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MINUTES
I. Welcome and Introductions, Review of Objectives and Agenda

February 10, 2004
Chair: Bernard Nahlen

Raporteurs: Ani Hyslop and Maggie Janes

After brief introductions, Erin Eckert explained that ORC Macro Demographic and Health Survey (DHS) staff would join the meeting for expertise in certain sessions.  Fred Arnold would discuss the malaria aspects of the DHS; Ruilin Ren, sampling issues; Nancy Fronczak, the Service Provision Assessment (SPA).

Bernard Nahlen welcomed everyone and reviewed the meeting’s objectives:

Objectives:

1.) Finalization of the key household survey tools.

2.) Establish a sampling framework for the Malaria Indicator Surveys in areas with widespread, as well as focal malaria transmission.

3.) Review progress on facility surveys and priority facility indicators

He explained that that there is a need to have a standardized approach to measuring malaria indicators in a household survey.  To standardize the approach, this Task Force needs to review current programs working on household surveys for their focus and key issues.    Many countries are currently preparing for a DHS survey, and the UNICEF mid-decade Multiple Indicator Cluster Surveys (MICS) will be underway later this year.  However, countries cannot wait four to five years for data from MICS or DHS.  To address the need for more frequent data gathering, the partners involved in this Task Force want to have technical resources available for countries to perform their own surveys at the national and/or sub-national level.

The group agreed that this is a timely meeting because: 

1. UNICEF is revising the MICS surveys for the next round.  

2. Countries are finally receiving Global Fund (GFATM) money (http://www.theglobalfund.org ), which will require them to provide monitoring and evaluation information and are approaching WHO and UNICEF for advice.  
Objective 1.  Finalization of the key household survey tools

II. Review of the Core Malaria Indicator Survey Questionnaire

Fred Arnold explained that he and his team have reviewed the current questionnaires for malaria-related topics.  He added that, since questions have changed over time, comparative analysis between countries and over time is limited.  This also interferes with ease of making the data available on Stat Compiler.  Arnold emphasized that it is important to keep to the standard but also to meet emerging needs in relation to questionnaires.

There are four specific questionnaires that Arnold highlighted for the group to review:  

· DHS Core questionnaire: this is used in all countries and includes a small number of questions on malaria in the three interest areas: IPT promotion, prompt and effective treatment of fever, and bednet/ITN use.  However, this questionnaire alone does not provide enough detail to allow for indicator calculations. 

· Malaria Module of DHS: is an optional module that is added at the discretion of funding agencies and governments; has more detailed questions to provide the data for all malaria indicators, 

· Malaria Indicator Survey (MIS): is a stand-alone survey that takes the malaria module from DHS and allows it to stand-alone.  It includes demographic, sociologic, and economic (to create a wealth index) background information.  
· Malaria “add-on” Module: is a scaled down malaria survey and is intended for use as a “ride on” to other surveys.  This module includes a very limited number of questions and is kept “lite” on purpose to encourage its use.  There was some discussion around adding on to the World Bank’s Living Standards Measurement Study (LSMS) http://www.worldbank.org/lsms/, or the AIDS Indicator Survey (AIS).  However, the AIS is reluctant to add anything because of the many requests it anticipates.  It was suggested that CDC or USAID may be able to influence the addition of malaria questions to the AIS especially in countries receiving Global Fund money for malaria and HIV (A subset of malaria questions was added to the AIS subsequent to this meeting). 
The following points from the discussion relate to clarification about data available from the DHS, which always includes: 1) a Household Schedule; and 2) a Woman’s Questionnaire.  In Malaria prevalent countries the following information can be obtained:

1.) The Household Schedule
· Determines who is eligible for the Woman’s Questionnaire and collects household economic information.

· Which children and women slept under a bednet.

· The DHS creates a Wealth Index based on household resources, water and sanitation, and house construction.  The World Bank website, www.worldbank.org/data/, has descriptions on the analysis of the wealth index.  The DHS will be putting out a comparative analysis on the wealth index (should be available by mid June 2004) that will go over the basics, and the wealth index is part of the standard recode file and tabulation plan.  The wealth index is likely to be a powerful variable for malaria reporting/information, such as in analysis of results related to ITN ownership and use.  WHO has a different way to calculate the wealth index: there is no standard set of core questions, everything related to socioeconomic status is added and countries add relevant questions to calculate the index.

2.) The Woman’s Questionnaire

· If Intermittent Preventive Treatment (IPT) was taken for the last birth that occurred in the last three or five years (this question is deleted in non-malaria-endemic countries).  
· Prompt and effective treatment for her biological children, age 0-4 who live in the household.  Specific drugs/treatments are asked on in endemic areas.  
· Since the Woman's Questionnaire only asks questions of the woman about her biologic children, this system does not account for children whose biological mothers do not live in the household. 

· The numbers of children without mothers would not be a large enough number to change the denominator significantly and should not change the level of the indicator enough to make a difference.     

· In countries with high HIV prevalence, where a high number of biological mothers may not be present in the household, this may be an issue but has not yet been explored/there are no immediate plans to do so.

· This is the major difference between MICS and DHS:  In the MICS, a caretaker is identified for every child 0-5 years of age and answers questions about that child so that all children in the household are accounted for.

1.) Bednets 

Insecticide Treatment
The discussion focused on how to obtain valid responses related to type and treatment status of bednets used.  In India they are asking if nets are washed, thereby removing insecticide.  This might be a question to examine in a special study. The MICS previously collected data on last treatment of nets but the non-response rate was very high, so the question is no longer included.  The reason to ask about treatment of bednets is to be able to link coverage of effective insecticide-treated nets to population morbidity and mortality.

For each country survey, every kind/brand of net needs to be represented in the response, which will take care of the question of treatment with insecticide. The DHS tabulation plan explains that “an Insecticide Treated Net (ITN) is (1) a permanent net that does not require any treatment or (2) a pretreated net obtained within the last six months or (3) a net that has been soaked with insecticide within the past six months.”  If there is a non-response, then the question is followed up with: was it bought in the last six months or more than six months ago?  MICS used to collect data about last treatment of nets but non-response rate was very high, so the question is no longer included.
Timing of questions

The issue of asking questions about bednets/ITNs (Question 16) in the rainy season versus the dry season was brought up by Kate Macintyre and generated much discussion.  She found vast difference in data from Eritrea between her questionnaire and the DHS.  Because of these differences, she suggested adding to the question: “at any time of year”/“rainy season” or having the interviewers probe for ITN use.  There was some discussion over this and Arnold responded that the question could be changed, but discouraged changing the question in the field, because of comparability issues. Lastly, there was a comment and some agreement that countries are aware of their high malaria transmission periods and that could drive when countries decide when to implement the surveys.  There was a suggestion that the Task Force could experiment with the question in MIS pilot countries; however there was no clear decision expressed on this point. 
2.) Prompt and Effective Treatment

Fever and Convulsions

There was much discussion around the present inclusion of both fever and convulsions in the DHS questions related to prompt and effective treatment.  Convulsions are part of the DHS and MIS indicator with treatment of fever; however the Millennium Development Goals and the MICS do not include convulsions in the malaria indicator definition.  Arnold explained that some constituencies felt that children would be left out of the analysis by just asking about fever.  However, the meeting participants felt that it was unlikely that many children with malaria will have convulsions without fever, so the "convulsion-only" category probably adds few children to the overall numerator.  The group agreed that analysis of the completed DHS results should be conducted to assess whether convulsions should continue to be included or dropped from the DHS and MIS.  ORC Macro has agreed to conduct this analysis and the results will be available by the beginning of May 2004.  
Treatment time frame

The Task Force recognized that different regions track different treatment time frames (prompt is still within 24 hours, but some regions [SEARO countries] are tracking treatment within 48 hours and 72 hours).  The group recommended that DHS incorporate 48 and 72-hour response into the questionnaires.  Ultimately the other regions will also need to report on treatment started within 24 hours, which may, for example, begin at home prior to arriving at the health care facility (since this is the global indicator).  Bernard Nahlen explained that the MIS and/or DHS and/or MICS should allow for 24 hour time period (as well as a 48 hour and 72 hour time period) and stated that the core indicator would not change, but regions can calculate any time period on their own.  The MDG indicators also have the 24-hour qualifier.  Arnold reminded everyone that because of interview lag time, 24 hours is actually one-and-a-half days; 48 hours is actually two-and-a-half days; etc…
Effective treatment

The DHS questionnaires list responses for treatment options that include anti-malaria drugs and non-anti-malaria (anti-pyretics) drugs.  Countries adapt the list of drugs, depending on what is available in country.  Because drug policies change between countries, MERG now includes each individual drug for treatment in its own column without referring to the drugs as “first line, second line” etc.  The Task Force recommended that DHS lump generic anti-pyretics together (aspirin, acetaminophen, ibuprofen). 
4.) Intermittent Preventive Treatment (IPT) for Pregnant Women 
The discussion focused on the issue of how to define the percent of women who receive IPT: is one dose sufficient or do the women need to take two (or possibly three) doses to be included in the indicator? In the MIS and DHS Malaria Module questions are asked about the number of doses taken.  It would be helpful to know which women are getting which doses.  The Task Force recommended that at least two or three doses, consistent with national policy, should be a positive response for the IPT indicator.  The tabulation plan currently explains that “For mothers who took anti-malarial drugs for prevention during the last pregnancy leading to a live birth in the five years preceding the survey, percentage who took sulfadoxine-pyrimethamine (SP/Fansidar), and among those who took SP/Fansidar, the number of times taken (Once, Twice or Three or more times).”

Also asked was which treatment venue should be included in the response:  if IPT was given during an antenatal (ANC) visit and/or if a patient took IPT that she bought from a pharmacy after her doctor encouraged her to take the medication?  Arnold explained that the DHS only includes IPT if it is a given during an ANC visit when reporting on the indicator.  This is in accordance with the present recommendation that IPT should be given as part of routine ANC visits (“A Policy Framework for Malaria Prevention and Control in the Africa Region,” WHO, 2004).  
It was noted that the DHS asks about treatment to prevent malaria during pregnancy.  As worded, it could be either chloroquine chemoprophylaxis or IPT.  Further questions about the drug taken should distinguish between the two.  Some women may answer affirmatively if they received treatment for malaria.  Information from health facility surveys and health cards could clarify this issue.

5.) Other Issues
Anemia testing 

The discussion raised issues around when anemia testing should be performed with the survey (how many months after the rainy season) and how to implement the lab component in the MIS.  If anemia testing is to be included, then the Hemocue device should be used—DHS has a training module on anemia testing in population surveys.  
Indoor Residual Spray (IRS)

Questions and discussion were focused on whether Indoor Residual Spraying (IRS) should be standardized as a core, rather than as an additional indicator?  Additional indicators would look at program-specific indicators and information.  Some members of the group brought up other surveys where this question was asked, such as in PSI, NETMARK and South African (Kwa Zulu Natal region) questionnaires. The group offered ideas about including a section of the guide for “region specific adaptations” where IRS could be included, if relevant in a particular country or region.  Further discussion centered on asking if a household had been sprayed within a certain time frame and if the data could/should be linked with the spraying programs to confirm numbers.  An IRS question (“When was your house last sprayed?”) could be in the survey or as an option and Bernard Nahlen stated that it is fine if it is included because there is information on this from programs that are spraying. 
Recommended issues to consider when adding IRS to the survey:

· If spraying will be measured, then emphasize targeted areas so the reported proportion is not misleading.  

· Wording would have to include “targeted” in the denominator (due to some areas not receiving IRS).  

· Not standard in all countries.

Other Considerations: The MIS is a very specific survey, so who will support the survey?—It will need a great deal of support if it will be of a standard comparable to the DHS.  Arnold remarked that conducting the MIS will be easy enough for countries to do on their own, however RBM partners will be called upon to assist in the provision of adequate financial and technical support, when needed. 
Brief PEPFAR Discussion/Update: 

The President’s Emergency Plan for AIDS Relief (PEPFAR) is gearing up and money needs to be divided.  There is a plan for implementation in 14 (12 Africa and 2 LAC) countries; ORC Macro will do six AIDS Indicator Surveys and eleven facility surveys in the next 18 months.  Because of PEPFAR, Malaria seems to have been dropped from the health development agenda.  Health programs (including malaria) are repackaging their programs to link with HIV.  For example, preventing malaria for populations at risk for HIV or considering malaria to be an opportunistic infection in people who are HIV-positive, especially those who are pregnant. USAID’s mother-to-child-transmission working group will hold a meeting on malaria and HIV infections during pregnancy on February 11, 2004.  
II. Review of the “Guidelines for Core National-Level Malaria Indicators Obtained From Household Surveys” 

Thom Eisele

This document is a draft and looks at the five critical core indicators and is modeled after the UNAIDS document for UNGASS Indicators.  The indicators are the same as those included in the MICS and MIS.  The document includes definitions for numerators and denominators and suggests questions that can be added on to an existing survey to get the needed data.  Issues about sample size also need to be addressed.  Major issues to review during the session:

· Discuss other indicators that need to be added 

· Discuss technical information to add 

· Comments and corrections on language etc. 

Indicator Specifics:    

Bednets/ITNs
Bednet brands are not in the Malaria “add-on” questionnaire. 

· Brands should be included because a distinction needs to be made between permanent and pretreated bednets.  

· A brand name could help make that distinction.  

In the field, during a DHS, respondents are shown different kinds of nets (for identification), but most nets are not permanently-treated or pretreated, and interviewers are not typically allowed in the bedroom to observe nets. Further, there are usually no labels to make identifying the kind of nets easier, although the ITN working group is talking about this and PSI does this because of marketing (also have colors/patterns/flowers etc.).  

**Including the brand improves the quality of the numerator but does not change the indicator; the questionnaire only needs to change.  Further research needs to be done to look at how to obtain the most valid answer for bednet treatment with insecticide—is it by looking at the brand name or some other kind of test/indicator?
Several additions and corrections were recommended for the guide and will be incorporated in the final draft. 
Timeline for finishing and publishing document:
· Should be joint RBM, UNICEF and WHO publication.

· The cover should include the RBM logo, with a reference to MERG and their website address

· The Malaria Survey Package will include the RBM logo, Macro, UNICEF, WHO and World Bank logos.

· Because of MEASURE Evaluation/Macro link, will need to acknowledge the contract number with USAID—Eckert explained that a simple box that includes something such as, “This document was prepared by the working group…”

· The opening should make reference to the Abuja targets, as well as, refer to and explain the Millennium Development Goals. 

· Translation should be in Spanish and French to start, then after some time, Portuguese. 

· The document can be posted to various websites of partners, including the MEASURE Evaluation website.  

**Target Press Release:  June 2004, however Bernard Nahlen emphasized the sooner the document is released the better.    

III. Review Progress in SEARO on Development of Survey Tools

Ravi Kumar, SEARO, National Programme Officer, India
Kumar explained that India does not have baseline data for community perceptions and bednets.  A plan to undertake a health facility appraisal is underway, as well as reviewing existing data for the monitoring and evaluation program.   He stated that community-based data collection is their primary objective and the next objective is to get baseline data.  

Kumar added that other studies in India have indicated that there may be as much as 10-15 times more estimated cases than previous reported.  He explained that India wants to take this opportunity to use their management of children with fever for a number of activities in household surveys.  The surveys will include: general health, morbidity, fever, malaria and a community interview, which will be cross checked with a primary health center. 

Other surveys undertaken in India include the Indian National Family Health Survey, which collects information on suspected cases of malaria, all fever reported cases of malaria and treatment-seeking patterns for fever—every 4-5years.  This survey does not crosscheck with health facilities, although there is active surveillance on the above issues, which is being crosschecked with health facilities.  

Question:

How is India’s experience relevant to other Asian countries?  Does SEARO have an interest in standardizing questions for other Asian countries?  Kumar explained that Indonesia has experience in health facility surveys and the household survey in India should be adaptable to Indonesia, Thailand and Sri Lanka, possibly to Myanmar and Nepal. 
Objective 2: Establish a sampling framework for Malaria Indicator Surveys in areas with widespread, as well as focal, malaria problems.  

IV. Develop a sampling frame and strategy for household surveys

“Guidelines of sampling for malaria indicator survey”. Please see attached Power Point
Ruilin Ren
Presentation Summary

The presentation reviewed important issues related to sampling that the Task Force should consider while developing the package for the MIS.  Ren reviewed how to devise sampling frameworks, sample size determination and sampling allocation.  He included tables on estimating sample size for different target groups, reviewed proportional allocation and power allocation, and presented a template for household selection.  Lastly, Ren offered assistance with two-stage selection, size of the sample per enumeration area and discussed household listing and selection.  There was some discussion and questions around certain issues, outlined below.  

Issues discussed during the presentation:

Malaria surveys need to devise strata by transmission level and there is a need to look at transmission maps.  However, there have been few proper samples devised from transmission maps and there is a need to rethink the census enumeration.   Example: Ecuador, where they looked at maps and census domains to determine areas that need attention. The national statistics offices should be able to advise on sampling in low and high transmission areas.  In terms of comparability, if domains for the MIS are selected based on transmission, they will still be comparable to the DHS if they are weighted properly.

Need to make MIS sampling component not too simple, but user-friendly, to provide appropriate guidance to program managers to implement the survey.  The guide should not be longer than three or four pages and should provide information regarding:

· Manual to include a spreadsheet with possible sample size calculations and costs as a reference guide.

· The process and steps to implement the survey, as well as the importance of the survey.

· Compile a list of in country resources and people to turn to for survey implementation assistance.

· Ministry of Health, National Statistics Bureau and the Census Bureau, for TA

 Final Issues discussed about target setting touched on meeting the Abuja target of 60%.  There was a concern that if the core indicator denominator is not changed, country reporting may be misleading and biased.  Agreement was to leave the denominator of the core indicators the same.  However, this needs to be explored further—will there be the potential to do a subset analysis to assess coverage in targeted areas?  Bernard Nahlen explained that yes, there is potential, but this may require increased sample sizes, over sampling of targeted areas and/or special sub-national surveys.  
Brief introduction to Software package

John Miller

Miller is adapting CSPro for the MIS, which will be very useful.  He explained that DHS uses this program already and it seems to be a simple tool.  Ideas for CSPro program dissemination could be to put it onto a CD or on the RBM website for easy access by program managers. 
Roll Back Malaria MERG, Household Survey Task Force Meeting

ORC Macro, Calverton, MD

February 11, 2004

Chair: Abdi Alisalad

Raporteur: Ani Hyslop

Introductions

Objective 3: Review Progress on Facility Surveys and Priority Facility Indicators

V. Review Health Facility Survey Assessments

Experience with Health Facility Surveys

SEARO/India is not doing nationally representative surveys because it is too complicated.  Several surveys are being conducted in sub-national areas.  These include:

· Community participation surveys looking at treatment seeking behaviors

· Village Volunteer surveys looking at availability and access/acceptability of services: Village Volunteers distribute chloroquine and collect data on fever and drug distribution (also condoms & ORT; some even more sophisticated treatments)

· Malaria surveillance is part of health care delivery – village volunteers have been trained to do smears

· Health facility assessment are done for externally-funded facilities

· How affective are referral hospitals and the effect of user charges

· Looked at stock-outs in sub-centers

· Conducted by external organization

· Surveys have been done through professional bodies (e.g., Indian Medical Association (???))

· Treatment practices have been surveyed

In AFRO part of the development of national malaria strategic plans was to do baseline surveys that included facility and community surveys.  Facility surveys only looked at drug inventories, including record keeping, and did not assess treatment practices.  Now that the baseline surveys have been completed, facility-based malaria questions are incorporated into WHO’s IMCI facility surveys. The problem with the IMCI surveys is that they are not nationally representative; in that they are only conducted in districts in which IMCI is being implemented.  As IMCI implementation increases, the sample becomes more nationally representative.  The IMCI surveys look at parasite detection, anti-malaria stocks, CFR, treatment of under-5 (surveys exclude adult treatment or IPT).

Service Provision Assessment (SPA):

Nancy Fronczak Please see Power Point attached
· Representative sample of government and registered facilities; using lists that are not validated

· Focus on the following services: family planning, maternal health, sick child, STI

· Includes sections on facility inventory; health personnel interviews, consultation observation, client exit interview

· No mystery client

· No validation of diagnosis

· Look at 

· Resource Capacity (Equipment supplies, management support) for providing the standard care 

· Care process (adherence to standards)

· Have not focused on malaria

· Do get availability of anti-malarials (not stock-outs)

· Do get laboratory capacity

· Do look at standards for diagnosis in sick children with fever and chemoprophylaxis/IPT in pregnant women

· Recommended that it be done every 4-5 years; have done 4 SPA

· Relatively new so use of SPA results is not well studied.  Observation is that only the relevant people are looking at their specific service and within the specific services are looking at a piece (e.g., are guidelines being used?) – no one is looking at the whole picture.

· Costs US$500,000; need about 40 facilities for each region; one facility per day per team; decrease cost by taking out the exit interview

· Observers are health professionals and facilities under observation eventually relax and realize this is not a supervisory assessment

· President’s Emergency Plan for AIDS Relief (PEPFAR) facility survey (separate from SPA) will only look at facilities that provide care and support to patients with HIV/AIDS; will look at some malaria issue.  Will not be streamlined but very detailed.

· What are you going to do about the information?  Will it be used?

· Because of urgency: will not have country-specific additions

RBM’s Use of Facility Surveys

The only RBM global indicator that was agreed upon that requires a facility survey is

% of health facilities reporting no disruption of stock of antimalarial drugs (as specified in the national drug policy) for more than one week, during the previous three months

Some of the issues that arose during the discussion were:

· Is it appropriate to look only at the supply-side at the global level?  Isn’t this a program management issue?  What will RBM do with the information? 

· AFRO and India appear to be investigating it in different ways.  

· Monitoring of stock-outs is:

· Controversial because often there is no inventory system, records, or stock cards and is often based on recall so that specifics (5 days/1 week in past 3 months) cannot be obtained, only generalizations

· Not a survey issue but a role of a routine health management system.  A facility survey may, however, assist to validate accuracy of reporting

· Rational Pharmaceutical Management Plus (RPM), USAID http://www.msh.org/projects/rpmplus/3.6.htm and the DELIVER Project through John Snow International/USAID, http://www.deliver.jsi.com have developed monitoring systems for inventories.
Other RBM issues could be addressed during a facility survey in addition to monitoring drug supplies.  In order to determine strategically what other key indicators could be obtained from a facility survey, several criteria were discussed.  RBM’s topics should be the principal guide to determine what is included in facility surveys.  The topics that are most appropriate for a facility survey include:

· Logistic systems for supplies and drugs

· Drug quality (use spot sampling to check quality)

· Health professional training 

· Treatment guidelines availability and consistency of practice 

· Diagnosis capability (at appropriate facility level): appropriate technology and training and actual use.

· Referral systems

· IPT delivery (where relevant)

· ITN distribution (where relevant)

· Integration of services (integrated in Africa)

The group agreed that drugs (supply and quality), training, and diagnosis were key issues.  Determining what information is needed at the global/national/local levels; what the information will be used for; and what decisions will be made based on the data collected should also be considered when designing a facility survey.
Guidelines for IPT questions included for countries, where relevant:

· Want information on people trained in guidelines for treating severe malaria and IPT.

· Want to know if guidelines are present in facilities.

Guidelines for Malaria diagnosis:

· Want to know at what health facility level people are being diagnosed with malaria.

· Diagnosis by functioning microscope and slides?

· Need a supervision visit to find this information.

When considering a facility survey for obtaining RBM information, whether or not the survey should be independent or linked to other surveys is an important decision.  Linking the malaria-specific questions to other surveys reflects the integration of malaria into general facility services and reduces the proliferation of surveys and their associated expense.  If there are not opportunities to link to other facility survey efforts and local malaria control programs want to conduct a facility survey, it should consider inviting other programs to join in and share expenses.  

Pilot Sites for MIS
Matt Lynch would like the Malaria MERG Survey Task Force to determine the first sites for the implementation of the MIS.  Criteria discussed were the need for information (GFATM, timing of other DHS) and the capacity to do the survey.  Further discussion with USAID will need to take place about implementation.  

The suggested sites included: 

Asia: E. Timor because little data and they receive Global Funds and Nepal because they do not have complete information on Malaria
Africa: Benin because they have 2002 DHS and Global Fund money; Eritrea because they have 2002 DHS and Global Fund money; Liberia is questionable, but possible Global Fund money.
Also consider: PAHO countries, especially Honduras and EMRO, perhaps Yemen.
Summary 

Throughout the two days several issues for future work were raised.  The three objectives that set the meeting were all met through discussion or will be met by specific follow up tasks.  Several special studies and further analysis were proposed and will need additional follow up, as well as contacting partners working on similar issues of survey design, malaria M&E, anemia and sampling.  Specific tasks were assigned to participants to compile information, follow up with partners or present quick analysis, which should be underway or completed before the next meeting.  Finally, all of the pieces of the MIS package are coming together and should be completed by the target date of June 2004.  Preliminary pilot sites were also proposed for the MIS and include East Timor, Nepal, Benin, Eritrea, Liberia, PAHO countries, Honduras and Yemen. 
Recommendations for Further Analysis and Special Studies

1.) Analysis that was suggested for development of the work that the Task Force hopes to complete includes:

· Assessing what impact does including convulsions as a marker for malaria in the DHS have on the access and prompt treatment indicators. 

· A link could be established with the Anemia Working Group for special studies: since the MIS will be conducted in high transmission times it will offer hemoglobin level and parasite prevalence testing as an option (anemia testing is offered as a core in the DHS, but countries can drop it).  
· Survey methodology (e.g., sampling high-risk populations) can be tested during the first round of the MIS and then review the sampling methodology to identify high-risk populations for the indicator denominator.  Some ideas/tools that can be used for sampling include:
· GIS to link transmission and sampling,

· Asking National Malaria Control Program (NMCP) about districts with high transmission,

· MARA Maps for Africa (similar initiatives for the Americas and Asia)
· Analyze a subset of the bednet treatment question, to check reliability and if there is a large non-response rate, then it will be known that it is meaningful to ask.  
· Many agreed that having a lab component might be helpful to assess chemical treatment level on the nets.  However, this would only be done on a much smaller sample as a separate, special study, not for routine monitoring.
· Analyze MIS data on respondent parasite levels in the peak season, compared to the dry season (through the DHS) to better understand parasite prevalence linked with bednet use. 
2.) Information needed to develop the MIS package includes having someone on the Task Force look into what the Health Metrics Network could offer as assistance in this area,  develop an on-line technical assistance system and look to WHO and what other groups are doing.  

3.) M&E Capacity Building at the national, regional, and global level is needed so that the MIS survey tool and data produced by the MIS are used for programs and policy in country. 

Currently: 
· Graham Root and the Malaria MERG Capacity Task Force will be conducting an M&E capacity assessment.  Out of that an M&E training curriculum will be developed.  Currently MEASURE Evaluation has a curriculum for M&E of health programs and could develop a malaria module Measure Evaluation agreed to share curriculum materials with RBM. 
· List experts in malaria M&E (AFRO has lists; but no one has household survey experience)

The Task Force should discuss further:

· Monitoring and evaluation information for malaria program managers, which should include: 

· Guidance on facility surveys—what should be included that is specific to malaria?  

· What is included in standard facility surveys that could be used by NMCP?

· Offer training for country experts on conducting/managing household surveys and data use for programs and policy. 

· Possibility of developing a malaria module for facility surveys. 

Specific Tasks Assigned

Analysis and Compilation of Materials
· ORC Macro will look at data on fever and convulsions and present the group with tables to make a decision regarding convulsions by the beginning of May 2004.  

· MILLER: 
· Inventory how core issues (Drugs, diagnosis, training) are addressed (directly and remotely) in the facility surveys.

· Construct a matrix that includes all relevant facility surveys (include DELIVER, Basics, PHR Plus, IMCI, Integrated Disease Surveillance, etc…) and their implementation/timing (past, present, and future).

· MEASURE will talk to logistics projects (RPM/DELIVER) about supply issues and gather indicators related to stock out and how they are used (may consider rephrasing the global indicator if necessary--will need to focus and rationalize why it is included or modified).

Sampling and Survey Design
· DAVID, KUMAR, ALISALAD and EISELE (also colleagues at UNICEF), will review issues related to sampling in the MIS sampling component (should provide options for sampling in high or low transmission areas by season and transmission area; when to over sample). 
Follow up with Partners
· MEASURE will follow up with Graham Roots’ capacity building activity to make sure that it addresses HIS capacity for stockout (malaria specific) issues.


· MEASURE will discuss with USAID if malaria issues will be covered in the AIDS Indicator Survey (AIS) Household questionnaire and SPA; and ask to add bednet questions if they are not included.

· MILLER will talk with Guillermo Rojas, who is a programmer at ORC Macro, to get the most up-to-date tabulation plans for CSPro.

Product Status Summary:  All should be completed fully by June 2004 

Will need to be reviewed by Roll Back Malaria if using the RBM Logo.

	Document
	Status of Document
	Ready for Review by MERG

	MIS Questionnaire
	Close to completion
	Yes

	The rational for each question (brief)
	Close to completion
	Yes

	MIS Interviewer’s Manual
	Close to completion
	Yes

	MIS Training Manual
	Close to completion
	Yes

	MIS Supervisor’s Manual (required?) 
	Needs to be completed
	No

	Sampling Issues Paper (long and short form) 
	In Process
	No

	MIS Tabulation Plan
	Close to completion
	Yes

	CSPro for Malaria Module
	In Process
	No

	“Guidelines” Document
	Close to completion
	Yes


· The MIS will be fielded in high-risk areas and nationally.

Participant List
Survey Task Force Meeting

Feb. 10-11, 2004

Calverton, MD

	Name
	Institution
	

	Bernard Nahlen
	WHO/RBM
	

	Tessa Wardlaw
	UNICEF
	

	John Miller
	WHO/RBM
	

	Ravi Kumar
	WHO/SEARO
	

	Pat David
	JSI
	

	Keith Carter
	PAHO
	

	Nancy Fronczak
	ORC Macro/DHS
	

	Ruilin Ren
	ORC Macro/DHS
	

	Ani Hyslop
	ORC Macro/Measure Eval
	

	Thom Eisele
	Tulane/Measure Evaluation
	

	Kate Macintyre
	Tulane/Measure Evaluation
	

	Abdikamal Alisalad
	WHO/AFRO
	

	Fred Arnold
	ORC Macro/DHS
	

	Erin Eckert
	ORC Macro/Measure Evaluation
	

	Maggie Janes
	ORC Macro/Measure 

Evaluation
	


� The wealth index is calculated using the same methodology found in the paper: Iburg, K. M. et. al.  Cross-population Comparability of Self-Reported and Physician-Assessed Mobility Levels: Evidence from the Third National Health and Nutrition Examination Survey.  WHO.  Global Programme on Evidence for Health Policy Discussion paper No. 14.  Revised November 2001.  Retrieved on April 25, 2004 from:  � HYPERLINK "http://whqlibdoc.who.int/hq/2001/a78633.pdf" �http://whqlibdoc.who.int/hq/2001/a78633.pdf�
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