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Abbreviations and Acronyms

ACTs

Artemisinin-Based Combination Therapies
AFP

Acute Flaccid Paralysis

AI

Appreciative Inquiry

AIDS

Acquired Immuno-Deficiency Syndrome

AMTSL
Active Management of the Third Stage of Labor

ANC

Antenatal Clinic

ARI

Acute Respiratory Infection 

ART

Antiretroviral therapy

ARVs

Antiretroviral drugs

BCG

Bacille Calmette-Guerin

BCI

Behavior Change Interventions

BHR

Bureau for Humanitarian Response

CA

Collaborating Agency

CBD

Community-Based Distributor

CDC

Centers for Disease Control

CDD

Control of Diarrheal Disease

CHW

Community Health Worker

CORE

Child Survival Collaborations and Resources Group

CORPS
Community Oriented Resource Persons

CQ

Chloroquine

CSHGP
Child Survival and Health Grant Program

CSTS+

Child Survival Technical Support

CYP

Couple-Years of Protection

DHS

Demographic and Health Survey

DIP

Detailed Implementation Plan

DOSA

Discussion-Oriented Self-Assessment

DOT

Directly Observed Therapy/Direct Observation of Treatment or Therapy

DOTS

Internationally recommended strategy for TB control consisting of 5 components (originally Directly Observed Therapy, Short-course, although current DOTS strategy is much broader now than these two concepts)

DPT

Diphtheria-Pertussis-Tetanus

DST

Drug susceptibility testing 

DTP

Diphtheria-Tetanus-Pertussis vaccine [N.B. International terminology has now shifted so that the convention is to use DTP rather than DPT.]

EBF

Exclusive Breastfeeding

EMNC

Essential Maternal and Newborn Care

EmOC

Emergency Obstetric Care

EOC

Essential Obstetric Care

EPI

Expanded Program on Immunization

FE

Final Evaluation

FP

Family Planning

GAVI

Global Alliance for Vaccines and Immunization

GDF

Global Drug Facility

GEM

Global Excellence in Management

GFATM
Global Fund for AIDS, Tuberculosis, and Malaria

GIVS
Global Immunization Vision and Strategy

GLC

Green Light Committee

HB

Hepatitis B

HI

Hygiene Improvement

Hib

Haemophilus influenzae type b

HIF

Hygiene Improvement Framework

HFA

Health Facility Assessment


HIS

Health Information System

HIV

Human Immuno-deficiency Virus

HQ

Headquarters

HR

Human Resources

ID

Intravenous Drug

IEC

Information, Education and Communication

IMCI

Integrated Management of Childhood Illnesses

IMPAC
Integrated Management of Pregnancy and Childbirth

IPT

Intermittent Preventive Treatment

IPTp

Intermittent Preventive Treatment in pregnancy

IR

Intermediate Results

IRS

Indoor Residual Spraying

ISA

Institutional Strengths Assessment

ITM

Insecticide-Treated Material 

ITN

Insecticide-Treated Nets

IUATLD
International Union Against Tuberculosis and Lung Diseases

IUD
Intrauterine Device

KPC

Knowledge, Practice, and Coverage Survey

LAM

Lactational Amenorrhea Method

LBW

Low Birth Weight

LQAS

Lot Quality Assurance Sampling

M&E

Monitoring and Evaluation

MCE

Multi-Country Evaluation

MCH

Mother and Child Health

MDR-TB
Multidrug-Resistant Tuberculosis (resistance to at least rifampin and isoniazid)

MIS

Management Information System

MNHP

The Maternal Neonatal Health Program

MOH

Ministry of Health

MPS

Making Pregnancy Safer

MTCT

Mother-to-Child Transmission

MTCT/HIV
Mother-to-Child Transmission of HIV

MTE

Mid-Term Evaluation

NACP

National AIDS Control Program

NGO

Non-Governmental Organization

NIDS

National Immunization Days

NMCP

National Malaria Control Programs

NMR

Neonatal Mortality Rate

NTP

National Tuberculosis Program

OPV

Oral Polio Vaccine

OR

Operations Research

ORT

Oral Rehydration Therapy

PAHO

Pan American Health Organization

PEPFAR
President’s Emergency Plan for Aids Relief

PHC

Primary Health Care

PLA

Participatory Learning and Action

PMTCT
Prevention of Mother-to-Child Transmission

PVC

Office of Private and Voluntary Cooperation

PVO

Private Voluntary Organization

QA

Quality Assurance

QI

Quality Improvement

RED
Reaching Every District

RBM

Roll Back Malaria

RDT

Rapid Diagnostic Test

RFA

Request for Applications

RTI

Reproductive Tract Infection

SBA

Skilled Birth Attendance

SCM

Standard Case Management

SDM

Standard Days Method

SIAs •
Supplementary Immunization Activities
SNL

Saving Newborn Lives Initiative

SP

Sulfadoxine-Pyrimethamine

STD

Sexually Transmitted Disease

STI

Sexually Transmitted Infection

TB

Tuberculosis

TBA

Traditional Birth Attendant

Td 
combination of Tetanus toxoid and a reduced dosage of diphtheria

TRM

Technical Reference Materials

TT

Tetanus Toxoid

USAID
United States Agency for International Development

VA

Vitamin A

VAD

Vitamin A Deficiency

VCT

Voluntary Counseling and Testing

VVM

Vaccine Vial Monitor

WHO

World Health Organization

WRA

Women of Reproductive Age

Caretaker: An individual who has primary responsibility for the care of a child. Usually, it is the child’s mother, but could also be his or her father, grandparent, older sibling, or other member of the community.

Introduction to the Technical Reference Materials

The Technical Reference Materials (TRMs) are a product of the Bureau for Global Health, Office of Health, Infectious Disease, and Nutrition USAID/GH/HIDN.  This document is a guide (not an authority) to help you think through your ability and needs in choosing to implement any one technical area of the Child Survival and Health Grants Program.  An attempt has been made to keep the language simple to encourage translation for use as a field document.

The TRMs are organized into modules that correspond to the primary technical areas and key cross-cutting areas that are central to the Child Survival and Health Grants Program.  Each module is designed to reflect the essential elements to be considered when implementing the given intervention or strategy, important resources that grantees should consult when planning their interventions.  Grantees are encouraged to download the specific modules that are most relevant to their proposed programs, or to download the entire package of TRM modules as a zipped file.  The TRMs presently include the following modules:

	Technical Areas
· Family Planning and Reproductive Health

· Maternal and Newborn Care

· Nutrition and Micronutrients

· Immunization

· Pneumonia

· Diarrheal Disease Prevention and Control
· Malaria

· Tuberculosis

· Childhood Injury and Prevention
	Cross-cutting Areas
· Capacity Building

· Sustainability

· Program and Supply Management

· Behavior Change Interventions

· Quality Assurance

· Monitoring and Evaluation 

· Integrated Management of Childhood Illness (IMCI)

· Health System Strengthening


The present TRMs are regularly reviewed and updated with input from technical specialists in the USAID Collaborating Agency (CA) community, CORE Working Groups, and USAID technical staff.  The date of revision of each specific TRM module can be found at the bottom of each page of the module.  The TRMs are updated regularly to ensure that they remain up to date and reflect current standards relevant, and useful to the PVO community.  With this in mind, we ask that each user of this document over the next year please keep notes and inform us on the usefulness of these references, information that should be amended or changed, additions and subtractions, and general comments.  This will help us keep this document alive and responsive to your needs throughout the life of your programs.  Please share comments and any (electronic) translated copies with Michel Pacqué at CSTS+, michel.c.pacque@orcmacro.com.

The 2006 edition was coordinated by Michel Pacqué, CSTS+, who is grateful for the many contributions and reviews by staff of the different Offices of the Bureau of Global Health, and many of their collaborating agencies, the CORE working groups and most of all to our PVO partners who continue to use this guide and provide valuable insight on how to improve it.

New Additions to the Malaria Module:

	 The 2006 edition of the Malaria TRM module includes a new section on indoor residual spraying.
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Malaria is a “reemerging infectious disease” with increased parasite resistance to classic treatments, increased vector resistance to pesticides and a growing geographic spread due to climatic changes.

It is estimated that there are 500 million cases of malaria worldwide every year and that one to two million of these cases will be fatal.  Most of these malaria deaths are in children under 5 years and most are in Africa, where one out of every five childhood deaths is caused by malaria.  Children still die because they lack access to proper care and life saving drugs, or do not have access to preventive measures such as insecticide treated bednets (ITNs).  The malaria burden is also heavily weighing on pregnant women.  Every year in African endemic areas alone, 25 million pregnant women and their newborns are exposed to the burden of the disease with risks related to anemia, low birth weight and poor infant survival and development

	The facts speak for themselves

· 40% of the world’s population is at risk of malaria—those living in the poorest countries are most affected.

· Malaria causes between 300-500 million cases of acute illness and over 1 million deaths annually.

· 90% of deaths due to malaria occur in Africa, south of the Sahara desert—mostly amongst young children.

· In Africa 1 in 5 of all childhood deaths are caused by malaria, making it the number one killer of young children in Africa.

· Malaria kills an African child every 30 seconds.
· In Africa, 25 million pregnant women and their newborns are yearly exposed to anemia, low birth weight and mortality. 
Malaria is preventable and treatable.
(Adapted from RBM/WHO factsheets)


Plasmodium falciparum, the parasite responsible for most malaria‑associated deaths, affects children in three ways: acute malarial illness; chronic or persistent malarial parasitemia with anemia; and malaria infection in the mother, which can affect the newborn.  Malaria interventions are appropriate and important in endemic areas where the disease makes a substantial contribution to under‑five mortality.  Children are directly affected by malaria in most of sub-Saharan Africa.  In some areas of South and Southeast Asia, the disease affects mostly the adult population, but inflicts an economic burden on the entire family.  However, the goal of a malaria intervention in a child survival project is to reduce malaria-associated mortality and morbidity, especially in children and pregnant women.  (For more information see WHO/RBM info-sheet “What Is Malaria”: http://www.who.int/mediacentre/factsheets/fs094/en/).
Going to Scale
While national malaria control programs (NMCP) reorient themselves in this era of health sector reform, decentralization, and going to national scale with the Global Fund for AIDS, Tuberculosis and Malaria (GFATM), PVOs can focus on malaria in the health center, the home, the community and the marketplace.  The advent of “going to scale” as a prominent development priority puts new emphasis on collaborative relationships between PVOs and the NMCPs in each country.  The WHO “Roll Back Malaria” (RBM) strategy emphasizes collaborative relationships between stakeholders, focused on the RBM Country Partnership.  PVOs should actively seek out and organize participation in the RBM country partnerships to ensure they can benefit from, and make substantial contributions to, the national process of scaling up malaria control interventions.
RBM’s strategy of “home as the first hospital” places an increased emphasis on caretaker’s recognition of malaria and treatment seeking in both formal and non formal health care systems.  This radical shift requires new tools and skills for national malaria control programs and public health systems.  This situation provides an exceptional opportunity to PVOs to play a vital role in the local implementation and national adaptation of this policy.  Their extensive experience in working with communities for health and development combined with their expertise in linking the community with health facilities could be instrumental in making successful such transition.
Organizations implementing a malaria program are encouraged to include any or all of the following activities:

1. Improved malaria disease recognition and standard case management (including home-based management of fever and reduction of anemia).

2. Reduction in malaria transmission, especially among young children and pregnant women, through targeted distribution of subsidized ITNs, and promotion of community-wide use of ITNs, including regular re-treatment of nets.

3. Prevention and treatment of malaria in pregnant women via antenatal services.
4. Other simple and effective environmental approaches to malaria control.  [Note: This is hard to do well at less-than-large scale and generally needs intensive maintenance…]

Activities that are likely to be beyond the scope of most child survival programs include large-scale insecticide-spraying operations, such as Indoor Residual Spraying (IRS), or environmental engineering measures, and community-wide administration of anti-malarial drugs, including mass chemoprophylaxis for children.
Assessment and Situation Analysis

Children are directly affected by malaria in most of sub-Saharan Africa, where most malaria deaths occur, and malaria interventions are appropriate and important in these endemic areas where the disease makes a substantial contribution to under-five mortality.  Before engaging in malaria interventions, PVOs are encouraged to gather baseline and background information on the malaria situation in the intervention area.  This information can be gathered through a review of available epidemiological (and entomological) data on malaria.  Suggested sources for information are: World Bank, WHO/RBM, DHS data, literature such as medical journal articles, the NMCP, NetMark (http://www.netmarkafrica.org/research), hospital data, student dissertations, and many more.  Epidemiological data can also be found in map form from the web-site Mapping Malaria Risk in Africa (MARA http://www.mara.org.za/).  Before engaging in activities PVOs should also review national policies and strategies, assess community and household practices (preventive, care seeking and treatment), assess availability and quality of care from public and private sectors, community volunteers and “non-formal” health sector, and assess local partners and opportunities.

CORE’s Surviving Malaria Decision Guide is a tool that seeks to assist NGOs and other organizations implementing malaria activities to decide on what malaria interventions are most relevant for improving the early detection and appropriate treatment of malaria among the most vulnerable groups in their specific program context.  The tool can be downloaded at http://www.coregroup.org/working_groups/Surviving_Malaria_Field.pdf.  The Decision Guide presents 10 key behaviors that are critical to ensuring the appropriate case management of malaria in infants and young children beginning from the time a child becomes sick with malaria to the return of the child’s health.  Program guidance is provided for each key behavior including—
· Explanation of why the behavior is important.

· Explanation of the levels at which behaviors affect outcomes.
· Assessment questions to be considered in relation to each behavior.

· Assessment tools available to help seek answers to questions being asked.

· Decisions needed/program considerations after the assessment information is collected.

To gather baseline indicators, a multitude of resources and tools are available.  All PVOs are now required to gather a minimal set of baseline indicators, and most use the KPC 2000+ Questionnaire.  The latest version, the KPC2000+, includes new and updated modules, as well as the Rapid CATCH (Core Assessment Tool on Child Health).  The malaria and other specific KPC 2000+ modules can be downloaded in either Adobe Acrobat (PDF) or WordPerfect (WP) formats, from the following link: http://www.childsurvival.com/kpc2000/kpc2000.cfm.  The KPC provides indicators on malaria (fever) case management in the community; health facility care seeking for fever; malaria prophylaxis during pregnancy; household bednet possession and child bednet use.

The relevant DHS malaria modules are included in the annexes and can be downloaded from the RBM Monitoring & Evaluation Reference Group (MERG) Web site.  This MERG task force prepared a package of recommended tools for assessing coverage of key RBM interventions at the household level. This package known as the Malaria Indicator Survey (MIS) Package, represents the scope of needs for assessing coverage of insecticide-treated mosquito nets, antimalarial treatment among children under five with fever, and intermittent preventive treatment (IPT) among pregnant women including a standard set of well defined indicators, recommended questionnaire and data tabulation plans for calculation of indicators, and guidance on conducting surveys, designing sampling frames and calculating sample sizes. The Final Draft of MIS package components can be downloaded from http://www.rollbackmalaria.org/merg.html.  
Note that the “classic” KPC malaria module is outdated and uses as denominator children aged 0-23 months, whereas the DHS module will collect information on households, women and children under five and will thus give more information, for example, on number of bednets in the household and used by pregnant women.  PVOs are encouraged to adapt and field-test the DHS questionnaire and give feed back to the CORE Monitoring and Evaluation working group on the use of this questionnaire.  They should share information gathered through the KPC or other surveys with the national malaria programs.  Such information will most probable be welcomed since most national programs have a very limited M&E capacity.
Additional data collection tools can be found on and downloaded from the NetMark Web site (http://www.netmarkafrica.org/research/index.html#instruments).  From the Roll Back Malaria (RBM) Web page (http://www.rbm.who.int/) PVOs can also easily obtain other detailed data collection forms (including some 20 data collection instruments for use at national, district, provider and community/household level) and suggested indicators.  We especially recommend that PVOs consult the RBM document “Framework for Monitoring Progress & Evaluating Outcomes and Impact,” and follow those guidelines for indicators for monitoring the progress of malaria control interventions to ensure uniformity in reporting between projects and countries (http://mosquito.who.int/cmc_upload/0/000/012/168/m_e_en.pdf)—see also Annex 1.

PVOs should collect information to monitor their progress versus results and are encouraged to collect core outcome indicators which they can share with the NMCP.
 SHAPE  \* MERGEFORMAT 



Core Population Coverage Indicators for ROLL BACK MALARIA 
To Be Obtained from Household Surveys

	Core population coverage indicators for measuring the RBM technical strategy of vector control via insecticide-treated nets

	· Proportion of households with at least one insecticide-treated net.

· Proportion of children under five years old who slept under an insecticide-treated net the previous night.

	Core population coverage indicator for measuring the RBM technical strategy of prompt access to effective treatment (among children under five years old)

	· Proportion of children under five years old with fever in last 2 weeks who received antimalarial treatment according to national policy within 24 hours from onset of fever.

	Core population coverage indicators for measuring the RBM technical strategy of prevention and control among pregnant women

	· Proportion of pregnant women who slept under an insecticide-treated net the previous night.

· Proportion of women who received intermittent preventive treatment for malaria during their last pregnancy.


RBM is putting together a document on household level coverage indicators. There is slightly more prescriptive information available from the GFATM M&E toolkit (http://www.theglobalfund.org/pdf/4_pp_me_toolkit_4_en.pdf).  The RBM MERG activities site (www.rbm.who.int/merg) points to specific recommendations.

Information gathered and analyzed will help program teams and their stakeholders identify areas where interventions can have the greatest impact.  It may be that interventions are needed across several key behaviors in order to have an impact.  Assessment information collected and program decisions made should be evaluated in the context of—
· The presence of other partners working in the program area, focusing on areas of potential collaboration and avoiding duplication of efforts based on the organization’s and partner’s comparative advantages, existing relationships and strengths.

· Existing community and health-related services and structures in place.
· Resources available for program implementation as well as through other partner organizations.
PVOs interested in conducting a health facility assessment to assess quality of care at the provider level should consult the Health Facility Assessment tool developed by BASICS (also on the web): http://www.basics.org/publications/abs/abs_hfa.html, which outlines key steps for planning and conducting an integrated health facility assessment at outpatient health facilities.

PVOs interested in conducting formative research on care seeking behavior should also consult the BASICS site for the following documents  Comparing Care-seeking for Childhood Malaria: Lessons from Zambia and Kenya (83 pages) and A Guide to Research on Care-seeking for Childhood Malaria (129 pages) http://www.basics.org/publications/index.html#integrated.
Malaria Standard Case Management

	From the Abuja Declaration targets
By the year 2005:
· At least 60% of those suffering from malaria have prompt access to and are able to use correct, affordable, and appropriate treatment within 24 hours of the onset of symptoms.




Resistance to inexpensive mono-therapies such as chloroquine and sulfadoxine-pyrimethamine (SP) has developed and is spreading rapidly.  The widespread resistance of Plasmodium falciparum to conventional antimalarial drugs is a key factor contributing to increasing malaria mortality and morbidity.  Multidrug-resistant P. falciparum malaria is widely prevalent in Southeast Asia and South America. Now Africa, the continent with the highest burden of malaria, is also being affected.
The inappropriate use of antimalarial drugs during the past century has contributed to the current situation: antimalarial drugs were deployed on a large scale, always as mono-therapies, introduced in sequence, and were generally poorly managed in that their use was continued despite high levels of resistance.

Over the past decade, a new group of antimalarials—the artemisinin compounds, especially artesunate, artemether and dihydroartemisinin—have been deployed on an increasingly large scale.  These compounds produce a very rapid therapeutic response (reduction of the parasite biomass and resolution of symptoms), are active against multidrug-resistant P. falciparum malaria, are well tolerated by the patients and reduce gametocyte carriage (and thus have the potential to reduce transmission of malaria).  If used alone, the artemisinins will cure falciparum malaria in 7 days, but artemisinin-based combination therapy (ACT) produces high cure rates on just 3 days of treatment.  Furthermore, there is some evidence that use of such combinations can greatly retard development of resistance to the partner drug.  However, the uncontrolled and widespread use of ACT could lead to resistance and ACT costs for adults about US$2 per treatment, 20 times the cost of chloroquine treatment.
WHO Recommendations on Malaria Treatment
As a response to increasing levels of antimalarial resistance, WHO recommends that all countries experiencing resistance to conventional monotherapies, such as chloroquine, amodiaquine or sulfadoxine-pyrimethamine, should use combination therapies, preferably those containing artemisinin derivatives (ACTs) for falciparum malaria.
WHO currently recommends the following therapeutic options:

5. Artemether/lumefantrine(Coartem®) 

6. Artesunate plus amodiaquine 

7. Artesunate plus sulfadoxine-pyrimethamine (in areas where SP efficacy remains high) 

8. Artesunate plus mefloquine (in areas with low to moderate transmission—not recommended for Africa) 

9. Amodiaquine plus sulfadoxine-pyrimethamine, in areas where efficacy of both amodiaquine and SP remains high (mainly in the countries of West Africa). This non-artemisinin-based combination therapy is reserved as an interim option for countries that, for whatever reason, are unable immediately to move to ACT.

Over 50 countries have ACT included in their malaria treatment protocol and over 30 have adopted ACT as the first line treatment.  WHO estimated that the demand for Coartem® will grow from 30 million treatment doses in 2004 to over 130 million treatment doses in 2005.  This rapid increase has created a shortfall in supplies of ACTs, which is expected to be eliminated by 2006.  Efforts are being made to increase the supplies, but this will take time.  In the meantime, interim drugs will need to be used to replace failed chloroquine, until the ACTs are widely available.  Alternatives will need to be discussed within the RBM country partnerships, and may change over time.  PVOs must engage in these discussions to ensure they are in compliance with national policy and providing effective treatment.

Artemisinin compounds are derived from a raw substance extracted from the plant Artemisia annua.  Cultivation of the plant requires a minimum of 6 months, and extraction, processing and manufacturing of the final products require at least 2 to 5 months, depending on the product formulation.  In addition, the shelf life of the products is only about 2 years.  Reliable forecasting of ACT requirements and use is thus essential.
Community and Household
As illustrated in the picture below, most fever cases and thus malaria episodes are treated outside the formal health sector.  Most often, mothers and other caretakers purchase antimalarial and antipyretic drugs from the informal sector, including local drug vendors or peddlers.  Since these drug sellers are not always trained to give appropriate treatment, advice or information on how and how much to take, inappropriate home treatment has become a serious problem.  Children receive often incorrect or insufficient amounts of drugs when mothers buy drugs of questionable quality or the wrong type.  Even if they have the right drugs, vendors often give inappropriate dosages.  Moreover, inappropriate treatment with these over-the-counter drugs may contribute to the development of drug resistance.
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Improving home and community management is thus one of the cornerstones of the Roll Back Malaria initiative and is increasingly recognized by national malaria control programs.  In line with Element 2 of the Community IMCI framework, PVOs working in malaria endemic areas can play a key role in improving home and community care, thus reducing morbidity and mortality from malaria.  

Potential strategies to improve malaria home care can include one or more of the following: behavior change interventions targeted at mothers and other caretakers, combined with increased access to first line antimalarial drugs; working with existing community based providers, including training and assuring a steady supply of quality drugs; working with drug industry or big distributors, optimizing packaging and instructions; working with national programs and regulatory authorities to support the above interventions; and working with the private sector.

A number of community-level channels can be used to transmit information at both the household and community levels.  Community Health Workers (CHW) and/or Community Oriented Resource Persons (CORPS) are particularly useful as links between the community and the facility.  CHWs can play an important role in assuring compliance with antimalarial drugs, and counseling of families on recognition of illness and care-seeking and home care.  The development of behavior change messages and materials needs to be based on qualitative and ethnographic data on local perceptions and beliefs about malaria, home treatment of the disease, and words and terms used to describe it.  We recommend that PVOs use the “behave” framework, described in the Behavior Change module of the TRMs to help them design their behavior change strategy.

To assure adequate treatment, it is important that caretakers recognize early symptoms, but also recognize danger signs (i.e., child looks unwell, is not eating or drinking, lethargy or change in consciousness, convulsions, vomiting everything, high fever, fast or difficult breathing), and then seek urgent care from an appropriate provider.
Behaviors that are important for the management of malaria in the home are not limited to taking a full course of appropriate antimalarials (dosage and duration), but also continued feeding and increased fluids during illness; and continued fluids and feeding immediately after illness.  All infants and children, sick or not, need to consume enough micronutrients, especially iron and vitamin A.

A number of community-based providers, including shopkeepers, pharmacists, drug vendors, community health workers, community based distributors and traditional healers, have been trained to conduct simple malaria case management and to give antimalarial drugs effectively.  The overlapping clinical presentation of malaria and pneumonia is an important consideration in all areas where children are treated for malaria.  A substantial proportion of children with fever will also meet a pneumonia case definition (cough or difficulty breathing, and fast breathing or chest indrawing), and almost all children meeting a pneumonia case definition also have fever or a history of fever.  Treatment of malaria alone may result in death from pneumonia, thus all malaria protocols for first level health workers in communities or at health facilities should include case management for pneumonia.  Standardized case management guidelines based on the IMCI approach are ideal since these guidelines combine the screening and management of malaria and pneumonia with other important causes of childhood morbidity and mortality (see IMCI module of the TRMs).

There is increasing research on the treatment of fever in the home and community by caretakers and community health workers.  Studies have demonstrated that caretakers can be trained to recognize fever and to give antimalarials, and that the incidence of severe malaria can be reduced in these communities.  In areas with high malaria transmission, and limited access to health providers, this approach may be the only strategy for ensuring early presumptive treatment of malaria.  In areas where ACT is the first line drug, ACT should also be made available at the community level.  PVOs will need to involve themselves in the RBM country partnerships to ensure that their perspectives and input are made to the relevant national policymakers.

In areas with lower levels of transmission, where malaria accounts for a much smaller proportion of all fevers, use of a rapid diagnostic test (RDT) for malaria may be needed to avoid over-treatment, especially in adults.
In recent years there has been increased recognition that to achieve the Abuja targets and the MDGs, community-based private providers must be engaged. The importance of the community‑based private providers or medicine sellers in treatment varies greatly from country to county, but overall in Sub-Saharan Africa a significant proportion of caregivers seek treatment from these sources.  There is also a lack of consensus on how and even whether to work with these typically informal medicine sellers.  Some countries, such as Kenya, where a high percentage of caregivers go first to medicine shops to seek treatment for childhood illnesses have recognized that medicine sellers’ with improved skills can save lives and have supported interventions to improve their practices.  The role medicine sellers will play in delivery of ACTs is a key issue.  If ACTs are restricted to public health facilities and the formal private sector, pharmacies and clinics, a significant proportions of the population will not have easy access to ACTs.  

A RBM sanctioned review and consultative meeting addressing the role of medicine sellers in treatment of malaria in Africa presented the experiences with interventions to improve medicine seller practices.  The RBM strategy for improving access to treatment through home management of malaria can be found at http://www.who.int/malaria/docs/RBM_Strategy_HMM_sm.pdf.
Health Facility
Recognition of illness and appropriate care seeking or treatment of children within the community is the vital first step in reducing morbidity and mortality due to malaria.  It is however the responsibility of the health worker to ensure that those children who do reach the health services are given the best possible treatment.  This means that children with uncomplicated (mild to moderate) malaria must be given prompt treatment with an effective antimalarial drug, and children with clinical features of severe malaria, who have an increased risk of dying, must be rapidly identified, immediately treated, and/or referred to a health facility where maximal clinical care is possible.

The clinical presentation of malaria may be nonspecific.  In addition, patients often have more than one underlying disease, and where possible children are thus best treated within an IMCI framework (see also TRM module on IMCI).  The malaria section of the IMCI algorithm for use at the primary care level includes assessment, classification, treatment, referral of severely ill children, recognition of treatment failure, use of second-line antimalarials, and counseling.  Counseling is focused on compliance with antimalarials and antipyretics, recognition of danger signs at home, and other home care strategies such as continued feeding and fluids.  Also included are recognition and management of anemia, including iron supplementation, de‑worming, and counseling of caretakers on nutrition and prevention of anemia.  Iron supplementation (3-4 mg elemental iron/kg/day for 14 days) should be given to all children with Hb <9 g/dL (Hct <27%).  Health workers should also discuss with the mother the advantages of purchasing an insecticide treated bednet, which can reduce the incidence of malaria episodes and all-cause mortality in children less than 5 years.

As of now, the use of a rapid diagnostic test (RDT) in children is not a part of the IMCI algorithm, and RDTs are thus not recommended for use at the primary (including household and community) level.
Children with malaria who fail to receive prompt and appropriate treatment may deteriorate and develop severe malaria over the course of a few days.  Mothers and health workers should be aware of the clinical features or danger signs of severe malaria: multiple convulsions, prostration, coma, respiratory distress and shock (less common but to be recognized by health workers: haemoglobinuria and abnormal bleeding tendency).  These features of severe malaria may be detected without the need for laboratory investigations.

IMCI guidelines for referral level staff, where cases of severe malaria or anemia are managed, are available.  If referral is not available, then consideration can be given to training first-level health workers to manage more complicated cases at the primary level.  A viable alternative to quinine injections in case of severe malaria (unconsciousness) are artesunate suppositories.
However, of foremost importance is that those children who are severely ill are recognized and identified for priority treatment.  This can be a challenge when staff is poorly trained or overburdened.   However, even health workers with a limited clinical experience should know that if a child is convulsing, is prostrated or has respiratory distress, s/he MUST be taken to the top of the queue for immediate assessment and treatment.  It cannot be stressed enough that rapid treatment saves lives and it is thus imperative that a child with any of these danger signs receives immediate attention.

Antimalarial therapy (quinine or artesunate), treatment of hypoglycemia and restoration of normal circulating volume are the immediate priorities.  The mortality of children with respiratory distress and severe anemia is extremely high and these children should be transfused rapidly.  Rapid transfusion of blood is well tolerated, and leads to rapid clinical improvement in the majority of cases.  It is important that blood is screened for HIV and Hepatitis viruses to reduce the risk of transmission of HIV/AIDS and hepatitis.  In many cases, concurrent bacteraemia is found in children with severe malaria and is associated with a three-fold increase in mortality.  It is therefore advisable to start parenteral antibiotics in children who remain severely ill following initial resuscitation.  See also article by Dr Jane Crawley in Annex 3.

Health System

The main components of health system strengthening for malaria are similar to those for other child health intervention areas, and include developing data-based drug policies; drug resistance monitoring; clinical supervision for trained staff at all levels; logistics management for the distribution of bed nets and insecticides; logistics management for essential first and second line drugs, supplies and equipment at first-level and referral sites; monitoring and evaluation of the quality of care provided as well as other program outcome and impact measures; provision of effective referral systems; and improved district level planning and management of program activities.  Ongoing monitoring and regular evaluation can help identify areas where malaria is a problem so that activities can be targeted to high-risk sub-populations.

The spread of drug resistance, even after introduction of ACTs, is a major challenge to malaria control worldwide, and any drug will eventually foster the emergence of resistant strains.  Drug resistance needs to be monitored, so that the efficacy of treatment can be followed, and to ensure that alternative drug policies and guidelines can be put into place in a timely fashion.

PVOs and other organizations can collaborate with the MOH to assist with drug resistance monitoring, and can help with logistics support and supervision.  The most suitable method for monitoring is measuring the therapeutic efficacy of antimalarial drugs in infected patients.  Other, more complex levels of monitoring may include in vitro testing.  Details and protocols on monitoring therapeutic efficacy can be obtained locally from the MOH or from WHO (Monitoring Antimalarial Drug Resistance at http://www.rbm.who.int/).

The RBM Partnership supports countries for the maintenance of sentinel sites for routine therapy efficacy monitoring and for the interpretation of data to inform policy decisions.  Maximum levels of treatment failure, levels at which continued use of a given drug is no longer considered acceptable, have been defined as 15% clinical failure and 25% parasitological failure.  Policy needs to be changed well in advance of reaching these levels to ensure that case management practices are consistently effective.
Drug policy changes however are slow and costly, and new therapies are usually more costly.  It can take months before policies are changed in accordance to the science and years before drugs become available within the communities.  PVOs must thus encourage rational use of antimalarial drugs in a way that will slow development of resistance and prolong their useful therapeutic lifetimes.

Prevention and Treatment in Pregnant Women

	The Abuja Declaration targets related to pregnant women
By the year 2005:
· At least 60% of all pregnant women who are at risk of malaria, especially those in their first pregnancies have access to chemoprophylaxis or presumptive intermittent treatment.

· At least 60% of pregnant women benefit from the most suitable combination of personal and community protective measures such as insecticide treated mosquito nets and other interventions which are accessible and affordable to prevent infection and suffering. 
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Each year, approximately 30 million African women become pregnant in malaria-endemic areas and are at risk for Plasmodium falciparum malaria infection during pregnancy.  Most of these women reside in areas of relatively stable malaria transmission, where the principal impact of malaria infection during pregnancy is associated with malaria-related anemia in the mother and with the presence of parasites in the placenta.  The resultant impairment of foetal nutrition contributing to low birth weight (LBW) is a leading cause of poor infant survival and development in Africa.

Pregnant women in malaria-endemic areas especially in Africa often do not receive adequate preventive and curative care, contributing to the avoidable and unacceptably high numbers of maternal and infant deaths.  Therefore, developing and strengthening the capacity for control of malaria during pregnancy is a high priority for the Africa region.  The focus is on strengthening case management of malaria for all pregnant women and to prevent malaria during pregnancy using cost-effective preventive approaches (Intermittent Preventive Treatment—IPT in pregnancy—IPTp and Insecticide-Treated Nets [ITNs] delivered through Antenatal Clinics and programs that provide services to the community.
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Weekly chemoprophylaxis with chloroquine (CQ) has been used widely, although compliance with the drug is a problem.  In addition, weekly chloroquine prophylaxis is no longer effective in many countries because of the increasing prevalence of chloroquine-resistant strains of Plasmodium falciparum.  Considering these well-documented limitations of chemoprophylaxis for the prevention of malaria burden during pregnancy, chemoprophylaxis is no longer recommended for use to protect pregnant women.
	Antenatal chemoprophylaxis with chloroquine has been shown to be of limited effectiveness.  Therefore, chloroquine chemoprophylaxis no longer has a role in national policies for the control of malaria in pregnancy in the Africa region.


The World Health Organization recommends Intermittent Preventive Treatment in Pregnancy (IPTp) using an efficacious, preferably single-dose, antimalarial drug (e.g., sulfadoxine pyrimethamine
—SP or Fansidar®) as the preferred approach to reduce the adverse consequences of malaria during pregnancy in high-transmission settings.  IPTp involves the administration of full, curative treatment doses of an effective antimalarial drug at predefined intervals during pregnancy, beginning in the second trimester after quickening.
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The potential of IPTp to attain high levels of program coverage and its benefit in reducing maternal anaemia and LBW makes it a preferred strategy.  IPT is best delivered through or linked to antenatal clinic (ANC) visits: during antenatal care IPTp dosing with SP can be given to pregnant women under direct observation in the clinic.
All pregnant women in high transmission settings should receive at least two doses, each at least 1 month apart, of the recommended antimalarial drug (SP, according to the currently available evidence) starting at the first regularly scheduled antenatal clinic (ANC) visit after quickening (see figure) and during each regularly scheduled visit thereafter.  WHO presently recommends an optimal schedule of four ANC visits, with three visits after quickening.  HIV positive women are at higher risk for malaria and recent findings indicate that they could profit from monthly doses of IPT.

In the majority of settings of stable malaria transmission in Africa, more than 70% of pregnant women attend ANCs at least once during their pregnancy, making a clinic-based prevention approach feasible.  However, women who are pregnant for the first time are at greatest risk for complications arising from malaria.  They also might not attend antenatal services as frequently as other pregnant women, especially if they are unmarried or very young.

HIV infection diminishes a pregnant woman’s ability to control P. falciparum infections.  The prevalence and intensity of malaria infection during pregnancy is higher in women who are HIV‑infected.  Women with HIV infection are more likely to have symptomatic infections and to have an increased risk for malaria-associated adverse birth outcomes.  Multigravidae with HIV infection are similar to primigravidae without HIV infection in terms of susceptibility to and negative consequences of malaria infection.  Therefore, in the presence of HIV infection the risk associated with placental malaria appears to be independent of the number of pregnancies.  A minimum of three doses of IPT are required to obtain maximum protection.  In areas where HIV prevalence among pregnant women is >10%, a third dose of IPT should be administered at the last scheduled ANC visit.

For pregnant women living in low-transmission or unstable malaria settings, IPTp is not currently recommended by WHO.  In these settings, where women are unlikely to have asymptomatic infections with malaria, improved case management and rapid treatment-seeking for fever during pregnancy are likely to be the best advice for the present.

The second component of the prevention package is the use of ITNs.  The use of an ITN by a pregnant woman benefits the woman as well as her family. ITN use during pregnancy in areas of stable transmission provides significant protection against maternal anaemia and LBW.  In addition, ITN use benefits the infant who sleeps under the net with the mother by decreasing exposure to malaria infection, the incidence of anaemia, and the risk of death, while enhancing development.

Priority should be placed on developing ANC-based programs that support both IPTp and ITNs, along with other essential elements of the antenatal care package.  However, in areas with low ANC attendance, it is important to develop the community-based distribution of ITNs, targeting pregnant women through women groups and community health workers, including traditional birth attendants.

	In highly malarious western Kenya, studies indicate that women who were protected by ITNs every night during their first four pregnancies delivered approximately 25% fewer babies who were either small for gestational age or born prematurely than did women who were not using ITNs.


The distribution of ITNs and the development of effective community-based infrastructures to achieve high levels of compliance is a major challenge; locally defined and applied strategies will be most successful.  Incorporation of messages to women in both antenatal and well and sick child visits about the benefits of ITN use will be important in achieving high levels of use.  (See also below for more on ITNs.)
Because of their biological vulnerability, pregnant women should be eligible to receive (fully or partially) subsidized ITNs; for example, using a voucher approach linked with the commercial distribution or through the health clinics and community health workers.  The subsidized portion could partially or fully cover the price of the ITN, depending on the national policy and local context.
Case Management of malaria illness is another essential component of malaria control during pregnancy in all areas where pregnant women are at risk for malaria.  Pregnant women with symptomatic malaria are at higher risk for foetal loss, premature delivery, and death, and they need to be urgently treated.  Treatment of malaria during pregnancy aims to completely cure the infection, as any level of parasitaemia is of consequence to the mother and foetus.

Each country where malaria is transmitted requires a policy that guides effective case management for malaria illness in pregnant women.  These guidelines need to address the unique clinical features of malaria infection in pregnant women as well as specific indications, contraindications, and potential complications associated with antimalarial drugs during pregnancy.  The recommended antimalarial drugs for treatment of uncomplicated malaria are CQ in the rare CQ-sensitive areas and sulfadoxine-pyrimethamine (SP) in areas with CQ resistance. Where the first line treatment is ACT, it is usually also recommended in pregnancy except in the first trimester.  Quinine is another alternative in areas where both CQ and SP are not effective, and it is the drug of choice for treatment of uncomplicated malaria in the first trimester of pregnancy.  WHO recommends that the following drugs not be used during pregnancy: halofantrine, tetracycline, doxycycline, and primaquine.  Artemisinins are currently being studied for safety in pregnancy; the data are not yet in.
During the past decade, the burden of malaria-associated anemia for the pregnant woman (risk for death) and the foetus (LBW) has been increasingly recognized.  Anaemia need not be symptomatic to pose appreciable risk during pregnancy.  Consequently, case management guidelines should provide advice on appropriate screening and therapy for maternal anaemia in malaria-endemic areas.  P. falciparum parasites may be present in the placenta and contribute to maternal anaemia even in the absence of documented peripheral parasitaemia.  Therefore, a pregnant woman with severe anaemia from a malaria-endemic area must be treated presumptively with an effective antimalarial, whether or not peripheral parasitaemia is present or whether or not she has a history of fever.

Community and Household
In all malaria endemic areas (high and low transmission) communities and women need to be educated on the increased risk of malaria during pregnancy, and consequences to the mother and child.

In areas of high malaria transmission:

· Encourage all pregnant women to seek antenatal care during pregnancy and take intermittent preventive treatment (IPT) beginning after quickening. 

· ITNs, preferably long lasting nets, should be provided to all pregnant women as early in pregnancy as possible, and their use should be encouraged for women throughout pregnancy and during the postpartum period.
· Retreatment with insecticide of all nets should be encouraged and taught.
In areas of low malaria transmission:

· ITNs should be provided to pregnant women as early in pregnancy as possible, and their use should be encouraged for women throughout pregnancy and during the postpartum period.

In some malaria-endemic areas, ANC programs may not be well developed and attendance will be low.  To accelerate the delivery of services to pregnant women, non-governmental organisations and community-based health providers can deliver some components of the proposed malaria control package.  However, it is important to link these community based initiatives (from training to supervision and supply) as much as possible with the public health system.  Traditional birth attendants may be effective at promoting the use of antenatal clinic services, the use of ITNs and, with appropriate training and logistic support, could deliver IPTp in areas where antenatal services are not available.  Programs are encouraged to explore innovative opportunities in the community for program delivery both to extend ANC-based programs and to serve women where clinic-based programming is underdeveloped.  Within the community, the woman’s partner and family (e.g., mother and/or mother-in-law), in addition to other local groups, are important resources that can influence decisionmaking towards healthy choices.  These resources should be fully tapped in order to take complete advantage of the range of opportunities to develop effective and sustainable approaches for prevention and control of malaria during pregnancy, as well as for other diseases posing an undue burden for the pregnant woman and her unborn child.

Health Facility
In all malaria-endemic areas (high and low transmission), it is important to ensure the availability of a “comprehensive package” of antenatal care.  This package needs to include access to early diagnosis and quality case management of malaria; access to micronutrient supplementation to prevent anemia (iron/folate tablets for all pregnant women); access to early diagnosis and effective treatment for anemia; and education for women about the increased risk of malaria during pregnancy.

In areas of high malaria transmission, in addition to the “comprehensive package” of antenatal care, it is important to provide IPTp with an effective antimalarial drug at predefined intervals during pregnancy (at least once during the second AND third trimesters), and to promote and when possible provide directly or indirectly insecticide-treated mosquito nets to all pregnant women.

Health care workers, particularly in entry-level facilities, should be trained in the recognition and management of febrile illness and suspected malaria.  The training should point out that many cases of malaria in pregnancy may present with very mild or no symptoms but that even women with asymptomatic cases are at increased risk of complication, including a low birth weight child.  Collaboration with staff responsible for Integrated Management of Pregnancy and Children (IMPAC) as well as those responsible for Integrated Management of Childhood Illnesses (IMCI) will be particularly effective in developing systematic management protocols and drug supply logistics.  These treatment protocols need to be based on the pattern of drug resistance for both children and adults.

At present there are no fully effective and feasible approaches to prevent malaria in non-immune pregnant women in endemic or epidemic-prone areas.  Non-immune pregnant women exposed to malaria require prompt access to treatment of febrile illness.  Essential elements of the antenatal care package should include malaria diagnosis, where available and needed, and treatment with antimalarial drugs which have an adequate safety and efficacy profile for use in pregnancy.

Special attention needs to be paid to high-risk groups, such as first and second pregnancies, and HIV-positive women (as HIV-infected pregnant women require more frequent intermittent treatments).

Health System
The strategy of WHO’s Making Pregnancy Safer (MPS) initiative is to work with the health sector, focusing on effective evidence-based interventions that target the major causes of maternal and newborn morbidity and mortality.  The target is the reduction of maternal and infant morbidity and mortality.  Interventions should be aimed at both strengthening the local health systems and to identify actions at the community level needed to ensure that women and their newborns have access to and utilize the care they need, when they need it.  Particular importance is placed on skilled attendance at delivery and the provision of an appropriate and effective continuum of antenatal and perinatal care.

Countries that develop policies on malaria control during pregnancy and actively participate in RBM and MPS will be assisted in accelerating program development.  This early phase of programming partnership will involve partners that have a commitment to maternal and child health (e.g., UNFPA, World Bank, UNICEF, USAID, DFID…) and will build on the unique program infrastructure and partnerships in place in individual countries and communities.

Expanding coverage of programs requires the careful monitoring of program implementation and evaluation of impact.  This will assist to develop a firm basis to invest in malaria prevention and in more effective antenatal services for pregnant women.  Operational research related to improved control of malaria during pregnancy is also required to assist in improving program implementation.
For more information, see also the WHO/AFRO publication: A Strategic Framework for Malaria Prevention and Control During Pregnancy in the Africa Region. 

www.who.int/malaria/rbm/Attachment/20041004/malaria_pregnancy_str_framework.pdf.
	From WHO/Afro Policy Summary—Best Practices for Malaria Control During Pregnancy

· Effective case management of malaria illness for all women of reproductive age in malarious areas must be assured.

· The policy for malaria control during pregnancy should emphasize a preventive package of intermittent preventive treatment (IPT) and insecticide-treated bed nets (ITNs), particularly in areas of stable transmission.

· All pregnant women should receive at least two doses of IPT after quickening, during routinely scheduled antenatal clinic visits as recommended by WHO.

· Presently, the most effective drug for IPT is sulfadoxine-pyrimethamine due to its good safety profile in pregnancy, relative efficacy in reproductive-age women, and good program feasibility, with the opportunity to deliver it as a single dose treatment under observation by the health worker.
  

· To assure that women receive at least two doses, delivery of IPT doses may best be linked to routinely scheduled antenatal clinic visits.  WHO recommends a schedule of four ANC visits, with three visits after quickening.  The delivery of IPT with each scheduled visit will likely assure that a high proportion of women receive at least two doses.

· There is no evidence that receiving three or more doses of IPT with SP will result in an increased risk of adverse drug reactions.

· IPT doses should not be given more frequently than monthly.

· ITNs should be provided to pregnant women as early in pregnancy as possible, and their use should be encouraged for women throughout pregnancy and during the postpartum period. 

· ITNs can be provided either through the antenatal clinic or through other systems in the private and public sectors that may be available at the community level.

· Anemia is one of the most important consequences of malaria infection during pregnancy.  As part of routine antenatal care, every woman should receive iron/folate supplementation as well as appropriate malaria interventions (e.g., IPT, ITN).  In addition, every woman should be screened for anaemia, and those found to have moderate to severe anaemia should be managed according to national reproductive health guidelines.

· Programs should seek the highest possible coverage of pregnant women with these interventions—at least 60% (Abuja RBM goals) and preferably higher—–and document this accomplishment.  Given current high rates of antenatal clinic attendance in most sub-Saharan African countries, this should be achievable.

1Current scientific evidence suggests the following:  1) At least 2 IPT doses are required to achieve optimal benefit in most women; 2) in HIV-infected women, one study has demonstrated that monthly dosing of IPT (with most “women getting 3-4 doses “) was necessary to achieve optimal benefit; 3) to achieve optimal benefit in settings with HIV prevalence in pregnant women of greater than 12%, it is more cost-effective to treat all women with a 3-dose regimen than to screen for HIV and provide this regimen only to HIV+ women; 4) there is no evidence of any additional risk with a third dose of IPT; and 5) “there is no evidence to suggest that more than 3 IPT doses during pregnancy  offers additional benefit.”    Research to assess the safety, efficacy, and program feasibility of other antimalarials for use in IPT is ongoing.


Intervention Strategies for Pregnant Women According to Transmission Intensity
	
	Case Management of Pregnant Women
	Intermittent Preventive Treatment (IPT)
	Insecticide-Treated Nets (ITNs)

	HIGH or MEDIUM TRANSMISSION

PERENNIAL  (STABLE)*
	Risk for febrile illness and severe malaria limited.

Screen and treat anaemia with recommended antimalarial drug and iron supplementation.
	Provide pregnant women a standard IPT**** dose at the first regularly scheduled ANC visit after quickening.

At each subsequent routine visit***** provide an IPT dose, with a minimum of two doses given at not less than monthly intervals.
	Begin use early in pregnancy and continue postpartum.
Emphasize including young children under ITNs.

	HIGH or MEDIUM TRANSMISSION

SEASONAL  (STABLE)*
	Risk for febrile illness and severe malaria limited.

Screen and treat anaemia with recommended antimalarial drug and iron supplementation.
	Provide pregnant women a standard IPT**** dose at the first regularly scheduled ANC visit after quickening.

At each subsequent routine visit***** provide an IPT dose, with a minimum of two doses given at not less than monthly intervals.
	Begin use early in pregnancy and continue postpartum

Emphasize including young children under ITNs.

	LOW TRANSMISSION

(UNSTABLE)**


	Risk for febrile illness and anaemia high.

Promptly recognize and treat all potential malaria illness with an effective drug.

Screen and treat anaemia with recommended antimalarial drug and iron supplementation.

Consider P.vivax infection in East and Northern Africa and parts of Asia. ******
	IPT cannot be recommended in these areas, based on present evidence.
	Begin use early in pregnancy and continue postpartum. 

Emphasize including young children under ITNs.

	EPIDEMIC TRANSMISSION
(UNSTABLE)***


	Risk for severe malaria illness high.

Risk for febrile illness and anaemia high.

Promptly recognize and treat all potential malaria illness with an effective drug.

Screen and treat anaemia with recommended antimalarial drug and iron supplementation.

Consider P.vivax infection in East and Northern Africa. ******
	Not indicated.
	Begin use early in pregnancy and continue postpartum. 

Emphasize including young children under ITNs.



* Adult women have high level of acquired antimalarial immunity.
** Adult women have no or very low level of acquired antimalarial immunity.
*** Adult women have no acquired antimalarial immunity.
**** Presently the most effective drug for IPT is sulfadoxine-pyrimethamine.

***** WHO recommends an ideal visit schedule of three ANC visits after quickening, for a total of three IPT doses.

****** CQ prophylaxis to decrease the burden of  P. vivax in pregnancy may be considered, but no evidence on efficacy/effectiveness of this strategy is presently available.
Indoor Residual Spraying

Indoor Residual Spraying (IRS) is a commonly used malaria vector control method that is particularly effective in preventing malaria epidemics.  It is implemented by the application of residual insecticides (to which Anopheles female mosquitoes have been demonstrated to be susceptible) to the interior walls of houses and other structures.  The insecticide remains on treated surfaces upon which mosquitoes will rest before or after taking a blood meal.  Several formulations of insecticides are available for this purpose.  The residual effect of the insecticide is sufficient to kill resting mosquitoes for a period ranging from three to twelve months, depending on the insecticide, the surface on which it is applied, and local conditions.  The objective of the IRS program is to reduce the mean life-span of the female mosquito population below the duration required for development of the parasite life phases that occur in the mosquito and, thereby, to substantially reduce the population’s ability to sustain malaria transmission.  IRS is most effective in areas with seasonal malaria transmission.  It is typically implemented by teams of spray operators who spray houses in at-risk localities prior to the rainy season, because heavy rains prompt increases in the Anopheles vector population.  The spray operators who implement IRS use compression sprayers to apply a measured amount of insecticide on the interior walls of houses and structures.  To be effective, IRS must attain coverage rates of at least 85% of the houses in a target area.  IRS programs in South Africa, Mozambique and Zambia have substantially reduced the malaria burden in targeted communities.

Prior to the spraying of houses, communities must be educated about the purpose of the spraying and their roles and responsibilities during the spray campaign.  IRS requires homeowners to move household goods out of their houses, to evacuate sick persons from the household, to stay out of the house for an hour after spraying, and sweep out homes upon return to the household.  PVOs can contribute to IRS programs by conducting IEC campaigns that discuss these roles and responsibilities with community members.  At the same time, PVOs can also contribute to the community’s general knowledge about malaria and, as IRS is often used in conjunction with ITN programs, promote the use of ITNs as additional protection against mosquitoes.
Insecticide-Treated Nets

There can be no doubt about the effectiveness of ITNs.  They have been shown to reduce the incidence of malaria episodes by half and in malaria-endemic areas the widespread use of ITNs can be expected to reduce all cause child mortality by about one fifth.  Recent data on ITNs for pregnant women indicate that they can also have a significant impact on maternal anemia, preterm delivery and low birth weight.
	The Abuja Declaration targets
By the year 2005:

· At least 60% of those at risk of malaria, particularly pregnant women and children under 5 years of age, benefit from the most suitable combination of personal and community protective measures such as insecticide-treated mosquito nets and other interventions that are accessible and affordable to prevent infection and suffering


ITNs reduce human-vector contact by acting as a barrier to prevent vector mosquitoes from biting or repelling them, thereby driving them away from the vicinity of sleepers, but also killing or shortening their lifespan if they land on ITNs.  High levels of ITN coverage (50 to 60%—similar to the Abuja target) provide protection both to the individuals sleeping under ITNs and to other community members.

Because of their documented effect in several studies on reducing malaria-related illness and death, ITNs should be promoted for use through public and private outlets throughout malaria-endemic African countries.  However, it is important to notice that global production capabilities will be really at the level of the demand in 2006 or 2007.  In the meantime, several countries are still applying significant taxes and tariffs on ITNs and their components.  These two factors are drastically reducing the availability of ITNs worldwide and delaying the achievements of the Abuja targets.
To be successful, ITN programs must create conditions for sustained public demand for, access to, and appropriate use of affordable nets and the insecticides to treat and retreat them. Sustained insecticide retreatment programs are more difficult to implement than are net supply programs; however, the success of reducing malaria morbidity and mortality is contingent upon correct net retreatment over time, as well as the proper and consistent use of nets by the most vulnerable members of the household.  The need to periodically retreat conventional nets by dipping them in insecticide is a major impediment in implementing effective and sustainable programs.

In some countries, one can buy an unsubsidized net for as little as US$ 3.  This reduction in price is partly due to increased demand and competition, and partly to the success of global efforts to eliminate taxes and tariffs on nets, netting and insecticides.  With an effective life of 5 years, this makes an ITN a highly cost-effective health investment, no matter who pays.

Several kinds of insecticides can be used to treat nets, but the synthetic pyrethroids are the most frequently recommended (DDT is not normally suitable for treating ITNs, as it tends to flake off nets).  There are also several types of nets on the market, which vary in the types of material used, and their shapes and sizes.  Different shapes and materials will need more or less insecticides, and PVOs need to be aware of this when deciding on retreatment strategies, since environmental regulations (country rules as well as USAID rules) limit the amount of insecticide that can be used.
Figure 5 World Malaria Report. Proportion of children under 5 years of age sleeping under mosquito nets and ITNs in African countries, by year of survey, 1999–2004


Data from national household surveys, except for Eritrea, which had a representative household sample survey in the three zobas with risk of malaria ( 39). For each country, the most recent national datapoint is presented.
However, technology now exists to produce a mosquito net treated with insecticide at the point of manufacture.  These long-lasting insecticide-treated nets (LLINs) retain their effective mosquito-repelling properties and require no further treatment during their expected lifespan of 

3 to 5 years or for about 20 washes.
  This technology obviates the need for retreatment (unlike conventional ITNs, LLINs resist washing) and reduces both human exposure (at any given time, most of the insecticide is hidden and not bioavailable) and the risk of environmental contamination.  At a current price of around US$ 5 per net, LLINs are already more cost-effective than conventionally treated nets.  Efforts are being made to scale up production capacity to meet demand, which is already high.  Presently, only Olyset® and Permanet® are long-lasting nets that are recommended by WHO, but two other manufacturers are at the development stages of LLINs.
Long-lasting treatments are in development, and two products might be on the market in 2005. They will have the ability to transform a normal net into a long-lasting impregnated net (4 to 5 years efficacy).
Very few countries have more than 20% of children at risk from malaria sleeping under ITNs.  Net coverage is increasing, but the ambitious goal of having 60% of the at-risk population sleeping under ITNs by 2005, agreed to at the Abuja Summit of 2000, will be achieved by very few countries.  Significant efforts still need to be made to accelerate the introduction and use of insecticide-treated nets to achieve the Millennium Development Goals.

Note on Insecticides
The risks associated with the use of insecticide-treated materials, including bednets and curtains, should be minimized through such steps as proper pesticide product selection, appropriate labeling, and user educational campaigns.  Programs should also actively monitor for adverse health and environmental effects, to ensure that risks are adequately understood and to allow appropriate and timely interventions to reduce risks.

ITNs are cost-effective and environmentally friendly compared with alternative vector control measures that use pesticides; a relatively small amount of pesticide is needed to treat nets, compared with indoor residual house spraying or space spraying.  The pyrethroid products currently used to treat ITNs are also less toxic to humans than are many other pesticides.

Health and environmental risks from the use of ITNs include potential exposure of humans and the environment during production, distribution, storage, use, and disposal of retreatment pesticides, and a certain amount of exposure of persons using ITNs to pesticide vapors released from the materials.  World Health Organization (WHO)-recommended ITN pesticide products are classified by EPA as only “moderately” toxic to humans, and with adequate safety precautions, the risk of adverse effects from their use is slight, although severe poisonings have been reported with exposure to highly concentrated solutions.  However, these products are highly toxic to aquatic organisms, and precautions are necessary to assure that they do not contaminate lakes, streams, and other bodies of water supporting aquatic life.

Note on nets:
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Community and Household
Public demand: At present, public demand for bednets varies widely.  Mosquitoes are often not recognized as the cause of malaria.  Bednets may have high acceptability in many communities as a defense against nuisance bites, but not as a means for malaria prevention.  While programs can take critical advantage of the “nuisance factor” and build an intervention on it, it is also important to reeducate the community on malaria transmission.  For example, Culex mosquitoes, which do not transmit malaria but are certainly a nuisance, can develop resistance to insecticides faster than Anopheles mosquitoes can.  Net owners could thus be under the false impression that the net “doesn’t work anymore,” while they are still protected from malaria when faithfully using the treated net.
Insecticide treatment and retreatment of bednets is the critical point for health impact but is not yet widely disseminated.  Demand creation is a very large area to concentrate on.  Care must be taken so that the communication strategy is based on real factors that motivate a family to acquire and appropriately use an ITN and assure a clear message that mosquitoes transmit malaria.

ITN promotion activities must be based on comprehensive formative research to fully understand the behavioral, market and social environment in which one works.  There are essentially two interventions associated with ITNs—building a net culture and promoting retreatment behaviors.  This must be kept in mind when conducting baseline investigations during the design of programs.  Some of the issues to explore are net and insecticide use (current use in the community, latent demand, and barriers to net acquisition and use); household sleeping patterns (who sleeps with whom, where do targeted at-risk children sleep until what age and with whom); net preferences (type, size, color, durability, etc); net purchasing and use-in-the-home decisionmakers; pricing; preferred sources of purchase; and all the KAP factors related to malaria and net/insecticide use.

Using the results from formative research, clear and consistent key messages that are convincing and persuasive to the target community on the basis of their own belief systems need to be developed.  Participatory message development (asking the community how they themselves would communicate the key messages) or the use of a creative ad agency has been employed successfully.

Appropriate use: To be effective, ITN programs should be designed in accordance with local beliefs and social patterns to encourage ITN use by young children and pregnant women.  ITN programs cannot be successful unless a number of ingrained behavioral and social patterns change.  Without such changes, it is unlikely that the right populations will use the nets and have them treated correctly.  For example, young children may not have priority for use of bednets within households.
Target populations need to know how to use their net appropriately, such as how it should be hung, the number of times the net must be re-treated per year/per season, and the importance of re-treatment after extensive washing.  People will make better use of nets if they know what the peak biting times of the day are (this can change by geographic region; i.e., Latin America versus sub-Saharan Africa, etc).
Sleeping arrangements can vary in different areas of one country or intervention area, and children in one household can also sleep in a different place from one night to the other.  This can mean that there is not only a potential need and market for different sizes and colors of nets, but that there is probably also a need for innovative methods of net placement and hanging.  Methods need to be devised so that when children move from one room to another or from one place in the same room to another “sleeping corner” the net can easily be deployed in that new area. 

In addition to bulk and liter bottle formulation, a number of insecticides are now available in single dose—”dip-it-yourself”—formulations for home use and this may make retreatment easier and a viable alternative to “community re-treatment.”
To promote the appropriate communitywide use of insecticide-treated mosquito materials, programs need to target users.  This includes mothers and children, and the community (families, community leaders, health workers, shopkeepers, traditional healers and all other influential persons) using a range of communication channels that might include media (radio, television, print), community health workers, social groups, and local theater (see also BCI module of the TRMs.)  An ITN television spot can be viewed on the NetMark Web site http://www.netmarkafrica.org/Communications/Television/Video_1_Buzz_Zambia.mpg. For the development of specific malaria radio messages, a tool had been developed by the Change project and can be accessed at http://www.changeproject.org/pubs/spotonguide.pdf.
Facility and Health System
Access: In some areas, bednets are made available at health facilities, health posts, or community pharmacies.  Antenatal clinics have been used as sites for distributing and promoting ITNs in some settings.  In most developing countries, however, bednets are still not widely available.  If available at all, they tend to be available only in urban areas.  Organized public or private systems for the provision of public health insecticides are often non-existent.

To increase and improve access, a focus on supply and distribution systems is needed. This may include improving local production and packaging, and promoting distribution through pharmacies and local shops, as well as public sector sites.  Different forms of supply and distribution may be available apart from public sector distribution.  Social marketing uses the private sector to supply a subsidized product affordable to families with a low income.  The “manufacturer’s model” works with the private sector to reduce production and distribution costs, so as to provide cheaper, unsubsidized nets.

Experience suggests that buying and selling nets and insecticide through publicly funded projects can be much more expensive (costing US$3 to US$15 per net delivered) than buying through commercial channels.  It also tends to inhibit unsubsidized commercial markets, because people who would otherwise have bought from them buy a subsidized net instead.  Well-developed commercial distribution systems are much more likely to be sustainable over the long term, and some social marketing programs have reached large enough numbers so that they are quite efficient in terms of costs per net.
RBM’s “Strategic Framework for Scaling Up Insecticide-Treated Netting (ITN) Programs In Africa” http:/www.who.int/malaria/cmc_upload/0/000/015/845/itn_programmes.pdf outlines a vision for the future with two key elements: sustained subsidies that are strictly targeted to vulnerable groups, and a strengthened and expanded commercial market that provides ITNs for the general population at the lowest possible prices.  Some of the public sector actions required to bring this about are essentially temporary; others must be sustained in the long term.  A national ITN Task Force or Steering Committee, including a variety of public, private and NGO partners, can help to facilitate negotiation, coordination and complementarity in the scaling up process. 

Subsidies must be targeted in order to ensure that they have the maximum possible health impact, and there is an urgent need to identify effective mechanisms.  The target group must be clearly defined.   Targeting pregnant women through antenatal clinics is an attractive option, as it may also protect the newborn child for several years.  Similarly, the form of the subsidy must be considered.  A mechanism, which separates the subsidy from the goods, is preferable since it tends to encourage commercial activity—for example, using a voucher system that allows recipients to buy ITNs from the commercial market at discount prices.

Commercial market growth, of the kind already seen in Tanzania, is also essential.  It requires help from the public sector, first through the provision of an “enabling environment” (including the removal of taxes and tariffs and streamlined regulation of insecticide products for ITN use), and second though a vigorous campaign of demand creation using a variety of approaches and media.  Care should be taken to maintain competitiveness and to avoid favoring one brand over another.  Where the commercial market is not yet well developed, some form of “market-priming” may be needed.  This is a temporary, transitional intervention involving the procurement and distribution of ITN goods and aimed at strengthening unsubsidized distribution channels.  Market priming must be time-limited, in order to avoid the displacement of independent commercial activity and the creation of a system that relies on subsidy, and it must be evaluated in terms of its impact on the market as a whole.

It is also important to improve economic access; correct pricing (full-price-subsidized-donated) is a key factor in improving access and creating demand.  A number of options are available such as including creative financing for net production and distribution, including cross-subsidization of costs, and providing incentives for distributors and retailers.

Lastly, increased usage and retreatment from a variety of community sources can be promoted through behavior change communication interventions.

Affordability: In many places bednets cost more than US$10 each and insecticide treatments US$1 to $2 per year.  The typical household may require up to three bed nets (which should last 2-4 years), but the initial cash outlay may be beyond the reach of most households.  Programs that address issues of equity through public-sector distribution of subsidized nets have been difficult to sustain on a large scale, especially where those who could have afforded the regular commercial prices buy the subsidized product.  Alternative approaches to achieve equity while not undermining the long-term commercial viability include the use of vouchers and coupons enabling a reduced price through the commercial distribution networks.
	A Vision for the Future

Most people exposed to malaria in Africa own and use a net that is either pretreated with a long-lasting insecticide or is regularly re-treated.  The majority of these people obtain their nets from the commercial market.  The people most vulnerable to malaria can buy nets at prices that are subsidized by the government, preferably using vouchers that are delivered (for example) through MCH clinics.

Within the commercial market, prices are kept as low as possible by economies of scale and by vigorous competition at all levels.  Governments help by providing an “enabling environment.”  This has two elements: a) a favourable fiscal and regulatory environment; for example removing tax and tariff barriers and b) a favourable market environment where demand is high, using mass media as well as IEC and health education channels to encourage people to buy nets and insecticide.

The government’s other main role, supported by NGOs, is to provide a system of strictly targeted subsidies, focused on the most vulnerable groups.  Strict enforcement of targeting “rules” helps to minimize the degree to which subsidies encroach upon commercial sales.  In this way, public and private sectors play complementary and mutually supporting roles.



Sustainability: To be sustainable, systems that provide nets and then treatment and retreatment with insecticides in a way that covers all program costs are required.   Each of these elements needs to be examined carefully by reviewing the procurement and distribution systems, costing of products, cost-recovery mechanisms, and potential demand.
If retreatment activities are organized on a community basis, those communities will need to take responsibility for this in the longer term.  Newer single dose insecticide formulations are opening up other “marketing” options, and may mean that retreatment can be conducted at the level of the household.  Public or private systems for delivery of public health insecticides also need to be examined.   Insecticide-treated mosquito net activities should only begin when it is likely that a sustainable program of net provision and retreatment can be set up.

Environmental Approaches

Application of environmental approaches must be based upon simple identification of the malaria vector and its breeding sites.  While there are three main environmental approaches to malaria control (larval management, chemical control of malaria vectors, and modification of human habitations), none can currently be funded by the CSHGP.  However, PVO matching funds or other sources may be used, and PVOs are encouraged to implement parallel projects or activities in the same program site.  Before getting engaged in environmental approaches to vector control (other than bednets), PVOs will need to assure that they can access the necessary technical (entomological) expertise.

As with treatment and prevention, community/household participation is important.  Communities can identify their own rationale for vector control; for example, the reduction of nuisance mosquitoes is an acceptable motivation for applying these methods.  Any of the environmental approaches and consequential efforts should have significant public involvement and support.

Larval management approaches require substantial information about vector ecology, distribution of larval habitats, and local environmental conditions.  Also, they tend to be effective only under certain conditions, and successful control in one location may not be predictive of results elsewhere.  Environmental modification involves a physical change to potential mosquito breeding sites by drainage, land leveling, and filling.  Environmental manipulation aims at reducing larval breeding sites through temporary changes.  Some examples include water management activities such as changing water levels in reservoirs, flushing streams or canals, and providing intermittent irrigation to agricultural fields (particularly rice).  If the breeding sites cannot be eliminated, there are also several biological and chemical options available including larvivorous fish, microbial control or chemical larvicides.

Chemical control of malaria vectors (adult mosquitoes) includes indoor residual house spraying, which has a long history of efficacy.  There are a number of chemicals available, for indoor spraying and for larval control and all of these products come with significant environmental concerns; they must meet WHO product specifications and necessary safety precautions must be applied for their use and disposal.  In addition, all use of pesticides for malaria control (including ITNs) must conform to the current USAID-approved Safe Use practices for that country.  These practices will be documented in the Pesticide Evaluation Report and Safe Use Action Plan (PERSUAP) which must be filed by the USAID mission with the Regional Bureau Environmental Officer. Copies of the current PERSUAP can be requested from USAID/Washington, and most can be found at the Web Site http://encapafrica.org/resources.htm#Resources-USAID_regs by using the Search feature. If a mission does not currently have a valid PERSUAP for the malaria intervention proposed, it is not difficult to assist the mission to write one.  Templates and details can be obtained from Mr. Brian Hirsch in the Africa Bureau at USAID/Washington. Email him at: bhirsch@usaid.gov.

Modification of human habitations, such as changes in location or construction of housing are complex, but humans have long practiced this simple form of malaria prevention by locating houses away from breeding sites.  Changes in human behavior may reduce human/vector contact.  Mosquito-proofing of dwellings by covering windows, eaves, and doors with netting has been shown to be efficacious in reducing malaria risk.

The following decision tree can help in deciding which approach to take:


Note on M&E: If you plan to undertake this type of activity, success can be measured in three relatively simple ways—percent reduction of positive anopheline breeding sites, person-bites (per hour), and entomological inoculation rates.
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This reference and resource list is by no means the last word on any of these interventions or cross-cutting strategies.  This annex cannot possibly be exhaustive, but rather can help steer the user in the right direction when researching these areas.
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Annexes

Annex 1.—Proposed RBM Core Indicators from Framework for Monitoring Progress & Evaluating Outcomes and Impact—(WHO/CDS/RBM/2000.25)
	1. IMPACT

· Crude death rate among target groups.

· Malaria death rate (probable and confirmed cases) among target groups.

· % of probable and confirmed malaria deaths among patients with severe malaria admitted to a health facility.

· Number of cases of severe malaria (probable and confirmed) among target groups.

· Number of cases of uncomplicated malaria (probable and confirmed) among target groups.

· Annual Parasite Incidence (API) among target groups (by region/according to the epidemiological situation).

2. MALARIA PREVENTION AND DISEASE MANAGEMENT

Prevention

· % of countries having introduced pyrethroids for public health use and insecticide-treated materials in the list of essential drugs and materials.

· % of service providers (health personnel, CHW…) trained in techniques of treatment of nets and/or indoor spraying according to the national policy.

· % of households having at least one treated bednet.

· % of pregnant women who have taken chemoprophylaxis or intermittent drug treatment, according to the national drug policy.

· % of antenatal clinic staff trained in preventive intermittent antimalarial treatment for pregnant women.

Prevention and control of epidemics

· % of countries with epidemic prone areas/situation having a national preparedness plan of action for early detection and control of epidemics.

· % of malaria epidemics detected within two weeks of onset and properly controlled.

Early diagnosis and Prompt Treatment

· % of health personnel involved in patient care trained in malaria case management and IMCI.

· % of health facilities able to confirm malaria diagnosis according to national policy (microscopy, rapid test etc.).

· % of patients hospitalized with a diagnosis of severe malaria and receiving correct antimalarial and supportive treatment according to the national guidelines.

· % of patients with uncomplicated malaria getting correct treatment at health facility and community levels according to national guidelines within 24 hrs of onset of symptoms.

3. HEALTH SECTOR DEVELOPMENT

Health Policy

· % of districts with plans of action reflecting national health policy.

· % of districts using health information for planning.

· % of countries having a policy of universal coverage for all with a basic package including relevant malaria control activities.

Service Delivery

· % 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.

Community Action

· % of countries having national guidelines for malaria prevention and treatment including training of all the informal health providers and recommendations for home treatment of febrile illness/suspected malaria, recognition of the most frequent signs of danger for children, prevention of malaria during pregnancy and use of insecticide treated materials.

· % of villages/communities with at least one Community Health Worker trained in management of fever and recognition of severe febrile illness.

· % of mothers/caretakers able to recognize signs and symptoms of danger of a febrile disease in a child < 5 years.

4. INTERSECTORAL LINKAGES

· % of countries with multisectoral and inter-agencies partnership established.

· % of countries having established official linkages, including the elaboration of research agenda of public health interest, between research institutions and Ministry of Health.

5. SUPPORT/PARTNERSHIP

· % of countries with agreed national RBM budget met by donor funding.

· % of countries with functional sentinel sites for surveillance efficacy of 1st and 2nd line antimalarial drugs.
· Number of antimalarial drugs which have progressed to the level of phase III trials.


Annex 2—Malaria Questions in the DHS Household Questionnaire

MALARIA SURVEY MODEL HOUSEHOLD QUESTIONNAIRE

	IDENTIFICATION1

	PLACE NAME 

	

	NAME OF HOUSEHOLD HEAD 

	

	CLUSTER NUMBER


HOUSEHOLD NUMBER


REGION


URBAN/RURAL (URBAN=1, RURAL=2)


LARGE CITY/SMALL CITY/TOWN/COUNTRYSIDE2


(LARGE CITY=1, SMALL CITY=2, TOWN=3, COUNTRYSIDE=4)
	┌──┬──┬──┐
│ ░│░░│ ░│
└──┼──┼──┤
│░ │ ░│
├──┼──┤
│░░│ ░│
└──┼──┤
│░░│
├──┤
│░ │
└──┘

	INTERVIEWER VISITS

	
	1
	2
	3
	FINAL VISIT

	DATE

INTERVIEWER’S NAME

RESULT*


	
	
	
	
┌──┬──┐
DAY
│░░│░░│

├──┼──┤
MONTH
│░░│░░│

┌──┬──┼──┼──┤
YEAR
│░░│  │░░│░░│


└──┴──┼──┼──┤
NAME
│░░│░░│

└──┼──┤
RESULT
│░░│

└──┘

	NEXT VISIT:
DATE
	

	

	
	TOTAL NO. OF VISITS
	┌──┐
│░░│
└──┘

	
TIME
	

	

	
	
	

	*RESULT CODES:

1
COMPLETED

2
NO HOUSEHOLD MEMBER AT HOME OR NO COMPETENT RESPONDENT AT HOME AT TIME OF VISIT

3
ENTIRE HOUSEHOLD ABSENT FOR EXTENDED PERIOD OF TIME

4
POSTPONED

5
REFUSED

6
DWELLING VACANT OR ADDRESS NOT A DWELLING

7
DWELLING DESTROYED

8
DWELLING NOT FOUND

9
OTHER 







(SPECIFY)
	TOTAL 

PERSONS IN HOUSEHOLD
	┌──┬──┐
│░░│░░│
└──┴──┘

	
	TOTAL ELIGIBLE WOMEN
	┌──┬──┐
│░░│░░│
└──┴──┘

	
	LINE NO. OF RESP. TO HOUSEHOLD QUEST.
	┌──┬──┐
│░░│░░│
└──┴──┘

	SUPERVISOR
	OFFICE EDITOR
	KEYED BY

	NAME 

	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘

	DATE 

	
	
	


1
This section should be adapted for country-specific survey design.

2
The following guidelines should be used to categorize urban sample points: “Large cities” are national capitals and places with over 1 million population; “small cities” are places with between 50,000 and 1 million population; remaining urban sample points are “towns

HOUSEHOLD SCHEDULE

Now we would like some information about the people who usually live in your household or who are staying with you now.

	LINE NO.
	USUAL RESIDENTS AND VISITORS
	RELATIONSHIP TO HEAD OF HOUSEHOLD
	SEX
	RESIDENCE
	AGE
	ELIGIBLE WOMEN
	CURRENTLY PREGNANT?

	
	Please give me the names of the persons who usually live in your household and guests of the household who stayed here last night, starting with the head of the household.
	What is the relationship of (NAME) to the head of the household?*
	Is (NAME) male or female?
	Does (NAME) usually live here?
	Did (NAME) stay here last night?
	How old is (NAME)?
	CIRCLE LINE NUMBER OF ALL WOMEN AGE 15‑49
	RECORD PREGNANCY STATUS FOR ELIGIBLE WOMEN FROM WOMEN’S QUESTIONNAIRE Q224, OR IF NO WOMEN’S QUESTIONNAIRE, ASK: Is (NAME) currently pregnant?

	(1)
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)
	(8)
	(9)

	
	
	
	M         F
	YES
NO
	YES
NO
	IN YEARS
	
	YES
NO/DK

	01
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	01
	1                   2

	02
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	02
	1                   2

	03
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	03
	1                   2

	04
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	04
	1                   2

	05
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	05
	1                   2

	06
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	06
	1                   2

	07
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	07
	1                   2

	08
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	08
	1                   2

	09
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	09
	1                   2

	10
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1        2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	10
	1                   2

	* CODES FOR Q.3

RELATIONSHIP TO HEAD OF HOUSEHOLD:

01 = HEAD

02 = WIFE OR HUSBAND

03 = SON OR DAUGHTER

04 = SON-IN-LAW OR

        DAUGHTER-IN-LAW
	05 = GRANDCHILD

06 = PARENT

07 = PARENT-IN-LAW

08 = BROTHER OR SISTER

10 = OTHER RELATIVE

11 = ADOPTED/FOSTER/

        STEPCHILD

12 = NOT RELATED

98 = DON’T KNOW


	LINE NO.
	USUAL RESIDENTS AND VISITORS
	RELATIONSHIP TO HEAD OF HOUSEHOLD
	SEX
	RESIDENCE
	AGE
	ELIGIBLE WOMEN
	CURRENTLY PREGNANT?

	
	Please give me the names of the persons who usually live in your household and guests of the household who stayed here last night, starting with the head of the household.
	What is the relationship of (NAME) to the head of the household?*
	Is (NAME) male or female?
	Does (NAME) usually live here?
	Did (NAME) stay here last night?
	How old is (NAME)?
	CIRCLE LINE NUMBER OF ALL WOMEN AGE 15‑49
	RECORD PREGNANCY STATUS FOR ELIGIBLE WOMEN FROM WOMEN’S QUESTIONNAIRE Q224, OR IF NO WOMEN’S QUESTIONNAIRE, ASK: Is (NAME) currently pregnant?

	(1)
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)
	(8)
	(9)

	
	
	
	M
F
	YES
NO
	YES
NO
	IN YEARS
	
	YES
NO/DK

	01
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	01
	1                   2

	02
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	02
	1                   2

	03
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	03
	1                   2

	04
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	04
	1                   2

	05
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	05
	1                   2

	06
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	06
	1                   2

	07
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	07
	1                   2

	08
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	08
	1                   2

	09
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	09
	1                   2

	10
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	1
2
	1
2
	1
2
	┌──┬──┐
│░░│░░│
└──┴──┘
	10
	1                   2

	TICK HERE IF CONTINUATION SHEET USED
	┌──┐
└──┘

	Just to make sure that I have a complete listing:

	 1)
	Are there any other persons such as small children or infants that we have not listed?
	YES
	┌──┐
└──┴──
	ENTER EACH IN TABLE
	NO
	┌──┐
└──┘

	 2)
	In addition, are there any other people who may not be members of your family, such as domestic servants, lodgers or friends who usually live here?
	YES
	┌──┐
└──┴──
	ENTER EACH IN TABLE
	NO
	┌──┐
└──┘

	 3)
	Are there any guests or temporary visitors staying here, or anyone else who slept here last night, who have not been listed?
	YES
	┌──┐
└──┴──
	ENTER EACH IN TABLE
	NO
	┌──┐
└──┘


	NO.
	
QUESTIONS AND FILTERS
	
CODING CATEGORIES
	
SKIP

	10
	What is the main source of drinking water for members of your household?1
	PIPED WATER

PIPED INTO DWELLING
11

PIPED INTO YARD/PLOT
12

PUBLIC TAP
13

WATER FROM OPEN WELL

OPEN WELL IN DWELLING
21

OPEN WELL IN YARD/PLOT
22

OPEN PUBLIC WELL
23

WATER FROM COVERED WELL OR BOREHOLE

PROTECTED WELL IN DWELLING
31

PROTECTED WELL IN YARD/PLOT
32

PROTECTED PUBLIC WELL
33

SURFACE WATER

SPRING
41

RIVER/STREAM
42

POND/LAKE
43

DAM
44

RAINWATER
51

TANKER TRUCK
61

BOTTLED WATER
71

OTHER 
 96


(SPECIFY)
	

	11
	What kind of toilet facilities does your household have?1
	FLUSH TOILET
11

PIT TOILET/LATRINE

TRADITIONAL PIT TOILET
21

VENTILATED IMPROVED PIT (VIP) LATRINE
22

NO FACILITY/BUSH/FIELD
31

OTHER 
 96


(SPECIFY)
	

	12
	Does your household have:2
Electricity?

A radio?

A television?

A telephone?

A refrigerator?
	
YES
NO

ELECTRICITY
1
2

RADIO
1
2

TELEVISION
1
2

TELEPHONE
1
2

REFRIGERATOR
1
2
	

	13
	What type of fuel does your household mainly use for cooking?


	ELECTRICITY
01

LPG/NATURAL GAS
02

BIOGAS
03

KEROSENE
04

COAL, LIGNITE
05

CHARCOAL
06

FIREWOOD, STRAW
07

DUNG
08

OTHER 
 96


(SPECIFY)
	

	1
Coding categories to be developed locally and revised based on the pretest; however, the broad categories must be maintained.

2
Additional indicators of socioeconomic status should be added, especially to distinguish among lower socioeconomic classes.


	NO.
	QUESTIONS AND FILTERS
	CODING CATEGORIES
	SKIP

	 14
	MAIN MATERIAL OF THE FLOOR.1
RECORD OBSERVATION.
	NATURAL FLOOR

EARTH/SAND
11

DUNG
12

RUDIMENTARY FLOOR

WOOD PLANKS
21

PALM/BAMBOO
22

FINISHED FLOOR

PARQUET OR POLISHED WOOD
31

VINYL OR ASPHALT STRIPS
32

CERAMIC TILES
33

CEMENT
34

CARPET
35

OTHER 
 96


(SPECIFY)
	 

	 15
	Does any member of your household own:

A bicycle?

A motorcycle or motor scooter?

A car or truck?
	
YES
NO

BICYCLE
1
2

MOTORCYCLE/SCOOTER
1
2

CAR/TRUCK
1
2
	 

	 16
	Does your household have any mosquito nets that can be used while sleeping?
	YES............................................................1

NO..............................................................2


	( 101 

	 17
	How many mosquito nets does your household have?

IF 7 OR MORE NETS, RECORD”7”.
	
       ┌────┐
NUMBER OF NETS  
│░░░░│

       └────┘
	

	1
In some countries, it may be desirable to ask an additional question on the material of walls or ceilings.




	 18
	ASK RESPONDENT TO SHOW YOU THE NET(S) IN THE HOUSEHOLD. 

IF MORE THAN THREE NETS, USE ADDITIONAL QUESTIONNAIRE(S).
	NET # 1
	NET #2
	NET #3

	
	
	OBSERVED
...................1

NOT 

 OBSERVED..................2
2
	OBSERVED
1

NOT 

 OBSERVED
2
	OBSERVED
...................1

NOT 

 OBSERVED
..................2

	19
	How long ago did your household obtain the mosquito net?


	
┌────┬────┐
MOS     │░░░░│░   ░│
AGO
└────┴────┘
MORE THAN 3 YEARS AGO
95
	
┌────┬────┐
MOS      │░░░░│░   ░│
AGO
└────┴────┘
MORE THAN 3 YEARS AGO
95
	
┌────┬────┐
MOS      │░░░░│░   ░│
AGO
└────┴────┘
MORE THAN 

3 YEARS AGO............95
95

	20
	OBSERVE OR ASK THE BRAND OF MOSQUITO NET.


	PERMANENT
NET1

BRAND A
11┐
BRAND B
12┤
DK BRAND
18┤

(SKIP TO 24)─┘
PRETREATED
NET2

BRAND A
21┐
BRAND B
22┤
DK BRAND
28┤

(SKIP TO 22)─┘

OTHER
31

NOT SURE
98
	PERMANENT
NET1

BRAND A
11┐
BRAND B
12┤
DK BRAND
18┤

(SKIP TO 24)─┘
PRETREATED
NET2

BRAND A
21┐
BRAND B
22┤
DK BRAND
28┤

(SKIP TO 22)─┘

OTHER
31

NOT SURE
98
	PERMANENT
NET1

BRAND A
11┐
BRAND B
12┤
DK BRAND
18┤

(SKIP TO 24)─┘
PRETREATED
NET2

BRAND A
21┐
BRAND B
22┤
DK BRAND
28┤

(SKIP TO 22)─┘

OTHER
31

NOT SURE
98

	21
	When you got the net, was it already treated with an insecticide to kill or repel mosquitoes?
	YES
...............................1

NO
.................................2

NOT SURE
....................8
	YES............................1

NO.............................2

NOT SURE................8
	YES
...............................1

NO
.................................2

NOT SURE
....................8

	22
	Since you got the mosquito net, was it ever soaked or dipped in a liquid to repel mosquitoes or bugs?
	YES
...............................1

NO
.................................2


        (SKIP TO 24)───┤
NOT SURE
....................8
	YES
1

NO
2


(SKIP TO 24)───┤
NOT SURE
8
	YES
...............................1

NO
.................................2


        (SKIP TO 24)───┤
NOT SURE
....................8

	23
	How long ago was the net last soaked or dipped?

IF LESS THAN 1 MONTH, RECORD 00’.

 
	
┌────┬────┐
MOS     │░░░░│░    ░│
AGO
└────┴────┘
MORE THAN 3 YEARS AGO
.............................96

NOT SURE
..................98
	
┌────┬────┐
MOS     │░░░░│░    ░│
AGO
└────┴────┘
MORE THAN 3 YEARS AGO
96

NOT SURE
98
	
┌────┬────┐
MOS     │░░░░│░    ░│
AGO
└────┴────┘
MORE THAN 3 YEARS AGO
............................96

NOT SURE
..................98

	24
	Did anyone sleep under this mosquito net last night?
	YES
...............................1

NO
.................................2

         (SKIP TO 26)───┤


NOT SURE
....................8
	YES
1

NO
2

     (SKIP TO 26)───┤


NOT SURE
8
	YES
...............................1

NO
.................................2

        (SKIP TO 26)───┤


NOT SURE
....................8

	
 “Permanent” is a pretreated net that does not require any further treatment.

2 “Pretreated” is a net that has been pretreated, but requires further treatment after 6-12 months.




	
	
	NET # 1
	NET #2
	NET #3

	25
	Who slept under this mosquito net last night?

RECORD THE RESPECTIVE LINE NUMBER FROM THE HOUSEHOLD SCHEDULE.


	NAME    ___________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ___________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
	NAME    ___________
                       

┌────┬────┐
LINE     │░░░ │░    ░│
NO
└────┴────┘
NAME   ___________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
	NAME    ___________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ___________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘
NAME   ____________
                       

┌────┬────┐
LINE     │░░░░│░    ░│
NO
└────┴────┘

	26
	
	GO BACK TO 18 FOR NEXT NET; OR, IF NO MORE NETS, GO TO 101. 
	GO BACK TO 18 FOR NEXT NET; OR, IF NO MORE NETS, GO TO 101. 
	GO BACK TO 18 IN THE FIRST COLUMN OF NEW QUESTIONNAIRE; OR, IF NO MORE NETS, GO TO 101. 


	CHILDREN UNDER AGE 6
	HEMOGLOBIN MEASUREMENT OF CHILDREN BORN IN 19981 OR LATER

	LINE NO.

FROM

COL.(1)
	NAME 

FROM

 COL.(2)
	AGE

FROM

COL.(7)
	What is (NAME)s date of birth?*
	LINE NO. OF PARENT/

RESPONSIBLE ADULT.

RECORD ‘00’ IF NOT LISTED IN HOUSEHOLD SCHEDULE
	READ CONSENT STATEMENT TO PARENT/RESPONSIBLE ADULT*

CIRCLE CODE (AND SIGN)
	HEMOGLOBIN LEVEL

(G/DL)
	RESULT

1 MEASURED

2 NOT          PRESENT

3 REFUSED

6 OTHER

	
	
	
	
	
	GRANTED
	
REFUSED
	
	

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	┌──┬──┐
│░░│░░│
└──┴──┘
	
	┌──┬──┐
│░░│░░│
└──┴──┘
	┌──┬──┐┌──┬──┐┌──┬──┬──┬──┐
│░░│░░││░░│░░││░░│░░│░░│░░│
└──┴──┘└──┴──┘└──┴──┴──┴──┘
	┌──┬──┐
│░░│░░│
└──┴──┘
	  1

  
SIGN 
 
	
2  


│  


NEXT LINE ──┘  
	┌──┬──┐ ┌──┐

│░░│░░│ │░░│
└──┴──┘.└──┘
	┌──┐
│░░│
└──┘

	* CONSENT STATEMENT

As part of this survey, we are studying anemia among women and children.  Anemia is a serious health problem that results from poor nutrition.  This survey will assist the government to develop programs to prevent and treat anemia.

We request that you (and all children born in 19951 or later) participate in the anemia testing part of this survey and give a few drops of blood from a finger.  The test uses disposable sterile instruments that are clean and completely safe.  The blood will be analyzed with new equipment and the results of the test will be given to you right after the blood is taken.  The results will be kept confidential.

May I now ask that you (and NAME OF CHILD[REN]) participate in the anemia test.  However, if you decide not to have the test done, it is your right and we will respect your decision.  Now please tell me if you agree to have the test(s) done.


Note: In countries where some enumeration areas are higher than 1,000 meters, altitude information should be collected for each enumeration area higher than 1,000 meters so that the anemia estimates can be adjusted appropriately.

1
For fieldwork beginning in 2004, 2005 or 2006, the year should be 1999, 2000 or 2001, respectively.


MALARIA SURVEY

MODEL WOMEN’S QUESTIONNAIRE

[NAME OF COUNTRY]

[NAME OF ORGANIZATION]

	IDENTIFICATION1

	PLACE NAME 

	

	NAME OF HOUSEHOLD HEAD 

	

	CLUSTER NUMBER


HOUSEHOLD NUMBER


REGION


URBAN/RURAL (URBAN=1, RURAL=2)


LARGE CITY/SMALL CITY/TOWN/COUNTRYSIDE2


(LARGE CITY=1, SMALL CITY=2, TOWN=3, COUNTRYSIDE=4)

NAME AND LINE NUMBER OF WOMAN 


	┌──┬──┬──┐
│░░│ ░│░ │
└──┼──┼──┤
│░ │░░│
├──┼──┤
│░ │░░│
└──┼──┤
│░░│
├──┤
│░░│
┌──┼──┤
│░ │░ │
└──┴──┘

	INTERVIEWER VISITS

	
	1
	2
	3
	FINAL VISIT

	DATE

INTERVIEWER’S NAME

RESULT* 


	
	
	
	
┌──┬──┐
DAY
│░░│░░│

├──┼──┤
MONTH
│░░│░░│

┌──┬──┼──┼──┤
YEAR
│░░│  │░░│░░│


└──┴──┼──┼──┤
NAME
│░░│░░│

└──┼──┤
RESULT
│░░│

└──┘

	NEXT VISIT:
DATE
	

	

	
	TOTAL NO. OF VISITS
	┌──┐
│░░│
└──┘

	
TIME
	

	

	
	
	

	*RESULT CODES:


1
COMPLETED


2
NOT AT HOME


3
POSTPONED
	
4
REFUSED


5
PARTLY COMPLETED


6
INCAPACITATED

	
7
OTHER __________________________





(SPECIFY)


COUNTRY-SPECIFIC INFORMATION:  LANGUAGE OF QUESTIONNAIRE, LANGUAGE OF INTERVIEW, NATIVE LANGUAGE OF RESPONDENT, AND WHETHER TRANSLATOR USED

	SUPERVISOR
	OFFICE EDITOR
	KEYED BY

	NAME 

	┌──┬──┐
│░ │░░│
└──┴──┘
	┌──┬──┐
│░ │ ░│
└──┴──┘
	┌──┬──┐
│░ │ ░│
└──┴──┘

	DATE 

	
	
	


1 This section should be adapted for country-specific survey design.

2 The following guidelines should be used to categorize urban sample points: “Large cities” are national capitals and places with over 1 million population; “small cities” are places with between 50,000 and 1 million population; remaining urban sample points are “towns”.

SECTION 1.  RESPONDENT’S BACKGROUND

INTRODUCTION AND CONSENT

	INFORMED CONSENT

Hello.  My name is 




 and I am working with (NAME OF ORGANIZATION).  We are conducting a national survey about malaria.  We would very much appreciate your participation in this survey.  I would like to ask you about you, your last pregnancy and the health of your children.  This information will help the government to plan health services.  The survey usually takes between 20 and 45 minutes to complete.  Whatever information you provide will be kept strictly confidential and will not be shown to other persons.

Participation in this survey is voluntary and you can choose not to answer any individual question or all of the questions.  However, we hope that you will participate in this survey since your views are important.1
At this time, do you want to ask me anything about the survey?  

May I begin the interview now?

Signature of interviewer: 





 
Date: 





	RESPONDENT AGREES TO BE INTERVIEWED
1


?
	RESPONDENT DOES NOT AGREE TO BE INTERVIEWED
2 ──END


	NO.
	
QUESTIONS AND FILTERS
	
CODING CATEGORIES
	
SKIP

	101
	RECORD THE TIME.
	
┌──┬──┐
HOUR
│░ │░ │

├──┼──┤
MINUTES
│░░│░ │

└──┴──┘
	

	102
	In what month and year were you born?
	
┌──┬──┐
MONTH
│ ░│ ░│

└──┴──┘
DON’T KNOW MONTH
98


┌──┬──┬──┬──┐
YEAR
│░░│░░│░░│ ░│

└──┴──┴──┴──┘
DON’T KNOW YEAR
9998
	

	103
	How old were you at your last birthday?

COMPARE AND CORRECT 102 AND/OR 103 IF INCONSISTENT.
	
┌──┬──┐
AGE IN COMPLETED YEARS
│░ │ ░│

└──┴──┘
	

	104
	Have you ever attended school?
	YES
1

NO
2
	──108

	105
	What is the highest level of school you attended:

primary, secondary, or higher?1
	PRIMARY
1

SECONDARY
2

HIGHER
3
	

	106
	What is the highest (grade/form/year) you completed at that level?1
	
┌──┬──┐
GRADE
│░ │ ░│

└──┴──┘
	

	107
	CHECK 105:


PRIMARY
┌──┐
SECONDARY
┌──┐


├──┘
OR HIGHER
└──┴────────────────────────────────────



	──109

	1 Revise according to the local education system.


	NO.
	
QUESTIONS AND FILTERS
	
CODING CATEGORIES
	
SKIP

	108
	Now I would like you to read this sentence to me.

SHOW CARD TO RESPONDENT.1

IF RESPONDENT CANNOT READ WHOLE SENTENCE, PROBE:

Can you read any part of the sentence to me?
	CANNOT READ AT ALL
1

ABLE TO READ ONLY PARTS OF SENTENCE
2

ABLE TO READ WHOLE SENTENCE
3

NO CARD WITH REQUIRED    LANGUAGE
 4


(SPECIFY LANGUAGE)   
	

	109
	COUNTRY-SPECIFIC QUESTION ON RELIGION.
	
	

	110
	COUNTRY-SPECIFIC QUESTION ON ETHNICITY.
	
	

	1
Each card should have four simple sentences appropriate to the country (e.g., “Parents love their children”, “Farming is hard work”, “The child is reading a book”, “Children work hard at school”).  Cards should be prepared for every language in which respondents are likely to be literate.




SECTION 2: REPRODUCTION 
	NO.
	
QUESTIONS AND FILTERS
	
CODING CATEGORIES
	
SKIP

	201
	Now I would like to ask about all the births you have had during your life.  Have you ever given birth?
	YES
1

NO
2
	──206

	202
	Do you have any sons or daughters to whom you have given birth who are now living with you?
	YES
1

NO
2
	──204

	203
	How many sons live with you?

And how many daughters live with you?

IF NONE, RECORD ‘00’.
	
┌──┬──┐
SONS AT HOME
│░░│░░│

├──┼──┤
DAUGHTERS AT HOME
│░░│░░│

└──┴──┘
	

	204
	Do you have any sons or daughters to whom you have given birth who are alive but do not live with you?
	YES
1

NO
2
	──206

	205
	How many sons are alive but do not live with you?

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

IF NONE, RECORD ‘00’.
	
┌──┬──┐
SONS ELSEWHERE
│░░│░░│

├──┼──┤
DAUGHTERS ELSEWHERE
│░░│░░│

└──┴──┘
	

	206
	Have you ever given birth to a boy or girl who was born alive but later died?

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

NO
2
	──208

	207
	How many boys have died?

And how many girls have died?

IF NONE, RECORD ‘00’.
	
┌──┬──┐
BOYS DEAD
│░░│░░│

├──┼──┤
GIRLS DEAD
│░░│░░│

└──┴──┘
	

	208
	SUM ANSWERS TO 203, 205, AND 207, AND ENTER TOTAL.


	NONE......................................................00


┌──┬──┐
TOTAL
│░░│░░│

└──┴──┘
	──340

	209
	CHECK 208:

Just to make sure that I have this right: you have had in 

TOTAL _____ births during your life.  Is that correct?



┌──┐

┌──┐
PROBE AND


YES
├──┘
NO
└──┴──
CORRECT



│


201-208 AS






NECESSARY.
	
	

	210
	CHECK 208:

ONE BIRTH                        
TWO OR MORE BIRTHS   

┌──┐                            
    ┌──┐                             
     
├──┘                                ├──┘    
                                            

 Was this child born             How many of these children were 

 in the last six years?           born in the last six years?      
                    
	NONE......................................................00


┌──┬──┐
TOTAL IN LAST SIX            
   │░░│░░│
YEARS......................................└──┴──┘


	──340




	211
	Now I would like to record the names of all your births in the last six years, whether still alive or not, starting with the most recent one you had.

RECORD NAMES OF ALL THE BIRTHS IN 212.  RECORD TWINS AND TRIPLETS ON SEPARATE LINES.

	212
	213
	214
	215
	216
	217

IF ALIVE:
	218

IF ALIVE
	219

IF ALIVE:
	220

	What name was given to your (most recent/next) birth?


(NAME)
	Were any of these births twins?
	Is (NAME) a boy or a girl?
	In what month and year was (NAME) born?

PROBE:

What is his/her birthday?


	Is (NAME) still alive?
	How old was (NAME) at his/her last birthday?

RECORD AGE IN COMPLETED YEARS.
	Is (NAME) living with you?
	RECORD HOUSEHOLD LINE NUMBER OF CHILD 

(RECORD ‘00’ IF CHILD NOT LISTED IN HOUSEHOLD)
	Were there any other live births between (NAME OF PREVIOUS BIRTH) and (NAME)?

	01
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(NEXT BIRTH)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘
│

(NEXT BIRTH)
	

	02
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2

	03
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2

	04
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2

	05
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2

	06
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2

	07
	SING
1

MULT
2
	BOY
1

GIRL
2
	
┌──┬──┐
MONTH
│░░│░░│

└──┴──┘
YEAR


┌──┬──┬──┬──┐

│░░│░░│░░│░░│

└──┴──┴──┴──┘
	YES
1

NO
2


│



(GO TO 220)
	AGE IN YEARS

┌──┬──┐
│░░│░░│
└──┴──┘
	YES
1

NO
2
	LINE NUMBER

┌──┬──┐
│░░│░░│
└──┴──┘

	YES
1

NO
2


	NO.
	
QUESTIONS AND FILTERS
	
CODING CATEGORIES
	
SKIP

	221
	Have you had any live births since the birth of (NAME OF MOST RECENT BIRTH)?
	YES...............................................................1

NO.................................................................2
	

	222
	COMPARE 210 WITH NUMBER OF BIRTHS IN HISTORY ABOVE AND MARK:


NUMBERS
┌──┐
NUMBERS ARE
┌──┐

ARE SAME
├──┘
DIFFERENT
└──┴──
(PROBE AND RECONCILE)



│



CHECK:
FOR EACH BIRTH: YEAR OF BIRTH IS RECORDED.

FOR EACH LIVING CHILD: CURRENT AGE IS RECORDED.


	
┌──┐

│░░│

├──┤

│░░│

└──┘


	223
	CHECK 215 AND ENTER THE NUMBER OF BIRTHS IN 19981 OR LATER.

IF NONE, RECORD ‘0’.
	
┌──┐

│░░│

└──┘

	224
	Are you pregnant now?
	YES.........................................................
1

NO...........................................................
2

UNSURE.................................................
8
	─┐

─┴226

	225
	How many months pregnant are you?

RECORD NUMBER OF COMPLETED MONTHS.


	
                                ┌──┬──┐
MONTHS
│░░│░░│



└──┴──┘

	

	226
	CHECK 223:


ONE OR MORE
┌──┐
NO BIRTHS
┌──┐

BIRTHS
├──┘
IN 1998
└──┴─────────────────────────────────

IN 19981
│
OR LATER


OR LATER


	──340

	1 For fieldwork beginning in 2004, 2005 or 2006, the year should be 1999, 2000 or 2001, respectively.




SECTION 3A. PREGNANCY AND INTERMITTENT PREVENTIVE TREATMENT
	301
	ENTER IN 302 THE LINE NUMBER, NAME, AND SURVIVAL STATUS OF THE MOST RECENT BIRTH.

Now I would like to ask you some questions about your last birth and the health of all your children less than 5 years old. (We will talk about each one separately.)

	302
	FROM QUESTIONS 212 AND 216
	LAST BIRTH



┌──┬──┐
LINE NUMBER
│░░│░░│



└──┴──┘

NAME 



 LIVING                     DEAD
┌──┐            ┌──┐
├──┘            ├──┘

	

	303
	When you were pregnant with (NAME), did you see anyone for antenatal care?1
IF YES:
Whom did you see?

Anyone else?

PROBE FOR THE TYPE OF PERSON AND RECORD ALL PERSONS SEEN.
	HEALTH PROFESSIONAL

DOCTOR
A

NURSE/MIDWIFE
B

AUXILIARY MIDWIFE
C

OTHER PERSON

TRADITIONAL BIRTH ATTENDANT
D

OTHER 
 X

(SPECIFY)

NO ONE
Y
	

	304
	During this pregnancy, did you take any drugs in order to prevent you from getting malaria?
	YES
1

NO
2

DONT KNOW
8
	─┐

─┴311

	305
	Which drugs did you take to prevent malaria?2

RECORD ALL MENTIONED.

IF TYPE OF DRUG IS NOT DETERMINED, SHOW TYPICAL ANTIMALARIAL DRUGS TO RESPONDENT.


	SP/FANSIDAR............................... A

CHLOROQUINE
 B

OTHER                                             X

(SPECIFY)     

DONT KNOW
Z
	

	306
	CHECK 305:


DRUGS TAKEN FOR MALARIA PREVENTION
	CODE A
CODE A CIRCLED
NOT CIRCLED ┌──┐ 
┌──┐
├──┘           └──┴─────────    

· 

	→311

	307
	How many times did you take SP/Fansidar during this pregnancy?
	
┌────┬────┐
TIMES
│░░░░│░░░░│

└────┴────┘
	

	1 Coding categories to be developed locally and revised based on the pretest; however, the broad categories must be maintained. Include all drugs or drug combinations that are commonly given as separate categories.

2 Add additional drugs used to prevent malaria during pregnancy to the response categories, if any.


	
	
	LAST BIRTH

NAME 



	

	308
	CHECK 303:


ANTENATAL CARE FROM A HEALTH PROFESSIONAL RECEIVED DURING THIS PREGNANCY?
	CODE ‘A’, ‘B’,
OTHER 

OR ‘C’ CIRCLED


┌──┐ 
┌──┐
├──┘           └──┴─────────


· 

	→311

	309
	Did you get the SP/Fansidar during an antenatal visit, during another visit to a health facility or from some other source?
	ANTENATAL VISIT
1

ANOTHER FACILITY VISIT
2

OTHER SOURCE                           
 6

                    (SPECIFY)       
	

	310
	CHECK 215 AND 216:


ONE OR MORE 
┌──┐
NO LIVING
┌──┐

LIVING CHILDREN
├──┘     CHILDREN BORN     └──┴──────────────
BORN IN 19981 OR LATER

IN 19981 OR LATER
	──340

	1
For fieldwork beginning in 2004, 2005 or 2006, the year should be 1999, 2000 or 2001, respectively.




SECTION 3B. HEALTH
	311
	ENTER IN THE TABLE THE LINE NUMBER AND NAME OF EACH LIVING CHILD BORN IN 19981 OR LATER.

(IF THERE ARE MORE THAN 2 LIVING CHILDREN, USE ADDITIONAL QUESTIONNAIRES).

	312
	NAME AND LINE NUMBER 

FROM 212


	YOUNGEST CHILD


┌──┬──┐
LINE NUMBER
│░░│░░│

└──┴──┘

NAME 

	NEXT-TO-YOUNGEST CHILD


┌──┬──┐
LINE NUMBER
│░░│░░│

└──┴──┘

NAME 



	313
	Has (NAME) been ill with a fever at any time in the last 2 weeks?
	YES
1

NO
2

                      (SKIP TO 317)────┤

DONT KNOW
8
	YES
1

NO
2

                      (SKIP TO 317)────┤

DONT KNOW
8

	314
	Did you seek advice or treatment for the fever?
	YES
1

NO
2

                    (SKIP TO 316)─────┘
	YES
1

NO
2

                    (SKIP TO 316)─────┘

	315
	Where did you seek advice or treatment?2

Anywhere else?

RECORD ALL SOURCES MENTIONED.
	PUBLIC SECTOR

GOVT. HOSPITAL........................A

GOVT. HEALTH CENTER............B

GOVT. HEALTH POST.................C

MOBILE CLINIC........................... D

FIELD WORKER...........................E

OTHER PUBLIC 
                         F

(SPECIFY)

PRIVATE MEDICAL SECTOR

PVT. HOSPITAL/CLINIC..............G

PHARMACY.................................H

PRIVATE DOCTOR......................I

MOBILE CLINIC...........................J

FIELD WORKER..........................K

OTHER PVT.

MEDICAL 
                                 L

(SPECIFY)

OTHER SOURCE

SHOP...........................................M

TRAD. PRACTITIONER...............N

OTHER 
                                            X

(SPECIFY)
	PUBLIC SECTOR

GOVT. HOSPITAL........................A

GOVT. HEALTH CENTER............B

GOVT. HEALTH POST.................C

MOBILE CLINIC........................... D

FIELD WORKER...........................E

OTHER PUBLIC 
                        F

(SPECIFY)

PRIVATE MEDICAL SECTOR

PVT. HOSPITAL/CLINIC..............G

PHARMACY.................................H

PRIVATE DOCTOR......................I

MOBILE CLINIC...........................J

FIELD WORKER..........................K

OTHER PVT.

MEDICAL 
                                 L

(SPECIFY)

OTHER SOURCE

SHOP...........................................M

TRAD. PRACTITIONER...............N

OTHER 
                                            X

(SPECIFY)
	

	316
	Does (NAME) have a fever now?


	YES
.................................................  1

NO
....................................................2

DONT KNOW
.................................8
	YES
................................................. 1

NO
....................................................2

DONT KNOW
.................................8

	317
	Has (NAME) been ill with convulsions at any time during the last 2 weeks?
	YES
................................................. 1

NO
....................................................2

DONT KNOW
.................................8
	YES
................................................. 1

NO
....................................................2

DONT KNOW
.................................8

	1 For fieldwork beginning in 2004, 2005 or 2006, the year should be 1999, 2000 or 2001, respectively.

2 Coding categories to be developed locally and revised based on the pretest; however, the broad categories must be maintained.




	
	
	YOUNGEST CHILD

NAME 

	NEXT-TO-YOUNGEST CHILD

NAME 


	318
	CHECK 314 AND 317:

HAD FEVER OR CONVULSIONS?
	YES IN 314 

OR 317

┌──┐
├──┘
│

	OTHER


┌──┐
├──┘

(SKIP TO 312 FOR NEXT CHILD OR, IF NO MORE CHILDREN, SKIP TO 340)
	YES IN 314 

OR 317

┌──┐
├──┘
│

	OTHER


┌──┐
├──┘

(SKIP TO 312 FOR NEXT CHILD OR, IF NO MORE CHILDREN, SKIP TO 340)

	319
	Did (NAME) take any drugs for the (fever/ convulsions)?
	YES
...................................................1

NO....................................................
2

                               (SKIP 338) ───│
DON’T KNOW..................................
8
	YES
...................................................1

NO
.....................................................2

                               (SKIP 338) ───│
DON’T KNOW...................................8

	320
	What drugs did (NAME) take?1

RECORD ALL MENTIONED.

ASK TO SEE DRUG(S) IF TYPE OF DRUG IS NOT KNOWN.  IF TYPE OF DRUG IS STILL NOT DETERMINED, SHOW TYPICAL ANTIMALARIAL DRUGS TO RESPONDENT.


	ANTI-MALARIAL

SP/FANSIDAR
A

CHLOROQUINE
B

AMODIAQUINE
C

QUININE
D

OTHER DRUGS

ASPIRIN
E

PANADOL
F

IBUPROFEN/ACETAMINOPHEN
G

OTHER                                           _
 X

(SPECIFY)

DON’T KNOW
Z 
	ANTI-MALARIAL

SP/FANSIDAR
A

CHLOROQUINE
B

AMODIAQUINE
C

QUININE
D
OTHER DRUGS

ASPIRIN
E

PANADOL
F

   IBUPROPHEN/ACETAMINOPHEN  G
OTHER                                             X

(SPECIFY)

DON’T KNOW
Z 

	321
	Did (NAME) get any injection or suppository for the (fever/convulsions)? 

RECORD ALL MENTIONED.
	INJECTION ONLY
1

SUPPOSITORY ONLY
2

BOTH 
3

NEITHER
4

DON’T KNOW....................................8
	INJECTION ONLY
1

SUPPOSITORY ONLY
2

BOTH 
3

NEITHER
4

DON’T KNOW................................... 8

	322
	CHECK 320:

WHICH MEDICINES?
	CODE A”
CODE A”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 326)
	CODE A”
CODE A”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 326)

	323
	How long after the (fever/convulsions) started did (NAME) first take SP/Fansidar?
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DON’T KNOW
8
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DON’T KNOW
8

	324
	For how many days did (NAME) take the SP/Fansidar?

IF 7 OR MORE DAYS, RECORD 7’.
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8 

	1  Revise list of drugs as appropriate; however, the broad categories must be maintained. Include all drugs or drug combinations that are commonly given as separate categories.


	
	
	YOUNGEST CHILD

NAME 

	NEXT-TO-YOUNGEST CHILD

NAME 


	325
	Did you have the SP/Fansidar at home or did you get it from somewhere else?

IF MORE THAN ONE SOURCE MENTIONED, ASK:

Where did you get the SP/Fansidar first?
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8

	326
	CHECK 320:

WHICH MEDICINES?
	CODE B”
CODE B”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 330)
	CODE B”
CODE B”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 330)

	327
	How long after the (fever/convulsions) started did (NAME) first  take chloroquine?
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DON’T KNOW
8
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DON’T KNOW
8

	328
	For how many days did (NAME) take chloroquine?

IF 7 OR MORE DAYS, RECORD 7’.
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8

	329
	Did you have the chloroquine at home or did you get it from somewhere else?

IF MORE THAN ONE SOURCE MENTIONED, ASK:

Where did you get the chloroquine first?
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8

	330
	CHECK 320:


WHICH MEDICINES?
	CODE C”
CODE C”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 334)
	CODE C”
CODE C”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 334)

	331
	How long after the (fever/convulsions) started did (NAME) first  take Amodiaquine?
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DONT KNOW
8
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DONT KNOW
8

	332
	For how many days did (NAME) take Amodiaquine?

IF 7 OR MORE DAYS, RECORD 7’.
	
┌────┐
DAYS
│░░░░│

└────┘
DONT KNOW 
 8
	
┌────┐
DAYS
│░░░░│

└────┘
DONT KNOW 
 8

	333
	Did you have the Amodiaquine at home or did you get it from somewhere else?

IF MORE THAN ONE SOURCE MENTIONED, ASK:

Where did you get the Amodiaquine first?
	AT HOME
1

SOMEWHERE ELSE
2

DONT KNOW
8
	AT HOME
1

SOMEWHERE ELSE
2

DONT KNOW
8

	
	
	YOUNGEST CHILD

NAME 

	NEXT-TO-YOUNGEST CHILD

NAME 


	334
	CHECK 320:

WHICH MEDICINES?
	CODE D”
CODE D”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 338)
	CODE D”
CODE D”
CIRCLED 
NOT CIRCLED

┌──┐

┌──┐ 

├──┘

├──┘
│






(SKIP TO 338)

	335
	How long after the (fever/convulsions) started did (NAME) first take Quinine?
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DONT KNOW
8
	SAME DAY
0

NEXT DAY
1

TWO  DAYS AFTER THE FEVER
2

THREE OR MORE DAYS

AFTER THE FEVER
3

DONT KNOW
8

	336
	For how many days did (NAME) take Quinine?

IF 7 OR MORE DAYS, RECORD 7’.
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8 
	
┌────┐
DAYS
│░░░░│

└────┘
DON’T KNOW 
 8

	337
	Did you have the Quinine at home or did you get it from somewhere else?

IF MORE THAN ONE SOURCE MENTIONED, ASK:

Where did you get the Quinine first?
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8
	AT HOME
1

SOMEWHERE ELSE
2

DON’T KNOW
8

	338
	Was anything else done about (NAME)s (fever/convulsions)?
	YES
1

NO
2

(SKIP TO 312 FOR NEXT 

CHILD OR, IF NO MORE        ────┤                  

CHILDREN, SKIP TO 340)                                       
DON’T KNOW
8
	YES
1

NO
2

(SKIP TO 312 FOR NEXT 

CHILD OR, IF NO MORE       ────┤                 

CHILDREN, SKIP TO 340)                                       
DON’T KNOW
8

	339
	What was done about (NAME)s (fever/convulsions)?

Anything else?

RECORD ALL MENTIONED.
	CONSULTED TRADITIONAL HEALER
A

GAVE TEPID SPONGING
B

GAVE HERBS
C

OTHER                                           
 X

(SPECIFY)
	CONSULTED TRADITIONAL HEALER
A

GAVE TEPID SPONGING
B

GAVE HERBS
C

OTHER                                           
 X

(SPECIFY)

	340
	RECORD THE TIME.
	
┌──┬──┐
HOUR
│░ │░ │

├──┼──┤
MINUTES
│░░│░ │

└──┴──┘
	


INTERVIEWER’S OBSERVATIONS

TO BE FILLED IN AFTER COMPLETING INTERVIEW

COMMENTS ABOUT RESPONDENT:

	

	

	

	


COMMENTS ON SPECIFIC QUESTIONS:

	

	

	

	


ANY OTHER COMMENTS:

	

	

	

	


SUPERVISOR’S OBSERVATIONS
	

	

	

	

	

	


NAME OF THE SUPERVISOR:______________________________________
DATE: __________________________

Annex 3—Prompt Treatment — Article by Jane Crawley

Reducing deaths from malaria among children:
the pivotal role of prompt, effective treatment
Dr Jane Crawley, Roll Back Malaria
Of malaria deaths in hospital, over 50% occur within 4 hours of admission.  1What can the clinician do to improve these horrifying statistics? This article discusses the management of malaria in children, emphasizing that: 

1. Children with uncomplicated malaria must be given prompt treatment with an effective antimalarial drug, to avoid subsequent progression to severe malaria.

2. Children with clinical features of severe malaria, who have an increased risk of dying, must be rapidly identified, immediately treated, and referred to a health facility where maximal clinical care is possible.

The importance of clinical triage

In clinics throughout sub-Saharan Africa, there may be several hundred patients waiting to see the clinician. It is therefore essential to ensure that those children who are seriously ill are readily identified. Children with severe disease from any cause can deteriorate very rapidly and may die, if not identified and treated appropriately. The rapid recognition of severe malaria and other life-threatening diseases can be extremely challenging in situations where facilities are poor, skilled staff are few, and patient numbers are excessively high. It is therefore essential that clinical triage is not only effective at detecting the sickest patients, but is simple and fast to perform. The clinical triage described in Box 1 can be carried out in less than a minute, and is easily taught to assistants with limited clinical experience.

Resuscitation of the sick child is the immediate priority.  It is imperative that a child with any of the danger signs listed in Box 1 receives immediate resuscitation (see Box 2).  It cannot be stressed enough that rapid treatment saves lives!

*It is ESSENTIAL that this is actually tested. Remove the child from the mother’s lap, and see whether s/he is able to sit up without support.

**The child’s clothing should be adjusted so that the chest wall can be clearly visualized.

Clinical diagnosis

It is important to remember that the clinical presentation of both uncomplicated and severe malaria is extremely nonspecific.  In addition, patients often have more than one underlying disease. Symptoms of uncomplicated malaria include fever, headache, vomiting, diarrhea, cough, and flu-like symptoms (chills, muscle pains).

Children with malaria caused by Plasmodium falciparum, who fail to receive appropriate treatment with an effective antimalarial drug, may deteriorate and develop severe malaria over the course of a few days.  The features of severe malaria that may be detected without the need for laboratory investigations are shown in Box 3.

	Box 2—The resuscitation of the sick child

	Sign 
	Check
	If
	Treatment

	Convulsions 
	Duration
	Lasts >5 minutes


	Diazepam 0.3 mg/kg i.v. over 2 minutes,

or 0.5 mg/kg per rectum

	
	Blood glucose
	<2.2 mmol/L
	10% glucose 5 mL/kg i.v. over 15 minutes

or 5 mL/kg via nasogastric (n.g.) tube

	Prostration 
	Blood glucose 


	<2.2 mmol/L
	10% glucose (as above). Glucose solution or milk can be given orally if the child is able to drink

	
	Hydration / Circulation
	Sunken eyes

Slow skin pinch*

Cold hands

Capillary refill >3 seconds**

Weak rapid pulse


	Use normal (0.9%) saline or Ringer’s lactate ONLY.

Infuse 20 mL/kg i.v. rapidly over 15 minutes.

Reassess patient: if no improvement,

repeat 20 mL/kg over 15 minutes

	
	Palmar pallor /  assess haemoglobin (Hb) or haematocrit (Hct)
	Hb <5 g/dl or Hct <15%
	Transfuse whole blood i.v. 20 mL/kg over 4 hours.

See below if child has respiratory distress

	
	Conscious level+ 
	Child is unconscious
	Insert n.g. tube; start treatment for cerebral malaria and meningitis (see text)

	Respiratory distress 
	Hydration / Circulation 
	As above
	Normal saline or Ringer’s lactate i.v. as above

	
	Palmar pallor / assess Hb or Hct
	Hb <5 g/dl or Hct < 15%
	Order whole blood urgently

Transfuse 20 mL/kg blood RAPIDLY: 10 mL/kg over 30 minutes, then 10 mL/kg over 2 hours (see text)

	
	Listen to chest
	Fast breathing/crackles
	Antibiotics i.v. or i.m. for pneumonia


*Skin pinch Pinch the skin of the abdomen (halfway between the umbilicus and flank) for one second, then release and observe. If the skin takes >2 seconds to return, this indicates dehydration.

**Capillary refill Apply pressure for 3 seconds to whiten the fingernail. Determine the capillary refill time from the moment of release to the recovery of the original nail colour.

+Assessment of conscious level in children aged 9 months and above, apply pressure to sternum using knuckles. If the child is unable to localize this painful stimulus, s/he is unconscious. Children of <9 months are unconscious if they are unable to follow moving objects with their eyes (adapted from Molyneux et al)18.
Laboratory diagnosis

In many situations in Africa, laboratory facilities are not available, and it is therefore necessary to treat patients on the basis of clinical diagnosis alone. This, unfortunately, results in significant over-treatment with antimalarial drugs. When diagnostic facilities are available, a diagnosis of malaria is made in a child with any of the symptoms in Box 3 plus detectable malaria parasitaemia. Malaria parasites may be detected by microscopy, or by rapid diagnostic tests (malaria dipstix).

The availability of laboratory tests other than microscopy depends upon the relative sophistication of the health facility. Any health facility in which seriously ill patients are being treated should, as a minimum requirement, have the capacity to measure blood glucose and haemoglobin/haematocrit.  The provision of a rapidly available and safe supply of screened blood for transfusion is also highly desirable.

Note that none of these features is unique to severe malaria, but they indicate that the child is extremely ill, and
needs immediate treatment (see Box 2).
The treatment of uncomplicated malaria

The choice of oral antimalarial drug to treat a child with uncomplicated malaria is determined by national antimalarial drug policy and will not, therefore, be discussed in any detail here. It is essential to ensure that the drug is administered at the correct dose, and for the appropriate duration, since inadequate antimalarial treatment compromises the health of the child, and encourages the spread of drug resistance. Resistance to chloroquine is now wide spread in many parts of sub-Saharan Africa and, although sulphadoxine-pyrimethamine (SP) has been adopted as the first-line antimalarial drug in many countries, resistance rates of up to 45% have been recorded in parts of East Africa.2 This poses major economic problems for the majority of African countries, since alternative antimalarial drugs are considerably more expensive. To maximise drug efficacy, and to slow the relentless spread of resistance, countries are now being urged to consider the use of combination therapy, involving concurrent treatment with more than one antimalarial drug. This is discussed further in the article by Peter Olumese—see page 28.

In addition to effective antimalarial therapy, it is advisable to treat a febrile child with uncomplicated malaria with antipyretic drugs, such as paracetamol 15 mg/kg 6-hourly, for the first 48 hours of the illness.  Oral fluids should be encouraged. It is essential to check the child for anaemia, and to treat anaemic children with oral iron and antihelmintics (see below). Attendance at the health clinic also provides an opportunity to discuss with the mother the advantages of purchasing an insecticide treated bednet. These have been shown to reduce the incidence of malaria episodes by 48%, and all-cause mortality in children under 5 years by 17%.3

Anaemia: the silent killer

Malaria, nutritional deficiencies, and intestinal helminth infections all predispose to anaemia, which is estimated to affect more than 103 million children aged nine years or below in Africa.4 In malaria-endemic regions of Africa, community surveys have shown the prevalence of anaemia in children to be between 49% and 89%.5–8 It has been estimated that severe malarial anaemia causes 190 000–974 000 deaths annually in children under the age of 5 years,9 with the highest mortality observed among infants below the age of 1 year. The current risk of transmitting HIV and other blood-borne infections through blood transfusion (approximately 1% in areas with a high prevalence of HIV among the donor population)10 means that it particularly important to intervene early to avoid the development of severe anaemia. Iron supplementation (3-4 mg elemental iron/kg/day for 14 days) should be given to all children with Hb <9 g/dL (Hct <27%). The data suggesting that iron supplementation increases susceptibility to malaria is extremely weak, and a recent consensus statement by the International Nutritional Anemia Consultative Group (INACG) favors the administration of iron to children in malaria-endemic regions.11 The administration of folic acid to anaemic children with malaria should be avoided, particularly in those children who have been treated with SP, a folate antagonist. Anaemic children who have not received antihelmintic treatment in the previous 6 months should be given a single dose of mebendazole or albendazole.
The treatment of severe malaria

Resuscitation

The key to reducing mortality from severe malaria is the rapid recognition of the clinical signs associated with a high mortality, and the immediate resuscitation of these children (see Boxes 1 and 2). Treatment of hypoglycaemia and restoration of normal circulating volume are the immediate priorities. The mortality of children with respiratory distress (deep breathing) and severe anaemia (Hb < 5g/dL, equivalent to a Hct of <15%) is extremely high (up to 30%)12  and these children should be transfused rapidly, as indicated in Box 2. This is based on research demonstrating that, in this group of children, central venous pressure is low and is accompanied by a severe metabolic acidosis.13 Rapid transfusion of blood is well tolerated, and leads to rapid clinical improvement in the majority of cases.14
Drug therapy

Parenteral quinine dihydrochloride is the drug of choice.  Patients should be given a loading dose of quinine (20 mg salt/kg as a slow intravenous infusion over 4 hours). This should be followed by the administration of a maintenance dose (10 mg salt/kg as a slow intravenous infusion over 2 hours), repeated every 12 hours. If intravenous infusion is not possible, quinine can be given at the same dose by deep intramuscular injection, diluted to a concentration of 60 mg salt/ml. At least three doses of parenteral quinine should be given. Oral treatment (a single dose of SP or, in areas of SP resistance, oral quinine (10 mg/kg three times daily) to complete a total of 7 days of treatment) should be substituted for i.v. therapy once the child is able to drink. Suppositories of artesunate, a rapidly acting and highly effective antimalarial drug, may soon be available in Africa.  These are likely to be enormously valuable in situations where parenteral antimalarial treatment is not possible.  Concurrent bacteraemia is found in approximately 12% of children with severe malaria, and is associated with a three-fold increase in mortality.  15It is therefore advisable to start parenteral antibiotics (ampicillin 50 mg/kg i.v. every 6 hours and gentamicin i.v. 7.5 mg/kg once daily) in children who remain severely ill following initial resuscitation.

Cerebral malaria

The term ‘cerebral malaria’ is used to describe unconscious children with P falciparum parasitaemia. Management (resuscitation, antimalarial therapy) is the same as for other forms of severe malaria. It is particularly important to detect and treat hypoglycaemia in any child with impaired consciousness. Following admission, a nasogastric (n/g) tube should be inserted, to avoid the risk of aspiration pneumonia. In addition, all children should have a lumbar puncture (LP), to exclude meningitis. A recent study found concurrent bacterial meningitis in 4% of children with cerebral malaria, the proportion rising to 14% in children below the age of 1 year.16 Children with cerebrospinal fluid results suggestive of meningitis, and all children in whom LP is not possible, should be treated for meningitis (benzyl penicillin 60 mg/kg i.v. 6-hourly, plus chloramphenicol 25 mg/kg i.v. 6-hourly for 7 days).  Convulsions, which may be prolonged or multiple, complicate the clinical course of up to 80% of cases of cerebral malaria.17 Convulsions lasting for more than 5 minutes should be treated with intravenous diazepam (see Box 2), or paraldehyde (0.2 ml/kg by deep intramuscular injection, or 0.4ml/kg per rectum). Each drug can be repeated at intervals of 10 minutes, to a maximum of three doses. Multiple (>3) convulsions, or those lasting for more than 30 minutes, can be treated with a single dose of phenobarbitone, 10 mg/kg i.m.

Supportive care and observation

Maintenance intravenous fluids (dextrose 4% saline 0.18% or equivalent) should be changed to 10% dextrose if recurrent hypoglycaemia is a problem. Once the child is able to drink, maintenance fluids and food should be given orally.

The clinical status of any severely ill child is changing continuously, and it is essential that regular clinical observations are undertaken. Pulse, respiratory rate, and an assessment of conscious level (using a standardised score, such as the Blantyre Coma Score)18 should, ideally, be assessed 4-hourly, with any deterioration prompting a search for the cause. It is vital to exclude hypoglycaemia (which is frequently recurrent in severe malaria, despite treatment) or a significant drop in haemoglobin, since these are easily amenable to treatment.

Conclusions

The provision of prompt and effective treatment for children with malaria forms one of the cornerstones of RBM, which aims to halve mortality from malaria by the year 2010. The identification and appropriate treatment of children within the community is the vital first step. It is then the responsibility of the clinician to ensure that those children who do reach the formal health services are given the best possible treatment. 

© Dr J Crawley

Core population coverage indicators for RBM





Indicators for evaluating results of malaria programs/interventions, measured at the population level.

















Indicators for monitoring the performance of malaria programs/interventions, measured at the program level.




















Indicators of Impact











Outcome Indicators





Chemical spraying





Chemical management








House improvement





Biological management





Bednets and other ITM





Water management





Mosquito Management









































Essential Elements


� HYPERLINK  \l "_Situation_Analysis:" ��Situation Analysis�


� HYPERLINK  \l "_Malaria_Standard_Case" ��Standard Case Management�


� HYPERLINK  \l "_Prevention_and_Treatment" ��Malaria in Pregnancy�


� HYPERLINK  \l "_Insecticide_Treated_Nets" ��Insecticide Treated Nets�


� HYPERLINK  \l "_Environmental_Approaches." ��Environmental Approaches�




















































































































Box 3 Clinical features of severe malaria in African children





a) Danger signs (see Box 1)


• Multiple convulsions


• Prostration


• Coma


• Respiratory distress


• Shock (weak rapid pulse, cool peripheries, slow capillary refill time)





b) Other features (less common)


• Haemoglobinuria


• Abnormal bleeding tendency





A simple clinical triage


If the child…


• is fitting (having a convulsion)


• is prostrated, meaning that he or she is unable to:


– sit up unaided (if age 1 year or above)* or


– drink or breast feed (if age < 1 year)


• has respiratory distress, meaning:


– deep, rapid breathing or


– in drawing of the lower chest wall**


S/he MUST be brought to the top of the queue for immediate assessment and treatment





Useful Web sites


WHO Roll Back Malaria Web site: � HYPERLINK "http://mosquito.who.int/" ��http://mosquito.who.int/ �


Malaria Foundation International: � HYPERLINK "http://www.malaria.org/" ��http://www.malaria.org/�


The Malaria Consortium: � HYPERLINK "http://www.malariaconsortium.org/" ��http://www.malariaconsortium.org/�
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Are Breeding Sites Manageable?











Essential Elements


Intermittent Preventive Treatment


Insecticide-Treated Nets 


Case management








Process
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� Sulfadoxine-pyrimethamine (SP) has a good safety profile in pregnancy, good efficacy in reproductive-age women in most areas, and good program feasibility, with the opportunity to deliver it as a single dose treatment under observation by the health worker.  Even in view of the failure of SP in children under five, SP in IPTp is still recommended and is still effective in pregnant women.


� The first perception of the baby’s kicking and movement is referred to as quickening.  Quickening usually appears between 14 to 26 weeks of pregnancy.


� As technology is improving and new methods come on line, this field is changing rapidly.  As far as we can tell right now, best indications are that 3 years is the most likely average lifespan for a polyester net, regardless of its type.  The Olyset®, polyurethane nets, however, appear to last much longer, up to 9 years.
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