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Foreword

Recent decades have seen steady and encouraging improvements in infant and child survival throughout
much of the world. With these improvements, it is now possible to broaden our attention beyond survival to
include the quality of life and function of children who survive. Many children survive to face the prospect of
long-term functional limitations, including intellectual, learning, vision, hearing, and neurological disabilities.
Unfortunately, these children might be more vulnerable to abuse, exploitation, neglect and discrimination.
They may face reduced social participation and have less access to education and other social services

than children without disabilities.

Little is known about the risk factors and the living conditions associated with childhood disability worldwide.
The inclusion of a measure of childhood disability in the Multiple Indicator Cluster Survey (MICS) is one of
the first efforts to address the issue of child disability across multiple countries.

The ultimate goal of this publication is to raise awareness and thereby both prevent new cases of child
disability when that is possible and ensure protection and inclusion for children with disabilities. The
findings presented in this publication provide decision-makers with basic information from a number of
diverse countries that can be used to determine priorities related to child disability, including the prevention
of childhood disabilities, the early detection of disorders leading to disability, and the timely provision of
medical-rehabilitation services and comprehensive support to families with children with disabilities.

We hope that this report will lead to improved global awareness and collaboration to improve the quality of

life of all children.

ﬁw#&% /D

Robert Golden, MD

Dean, UW School of Medicine and Public Health
Vice Chancellor for Medical Affairs

Professor of Psychiatry

University of Wisconsin, Madison

Tessa Wardlaw
Chief, Statistics and Monitoring Section

Division of Policy and Practice,
UNICEF
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Executive Summary

With recent improvements in child survival in many countries, and the adoption and entering into force of the United
Nations Convention on the Rights of Persons with Disabilities, disability is moving up on the international agenda.
The development and inclusion of children with disabilities is a UNICEF priority. The World Fit for Children presents,
among others, the UNICEF goal to “Ensure the full and equal enjoyment of all human rights and fundamental
freedoms, including equal access to health, education and recreational services, by children with disabilities and
children with special needs, ensure the recognition of their dignity, promote their self-reliance, and facilitate their
active participation in the community.”

Despite the global interest in child disability, relatively little is known about the situation of children with disabilities,
particularly in developing countries. As a first step toward addressing this paucity of information, UNICEF
recommended inclusion of a disability module, the Ten Questions screen for child disability, in its Multiple Indicator
Cluster Survey (MICS). Twenty—six of the 50 countries that participated in the third round of MICS, administered in
2005—2008, included this optional Child Disability module. Results from 20 of these countries are reviewed in this
report. MICS is one of the first surveys to use a single screen for disability across a wide range of countries. The
results of this landmark survey have the potential to raise awareness about the number and situation of children with
disabilities in developing countries.

The Ten Questions screen was designed as a tool for screening children for disability and referring those in need for
clinical evaluations. As the MICS Disability Module, it identifies children at increased risk for disability. Unfortunately,
many countries lack the resources to provide comprehensive, diagnostic evaluations of children screening positive
to determine their specific medical, rehabilitation, and educational needs. With improvements in knowledge and
awareness, we are hopeful that the necessary resources to provide services for children with disabilities will be
marshalled in the future.

During the 2005-08 round of the MICS, the Disability Module was administered in 19 different languages to over
200,000 children across 20 participating countries. Completion rates for the survey were above 79% for all countries
and above 92% in 19 of the 20 countries. Data quality evaluations concluded that the ten questions of the Disability
Module are internally reliable. Taken together these results indicate it is feasible to identify and estimate the number
of children who are at increased risk for disability using the Ten Questions Disability Module in household surveys
such as the MICS.

Between 14% and 35% of children screened positive to the Disability Module in most of the participating countries,
though results were outside that range in a few countries. At the country-level, there does not appear to be an
association between the percentage of children screening positive to the Disability Module and a country’s Human
Development Index score. There is, however, a moderate positive correlation between Disability Module results and
under-five mortality at the country level. These results indicate that the child Disability Module provides information
about the situation of children beyond what can be learned through these indicators of country development and child
mortality alone.

In addition, important within-country variation was noted in several instances. For example, analysis of data from
selected countries revealed that children of ethnic minority groups were significantly more likely to screen positive for
increased risk of disability. There also is evidence of substantial regional variation in the percentage of children who
screened positive to the Disability Module within countries.

Results from the Multiple Indicator Cluster Surveys 1



Executive Summary

Children with disabilities may be more likely to face discrimination and restricted access to social services, including
education. In many countries, children screening positive to the disability module participated in fewer early learning
activities, but were only slightly less likely to attend school. Family resources and socioeconomic conditions were
associated with child disability screening results. Children from the poorest 60% of households were frequently
more likely to be at risk for disability than those from the wealthiest 40% of homes. Children with increased risk

for disabilities also appear to be more likely to face harsher disciple. Parents of children who screened positive

for disability were significantly more likely to report using severe physical punishment in seven of the 15 countries
providing discipline data, while children screening negative were reported to be more likely to receive physical
punishment in two of the 15 countries. These results warrant further investigation into this important issue.

The link between nutrition and child development has been well documented. We found several nutrition variables were
associated with screening positive for child disability. The percentage of children screening positive to the Disability
Module was larger with increasing severity of stunting and underweight. In contrast, children who were ever breastfed
or who received vitamin A supplementation screened positive less frequently than their peers who had not breastfed or
received vitamin A supplementation. These findings point to the important link between child disability and nutrition, and
an important target for interventions to prevent disability and improve quality of life of children with disabilities.

Understanding which factors are most strongly associated with increased risk of disability can provide us with
additional information about where to target interventions to prevent future cases of child disability and support the
inclusion of children with disabilities. To demonstrate the type of future analyses that could be conducted to address
such questions, a multivariate analysis was conducted using data from one country. Results indicate that nutrition
variables (breastfeeding and vitamin A supplementation) are significantly associated with reduced risk for disability
after controlling for other factors.

This report substantially augments what is known about children with disabilities in developing countries, and suggests
that large numbers of children across the world are at increased risk of disability. Future data collection efforts would
benefit greatly from clinical and diagnostic evaluations for selected children based on their screening results and
available resources. In keeping with UNICEF's priority to protect and ensure the rights of all children, future monitoring
efforts should include information about exclusion and other discrimination experienced by children with disabilities.
Policies to address the needs of disabled children should be among the top priorities for global leaders.

Commonly used acronyms and key terms

Commonly used acronyms

Cl Confidence Interval

ICF International Classification of Functioning, Disability, and Health

MICS Multiple Indicator Cluster Survey

MICS3 Multiple Indicator Cluster Survey, round 3 (data collected in 2005-2008)
TQ Ten Questions screen for child disability

UNICEF United Nations Children’s Fund

WHO World Health Organization
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Key terms used in this publication

Child disability (synonymous with developmental disability): limitations in mental and/or physical function relative
to age-specific norms that become apparent prenatally, perinatally or during infancy, childhood, or adolescence. Child
disabilities can affect one or more functional domains, including: cognition, movement, consciousness, language,
speech, vision, hearing, and behavior. Developmental disabilities encompass a range of disabilities including genetic
and acquired disabilities (such as those resulting from an injury).

At increased risk for disability: In this publication, we consider the results of the Ten Questions screen for
childhood disability (TQ) as an indicator of increased risk for childhood disability. Not all children who screen positive
to the TQ will be diagnosed with a disability upon clinical evaluation. However, those who screen positive are more
likely than those who screen negative to have a disability and are at increased risk for disability.

Incidence: The rate at which new cases of a condition occur in a defined population during a specific time frame.

Prevalence: The proportion of a population, per 1000 people, with a condition at a given time. For example, the
prevalence of child disability is the proportion of children in a population that are found to have a disability.

Major categories of Child Disabilities and
selected examples

The term child disability is used broadly within this report to refer to disabilities that occur in any of the following
domains. This table presents information about several major categories of child disabilities, and selected examples
of disabilities within each category.

Major categories Selected examples
Cognitive / Intellectual ¢ Intellectual impairment
e Learning disabilities
Vision e Partially sighted
e Low vision

¢ Night blindness

Hearing * Deafness
* Hearing impaired

Motor e Cerebral palsy
e Loss of limb(s)
e Paralysis (post polio; spinal cord or traumatic injury)

Epilepsy / Seizure ¢ |diopathic epilepsy
* Neurocystcerosis
e Generalized seizures

Speech / Language e Stuttering
¢ Articulation and phonemic disorders
* Dyslexia and other language processing disorders

Behavioral and Other* ¢ Autism

» Attention Deficit Hyperactivity Disorder (ADHD)

¢ Emotional disorders

* Anxiety disorders (such as obsessive-compulsive disorder)
¢ Mood disorders

* Note: The TQ Disability Module was not designed to necessarily detect behavioral and mental health disorders.
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