Version 15/02/2013
UGANDA MCH/NUTRITION SURVEILLANCE SYSTEM
QUESTIONNAIRE FOR WOMEN OF REPRODUCTIVE AGE (WRA)
	IDENTIFICATION

	C001  EA NAME    ___________________________________________________________________________________________________
C002  NAME OF HOUSEHOLD HEAD:  __________________________________________________________________________________
C003 HOUSEHOLD NUMBER  ……………………………………………………………………………………
C004 SAMPLED HOUSEHOLD NUMBER  ……………………………………………………………………..

C005 NAME AND LINE NUMBER OF WOMAN______________________________________________



	INTERVIEWER VISITS

	
	1
	2
	3
	FINAL VISIT

	C006  DATE
	______________
	______________
	______________
	                        C010  DAY  


	

	
	
	
	
	C011  MONTH
	

	
	
	
	
	C012  YEAR
	

	C007 INTERVIEWER’S NAME
	______________
	______________
	______________
	C013 INTER. NO
	

	C008  RESULT
	______________
	______________
	______________
	C014 RESULT
	

	NEXT VISIT                DATE
                                   TIME
	
	
	
	C015 TOTAL NUMBER OF VISITS
	

	*RESULT CODES:   1 COMPLETED              3 POSTPONED   5  PARTIALLY COMPLETED    7 OTHER   ________________________________
                                  2  NOT AT HOME          4 REFUSED         6  INCAPACITATED                                                  (SPECIFY)

	C016  LANGUAGE OF THE QUESTIONNAIRE
	
	

	C017  LANGUAGE USED IN THE INTERVIEW
	
	

	C018  NATIVE LANGUAGE OF THE RESPONDENT
	
	

	C019  TRANSLATOR USED (NOT AT ALL = 1; SOMETIMES = 2; ALL THE TIME = 3)
	
	

	LANGUAGE USED:    01   ATESO            04 LUO                                        07 NGAKARAMOJONG
                                     02  LUGANDA       05 RUNYANKOLE-RUKIGA       08  ENGLISH

                                     03  LUGBARA       06 RUNYORO-RUTORO            96  OTHER (SPECIFY)     _________________
	

	C020 SUPERVISOR
	C021 FIELD EDITOR
	C022 OFFICE EDITOR
	C023 KEYED BY

	NAME:  _________________
	
	NAME:  _________________
	
	
	


	D. GENERAL CHARACTERISTICS OF RESPONDENT

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	D001
	In what month and year were you born?
	MONTH


DON’T KNOW MONTH  
…...
 98
YEAR


DON’T KNOW YEAR 

9998

	D002
	How old were you at your last birthday?


	AGE IN COMPLETED YEARS


DON’T KNOW

 98

	ADD YEAR FROM D001 AND AGE FROM D002,AND ENTER TOTAL ____________________

IF WOMAN HAD A BIRTHDAY IN 2012, THE TOTAL SHOULD BE  2012 
IF THE WOMAN HAS NOT YET HAD A BIRTHDAY IN 2012, THE TOTAL SHOULD BE  2011.
IF THE AGE OF RESPONDENT IS NOT BETWEEN 15-49 YEARS, END INTERVIEW AND SELECT ANOTHER WOMAN IN HOUSEHOLD.



	D003
	What is your religion?
	CATHOLIC

1

PROTESTANT

2

MUSLIM

3

PENTECOSTAL

4

SDA

5

OTHER:     _______________________________________

88
                                              (SPECIFY OTHER)



	D004
	What is your tribal affiliation? 
	MUGANDA

1

MUNYANKOLE

2

MUSOGA

3

MUKIGA

4

ATESO

5

OTHER:    _______________________________________

88
                                               (SPECIFY OTHER)


	D005
	Have you ever attended school?
	YES

1

NO ………………………………………………………………….2-> D008


	D006
	What is the highest level of school you attended: primary, ‘O’ level, ‘A’ level, or university or tertiary?
	PRIMARY

1

‘O’ LEVEL

2

‘A’ LEVEL

3

TERTIARY

4

UNIVERSITY

5



	D007
	What is the highest (class/year) you completed at that level?

IF COMPLETED LESS THAN ONE YEAR AT THAT LEVEL, RECORD ‘00’
	CLASS/YEAR  ………………………………………………. 

	D008
	Now I would like you to read this sentence to me.  

SHOW CARD TO RESPONDENT.

IF RESPONDENT CANNOT READ WHOLE SENTENCE, PROBE:

Can you read any part of this sentence to me? 
	CANNOT READ AT ALL

1

ABLE TO READ ONLY PARTS OF SENTENCE

2

ABLE TO READ WHOLE SENTENCE

3

NO CARD WITH REQUIRED LANGUAGE:

          SPECIFY LANGUAGE _________________________

4

BLIND/VISUALLY IMPAIRED

5




	E. DIETARY DIVERSITY IN WOMEN

	N°
	Now I would like to ask about liquids or foods that you may have had yesterday during the day or at night.   In am interested in whether you had the item even if it was combined with other foods.   



	E001
	Food made from grains, such as bread, rice, noodles, porridge (millet and maize), posho, kalo, or [other local grain food]
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E002
	Pumpkin, carrots, squash, or sweet potatoes that are yellow or orange inside or [other local yellow/orange foods]
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E003
	White potatoes, white yams, manioc, cassava, [other local root crops] or any other foods made from roots 

	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E004
	Any dark green leafy vegetables such as nakati, dodo, gobe, jobyo, buga, malakwang, or  [local dark green leafy vegetables]
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E005
	Ripe mangoes, ripe papayas or [other local vitamin A-rich fruits]
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E006
	Any other fruits or vegetables
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E007
	Liver, kidney, heart, or other organ meats
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E008
	Any meat, such as beef, pork, lamb, goat, chicken, or duck
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E009
	Eggs
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E010
	Fresh or dried fish, shellfish, or seafood
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E011
	Any foods made from beans, peas, lentils, nuts, or seeds [add any local names]
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E012
	Cheese, yogurt, or other milk products
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E013
	Any oil, fats, or butter, or foods made with any of these
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E014
	Any sugary foods such as chocolates, sweets, candies, pastries, cakes, or biscuits
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E015
	Condiments for flavor, such as chilies, spices, herbs, or fish powder
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E016
	Grubs, snails, or insects
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8


	E017
	Foods made with red palm oil, red palm nut, or red palm nut pulp sauce
	YES

1

NO

2

DON’T KNOW/NO RESPONSE

8



	F. CONSUMPTION OF FORTIFIED FOODS BY WOMEN 

	Now I am going to ask you about the consumption of certain foods and other things that are prepared in your house



	N°
	NAME OF THE FOOD
	A. Did you consume (NAME OF THE FOOD) yesterday, during the day or night?
	B. During the last 7 days, how many days did you consume (NAME OF FOOD)? 

	F001
	IF YOU CONSUME COARSE SALT IN THE HOUSE:

FOOD PREPARED WITH COARSE SALT?
	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   -> NEXT FOOD

DON’T KNOW…….......8  
	NUMBER OF DAYS: ______

DID NOT CONSUME..0 ->NEXT FOOD
DON’T KNOW…..……8  ->NEXT FOOD

	F002
	IF YOU CONSUME TABLE SALT (FINE) IN THE HOUSE:

FOOD PREPARED WITH TABLE SALT (FINE)?
	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   -> NEXT FOOD

DON’T KNOW…….......8  
	NUMBER OF DAYS: ______

DID NOT CONSUME..0 ->NEXT FOOD
DON’T KNOW…..……8  ->NEXT FOOD

	F003
	IF YOU CONSUME SALT FOR ANIMALS/LIVESTOCK IN THE HOUSE:

FOOD PREPARED WITH SALT FOR ANIMALS/LIVESTOCK?
	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   -> NEXT FOOD

DON’T KNOW…….......8  
	NUMBER OF DAYS: ______

DID NOT CONSUME..0 ->NEXT FOOD
DON’T KNOW…..……8  ->NEXT FOOD

	F004
	WHEAT FLOUR OR FOODS PREPARED IN THE HOUSE WITH WHEAT FLOUR?


	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   -> NEXT FOOD

DON’T KNOW…….......8  
	NUMBER OF DAYS: ______

DID NOT CONSUME..0 ->NEXT FOOD
DON’T KNOW…..……8  ->NEXT FOOD

	F005
	MAIZE FLOUR OR FOODS PREPARED IN THE HOUSE WITH MAIZE FLOUR?


	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   -> NEXT FOOD

DON’T KNOW…….......8  
	NUMBER OF DAYS: ______

DID NOT CONSUME..0 ->NEXT FOOD
DON’T KNOW…..……8  ->NEXT FOOD

	F006
	OIL OR FOODS PREPARED IN THE HOUSE WITH OIL?
	YES …………………...1

NO……………………..2

DO NOT CONSUME…3   
DON’T KNOW…….......8  
	Number of days: ______

Did not consume….…0 

Don’t know………...…8  

	F007
	How many times in the last week (last 7 days) have you eaten soil or earth from any source (for example, from termite mounds, walls of mud house, the market or the yard)?
	NUMBER OF TIMES  ………………………………………………….   

NOT EATEN ……………………………………………………………   99

	F008
	How many times in the last week (last 7 days) have you eaten charcoal?
	NUMBER OF TIMES  ………………………………………………….   

NOT EATEN ……………………………………………………………   99

	F009
	How many times in the last week (last 7 days) have you eaten uncooked rice?
	NUMBER OF TIMES  ………………………………………………….   

NOT EATEN ……………………………………………………………   99


	G. HISTORY OF PREGNACIES AND BIRTHS

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	G001
	Are you pregnant now?
	YES ……………………………………..……………………..1

NO ……………………………………………………………..2  -> G004
UNSURE ………………………………………………………8  -> G004

	G002
	How many months pregnant are you?

RECORD NUMBER OF COMPLETED MONTHS. 
	MONTHS …………………………………………….
UNSURE……………………………………………...        98

	G003
	Is this your first pregnancy?  (Including pregnancies that did not result in a live born child)
	YES………………………………………………………..…..1  -> J001
NO……………………………………………………………..2  ->G005

	G004
	Have you ever been pregnant?  (Including pregnancies that did not result in a live born child)
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->J001

	G005
	Have you ever had a pregnancy that miscarried, or was ended in a stillbirth (a pregnancy that ends after 6 months)? 
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->G012

	G006
	How many pregnancies ended after six months of being pregnant (as still births)?

RECORD ‘00’ IF NO PREGNANCIES ENDED IN STILLBIRTH
	Nº PREGNANCIES ENDING IN STILL

BIRTHS 

IF ‘00’ -> G010

	G007
	Did these children show any signs of life? For example, did they breathe or cry?
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  

	IF RESPONSE TO G007 IS YES, CORRECT QUESTIONS  G005 and G006


	G008
	In what Month and Year did you have the last still birth?
	MONTH


YEAR


DON’T KNOW

98.9898

	IF IN QUESTION G008  ONLY ONE STILL BIRTH WAS REPORTED THEN -> G010

	G009
	In what Month and Year was the next to last still birth?
	MONTH


YEAR


DON’T KNOW

98.9898

	G010
	There are women who lose their pregnancy before completing six months of pregnancy.  Have you ever lost a pregnancy before completing six months of pregnancy? 
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->G012

	G011
	How many pregnancy losses have you had (before completing 6 months)? 
	Nº OF PREGNANCY LOSSES


DON’T KNOW / DON’T REMEMBER

98

	G012
	Do you have any sons or daughters to whom you have given birth who are now living with you?
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->G014

	G013
	How many sons live with you?

And how many daughters live with you?

IF NONE, RECORD ‘00’
	A.   SONS AT HOME

B.   DAUGHTERS AT HOME 

C.   TOTAL AT HOME   

	G014
	Do you have any sons or daughters to whom you have given birth who are alive but do not live with you?
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->G016

	G015
	How many sons are alive but do not live with you?

And how many daughters are alive but do not live with you?

IF NONE, RECORD ‘00’
	A.   SONS ELSEWHERE

B.   DAUGHTERS ELSEWHERE 

C.  TOTAL ELSEWHERE

	G016
	Have you ever given birth to a boy or girl who was born alive, but later died?

IF NO, PROBE: Any baby who cried or showed signs of life but did not survive? 
	YES………………………………………………………..…..1  

NO……………………………………………………………..2  ->G018

	G017
	How many boys have died?

And how many girls have died?

IF NONE, RECORD ‘00’
	
A.   BOYS WHO DIED


B.   GIRLS WHO DIED


C.   TOTAL THAT DIED

 (IF NONE RECORD  00)

	G018
	COPY THE TOTALS FROM QUESTIONS  G013, G015  AND G017
To make sure that I have this right, you have had ___ births in your life, is that correct?
	TOTAL CHILDREN AT HOME (G013C)
TOTAL ELSEWHERE (G015C)
TOTAL BIRTHS THAT DIED (G017C)

	G019
	SUM THE TOTALS FROM G020 TO CALCULATE THE TOTAL NUMBER OF LIVE BIRTHS
	TOTAL NUMBER OF LIVE BIRTHS

(IF IS  ‘00’ GO TO J001)


	H. HISTORY OF LIVE BIRTHS 

	Now, I would like to record the names of all your births, whether still alive or not. 

Do not include any adopted children or children of your husband.  We will start with the most recent birth. 
RECORD THE NAMES OF ALL BIRTHS IN H001, AND ASK QUESTIONS HORIZONTALLY FOR EACH.  

RECORD TWINS OR TRIPLETS ON SEPARATE LINES. 

ONCE A BIRTH IS RECORDED THAT WAS BEFORE 1997 (IN H003)  - SKIP DOWN TO H007 

	Line No.


	H001.
What name was given to the last (previous) birth?


	H002.

Is (NAME) a boy or a girl?


	H003.

On what date was (NAME) born?

WHEN GETTING TO A BIRTH BEFORE 1997 GO TO H007

	H004.

Is (NAME) alive?


	H005.

How old was (NAME) when he/she died?

RECORD DAYS IF THE AGE WAS LESS THAN 1 MONTH;

MONTHS IF LESS THAN 2 YEARS

YEARS IF 2 YEARS OR MORE
	H006.

Were there any other live births between (NAME ON LINE ABOVE) and (NAME), including any children who died after birth?

	01. 
	LAST LIVE BIRTH 

Name: 
	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> NEXT BIRTH
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘

-> NEXT BIRTH
	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	      
	
	
	
	
	
	

	02.

  
	NEXT TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	
	
	
	
	
	
	

	03.
	3rd TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	04.
	4th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	05.
	5th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH



	H. HISTORY OF LIVE BIRTHS 

	Now, I would like to record the names of all your births, whether still alive or not. 

Do not include any adopted children or children of your husband.  We will start with the most recent birth. 
RECORD THE NAMES OF ALL BIRTHS IN H001, AND ASK QUESTIONS HORIZONTALLY FOR EACH.  

RECORD TWINS OR TRIPLETS ON SEPARATE LINES. 

ONCE A BIRTH IS RECORDED THAT WAS BEFORE 1997 (IN H003)  - SKIP DOWN TO H007. 

	Line No.


	H001.
What name was given to the last (previous) birth?


	H002.

Is (NAME) a boy or a girl?


	H003.

On what date was (NAME) born?

WHEN GETTING TO A BIRTH BEFORE 1997 GO H007

	H004.

Is (NAME) alive?


	H005.

How old was (NAME) when he/she died?

RECORD DAYS IF THE AGE WAS LESS THAN 1 MONTH;

MONTHS IF LESS THAN 2 YEARS

YEARS IF 2 YEARS OR MORE
	H006.

Were there any other live births between (NAME ON LINE ABOVE) and (NAME), including any children who died after birth?

	06. 
	6th TO LAST

Name: 
	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	      
	
	
	
	
	
	

	07.

  
	7th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	
	
	
	
	
	
	

	08.
	8th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	09.
	9th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH


	10.
	10th TO LAST

Name:


	MALE
1 

FEMALE
2 
	DAY
└─┴─┘ 

MONTH
└─┴─┘ 

YEAR
└─┴─┴─┴─┘ 

YEAR<1997>H007
	YES
1-┐

v

-> H006
NO…………..2
	DAYS
 1  └─┴─┘ 

MONTHS
 2  └─┴─┘ 

YEARS
 3  └─┴─┘ 


	YES ……...1 -> ADD BIRTH
NO………..2 -> NEXT BIRTH



	H. HISTORY OF LIVE BIRTHS

	H007
	How old were you when you had your first birth?
	AGE IN YEARS



DON’T REMEMBER

98


	I. MATERNAL AND CHILD HEALTH

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	I001
	SEE HOO3:  WAS THE LAST LIVE BIRTH BEFORE JANUARY 2007?
	BEFORE JANUARY 2007…………..1     --> GO TO J001
SINCE JANUARY 2007………..…… 2   

	I002
	SEE H003:  HOW MANY BIRTHS SINCE JANUARY 2007?
	


	SEE H001: RECORD IN I003 AND I004 THE NAME AND SURVIVAL STATUS (H001 AND H004) OF EACH LIVE BIRTH SINCE JANUARY 2007, EVEN IF THEY ARE NO LONGER ALIVE

	QUESTIONS
	LAST LIVE BIRTH
	NEXT-TO-LAST
	THIRD-TO- LAST

	I003
	LINE NUMBER OF BIRTH (SEE LINE NUMBER  OF SECTION H001 OF THIS QUESTIONNAIRE )
	
	
             

	

	NAME:
	_______________________

(CHILD’S NAME)
	_______________________

(CHILD’S NAME)
	_______________________

(CHILD’S NAME)

	I004
	ALIVE? (SEE H004 OF SECTION H OF THIS QUESTIONNAIRE)
	YES
..1       

NO
2       
	YES
1     

NO
2     
	YES
1     

NO
2     

	I005
	When you got pregnant with (NAME), did you want to get pregnant at that time?
	YES……….………1 ->   I007 

NO……….………..2       
	YES…………….…1 ->   I007 

NO………….……..2       
	YES……………...…1 ->   I007 

NO……………...…..2       

	I006
	Did you want to have a baby later on, or did you not want any (more) children?
	LATER................................ 1 NO MORE.
…………...….….2
	LATER................................ 1 NO MORE.
…………...….….2
	LATER................................ 1 NO MORE.
…………...….….2

	I007
	Did you see anyone for antenatal care while pregnant with (NAME)?
	YES .................................1  
	YES ......................1->  I010
	YES ......................1->  I010

	
	
	NO ........................2->  I012
	NO ........................2->  I033
	NO ........................2->  I033

	I008
	Where did you receive antenatal care during this pregnancy?

PROBE TO IDENTIFY TYPE(S) OF SOURCES:

Anywhere else?

IF UNABLE TO DETERMINE IF PUBLIC OR PRIVATE SECTOR, WRITE THE NAME OF THE PLACE.

_______________________________

     (NAME OF THE PLACE)
	HOME

  YOUR HOME………….….A

  OTHER HOME………...…B

PUBLIC SECTOR

  GOVT. HOSPITAL…….…C

  GOVT. HEALTH CTR…...D

  OTHER PUBLIC

  _________________........E

PRIVATE SECTOR

   PVT. HOSPITAL/

       CLINIC……………...….F

   OTHER PRIVATE

   _______________..........G

OTHER_____________.. . X

        (SPECIFY)
	
	

	I009
	Whom did you see? 

PROBE TO IDENTIFY EACH TYPE OF PERSON  AND RECORD ALL MENTIONED

Anyone else?


	HEALTH PERSONNEL

  DOCTOR ……………..…..A

  NURSE/MIDWIFE…….….B

  MEDICAL ASSISTANT/CLINICAL   OFFICER……………….….C

OTHER PERSON

  TRADITIONAL BIRTH   

       ATTENDANT ………...D

  COMMUNITY/VHT…..…..E

OTHER_____________ ….X

          (SPECIFY OTHER)
	
	

	I. MATERNAL AND CHILD HEALTH

	QUESTIONS
	LAST LIVE BIRTH
	NEXT-TO-LAST
	THIRD-TO- LAST

	I010
	How many weeks or months were you pregnant when you first received antenatal care for this pregnancy? 


	WEEKS................1 


MONTHS..............2 


DON’T KNOW.......................... 9.98


	WEEKS……........1 


MONTHS..............2 


DON’T KNOW........................... 9.98


	WEEKS…...........1 


MONTHS..............2 


DON’T KNOW................................9.98

	I011
	How many times did you receive antenatal care during this pregnancy?
	Nº OF TIMES  

DONT KNOW .........................98
	Nº OF TIMES  

DONT KNOW .........................98
	Nº OF TIMES  

DONT KNOW .........................98

	I012
	During this pregnancy, were you given or did you buy iron tablets or iron syrup? 

SHOW TABLETS/SYRUP EXAMPLES
	YES…………………….……1 

NO…………………..2->I014 

DON’T KNOW.…..…8->I014      
	
	

	I013
	During this whole pregnancy, for how many days did you take the tablets or syrup?

IF ANSWER IS NOT NUMERIC, PROBE FOR APPROXIMATE NUMBER OF DAYS. 
	___ ___ ___   DAYS

DON’T KNOW  ………… 998
	
	

	I014
	During the pregnancy of (NAME), did you take any of the following at least once?

SHOW EXAMPLES OF SUPPLEMENTS PROVIDED BY THE MINISTRY OF HEALTH]

Folic acid?.................................................

Antenatal tablets / multivitamins?..............
	YES                   NO

01                     02

01                     02

IF ALL RESPONSES  ARE ‘NO’, GO TO I016
	
	

	I015
	Who gave them to you?
PROBE:

Did anyone else give you folic acid or antenatal tablets?

MULTIPLE RESPONSE
	HEALTH PERSONNEL

  DOCTOR ………………... A

  NURSE/MIDWIFE…….….B

  MEDICAL ASSISTANT/CLINICAL   OFFICER……..…………….C

OTHER PERSON

  TRADITIONAL BIRTH   

       ATTENDANT …….…...E

  COMMUNITY/VHT………...F

OTHER____________ ….. X

        (SPECIFY OTHER)
	
	

	I016
	During this pregnancy, did you take any drug for intestinal worms?
	YES…………………...……1 

NO………………..……......2

           GO TO I018 

DON’T KNOW.…………….8      
	
	


	I. MATERNAL AND CHILD HEALTH

	QUESTIONS
	LAST LIVE BIRTH
	NEXT-TO-LAST
	THIRD-TO- LAST

	I017
	During the whole of this pregnancy, how many doses/times did you take drugs for intestinal worms?
	___ ___    NUMBER

DON’T KNOW  ………… 98
	
	

	I018
	During this pregnancy, did you take any drugs to keep you from getting malaria?
	YES…………………...………..1 

NO………………..………........2

           GO TO I023 

DON’T KNOW.……………......8 
	
	

	I019
	What drugs did you take?

RECORD ALL MENTIONED.   IF TYPE OF DRUG IS NOT DETERMINED, SHOW TYPICAL ANTIMALARIAL DRUGS TO RESPONDENT. 
	SP/FANSIDAR  ………….….  A

CHLOROQUINE   …….……   B

OTHER:  __________________  …….  X

   (SPECIFY OTHER)

DON’T KNOW  ……….……..  Z
	
	

	I020
	CHECK I019
CODE ‘A’ CIRCLED?

	YES………….…………………1 

NO……………...……...2->I023

	
	

	I021
	How many times did you take (SP/Fansidar) during this pregnancy?
	___ ___    NUMBER

DON’T KNOW  …………..… 98
	
	

	I022
	Did you get the (SP/Fansidar) during any antenatal care visit, during another visit to a health facility or from another source?
CIRCLE ALL THAT APPLY
	ANTENATAL VISIT  …..……. A
ANOTHER FACILITY VISIT…B
OTHER SOURCE ……………X
(SPECIFY OTHER SOURCE)


	
	

	I023
	As part of your antenatal care during this pregnancy, were any of the following done at least once?

Was your blood pressure measured?

Did you give a urine sample?

Did you give a blood sample?

Were you weighed?
	YES
	NO
	DON’T KNOW
	
	

	
	
	1
	2
	8
	
	

	
	
	1
	2
	8
	
	

	
	
	1
	2
	8
	
	

	
	
	1
	2
	8
	
	

	I024
	During this pregnancy, were you given an injection in the arm to prevent the baby from getting tetanus, that is, convulsions after birth?


	YES…………………….……1 

NO…………………..2->I026 

DON’T KNOW.…..…8->I026      
	
	

	I025
	 During this pregnancy, how many times did you get a tetanus injection?  

IF 7 OR MORE TIMES, RECORD ‘07’


	    NUMBER OF INJECTIONS

___ ___ 

DON’T KNOW ………………98
	
	

	I. MATERNAL AND CHILD HEALTH

	QUESTIONS
	LAST LIVE BIRTH
	LAST LIVE BIRTH
	THIRD-TO- LAST

	I026
	How many months ago was your most recent HIV test?
	MONTHS AGO ….    

YEARS AGO……………....95
NEVER BEEN TESTED ….99
	
	

	I027
	During any of the antenatal visits for your last birth were you given any information about:

A) Babies getting the AIDS virus from their mother?

B) Things you can do to prevent getting the AIDS virus?

C) Getting tested for the AIDS virus?
	
	YES
	NO
	DK
	
	

	
	
	A) AIDS FROM MOTHER
	1
	2
	8
	
	

	
	
	B) THINGS TO DO
	1
	2
	8
	
	

	
	
	C) TESTED FOR AIDS
	1
	2
	8
	
	

	I028
	Were you offered a test for the AIDS virus as part of your antenatal care?
	YES …………………..……….. 1

NO ……………………..……… 2

DON’T KNOW………...……… 8
	
	

	SEE I026:  IF “NEVER BEEN TESTED” GO TO I034

	I029
	I don’t want to know the results, but were you tested for the AIDS virus as part of your antenatal care?
	YES …………………..……….. 1

NO ……………………..2->I034
DON’T KNOW………...……… 8
	
	

	I030
	Usually, pregnant women receive counseling before being tested.  Before you were tested, did you receive counseling?   
	YES …………………..……….. 1

NO ……………………..……… 2

DON’T KNOW………...……… 8
	
	

	I031
	Where was the test done?

PROBE TO IDENTIFY THE TYPE OF SOURCE:

IF UNABLE TO DETERMINE IF PUBLIC OR PRIVATE SECTOR, WRITE THE NAME OF THE PLACE.

______________________________

               (NAME OF PLACE)
	PUBLIC SECTOR
  GOVT. HOSPITAL…………..1
  GOVT. HEALTH CENTER ...2

  STAND ALONE VCT 

         CENTER ………………..3

  FAMILY PLANNING 

         CLINIC……………….…..4

  OUT REACH ……..……….…5

  VILLAGE HEALTH TEAM..…6
  OTHER PUBLIC

  ____________________......7

       (SPECIFY OTHER)
PRIVATE SECTOR

   PVT.  

          HOSPITAL/CLINIC…….8

  STAND-ALONE VCT CTR....9

  PHARMACY/DRUG SHOP..10

  PVT. DOCTOR/NURSE/

          MIDWIFE……………...11

  OUT REACH …………...….12

  TASO ……………………….13

  AIDS INFO CENTRE .....….14
  OTHER PRIVATE/NGO/

         MEDICAL
   ___________________.....15

       (SPECIFY OTHER)
OTHER_______________... 88
       (SPECIFY OTHER)

	
	

	I. MATERNAL AND CHILD HEALTH

	QUESTIONS
	LAST LIVE BIRTH
	LAST LIVE BIRTH
	THIRD-TO- LAST

	I032
	I don’t want to know the results, but did you get the results of the test?
	YES ………………………….... 1

NO ……………..……....……… 2


	
	

	I033
	After you were tested, did you receive counseling?
	YES ………………..…………... 1

NO ………………………..….… 2

DON’T KNOW ………......….… 8
	
	

	I034
	Where did you give birth to (NAME)…?

HOME

  YOUR HOME…………………….……….1

  TBA’S HOME……………………………..2

  OTHER HOME………..………………….3

PUBLIC SECTOR

  GOVT. HOSPITAL……………………….4

  GOVT. HEALTH CTR……………………5

  OTHER PUBLIC  _________________.6

                               (SPECIFY OTHER)
PRIVATE SECTOR

   PVT. HOSPITAL………………………...7

   OTHER PRIVATE  _______________..8

                              (SPECIFY OTHER)

OTHER________________________   88

                (SPECIFY OTHER)
	Code
	Code
	       Code

	I035
	Who assisted with the delivery of (NAME)?

Anyone else?

PROBE FOR THE TYPES OF PERSONS AND RECORD ALL MENTIONED

IF RESPONDENT SAYS NO ONE, PROBE TO SEE IF ANY OTHER ADULTS WERE PRESENT


	HEALTH PERSONNEL

  DOCTOR ………….….……..A

NURSE/MIDWIFE…………….B

  MEDICAL ASSISTANT /      CLINICAL  OFFICER…….…..C

  NURSING AIDE…….……….D

OTHER PERSON

  TBA………………….………..E

  RELATIVE/FRIEND…………..F

 OTHER_______________ …X

NO ONE……………….…….…Y
	HEALTH PERSONNEL

  DOCTOR …………..…...A

 NURSE/MIDWIFE……….B

  MEDICAL ASSISTANT /      CLINICAL  OFFICER..C

  NURSING AIDE…….…..D

OTHER PERSON

  TBA……………………....E

  RELATIVE/FRIEND……...F

 OTHER____________ …X

NO ONE………………...…Y
	HEALTH PERSONNEL

DOCTOR ………………..A

NURSE/MIDWIFE…...….B

  MEDICAL ASSISTANT /      CLINICAL  OFFICER..C

  NURSING AIDE……….D

OTHER PERSON

  TBA……………….……..E

  RELATIVE/FRIEND…...F

 OTHER___________ …X

NO ONE………………… Y

	SEE I026:  IF “NEVER BEEN TESTED” GO TO I037

	I036
	CHECK I034.  IF 4 THROUGH 8, SELECT ‘YES’.      IF < 4 SELECT ‘NO’
	YES ……………………..….…. 1

NO…………………….2 -> I041

	
	

	I037
	Between the time you went for delivery but before the baby was born (when you were in labor), were you offered a test for the AIDS virus?
	YES ………….………..……….. 1

NO ………..…………....……… 2


	
	

	SEE I026:  IF “NEVER BEEN TESTED” GO TO I041

	I038
	I don’t want to know the results, but were you tested for the AIDS virus at that time?
	YES…………..………..……….. 1

NO……………………....……… 2


	
	

	I039
	I don’t want to know the results, but did you get the results of the test?
	YES ……………………..…….. 1

NO ……………………..……… 2


	
	

	I040
	Have you been tested for the AIDS virus since that time you were tested during your pregnancy?
	YES ………………..………….. 1

NO …………..………....……… 2


	
	

	I. MATERNAL AND CHILD HEALTH

	QUESTIONS
	LAST LIVE BIRTH
	LAST LIVE BIRTH
	THIRD-TO- LAST

	I041
	Was (NAME) delivered by cesarean, that is, did they cut your belly open to take the baby out?
	YES……………………….……1 

NO……………………………...2


	YES………………….……1 

NO………………………...2


	YES………………….……1 

NO………………………...2



	I042
	When (NAME) was born, was he/she very large, larger than average, average, smaller than average, or very small? 


	VERY LARGE…………….….….1 

LARGER THAN AVERAGE……...2

AVERAGE…………..……….. 3
SMALLER 

THAN AVERAGE……………. .4

VERY SMALL ……...…………5

DON’T KNOW .………………  8
	VERY LARGE…………...….1 

LARGER THAN AVERAGE...2
AVERAGE…  …..……….. 3

SMALLER 

THAN AVERAGE………...4

VERY SMALL ……….……5

DON’T KNOW .……..…… 8
	VERY LARGE………….….1 

LARGER THAN AVERAGE.2
AVERAGE……..……….. 3

SMALLER 

THAN AVERAGE  .……..4

VERY SMALL ……..……5

DON’T KNOW .………… 8

	IF THERE WAS MORE THAN ONE BIRTH SINCE JANUARY 2007, SAY TO THE RESPONDENT : 

“Now I will ask some more questions about  (NAME OF LAST BIRTH)”.

	I043
	Was (NAME) weighed at birth?
	       YES............................................................................................... 1        

       NO................................................................................................. 2-> I046
       DON’T KNOW/DON’T REMEMBER ………………………………. 8-> I046

	I044
	How much did (NAME) weigh?

ASK FOR HEALTH CARD AND COPY WEIGHT FROM CARD IF AVAILABLE.  

OTHERWISE ASK THE MOTHER.
	                          KG         GM

CARD          1.   ___  |   ___ ___ ___

                                                                        IF   >   2500 GRAMS.       GO TO I046
MOTHER    2.   ___  |   ___ ___ ___

DON’T KNOW ……. 99.999

	I045

	Did anyone tell you that (NAME) had a low birth weight after he/she was born?

 [(< 2500 GRAMS)]
	YES
………………………………………………………………………....1

NO
…………….…................................................................................ 2

DON’T KNOW/DON’T REMEMBER …………………………… ………8

	I046
	I would like to talk with you about checks on your health after delivery, for example, someone asking you questions about your health or examining you.  Did anyone check on your health after you gave birth to (Name)? 
	YES............................................................................................... 1        

NO................................................................................................. 2->I050
DON’T KNOW/DON’T REMEMBER ………………………………. 8->I050

	I047
	Who checked on your health at that time?
	HEALTH PERSONNEL

  DOCTOR …………….…………………………………………………..  A

  NURSE/MIDWIFE……………………………………………...............  B

  MEDICAL ASSISTANT /  CLINICAL  OFFICER…………….............  C

  NURSING AIDE……..………………………………………….............  D

  VHT …………………………………………………………..…………    E

OTHER PERSON

  TBA……………………………………………………….……...............  F

OTHER______________________________…………..………….…  X
           (SPECIFY OTHER)



	I. MATERNAL AND CHILD HEALTH

	QUESTIONS AND FILTERS
	CODING CATEGORIES

	I048
	How long after the delivery did the first check take place?

IF LESS THAN ONE DAY, RECORD HOURS.  IF LESS THAN ONE WEEK, RECORD DAYS.  
	HOURS……………………………………………………….      1   

DAYS

2

WEEKS

3

DON’T KNOW/DON’T REMEMBER

9.98


	I049
	Where did this first check take place?
	HOME

  YOUR HOME………………………………………………………………….1

  TBA’S HOME……………………………………………………………...…..2

  OTHER HOME………..……………………………………………...……….3

PUBLIC SECTOR

  GOVT. HOSPITAL……………………………………………………………4

  GOVT. HEALTH CTR…………………………………………………..……5

  GOVT. HEALTH POST……………………………………………………...6

  OTHER PUBLIC  ______________________.........................................7

                                      (SPECIFY OTHER)

PRIVATE SECTOR

   PVT. HOSPITAL…………………………………………………..………...8

   OTHER PRIVATE  _____________________.......................................9

                                      (SPECIFY OTHER)

OTHER ________________________.................................................... 88

                        (SPECIFY OTHER)



	I050
	After (NAME) was born, did you take

Iron tablets/syrup?

Folic acid?

Antenatal tablets / multivitamins?
SHOW EXAMPLES OF SUPPLEMENTS PROVIDED BY THE MINISTRY OF HEALTH
	                                                                                                   YES   NO 


IRON TABLETS/SYRUP
1
 2


FOLIC ACID
1
 2


ANTENATAL TABLETS/MULTIVITAMINS
1
 2

IF ALL RESPONSES ARE ‘NO’, -> I052

	I051
	Who gave them to you?
PROBE:

Was there anybody else?

MULTIPLE RESPONSE

	HEALTH PERSONNEL

  DOCTOR …………….……………………………………..…….........  A

NURSE/MIDWIFE…………………………………………………..........B

  MEDICAL ASSISTANT / CLINICAL  OFFICER……........................ C

  NURSING AIDE……..……………………………………….………….D

  VHT ………………………………………………………….………….  E

OTHER PERSON

  TBA…………………………………………………….…………...........F

OTHER__________________________________......…………...…X
                                    (SPECIFY OTHER)



	I. MATERNAL AND CHILD HEALTH

	QUESTIONS AND FILTERS
	CODING CATEGORIES

	I052
	In the first two months after delivery, did you receive a vitamin A dose like (this/any of these)?

SHOW COMMON TYPES OF AMPULES/CAPSULES
	YES  ………………………………………………………………………..   1
NO …………………………………………………………………………..   2

DON’T KNOW………………………………………………………………  8


	I053


	Before you were discharged were you counseled about family planning use? 
	YES……………………………………………………..…………….……    1

NO………………………………………………………………...……      2-> I055
DON’T REMEMBER ……………………………………………...….     8-> I055

	I054
	Who provided the advice or guidance?

PROBE:

Was there anybody else?

MULTIPLE RESPONSE

	HEALTH PERSONNEL

  DOCTOR …………….……………………………………..…………..   A

  NURSE/MIDWIFE………………………………………...…..............   B

  MEDICAL ASSISTANT / CLINICAL  OFFICER……….…..............   C

  NURSING AIDE……..……………………………………...…………    D

OTHER PERSON

  TBA………………………………………………………..…................  E

  RELATIVE/FRIEND……………………………………..…................  F

 OTHER______________________________................................   X
                              (SPECIFY OTHER)


	I055
	Does (NAME) have a birth certificate?

IF YES, ASK RESPONDENT TO SHOW CERTIFICATE.   IF NO, PROBE:

Has (NAME) ever been registered for the purpose of being given a birth certificate (by LC1 officials)?
	HAS CERTIFICATE, SEEN………………………………………………..1

HAS CERTIFICATE, NOT SEEN …………………………………………2

REGISTERED……………………………………………………………….3

NOT REGISTERED ………………………………………………………..4

DON’T KNOW……………………………………………………………….8

	I056
	SEE I004 AND CHECK, IS (NAME) ALIVE?
	YES………………………………………………………………….……... 1-> I058
NO………………………………………………………………………......2 

	I057
	Was the death of (NAME) registered in the (NAME OF VITAL EVENT REGISTRY)?
	YES........................................................................................................1

NO…………………………………………………………………………….2 

DON’T KNOW/DON’T REMEMBER………………………………………8

	I058
	In the two months after (Name) was born, did any health care provider check on his/her health?  
	YES.....................................................................................................1

NO………………………………………………………………………….2->J001
DON’T KNOW/DON’T REMEMBER……………………………………8->J001

	I059
	How many hours, days or weeks after birth of (Name) did the first check take place?

IF LESS THAN ONE DAY, RECORD HOURS.

IF LESS THAN ONE WEEK, RECORD DAYS.  
	HOURS AFTER BIRTH…………………………………….      1   

DAYS AFTER BIRTH  

2

WEEKS AFTER BIRTH  

3

DON’T KNOW/DON’T REMEMBER

98

	I060
	Where did this first check take place?
	HOME

  YOUR HOME…………………………..…………………………….     1

  TBA’S HOME………………………………………………….……...     2

  OTHER HOME………..……………………………….…………..….    3

PUBLIC SECTOR

  GOVT. HOSPITAL…………………………………………….…..….    4

  GOVT. HEALTH CTR…………………………………….…..………    5

  OTHER PUBLIC  _________________________........................    6

                                      (SPECIFY OTHER)

PRIVATE SECTOR

   PVT. HOSPITAL………………………………………………….....      7

   OTHER PRIVATE  _______________________........................     8

                                      (SPECIFY OTHER)

OTHER ____________________________..................................     88

                            (SPECIFY OTHER)




	J. WOMEN’S HEALTH SERVICES

	N°
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	J001
	Speaking of your health, have you ever been vaccinated against tetanus when you were not pregnant?
	YES……………………………………………………………..   1

NO………………………………………………………………   2 ->J003
DON’T KNOW/DON’T REMEMBER………………..……….   8  ->J003

	J002
	How many tetanus vaccines have you been given since you were 15 (while not pregnant)?
	NUMBER OF VACCINATIONS
                                                   

DON’T KNOW/DON’T REMEMBER

98

	 J003
	How many months ago was your most recent HIV test?
	MONTHS AGO


TWO OR MORE YEARS

 95
NEVER BEEN TESTED ……………………………..                  99 ->J006

	J004
	I don’t want to know the results, but did you get the results of your most recent test?
	YES ………………………………………………………………..…..……….. 1

NO ……………………………………………………………………....……… 2



	J005
	Where was the most recent test done?

PROBE TO IDENTIFY THE TYPE OF SOURCE:

IF UNABLE TO DETERMINE IF PUBLIC OR PRIVATE SECTOR, WRITE THE NAME OF THE PLACE.

______________________________

               (NAME OF PLACE)
	  PUBLIC SECTOR
  GOVT. HOSPITAL…………………………………………………………..1
  GOVT. HEALTH CENTER ………………………………………………...2

  STAND ALONE VCT CENTER ……………………………………...…....3

  FAMILY PLANNING CLINIC………………………………………….…....4

  OUT REACH ……..………………………………………………………….5

  VILLAGE HEALTH TEAM ………………………………………………….6
  OTHER PUBLIC

  __________________________________.............................................7

                    (SPECIFY OTHER)
PRIVATE SECTOR

   PVT. HOSPITAL/CLINIC……………………………………………......….8

  STAND-ALONE VCT CTR…………………………………………………..9

  PHARMACY/DRUG SHOP………………………………………….….…..10

  PVT. DOCTOR/NURSE/MIDWIFE …………………………………..……11

  OUT REACH …………………………………………………………......….12

  TASO …………………………………………………………………...…….13

  AIDS INFORMATION CENTRE .........................................................….14
   OTHER PRIVATE/NGO/MEDICAL
   _________________________________.................................................15

              (SPECIFY OTHER)
OTHER____________________________............................................. 16
              (SPECIFY OTHER)

	J006
	Do you currently smoke cigarettes?
	YES…………………………………………………….……….    1

NO………………………………………………………………     2  ->K001

	J007
	In the last 24 hours, how many cigarettes did you smoke? 
	No. OF CIGARETTES





	K. FAMILY PLANNING

	K000. Now I would like to talk to you about family planning – the various ways or methods that a couple can use to delay or avoid a pregnancy 
INTERVIEWER: ASK QUESTION K001 VERTICALLY FOR ALL METHODS AND THEN ASK QUESTIONS K002 and K003, HORIZONTALLY FOR EACH METHOD THAT THEY KNEW ABOUT IN H001

	METHOD
	K001. Have you ever heard of...?

(READ EACH METHOD)
      YES
NO
	K002. Have you ever used…? 

(IF HAVE NOT USED THEN GO TO NEXT METHOD)

YES
NO
	K003. Are you currently using? 

(last 30 days)


YES
  NO

	A.
Female sterilization – an operation for women to avoid having any more children
	
1                  2
	
1
2
	
1
    2

	B.
Male sterilization (Vasectomy) - an operation for men to avoid having any more children
	
1                  2
	
1
2
	
1
    2

	C.
IUD – a loop or coil that women can have placed in them by a doctor or nurse 
	
1                  2
	
1
2
	
1
    2

	D.
Injectables – women can have an injection that stops them from becoming pregnant for one or more months
	
1                  2
	
1
2
	
1
    2

	E.
Implants (NORPLANT) -  women can have small rods placed in their arm to stop from becoming pregnant for one or more years.
	
1                  2
	
1
2
	
1
    2

	F.
Pílls – that women take every day to avoid becoming pregnant.
	
1                  2
	
1
2
	
1
    2

	G.     Vaginal methods – jellies, foam, diaphragm, tablets, creams that are used each time having intercourse
	
1                  2
	
1
2
	
1
    2

	H.     Patch – applied to the skin once a week
	
1                  2
	
1
2
	
1
    2

	I.     Male Condom -  a rubber sheath placed on the male penis before sexual intercourse
	
1                  2
	
1
2
	
1
    2

	J.
Female Condom – a sheath that can be placed in the vagina before sexual intercourse
	
1                  2
	
1
2
	
1
    2

	K.
Rhythm method –  women avoid having sex on the days of the month when they are most likely to get pregnant 
	
1                  2
	
1
2
	
1
    2

	L.
Withdrawal -  men can be careful and pull out before climax
	
1                  2
	
1
2
	
1
    2

	M.
Lactational Amenorrhea Method (LAM) 
	
1                  2
	
1
2
	
1
    2

	N.
Emergency Contraception – pills taken after unprotected intercourse to prevent pregnancy
	
1                  2
	
1
2
	



	INTERVIEWER: IF IN QUESTION K002 THE WOMAN HAS EVER USED STERILIZATION THEN ALSO CODE HER AS A CURRENT USER OF STERILIZATION IN H003.

	K004
	INTERVIEWER: REVIEW K003 AND DETERMINE:

     LA RESPONDENT IS CURRENTLY USING A METHOD
...............................................................................1  ->K009

RESPONDENT IS NOT USING A METHOD ..........................................................................................................2  

	K005
	           SEE IN G001, IF WOMAN IS PREGNANT
	PREGNANT
.
1  ->L000
NOT PREGNANT

2

DON’T KNOW

8

	K006
	Do you think that you could get pregnant? 

INTERVIEWER: THIS REFERS TO BIOLOGICAL CAPACITY TO GET PREGNANT
	YES

1  ->K008
NO

2

DON’T KNOW

8  ->K008


	K. FAMILY PLANNING

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	K007
	Why do you think you cannot get pregnant?

(SINGLE RESPONSE)
	WAS OPERATED FOR MEDICAL REASONS AND 
CANNOT HAVE MORE CHILDREN

1  ->L000
MENOPAUSE

2  ->L000
HAVE BEEN TRYING TO GET PREGNANT FOR
 2 YEARS OR MORE WITHOUT SUCCESS

3  ->L000
NOT SEXUALLY ACTIVE

4  ->L000
BREASTFEEDING

5  

ADVANCED AGE…..…..………………………………..    6

OTHER  ________________________________

88  
                                 (SPECIFY OTHER)

	K008
	What is the main reason that you are not using a contraceptive method to avoid having children?

(SINGLE RESPONSE)
	WANTS TO GET PREGNANT

1  POSTPARTUM OR BREASTFEEDING

2  

NOT SEXUALLY ACTIVE 

3  
INFREQUENT SEXUAL RELATIONS

4  

ADVANCED AGE

5  

DOESN’T LIKE IT

6   

FEAR OF SIDE EFFECTS

7

HAS HAD SIDE EFFECTS

8

PARTNER OPPOSES IT

9

RELIGIOUS REASONS

10

OTHER________________________________

88
                                 (SPECIFY OTHER)
DK / DR 

98

	FOR RESPONDENTS CURRENTLY USING A METHOD OF CONTRACEPTION

	K009
	INTERVIEWER:

REVIEW K003 AND MARK THE CURRENT METHOD BEING USED. 
IF USING MORE THAN ONE THEN MARK THE MOST EFFECTIVE

ORDER OF EFFECTIVENESS
	FEMAL STERILIZATION

1

MALE STERILIZATION

2

IUD

3  ->K011
INJECTION

4  ->K011
IMPLANT

5  ->K011
PILLS

6  ->K011

VAGINAL METHODS 

7  ->K011
PATCH

8  ->K011
MALE CONDOM

9  ->K011
FEMALE CONDOM

10  ->K011
RHYTHM

11  ->K011
WITHDRAWAL

12  ->K011
LAM

13  ->K011


	
	1. FEMALE STERIL.

2. MALE STERIL.

3. IUD

4. INJECTION

5. IMPLANT

6. PILLS


	7. VAG. METHODS

8. PATCH
9. MALE CONDOM

10. FEMALE CONDOM

11. RHYTHM

12. WITHDRAWAL

13. LAM
	

	K. FAMILY PLANNING

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	K010
	In what establishment was the sterilization done?
	PUBLIC SECTOR

  GOVT. HOSPITAL……………………………..……….1
  GOVT. HEALTH CTR…………………………..………2

  FAMILY PLANNING CLINIC………..…………………3
  OTHER PUBLIC  _______________________........ 4

                                 (SPECIFY OTHER)
PRIVATE SECTOR

   PVT. HOSPITAL………………….…………………...5
   PVT. DOCTOR’S OFFICE…………..………….…… 6
   OTHER PRIVATE  _____________________..........7
                                 (SPECIFY OTHER)
OTHER ______________________________ ……88
                                 (SPECIFY OTHER)
DON’T KNOW………………………………………....98

	K011
	Where do you obtain the contraceptive method that you are using?

	PUBLIC SECTOR

  GOVT. HOSPITAL……………………………………………..….1
  GOVT. HEALTH CENTER………………………………..………2
  FAMILY PLANNING CLINIC………………………………..……3
  OUTREACH…………………………………………………..……4
  GOVT. COMMUNITY BASED DIST…………………………….5
  GOVT. HEALTH POST…………………………………….…….6
  OTHER PUBLIC  ______________________________.........7
                                            (SPECIFY OTHER)
PRIVATE SECTOR

   PVT. HOSPITAL/CLINIC  …………………………………......  8
   PHARMACY/DRUG SHOP……………………………..………9
   PVT. DOCTOR/NURSE…………………………………..…… 10
   OUTREACH……………………………………………….…….11
   NGO COMMUNITY BASED DIST…………………………….12
   OTHER PRIVATE  ____________________________........13
                                               (SPECIFY OTHER)
OTHER SOURCES
   SHOP…………………………………………………………….14
   RELIGIOUS INSTITUION………………………………….…..15
   FRIEND/RELATIVE…………………………………….………16
OTHER _____________________________________..........88
                                 (SPECIFY OTHER)
DON’T KNOW / DON’T REMEMBER   …………………………99  ->I000

	K012
	How long does it normally take for you to get to that place?


	MINUTES

1

HOURS

2


DK / DR

8

	K013
	Do you consider the price paid for the consultation and the method to be expensive, reasonable, inexpensive, or do you not pay anything?
	                                      CONSULTATION
METHOD

EXPENSIVE

1
1

REASONABLE

2
2

INEXPENSIVE

3
3

DOES NOT PAY

4
4

DON’T KNOW

8
8


	L. REPRODUCTIVE PREFERENCES

	Nº
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	L000
	INTERVIEWER: SEE IN K002 (LINE 1) IF THE RESPONDENT IS STERILIZED

	STERILIZED
………………....…..1 ->L003
NOT STERILIZED…………….………..……2

	L001
	Now I would like to ask you some questions about the future

REVIEW G001 :

NOT PREGNANT OR NOT SURE:

Would you like to have a (another) child?

PREGNANT:

After the birth of your current pregnancy, would you like to have another child?
	WANTS A CHILD IN FUTURE..……………………1

WANTS NO MORE CHILDREN
…………………….2 ->L003
NOT APPLICABLE (MENOPAUSE/ STERILE) 
…..3 ->L003
OPERATED FOR MEDICAL REASONS  ………...4 ->L003
UNDECIDED OR DON’T KNOW…………………...8 ->L003

	L002
	REVIEW G001:

NOT PREGNANT OR NOT SURE:

How much time do you want to wait before having a (another) child?

PREGNANT:

How much time do you want to wait after the child you are expecting before having another child?
	MONTHS
......................................................   1                     

YEARS.........................................................
2                     

SOON / NOW
...................................3

MENOPAUSE (STERILE)
.....................4 
WHEN GOD SAYS..
.....................5 

WHEN I MARRY….…..
.....................6

OTHER  ____________________________..........88

                                 (SPECIFY OTHER)
DON’T KNOW
..................................................98

	L003
	REVIEW G019:

HAS LIVING CHILDREN:
If you could return to a time when you had no children and you could select the exact number you would like to have in your life, how many would that be?
NO LIVING CHILDREN:

If you could select the exact number of children you would like to have in your life, how many would that be?


	
NUMBER


THE NUMBER GOD WANTS

77

OTHER RESPONSE ________________________

88

                                              (SPECIFY OTHER)
DON’T KNOW…………………………………………….    98


	M. MARITAL STATUS

	N°
	QUESTIONS AND FILTERS
	CODING CATEGORIES

	M001
	Are you currently married or living together with a man as if married?
	YES, CIVIL MARRIAGE
..1  ->M004
YES, CUSTOMARY MARRIAGE
2  ->M004

YES, RELIGIOUS MARRIAGE
3  ->M004
YES, LIVING WITH A MAN ………………..……..4  ->M004
NO, NOT UNION ………..……………..….………5  

	M002
	Have you ever been married or lived together with a man as if married?
	YES, FORMERLY MARRIED………………….….1

YES, LIVED WITH A MAN………………….……..2

NO…………..………………………….……………3  ->N001

	M003
	What is your marital status now: are you widowed, divorced, or separated?   
	WIDOWED

1

DIVORCED

2  

SEPARATED

3 

	M004
	In what month and year were you first married or did you first live with a man as if married?
	MONTH……………………………….
YEAR…………………………..
DON’T REMEMBER …………………………………………..9998

	M005
	How old were when you first married or lived with a man as if married?
	AGE IN YEARS



DON’T REMEMBER

98


	N. ANTHROPOMETRY FOR THE WOMAN

	Test/

Measure

	N001
Result for measurement

	N002
Measure

	N003
Date of measure or sample

	N004
Person who did measure or took sample
	N005
Time when measured or sample taken
	N006
Equipment code

	A. Stature/ Height in centimeters 


	
Measured………….………...1 

Not present……….…………2 

Refused……………….……..3
Other……..…………………..4 

(SPECIFY OTHER) 

----------------------------
	____  ____  ____ . ______ cm 
	Day/Month/Year
____/____/______
	Code ________

Name:

______________
	Hour: minute
_____ : _____
	Code height board
_________

	B. Weight in kilograms 


	
Weighed………….….………1

Not present………….………2
Refused……………….……..3
Other…………………..……..4
(SPECIFY OTHER) 

----------------------------
	____  ____  ____ . ____kg
	Day/Month/Year
____/____/______
	Code ________

Name:

______________
	Hour: minute
_____ : _____
	Code of scale
__________


	O. BIOLOGICAL MEASUREMENTS FOR THE WOMAN
SAMPLES TAKEN FOR ELIGIBLE WOMEN 15 TO 49 YEARS 

Confirm the line number for the WOMAN selected (see Household Questionnaire, Household Composition Table - A024)                                               Name:___________________________________ 


	O001
             Code for Laboratory Technician: 

Name:______________________________________
	TIME OF DATA COLLECTION

	
	O002 Time data collection began (Hour: minute)

________ : ________

                                   Hour           Minute
	O003 Time data collection ended (Hour: minute)

________ : ________

Hour           Minute

	
	Verification of process for taking sample
	O007  Date sample taken (Day/Month/Year)

	CAPILLARY Blood Sample
	O004  Consent obtained
	YES…1
	NO….2
	_______/_______/__________ 


	
	O005  Sample taken
	YES…1
	NO…2
	

	
	O006  Sufficient Volume
	YES…1
	NO…2
	

	
	 O008
Able to measure Hb level
	O009
Value for hemoglobin
	O010

Referral given if 

The hemoglobin value for non-pregnant woman is<12.0 g/L

The hemoglobin value for pregnant woman is <11.0 g/L
	O011
Code for Hemocue
	O012
Malaria Test Result

	Hemoglobin level
	YES …...1

NO…….2


	 ____    ____ . ___ g/dL


	YES, REFERRAL GIVEN FOR ANEMIA ….......….1 

NO ………………………………………………….... 2

NOT APPLICABLE (DOES NOT HAVE ANEMIA)..3 

	_______________ CODE
	POSITIVE ………………………………………….1
NEGATIVE …………………………………………2

INVALID …………………………………………… 3

INSUFFICIENT SAMPLE TO PERFORM TEST..4

	CHECK WOMAN IS NOT PREGNANT
VENOUS blood sample 
	Verification of process for taking sample 
	O016   Date sample taken (Day/Month/Year)
	Realization of test for MRDR

	
	O013  Consent obtained
	YES..1
	NO..2
	______/_______/_______
	O017  Time dose of Vit A2 ingested
_______ : ________

Hour           Minute

	O018  Time simple began to be taken
_______ : ________

Hour           Minutes
	O019  Time finished taking sample
_______ : ________

Hour           Minute

	
	O014  Sample taken
	YES..1
	NO..2
	
	
	
	

	
	O015  Sufficient Volume
	YES..1
	NO..2
	
	
	
	


LABEL OF WOMAN


UWQUESXXXX





LABEL OF HOUSEHOLD


UHQUESXXXX











GO TO L000





GO TO L000
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