevalence of stunting (30%) a!'d has remained high; the other 
regions have increased i,f'eaUy In extenl Results for Wasit and Thiq8r are not included in the comparisons as these 
governorates were not surveyed in 1991. 

13 Quoted in K. Sullivan trip report, Baghdad (January 1997) 
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The 11996 Multiple·Indicator Cluster survey - IRAQ 

In September 1991 (about one year after the 
· start of sanctions) a randcm sample of2,676 
Iraqi children under 5 years were measured fur 
nutritional slatUs. In September 1996 (five 
years later) a repeat randan rurveywas 
conducted on 6,392 Iraqi children using the 
same proce.dures and analytic criteria (WHO 
reference data). 

The change in nutrition is based on 1he 1991 
designated areas of the country: Baghdad (urban 
and rural); Central (Anbar, Babil, Diala and 
Salahuddin) and South (Basrah, Kerbala, 
Missan, Muthana, Najaf and Qadissiyah). Wasit 
and Thiqar govemorates could not be included 
as they were not SUIVeyed in 1991. 

S~:( chronic malnutrition) is the most 
. stable-fuaicatorovertime. Resultssbowa . 
·, mada:ctincrease of prevalence in all regiom of 
· 1he ~tre. Similar treads arenotedfur 
r,_:w~{arute malnutrition)-and Uimweight 
. . -·. . 
,;..,i.. ' - .. · ........ . 
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The 1996 Multiple Indicator Cluster Survey - IRAQ 

2. Water and Sanitation 

Most of the population 15 (81 % ) in the surveyed households have convenient Access to a · . 
• ater-supply from a network or other source such as a:public tap or well, inside the honte or 

within 100 metres. A nearby drinking water source of any kind was present in 91 %. However, 
such findings do not take into account the quantity or quality of the w~ter. · 

About three-quarters of the population (77%) have access to convenient flush to sewage 
system or flush to septic tank-system, inside the home or within 50 metres). If a covered latrine 
is also included, then as much as 98% satisfied the criteria. However, the appropriate means of 
controlling. sewage was not investigated. In addition, information was obtained from direct 
questioning, there being no systematic inspection of facilities. 

3. School Attendance 

Most children (84%) aged 6-1_1 years had attended school during the 1995-6 school year 
(net enrollment"rate16). Somewhat less (68%) of children aged six had entered school in that year 
(primary school entry rate). According to a senior survey supervisor, positive responses 
indicated regular attendance. The "gross enrollrrient rate" is 73 17

• 

4. Immunization 

Children: Immunization coverage for children by the time they reach 12-23 months of age is 
a,ery high for BCG (98%) and intermediate forJ:?PTI/OPV3 (73-74%) and measles (80%). 
Wlvi:others were questioned about immunizations but it is unclear how oft~n the information on the 

child health card was examined at the time of the interview. According to a senior survey 
supervisor, almost all children who were immunized had a health card, assiduously kept by the 
mother. 

The higher immunization rate for measles as compared with DPT3/OPV3, an unusual 

1
~ In the analysis, population estimates were based on households, weighted for the average number in 

each household 

16nie definitions for net and gross enrollment rates in this survey, although following those designated by 
the MICS handbook, may not be the same as indicated by other agencies (see Annex 3 for definitions). 

7 
17 Gross enrollment rate - ttie ratio of the number of 6-15 year olds attending primary school-divided by the 

total number of children aged 6-11 years. This is meant to reflect the proportion of older children who lag behind in 
education (denoted by a re.suit over 100), but is difficult to interpret. However, it is likely that the result of 73% 
represents the percent of children 6-15 years enrolled in school. 
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result, ri~ explaining. There was a successful_ acti~ated ~easies immunization campaign 
conducted in December 1995, which would have contributed to the difference. -The coyerage rate 
for polio is probably an under-estimate as the results for OPV3 were identical to that oft)PT3; 
hence.specific reference to the polio campaign appears to be missing. Further, mothers may have 
been confused by the recent introduction of polio vaccine combined with BCG at birth. 

There was no check as to the potency of the measles vaccine, for example no questions 
asked about the occurrence of measles after vaccination. However, prior studies by the MOH 
have shown good maintenance of the cold chain for measles vaccination. 

Mothers: Three-quarters (75%) of the mothers had received at least two doses of tetanus toxoid 
immunization prior to or during their last pregnancy18 and almost one-half (44%) during their last 
pregnancy. 

5. Acute Respirat<}ry /nfections (ARI) 

Mothers of an under-five year old child were asked "when your child is111 with cough and/or cold, 
what signs or symptoms wquld lead you to talce him/her to a health unjt or doctor?•. Mothers' responses 
(at times multiple) could include high fever, difficult or rapid breathing, cough for more than 2 weeks, 
trouble eating, trouble sleeping, other and don't know. 

. . . 

The definition of appr~priate intent is difficult or rapid breathing. It is unclear !{hether the analysis 
included other items also, hence the favourable result of 48% of all responses may be a gross over-
estimate. · · 

6. Breastfeeding 

I 

Ever breastfeeding in infants is almost universal (95%) with about two-thirds (64%) in 
children aged 12-15 months, suggesting by inference some·70% of women breastfeed their 
infants during.the first y~ of life. One-quarter of mothers (25%) breastfeed their child to the 
end of the s~nd year, that is for th<?se 20-23 months of age.19 20 

18 The 75% is based on the sum of the two separate results - before (30%) and during (45%) after the last 
pregnancy. A more accurate estimate would be to analyse the combined responses for each mother. 

19Beeause of the nahGw age ranges for breastfeedng at 12-15 and 20-23 months; and added foods at 6-9 
months, estimates are relatively imprecise (+/-10%). Also, no acceptable data are available for urban/rural, by sex 
and for each Govemorate, due to low sample sizes 

20Result for Jordan for 20-23 months is 13%; no data available forTuri<ey and Iran 
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Exclusive breastfeeding (no added foo nor fluid nor water) was reported for infants aged 
up to four months, but the results need reviewing.21 • This is based on the question relating to 

.what was given to the child in the past 24 hours for those still breastfeediri.g~ allowihg multiple . 
answers. Even so, these results are well below the aim for all women to breastfeed in tliis -
optimal way early in the life of their child. 

• 

-

Added foods: Three-quarters (77%) of children aged 6-9 months received complementary 
(solid/mushy) foods. This is below the level of 100% required for adequacy even not taking into 
account the quality, amount and frequency of such feeding. Results are based on the past 24 
hours and not recall because of clustering of response to certain age groups, such as six months. 

Bottie feeding: A disturbing result was the high prevalence of bottle feeding in infants, 
(20%) during their first year. In the analysis, no distinction is made between those breast fed and 
those not. Bottle feeding suppresses breastfeeding and greatly increases the hazards of 
contamination with deadly organisms. How much of the bottle feeding can. be attributed to 
feeding programmes is unclear. 

7.- Vitamin A supplementa!ion 
} '" 

Slightly less than one-half ( 44%) of chil~n under 2 years of age and more than one-half 
(55%) of those aged 2-5 years had received at least one Vitamin A dose. According to a senior 
survey supervisor, this is probably an underestimate. In December 1995, Vitamin A 
supplementation was coupled to all children at 9 months of age .with the N~tional Measles 
Immunization Campaign. A second dose is given with the booster of DPT at 18 months, 
although the programme may not have had sufficient time to develop this fully. It is likely that 
many mothers were not sufficiently familiar with ·these linkages to recall the receipt of Vitamin 
A drops or capsules. 

8. Iodized Salt 

Qnly one in ten households had at least 25ppm of iodine in their salt as per the testing kit, a · • 
result which is unacceptable. This level was chosen as surveyors found it difficult to distinguish 
levels of 50ppm or greater. The testing was often closely checked by supervisors. The low 
results may be attributed to the fact that salt was not distributed at that time in the ration. 
However, the ration for 1997 will include the provision of iodised salt 

21Result for Jordan for e~clusive feeding is 32%; no data available for Tur1<ey and Iran. The analysis for 
this indicator was based on the past 24 hours. In surveys. mothers tend to overtook small amounts of fluids or 
water (which could be contaminated} given to the child, especially on hot days. This gives inflated results for 
exdusivity. 
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The 1996 Multiple Indicator Cluster Survey - IRAQ 

Figure 4 _· 

Multiple Indicator Percent Pr~valence 
: South-Centre-Governorates-1996 _ 
MALNUTRITION I 

I 
Underweight(mod/sev} - I · 

Chronic (mod/severe} 

Acute (mod/severe) El 
WATER/SANITATION 

I 

Population Water Access 

Population Sanitation Access 

EDUCATION 

School Net Enrol· (6-11 y) _ 

School Entry (6y) 

School $ross Enrol (6-15) 

IMMUNIZATION 

· - .. ·. ·:·- .. _.,.,.,,_.: .. _: .. .-. ,·. 82 

•• • •••• • .... • ~·•·: ., -~ ~4 •• •• --•• ••••• ~-~: .! : .. .-,,... 1/f~t-•.'• z_ .~:.-73 

I 
I 
I 
I -
I 

· . . · • -· 97 

· - · · · 74. I 
I 
t 

BCG(12.atl) 

_DPT3 (12-23m) 

OPV3 (12-23} 

· Measles (12-23m) 

1T2+ received 
BREAS1FEEOING 

. . 75 

Breastfed (12-15m} 

Breastfed (20-23m). 

Ever Breastfed 

. • 64" 

Bottle {0-12m} -
I 

Added Foods (6-9m} . . . . 78 

VITAMINA 

Vrt A 1+ (Under 24m} 

Vrt A 1+ (24-59m) 

IODIZED SALT 

Iodized Salt (HH) 11EJ 
0 

13 

. . . 56 

I 
I 
I 

25 

I 
I 
I 

50 
Percent 

I 
I 
I 
1. 
I 
I 
I 
I 

75 

I ,. 
r 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

_I 

I 
1 
I 
I 
I 
I 
I 
I 
I 
I . 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

. I 
_I 

100 

. •, 

•• 

• 

-
UND309601407 



.. 

The 1996 Multiple Indicator Cluster Survey - IRAQ 

9. Comparisons by Urban/rural 
• . . . . 

A Rural prevalence rates are worse than urban for many indicators. This is especiallyomarked 
....iror water access (50% rural vs 96% urban) and sanitation access (34% vs 97%). Other gaps are 

apparent for immunizations for DPTI, OPV3 and Measles (gaps of about 10%) in children and 
for tetanus toxoid in mothers (gap of 15% ); receipt of Vitamin A (35% vs 51 % for children aged 
under 2 years and 43% vs 64% for 2-5 years); school enrolment (gap of about 10%) and primary 
school entry (gap of20%). 

It is likely that water/sanitation, health and education services are less in rural as compared 
with urban areas. In addition human resources, such as mothers literacy are relatively low. 

Nutritional status prevalence was similar for urban/rural areas. It is of interest that despite 
the disparity in services and human resources, all nutritional status indicators for the young child 
(underweight, chronic and acute) have almost the same·results. One important reason in this 
survey relates to better feeding practices for rural young children. Over 10% more rural children 
had continued-breastfeeding (32% vs 20%) in the second year22. Bottle feeding rates were less in 
rural areas (16% vs 22%) and early complementary feeding more prevalent (82% vs 75%). 

Although not investigated in this survey, it is likely that local food availability in ruia.l 
areas is in general better than urban areas. Furthermore, a standard basic ration to the whole 
population (urban and rural) would tend to even out any relative lack of purc~ing power or 
opportunity in rural areas. 

A · Another result similar between rural anq. urban areas was BCG immunization (95% rural vs 
~% urban). BCG is essential to obtain birth ID for the child, needed for receipt of the 

government ration: 

22On the other hand. breastfeeding at 12-15 months for rural and urban are similar (64%) and might 
suggest that certain benefits (such as economic) are appreciated in urban areas. A more reliable estimate for infant 
breastfeeding might be the percent of infants 0-5 months and 6-11 months who are breastfed. 
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Figure 5 

Comparison of results by UrbanfRural 

MAl.NUTRfTION· 
I I 

Underweight (mod/severe)· j . " . 
Chronic (mod/severe) .__ _____ __.~ 

Acute (mod/severe) 

WATER/SANITATION 

•urban • Rural 
I 
I 

Population Water Access ~111111111-•-•---•---------SGi 
Population Sanitation Access 7 

'---------J~ 
EDUCATION 

School Net Enrol (6-11y) .mi•--••----••---•-•ss 
Schoot Ent,y;(6y) F 7 £ /6 

School Gross Enl (6-15) -._F _____ : _________ 67 ; 76 

IMMUNIZATION · I I I 

BCG (12-23m) · · 9f 
OPT3 (12-23m) j '9 79 I 

OPV3 (1~·%$} j : @! i 80 I 

Measles (12-23m) ·. . 75. 83 · : 

m+(~lved> · .... I ----~: _. ___ __,;_g; 88 
: 

BREASTFEEDING ·1 I I 

Breastfed (12-15m} -------------~ I 
Breastfed (20-23m} Ji

1 
iiiiiiiiii20~. ==,

32
=---ir----' : 

Eve Breastfed 93 I r . I Jgs 
Bottle (0-12m) ii; iiiiiiiiiii14ii3iifzr--:-~-;---:---~ : 

Added Foods (6-Sm} . j.._ __ ....:....-.------...-----r-75_,)S2 1 
I I I 

VITAMINA I I I 

VrtA 1+(<2Am) t35 i :1 : : 
VitA1+(2+69m) ,__ _______ __,143 64 I I 

IODIZED SALT . I I I 

Iodized Sa~ (HH) •a-• 12 : : 

0 25 50 75 
Percent 

15 

I 
100 

• 

-

-
UND309601409 



The 1996 Multiple Indicator Cluster Survey - IRAQ 

10. Comparisons by Sex 

A There were few differences by sex for the indicator results and even these were marginal 
~igure 6). The small difference in chronic malnutrition prevalence (31% male vs 33% female) 

could be explained by chance in sampling; likewise for that -in school net enrolment (87% ·maie 
vs 81 % female). School gross enrolment rates (77% male and 68% female) are difficult to . 

· interpret, being the ratio of the number of 6-15 year old children attending primary school 
divided by the total number of children aged 6-11 years. One result of interest is the disparity in 
breastfeeding rates for children aged 12-15 months (70% male vs 57% female). Due to the 
restricted age group and lower sample sizes, this might be explained by chance23 

Figure 6 
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Table 3: .. 
· Multiple Indicator Cluster Survey {MICS) - August 1996 
Results for South..!Central Gover-norates (as % prevalence) 

Indicators , 

TOTAL 
MALNUTRITION 

Underweight (mod/severe) 

Chronic (mod/severe) 

Acute (mod/severe) 

WATER/SANITATION 

Population Water Access 

Household y>Jater nearby 

Population Sanitation Access 

Sanitation Access incl. C!)vered latrine 

EDUCATION 

School Net Enrol rate (6-11 y) 

School Entry rate (6y) 

School Gross Enrol rate (6-15) 

Mothe(s Literacy 

IMMUNIZATION 
I 
BCG (12-23m) 

oPTJ c12-23m> 

OPV3 (12-23) 

Me~les (12-23m) 

23.4 

32.0 

11.0 

81.7 

90.8 

77.1 

98.0 

84.4 

67.8 

73.0 

97.0 

74.0 

73.0 

80.3 

TetTox 2+ (before last pregnancy) 30.1 

TetTox 2+(during'lastpregnancy) 

ACUTE RESPIRATORY INFECTIONS 

Know signs of ARI 

ORAL REHYDRATION ANO FEEDING 

Oiarrhoea'(past 2 weeks) 

ORT/Fluids (past 2 weeks) 

ORT/ftuld/food (past 2 weeks) 

BREASTFEEDING 

Breastfed (0-11 months) 

Breastfed.(12-15 months) 

Breastfed (20-23 months) 

Exdusive (0-4 months) 

: Ever Breastfed 

Bottle(0-11 months) 

Added Foqds (6-9 months) 

VITA~IN '-
Vrt A 1 + {Under 24 months) 

Vrt A-1+ (24-59 months) 
IODIZED SALT . 

lod~ed Salt over 25 ppm (HH) 

Items in blank bo1es need analysis 

44.7 

64.2 
24.9 

94.9 
19.7 

. 77.9 

44.5 
55.9 

9.9 

Urban/Rural 
Urban ·Rural 

96.2 49.8 

98.1 72.4 

96.7 33.7 

100.0 93.2 

88.3~ 
1----(74.6 43 

75.7 

sa.o 95.3 

78.5 66.7 

· 79.6 . 62.2 

83.4 . 75.3 

53.3 30.9 

35.3 19.7 

____ II._ -_ ..... I 

64.6 63.6 

20.4 31.9 
·. 

93.1 97.8 

22.3 15.7 

75.1 82.0 

!50.6lriul 
~c:3§1 

12.oll ... __ 4_.s .... l 

17 

Sex 

Male 

23.5 

30.8 

11.7 

96.9 

72.9 

73.1 
81.1 

70.1 

24.7 

96.7 

19.3 

78.5 

Female 

23.3 

33.2 

10.3 

97.0 

·1s.1 

72.9 

79.5 

56.6 

25.1 

93.1 

20.2 
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The 1996 Multiple Indicator Cluster Survey - IRAQ 

13. Comparisons ~y Governorate24 _ (for more details, consult Table 4 and Addenda 2 and 3) 

• 

• 
. Differences are found in most of the indicators. With regards to malnutrition rates,. the 

evalence .of wasting was over 10% in 11 of the 15 governorates. Wide ranges were found for 
underweight (range 15 to 34%) and stunting (21 to 48%), although most govemorates had. 
relatively high rates .. 

Access to a water supply from a network, public tap or nearby well ranges from 64 to 99%, 
with as expected the major problems in the south. In almost all govemorates at least 80% of the 
households are within a convenient distance (I 00 metres) from a water supply. However, the 
availability, quantity and quality was not determined. Sanitation access to a flush to sewage or 
septic tank ranges from 46 to 98%, although this does not take into account the adequacy of 
sewage . When covered latrines are also included, over 90% of households in each governorate 
satisfy this criterium. 

Primary school net enrolment rates varied from 70 to 95%; six year old entry from 42 to 
95% and gross enrollment rates (6-15 years) from 61 to 87%. There are major differences in 
school attendance between govemorates with a similar pattern for each of the three indicators. _ 

With regards to immunization, that for BCG was universally- high - over 90% in all govem
orates. The others varied more: {?PT3 -49 to 96%; OPV3 38 to 97%; measles 63 to 99%; and 
TI2+ (during the last pregnancy) 21 to 84%. Some of these differences may be due to 
methodology, especially with different teams in each governorate, is difficult to ·assess. 

The duration of breastfeeding ranged widely throughm.1:t. the governorates; although lower 
.. ple sizes for the narrow age ranges make results relatively imprecise. The percent of clµldren 
. still breastfeeding at 12-15 months ranged from 30to 85%; and for20-23 months from 11 to 

43%. The onset of breastf~ is almost uniyersal.JJut in some govemorates about 10% of 
women never even started to breastfeed. Bottle feeding for infants aged 0-11 months varied from 
11 to 36%, in most govemorates at least one-in-five infants took the bottle in the last 24 hours. 

The percent of children who received Vitamin A drops ranged from 11 % to 69% for 
children aged 0-23 months and 0_% to 89% for those aged 24-59 months. Part of these 
differences may be related to the timing and progression in each govemorate. Also there may 
have been differences in.the degree of the mother's understanding of the questions. 

Salt iodiz.ation levels were low (0 to 19%) for almost all govemorates; the only one 
approaching more acceptable levels was Anbar, although it is unclear why that ·govemorate is so 
markedly different from the rest 

_ 
24Compari;ons between governorates should be cautious. due to lower sample sizes as compared with 

the total sample. Further, comparisons of urban/rural or male/female within each Govemorate is difficult to interpret, 
due to even greater sample size limitations 
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Figure 7 

Prevalence of all indicators ~ each governorate .. 

' ' 

This is a series of a combination bar chart, map and text describing the results 
for each indicator. In this figure (includes pages 20-21) there are four 
combinations (Stunting, Measles Immunization, Water access and School 
Enrollment). A corpplete series is provided in Addendum 1. 

In the example for rtie Prevalence of Stunting by Govemorate: 

The bar chart on the left ranks 
the results by govemorate, with 
the greatest on the top (48%), the 
lowest on the·bottom (21 %), 
followed by the average (32% ). 

The map on the right uses the same 
patterns as the bar chart - shaded the 
most favourable and black the least, 
according to set levels; in -this example 
the shaded pattern has a range of 20 to 
29% and black of 40 to 49%. 

Prev.alence of Stunting (or Chronic Malnutrition) by Govemorate 
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The prevalence or chronic malnutrition (as measured by a height-for-age less than-
25D of refa-cnoe) 18rtgcs ftora a high of 48¾ to a low 0(21%. ~ an &VCl'88C of 32%. 
In most govanoratcs the prewlence is grcalcf' than 30%. Ouooic malnutrition is o&n · 
accompanied by sub-standald capacity for development and education. It is difficult to 
rcvcr.e after the child n:acllCS 3 years of age. 
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Prevalence.of Stunting (or Chronic Malnutrition) byGovemorate 

Missan 48 ~-.s1un1&.c 
Keibala 

Muthana 
lhlqar 

Anbar 3G 

NaJaf 34. 
Basrah 33 

Nhevah 32 
Waslt 32 

Baghdad 31 
Taneem 28 
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0 ·20 
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The prevalence of chnmlc malnutrition {as measured by a beirJit•fOM!gC less lhan • 
2SD of reference) nmges fitm ahighof 48"/aloa b.vof2I%, wi!han average of32% 
fn!ll06tgoyernorates lhc pcvalenoe is grcalcr 11m 30'/a. Clumicmahulritioo is often -
aocanpanied by~ c:apacity firdeveq:mcnt and cducalioo. It is diffirult to 
muse after lhc chili readies 3 years of age. 

Multiple /n<f,catorSu,vey ~tre Govemorates-1996 
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Percent of Chlldren aged 12-23 months who had Measles Immunization - by Govemorate 
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Percenfof population with water supply from a network, tap or well 

Baghd,dQ~~~~~~~~a~~~~~~~~~-99 ----MostsuppGel from _. . ~ndwori<, up orwdl 
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Most of the fX>pulation (82'/o J represented by the households 
sun-eyed hao ~ccess to a water supply from a network, 
public tap orwell, inside the home or.within 100 metres 
(range 50% to 99%). However, this does not take into 
accotn1t the quantity nor quality of the water. C.Onsisten.t 
findings from watel' testing show this is often inadequate. 
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Percent of children 6-11 years enrolled In Prinary School - by Govemorate · 
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E., ,J~t in ~ry Sdiool by c:hiklrcn aged 6-11 yms 
fer the 19'>5-6 sdioolyearwas generally high (~84%). 
The range by govemooit.ewa-; tian 70'/4 to 95"/o. 
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The 1996 Multiple Indicator Cluster Survey - IRAQ 

List of MICS Indicators: 

• 

The following are the indicators planned for the Multiple Indicator Survey in raference to 
decade goals.-+hose marked with an asterisk(*) have results included-in this report. 

1. MALNUTRITION 
* I Percent of US who fall below (-2SD) from median Weight for Age. 
* 2 Percent of US who faff below (-2SO) from median Height for Age. 
* 3 Percent of US who fall below (-2SD) from median Weight for Height. 
* 4 Percent of US who fall below (-3SO) from median Weight for Age. 
* 5 Percent of US who fall below (-3SD) from median Height for Age. 

6 Percent of US who fall below (-3SD) from median Weight for Height. 

2. WATER AND SANITATION: 
* I Percent of population with access to safe water at convenient distance. 
* 2 Percent of population with access to safe sanitation at convenient distance. 

3. SCHOOLATTENDANCE: 
* I· Net enrollment rate (6-11) y~s. 
* 2 Gross enrollment rate (6-15) years. 
* 3 Primary school entry rate (6) years. 

4. IMMUNIZATION: 
* 1 Percent of mothers with US children receiving at least two doses of TI during and before last 

2 
* 3 
* 4 • 

pregnancy. 
Percent of mothers with children 0-11 months who received Tf2 doses during last pregnancy. 
Percent of children (12-23) months covered by BCG. · 
Percent of children (12-23) months old receiving at least three doses of DPT. 
Percent of children (12-23) months old receiving at least three doses of OPV. 
Percent of children (12-23) months old receiving Measles vaccine. 

5. ACUTE RESPIRATORY INFECITON: 
1 Percent of mothers of US children who know the signs of ARI. 
CDD: 
I Percent of diarrhoea cases among US in two weeks before survey who received ORT and 

recommended home fluids (Pre-1993 definition). 
2 Percent of diarrhoea cases among US in one month before survey who received ORT and 

recommended home fluids (Pre-1993 definition). 
3 Percent of diarrhoea casesffltlong US in two weeks before survey who received ORT and 

increased fluids and continued feeding (Post 1993 definition). 
4 Percent of diarrhoea cases among US in one month before survey who received ORT and 

increased fluids and continued feeding (post 1993 definition). 
6. BREAST FEEDING: 
* 1 Percent of infants less than 12 months old ever breastfed. 
* 2 Percent of infants less than 12 months old who received any food or drink from a bottle. 

3 Percent of infants less than 4 months old exclusively breastfed. 
* 4 Percent of infants (12-15) months old still breastfed. 
* 5 Percent of infants (20-23) months old still breastfed. 
7. VITAMlNA: 
* I Percent ofU2 receiving Vitamin A supplementation. 
8. SALT IODISATION: 
* I Percent of households consuming adequately iodized salt. 
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