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1. BACKGROUND AND OBJECTIVES

11 INTRODUCTION

This preliminary report is based on the Nigeria Multiple Indicator Cluster Survey, conducted in 2007
by the National Bureau of Statistics (NBS) with financial and technical support from UNICEF, Nigeria.
The survey was based, in large part, on the need to monitor progress towards goals and targets
emanating from recent international agreements namely the Millennium Declaration, adopted by all
191 United Nations Member States in September 2000, and the Plan of Action of A World Fit For
Children, adopted by 189 Member States at the United Nations Special Session on Children in May
2002. Both of these commitments build upon promises made by the international community at the
1990 World Summit for Children.

In signing these international agreements, governments committed themselves to improving
conditions for their children and to monitoring progress towards that end. UNICEF was assigned a
supporting role in this task (see Box 1).

Box 1
A Commitment to Action: National and International Reporting Responsibilities

The governments that signed the Millennium Declaration and the World Fit for Children Declaration
and Plan of Action also committed themselves to monitoring progress towards the goals and
objectives they contained:

“We will monitor regularly at the national level and, where appropriate, at the regional level and
assess progress towards the goals and targets of the present Plan of Action at the national, regional
and global levels. Accordingly, we will strengthen our national statistical capacity to collect, analyse
and disaggregate data, including by sex, age and other relevant factors that may lead to disparities,
and support a wide range of child-focused research. We will enhance international cooperation to
support statistical capacity-building efforts and build community capacity for monitoring, assessment
and planning.” (A World Fit for Children, paragraph 60)

“...We will conduct periodic reviews at the national and sub-national levels of progress in order to
address obstacles more effectively and accelerate actions....” (A World Fit for Children, paragraph 61)

The Plan of Action (paragraph 61) also calls for the specific involvement of UNICEF in the preparation
of periodic progress reports:

“... As the world’s lead agency for children, the United Nations Children’s Fund is requested to
continue to prepare and disseminate, in close collaboration with Governments, relevant funds,
programmes and the specialized agencies of the United Nations system, and all other relevant actors,
as appropriate, information on the progress made in the implementation of the Declaration and the
Plan of Action.”

Similarly, the Millennium Declaration (paragraph 31) calls for periodic reporting on progress:
“...We request the General Assembly to review on a regular basis the progress made in implementing

the provisions of this Declaration, and ask the Secretary-General to issue periodic reports for
consideration by the General Assembly and as a basis for further action

The Federal Government of Nigeria has in recent times launched a number of development initiatives
to improve the economic and social life of its people. The National Programme for the Eradication of
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Poverty (NAPEP) is concerned with strategies for poverty reduction; the National Action Committee
on HIV/AIDS (NACA) has the mandate for planning, implementing and monitoring programmes for
control of HIV/AIDS; the National Economic Empowerment and Development Strategy (NEEDS)
focuses on wealth creation, employment generation, corruption elimination and general value
orientation; the state and local government extensions of NEEDS are State Economic Empowerment
and Development Strategy (SEEDS) and Local Economic Empowerment and Development Strategy
(LEEDS) respectively. These and other programmes are commitments towards targets as those
contained in the Millennium Development Goals.

The Federal Government of Nigeria has expressed strong commitment to, and declared as a matter of
high priority, efforts to monitor and evaluate progress towards the attainment of the benchmarks
established in these national and other global goals. The NBS, with financial and technical support
from international development partners and donors like UNICEF, has been involved in this effort
through provision of relevant data to monitor, evaluate and advise necessary adjustments in
development policies and programmes. The NBS, in recent times had conducted a number of national
sample surveys mostly within global generic contexts. The Nigeria Living Standard Survey (NLSS),
the General Household Survey (GHS), the Core Welfare Indicator Questionnaire Survey (CWIQ) and
the Multiple Indicator Cluster Survey (MICS) are examples. The 2007 MICS3 has been designed to
measure progress towards achievements of the Millennium Development Goals (MDG) and other
international targets like the Abuja Declaration on malaria which are mainstreamed into the above-
stated national commitments. Nigeria’s MICS3 is, therefore, bound to improve the country’s database
and provide a valuable tool for evidence-based planning to surmount its development challenges.

More specifically, MICS3 should assist monitoring and evaluation of UNICEF country programmes
including those on immunization, vitamin A supplementation, child development, child and women
rights and protection among others.

This preliminary report presents results on some selected principal topics covered in MICS3 2007 and
a subset of outcome and impact indicators' that are important for designing, monitoring and
evaluating progress of national programmes and provide a means for comparing the situation in
Nigeria with that in other countries. The results in this report are preliminary and are subject to
change, although major changes are not expected. A comprehensive full report is scheduled for
publication within three months of the release of this preliminary report.

1.2 SURVEY OBJECTIVES

The 2007 Nigeria Multiple Indicator Cluster Survey has the following primary objectives

®= To provide up-to-date information on the situation of children and women in Nigeria

= To strengthen national statistical capacity by focusing on data gathering, quality of survey
information, statistical tracking and analysis.

= To contribute to the improvement of data and monitoring systems in Nigeria and to strengthen
technical expertise in the design, implementation, and analysis of such systems.

= To furnish data needed for monitoring progress toward the Millennium Development Goals, and
targets of A World Fit for Children (WFFC) among others.

® To measure progress towards achievements of the goals of NEEDS and its state and local
government extensions.

= To provide statistics to complement and assess the quality of data from recent national surveys
like Nigeria Living Standard Survey (NLSS), Nigeria Core Welfare Indicator Questionnaires
(CWIQ) and the National Demographic and Health Survey (NDHS).

" For more information on the definitions, numerators, denominators and algorithms of Multiple Indicator
Cluster Surveys (MICS) and Millennium Development Goals (MDQG) indicators covered in the survey: see
Chapter 1, Appendix 1 and Appendix 7 of the MICS Manual — Multiple Indicator Cluster Survey Manual 2005:
Monitoring the Situation of Children and Women, also available at www.childinfo.org.

Nigeria MICS 2007 Preliminary Report 2



2 SAMPLE AND SURVEY METHODOLOGY
21. SAMPLE DESIGN

The sample for the Nigeria Multiple Indicator Cluster Survey (MICS3) was designed to provide
estimates on a large number of indicators on the situation of children and women at the country level,
for urban and rural areas; and for each of the 36 States of the Federation and the Federal Capital
Territory of Abuja. The States were the main reporting domains. The sample design was two-stage in
each state, where a systematic sample of 30 census enumeration areas (EAs) was selected with
equal probability to form the first stage or primary sampling units (PSUs). The updated 1991
Population Census Enumeration Area demarcation was used because the latest (2006) demarcation
was still being developed at the time MICS3 sample was designed. Also, information about the
household composition of enumeration areas was not available to permit selection of EAs with
probability proportional to number of households in the enumeration area.

Household listing was conducted in each of the selected EAs to provide an adequate, up-to-date
frame of housing units (HU) as the secondary sampling units (SSUs). A systematic sample of 25
housing units was subsequently drawn with equal probability within each of the selected EAs and all
the households in each of the selected HUs were canvassed. Thus, at state level, 750 HUs were
drawn from 30 EAs which meant 27,750 HUs from 1,110 EAs at the national level. The sample was
stratified by states and was hardly self weighting at either state or national level. Hence, sample
weights were used for reporting state or national results.

2.2 THE QUESTIONNAIRES

Three questionnaires were used in the survey, namely a household questionnaire to collect
information on general characteristics of the household including membership and the dwelling; a
questionnaire for individual women and one for children under-five. The latter questionnaires were
administered in each household to women aged 15-49; and to mothers or caretakers of under-five
children, respectively in households where these persons were identified. The questionnaires and the
constituent modules are as under-listed

e Household Questionnaire:

Household listing

Education

Water and Sanitation

Household characteristics

Insecticide Treated Nets

Children orphaned and made vulnerable by HIV/AIDS
Child Labour

Maternal Mortality

Salt lodization

O O OO0 O OO0 O0OOo

e Questionnaire for Individual Women:
Child Mortality

Tetanus Toxoid

Maternal and Newborn Health
Marriage/Union

Contraception and Unmet Need
Female Genital Mutilation
HIV/AIDS

Sexual Behaviour

O O O O OO0 OO0

e Questionnaire for Children Under Five:
o Birth Registration and Early Learning
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Child Development
Vitamin A
Breastfeeding

Care of lliness
Malaria for Under-5
Immunization
Anthropometry

O O O O O 0 O

The questionnaires, which were based on the generic MICS3 model English version, were not
translated into local Nigerian languages in view of the multiplicity of such languages and in spite of the
predominance of a few of them. However, the field staff were competent in English and by virtue of
being local knew the local languages, cultural practices and sensibilities of the canvassed
communities. The questionnaires were pre-tested during 26—30 December 2006 in four purposively
selected typical states namely Enugu, Osun, Benue and Kano. As a result of the pre-test and reviews
by a shareholders’ forum and MICS3 Central Technical Committee (CTC), some amendments were
made to the questionnaires by including additional or optional modules and modifying in part the
wording and flow of the questionnaires.

2.3 FIELDWORK AND PROCESSING

A programme of meetings and training preceded the fieldwork. Roll-out meetings were held early
November 2006 in centres throughout the country to sensitise stakeholders on MICS3. A training of
trainers (TOT) workshop was held in Minna, Niger State on 12-15 December, 2006 to train trainers
that later trained the field staff for the pre-test and for the actual MICS3 survey. The pre-test training of
field staff was held 18 — 22 December, 2006 at capitals of the pre-test states while training of staff for
the main survey was at held at the six zonal NBS headquarters on 25 February — 9 March 2007. State
teams of six persons (four interviewers, one editor and one supervisor) were trained to conduct the
pre-test in the four pre-test states. For the main survey, two such teams were trained for each of the
36 states of the Federation and the FCT.

Adequate arrangements were put in place to facilitate movement of field staff. These included
provision of survey T-shirts with relevant logo of NBS, UNICEF and Federal Government of Nigeria;
and survey bags and face caps. Also, transport was provided to ease and speed movement of field
staff from one selected EA to the other.

Fieldwork began in all the states including FCT Abuja on 14" March, 2007 and was concluded on 12"
April, 2007. Collected data were entered using the CSPro software. Data entry was done
simultaneously at each of the six zones, each zone handling data from the component states. At each
zone, data were entered in 12 desktops by 12 data entry operators and two supervisors. In order to
ensure quality control, all questionnaires were edited, double entered and internal consistency checks
were performed. Procedures and standard programmes developed under the global MICS3 project
and adapted to the Nigeria questionnaires were used throughout. Data processing began
simultaneously with data collection in June 2007 and was completed in October 2007 after due
checks for data quality and compliance with global data processing guidelines by UNICEF Nigeria and
UNICEF New York. Data were analysed using the Statistical Package for Social Sciences (SPSS)
software programme Version 15; and the model syntax and tabulation plans developed by UNICEF
for the purpose. Provision for data processing in terms of computer software and hardware, office
space and personnel was adequate while processes for primary and secondary data processing
phases as advised in global MICS3 manual of instructions were adhered to.

2.4 SAMPLE COVERAGE
All the selected enumeration areas were successfully canvassed. Table HH.1 presents a summary of

results of interviews of households, individual women aged 15-49 years and children aged less than
five years. A total of 28,603 households (20,825 rural and 7,778 in the urban sectors) were sampled.
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The total number of occupied sampled households was 28,431 including 20,735 rural and 7,696
urban households. The total number of interviewed households was 26,735 including 19,569 rural and
7,166 urban households. These figures translated into 94.0 percent response rates for the total, 94.4
percent for the rural and 93.1 percent for the urban.

The total number of eligible women was 27,093 with 19,674 and 7,419 for rural and urban sectors,
respectively. The corresponding figures of interviewed women were 24,565, 17,928, and 6,637
respectively; these figures translated into 85.3, 86.0 and 83.3 percent overall response rates
respectively for the total, rural and urban sectors. The number of eligible children under-five were
17,093, (12,898 rural and 4,195 urban) and interviews were achieved for 16,549, 12,494 and 4,055
respectively; again the corresponding overall response rates were 91.0, 91.4 and 90.0 percent
respectively.

Table HH.1: Results of household and individual interviews

Number of households, women, and children under-five by results of the household, women's
and under-five's interviews, and household, women's and under-five's response rates, Nigeria,
2007
Sector Geo-political zones
Rural  Urban  North North  North  South  South  South  Total
Central East West East South  West

Number of Household

Sampled 20,825 7,778 5,145 5,916 5,600 3,770 4,486 3,686 28,603
Occupied 20,735 7,696 5,130 5,877 5,581 3,743 4,438 3,662 28,431
Interviewed 19,569 7,166 4,900 5,485 5,486 3,440 4,069 3,355 26,735
Response rate 94.4 93.1 95.5 93.3 98.3 91.9 91.7 91.6 94.0

Number of women

Eligible 19,674 7419 5,301 5,883 5,844 3,461 4,103 2,501 27,093
Interviewed 17,928 6637 4,569 5,583 5,810 2,845 3,611 2147 24,565
Response rate 91.1 895 86.2 94.9 99.4 82.2 88.0 85.8 90.7

Overall response rate 86.0 83.3 82.3 88.6 97.7 75.5 80.7 78.6 85.3
Number of children under 5

Eligible 12,898 4,195 3,242 3,716 4,431 1,767 2,406 1,531 17,093
Mother/Caretaker 12,494 4,055 3,048 3,619 4,420 1,684 2,327 1,451 16,549
interviewed

Response rate 96.9 96.7 94.0 974 99.8 95.3 96.7 94.8 96.8

Overall response rate 91.4 90.0 89.8 90.9 98.1 87.6 88.7 86.8 91.0

The above figures for under-five children and for women aged 15-49 years respectively may not be
an absolute true reflection of the relative size of each of the affected subpopulations; the figures may
be an under-representation. There is a genuine fear, proved by the unlikely pyramidal structure of age
distribution of the sample that out-transfers of children from target group 0-4 year old and of women
from the target women group 15-49 year-old happened. Some children with genuine age 4 (or even
lower) have had their ages recorded as 5 or more years. Also a good number of women with true age
15 years or higher must have had their ages recorded as 14 or lower; while some women truly aged
49 years or lower have had their ages recorded as 50 or higher. Possible effects of the out-transfers
could include a detraction from the quality of the data and from the general accuracy of those
indicators that use differential weights that are derived from the relative frequency distribution of the
ages between and within the target populations.
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3 RESULTS
31 CHILD MORTALITY

One of the overarching MDGs and the World Fit for Children targets is to reduce infant and under-five
mortality. Monitoring progress towards this goal is an important but difficult task. Measuring childhood
mortality may seem easy, but direct questions, such as “Has anyone in this household died in the last
year?” give inaccurate results. On the other hand, using direct measures of child mortality from birth
histories is time consuming and complicated. Demographers have therefore had to devise ways to
measure childhood mortality indirectly. These ‘indirect methods’ minimize the pitfalls of memory
lapses, inexact or misinterpreted definitions, and poor interviewing technique.

The infant mortality rate is the probability of a child dying before his/her first birthday. The under-five
mortality rate is the probability of a child dying before his/her fifth birthday. In MICS3, infant and
under-five mortality rates are calculated based on an indirect estimation technique; the so-called
Brass method. The data used in the estimation are: the mean number of children ever born for five
year age-groups of women from age 15 to 49, and the proportion of these children who are dead, also
for five year age-groups of women. The technique converts these data into probabilities of dying by
taking account of both the mortality risks to which children are exposed and their length of exposure to
the risk of dying.

Table CM.1 provides estimates of child mortality by various background characteristics. In Nigeria, the
infant mortality rate is estimated at 86 per thousand live births, while the under-five mortality rate is
138 per thousand live births. The Nigerian male child has greater probability of dying as an infant or
as under-five than his female counterpart, 92 versus 79 per 1000 at infant and 144 versus 131 per
1000 live births at under-five, respectively. Infant mortality rate decreases from rural to urban sectors
of the population (94 to 62 per 1000), from the non-educated to secondary school or higher educated
mother’s (94 to 63 per 1000), and from the poorest to the richest households (101 to 54 per 1000).
There is considerable geopolitical zonal variation in infant mortality rates from 68 per 1000 in the
South West to 101 per 1000 in the North West; North-South disparity is also evident.

Table CM.1: Child Mortality: Infant and under-five mortality rates, Nigeria, 2007

Infant mortality rate* Under-five mortality rate**
Sex
Male 92 144
Female 79 131
Geopolitical Zones
North central 74 117
North east 84 135
North west 101 166
South east 88 142
South south 7 111
South west 68 106
Area: Sector
Rural 94 153
Urban 62 96
Women’s education
None 94 153
Primary 84 134
Secondary + 63 97
Wealth index quintiles
Poorest 101 165
Second 99 162
Middle 92 150
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Fourth 73 114
Richest 54 81

Total 86 138
*MICS indicator 2; MDG indicator 14
** MICS indicator 1; MDG indicator 13

Note: Indirect estimation using North model. Reference year is 2002

State results are not dependable and are therefore omitted because the number of cases for
determination of the rates for individual states is too low. Further analysis of these rates will be
undertaken in the later stages of reporting on Nigeria MICS; the investigation will throw more light into
the apparent declines of mortality as suggested by MICS3.

3.2 NUTRITIONAL STATUS

Children’s nutritional status is a reflection of their overall health. When children have access to
adequate food supply, are not exposed to repeated illness, and are well cared for, they reach their
growth potential and are considered well developed. In a well-nourished population, there is a
standard distribution of height and weight for children under age five. Under-nourishment in a
population can be gauged by comparing children to a reference distribution. The reference population
used here is the WHO/CDC/NCHS reference, which is recommended for use by UNICEF and the
World Health Organization. Each of the three nutritional status indicators can be expressed in
standard deviation units (z-scores) from the median of this reference population.

Weight for age is a measure of both acute and chronic malnutrition. Children whose weight for age is
more than two standard deviations below the median of the reference population are considered
moderately or severely underweight while those whose weight for age is more than three standard
deviations below the median are classified as severely underweight.

Height for age is a measure of linear growth. Children whose height for age is more than two standard
deviations below the median of the reference population are considered short for their age and are
classified as moderately or severely stunted. Those whose height for age is more than three standard
deviations below the median are classified as severely stunted. Stunting is a reflection of chronic
malnutrition as a result of failure to receive adequate nutrition over a long period and recurrent or
chronic illness.

Finally, children whose weight for height is more than two standard deviations below the median of
the reference population are classified as moderately or severely wasted, while those who fall more
than three standard deviations below the median are severely wasted. Wasting is usually the result of
a recent nutritional deficiency. The indicator may exhibit significant seasonal shifts associated with
changes in the availability of food or disease prevalence.

Table NU.1 shows percentages of children classified into each of these categories, based on the
anthropometric measurements that were taken during fieldwork. Additionally, the table includes the
percentage of children who are overweight, which takes into account those children whose weight for
height is above 2 standard deviations from the median of the reference population. The table also
shows that children who were not weighed and measured (approximately 0.5 percent of children) and
those whose measurements are outside a plausible range are excluded. In addition, children whose
birth dates are not known (17.4 percent) and other flagged cases (10.9 percent of children) are
excluded. The total exclusions accounted for 28.9 percent of the children under-five (see Figure 1).
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Figure 1. Percentages of Undernourished Children in Nigeria, 2007
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Over one in four (25.3 percent) of children under five years of age are underweight in Nigeria, 8.3
percent are classified as severely underweight (Table NU.1). More than one in three (34.3 percent)
are stunted or too short for their age, almost 1 in 5 (19.4 percent) severely so; over one in ten
(10.8percent) are wasting or too thin for their height, 3 percent severely so. Children in the North are
more likely to be undernourished. Underweight prevalence is highest in the North West by a very wide
margin where moderate underweight is 41 percent and severe underweight is 17 percent. Stunting is
even more prevalent here at 57 percent and moderate stunting at 38 percent; moderate wasting is 16
percent and severe wasting 5 percent. Incidence of malnourishment diminishes southwards. The
southern zones show little differentials as moderate underweight prevalence ranges between 17
percent in the South East to 20 percent in the South South and South West respectively. Moderate
stunting figures are 23 percent South East, 26 percent South South and 29 percent South West; the
southern zones each have 8 percent moderate wasting. Severe undernourishment is of constant
prevalence in the south; severe underweight is 5 percent, severe stunting 12 percent and severe
wasting 2 percent in each zone. Incidence of malnourishment in children under 5 peaks at age 18
months when it declines gradually towards age 54 months. But underweight has another peak at age
42 months.

Children whose mothers have secondary or higher education are the least likely to be underweight
(17 percent), stunted (23.7 percent) or wasted (9.1 percent); children of mothers with no education or
with non-standard curriculum have relatively higher prevalence of malnutrition than the others.

Boys appear to be slightly more likely to be underweight than girls (26.2 versus 24.3 percent), or
stunted (36.0 versus 32.6 percent), or wasted (11.0 versus 10.5 percent). By virtue of all the three
indices of malnutrition, malnourishment hardly surfaces until ages 6-11 months when it becomes
pronounced and rises sharply to peak at ages 12-23 months and drops gently afterwards (Figure 2).
This pattern is expected and is related to the age at which many children cease to be breastfed and
are exposed to contamination in water, food, and environment. Malnutrition in children decreases as
social economic status improves; it is at the most critical in children in the poorest and second
quintiles of wealth; it abates slightly in children at the third and fourth quintiles and falls more
significantly in those at the richest quintile with the figures of 16.3, 21.5 and 9.6 percent incidence of
underweight, stunted and wasted.

3.3 BREASTFEEDING

Breastfeeding for the first years of life protects children from infection, provides an ideal source of
nutrients, and is economical and safe. However, many mothers stop breastfeeding too soon and there
are often pressures to switch to infant formula, which can contribute to growth faltering and
micronutrient malnutrition and is unsafe if clean water is not readily available. The World Fit for
Children goal states that children should be exclusively breastfed for six months and continued
breastfeeding with safe, appropriate and adequate complementary feeding up to two years of age and
beyond.
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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 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 (separately for 0-3 months
and 0-5 months), as well as complementary feeding of children 6-9 months and continued
breastfeeding of children at 12-15 and 20-23 months of age.

Just 11.7 percent of children aged less than six months are exclusively breastfed. At age 6-9 months,
41 percent of children are receiving breast milk and solid or semi-solid foods; by age 12-15 months,
78 percent of children are still being breastfed and by age 20-23 months, 31 percent are still
breastfed. Girls were slightly more likely to be exclusively breastfed than boys at ages below six
months and still had the higher level for timely complementary feeding at ages 20-23 months; this
trend is neutralized at ages 12-15 months and completely reversed at ages 6-9 months. Urban
children received higher levels of exclusive breastfeeding and complementary feeding than their rural
counterparts and levels of exclusive or complementary breastfeeding increases as level of education
of the mother increases. Level of exclusive breastfeeding of children under six months of age
increased at the highest wealth quintiles; but relatively fewer children in these wealth classes were still
being breastfed at the higher ages.

3.4 SALTIODIZATION

lodine Deficiency Disorders (IDD) is the world’s leading cause of preventable mental retardation and
impaired psychomotor development in young children. In its most extreme form, iodine deficiency
causes cretinism. It also increases the risks of stillbirth and miscarriage in pregnant women. lodine
deficiency is most commonly and visibly associated with goitre. IDD takes its greatest toll in impaired
mental growth and development, contributing in turn to poor school performance, reduced intellectual
ability, and impaired work performance. In Nigeria, there has been a strong effort by Government
through its National Agency for Food and Drug Control (NAFDAC) to counter iodine deficiency in the
diet of the household in a deliberate effort to achieve the international goal of sustainable elimination
of iodine deficiency within a reasonable limit of time.

The indicator is the percentage of households consuming adequately iodized salt (>15 parts per
million — ppm). Table NU.5 shows details of salt consumption. In over 91 percent of households, salt
used for cooking was tested for iodine content by using salt test kits. Over four percent of the
households had no salt. Salt was found to contain 15 ppm or more of iodine in 75 percent of the
households. Use of adequately iodized salt was lower in the rural areas than in the urban (73 versus
80 percent), and increased from the poorest households (62.4 percent) to the richest households with
84 percent consumption of adequately iodized salt. Such consumption was lower in the North
particularly in the North East (66.4 percent) than in the South particularly in the South East with 86
percent.

3.5 IMMUNIZATION

According to UNICEF and WHO guidelines, a child should receive a BCG vaccination to protect
against tuberculosis, three doses of DPT to protect against diphtheria, pertussis, and tetanus, three
doses of polio vaccine, and a measles vaccination by the age of 12 months. Mothers were asked to
provide vaccination cards for children under the age of five. Interviewers copied vaccination
information from the cards onto the MICS3 questionnaire. Otherwise, mothers or caretakers were
asked to recall information about immunization history of the child whether or not the child had
received each of the vaccinations and the frequency of such vaccination.

The percentage of children aged 12 to 23 months who received each of the vaccinations is shown in
Table CH.1. The denominator for the figures is the number of all children aged 12-23 months; thus
only children who are old enough to be fully vaccinated are counted. In the top panel, the numerator
includes all children who were vaccinated at any time before the survey according to the vaccination
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card or the mother’s report. These therefore represent gross rates. The bottom panel gives net
vaccination rates where the numerator is the number of only those who were vaccinated before their
first birthday. For children without vaccination cards, the proportion of vaccinations given before the
first birthday is assumed to be the same as for children with vaccination cards. Most of the reported
cases of vaccination were not confirmed by health cards but by the mother’s report only; 16.4 percent
of children aged 12 — 23 months had all the nine (9) vaccinations with more than two in three of this
number having vaccination cards to confirm having had the vaccinations. The chance of the
vaccinated child having vaccination cards increased to almost half (0.5) as the child takes the last
doses of Polio (Polio3) and DPT (DPT3) respectively.

Approximately 51 percent of children aged 12-23 months received a BCG vaccination by the age of
12 months and the first dose of DPT was given to 46 percent. The DPT percentage declines for
subsequent doses to 39 percent at the second dose, and 28 percent at the third dose (Figure 2).
Similarly, fewer than 53 percent of these children received Polio 1 by age 12 months declining to
fewer than 28 percent by the third dose. The coverage for measles vaccine by 12 months of age is
just 38 percent. The percentage of children who had all eight recommended vaccinations by their first
birthday is only 11 percent. The table shows that there were children who received each of the
vaccinations after the age of 1 year. Some 38 percent of children aged 12 - 23 had no vaccination at
all.

Vaccination cards show that 17 percent of children aged 12-23 months at the time of the survey
received BCG; 17, 16 and 14 percent received DPT1, DPT2 and DPT3 respectively; 15, 16, 14 and
13 percent received Polio0, Polio1, Polio2 and Polio 3 respectively; 14 percent had measles
vaccination while 12 percent received all the 8 vaccinations (see Figure 2) These indications from the
health cards are commonly 50 percent of the figures by unsubstantiated mother’s report. Apparently,
most of the children who had all vaccinations have health cards.

Immunization figures varied widely across states but there is a definite geopolitical zonal trend; the
South has relatively good figures particularly the South East and South West while the North returns
poor figures particularly the North East and the North West; the North West has very poor record of
vaccination. Vaccination improves as level of mother’s education and wealth status improve. Urban
figures are much higher but gender seems unimportant (Table CH.2)

Figure 2: Percentage of children 12-23 months who
received immunizations by age 12 months, Nigeria 2007
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3.6 ANTIBIOTIC TREATMENT OF CHILDREN WITH SUSPECTED PNEUMONIA

Pneumonia is the leading cause of death in children and the use of antibiotics in under-five children
with suspected pneumonia is a key intervention. Children with suspected pneumonia are those who
had an illness with a cough accompanied by rapid or difficult breathing and whose symptoms were
due to a problem in the chest and a blocked nose. This question was limited to children who had
suspected pneumonia within the previous two weeks and whether or not they had received an
antibiotic within the previous two weeks.

Table CH.7 presents the use of antibiotics for the treatment of suspected pneumonia in under-five
children by sex, age, region, residence, and family wealth. Over 46 percent of Nigeria's under-five
children with suspected pneumonia during the two weeks prior to the survey had received an
antibiotic. The percentage was considerably higher in the urban than in the rural sectors (over 59
versus less than 41 percent). The southern zones show higher percentage figures of antibiotic
treatment of pneumonia particularly the South East with 63 percent, which declines to 38 percent in
the North East. Antibiotic treatment of suspected pneumonia is very low among the poorest
households (under 30 percent) and among children of illiterate mothers (35 percent). The results for
the states are not dependable given low reported cases of pneumonia per state; hence, data for the
states are omitted.

3.7 SoLib FUEL USE

Cooking with solid fuels (biomass and coal) leads to high levels of indoor pollution and is a major
cause of ill health in the world, particularly among under-5 children, in the form of acute respiratory
illness. Table CH.8 shows data on use of solid fuel in the survey. Nationally, 75 percent of all
households in Nigeria are using solid fuels for cooking; more than twice the number of rural
households (92 percent) use such fuel compared to those in urban areas (41 percent). Differentials
with respect to household wealth and the educational level of the household head are also emphatic.
The percentage declines from 99 percent for the poorest families to 22 percent for the richest and
from 93 and 88 percent for households whose heads had no education or had non-formal education
respectively to 48 for those headed by persons with at least secondary education. The table clearly
shows that the percentage is high due to high level of use wood for cooking purposes.

3.8 MALARIA

Malaria is a leading cause of death of children under age five in Nigeria. It also contributes to anaemia
in children and is a common cause of school absenteeism. Preventive measures, especially the use
of mosquito nets treated with insecticide (ITNs), can dramatically reduce malaria mortality rates
among children. In areas where malaria is common, international recommendations suggest treating
any fever in children as if it were malaria and immediately giving the child a full course of
recommended anti-malarial tablets. Children with severe malaria symptoms, such as fever or
convulsions, should be taken to a health facility. Also, children recovering from malaria should be
given extra liquids and food and should continue breastfeeding.

The MICS3 questionnaire incorporates questions on the use of bed nets, both at household level and
among children under five years of age, as well as intermittent preventive therapy for malaria and anti-
malarial treatment. MICS3 results indicate that household availability of mosquito nets in Nigeria is 4.7
percent and of insecticide-treated nets 4 percent (CH.10). The survey did not distinguish between
long lasting or other treatment as that distinction is not yet public knowledge.

ITN use is very low; results indicate that 4.1 percent of children under the age of five slept under any

mosquito net the night prior to the survey and 3.5 percent slept under an insecticide treated net (Table
CH.11). ITN use among children under five is more prevalent in the urban than rural areas (5.5 versus
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2.6 percent); it declines rather steadily as age of child increases and improves as family wealth
increases. State variation in ITN use is very wide with prevalence figure ranging an invisible 0.1
percent in Bauchi state to the impressionable figure of 21 percent in Cross River state and from less
than 2 percent in North West geopolitical zone to 8 percent in South South zone (Table CH 11). The
large figure recorded for Cross Rivers, though too outlying, reflects a highly positive though aberrant
phenomenon.

Questions on the prevalence and treatment of fever were asked for all children under age five.
Approximately 13 percent of under-five children were ill with fever in the two weeks prior to the MICS3
(Table CH.12). Fever prevalence peaked at 12-23 months (15 percent) and declined to about 12
percent at ages 36 to 59 months; evidence is that it was highest for children of mothers with primary
education and lowest for those whose mothers had no education; it also peaked at in families in the
middle class (second to fourth wealth quintiles). There was little difference in fever prevalence among
the males and females (13 versus 12.3 percent) but was somewhat higher in the rural areas than in
the urban (13.1 versus 11.5 percent). State variation in prevalence of fever is very wide (3.6 percent in
Adamawa state in North East to 29 percent in Ebonyi in the South East) (Table CH.12); the highest
prevalence rates are in the south-eastern states and the lowest rates are in the south western, north-
eastern and north-central states respectively. Incidence of fever was perhaps misreported, probably
under-reported due to inability of parents to identify the correct symptoms. There are significant
differentials by the geopolitical zones. The South West, North East and North Central zones each
recording 10 percent prevalence of fever against 12 percent in the North West, 19 percent in the
South East and 20 percent in the South South; the rate apparently increases as the swampy, rain and
deltaic coast is approached particularly from the North east to the south.

Mothers were asked to report all of the medicines given to a child to treat the fever, including any
medicine given at home or given or prescribed at a health facility. Overall, 52 percent of children with
fever in the last two weeks were treated with an “appropriate” anti-malarial drug and 36 percent
received anti-malarial drugs within 24 hours of onset of symptoms.

“Appropriate” anti-malarial drugs include chloroquin, SP, artimisinin combination drugs, etc. In Nigeria,
36 percent of children with fever were given chloroquine, seven percent had SP, five percent were
given quinine, 2.4 percent received artemisinin combination therapy, while only two percent were
given amodiaquine. A relatively large percentage of children (nine percent) were given other types of
medicines that are not anti-malarials, including anti-pyretics such as paracetamol, aspirine or
ibuprofen.

The use of appropriate anti-malarial drugs in the treatment of malaria is independent of child age. It is
slightly more likely for the male child (53 percent) than females (51 percent), more prevalent in the
urban (63 percent) than rural areas (48 percent); and increases with level of mother’'s education and
with wealth status of the family. Regional trend of use of appropriate drugs in the treatment of malaria
is rather inconsistent; but the north-central states have the highest use figure of 64 percent, followed
by south-western and north-western states with 58 and 55 percent respectively; the North-eastern
states record the lowest figure of fewer than 42 percent. (Table CH. 12).

3.9 WATER AND SANITATION

Safe drinking water is a basic necessity for good health. Unsafe drinking water can be a significant
carrier of diseases such as trachoma, cholera, typhoid, and schistosomiasis. Drinking water can also
be tainted with chemical, physical and radiological contaminants with harmful effects on human
health. In addition to its association with disease, access to drinking water may be particularly
important for women and children, particularly in rural areas, who bear the primary responsibility for
carrying water, often for long distances.
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An overview of the percentage of household members using improved sources of drinking water and
sanitary means of excreta disposal is presented in Table EN.7 Overall, less than 28 percent of the
household members use improved sources of drinking water and sanitary means of excreta disposal.
Sectors, geopolitical zones, education and wealth status all respectively show strong association with
these habits. An incredible one percent of the poorest quintile lives out the two health habits against
70 percent of the richest quintile; less than 14 percent of households headed by persons with no
education and less than 16 percent of the rural households respectively do so. North-south differential
is strong as the North-west records 18 percent that is only half of the figures by each of the 3 southern
zones. State disparities are very large; the north-eastern states of Taraba (5 percent) and Yobe (6
percent) hardly make an impression south-western states of Ogun (59 percent) and Lagos (67
percent) make some relatively respectable figure.

The distribution of the population by source of drinking water is shown in Table EN.1 and Figure 3.
The population using improved drinking water sources are those who use any of the following types of
supply: piped water, public tap, borehole or tube well, protected well, protected spring or rainwater.
Overall, 49 percent of the population has access to improved drinking water sources — 76 percent in
urban areas and 37 percent in rural areas. There are North-South as well as zone-zone disparities;
the situation in the Northern states is considerably worse than in the South; it is a constant 42 percent

Figure 3: Percent distribution of the population by source of
drinking water, Nigeria 2007
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in the 3 northern zones, constant 54 percent in the south-eastern and south-southern zones and 71
percent in the south-west. State disparities in availability of improved sources are enormous;
availability ranged from 18 percent in Gombe state to almost 80 percent in Oyo state. Apparently,
relative significance of each improved source of water supply is consistent across states.

Overall, the tube well/borehole is the main improved source of drinking water for the population
accounting for 22 percent of the total water supply followed by protected wells with 13 percent. Piped
water accounts for less than 13 percent of the water supply source (Table EN.1). Access to improved
sources of drinking water increases with wealth status of the household; the poorest families have 14
percent access while the richest have over 80 percent access to improved water sources. Education
of the household head and wealth status are critical factors; the likelihood of the household using
improved sources of water increases as the level of education of the household head increases or as
wealth status improves. Fourteen percent of households in the poorest wealth quintile use improved
source of water against 81 percent of households in the richest quintile; the figure is 66 percent
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among households headed by persons with secondary education or higher as against 37 percent
among those headed by persons with no education

Inadequate disposal of human excreta and poor personal hygiene are associated with a range of
diseases including diarrhoeal diseases and polio. Improved sanitation facilities include: flush toilets
connected to sewage systems, septic tanks or pit latrines, ventilated improved pit latrines and pit
latrines with slabs; and composting toilets. Forty three percent of the population of Nigeria are living in
households using improved sanitation facilities (Table EN.5). This percentage is 70 in urban areas
and 31 percent in rural areas. Residents of the south-east (56 percent) and south-south (54 percent)
are the most likely to use improved facilities; the South- west (39 percent), North-west (34 percent)
and the North-central (30 percent) rank poorly in use of sanitary means of disposal of excreta. Level
of education of the household head as well as the wealth status of the family are important factors as
use of improved sanitation facilities increases as the level of education and wealth status appreciate.
Pit latrines are the most common sanitation facilities while the flush systems are prevalent in the more
urbanized states.

3.10 CONTRACEPTION

Current use of contraception was reported by 15 percent of women currently married or in union
(Table RH.1); nine percent use modern methods while just 5.5 percent use traditional methods. The
most popular method is the use of injectables that are used by 3.4 percent of married women in
Nigeria; the pill, periodic abstinence, condom, lactational amenorrhea method (LAM) and withdrawal,
respectively attracted 2.5, 2.0, 1.6, 1.4 and 1.3 percent of the women. Other methods were hardly
used.

Contraceptive prevalence is highest (33 percent) among women in the richest quintile of the
population and lowest (three percent) among women in the poorest quintile. Age and level of
education of the women, parity, and residence are important factors. Twenty-seven and ten percent of
urban and rural women, respectively practise any contraception. Adolescents are far less likely to use
contraceptive methods than the older women. Thus, while only about four percent of married or in
union women aged 15-19 use a method of contraception; almost 20 percent of women aged 35-39
years practice contraception although the figure declines slightly to 16 percent among the older
women. About two percent of women with no children used contraceptive methods; the figure rises to
18 percent among women with three or more children. In the North, contraceptive use is rare
particularly in the north-western states where less than five percent of the women use them. The
South is significantly more disposed to contraceptive use particularly in the south-western states
where 32 percent of the women are users. Women’s education level is strongly associated with
contraceptive prevalence. The percentage of women using any method of contraception rises from
five percent among those with no education to 20 percent among women with primary education, and
to 30 percent among women with secondary or higher education.

3.11  ASSISTANCE AT DELIVERY

The provision of delivery assistance by skilled attendants can greatly improve outcomes for mothers
and infants by the use of technically appropriate procedures, and accurate and speedy diagnosis and
treatment of complications. Skilled assistance at delivery is defined as assistance provided by a
doctor, nurse, midwife or auxiliary midwife.

About 44 percent of births occurring in the year prior to the MICS survey were delivered by skilled
personnel (Table RH.5). The percentage is highest in the South East zone at 85 percent and lowest in
the North West at 12 percent. The more educated a woman is, the more likely she is to have delivered
with the assistance of a skilled person. Fifteen percent of women with no education delivered with the
assistance of skilled personnel, the figure rising to 50 percent among the primary school educated
and to almost 77 percent among the secondary or higher school educated. Family wealth, residence
and age of women remain relevant. The figure rises from 12 percent in the poorest families to about

Nigeria MICS 2007 Preliminary Report 14



85 percent among the richest quintile of the population; and from 32 percent in the rural to 73 percent
in the urban areas. Some 29 percent of deliveries by women aged 15-19 years are assisted
professionally compared to around 50 percent for women aged 25-34 and less than 40 percent
among women in the last ten years of their reproductive age.

Almost one in three (31 percent) of the births in the year prior to the MICS survey were delivered with
assistance by a nurse/midwife. Doctors assisted with the delivery of 12 percent of births and auxiliary
nurses assisted with two percent. Also 20 percent of birth deliveries were by traditional birth
attendants (TBA) and about two percent by community health workers. There is a large disparity in
assisted deliveries over states but the midwife is the most available delivery assistance in most of the
states and the TBA displaces the midwife as the most popular assistance in the other states.

3.12 P RIMARY SCHOOL ATTENDANCE

Universal access to basic education and the achievement of primary education by the world’s children
is one of the most important goals of the Millennium Development Goals and A World Fit for Children.
Education is a vital prerequisite for combating poverty, empowering women, protecting children from
hazardous and exploitative labour and sexual exploitation, promoting human rights and democracy,
protecting the environment, and influencing population growth.

In Nigeria, the proportion of children of primary school entry age (age 6) attending grade 1 is generally
low; at 44 percent overall (Table ED.2). Gender differentials are minimal; however, significant
differentials are observed across geopolitical zones and states and urban-rural areas. North-South
disparity is very strong; the North east and North west zones have 23 and 30 percent of children of
primary school entry age in grade 1. The southern zones recorded relatively high figures ranging
between 72 and 76 percent. Children’s participation in primary school is timelier in urban areas (59
percent) than in rural areas (39 percent). A positive association with mother’s education and
socioeconomic status is observed; for mothers who have at least secondary school education, 69
percent children age 6 whose were attending the first grade; this is against 30 percent of children of
primary school age by mothers with no education. In rich households, the proportion is around 69
percent, while it is 20 percent among children living in the poorest households.

Overall, 64 percent of children of primary school age in Nigeria are attending primary school or
secondary school (Table ED.3); the figures are 58 percent and 81 percent in the rural and urban
areas, respectively. The primary school net attendance ratio is high in the south being over 90
percent, high in the North central (84 percent) and low in the other northern zones. As would be
expected, the ratio increases as level of education of the mother increases and as wealth status of the
household improves. Forty-six percent of children of primary school age whose mothers are not
educated are attending; the figure rises to about 91 percent where the mothers have primary
education and to 96 percent where the mothers have secondary or more education. At national level
male primary school attendance rate, 66 percent surpasses the female rate of 62 percent.

The net primary school completion rate and transition rate to secondary education are presented in
Table ED.6. At the time of the survey, only 36 percent of the children of primary completion age (11
years) were attending the last grade of primary education. This value should be distinguished from the
gross primary completion ratio which includes children of any age attending the last grade of primary
education. Some gender differential exists; the indicator is higher for male children (38 percent versus
34 percent for females). There is a trend for the indicator to increase from 18-21 percent in the North
to 41 percent in North central to 62 percent in the South South geopolitical zones. Net primary school
completion rate is positively associated with education of the mother and wealth of the household. It
increases from 13 percent in the poorest to 64 percent in the richest households and from 23 percent
of children of mothers with no education to 66 percent of those of mothers with at least secondary
education.
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Gender parity that expresses the primary and secondary net attendance rates of girls as percentage
of corresponding rates for boys is shown in Table ED.7. Gender parity for primary school is 0.94. The
figure is 0.99 for the southern states. The disadvantage of girls is particularly pronounced in the
Northern states, particularly the North West; girls living in poor households did not fare well as those
in other quintiles.

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 Nigeria’s MICS 2007 the indicator was part of the
women’s questionnaire only and the results are based only on females age 15-49. Literacy was
assessed on the ability of women to read a short simple statement or on school attendance. The
percent literate is presented in Table ED.8. The table shows that in Nigeria, female youth literacy rate
is 56 percent, i.e. only 11 out of every 20 women aged 15 — 24 years are literate. The rate increases
from 45 percent in the rural sector to 77 percent in the urban. It also increases from the North to the
South, from 21 percent in the North-west to 56 percent in the North-central and to over 80 percent in
any of the southern geopolitical zones. But it is negatively associated with the age of the young
woman. Women aged 15 — 19 are more literate (62 percent) than women aged 20-24 years (51
percent). It is less than one percent for women with no education, 14 percent for women with primary
education and 100 percent where the women have at least secondary education. Young women in the
poorest households are also only 14 percent literate as against 54 percent of them in middle wealth
quintile and 89 percent of the young women in the richest households.

3.13 BIRTH REGISTRATION

The International Convention on the Rights of the Child states that every child has the right to a name
and a nationality and the right to protection from being deprived of his or her identity. Birth registration
is a fundamental means of securing these rights for children.

The births of 23 percent of children less than five years of age in Nigeria have been registered (Table
CP.1). There are variations in birth registration across sex, age of child, education of mother, socio-
economic status of the household, residence, and states. A female birth has a slightly lower chance of
being registered than the male’s (22.5 percent versus 24 percent). The chance also increases with
age of the child, level of education of the mother and wealth quintile of the household. It increases
slowly from 20 percent among under-one children to 26 percent among children aged 48—-59 months;
markedly from 13 percent for children of uneducated mothers to 43 percent for those of secondary or
higher school educated mothers; and from nine percent for the poorest quintile of the population to 51
percent among the richest quintile.

Percent birth registration of under-five children is only 15 percent in the rural against 43 percent in the
urban areas, the huge difference being primarily due to the more pronounced poverty and low
education in the rural areas and to a relatively large presence of mothers who do not know if their
child’s birth was registered. Variations between states are very large ranging from as low as 5-8
percent in some northern states to 59 percent in Lagos. Cost, travel distance, and lack of knowledge
do not appear to be real reasons for differences in prevalence of birth registration as no serious
correlation could be established between these factors and prevalence of birth registration.

3.14 EARLY MARRIAGE

Child marriage is a violation of human rights, compromising the development of girls and often
resulting in early pregnancy and social isolation, with little education and poor vocational training
reinforcing the gendered poverty. Women married at younger ages are more likely to drop out of
school and experience higher levels of fertility, domestic violence, and maternal mortality.
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The percentage of women married at various ages is provided in Table CP.5. Over 15 percent of the
women of reproductive age (15-49 years of age) in Nigeria married before age 15 and 40 percent of
the women aged 20-49 married before age 18. Early marriage is related to residence, education of the
mother, wealth status of family, zones and states. Marriage before age 15 among women of
reproductive age is more pronounced in the rural areas (19 percent) than in the urban areas (8
percent). It is more prevalent among daughters of women with non formal education (39 percent) than
those with no education (26 percent) while daughters of women with secondary education or higher is
4 percent. Early marriage is a problem of the poor where 25 percent of girls in the poorest quintile are
married early compared to just 5 percent of the richest quintile. It increases northwards from 5 percent
in the south-west or 6 percent in the south-east to 11 percent in north central and to 33 percent in the
most northern north-west. Prevalence of marriage before 18 among women of reproductive age
follows almost identical differential pattern across wealth status, zones, education and age of women;
but the figures are relatively higher declining from 72 percent in the north-central to 17 percent in the
North-east and south-east respectively, decreasing from 41 percent in the rural to 35 percent in the
urban areas, from 58 percent among women with no education to 16 percent among women with
secondary education or higher. For women with non formal education, the figure is as high as 76
percent. The figure also decreases from 57 percent among the poorest quintile to 18 percent among
women in the richest quintile of the population.

3.15 KNOWLEDGE OF HIV/AIDS TRANSMISSION AND CONDOM USE

One of the most important prerequisites for reducing the rate of HIV infection is accurate knowledge of
how HIV is transmitted and strategies for preventing transmission. Correct information is the first step
toward raising awareness and giving young people the tools to protect them from infection.
Misconceptions about HIV are common and can confuse young people and hinder prevention efforts.
More than three out of every 4 interviewed women (77 percent) have heard of AIDS (Table HA.1).
However, the percentage of women who know of all three main ways of preventing HIV transmission
is just over 1 in 4 (27 percent). Forty-six percent of women know of having one faithful uninfected sex
partner, 2 in 3 women (63 percent) know of using a condom every time, and 44 percent know of
abstaining from sex as main ways of preventing HIV transmission. While 70 percent of women know
at least one way, 30 percent do not know any of the three ways. Wealth status, education and
residence status are associated with knowledge of prevention of HIV/AIDS. The rich and the educated
are respectively better informed and more knowledgeable about HIV/AIDS and methods of its
prevention than the poor and the uneducated. About 19 out of every 20 women with at least
secondary education or in the richest quintile have heard of HIV/AIDS or know at least one way of its
prevention; the figure reduces to less than 60 percent for women with no education or in the poorest
quintile. Also about 40 percent of women with secondary education or higher or of women in the
richest socio-economic class know all three ways of HIV/AIDS prevention as against 15 percent of the
women in the lowest echelon. This pattern of relative differentials runs through data on knowledge of
each of the three methods. Age of women is not important.

Table HA.3 presents the percentage of women 15-49 years who know two ways of preventing
transmission of HIV. Knowledge of HIV prevention methods among women in Nigeria is low, fewer
women identify misconceptions about HIV transmission and fewer have comprehensive knowledge
(identify two prevention methods and three misconceptions). Such knowledge is highly associated
with residence, education, age, wealth status and states or geopolitical zones. Overall, fewer than 40
percent of women report knowing two prevention methods; 30 percent claim ability to identify
misconceptions while only 18 percent possess comprehensive knowledge. Just over 34 percent of the
rural women and almost 50 percent of their urban counterparts know two HIV prevention methods; the
knowledge increases as level of education or family wealth increases, from 24 percent for women with
no education to 54 percent for women with secondary school or higher education; and from 21
percent of women in the poorest quintile to about 55 percent of women in the richest quintile. But the
knowledge increases from the North to the South, for instance 29 percent in the North East to 51
percent in the South South and from the young to the old, e.g. 40-44 percent of the 15-29 year old to
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34-36 percent among the 40-49 year old. Ability of women to identify misconceptions about HIV
transmissions and possession of comprehensive knowledge about transmission follows the same
trend across regimes of residence, wealth quintile, age, education, and geopolitical divisions.

A key indicator used to measure countries’ responses to the HIV epidemic is the proportion of young
people 15-24 years who know two methods of preventing HIV, who reject two misconceptions and
who know that a healthy looking person can have HIV. About 19 percent of young women in Nigeria
have such comprehensive correct knowledge of HIV; 42 percent claim knowledge of two prevention
methods and 30 percent can identify misconceptions.

Promoting safer sexual behaviour is critical for reducing HIV prevalence. The use of condoms during
sex, especially with non-regular partners is especially important for reducing the spread of HIV. Over
half of new HIV infections are among young people 15-24 years thus a change in behaviour among
this age group will be especially important to reduce new infections. Condom use during sex with men
other than husbands or live-in partners (non-marital, non-cohabiting) was assessed in women 15-24
years of age who had sex with such a partner in the previous year (Table HA.9). Of the women 15-24
years old, 39.4 percent report having high risk sex i.e. sex with a non-regular partner in the 12
months prior to the MICS and 39.2 percent of the women used a condom in their last such act.

Urbanization, education and family wealth respectively promote the practice of high risk sex among
young women; it increases from 34 percent in the rural areas to 55 percent in the urban, from 14
percent among the young with no education to over 68 percent among the secondary or higher school
educated and from 20 percent among young women in the poorest quintile to over 61 percent among
the richest quintile. Prevalence of high risk sex among the young women also varies with
state/geopolitical zone. The North West reported a figure of five percent against 32, 44, 51, 73 and 73
percent respectively for the North Central, North East, South West, South East and South South
respectively. The use of condom during high risk sex is also associated with residence, education and
wealth status. Seven percent of women with no education used condom during their last higher risk
sex, the figure rises to 47 percent among those with secondary education or higher. The figure also
increases from 14 percent among the young in the poorest quintile to 59 percent among those in the
richest quintile. (see Table HA 9)

3.16 ORPHANS AND VULNERABLE CHILDREN SCHOOL ATTENDANCE

As the HIV epidemic progresses more and more, children are becoming orphaned and vulnerable due
to HIV and AIDS. Children who are orphaned or living away from their parents may be at increased
risk of neglect or exploitation if the parents are not available to assist them. Monitoring the variations
in educational outcomes for children who have lost both parents (double orphans) versus children
whose parents are alive (and who live with at least one of these parents) is one way to ensure that
children’s rights are being met even after their parents have died or are no longer able to care for
them.

In Nigeria, 1 percent of children aged 10-14 have lost both parents (Table HA.12); only 61 percent of
these double orphans are currently attending school. But among 84 percent of children ages 10-14
have both parents and are living with at least one such parent; 66 percent of the number are attending
school. This suggests that the double orphans are disadvantaged in matters of primary school
attendance.
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Table CH.7: Antibiotic treatment of pneumonia

Percentage of children aged 0-59 months with suspected pneumonia who received antibiotic treatment, Nigeria, 2007

Percentage of children aged 0-59 Number of children aged 0-59 months
months with suspected pneumonia with suspected pneumonia in the two
who received antibiotics in the last two  weeks prior to the survey
weeks*
Sex
Male 47.3 173
Female 454 154
Geopolitical zones
North central 40.2 62
North east 37.9 79
North west 524 77
South east ** (16)
South south 47.6 68
South west ** (23)
Area: Sector
Rural 40.6 225
Urban 59.2 101
Age
0-11 months 55.7 63
12-23 months 35.1 62
24-35 months 33.6 64
36-47 months 58.5 82
48-59 months 45.2 56
Mother’s education
None 35.2 134
Primary 53.0 91
Secondary + 54.8 96
Non-standard curriculum * (5)
Wealth index quintiles
Poorest 294 60
Second 35.7 64
Middle 423 67
Fourth 51.7 60
Richest 67.8 77
Total 46.4 327

*MICS indicator 22
** Observation is less than 25

Nigeria MICS 2007 Preliminary Report 20



AN T4
816G
v0L'G
892'G
Glo's
0€2'G

699
7898
L0¥'S
6€6°L1

€488
288'LL

1087
00y
19T
82L'G
16€°9
v0L'e

spjoyssnoy
40 JaquinN

0°S.
(A4
WA
6€6
€6
1’66

7’68
78y
9/
926

vy
L6

1)
6.9
€08
1’6
L'29
WA

,BU002 I0}
S|an} pijos

0001
000}
000}
000}
000}
000}

000}
000}
000}
000}

000}
000}

000}
000}
000}
000}
000}
000}

[el0l

8¢
L0
70
0l
60
80
€0
€0
€0
L0

L0

80In0s
J83yio

v'e
¢0
€0
vl
00
cl
00
00
10
G

00

anpisal doio
[eanjnouby

'€
00
10
60
00
L0
00
00
00
v

00

Bunp
[ewiuy

69
¢0
70
e
10
8l
00
00
10
(A

90

sselb ¢
sqniys
‘mess

%4

417}
a8l
0°c9
g6
0°¢6
cl6

LGl
7%
47
898

8'Ge
cl8

L'/S
v'.9
861
1A%
g'69
G'c8

POOM

el
€¢
9¢
A
A
L0
¢l
G0
€0
90

8¢

[e0oiey)

00
¢0
10
00
¢0
00
10
10
10
00

¢0

auby
‘[e0D

0°€e
6'1.
¢ee
0°G
vl
10

8¢
6Ly
L'le
€9

98
€l

0ve
0°0€
06l
09
8¢t
Ay

CIUERIONE)Y]

¢0
g0
1’0
00
g0
00
00
1’0
00
00

00

seboig

00
L0
00
10
L0
10
00
v'0
10
00

Al

seo)
[eaneN

poday dLuvuiuitjaAd L0 SOIN PHISIN

62 J03ea1pu] DA ‘¥ 403ed1pul SOIN «

G0 €0 ejoL
4 0l 1sayory
00 €0 yuno4
00 00 SIPPIN
00 10 puooss
00 00 Jse100d
sajiuinb xapul yjeap
wn|naLINg
80 00 pJepuejs-uoN
A L0 + f1epuodag
10 10 Rewd
00 10 BUON
peay pjoyasnoy jo uonjeanp3y
Zl L0 ueqin
10 1’0 [einy
10)93g :ealy
00 90 Jsam ynos
0l €0 yinos yinog
¢0 00 Ises yinog
10 10 1SeM YLION
Ll L0 1ses YLoN
00 L0 [eJusd YLON
sauoz [edanijodoan

(od1)

seo)

wnsjoliad
payinbiy  Ajoupos|3

100z ‘eusbiN ‘Buooa Joj sjany pijos Buisn spjoyasnoy jo abejusaiad pue ‘jan} Buiyood Jo adA} 0} BuipIod2E SPIoYasnoy JO UolNgLISIP JUSJIBd

asn [any pljos :g'H dlqel



Table CH.11: Children sleeping under bed

Percentage of children aged 0-59 months that slept under an insecticide treated net during the previous night, Nigeria,
2007

Percentage of children who: Number of
Sleptunder ~ Sleptunder  Sleptunder Sleptunder Don'tknow  Did not children
abednet*  an insecticide an a net but if slept sleep under  aged 0-59
treated net™  untreated ~ dontknow underanet  abednet months
net if treated

Sex
Male 338 3.3 0.4 0.1 0.8 95.4 8,396
Female 45 3.7 0.5 0.3 038 94.7 8,153
Geopolitical zones
North central 38 26 1.0 0.2 0.9 95.2 2,041
North east 34 3.0 0.3 0.1 1.0 95.6 4,070
North west 25 1.8 0.6 0.1 0.3 97.3 4,668
South east 6.8 5.4 0.7 0.7 1.2 92.0 1,292
South south 8.5 79 0.3 0.3 0.5 91.0 2,263
South west 33 3.1 0.0 0.2 1.7 95.0 2,215
Area: Sector
Rural 3.3 26 0.4 0.2 0.8 95.9 11,550
Urban 6.2 5.5 0.5 0.2 0.8 93.0 4,999
Age
0-11 months 5.7 5.2 0.4 0.2 0.8 93.5 3,374
12-23 months 47 3.7 0.8 0.2 0.8 94.6 3,187
24-35 months 34 28 0.4 0.3 0.7 95.9 3427
36-47 months 3.9 3.2 0.5 0.2 0.8 95.3 3,727
48-59 months 3.0 26 0.3 0.2 1.1 95.9 2,833
Wealth index quintiles
Poorest 1.1 0.7 0.3 0.0 1.0 97.9 3,214
Second 22 1.5 0.6 0.1 0.6 97.2 3,389
Middle 3.6 28 0.4 0.3 1.0 95.4 3,293
Fourth 5.3 48 0.3 0.2 0.8 93.8 3,339
Richest 8.5 76 0.6 0.3 0.7 90.8 3,315
Total 4.1 3.5 0.5 0.2 0.8 95.0 16,549

* MICS indicator 38
** MICS indicator 37; MDG indicator 22
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