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Abstract

The CORE Group’s Knowledge, Practice, Coverage (KPC) Survey Training Curriculum provides trainer guidelines and
participant handouts and resources to train field workers to carry out a KPC survey. The KPC Participant’s Manual and
Workbook includes three modules: KPC Training Module 1: Training the Core Team; KPC Training Module 2: Training
Supervisors and Interviewers; and KPC Training Module 3: Training the Post-Survey Analysis Team. KPC Training
Module 1 includes training resources and a full set of handouts that Core Team members can use during training. KPC
Training Module 2 contains training resources and a full set of handouts for Supervisor and Interviewer use during training.
KPC Training Module 3 contains training resources and a full set of handouts for Post-Survey Team use during training.
All handouts included in the three modules can also be used by the KPC Survey Trainer as slides or overheads.
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The CORE Group’s Knowledge, Practice, Coverage Survey Training
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Module 3: Training the Post-Survey Analysis Team

3. KPC Survey Training: Participant's Manuals and Workbooks
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TR 3-: Workshop Objectives

TR 3-1: Workshop Objectives

By the end of the workshop, the Post-Survey Analysis Team will have:

= Acquired an understanding of what to look for when tabulating/analyzing KPC survey data

=  Completed apreliminary exploration of frequencies and differentialsin a KPC survey data set

=  Compared KPC survey findings with results from other data sources

= Set reasonable intermediate and final targets based on KPC survey baseline data

or

Assessed achievement of targets using KPC survey data, and determined if differences are
statistically significant

»  Used KPC survey datato identify health problems and possible intervention activities/strategies
and the level of effort needed for each intervention

= Decided on follow-up studies/activities that will be conducted after the KPC survey iscompleted

= |dentified other levels (e.g., health-facility level) where change must occur in order to effect
changes at the beneficiary level and decided if studies should be undertaken at those levels as well

* Prepared adraft a KPC Survey Report
= Developed aplan for presenting KPC survey data to project communities and other stakeholders

KPC Training Module 3: Training Post-Survey Analysis Team 1
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TR 3-2: Workshop Agenda

TR 3-2. Workshop Agenda

This page was left blank intentionally. The workshop Trainer will need to provide
participants with an adapted workshop agenda. Insert the adapted agenda here. Base
the agenda on the Sample Agenda for the Post-Survey Analysis Team on page 5 of
the Module 3 Trainer’s Guide.

2 KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-3: Resource List

TR 3-3: ResourcelList

Materials on the Resource Tableinclude: Technical Reference Materials (TRM),* CSTS Crucial
CSInterventions Checklist,? DHS® and M1CS,* CSTS Writing the KPC Survey Report.®

LQAS Manual (note that the introduction to LQAS in thistraining is drawn from the LQAS Manual.

The manual provides much more detail on many issues including the meaning of supervision areas—

SA)

= Valadez, et al., Assessing Community Health Programs, Using LQAS for Baseline Surveys and
Regular Monitoring (Trainer’s Guide and Participant’s Manual and Workbook) available from:
TALC, P.O. Box 49, St. Albans, Herts, AL 1 5TX UK. www.talcuk.org

Writing the KPC Survey Report
= CSTS publication Writing the KPC Survey Report available at:
http://www.childsurvival.com/kpc2000/survey report.doc

Softwar e Resour ces

= P.A.N.D.A. (Practical Analysis of Nutrition Data): A tutorial on analyzing nutrition data using SPSS
from Kenya. Availableat: http://www.tulane.edu/~panda2/Analysis2/ahome.html

EpiNut online manual: http://www.cdc.gov/epiinfo/epi 6man/manchp23.htm

Download, Epi-Info 2000: http://www.cdc.gov/epiinfo/ei2000.htm

Weblnstall for Epi-Info 2000: http://www.cdc.gov/epiinfo/

Help with statistics of any type: http://members.aol.com/johnp71/javastat.ntml

Qualitative Research
= Titlell Monitoring Toolkit is one resource for how to conduct focus groups and key informant
interviews. http://www.foodaid.org/worddocs/moneval/toolkit/T11Toolkitl11B.doc.]

Quality Improvement and Verification Checklist for CHWSs.
= http://www.foodaid.org/worddocs/moneval/toolkit/QIVCs 1 for instructions and more information.

! Available at: http://www.coregroup.org/resources/ TRM_2000.pdf

2 Availableat: http://www.childsurvival.com/tools/SOTA checklist.doc

3 Availableat: http://www.measuredhs.com

* Availableat: http://www.childinfo.org

5 Availableat: http://www.childsurvival.com/kpc2000/survey report.doc

KPC Training Module 3: Training Post-Survey Analysis Team 3
Participant’s Manual and Wor kbook


http://www.childsurvival.com/kpc2000/survey_report.doc
http://www.tulane.edu/~panda2/Analysis2/ahome.html
http://www.cdc.gov/epiinfo/epi6man/manchp23.htm
http://www.cdc.gov/epiinfo/ei2000.htm
http://www.cdc.gov/epiinfo/
http://members.aol.com/johnp71/javastat.html
http://www.foodaid.org/worddocs/moneval/toolkit/TIIToolkitIIIB.doc
http://www.foodaid.org/worddocs/moneval/toolkit/QIVCs_1
http://www.coregroup.org/resources/TRM_2000.pdf
http://www.childsurvival.com/tools/SOTAchecklist.doc
http://www.measuredhs.com/
http://www.childinfo.org/
http://www.childsurvival.com/kpc2000/survey_report.doc
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TR 3-4: Action Plan £ f

Who Will Completethe | By What Date Will They
What Isthe Task? Task? Completethe Task?
4 KPC Training Module 3: Training Post-Survey Analysis Team

Participant’s Manual and Workbook




TR 3-5: Review of Confidence Intervals

TR 3-5: Review of Confidence Intervals

. Even when sampling and survey protocol are used properly, the results you get are still just an
of the true value. In other words, the results you get are probably pretty close to the
real value, but probably not exactly the same asthereal value. The results of a survey using
should never be considered absolute values.

. Random error is unavoidable when is used, because you are not getting data from all
possible values in the population. There isamost sure to be some difference in the results of a
sample from what you would have gotten if you had interviewed every in the popul ation.
Each estimate from a sample, therefore, always has a margin of error around it, which we also call
a

. Theformulafor calculating a Confidence Interval is:

P=p+/- Z * SQRT((p*g)/(n/d.e))

where P = the actual rate/proportion in the general population

p

q
z

n
d.e
SQRT = square root

the confidence level

. The design effect for asurvey is usually estimated as for cluster sampling and for
LQASand SRS.

. The confidence level is usually a constant value (from atable) for the level of power that you
choose. Often in research and in KPC studies the level % ischosen. This meansthat you
wish to be sure that your confidence interval will capture the true value, based on your
sample estimate. Witha___ confidencelevel, z=

KPC Training Module 3: Training Post-Survey Analysis Team 5
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TR 3-6: Review of 2x2 Tables and Odds Ratios

TR 3-6: Review of 2x2 Tables and Odds Ratios

1. Two-by-two tables are frequently used in epidemiology to explore associations between
to risk factors and or other outcomes. They help usto seeif a
relationship exists between two (categorical or continuous) variables (e.g., whether being male
means you are more likely to be malnourished, or whether exclusive breastfeeding means you are
lesslikely to have diarrhea).

2. Set up the following situation in a 2x2 table:

There are 105 women in the community, 67 use afamily planning method. Among younger
women (<25 yrs) 51 use afamily planning method. Older women (>=25 yrs) use amethod in 16
cases out of atotal of 34 older women.

Women Usea Do Not Usea
Family Planning Family Planning
Method M ethod
Y ounger 71
Older
105
3. The odds of an event are calculated as the number of events by the number of non-

events. For example, on average 51 boys are born in every 100 births, so the odds of any randomly
chosen delivery being that of aboy is:

xly =z
X =7?
y =72
z=7
4.
= Iftheoddsratiois thanone, > exposureisassociated with alack of disease (i.e.,
exposure may be protective).
» |f theoddsratiois thanone, > exposureis associated with the disease (i.e.,
exposure may be damaging).
= If the 95% confidence interval includes , then the relationship is not statistically significant.
6 KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-7: Review of Anthropometric Concepts

TR 3-7: Review of Anthropometric Concepts

In order to conclude that a population has significant malnutrition, there must be some
population to which one can compare it. WHO has provided such a population of
healthy children that acts as this and to which we can compare our population.

A isaway of describing the anthropometric indices of a population in order to
enable comparison with the reference population.

. Though it may lack strict biological significance, convention says a weight-for-age Z-score of < -1
isasign of malnutrition. A Z-score of <—-2isasign of
malnutrition and a Z-score of < -3 isasign of mal nutrition.

. In the reference population about % of children have weight-for-age Z-scores below < 2.
Therefore, if our population has a much larger percent with weight-for-age Z-scores below < -2,
we might conclude there is a malnutrition problem in our population.

KPC Training Module 3: Training Post-Survey Analysis Team 7
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TR 3-8: Questions for Analyzing Frequency Tables
TR 3-8 Questionsfor Analyzing Frequency Tables
1. Examine the key findings from the survey:

» Do they confirm what the project and stakeholders expected? Which resultsare
surprising or troubling?

» Aretherepercentagesthat arevery high or very low?

2. Sincethisa Child Survival project, we are most concerned about knowledge, practices, and
coverage levels that are most linked with the survival of children and the women who care for
them.

» When you look at your data set, what arethe thingsthat you suspect are most linked
with deaths of children and women in your project area?

Some Thingsto Pay Particular Attention to Include:

> |Indicators related to pneumonia, diarrheal diseases, and immunizations (and malaria, depending
on the area): We know that 60% of all deaths are caused by three diseases: pneumonia,
diarrhea, and measles. Look at:

» Useof Oral Rehydration Therapy: About 3 million children die each year from
diarrhea, and about half of those deaths are caused by dehydration which could be
prevented by ORT.

=  Knowledge of IMCI danger signs during childhood illness and during labor: Pneumonia
kills 3.6 million children each year. The majority of those lives could be saved if
parents knew the IMCI danger signs.

= Measles vaccine coverage: About 1 million children die each year from measles.

» Insecticide-Treated Net use: TN use by children <5 can reduce mortality.

» Vitamin A coverage: Studies have shown that giving vitamin A supplementsin an areathat is
vitamin A deficient can cut childhood mortality by 23-34%.

» Exclusive breastfeeding: A child who is bottle fed in acommunity with a poor water sourceis
six times more likely to die than achild who is exclusively breastfed.

> Manutrition: Malnutrition, even moderate malnutrition, is linked to 54% of childhood deaths.

3. What arethepriority health problems shown?
4. How would you target education at the community level based on these findings?

5. What other questionsthat requirefurther investigation areraised by theseresults?

8 KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-9: Questions for Analyzing 2x2 Tables

TR 3-9: Questionsfor Analyzing 2x2 Tables

» What sub-groups exist that may require additional targeting?

» How might this change the education strategy or other interventions to influence behavior?

» What questions that require further investigation are raised by these results?

KPC Training Module 3: Training Post-Survey Analysis Team 9
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TR 3-10: Use of a Target Setting Performance Index

TR 3-10: Useof a Target Setting Performance Index
Target Setting Performance I ndex

The study to develop the Pl was completed using data from 36 Child Survival projects that were
funded in 1991/92 and ended by May 1996. The projects each had a duration of four years. Thirteen
PV Os sponsored the 36 Child Survival projects.

The organizations that carried out these KPC surveysincluded ADRA, Africare, AMREF, CARE,
CRS, Foundation for the Peoples of the South Pacific, Project HOPE, IEF, MHV, PCI, SCF, and WR.
The 36 projects were evenly distributed among the different world regions, with 11 from Africa, 12
from Latin America and the Caribbean, and 13 from the Asia/South Pacific region.

If one project increases an indicator from 5% to 10%, it has doubled it, representing a 100% increase.
However, if an organization increases an indicator from 80% to 85%, it has only increased it by 6.25%.
However, increasing an indicator from 80% to 90% is often as hard as increasing an indicator from
25% to 50%. A study looking at different ways to find out how population levels of health indicators
changed in communities where PV O CS projects have worked, determined that one of the best
measures for determining how much a project achieved compared to what was possible to achieveis
called the Target Setting Performance Index. The index is calculated by dividing the absolute
achievement (the difference between baseline and final levels) by the possible achievement (the
difference between baseline level and the ceiling of 100 percent). The formula used for developing the
Performance Index (Pl) is:

Pl = (final level —baseline level) / (100 — baseline level)

Through mathematical calculations, aformulawas also developed to help you use the PI to set
potential final targets. The formulayou can useis:

F=Pl+((1-Pl)* B)
where:
F = Potential Final Target
Pl = Performance Index (see TR 3-11)
B = Baseline

10 KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-11: Setting Targets

TR 3-11: Setting Targets

Example:
Final =
Performance Pl — (Baseline*Pl)
Index (%) Use ThisFormulato = /100 + Basdline
. : Calculatethe
Child Survival Pl = (Changefrom | propable Final L evel =
Indicator Basdlineto Final / o =
Possible Change) F= Pl + (1.P1) * B) = 'j.';
= + - =
N
m o
a
Access to immunizations for 36%
children 12—-23 months by card Final =0.36 + 20% 49%
(DPT 1) (26 —45) (0.64*Baseline)
I mmunization coverage of 34%
children 12—-23 months by card Final =0.34 + 10% 41%
(OPV 3) (26 —-42) (0.66*Baseline)
Measles immunization 31%
coverage of children 12—-23 Final =0.31 + 8% 37%
months by card (23-39) (0.69*Baseline)
Reduction in vaccination drop- 41%
out by card (DPT 1-DPT 3/ Final =0.41 + 13% 49%
DPT1) (32-50) (0.59*Baseline)
Initiation of breastfeeding 34%
within eight (8) hours of birth Final = 0.34 + 42% 62%
(24 -44) (0.66*Baseline)
Exclusive breastfeeding among 29%
infants less than four (4) Final = 0.29 + 3% 31%
months of age (14 -43) (0.71*Baseline)
Continued breastfeeding during 25%
diarrheal episodes Final = 0.25 + 28% 46%
(16 -34) (0.75*Baseline)
Continued fluids during 36%
diarrheal episodes Final = 0.36 + 26% 53%
(26 — 46) (0.64*Baseline)
Continued foods during 22% Final = 0.22 +
diarrheal episodes (13-32) (0.78*Baseline) 23% 40%
KPC Training Module 3: Training Post-Survey Analysis Team 11
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TR 3-11: Setting Targets

Example:
Final =
Performance Pl+ (Basdline*Pl)
Index (%) Use ThisFormulato = /100 + Basdline
_ _ Calculatethe
Child _Survwaj Pl= (Qhangelfrom Probable Final L evel =
Indicator Baselineto Final / o =
Possible Change) A = S
= 'g §
@ =]
a
ORT use during diarrheal 38%
episodes Final =0.38 +
(28 —-47) (. 062* Baseline) 15% 47%
Possession of amaternal card 15%
Final =0.15 +
(5-24) (0.85*Baseline) 8% 22%
Tetanus toxoid immunization 12%
coverage (TT2) of pregnant Final =0.12 +
mothers (card) (3-21) (0.88*Baseline) 5% 16.4%
One or more ante-natal visits 13%
during last pregnancy by card Final = 0.13 +
(2-24) (0.87*Baseline) 20% 30%
Family planning: Use of a
modern contraceptive, among
mothers who do not want 9%
another child in the next two Final = 0.09 +
(2) years 4-19 (0.91*Baseline) 12% 20%
I mmunization knowledge: 2004
Timing of measles vaccine to 0 o
be at 9 months Final = 0'29 -
(17 -40) (0.71*Baseline) 60% 72%
Immunization knowledge: 22%
Tetanus toxoid protects both Final = 0.22 +
mother and child (10-35) (0.78*Baseline) 43% 56%
Pregnancy care knowledge: To 44%
seek ante-natal care before third Final = 0.44 +
trimester (32-55) (0.56*Baseline) 31% 61%
12 KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-11: Setting Targets

If you wanted to be on the conservative side, you could use the lower range of the confidence
interval for performance. For thislast indicator, for example, you would use 32% rather than 44%.
The formulawould change:

From: Final = 0.44 + (0.56 * Baseline)
To: Final = 0.32 + (0.68 * Baseline)

Notice that the second number in the equation is 1 minus the first number.
For example 1.00 — 0.44 = 0.56

If you expect to do much better than average, you could use the higher range of the confidence
interval for performance. For thislast indicator, for example, you would use 55% rather than 44%.
The formulawould change:

From: Final = 0.44 + (0.56 * Baseline)
To: Final = 0.55 + (0.45 * Baseline)

Remember: The higher the performance index, the greater the expected change in the indicator from
baseline to final. When an indicator has a high performance index (e.g., the immunization dropout rate
with a performance index of 41%), it means that Child Survival projects have generally been able to
make substantial improvements. When an indicator has alow performance index (e.g., contraceptive
usage, with a performance index of 9%), it means that Child Survival projects usually have not been
able to make substantial improvements in the situation.

Extrapolated from: Performance of Private Voluntary Organizations in Increasing Population Levels of Child Survival
Behaviors and Knowledge in Developing Countries. William M. Weiss, MA, Dory Storms, ScD, MPH, and Peter JWinch,
MD, MPH.
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TR 3-12: Target Worksheet

Child Survival
I ndicator

Performance I ndex
Expected (%): Takefrom TR
3-11: Setting Targets Table

Formula Used to
Calculatethe
Probable Final
Leve

Use Your Dataand TR 3-11;
Settings Targets Table

Baseline L evel
Found

Expected
Final
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Child Survival
Indicator

Performance I ndex
Expected (%): Takefrom
TR 3-11: Setting Targets Table

Formula Used to
Calculate the Probable
Final Level

Use Your Dataand TR 3-11:
Settings Targets Table

Baseline Expected
Level Found Final
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TR 3-13: Comparison of Achievement to Targets

TR 3-13: Comparison of Achievementsto Targets

Indicator

Basdline
% +/—ClI

Mid-
Target

Mid-term
% +/—ClI

Final
Target

Final
% +/—Cl
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TR 3-14: Levels of Action to Manage Diarrhea

TR 3-14: Levelsof Action to Manage Diarrhea

Health
'\ Facility Level
r
\

|

b
/ CHW |
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TR 3-15: Case Study on Effecting Change

TR 3-15: Case Study on Effecting Change

L et us imagine that you conducted a KPC survey and found the following information:

% of mothers who use ORS/More Liquids = 20%
% of mothers who know the IMCI danger signs = 15%
% of mothers who give more food during an episode of diarrhea= 28%

Y ou also know from focus groups that you conducted at baseline that:

poor transportation isareal problem for mothers to get their children to a health facility
when the children have diarrhea and other illnesses;

that doctors or nursesin the health facilities are counseling mothers to feed children less
during illness;

that the NGO that you are partnering with and the CHWs do not have strong educational
skills and use flip charts with alot of words and pamphlets for a population where few
people are able to read; and

your PV O has not done very much in terms of developing an approach to behavior change
communication, especialy for low-literacy populations like the one in which you are
working.

Think about the following three (3) questionsasyou look at thechart in TR 3-16:

1. Inaddition to the household or family level, what levels might you need to work at in order to
make changes happen at the family or household level ?

2. What sort of changes could you make at each of these levelsin order to facilitate changes at the
household and beneficiary level ?

3. If you decided to do each of these things, how could you measure the change that occurred at
each level?

18
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TR 3-16: Responses for Case Study on Effecting Change

TR 3-16: Responsesfor Case Study on Effecting Change

L evel of Action

Type of Actions

How to M easure Change

Community Level

Hel ping communities mobilize
resources (using matching funds)
to improve roads, to facilitate
transportation to health facilities,,
to create/improve emergency

Measure things at the community level
associated with their attempts to improve
roads (e.g., number of competitive
funding proposals submitted, number of
work days organized to improve roads,

transport system length of roads improved).

CHW Level Teaching CHWSsto improve their | Using a quality improvement and
educational skillsusing culturally | verification checklist. See TR 3-3:
appropriate methods of Resource List for information.
communicating, focusing on
behavior change and refining
educational messages

Health Facility Providing education to health Using the WHO Health Facility

Level workers about proper counseling | Assessment if IMCI will be included in
for caregivers of children with the project, or include one part of it to
diarrhea, or complete IMCI look at counseling by health workers on
training. Conduct focus groups diarrhea. Visiting supervision areas
with doctors and nurses to identify | where performance is good to seewhat is
barriers to change. being done differently.

NGO Level Helping the NGO develop the Using one of several tools for assessing
capacity to train health workersin | organizational capacity, include an
counseling during diarrhea (or full | assessment of the NGO’ s ability to train
IMCI training) and in how to health workers and assess their use of
monitor and improve the quality | tools to monitor the quality of educational
of health workers' educational sessions (e.g., QI checklists) and health-
sessions, improve focus on facility level changes (e.g., adoption of
behavior change communication | IMCI).

(BCC).
PVO Health Unit | Developing an improved strategy | Assessing whether or not a BCC strategy
Level of BCC. was articulated at the PVO level (e.g.,

whether a plan was written), the quality of
that plan, who has received training in
BCC inthelast three years, etc. This
could be included as part of the Human
Resources Management section of the
DOSA (Discussion-oriented
Organizational Self-Assessment) or
another tool that looks at institutional
assessment.

KPC Training Module 3: Training Post-Survey Analysis Team
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TR 3-17: Checklist for Preparing a KPC Survey Report

WHO
HASIT?
DO NOT | WHERE | RESPONSIBLE
CONTENT HAVE HAVE ISIT? PERSON
BACKGROUND
A. Project location
B. Characteristics of the target population
C. Social, economic and health conditions
D. National standards/policies regarding MCH
E. Project goals, objectives, intervention activities
F. Results of Qualitative Studies
G. Objectives of the KPC survey

PARTNERSHIP BUILDING

A.

Identifying and engaging partners/stakeholders

B.

Roles of partners/stakeholdersin KPC survey

METHODS

. Questionnaire devel opment

KPC indicators

Sampling design

. Training

Data collection and Quality Control procedures

nmoo w >

. Data management/data analysis

RESULTS
Tables of results/graphics for principal findings

DISCUSSION

A.

Key findings and programmeatic implications

B.

Next steps in information gathering

C.

Action plan for community feedback and
dissemination of findings

ANNEXES

Annex A: Map of Project Areawith

clusters/sampling areas identified

Annex B: Logistical Preparations and Schedule

Annex C: Survey Questionnaire in English and

[local language]

Annex D: Sampling Frame

Annex E: Training Guide and Schedule for

KPC Survey Training

Annex F: Manual Tabulation Tables

Annex G: Computer Tables for Each Question

Annex H: Breakdown of Costsfor KPC Survey

Annex |: Epi-Info PGM File (electronic only)
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Parts of the following draw on an example from:
Counterpart/India & Sanchetana KPC Report, January 2001

REPORT ON THE [BASELINE]
KNOWLEDGE, PRACTICE AND COVERAGE SURVEY

[Month & Year]
[Name of Project]
CHILD SURVIVAL PROJECT
in

[Geographic Area]

[Name of PV O] in partnership with [Names of local partners]

[Author #1 of thereport], [Title of Author #1], [Organization of Author #1]

[Author #2 of thereport], [Title of Author #2], [Organization of Author #2]

[Author #3 of thereport], [Title of Author #3], [Organization of Author #3]
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|. EXECUTIVE SUMMARY (2 pages)

Brief summary of project and KPC survey methodology:

Objectives:
The objectives of the survey are:

Methods:
The methods used in the survey include: (brief summary)

Key Findings:
Some of the key findings of this survey are:

[ ntervention #1:;

Intervention #2:

I ntervention #3, etc.:

Implications:
The key implications of the results for the program include:

II. BACKGROUND

A. Project location and background on the area

Wherethe project will be implemented. List municipalities, communities, urban areas, etc. See
program map in Annex A.

= Population of the area
= Other key information

B. Characteristics of thetarget population
Ages, sex, ethnic group, etc. of target groups

24 KPC Training Module 3: Training Post-Survey Analysis Team
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C. Social, economic and health conditions within the project area

The following information can be included in this section (among other things):

Literacy

GNP per capita

Causes of under-five and maternal mortality

Health care delivery in the area and staffing of health facilities

D. National standards/policiesregarding maternal and child health

Maternal and child care services are delivered according to Ministry of Health standards....

E. Overview of the Child Survival project: goals, objectives, intervention activities

History of the PV O in the country

Partner and why selected

Current beneficiaries and program location

When funded

Goals of the project

Interventions

Objectives and indicators (or reference another section)
Main strategies and activities

F. Resultsof qualitative studies

Describe quality studies conducted and list findings

G. Objectives of the KPC survey

Main goals of the KPC survey

1. PARTNERSHIP BUILDING

A. Methods of identifying and engaging local partners stakeholdersin the KPC SURVEY

=  Who stakeholders are and how they were involved

B. Specificrolesof local partners/stakeholdersin the writing of the proposal and the KPC

survey

KPC Training Module 3: Training Post-Survey Analysis Team
Participant’s Manual and Workbook
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V. METHODS

A. Questionnaire development
= What was used as a foundation (e.g., the Rapid CATCH) and what modules were used of the
KPC 2000+.
= How the questionnaire was devel oped, pre-tested, etc.
» Include afinal copy of the survey questionnairein an annex.

B. KPC indicators

The objectives and indicator s for the project to be measured in this KPC survey are provided in
the table on the following page. This should include a definition of the indicator, including the
number(s) of the question(s) on the questionnaire which correspond to each indicator, and a clear
definition of the numerator and denominator.

The table on the following page is a sample only.
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I ntervention Objective Indicator Definition of I ndicator
60% of mothers = 9 of mothersof children 0—2_3 monthsof age | * Motherswho know at Ie@ two (2) correct
children < 2 will wr_\o know.at least two (2_) signs of responses (CAl) for Question #31/Total mothers
seek care promptly childhood ilIness that indicate the need for answering #31. . _

_ from an appropriate treatment.* * Motherswho state either hospital, health center,

Pneumonia provider upon early = 0% of motherswith children <2 who seek or hedlth post (or another hedlth facility that has
recognition of key medical tr_eament from aqudified provider qualified prqviders) for Q50/Total number of
signs of pneumonia when achlld shows danger signs of mothers saying yes to both Q44 and Q45

pneumonia
= Percent of children under 24 months with
50% of children diarrheain the past two (2) weeks whose .
with diarrheain the mothers report they were treated with ORT mﬁgﬁ\\,’v\lﬂﬁ ;E:r?r?ea% gg 855?36“0@
Diarrhea last two weeks will (ORS, cereal based ORT, recommended = Mothers for whom 1 is)éheck od for- Qa3/tota
be treated with home fluids, or increased amount of fluids) . .
ORT = Percent of mothers who can demonstrate number of mothers interviewed
correct preparation of ORS
75% of mothers
will be ableto
Irg:d?ﬂ:fgll igrdesfe;kth el " % of mothers of children 0—2_3 months of age
danger signs of who know.at least twq (2_) signs of = Motherswho state C, D, E, F, G H, or | for
denydration, childhood illness that indicate the need for Q3V/total number of mothers interviewed
dysentery and treatment.*
persistent diarrhea
50% of newborns
will be put to the = 9% of mothers of children aged 0-23 months | _
Nutrition breast immediately who were breastfed within 1 hour after Mothers who state response #1 to Q16/Tota

after birth.*

delivery.*

number of mothers responding to Q16

40% of infants will
be exclusively
breastfed for four
months

% of children age 0-5 months who were
exclusively breastfed during the last 24
hours.*

Mothers of 0-5 months children who do not
state responses B-Sfor Q22 or > O for
Q24/Mothers of 0-5 months children who state
Yesto Q20 (are you currently breastfeeding).
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I ntervention Objective Indicator Definition of I ndicator
50% of infantswill | _ % of children age 6-9 monthswho Mothers of 6-9 months children who are
- be givenfood in ; : currently breastfeeding (Y esto Q20) and gave
Nutrition addition to breast recetved breastmilk and complementary a least one response JQ or Q24 > 0/ mothers
(continued) foods during the last 24 hours*

milk at about six
months of age

of children 6-9 months of age

I mmunization

80% of women 15—
49 will receive two
doses of tetanus
toxoid (TT) before
delivery

Percent of mothers of children lessthan 24
months who received at least two (2)
doses of TT before the birth of their
youngest child

Motherswho said “twice” or “more than two
times’ for Q641/Moathers responding to Q64H.
(Note: about 4% of mothers were not asked
this question due to improper skipping.)

60% of children
under age 1 will be
fully immunized

Percent of children 12—23 months infants
who were fully immunized in the first year
of life

Children 12—23 months of age who had adate
< oneyear before their first birthday recorded
for the BCG, Polio3, DPT3 and Meades
sections of Q61

60% of children
under age 1 will
receive measles
vaccine

Percent of children 12-23 months of age
who have received mead es vaccination in
thefirst year of life

Percent of children 12-23 months of age who
had a date < one year before their first birthday
recorded for the Mead es section of Q61.
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C. Sampling Design

Target population for the survey (mothers of children under 2)

How the organization decided upon a sampling design

How the sampling frame was prepared if one was used (e.g., LQAS, 30-cluster)
Who was trained in how to select first households

Where clusters were selected (or put in an annex)

Determining cluster boundaries and household selection

Respondent selection and precautions taken to avoid selection bias

Sample size

In the case of cluster sampling for a KPC survey, a sample size of 300 (10 per cluster) is generally
used to ensure that sub-samples (e.g., children with diarrhea) are large enough to obtain useful
management type information. |f a sample size other than 300 was used for cluster sampling, include
an explanation of how the sample size was determined.

If LQAS was used as the sampling method for the KPC Survey, a sample size of 19 is generally used.
If a sample size other than 19 was used for LQAS sampling, include an explanation of how the sample
size was determined. Also include the number of Supervision Areas used.

Include the total number of people interviewed (e.g., 300 mothers of children under 2). The estimates
of confidence limits for the survey results were calculated using CSAMPLE, a program within Epi-
Info. The HIS manager was taught how to calculate these confidence intervals both manually and
using Epi-Info's CSAMPLE module.

D. KPC training
= KPC training curriculum was prepared using several sources.

¢+ List sources used for training notes, e.g., the KPC Field Guide, the KPC 2000+ curricula
+ How staff participated in the design of the training

= Selection and training of Interviewers:

= Selection and training of Supervisors:

» Training schedule (or include in an annex)

» Pretesting and trandation of questionnaire:

Describe how the questionnaire was pre-tested and tranglated, and list what changes were made
to the questionnaire because of the pretest.

= List who conducted the various raining activities and whether that person (s) received TOST
training.
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E. Data collection and quality control procedures

When data was collected

Average length of interview

What was done when respondent was not available

How many mothers were not available for the KPC

How many refused to be interviewed and suspected or stated causes

Any problems encountered with the questionnaire during the data collection

Any interviewing problems experienced

What tool was used to monitor the quality of interviews, if anything (e.g., a QI checklist), how
that was used

F. Data management/data analysis

30

Who entered data

Who supervised data entry and how

How quality was monitored during data entry

Who wrote the QES, CHK, and PGM files if Epi-Info was used (include an electronic version
of the PGM file),

How the analysis program was tested

How data was cleaned and common errors that were found during cleaning
When data was analyzed

If manual tabulation was conducted, how it was conducted

What follow-up studies will be conducted

How stakeholders participated in data analysis

The table that followsis asample only.
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Pneumonia Indicators

Numer ator

Denominator

Proportion

Confidence
Intervals’

% of mothers of children
0-23 months of age who
know at least two (2) Signs
of childhood illness that
indicate the need for
treatment

164

303

54%

47% —61%
or
+—=T%

% of motherswith children
< 2 who seek medical
treatment from a qualified
provider when child shows
danger signs of pneumonia

56

65

86%

76.7—95.3%
or
+/—-9.3%

Diarrhea lndicators

Numer ator

Denominator

Proportion

Confidence
Intervals

= Percent of children under
24 months with diarrheain
the past two (2) weeks
whose mothers report they
were treated with ORT
(ORS, cereal-based ORT,
recommended home fluids,
or increased amount of
fluids)

20

111

18%

10.4 —25.6%
or
+/-7.6%

Percent of mothers who can
demonstrate correct
preparation of ORS and
explain its use

47

303

16%

10.3-21.7%
or
+/-5.7%

% of mothers of children
0-23 months of age who
know at least two (2) signs
of childhood illness that
indicate the need for
treatment (same as
pneumonia, above)

164

303

54%

47.8% — 60.2%
or +/—6.2%

® Given the rather wide 95% confidence intervals for this type of survey, reporting data to one decimal point seems
misleading (in terms of accuracy). For that reason, we have chosen to present most of the proportions rounded to the
nearest integer. Also, given the large number of percentages used in this report and the occasional use of decimals, we

have broken with convention: Percentages that begin a sentence are written as numbers rather than as words (e.g., “43%"
rather than “Forty-three percent”).
" Confidence intervals were calculated using Epi-Info’'s CSAMPLE module.

KPC Training Module 3: Training Post-Survey Analysis Team 31
Participant’s Manual and Workbook



TR 3-18: KPC Survey Report Template

Nutrition Indicators

Numer ator

Denominator

Proportion

Confidence
Intervals

= 9% of mothers of children
aged 0-23 months who
were breastfed within 1
hour after delivery.*

58

303

19%

13.4 -24.9%

= %o of children age 0-5
months who were
exclusively breastfed
during the last 24 hours*

26

63

41%

31.2-51.4%

= O of children age 6-9
months who received
breastmilk and
complementary foods
during the last 24 hours

32

49

65%

51.1-79.5%

= Percentage of children
age 1223 months who
are wasted*

33

154

21%

14.9-27.9%

| mmunization I ndicators

Numer ator

Denominator

Proportion

Confidence
Intervals

e Percent of mothers of
children less than 24 months
who received at least two
(2) dosesof TT before the
birth of their youngest child

205

284

2%

64.4—-80.0

e Percent of children 12—23
months infants who were
fully immunized in thefirst
year of life

14

162

15%

4.7-12.6
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The Rapid CATCH indicators measured during thissurvey are presented in the table below:

Other Rapid CATCH Indicators Numer ator Denominator Proportion

= Percentage of children age 0—23 months
who were born at least 24 months after 34 73 47%
the previous surviving child

= Percentage of children age 0-23 months

whose births were attended by skilled 160 303 53%
health personnel

= Percentage of children age 0—23 months
who slept under an insecticide-treated 5 303 2%
bednet the previous night

= Percentage of mothers with children age
0-23 months who cite at least two (2)
known ways of reducing the risk of HIV
infection.

11 303 4%

= Percentage of mothers with children age
0-23 months who report that they wash
their hands with soap/ash before food
preparation, before feeding children, after
defecation, and after attending to a child
who has defecated

28 299 9%

= Percentage of sick children age 0-23
months who received increased fluids and
continued feeding during an illnessin the
past two (2) weeks

5 160 3%

= Percentage of children age 0—23 months
with diarrhea who received medical 68 111 61%
treatment

= Percentage of children age 12—23 months

0,
who received a measles vaccine 21 162 17%

Other frequencies and results are presented in Annex XX (if you choose to include some or all of the
suggested annexes, see VII. Annexes, following page).
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V1. DISCUSSION

A. Discussion of key findings from the KPC survey and programmatic implications:

1. [Intervention #1]

Report on key finds for the intervention, referring to the indicator table, and programmatic
implications.

2. [Intervention #2]
Report on key finds for the intervention, referring to the indicator table, and programmatic
implications.

3. Other Rapid CATCH Questions
Include discussion of the Rapid CATCH indicators, as well.

B. Next stepsin information gathering

C. Action Plan for community feedback and dissemination of findings
=  How feedback sessions were/will be conducted for communities and other stakeholders

VIlI. ANNEXES
Possible annexes to include;

Annex A:  Map of Project Areawith clusters/sampling areas identified
Annex B:  Logistical Preparations and Schedule

Annex C:  Survey Questionnaire in English and [local language]
Annex D:  Sampling Frame

Annex E:  Training Guide and Schedule for KPC Survey Training
Annex F: Manual Tabulation Tables

Annex G:  Computer Tables for Each Question

Annex H:  Breakdown of Costsfor KPC Survey

Annex |:  Epi-Info PGM File (electronic only)
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TR 3-19: Presenting KPC Survey Data to Stakeholders

Analysis of KPC Survey Data:
Some questions to ask:
» What are the most important results to present and how should that data be presented?

» When will you present the data? [small meetings (donor), workshops (partners) and
community meetings]

» How will you present the data? [flip charts, graphics, tables, role play, PowerPoint, written
report]

Some things to remember:

e Donot try to put al your information into graphics. Use graphics to highlight the most
important findings

e Be careful about using colors—all graphics and documents should also be understandable
in black and white because most reports will be photocopied in black and white

e Clearly present what your denominator is for each indicator

Some methods to use:

e Tables show frequencies (include numerator, denominator, proportion, and CI) or cross-
tabulations

Percentage of children age 12—23 months fully vaccinated (against the five [5] vaccine-preventable
diseases) before the first birthday:

n= 261
Number Per cent Cumulative Per cent
Received all vaccines 141 54% 54%
Did not receive all vaccines 120 46% 100%

Sick children age 0—23 months who received increased fluids and continued feeding during an iliness
in the past two (2) weeks by mother’s age
n=119

Mother’'sAge< 25years | Mother’'sAge> 25 years

Received both more
fluids and the same 40 7 47
and/or more food

Did not receive both
more fluids and the 19 53 72
same and/or more food

59 60 119
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Examples of graphics commonly used to present KPC survey indicator data:

36

» Linegraphs can clearly show change over time:

% of Women

90 ~

80 A

70 4

60 A

50 A

40 A

30 4

20 4

10 A

Percentage of Women Who Can Give 2 or
More Ways to Prevent HIV Transmission

80
75
0
Baseline Year 1 Year 2 Year 3 Year 4
—o—Target —=—Rounded Average
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= Bar graphs are especially good at showing comparisons—cross-tabulations, baseline vs. final:

Well Nourished vs. Malnourished Children, FHI/Kenya

100%

90%

80%

70%

60%

[ Well Nourished

50%
[l Malnourished

40%

% of Children

30%

20%
10%
0%
Introd. of solids > Encouraged to Fed by neighbors Adults care for Mother away from Tomatoes given
5m eat when not child when mom child >4hrs/day to child last 24h
hungry not home
Indicator

‘Feeding During Diarrhea, Children 6-23m of Age

20
.
52
O More

W Same
@ Less
Breastmilk Liquids Semi-solid/solid food
Food Given to Child
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Keep in mind how to graphically display Confidence Intervals:

Changes in Nutritional Indices
FHI/Mozambique, Life of Project
Severe Stunting, Children 6-23m of Age
(48% Decrease)
40
I 0.8
m |—
i 25
O} 20.3
i 15
i f
Sev
10} 1.7 stu:;:u
0 I T T
Baszaline Final
FRHMALS ;

Pie Charts can be used effectively to show the breakdown by response categories:

Responses to Ways to Prevent HIV/AIDS

Knowing 2 or
ore Ways: 12

Knowing 1
Way: 11

Nothing/DK: 77
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KPC survey results should be shared with project communitiesto:

» givefeedback to communities

» promote analysis of problems at the community level

» get commitments from stakeholders regarding involvement in project activities and other
community-level activities to make permanent changes in behavior

Methods for providing feedback need to take into consideration the level of literacy of community
members and the level of understanding of mathematical concepts such as percent.

Using PRA-type activities:

= Stonesto represent well-nourished and malnourished children

=  “Tortilla’” Chart (or other local materials to represent pie charts) to represent children receiving
vitamin A supplements

= “Spaces occupied in the canoe” typically ten (10) peoplefit into a canoe; of these ten (10) people,
XX people represent mothers who give more liquids during illness:

Of every ten (10) children,

w w w w (] (] (] (] (] (]
Only four (4) have al of their vaccines The other six (6) children are unprotected
from many illnesses

Use alarge growth chart to
visually show nutrition
indicators.
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It isalways useful to put survey data into an under standable context. This can be accompanied
by comparing it to other studiesor other areas. Some useful data sourcesto compare with the
KPC survey resultsinclude:

a

Q@ "o ap o

Demographic and Health Survey data for the country in which you are working
Other local surveys

Ministry of Health (MOH) statistics

MOH objectives or standards

PV O’ s own project objectives

Reported national data

WHO/UNICEF objectives or standards

The objective of feedback is to promote reflection about “why” things are changing or staying the
same and to motivate actions, not to just passively receive information.

40
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