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Background:

Between March 2011 & March 2012 our
approach led to:

Since 2008, VillageReach has led a program to
strengthen the health system at the community and
health center levels by increasing the capacity of
community health workers, implementing costeffective interventions to reduce the incidence of
malaria
and
diarrheal
diseases,
supporting
immunization and other preventative health programs,
implementing community-based treatment programs,
and improving communication systems between
community health workers and health centers. In 2011,
VillageReach expanded its objectives to include
increasing case detection and treatment of
tuberculosis, increasing awareness and treatment of
HIV/AIDS among community residents, and improving
maternal and neonatal health.
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Methods:
A general household survey was administered by
health surveillance assistants (HSAs) in March 2012 to
every household in the Kwitanda catchment area
(5,749 households; 24,650 individuals). An additional,
more detailed survey was administered in every 10th
household (523 households; 2,416 individuals). Survey
responses were entered by trained data entry clerks
into an Access database created by VillageReach. Data
were analyzed using STATA statistical software,
version 12.0. Indicators for measurement of reduction
in disease and increase in prevention and treatment
were identified previous to data analysis. For a more
detailed description of the methods, please see Annex
1.

boreholes constructed or
repaired to increase access
to clean drinking water.
people tested for
tuberculosis, resulting in
100% of the individuals who
tested positive being
enrolled in treatment.
calls to the Chipatala cha pa
Foni hotline from pregnant
women or parents of young
children to receive advice,
health education and/or
health center referrals.
SanPlats cast, resulting in
197 installations in
household latrines to
improve sanitation.
tippy-taps constructed in
order to provide handwashing stations and
decrease diarrhea.
long-lasting insecticidetreated mosquito nets
distributed to children
under five.
individuals educated
through community
meetings, video shows, and
school-based programs on
the importance of diarrhea
& malaria prevention and
availability of health
services.

our approach
Reduce disease.

Increase treatment.

Increase prevention.
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results: reducing disease

Achievements:

Malaria Incidence
100%

91%

8 0%

Malaria incidence significantly declined between 2011
& 2012. Of the households included in the survey, 62%
reported at least one person with malaria during the
last 4 months, compared to 72% last year. The number
of people in the household that reported malaria
ranged from 0 to 7 with an average of 1.48 people per
household (compared to 1.63 last year). Individual
rates of malaria also decreased, resulting in a six
percentage-point decrease from last year.

72%

6 0%
4 0%

61%
30%

26%

2 0%

20%

households
with malaria
individuals
with malaria

0%
2010

2011

2012

Diarrhea Incidence

Area for
Improvement:

80%
60%

househo lds
with
diarrhea

61%

40%

Diarrhea incidence remained low but steady.
There was no statistically significant difference in
diarrhea incidence between 2011 & 2012.

20%

18%
12%

6%

0%
20 10

2011

21%
5%

individua ls
with
diarrhea

2012

“I have been
working a lot and
the impact can be
seen.”
-an HSA on the meaning of his work

Photo by Stacey Cunningham, 2011
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results: increasing prevention

Achievements:

Household Access to Clean
Drinking Water

Access to clean drinking water significantly increased
between 2011 & 2012. The proportion of households
travelling less than 500 meters to the nearest borehole
remained steady at 54%.

95%
91%

90%

88%
85%

Access to traditional latrines and sanitary latrines
(ventilated improved latrines & latrines with SanPats)
significantly increased between 2011 & 2012. Among
those with a latrine, access to hand-washing facilities,
and hand-washing facilities with soap/ash and water
also significantly increased. The odds of having
diarrhea among those without a sanitary latrine is 1.6
times higher than those who have a sanitary latrine
(95% CI: 1.0 to 2.6) implying that improving latrines is
an effective intervention.
However,
potential
confounding issues such as income were not measured.

80%

86%
82%

75%
2009

2010

2011

2012

*2012 is the first year that ash was accepted as an
appropriate substitute for soap to make our evaluation
consistent with questions asked on the Malawi
Demographic & Health Survey. This change of wording
likely contributes to some of the increase in soap and
water availability, although hand-washing stations
were a large focus of VillageReach’s information,
education and communication efforts over the last year.

“Because of health
education a lot of
people are changing
their behaviors.”
-an HSA on the favorite aspect of his
job
Photo by Stacey Cunningham, 2011
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results: increasing prevention

Area for Improvement:
Both mosquito net ownership and mosquito net use showed statistically significant decreases from 2011. For
the first time this year we distributed insecticide-treated mosquito nets (ITNs) to every child under five years
old that reported not sleeping under a net during the 2011 evaluation. In previous years we targeted a larger
number of vulnerable populations (i.e. elderly, chronically ill and the poorest of the poor) but weren’t able to
reach every single person in need. Despite this new strategy, the data shows a decline in net usage even among
children under five. Given that mosquito net distribution is one of our key intervention strategies, we wanted to
delve deeper into this finding.
First, we explored whether children who received mosquito nets from VillageReach in the year preceding the
evaluation were more likely to sleep under a net than children in the same age range living in the same village
who did not receive a net.1 In a sample of 5 villages, we found that 67% of the children who received a net from
VillageReach last year reported sleeping under a net while only 52% of their counterparts reported sleeping
under a net. The odds of sleeping under a net among children who received a VillageReach net were 86% higher
than that of the odds of non-recipients sleeping under a net (OR 1.86, 95% CI: 1.12, 3.15)
Second, we wanted to gauge whether the number of nets reported on the VillageReach survey is accurate. We
compared the responses from 180 households in two different HSA catchment areas to the question “how many
nets does your household have?” to the same question asked on a government survey conducted 6 months
earlier. In one catchment area we found that the number of nets reported on the government survey was 12%
higher than the number of nets reported on the VillageReach survey. However, in the other catchment area the
number of nets reported on the VillageReach survey was twice as high as the number of nets reported on the
government survey. Kappa statistics for both catchment areas show only “slight agreement” between the two
surveys (Κ: 0.11; Κ: 0.03).2 This data suggests there is possible inaccuracy in one or both of the surveys.
However, it is important to note that these surveys did not take place during the same time period so they are
not directly comparable—differences between surveys could represent actual differences in the number of nets
owned at the time of the survey. In addition, both surveys were done with the goal of determining which
households would be eligible to receive free nets, thus some households in both surveys may have intentionally
underreported the number of nets they own in hopes of receiving new nets.
Given the remaining unanswered questions about why mosquito net use is decreasing despite VillageReach’s
investment, we plan to conduct a follow-up with a sample of families in order to learn more about what barriers
prevent individuals (particularly children) from sleeping under a net.
1 Children

who reported sleeping under a net in the 2011 evaluation and children who did not live in Kwitanda during the 2011 evaluation
and net distribution did not receive a net from VillageReach.
2 The

Kappa statistic is a way to rate in interobserver agreement. The statistic is calculated using the difference between how much
agreement is seen in the data versus how much agreement would be expected by chance alone.
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results: increasing treatment

Achievements:
Village Clinics remain a well-utilized and trusted source of treatment for children
under five. During this evaluation year, no new Village Clinics were added in
Kwitanda and as expected access, use, and treatment at village clinics has
remained steady; there were no statistically significant differences between 2011
& 2012.

“I help the
community
near their
homes—
that’s why I
stay here.
It helps
them to be
treated
before
problems
rise up.”

Area for Improvement:
The proportion of individuals and children under 5 receiving treatment for
malaria and diarrhea decreased between 2010 & 2011. These decreases are
relatively small but they are statistically significant. Treatment rates are still high
with over 80% of all individuals receiving treatment for diarrhea and malaria and
over 90% of children under five receiving treatment. Despite decreases from
2011, the 2012 rates are still higher than 2010 rates.
One hundred and thirty-two individuals (2% of the population) reported that
they’ve ever used a bicycle ambulance; this is a significant decrease from last
year’s 455 individuals (8%). We believe that this question, when asked in
Chichewa, implied that the question referred only to the last year, not whether
someone had ever used a bicycle ambulance. However, the question was asked in
the same way in both 2011 and 2012 suggesting this is a genuine decrease in use.
We suspect that the low usage might represent low need for emergency transport
or a low desire to use the ambulances since only 1% of people reported that a
bicycle ambulance was not available when they needed it.
One hundred and fifty-eight households report having at least one person who has
been coughing for more than three weeks. Yet, only 6% of these 158 households
report that a person from their household has been tested for tuberculosis. This
confirms our suspicions that our tuberculosis testing sites have been
underutilized by those who need to be tested. However, all individuals who have
tested positive for tuberculosis at the testing sites subsequently enrolled in
treatment. Approximately 70% of women in Balaka district and 40% of men
believe that a family member’s TB status should be kept a secret according to the
2010 Demographic & Health Survey. Addressing stigma and increasing utilization
of these sites will be an important focus for next year’s activities.

Proportion of Those with Malaria &
Diarrhea who Receive Treatment

Village Clinic Access & Use
120%
100%
80%
60%
40%
20%
0%

94% 97%
69% 71%

95%

70% 71%

households U5 housholds individuals
with vc in area that use vc using VC that
received
treatment

-an HSA on the
favorite aspect
of her job

77%

99%
88%

90%

95%

74%

71%

97%
82%

74%

93%

2011

2010

2012

2011
2012
individual
malaria
treatment
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U5 malaria
treatment

individual
diarrhea
treatment

U5 diarrhea
treatment

Photo by Stacey Cunningham, 2011

HSA Support

One of our strategies for increasing access to prevention and health services is supporting the Health Surveillance
Assistants (HSAs) in their community health work. We do this in two ways: 1) by paying the salary of six HSAs in
order to increase the number of HSAs working in Kwitanda (there is currently one HSA per 1,071 people) and 2)
by supporting HSAs paid by the Ministry of Health with transportation, trainings and equipment. Key informant
interviews were conducted with 10 HSAs (five paid by VillageReach and five paid by the Ministry of Health).
These are the main findings from our interviews:



100%



80% of HSAs

of HSAs said they feel recognized and 
appreciated for their work by health center staff,
supervisors, their family, and the community. HSAs
answered enthusiastically, saying things like “of
course” they felt appreciated or that they felt “very
much” appreciated. One HSA talked about how his
family was very proud of him. Other HSAs talked
about how the community would miss them when
they were away from the village and seek them at
their homes even when they were off duty.
said they receive supervision more 
than once per month (though not all HSAs answered
this question).
The quality of the supervision,
however, was more difficult to quantify. One HSA
noted lack of supervision as a major challenge to her
work. Despite receiving supervision more than once
per month, this HSA stated “I receive [supervision]
but not really.”
VillageReach’s approach to
supervision is to support the district in providing
supportive supervision for HSAs.
This is an
appropriate approach for the environment but it
sometimes leads to delays in supervision due to
competing priorities within the district.
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30%

of HSAs said they felt they had all the
education and information they need in order to
serve the community and all HSAs agreed they
would like to receive more training. This is likely at
least in part because HSAs are paid allowances
during trainings so additional trainings are always
seen as positive. For example, when HSAs were
interviewed within earshot of other HSAs they were
encouraged by their coworkers to ask for more
trainings when answering this question.
When asked about additional supplies they needed
in order to perform their duties, a few HSAs noted
that they had everything that they needed or that
VillageReach had helped to resupply them during
stockouts. Most HSAs, however, named additional
supplies and equipment that they believed would
make their jobs easier. Most frequently listed were:
gumboots and rain jackets (for outreach during the
rainy season), new bicycles or bicycle repairs,
chlorine (for community water sanitation), and
information,
education
and
communication
materials.

results: expanding to new areas
In preparation for evaluating new activities that started in fiscal year 2012, VillageReach also included questions
to help quantify the future impact of new initiatives in school health and maternal and neonatal health.

School Attendance:

Ninety-four percent of school age children are currently attending school. The questionnaire did not specify
what ages are considered “school age” since children in Malawi start school at a variety of different ages.
However, we worked with HSAs during the translation of this question to Chichewa to ensure that it would be
interpreted as referring to primary school children. The district average for primary school attendance is 91%
according to the 2010 Demographic and Health Survey. Information about school attendance is valuable to
VillageReach for two reasons: 1) we hope that school-based health programs such as the building of pit latrines
can serve as an incentive for children to stay in school and increase attendance rates and 2) given the high
proportion of children attending primary school, we now know that schools can be an important venue for
reaching school-age children for health interventions.

Maternal & Neonatal Health:

Mothers and infants in Kwitanda are excelling in some areas, particularly in breastfeeding and receiving at least
some antenatal and postnatal care. Though 100% of women received some antenatal care, less than half
received the recommended four visits. In addition, only 45% of women gave birth in a health facility (compared
to 67% for Balaka District reported in the 2010 Demographic & Health Survey). The proportion of women
receiving postnatal care within 2 days was also much lower than the district average (10% compared to 34% on
the Demographic and Health Survey). Maternal and neonatal health will be a part of VillageReach’s strategy
moving forward.

Proportion of New Mothers Receiving Appropriate Care

10%

48%

received
postnatal care
within 2 days

received 4
antenatal
visits

63%
breastfed
exclusively for 6
months

100%
maternal
& child health
received at least
45%
some antenatal care


gave birth at a
health facility



school attendance

95%

81%

breastfed their
tuberculosis
infant

received at least

some postnatal
care
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Discussion:
There are a number of limitations that should be considered when in interpreting these results:



Most importantly, there was no control group in this study, thus any change over time cannot be
directly attributed to VillageReach’s efforts.



Each survey response is based on the response of the person being surveyed. Thus, there may be
questions where the person could not correctly remember the answer, did not know the answer, or
chose to answer in the way they felt would be most favorable to the person administering the survey.



There were a number of missing values that needed to be excluded. It is unknown how the responses
to these questions, had they been answered, would have affected the results.



Some of the questions, such as disease incidence and the maternal and child health indicators, were
only asked to a sample of households. It’s possible that these households are not representative of the
entire catchment area.

Some of the results are contrary to what we would expect. For example, the number of households with access to
clean drinking water and pit latrines increased but there was not a corresponding decrease in diarrhea rates.
Additionally, we saw a decrease in malaria rates despite a decrease in mosquito net use. One possible
explanation for both of these findings is the fact that Kwitanda experienced drought over the last year. Drier
conditions may have led to a decrease in mosquitos which could explain the decrease in malaria incidence. In
addition, the drought led to low agriculture yields. Low food availability can force families to consume unsafe
food.
There are a number of factors that can cause diarrhea beyond access to a clean water source and a pit latrine.
Though 88% of Kwitanda households have access to a clean water source, the water fetched from these sources
is often transported long distances and stored in containers vulnerable to contamination. In addition, hand
washing rates are a key factor in preventing the transmission of diarrhea which was not measured during this
evaluation. Next year, VillageReach plans intensify efforts in information, education and communication around
safe water storage and hand washing in addition to continuing to support sanitation infrastructure.
Though malaria rates are decreasing there is still a disappointing decrease in mosquito net ownership and usage.
Approximately 1/3 of children who received a mosquito net from VillageReach last year reported not sleeping
under a net this year. VillageReach plans to conduct follow-up with a sample of families in order to learn more
about what barriers prevent these children from sleeping under a net despite receiving a net.
The maternal and neonatal health indicators suggest gaps in current services geared toward mothers and young
children, particularly in the area of facility births, exclusive breastfeeding, receiving timely postnatal care, and
receiving all four recommended antenatal visits. VillageReach is well positioned to address these gaps next year.
VillageReach recently supported the training of all 23 of Kwitanda’s HSAs in maternal and child health and is also
in the process of launching outreach antenatal clinics to better serve women in hard-to-reach areas. We plan to
increase our efforts in maternal and neonatal health in fiscal year 2013.
Increasing HIV awareness and treatment in Kwitanda is a program objective that was not addressed in this
evaluation, in part due to the sensitivity of asking residents about their HIV status. However, VillageReach plans
to expand into the area of HIV in the next fiscal year by conducting HIV testing at existing TB testing sites,
incorporating prevention of mother-to-child transmission activities into antenatal outreach sites and through
community education and outreach.
In spite of the limitations and areas for improvement mentioned in this report, it is clear that VillageReach’s
efforts have led to numerous positive outcomes in Kwitanda. The results of this evaluation will guide our
planning for next year’s interventions— continuing to support interventions that are showing success and to
intensify or refocus efforts in areas that need improvement.
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Methodology:

annex 1: detailed methods

The aim of this evaluation is to determine if VillageReach is making progress towards its long-term goals for
Kwitanda Community Health Project of reducing morbidity and mortality and increasing overall well-being. The
following questions are addressed in the evaluation in order to determine if the program is meeting its objectives:












Has there been a reduction of disease incidence since the program start? Specifically,
 Has there been a reduction in the number of new malaria cases?
 Has there been a reduction in the number of new diarrhea cases?
Is there an improvement in the prevention of disease since the program start? Specifically,
 Is there an increase in the number of households reporting ownership of a mosquito net?
 Is there an increase in the use of mosquito nets?
 Is there an increase in households with access to safe drinking water?
Has there been an improvement in the treatment of disease since the program start?
 Are individuals with malaria receiving treatment?
 Are individuals with diarrhea receiving treatment?
Has there been increased access to health services in Kwitanda since the program start?
 Is there an increase in utilization rates at Village Clinics?
 Are individuals with TB symptoms getting tested for TB?
 Are households reporting availability and use of bicycle ambulances?
Has there been an increase in health worker satisfaction and number of health workers per person?
 What is the ratio of HSAs to residents in Kwitanda?
 How often do HSAs receive supervision?
 Do HSAs have the supplies and equipment they need to provide appropriate services?
 Are HSAs satisfied with their jobs?
What is the current state of economic and education opportunity in Kwitanda?
 What percent of school-age children are currently enrolled in school?
Are pregnant women receiving recommended antenatal and postnatal services?
 What proportion of births take place at a health center or hospital?
 What percent of pregnant women received at least 4 ANC visits?
 What percent of women who delivered received postnatal care within 2 days of delivery?

Instruments were based on the questionnaires used in previous evaluations. Old questions were edited and new
questions were added based on feedback from staff and health surveillance assistants (HSAs). HSAs were trained
in administration of the survey and acted as enumerators. The Household Questionnaire was administered to
every household in the Kwitanda catchment area (5,749 households; 24,650 individuals) and the Health Survey
Sample Survey was administered in every 10th household (523 households; 2,416 individuals). Key informant
interviews were conducted with 10 HSAs (five paid by VillageReach and five paid by the Ministry of Health).
Indicators were developed for each of these questions before the start of the survey and results for each indicator
are available in Annex 2. Data were analyzed by VillageReach staff using STATA statistical software, version 12.0.
Results were compared to the 2009, 2010 and 2011 evaluation indicators when possible. In addition, the 2010
Malawi Demographic and Health Survey (DHS) provided comparison to district averages for some indicators.
Characteristics of General Household Questionnaire & Sample Survey
2009
General household survey Number of households

Sample survey

Population
Average number of persons per household
Number of households
Population
Average number of persons per household
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2010

2011

2012

4,997

5,034

5,498

5,749

21,678
4.34

21,949
4.36
382
1,901
4.97

24,007
4.37
497
2,298
4.62

24,650
4.29
523
2,416
4.62

annex 2: complete indicator list
Indicator

2009
2010
N (%)
N (%)
Reduction of Disease Incidence

2011
N (%)

2012
N (%)

(91)

357/497 (72)

320/523 (61)

Households Reporting at Least One Case of Malaria

Change from last
year


p-value: <0.001

Proportion of Individuals with Malaria

(30)

581/2298 (26)

473/2416 (20)


p-value: <0.001

Monthly rates of Malaria
December
January
February
March

(17.4)

Number of People per Household with Malaria
Among households with malaria
Proportion of individuals with diarrhea

12

(8.4)
(11.3)

71 (3)
122 (5)
176 (7)
101 (4)

1.63

1.48

119/2298(6)

127/2416 (5)

N/A



p-value: 0.132

Households Reporting at Least One Case of Diarrhea

61

94/497(18)

111/523 (21)


p-value: 0.227

Monthly rates of Diarrhea
December
January
February
March

(1.9)
(1.7)

18 (0.7)
35 (1.5)
36 (1.5)
35 (1.5)

Number of People per Household with Diarrhea

1.26

1.14

1.02

1.48

1.00

1.36

1.59

1.42

3,722 (74)

4465/ 5464 (82)

4074/5732 (71)

N/A



Improvement in Prevention of Disease
Mean number of Nets Per Household
(number of nets/total number of households)
Mean number of Nets Per Household
Of households reporting ownership of a nets
Household Net ownership
Households with at least one net (any type)
ITN Ownership
Households with at least one ITN or LLITN

3880 (78)




p-value: <0.001

780 (16)

2371 (47)

4154/ 5526 (76)

3617/5749 (63)


p-value: <0.001

Mosquito Net Use
Individuals who sleep under any type of net

8712 (40)

ITN use
Individuals who sleep under an ITN

2064 (10)

Mosquito Net Use – Children U-5
Children who sleep under any type of net

2591 (65)
(n=3,998)

10,955 (50)

5,461 (25)
2,602 (66)
(n=3,953)

ITN use – Children U-5



13707/24006
(57)

10505/24650
(44)

p-value: <0.001

12311/24,006
(51)

8754/24650
(36)

p-value: <0.001

2,893/ 4085
(71)

2359/4068 (58)



p-value: <0.001

2613/4122 (63)

1953/4141 (47)


p-value: <0.001

Mosquito Net Use – Pregnant Women

195/234 (83)

189/249 (76)


p-value: 0.089

0.95
(95%CI: .77, 1.2)

The odds of having malaria among those who use a net compared to those who do not use a net.
Clean Water
Households reporting clean drinking water

4097 (82)

4587 (91)

4710/5471 (86)

5034/5733 (88)

N/A


p-value: .0016

Proportion of People using Clean Water that Use a
Borehole

4616/4710 (98)

4952/5034 (98)


p-value: 1.00
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annex 2: complete indicator list
2010
N (%)

Indicator

Proportion of People Travelling less than 500 meters to fetch water (among people who
use boreholes)

2011
N (%)
(54)

2695/4952 (54)


p-value: 1.00

The odds of using a non-improved water source among those who walk more than 500 meters compared to
those who walk less than 500 meters.
Latrine
Households reporting presence of latrine

2012 Change from last
N (%)
year

3963/5480 (72)

0.81
(95%CI .69, .96)

4552/5716 (80)

N/A


p-value: <0.001

Sanitary Latrine
Households reporting VIP or pit latrine with SanPlat

1319/5526 (24)

1593/4523 (35)


p-value: <0.001

The odds of diarrhea among those who do not have a latrine compared to those who do.
The odds of diarrhea among those who have a traditional latrine compared to those who
have a latrine with a sanplat.
Hand washing Facility
Of those with a latrine, households reporting facility for hand washing (at latrine)

2.88

1.00

(95%CI: 1.7, 4.8)

(95%CI: .54, 1.7)

.911

1.60

Not significant

(95%CI: 1.0, 2.6)

555/3964 (14)

1875/4402 (43)

N/A
N/A


p-value: <0.001

Soap and Water Availability
Of those with hand washing facility households with soap/ash and water always available

237/555(47)

1076/1875 (57)


p-value: 0.001

Improvement of Treatment of Disease
Proportion of Individuals with Malaria who Received Treatment
Only includes those received treatment for all episodes of disease

(77)

Proportion of U5 malaria who received treatment – malaria
Only includes those received treatment for all episodes of disease

(74)

Proportion of Individuals with diarrhea who Received Treatment

(71)

551/581 (95)

417/473 (88)


p-value: <0.001

261/264 (99)

152/160 (95)


p-value 0.011

107/119 (90)

104/127 (82)


p-value: 0.072

Proportion of U5 diarrhea who received treatment

(74)

56/58 (97)

64/69 (93)


p-value: .311

Proportion with VC in area

330/376 (69)

367/514 (71)


p-value: 0.493

Proportion of households with U5 who report using VC

(70)

289 (71)


p-value: 0.796

Proportion of U5 using VC who received treatment

(94)

267 (97)


p-value: 0.117

Proportion of individuals who ever used a bicycle ambulance

138 (3)

455/5449 (8)

Proportion of individuals reporting bicycle ambulance not available

Number of people in catchment area per HSA

1044

132/5749 (2)



33 (1)

p-value: <0.001
N/A

1072



807 (94)

N/A

Economic Opportunity & Education
Proportion of school age children in school
Maternal & Neonatal Health
Proportion breastfed
Proportion who exclusive breastfeed for 6 months
Mean age for food initiation (months)
Mean age for water initiation (months)
Proportion of births at facility
Proportion of women receiving at least some antenatal
Proportion of women receiving at least 4 antenatal visits
Mean number of visits (for women receiving antenatal)

63 (95)
24 (63)
5.46
5.28
34 (45)
70 (100)
23 (48)
3.5
61 (81)

Proportion receiving some postnatal care

4 (10)

Proportion receiving postnatal care within 2 days
Mean number of days (for the receiving postnatal care)

8.03
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N/A

annex 3: household questionnaire
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annex 3: health services sample survey
(English version)
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