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	Project Summary
Describe in concise terms, the hypothesis, objectives, and the relevant background of the project. Also describe concisely the experimental design and research methods for achieving the objectives. This description will serve as a succinct and precise and accurate description of the proposed research is required. This summary must be understandable and interpretable when removed from the main application. 

	Principal Investigator(s): Dr. Rashidul Haque



	Research Protocol Title: Malaria Baseline Survey in Bangladesh

	Total Budget US$:  56,600                    Beginning Date : 01/07/07                  Ending Date: 30/06/08

	Malaria is endemic in 13 out of its 64 districts of Bangladesh. Government of Bangladesh and BRAC will be implementing GFATM funded malaria control program in these districts in collaboration with other NGOs.  The Survey will be conducted in 13 malaria-endemic districts of Bangladesh as a collaborative project between the ICDDR,B, BRAC, Govt of Bangladesh and the Medical University of Vienna. The survey will be undertaken during the rainy season of 2007 and will combine a true prevalence survey using RDT (Rapid Diagnostic Tests) and a malaria-related indicator survey in the community (household survey). It is expected to provide data on current malaria prevalence, distribution of P.falciparum and P. vivax species, and socio-economic and behavioral determinants associated with malaria in these 13 endemic districts. The survey will involve a total number of 9,750 individuals in 13 malaria endemic districts of Bangladesh. 

The prevalence survey uses a two-stage cluster design.  Mauzas/clusters will be selected using Proportionate Probability to Size (PPS) sampling procedure in each district.  From a distinguishable part of the selected mauzas, the starting point for data collection will be selected by a random method (e.g. direction of the tip of a pencil).  Households will be selected  by  systematic  randomization. Only one individual from a household will be enrolled into this study and this individual will be selected using a simple randomisation.  After community sensitization, households will be select through systematic randomization.  Questionnaires assessing basic malaria-related information and socio-economic status will be completed and only one member in a household will be screened for malaria using malaria rapid diagnostic test (RDT). Individuals found to be positive for malaria will be treated.  Longitude and latitude data of the mauzas will be taken and a GIS based map will be prepared using the survey data.

BRAC will provide logistic support at the field sites and training facilities. Malaria will be diagnosed by RDTs. Quality control of malaria diagnosis will be provided by microscopy and polymerase chain reaction (PCR). Questionnaire data and results of diagnostic tests will be entered into an electronic database.  The data generated from this baseline malaria prevalence survey is expected to provide core indicators of malaria to formulate appropriate strategies for programme interventions by the BRAC under the GFTAM funded project in Bangladesh. 
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Malaria prevalence in selected districts along the northern, northeastern, eastern, and southeastern part of Bangladesh is high enough to require intervention strategies to limit morbidity and mortality.


Specific Aims:
Describe the specific aims of the proposed study. State the specific parameters, biological functions/ rates/ processes that will be assessed by specific methods.


  Primary Objective:

· To assess the prevalence of malaria in 13 malaria endemic districts of Bangladesh.

  Secondary Objective:

1)   To assess the distribution of P. falciparum and P. vivax in these malaria endemic districts.

2) To assemble data related to malaria, health and hygiene awareness and socio-economic status to help formulate appropriate strategies for programme interventions.

Background of the Project including Preliminary Observations 



Describe the relevant background of the proposed study. Discuss the previous related works on the subject by citing specific references. Describe logically how the present hypothesis is supported by the relevant background observations including any preliminary results that may be available. Critically analyze available knowledge in the field of the proposed study and discuss the questions and gaps in the knowledge that need to be fulfilled to achieve the proposed goals. Provide scientific validity of the hypothesis on the basis of background information. If there is no sufficient information on the subject, indicate the need to develop new knowledge. Also include the significance and rationale of the proposed work by specifically discussing how these accomplishments will bring benefit to human health in relation to biomedical, social, and environmental perspectives.


Malaria remains a major public health problem in Bangladesh (Wijeyaratne et al. 2004). Malaria was nearly eradicated from most of the country by the 1970's, but never disappeared in the eastern regions associated with tea gardens and forests where Anopheles dirus-transmitted falciparum malaria is common. It has re-emerged as one of the major public health problems in the 1990s (M&PDC, 1997 and 2005; Sharma, 1996, Fig 1).  
Malaria transmission in Bangladesh is mostly seasonal and concentrated in the border regions with Myanmar and India. Out of the total 64 administrative districts, 13 are in the malaria endemic areas and about 98% of the total malaria morbidity and mortality reported from Bangladesh each year originate from these districts (Fig 2). The three Hill Tract Districts Rangamati, Khagrachari, and Bandarban in the very southeast of the country traditionally report the highest incidence of malaria within the country. With a population of 26.9 million, these districts alone have a population bigger than many African nations. Up to 70,000 laboratory-confirmed and 900,000 clinical cases of malaria with more than 500 deaths per year were accounted for in Bangladesh in the late 1990s (WHO, 1999), but these numbers may only represent a gross underestimate of the disease burden because of shortcomings in surveillance and information systems (Bangali et al. 2000; Faiz et al. 2002). Little is known about the prevalence of malaria in the 8 northern and northeastern districts of the country bordering India. Preliminary observations suggest a considerably lower prevalence of malaria in these districts compared to the Chittagong Hill Tracts districts ( M&PDC, 2005).   

Figure 1. Malaria cases in Bangladesh from 1963 to 2005. Data from the Directorate General

 Health Services, Govt. of  Bangladesh.
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Traditionally, the populations most seriously affected by malaria are children and pregnant women (Greenwood et al. 2005). The evidence on the link between malaria and poverty is mixed. While Filmer (2002) found no positive correlation between reported fever (as proxy for malaria) and SES in his analysis of DHS data, other studies have contradicted these findings  (Worrel et al. 2005). However, the poor and the vulnerable populations are disproportionately affected by malaria and severe consequences of malaria are borne more by the poorest (Barat et al. 2004). Malaria prevalence exhibits a large negative direct impact on economic performance as well (Gundlach 2003).

There is also strong evidence that use of preventive and treatment interventions for malaria depends upon socio-economic status (SES) (Worral et al. 2005, Howard et al. 2003, Mutabingwa 2005). The authors found a consistent relationship between use of effective prevention measures such as appropriate drugs and use and ownership of insecticide treated nets (ITNs) and higher SES. Regarding treatment, ‘richer groups are more likely to seek care than poorer groups, compared with self-treatment. Private sector use generally increases with SES, as does use of higher-level public facilities while, traditional healers are used more by the poorest. Level of awareness on common health issues is also important for level of awareness about malaria transmission, prevention and treatment (Kroeger et al. 1996).

The economic burden of ill health such as malaria on individual households can be substantial and in some cases catastrophic, especially for the poor households (Russell, 2004; Sachs & Malaney 2002). Prevention and control of malaria thus can contribute towards poverty alleviation efforts in Bangladesh. But there is dearth of information on these socio-economic and behavioral aspects of malaria prevention and treatment in Bangladesh. 

BRAC, an indigenous micro-credit/micro-finance based NGO, is working with the twin objectives of alleviation of poverty and empowerment of the poor, especially women (http://www.brac.net). As part of its efforts to mitigate the income-erosion consequences of illnesses such as malaria for the poor households, BRAC is going to implement a malaria control program in the 13 malaria-endemic districts funded by the GFATM to reduce burden of malaria (Bangladesh GFATM Round 6 Proposal, 2006). This will be a collaborative project between the BRAC-led NGO consortium and the Malaria and Parasitic Disease Control (M&PDC) Program of the Government of Bangladesh and will comprise of both preventive (distribution of ITNs, intermittent insecticide spray and awareness building programmes) and curative (presumptive case management, early diagnosis and prompt treatment following WHO guidelines, and referral of complicated cases to tertiary facilities) interventions. The interventions will be implemented as a part of larger BRAC Health Program’s Essential Health Care (EHC) intervention. Besides malaria control, the EHC will also provide basic health and nutrition education, water and sanitation intervention, EPI, FP, DOTS and basic curative services for ten common illnesses (BRAC Annual Report 2005).

This study aims to record benchmark information on the prevalence of malaria infection as well as distribution of P.falciparum and P.vivax species and study the relevant socio-economic and behavioral determinants in the 13 malaria endemic districts of Bangladesh prior to the launching of the malaria control intervention. The data generated is expected to fill in the knowledge gaps in some social aspects of malaria in Bangladesh and also will help to design of program interventions by BRAC and DGHS, Ministry of Health, Govt. of Bangladesh and future program evaluation and impact assessment (Breman et al. 2004).

Figure 2.  Malaria endemic districts in Bangladesh

Research Design and Methods


Describe in detail the methods and procedures that will be used to accomplish the objectives and specific aims of the project. Discuss the alternative methods that are available and justify the use of the method proposed in the study. Justify the scientific validity of the methodological approach (biomedical, social, or environmental) as an investigation tool to achieve the specific aims. Discuss the limitations and difficulties of the proposed procedures and sufficiently justify the use of them. Discuss the ethical issues related to biomedical and social research for employing special procedures, such as invasive procedures in sick children, use of isotopes or any other hazardous materials, or social questionnaires relating to individual privacy. Point out safety procedures to be observed for protection of individuals during any situations or materials that may be injurious to human health. The methodology section should be sufficiently descriptive to allow the reviewers to make valid and unambiguous assessment of the project.  

STRATEGIC APPROACH

The survey will combine a   population based malaria prevalence survey along with a socio-economic and malaria related indicators survey to fulfill its objectives. The household malaria survey will provide an indication of true prevalence of malaria in malaria endemic districts. 

The household survey will assess following parameters:

1. Prevalence of malaria (P. falciparum and  P. vivax). Malaria will be diagnosed on                  site by rapid diagnostic devices. Quality control will be provided by microscopy. 

      2.  Basic household, socioeconomic, and behavioral data (including economic status, profession, and treatment seeking behavior, bed net coverage and use will be collected to fulfill the information need of the control program and will be utilized by the Management Information System (MIS) of BRAC.

Study area and Sampling:

Study area          

The population of Bangladesh at the 2001 census was   129,247, 233   divided over 6 divisions, which are in turn divided into 64 districts.  Malaria is endemic in 13 districts and population of these 13 districts is  26.9 million as per 2001 census.   The districts are composed of upazilas. Upazilas are divided into Union, which are again divided into Mauzas/ Mahalla.  13 Malaria endemic districts of Bangladesh are the following: 

Malaria endemic districts of Bangladesh:

Northern and northeastern districts (8 districts)

a.
Kurigram 

B.
Sherpur

c.
Mymensingh

d.
Netrokona

e.
Sunamgonj

f.
Sylhet

g.
Moulvibazar

h.
Habiganj

 Southeastern districts (5 districts)

a.
Chittagong

b.
Cox's Bazar

c.
Khagrachari

d.
Rangamati

e.
Bandarban

Sampling Method. 

Two-stage cluster sampling technique will be employed.  The population figures from the 2001 population census of Bangladesh will be used for sampling. For each district all mauzas will be listed and 30 Mauzas will be selected using a probability proportional to size (PPS) sampling procedure in each of the 13 malaria endemic districts  (Larson CP et al. 2006). A similar PPS technique was used for malaria prevalence survey in Eritrea (Sintasath DS et al.  2005). These Mauzas are the study clusters. City Corporations and towns will not be included in this survey.  All population above 1 year of age   in a cluster is eligible to participate in the survey.  Twenty-five households will be selected using systematic randomization from each mauza/cluster (Figure 3).
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Eligibility criteria

· Male and female inhabitants of the study area.

· Ethnicity: any.  

· Age: study volunteers included in the household prevalence survey must be one year or older 

· Willing to participate in the survey.

Community sensitisation . Each community will be visited prior to sampling to inform the population about the ongoing survey and its significance. At this occasion the population will be invited to participate in the survey. Several teams will work in parallel in one district. Each field team will typically consist of 3-4 members including one person trained in microscopy. 
Practical implementation

Information from the Bangladesh Bureau of Statistics will be utilized to obtain the sampling frame for selection of the mauzas in each district.  Inclusion of   participants   will be started in the selected mauzas.  The target sample size is 25 individuals per mauza/cluster.  There will be 30 mauzas/clusters in each district selected for this study using PPS Sampling Procedure.

Systematic randomization will be conducted at the mauza level for the selection of households. The field teams will select houses as they moved from the center or periphery of the mauza following a designated path using the  “spin the bottle” methodology.  Similar methodology has been used for malaria prevalence survey elsewhere (Sintasath DS et al.  2005). The teams for this study will select every third house encountered. If there were no respondents present or if the respondents refused to take part in the survey, the teams substituted it with an adjacent house.   It is expected that the required number of households can be easily found   from the maize.

Staff members of the survey team   will   be trained about the study questionnaires, microscopy and   RDT before they actually start the work in the field.  The training of the members of the survey team will be organized by BRAC in collaboration with ICDDR, B and Medical University of Vienna, Austria prior to start of the survey.  As mentioned above that in each district 30 Mauzas/clusters will be selected for this survey. In each cluster the study team will draw a map. Households will then be chosen through a systematic random sampling as mentioned above. The study will screen individual aged > 1 year of the randomly selected households using rapid diagnostic tests for malaria after obtaining written informed consent from the individual or their legal guardian. 

The team members will also complete the household composition, subject identification forms (Appendix 3) after oral consent from the head of the household.  Socio-economic questionnaires and malaria related information would also be collected from the household at this time. All member of the household including those are absent will be listed.  Only one individual from a household will be enrolled into this study and this individual will be selected using a simple randomisation. In case an absent member of the household is selected by randomisation then effort will be made to collect his/her blood at a later time when the person will be at home.  Selected individual will be tested for malaria and information will be collected for any febrile illness in the past 15 days. One team member trained in sterile blood sampling techniques, slide preparation, and the handling of rapid diagnostic test (RDT) will draw one drop of blood by fingerprick sampling for the malaria RDTs, one drop for the microscopy slide preparation, and two drops of blood for the PCR filter paper. Total volume of blood to be obtained from each subject: approximately 4 drops of blood by fingerprick. Disposable sterile lancet  will be used  for collection of finger  prick blood from the subjects.  RDT results will be recorded on the results sheet and in a logbook. Patients who will be  diagnosed  as having malaria  by  rapid diagnostic test  will receive treatment  of malaria.  BRAC  will   provide  this   treatment  as per national guideline for treatment of malaria. 

Malaria diagnosis.   Malaria will be diagnosed by Rapid Diagnostic Tests  (RDT) based on the detection of P. falciparum-specific antigen and Plasmodium  vivax-specific antigen.  The trade name of this RDT is  “FalciVax” and it is being produced by Zephyr Biomedicals, India (www.tulipgroup.com).  The cost is around two US dollar.  FalciVax is rapid self-performing, qualitative, two site sandwich immunoassay utilizing whole blood for the detection of  P. falciparum specific histidine rich protein-2 (Pf, HRP-2) and P. vivax specific pLDH. The test can be used for specific detection and differentiation of P. falciparum and P. vivax malaria. The standardization of this test has already been done by the Zephyr Biomedicals. Sensitivity of the RDT is similar to that commonly achieved by good field microscopy. Sensitivity and specificity of the RDT used for the detection of P. falciparum and P. vivax will be   more than 95% and now been recommended for use in the malaria control program by the WHO (Singh N et al. 2002; Moody A. 2002; WHO, 2004).

Quality control.  Quality control will be done by microscopy on all positive (according to RDTs) and randomly selected  2 % negative slides at the field site. Slides will be brought back to Parasitology Laboratory of ICDDR,B for  re-checking.  Additional quality control, particularly for potential cases of mixed infections, will be provided by PCR. All slides that are stained will be retained for later review.  Blood spots and samples for PCR examination should similarly be retained in appropriate conditions. As with paper records, samples will be clearly identified and stored securely with strict conditions for access.

Blood film.   Both thick and thin film  will be done for diagnosis of malaria by microscopy. The blood films will be stained  with 15 Giemsa stain  in phosphate buffer saline  and examined under the microscope at a  magnification of  x 1,000 for the presence of  malaria parasites. Blood films  were defined  as negative  if no parasite were observed  in 300 oil imerssion fields ( magnification, x 1000) on thin film  by an experienced microscopist  ( Warhusrt DC  and William JE, 1996).

PCR..  Blood DNA will be extracted  from the  filter paper blood using  Qiagen’s blood  DNA extraction kit as per manufacturer’s  protocol.  Purified  DNA template will be used  for amplification in a  DNA thermal cycler using a genus specific primer set first . In  order to assess which of the parasite species  was present in each sample, two separate  amplification reactions will be performed  for the detection of each species ( Perandin et al, 2004). 
Geographical  data. GIS data will be collected from the communities for disease mapping. The coordinates (longitude and latitude) of the survey mauzas /cluster will be recorded on site using a Global Positioning System (GPS). Road, water and forest data will be obtained from the Local Government and Engineering Department (LGED), Govt of Bangladesh to use in this study.

Questionnaires.  In addition to screening   one member per household   for malaria parasites, the field team will use a closed-ended questionnaire format to inquire about malaria health care seeking behaviour, febrile history, and anti-malarial drug use within the last two weeks prior to the interview, malaria awareness including use of bed nets (Section I of the questionnaire).   SES and health and hygiene awareness data will also be collected. The data include household asset, status of the living room, perceived household economic status and health and hygiene awareness  (Section II of the questionnaire). This information will basically helps in implementing the larger BRAC Health Program’s – Essential Health Care (EHC) intervention. Intervention program to control malaria will be implemented as a part of larger BRAC’s  EHC intervention. Data   obtained from   the section II of the questionnaires will be very helpful for Management Information System (MIS) of BRAC to formulate appropriate strategies for program interventions.

All questionnaires and summary reports will be checked by the team supervisor and will be sent to ICDDR,B. The forms will be rechecked and entered into an electronic database. Data will be statistically analyzed and reported to BRAC.  Publication of the data will be coordinated between the partner institutions.

Time frame. The survey will be carried out approximately from July to November 2007 to cover the peak season of malaria in Bangladesh.  First the survey will take place in the low endemic districts of Bangladesh in the north and northeastern districts and then   the team will move to the five south and southeastern districts.

Sample Size Calculation 

There is no published malaria prevalence data from Bangladesh. However, there are published malaria prevalence data from other Asian countries such as Cambodia. The lowest malaria prevalence found in some areas of Cambodia is 3% (Incardona S et al.  2007). We expect that the malaria prevalence in our low endemic districts would be around 2%, while in the high endemic districts it would be more than 3%.  

Given the design of the study as a cluster survey, the sample size has to be incorporate the design effect .The design effect will be large with only a limited number of clusters, or with a large number of participants per cluster.  To reach the required sample size, a feasible combination of these parameters has to be sought.  Based on the calculations of Bennett et al for cluster-sample surveys (Bennet et al, 1991) and assuming 25 individual per cluster a total of 30 clusters will be required for each district.  Sample size is calculated   using   a web-based software C-Survey 2.0 based on the conservative estimates of malaria prevalence and design effect.  However, in the high endemic district the prevalence would be higher and the requirement of samples size would be less.  Since, we will conduct the study in all 13 malaria endemic districts of Bangladesh, we prefer to have the same sample size for all the districts.

We have calculated the sample size assuming the lowest estimate of the malaria prevalence 2% that we will have in some low endemic districts, the precision of the estimate is 1.5% and confidence interval of the estimation is 95% and design effect 2.
We would require 750 individuals from 750 households in each district for this study. This will   give us a total sample size of approximately 9,750 individuals in all 13 malaria endemic districts. 
Facilities Available

Describe the availability of physical facilities at the place where the study will be carried out. For clinical and laboratory-based studies, indicate the provision of hospital and other types of patient’s care facilities and adequate laboratory support. Point out the laboratory facilities and major equipment that will be required for the study. For field studies, describe the field area including its size, population, and means of communications.  

BRAC will provide logistic support including physical facilities at the field sites as well as field level workers (Field Research Assistants and Laboratory technicians). Rapid Diagnostic Tests (RDTs) and microscope will also be procured by BRAC.

Training facilities will be provided by BRAC. Training personnel will be provided by the ICDDR,B, BRAC and the Medical University of Vienna. 

Laboratory space required (e.g. for staining slides) will be provided by the local BRAC offices. PCR will be analyzed at the parasitology laboratory of the ICDDR,B.

BRAC will also provide local personnel for community liaison and sensitization.

Data Safety Monitoring Plan (DSMP)

All clinical investigations (biomedical and behavioural intervention research protocols) should include the Data and Safety Monitoring Plan (DSMP) to provide the overall framework for the research protocol’s data and safety monitoring. It is not necessary that the DSMP covers all possible aspects of each elements. When designing an appropriate DSMP, the following should be kept in mind.

a) All investigations require monitoring;

b) The benefits of the investigation should outweigh the risks;

c) The monitoring plan should commensurate with risk; and

d) Monitoring should be with the size and complexity of the investigation.

Safety monitoring is defined as any process during clinical trails that involves the review of accumulated outcome data for groups of patients to determine if any treatment procedure practiced should be altered or not.


Not applicable.


Data Analysis


Describe plans for data analysis. Indicate whether data will be analyzed by the investigators themselves or by other professionals. Specify what statistical software packages will be used and if the study is blinded, when the code will be opened. For clinical trials, indicate if interim data analysis will be required to monitor further progress of the study. 


Data analysis will include frequency distributions of study variables, grouping of socio- economic data, categorization of malaria awareness and care seeking, utilization of bed nets and asset assessment. An asset index will be prepared from the distribution of asset variables among subjects and will be categorized into quintiles. The data we shall obtain from section II of the questionnaire (SES and other variables) will be analyzed as a whole combining  all the malaria endemic districts. A principal component analysis will be done based on asset score and its relation with all the principal variables will be determined.

Malaria prevalence will be analyzed pooled for all species by country and by district.. Prevalence of falciparum and vivax malaria will be analyzed in relative frequencies for the country and districts. To control for confounding factors such as ecological strata multivariate logistic regression analyses will be performed. 
Spatial analysis.  Distance from forest will be evaluated as an indicator of risk. Positive cases will be used for disease mapping based on GIS data. For the analysis of prevalence by risk zone forest and water bodies of the given zone will be compared to the malaria prevalence of that area.

Ethical Assurance for Protection of Human Rights


Describe in the space provided the justifications for conducting this research in human subjects. If the study needs observations on sick individuals, provide sufficient reasons for using them. Indicate how subject’s rights are protected and if there is any benefit or risk to each subject of the study.


The protocol will be reviewed and require approval by the research review board and the ethical review board of the ICDDR,B.

The probability and magnitude of harm or discomfort anticipated in the proposed research are not greater in and of themselves than those ordinarily encountered in daily life or during the performance of routine physical, psychological examinations or tests. The study is therefore expected to be minimal risk.

Potential risks:

Drawing blood by fingerprick may result in mild discomfort and pain. Bruising at the fingerprick site may occur, but usually disappears within a few days. Rarely, local infection can occur. Volunteers will be counseled to return if infection is suspected.

Potential benefits:

Benefits to the patients include the knowledge of whether they are infected with malaria and prompt treatment after identification of malaria infected patients.

Patients and communities will also benefit from the knowledge of the current prevalence of malaria, which will allow for adequate intervention strategies.

Use of Animals


Describe in the space provided the type and species of animals that will be used in the study. Justify with reasons the use of particular animal species in the experiment and the compliance of the animal ethical guidelines for conducting the proposed procedures.


Not applicable.


Literature Cited

Identify all cited references to published literature in the text by number in parentheses. List all cited references sequentially as they appear in the text. For unpublished references, provide complete information in the text and do not include them in the list of Literature Cited. There is no page limit for this section, however exercise judgment in assessing the “standard” length.                                                                       

Bangali AM, Ataul Huq Mahmood M, Rahman M. The malaria situation in Bangladesh. Mekong Malaria Forum 2000; 6: 16-23.

Barat LM, Palmer N, Basu S, Worrall E, Hanson K, Mills A. Do malaria control interventions reach the poor? A view through the equity lens. Am J Trop Med Hyg 2004; 71(Suppl 2): 174-78.

Breman JG, Alilio MS, Mills A. Conquering the intolerable burden of malaria: what’s new, what’s needed: A summary. Am J Trop Med Hyg. 2004; 71(Suppl 2): 1-15.

Bennet S, Woods T, Liyanage  WM, Smith DL.  A simplified  general method for cluster-sample surveys of health in developing countries. World Health Statistics Quarterly   1991; 44: 98-106.
Bangladesh GFATM Round 6 Proposal. Component section: Malaria. BRAC 2006.

BRAC. BRAC Annual Report 2005. Dhaka: BRAC, 2006.

Faiz MA, Yunus EB, Rahman MR, Hossain MA, Pang LW, Rahman ME, Bhuiyan SN. Failure of national guidelines to diagnose uncomplicated malaria in Bangladesh. Am J Trop Med Hyg. 2002 Oct;67(4):396-9.

Filmer D. Fever and its treatment among the more and less poor people in sub-Saharan Africa. World Bank Policy Research Working Paper. Washington DC: The World Bank.

Greenwood BM, Bajang K, Whitty CJM, Targett GAT. Malaria. Lancet 2005; 365: 1487-98.

Gundlach E. The primacy of institutions reconsidered: The effects of malaria prevalence in the empirics of development. Kiel Institute Working Paper 2004. Kiel Institute of World Economics.

Howard N, Chandramohan D, Freeman T, Shafi A, Rafi M, Enayatullah S, Rowland M. Socio-economic factors associated with the purchasing of insecticide-treated nets in Afghanistan and their implications for social marketing. Trop Med Intl Hlth 2003; 8(12): 1043-50.

Incardona S, Ong S, Chiv L, Lim P, Nhem S, Sem R et al.  Large-scale malaria survey in Cambodia: Novel insights on species distribution and risk factors. Malaria Journal  2007; 6:37.

Kroeger A, Meyer R, Mancheno M, Gonzalez M. Health education for community-based malaria control: an intervention study in Ecuador, Colombia and Nicaragua. Trop Med Intl Hlth 1996; 1: 

836-46.
Larson CP, Saha UR Islam R, Roy N.  Childhood diarrhoea management practices in Bangladesh: private sector dominance and continued inequalities in care.  Int J of Epidemiology 2006: 35: 1430-1439.

Mutabingwa TK. Artemisinin-based combination therapies (ACTs): Best hope for malaria treatment but inaccessible to the needy! Acta Tropica 2005; 95(3): 305-15.

Malaria and Parasitic Disease Control (M&PDC), Director General of Health Services (DGHS), MOHFW. Report, Malaria cases detected in Bangladesh - 1963-1996. 1997.

Malaria and Parasitic Disease Control (M&PDC), Director General of Health Services (DGHS), MOHFW. Malaria Control Program in Bangladesh. 2005.

Moody A. Rapid diagnostic tests for malaria parasites. Clin Microbiol Rev  2002; 15(1):66-78.

Perandin F, Manca N, Calderaro A,  Piccolo G,  Galati L et al.  Development of a real-time PCR  assay  for  detection  of Plasmodium falciparum, Plasmodium vivax and Plasmodium ovale for routine  clinical diagnosis.  J Clin Microbiol   2004;  42:  1214-1219.

Russell S. The economic burden of illness for households in developing countries: A review of studies focusing on malaria, tuberculosis and Human Immunodeficiency virus/acquired immunodeficiency syndrome. Am J Trop Med Hyg. 2004; 71(Suppl 2): 147-155.

Sachs J and Malaney P. The economic and social burden of malaria.  Nature  2002; 415: 680-685

Sharma VP. Re-emergence of malaria in India. Ind  J Med Res 1996; 103: 26-45.

Singh N, Saxena A, Sharma VP. Usefulness of an inexpensive, Paracheck test in detecting asymptomatic infectious reservoir of plasmodium falciparum during dry season in an inaccessible terrain in central India.

 J Infect. 2002 ; 45(3):165-8.

Sintasath DM,  Grheremeskel T, Lynch M, et al.  Malaria prevalence and associated risk factors in Eritrea.  Am J Trop Med Hyg  2005;  71:  682-687.

Warhusrt DC and Williams JE.  Laboratory diagnosis of  malaria ACO broadsheet  no. 148. J Clin Pathol  1996; 49:  533-538.

Wijeyaratne PM, Valecha N, Joshi AB, Singh D, Pandey S. An inventory on malaria drug resistance in Bangladesh, Bhutan, India and Nepal. Environmental Health Project Activity Report 130. Washington DC: USAID, 2004.

Worrall E, Basu S, Hanson K.  Is malaria a disease of poverty? A review of the literature. Trop Med Intl Hlth 2005; 10(10): 1047-59. 

World Health Organization. Malaria, 1982 – 1997. Weekly Epidemiological Record. 1999; 74: 265-70.

World Health Organization. The  Use of  Malaria Rapid Diagnositic  Tests [online] ,http://www.wpro.who.int/publications/pub_9290610883.htm> ( WHO  Regional Office  for the Western Pasific, Manila, Philipines, 2004).

Dissemination and Use of Findings


Describe explicitly the plans for disseminating the accomplished results. Describe what type of publication is anticipated: working papers, internal (institutional) publication, international publications, international conferences and agencies, workshops etc. Mention if the project is linked to the Government of the People’s Republic of Bangladesh through a training programme.


The results of this study are expected to be presented in international  workshops, and conferences and will be published in peer reviewed journals. Data will be shared among all parties involved and will also be made available to the Government of the People’s Republic of Bangladesh. The data will be used as the basis for adjusting intervention strategies in malaria endemic regions of Bangladesh.


Collaborative Arrangements

Describe briefly if this study involves any scientific, administrative, fiscal, or programmatic arrangements with other national or international organizations or individuals. Indicate the nature and extent of collaboration and include a letter of agreement between the applicant or his/her organization and the collaborating organization. 

This study will be performed as a collaboration between the ICDDR,B  and  Building Resources Across Communities (BRAC), with scientific support from the Medical University of Vienna.
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Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.
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1. Name:                      Dr. Rashidul Haque 

2. Present Position:    Scientist  & Head, Parasitology Laboratory, Laboratory Sciences 

                                     Division,  ICDDR,B

3. Educational  background (last degree and diploma & training  relevant to the present  research   proposal)

MBBS -   Sofia Medical Academy, Sofia , Bulgaria,  1985

Ph.D    -   Institute of Parasitology, Bulgarian Academy of Sciences, Sofia,   

                Bulgaria, 1988

Certificate Course on Laboratory Diagnosis of Parasitic Diseases, London School of  Hygiene of Tropical Medicine, London, 1991.

4.   List of ongoing research protocols  

(start and end dates; and percentage of time)

4.1   As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-010
	  01/07/03
	31/12/07
	15 %

	2003-022
	  01/10/03
	30/03/08
	20 %

	2003-021
	  02/07/03
	01/07/08
	10%

	2004-021
	01/09/04 
	01/08/09
	  5%


As Co-Investigator  


	Protocol Number
	Starting date
	Ending date
	Percentage of time

	2006-027
	01/10/06
	31/03/09
	5%

	2006-023
	09/05/06
	09/04/07
	10%

	2006-049
	01/10/06
	30/09/07
	5%


5.   Publications 

	Types of publications
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	a)   Original scientific papers in peer-review journals                               
	56

	b)   Peer reviewed articles and book chapters                                                               
	4

	c)   Papers in conference proceedings
	25

	d)  Letters, editorials, annotations, and abstracts in peer-reviewed  journals  
	5

	e)   Working papers
	0

	f)  Monographs
	0
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Haque R, Roy S, Siddique A, Mondal U, Rahman SMM, Mondal D, Houpt E, William A. Petri WA, Jr.  2007 .  Multiplex real-time PCR assay for detection of Entamoeba histolytica, Giardia intestinalis, and Cryptosporidium spp. Am J Trop Med Hyg   Apr;76(4):713-7

Haque R, Thriemer K, Wang Z, Sato K, Wagatsuma Y, Salam MA, Akther S, Akter J, Fukuda M, Miller RS, Noedl H.  2007. Therapeutic efficacy of artemether-lumefantrine for the treatment of uncomplicated Plasmodium falciparum malaria in Bangladesh. Am J Trop Med Hyg. 2007 Jan;76(1):39-41.
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       (start and end dates; and percentage of time)
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	Protocol Number
	Starting date
	End date
	Percentage of time
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4.2. As Co-Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time
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5   Publications 
	Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	ca. 25

	b)   Peer reviewed articles and book chapters                                                               
	

	c)   Papers in conference proceedings
	

	c)  Letters, editorials, annotations, and abstracts in peer-reviewed               journals  
	

	Working papers
	

	Monographs
	


5. Five recent publications including publications relevant to the present 

      research  protocol
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5   Publications 
	Types of publications
	Numbers

	a. Original scientific papers in peer-review journals
	31

	b.   Peer reviewed articles and book chapters 
	   14  

	c. Papers in conference proceedings
	    09 

	d. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	     

	e. Working papers
	9

	f. Monographs
	   2  


6    Five recent publications including publications relevant to the present research protocol
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4.0 List of ongoing research protocols  

       (start and end dates; and percentage of time)

5.4. As Principal Investigator: N/A

	Protocol Number
	Starting date
	End date
	Percentage of time

	     
	     
	     
	     


5.5. As Co-Principal Investigator: N/A

	Protocol Number
	Starting date
	End date
	Percentage of time

	
	
	
	


5.6.   As Co-Investigator  


	Protocol Number
	Starting date
	End date
	Percentage of time

	2002-025
	April 2006
	March 2008
	15%


5   Publications 

	Types of publications
	Numbers

	g. Original scientific papers in peer-review journals                            
	23

	h.   Peer reviewed articles and book chapters                                                               
	01

	i. Papers in conference proceedings
	40

	j. Letters, editorials, annotations, and abstracts in peer-reviewed journals 
	00

	k. Working papers
	00

	l. Monographs
	00


6    Five recent publications including publications relevant to the present research protocol

1) ML. Bennish, WA. Khan, M Begum, EA. Bridges, S Ahmed, D Saha, MA Salam, D Acheson, ET Ryan. Low risk of hemolytic uremic syndrome after early effective antimicrobial therapy for Shigella dysenteriae type 1 infection in Bangladesh. Clin Infect Dis 2006;42(3):356-62

        2)
Van den Broek JM, Roy SK, Khan WA, Ara G, Chakraborty B, Islam S, Banu
B. Risk factors for mortality due to Shigellosis: a case-control study among severely malnourished children in Bangladesh. J Health Popul Nutr 2005 Sep;23(3):259-65

3) Saha D, Khan WA, Karim MM, Chowdhury HR, Salam MA, Bennish ML. Single-dose ciprofloxacin versus 12-dose erythromycin for childhood cholera: a randomised controlled trial. Lancet. 2005;366(9491):1085-93.

4) W.A. Khan, K.A Rogers, M. M. Karim, S. Ahmed, P.L Hibberd, S.B. Calderwood, E.T. Ryan,  H.D Ward. Cryptosporidiosis among Bangladeshi children with diarrhea: A prospective matched case control study of clinical features, epidemiology and systemic antibody responses. Am. J. Trop. Med. Hyg. 2004;71(4):412-419.

5)  NH Alam, H Ashraf, WA Khan, MM Karim, GJ Fuchs. Efficacy and tolerability of         

      racecadotril in the treatment of cholera in adults: a double blind, randomised controlled clinical  

      trial. GUT 2003;52:1419-1423.

Biography of the Investigators 

Give biographical data in the following table for key personnel including the Principal Investigator. Use a photocopy of this page for each investigator.

(Note: Biography of the external Investigators may, however, be submitted in the format as convenient to them)

1. Name:                  Md. Akramul  Islam

2. Present Position:  Program Manager. BRAC Health Programme, BRAC.

3. Educational  background (last degree and diploma & training  relevant to the present  research   proposal):

Ph.D. in International Health. The University of Tokyo, Japan, 2000

MPHM (Master of Primary Health Care Management). Mahidol University, Bangkok, Thailand, 1992.

M.Sc in Zoology, Dhaka University, Bangladesh, 1991.

4.   List of ongoing research protocols  

(start and end dates; and percentage of time)

4.1   As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


As Co-Investigator  


	Protocol Number
	Starting date
	Ending date
	Percentage of time

	
	
	
	


5.   Publications 

	Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	5

	b)   Peer reviewed articles and book chapters                                                               
	0

	c)   Papers in conference proceedings
	0

	d)  Letters, editorials, annotations, and abstracts in peer-reviewed               journals  
	0

	e)   Working papers
	0

	f)  Monographs
	0


6.    Five recent publications including publications relevant to the present research protocol:

1. Islam MA, Ahmed JU, Alam MA. Community based tuberculosis care in achieving high case detection and cure rates in rural Bangladesh. Proceedings of the 33rd Annual Conference of IUATLD, 2003.

2. Islam MA, Wakai S, Ishikawa N, Chowdhury AMR, Vaughan JP.  Impact of community health workers on treatment for tuberculosis in rural Bangladesh, Proceedings of the 4th World Congress on Tuberculosis in Washinton DC, 2002.

3. Islam MA, Wakai S, Ishikawa N, Chowdhury AMR, Vaughan JP. Control of tuberculosis by community health workers in Bangladesh: are they more cost-effective? Bulletin of the World Health Organization 2002; 80 (6): 445-50.

4. Islam MA, Nakamura Y, Wongkhomthong S, Chowdhury SA, Ishikawa N. Involvement of community health workers in tuberculosis control in Bangladesh. Jpn. J. Trop. Med. Hyg. 1999; 27: 167-73.

5. Chowdhury AMR, Chowdhury SA, Islam MN, Islam MA, Vaughan JP. Control of tuberculosis by community health workers in Bangladesh. Lancet 1997; 350: 167-72. 

Budget Justifications

​​

Please provide one page statement justifying the budgeted amount for each major item.  Justify use of human resources, major equipment, and laboratory services.

The project will be conducted in collaboration with BRAC. Field Research Assistants and laboratory technician will be provided by BRAC.  BRAC will also provide all logistic support for this project. Only one Research Investigator and one data management officer will be hired through ICDDR, B.

BRAC will also procure the Rapid Diagnostic test (RDT)- Falcivax  for this project. Treatment will also be provided by BRAC.  Some reagents for microscopy and PCR will be procured using ICDDR, B budget. Microscope and other necessary equipments will be provided by BRAC.

Funds for other expenses such as photocopying and other utilities are also been kept in the budget. Travel funds for the ICDDRB’s  for the staffs of ICDDR,B and investigators are kept in this project.  A travel fund for the external Co-PI is also budgeted. He will make at least two visits during the project period.

Other Support
Describe sources, amount, duration, and grant number of all other research funding currently granted to PI or under consideration. 

1)  University of Virginia/NIH, USA                                            9/15/98     -    3/31/08                

    Field Studies of Human Immunity to  Amebiasis in Bangladesh                   $81,530                 

   Grant # 400

2) University of Virginia/NIH, USA                                          9/30/2003  - 03/31/2008         

    NIH  U19 AI056872     ( PI: Petri)

    Rapid Diagnostics for Category  B Enteropathogens                                      $103,466                        

    Grant # 327

3)  University of Vermont/NIH                                                    08/01/2004  - 04/30/2009        

     Gamma-Delta T cells and Cryptosporidiosis                                                 $ 5,000                        

      Grant # 374

4)   TechLab/ NIH  USA                                                                6/01/2004  - 08/30/2008             
   New Rapid Daignostics for Amebiasis.                                                             $ 99,325

   Amebic colitis and amebic liver abscess patients.

    Grant #  470

  APPENDIX-1

International Centre for Diarrhoeal Disease Research, Bangladesh

Voluntary Consent Form


Protocol Number:  2007-23
Title of the Research Project: Malaria Baseline Survey in Bangladesh 

Principal Investigators: Dr. Rashidul Haque 

Organization: International Centre for Diarrhoeal Disease Research, Bangladesh


Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

[If you do not understand any part of this informed consent please ask any one of the investigators of the study regarding it. If you agree to participate in this proposed study, a copy of this form will be provided to you.

____________________________________________________________________________________________________________
Introduction  

 Malaria remains a major public health problem in Bangladesh. Malaria transmission in Bangladesh is mostly seasonal and mainly affecting the border regions with Myanmar and India. Of the 64 administrative districts in Bangladesh, 13 are in the high malaria endemic zone and almost 98% of the yearly reported cases of Malaria are from these districts.

Purpose  

We are conducting a study to estimate the prevalence of malaria in the high endemic areas of Bangladesh. We are inviting you to participate in our research study. 


What we will ask you to do? 

 If you agree to participate we will ask you some questions regarding your socioeconomic, behavioral and familial conditions. This will take about 30 minutes to answer the questions. You will also be asked to give four drops of blood from your fingertip for examining malaria. Malaria will be diagnosed by rapid diagnostic test (RDT) and for quality control microscopy and PCR will also be done. If you are diagnosed as a case of malaria we would provide necessary management and treatment free of cost according to the malaria treatment guideline of the country.

Risk and benefits

There are no more than minimal risks involved in it, while taking few drops of blood you will feel slight and momentary pain. You and your family members may not be directly benefited from the study, but your participation in this study will provide an important baseline data on malaria prevalence, socio-economic, behavioral data, and other indicators of the current malaria situation as the basis for future malaria control program.

Alternatives  

Your participation is completely voluntary. You may decide not to participate in the study at all and have also the right not to answer any questions or may withdraw any time from the study even after giving consent. These will not affect your treatment.  If you are voluntarily willing to participate in the study, then please sign your name or give left thumb impression (LTI) below.

Confidentiality

Your identity will remain strictly confidential, but the records may be reviewed/accessed by representative of the authorities supporting this study and Ethical Review Committee (ERC) of ICDDR, B, if necessary.   If you are voluntarily willing to participate in the study, then please sign your name or give left thumb impression (LTI) below.

For further information

If you have any question regarding the study and its procedures, you may ask those to our study staff now or in future. You will also be able to contact the principal investigator or other investigators of this study at the address given below for asking questions. If you want to know more about your rights as a participant in a research study, If there are any queries please contact: Dr. Rashidul Haque, LSD, ICDDR,B, Dhaka, Tel: 8860523-32 ext. 2411,  or Mr. MA Salam Khan, Committee Coordinaton Secretariat, ICDDR,B, Dhaka, Tel: 8860523-32  ext. 3206 / 0171- 1428989.
Consent

The study described above has been explained to me and I voluntarily consent to participate in it.

_______________________                                             _________________________

Signature of the interviewer                                                Signature or LTI of respondent 

                                                                                             or guardian

Date__________________                                                 Date ____________________

I am giving permission to store my /my child’s blood samples on filter paper, which can be analyzed according to the need of the investigations in future.

Signature or LTI of respondent or legal guardian:                                  Date:

APPENDIX-1

International Centre for Diarrhoeal Disease Research, Bangladesh

Voluntary Assent Form (7-17 years)


Protocol Number:  2007-23
Title of the Research Project: Malaria Baseline Survey in Bangladesh 

Principal Investigator: Dr. Rashidul Haque

Organization: International Centre for Diarrhoeal Disease Research, Bangladesh


Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

[If you do not understand any part of this informed consent please ask any one of the investigators of the study regarding it. If you agree to participate in this proposed study, a copy of this form will be provided to you.]

_________________________________________________________________________________________
Malaria remains a major public health problem in Bangladesh. In our country malaria transmission is mostly seasonal and mainly affecting the border regions with Myanmar and India.  We are trying to estimate the prevalence of malaria in the high endemic areas of Bangladesh including yours. For that reason we are inviting you to participate in our research study. 

You will be asked to give four drops of blood from your finger tip for examining malaria. Malaria will be diagnosed by rapid diagnostic test (RDT) and for quality control microscopy and PCR will also be done. If you are diagnosed as a case of malaria we would provide adequate treatment free of cost according to the malaria treatment guideline of the country.

There are no more than minimal risks involved in it, while taking few drops of blood you will feel slight and momentary pain. You do not have to join this study if you do not want to. If you don t, it will not affect anything at home or in your health care.  

We will record your name and address, so that we can tell your parents (or guardians) the results of our tests. We will not give the results of your tests to anyone but you, your parent/guardian and your doctor.  Please ask us if you have any questions.  We are happy to answer them at any time.

Name of the child
________________________________________________

I have read this consent form or someone explained it to me. I freely agree to be in the study.

_______________________                                             _________________________

Signature of the interviewer                                               Signature/LTI of the respondent 

Date__________________                                                 Date ____________________

I am giving permission to store my /my child’s blood samples on filter paper, which can be analyzed according to the need of the investigations in future.

Signature or LTI of respondent or legal guardian:                                  Date:
cwiwkó -2

Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k 

Hw”QK m¤§wZ cÎ

M‡elYv cÖK‡íi b¤^i: 2007-23
M‡elYv cÖK‡íi bvg: evsjv‡`‡k g¨v‡jwiqvi cÖviw¤¢K mgx¶v

cÖavb M‡elKt Wv t ivwk`yj nK 


M‡elYvq AšÍZ‚©w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnbKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 
[Avcwb hw` †Kvb kã wKsev A_© bv ey‡S _v‡Kb Z‡e AbyMÖn K‡i Avgv‡`i Kg©x‡K wR‡Ám Ki“b| Avcwb hw` m¤§wZ cÖKvk K‡ib Z‡e Avgiv Avcbv‡K GB †¯^”Qv m¤§wZ c‡Îi GKwU Abywjwc †`e|]
-----------------------------------------------------------------------------------------------------------------------

f‚wgKv
g¨v‡jwiqv evsjv‡`‡ki GKwU Ab¨Zg cÖavb Rb¯^v¯’¨ mgm¨v| evsjv‡`‡k g¨v‡jwiqvi we¯Ívi †ekxifvM‡¶‡Î  FZz wfwËK Ges cÖavbZ G †ivM gvqvbgvi I fvi‡Zi msjMœ mxgvšÍ GjvKv ¶wZMÖ¯’ K‡i _v‡K| evsjv‡`‡ki 64wU cÖkvmwbK †Rjvi g‡a¨ 13wU †RjvB g¨v‡jwiqv Rxevbyi evm¯’vb Ges cÖvq kZKiv  98 fvM evrmwiK g¨v‡jwiqv Avµv‡šÍi NUbv GB K‡qKwU †Rjv †_‡K AeMZ Kiv nq|

D‡Ïk¨
Avgiv  evsjv‡`‡ki g¨v‡jwiqv cÖeb GjvKv‡Z g¨v‡jwiqvi cÖviw¤¢K e¨cKZv mgx¶vi GKwU  M‡elYvq cwiPvwjZ KiwQ| Avgiv Avcbv‡K Avgv‡`i M‡elYvq AskMÖn‡bi Rb¨ Avgš¿Y Rvbvw”Q|

Avgiv Avcbv‡K wK Ki‡Z ej‡ev ? 
Avgiv Avcbvi mvgvwRK-A_©‰bwZK, AvPibMZ Ges cvwievwiK Ae¯’v mg‡Ü wKQy cÖkœ  K‡i Z_¨ msMÖn Kie| GUv Ki‡Z cÖvq 30 wgwb‡Ui gZ mg‡q mgq jvM‡e| GKB mv‡_ Avcbvi kix‡i g¨v‡jwiqvi Dcw¯’wZ wbY©q Kivi Rb¨ A½y‡ji WMv ‡_‡K Pvi †duvUv i³ †bqv n‡e| g¨v‡jwiqv wbY©‡qi `ª“ZZg cix¶v-AviwWwU (RDT) Øviv g¨v‡jwiqv mbv³ Kiv n‡e Ges  gvb wbqš¿‡Yi Rb¨ Avbyex¶wbK ch©‡e¶Y I me©vaywbK †ivM wbY©q c×wZ- wcwmAvi (PCR) Kiv n‡e| hw` Avcbv‡K g¨v‡jwiqv ‡ivMx wn‡m‡e mbv³ Kiv nq Zvn‡j †`‡ki weavb  Abyhvqx webvg~‡j¨ Avgiv Avcbvi wPwKrmvi e¨e¯’v Kie|

SuywK I myweav mg~n
GB cÖwµqvq SuywK AwZ mvgvb¨ Ges Pvi †duvUv i³ MÖn‡bi mgq mvgvb¨ Ges ¶Y¯’vqx e¨v_¨v Abyf~Z n‡Z cv‡i| Avcwb I Avcbvi cwievi GB M‡elYv †_‡K mivmwi DcK…Z bvI n‡Z cv‡ib, Z‡e  Avcbvi AskMÖnb g¨v‡jwiqvi e¨vcKZv, e¨vw³i mvgvwRK-A_©‰bwZK I AvPibMZ ‰ewkó¨ Ges mv¤cÖwZK g¨v‡jwiqv cwiw¯’wZi Ab¨vb¨ wb‡`©kK  m¤ú‡K© ¸i“Z¡c~b© mgmvgwqK DcvË  mieivn Ki‡e hv fwel¨‡Z g¨v‡jwiqv wbqš¿Y Kvh©µ‡gi wfwË wn‡m‡e KvR Ki‡e|
weKí 
Avcwb B‡”Q Ki‡j GB M‡elYv cÖK‡í  AskMÖnb bvI Ki‡Z cv‡ib| AskMÖn‡b m¤§wZ ‡`evi c‡iI †h †Kvb cÖ‡kœi ev cÖkœmg~‡ni DËi`v‡b weiZ _vK‡Z cv‡ib, Ggwb M‡elYv K‡g©i †h †Kvb ch©v‡q wb‡R‡K cÖZ¨vnvi Ki‡Z cv‡ib| GZ`&m‡Ë¡I Avcbvi wPwKrmvi †Kvb Î“wU n‡e bv|

‡MvcbxqZv 
Avcbvi AskMÖnb m¤ú~b©fv‡e †¯^”Qv g~jK| Avcbvi cwiPq m¤ú~Y©fv‡e †Mvcb ivLv n‡e Z‡e cÖ‡qvR‡b cÖvß Z_¨mg~n  mswk­ó M‡elYv cÖwZwbwaMbY Ges  AvB,wm,wW,wW,Avi,we-i BAviwm cix¶v K‡i †`L‡Z cv‡ib| hw` Avcwb GB M‡elYv‡Z AskMÖn‡b ivwR _v‡Kb Zvn‡j, wb‡gœ Avcbvi ¯^v¶i A_ev evg e~×v½ywji Qvc w`b|

we¯ÍvwiZ Rvb‡Z †hvMv‡hvM Ki“b
hw` †Kvb wKQy Rvbvi cÖ‡qvRb nq Zvn‡j Wvt ivwk`yj nK, GjGmwW, AvBwmwWwWAvi,we, XvKv, †Uwj†dvb: 8860523-32, m¤cÖmvib bs 2411,  A_ev wg: Gg,G, mvjvg Lvb, KwgwU †KvAwW©‡bkb †m‡µUvwi‡qU, AvBwmwWwWAvi,we, XvKv, †Uwj†dvb: 8860523-32, m¤cÖmvib bs 3206 / 0171-1428989  G  †hvMv‡hvM Ki“b|
m¤§wZ`vb
Dc‡i ewY©Z M‡elYv cÖKí Avgv‡K e¨vL¨v Kiv n‡q‡Q Ges Avwg †¯^”Qvq GB M‡elYv cÖK‡í  AskMÖnb Ki‡Z m¤§wZ `vb Kijvg|

____________________                                            _____________________________

Z_¨ msMÖnbKvixi ¯^v¶i                                       

AskMÖnbKvixi ¯^v¶i A_ev evg e„×v½ywji Qvc
ZvwiL __________________                                       
 ZvwiL ____________________
Avwg Avgvi/Avgvi mšÍv‡bi i‡³i bgybv wdëvi †ccv‡i msi¶Y Ki‡Z AbygwZ w`jvg, hv fwel¨‡Z  cÖ‡qvRbxq we‡k­l‡b  e¨eüZ n‡Z cv‡i|

____________________________


ZvwiL ____________________
AskMÖnbKvixi/ AvBbvbyM Awffve‡Ki

 ¯^v¶i A_ev evg e„×v½ywji Qvc
cwiwkó-2

Avš—R©vwZK D`ivgq M‡elYv †K›`ª, evsjv‡`k 

m¤§wZcÎ (7-17ermi)
M‡elYv cÖK‡íi b¤^i: 2007-23
M‡elYv cÖK‡íi bvg: evsjv‡`‡k g¨v‡jwiqvi cÖviw¤¢K  mgx¶v

cÖavb M‡elKt Wv t ivwk`yj nK 


M‡elYvq AšÍZ‚©w³i c~‡e© cÖZ¨K e¨w³‡K M‡elYvi D‡Ïk¨, c×wZ, Ges m¤¢ve¨ jvf I SuywK m¤^‡Ü Rvbv‡Z n‡e| we¯ÍvwiZ c×wZ I Zv‡`i SuywK, Kvh©KvwiZv, Kvh©Kvj, gvÎv Ges cÖvej¨Zv Rvbv‡Z n‡e| mKj cÖ‡kœi DËi AskMÖnbKvix Zvi wb‡Ri gwR© Abyhvqx w`‡eb, †Kbbv AskMÖnb m¤ú~Y© Hw”QK| wkï‡`i †¶‡Î m¤§wZ w`‡eb Zv‡`i wcZv-gvZv A_ev AvBbMZ AwffveK| M‡elYvq AskMÖYKvix GB di‡g ¯^v¶i A_ev e„×v½yjwi Qvc w`‡q m¤§wZ cÖKvk Ki‡eb| 
[Avcwb hw` †Kvb kã wKsev A_© bv ey‡S _v‡Kb Z‡e AbyMÖn K‡i Avgv‡`i Kg©x‡K wR‡Ám Ki“b| Avcwb hw` m¤§wZ cÖKvk K‡ib Z‡e Avgiv Avcbv‡K GB †¯^”Qv m¤§wZ c‡Îi GKwU Abywjwc †`e|]
-------------------------------------------------------------------------------------------------------------------------

g¨v‡jwiqv evsjv‡`‡ki GKwU Ab¨Zg cÖavb Rb¯^v¯’¨ mgm¨v| Avgv‡`i †`‡k g¨v‡jwiqvi we¯Ívi †ekxifvM‡¶‡Î  FZz wfwËK Ges cÖavbZ G †ivM gvqvbgvi I fvi‡Zi msjMœ mxgvšÍ GjvKv ¶wZMÖ¯’ K‡i _v‡K| Avgiv Avcbvi GjvKv mn evsjv‡`‡ki g¨v‡jwiqv cÖeb GjvKv‡Z g¨v‡jwiqvi cÖviw¤¢K e¨cKZv mgx¶vi GKwU  M‡elYvq cwiPvwjZ KiwQ| ‡m Kvi‡b Avgiv Avcbv‡K Avgv‡`i M‡elYvq AskMÖn‡bi Rb¨ Avgš¿Y Rvbvw”Q

Avcwb hw` AskMÖn‡b m¤§Z nb Z‡e Avcbvi kix‡i g¨v‡jwiqvi Dcw¯’wZ wbY©q Kivi Rb¨ A½y‡ji WMv ‡_‡K Pvi †duvUv i³ †bqv n‡e| g¨v‡jwiqv wbY©‡qi `ª“ZZg cix¶v-AviwWwU (RDT) Øviv g¨v‡jwiqv mbv³ Kiv n‡e Ges  gvb wbqš¿‡Yi Rb¨ Avbyex¶wbK ch©‡e¶Y I me©vaywbK †ivM wbY©q c×wZ- wcwmAvi (PCR) Kiv n‡e| hw` Avcbv‡K g¨v‡jwiqv ‡ivMx wn‡m‡e mbv³ Kiv nq Zvn‡j †`‡ki weavb  Abyhvqx webvg~‡j¨ Avgiv Avcbvi wPwKrmvi e¨e¯’v Kie|

GB cÖwµqvq SuywK AwZ mvgvb¨ Ges Pvi †duvUv i³ MÖn‡bi mgq mvgvb¨ Ges ¶Y¯’vqx e¨v_¨v Abyf~Z n‡Z cv‡i| Z‡e, Avcwb B‡”Q Ki‡j GB M‡elYv cÖK‡í  AskMÖnb bvI Ki‡Z cv‡ib|  hw` Avcwb AskMÖn‡b weiZ _v‡Kb Z‡e Avcbvi evmvq wKsev ¯^v¯’¨MZ †Kvb †mev †_‡K ewÂZ n‡ebbv|  Avgiv Avcbvi bvg I wVKvbv wj‡L ivLe hv‡Z K‡i Avcbvi AwffveK‡K cix¶vi djvdj¸‡jv Rvbv‡Z cvwi| Avgiv Avcbvi GB cix¶vi djvdj Avcbv‡K, Avcbvi AwffveK wKsev Wv³vi ev‡` Avi KvD‡K cÖ`vb Kie bv| GB M‡elYvi e¨vcv‡i hw` Avcbvi †Kvb cÖkœ _vK‡j Avgv‡`i‡K wR½vmv Ki‡Z cv‡ib| Avgiv Avcbvi cÖ‡kœi DËi †h †Kvb mg‡q Lywk g‡b cÖ`vb Kie|   

AskMÖnbKvix wkïi bvg: 
________________________________________________

GB m¤§wZ cÎwU Avwg c‡owQ A_ev Avgv‡K c‡o ïbv‡bv n‡q‡Q| Avwg †¯^”Qvq GB M‡elYv‡Z AskMÖn‡bi Rb¨ m¤§wZcÖ`vb Kijvg| 

____________________                                            _____________________________

Z_¨ msMÖnbKvixi ¯^v¶i                                       

AskMÖnbKvixi ¯^v¶i A_ev evg e„×v½ywji Qvc
ZvwiL __________________                                       
 ZvwiL ____________________

Avwg Avgvi/Avgvi mšÍv‡bi i‡³i bgybv wdëvi †ccv‡i msi¶Y Ki‡Z AbygwZ w`jvg, hv fwel¨‡Z cÖ‡qvRbxq we‡k­l‡b e¨eüZ n‡Z cv‡i|

____________________________


ZvwiL ____________________
AskMÖnbKvixi ¯^v¶i A_ev evg e„×v½ywji Qvc
                                                                                           Appendix  3

Malaria  Baseline Survey 2007

Questionnaire

Section: I


Household ID No 

A.  Identification:

	Id 1.
	1= Non NGO member, 2= BRAC member. 3= Others NGO member, 4= Ultra-poor
	If necessary please see card/pass book for confirmation

	Id 2.
	Households location


	

	Id 3. 
	 Mauza name (code)
	

	Id 4.
	Union/Pauroshava name 
	

	Id 5.
	Upazila name (code)
	

	Id 6.
	District name (code)
	

	Id 7.
	Respondent* name
	

	Id 8. 
	Data collector’s name
	

	Id 9.
	Date:
	
	
	
	
	‘0
	7


This questionnaire has been checked properly and no anomaly was observed-

Signature of the supervisor: ……………………………..     Date: …………………

* Respondent: Household head/ husband or wife of the household head/ person who knows better about that household

………………………………………………………………………………………………….

Instruction:

1. Every information obtained form the household should be written in English in this surveillance form. No block of this questionnaire could remain empty.

2. We should obtain present status of the household that you assigned.  What will be happening in the future is not the part of this survey.

HouSEHOLd CoMPOsiTION

B.  Information on Household Members

	Sl No
	
	Relation with the household head
	Sex

M =1

Fe =2
	Age

(Year/Month)
	Marital status


	Education


	Type educational institute
	Main

occupation 
	Physical disable
	Feeling sick within last 15 days

	
	
	
	
	Year
	Month
	
	
	
	
	
	

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12

	01
	
	1= household head
	
	
	
	
	
	
	
	
	

	02
	
	
	
	
	
	
	
	
	
	
	

	03
	
	
	
	
	
	
	
	
	
	
	

	04
	
	
	
	
	
	
	
	
	
	
	

	05
	
	
	
	
	
	
	
	
	
	
	

	06
	
	
	
	
	
	
	
	
	
	
	

	07
	
	
	
	
	
	
	
	
	
	
	

	08
	
	
	
	
	
	
	
	
	
	
	

	09
	
	
	
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	
	
	
	



C.  Malaria awareness 
	
	Question
	Code
	Remarks

	1.
	Have you hared about malaria?
	1= Yes;  2= No
	

	2.
	Why some one gets malaria? 
	1=Mosquito bites; 2=Fly/insect bites; 3=Lack of cleanliness; 4=others (specify)
	

	3.
	How do you know that you have got malaria? (Symptoms of malaria)
	1=Fever with rigor; 2= intermittent fever; 3= Fever with sweating; 4=others (specify)
	

	4.
	How malaria is transmitted from one to another?
	1= Bitten by any mosquito; 2= Bitten by a mosquito which fed by a malaria patient; 3=others (specify) 
	

	5.
	How malaria could be prevented?
	1=Limiting mosquito’s breeding places; 2= Bed net; 3= Mosquito coil/ointment; 4= ITN; 5= others (specify)
	

	6.
	How would you treat if you get malaria?
	1= Allopathic; 2=Kabiraji/ unani; 3=Spiritual; 4=Homeopathic; 5= others (specify)
	

	7.
	Where you can get this treatment?
	1= Govt Hospital; 2= Private health center; 3=Village doctor; 4=Drug seller; 5= others (specify)
	

	8.
	How did you obtain this information?
	1= Govt health worker; 2=Non-Govt health worker; 3=Radio; 4=Newspaper; 5=Television;  6=Poster, leaflets etc ; 

7= others (specify)
	

	9.
	Is there any BRAC Shastho Sebika (SS) in your area? 
	1= Yes;  2= No
	

	10.
	If present, did she provide any malaria treatment?
	1= Yes;  2= No
	

	11.
	Whom are the others providing malaria treatment in your area?
	
	


D. Information on bet net and use of bed net:

	1
	How many bed nets are there in your house? (Please confirm by eye witness) 
	No: _____ ; 0= No

	2
	Do all of your family members sleep under bed net?
	1= Yes; 2= No; 7=Seldom/irregularly

	3
	How many of your family member sleep under bed net regularly?
	______ Persons

	4
	How many of your family member sleep under bed net last night?
	______ Persons

	5
	Age distribution of the family member who slept under bed net last night.

< Less than 1 year

1-4 years

5-14 years

More than 15 years
	______ Persons

______ Persons

______ Persons

______ Persons



	6
	What is the number of pregnant women in your family who slept under bed net last night?


	______ Persons

Not applicable=0

	7
	Has your bed net been treated with medicine within last 6 months?  

(If the answer is don’t know then please asked to the other members of the household and after that please fill up code no 9)
	1= Yes; 2= No;

 9=Don’t know

	8
	How many bed nets were treated with medicine within last 6 months? 
	_______;   9=Don’t know


E: Health Seeking Behaviour Form for household members with malaria
Only for those who got code 1 in the column 12 at Household Composition Form

	Id no
	Name of the sick person
	Symptoms (by the sick person or his relatives)
	What measure was taken while sick (treatment that was taken first)
	If treatment received then how many days later? (nos. 4 to 10 in col. 4) 
	Treatment cost for last 15 days
	How many days was sick (from the beginning till to the end) 
	Due to illness was any loss of daily wages ? (only for the person aged more than 6 years)
	If the answer is for column 8 then how many days?

	1
	2
	3
	4
	5
	6
	7
	8
	9

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	No measure was taken [0]

Home made traditional medicine/OTC was taken [1]

Village doctor [2]

Paramedics (MA/FWV/SS/

CHW/HA/

FWA) [3]

Drug seller (when diagnosed and given allopathic drugs) [4]

Qualified Govt/private MBBS doctor [5]

Kabirag/Hekim [6]

Spiritual [7]

Homeopathic [8]

Others specify
	1=Within 24 hours

2=Within 72 hours

3= After 3-7 days

4=After 1 week

5=Not taken to HCP

99= Still sick 
	Visit

(in Taka)
	Medicine

(in Taka)
	Transport cost

(in Taka)
	1= 3 days

2= 4-7 days

3= More than 1 week

99= Still sick
	1= Yes

2= No

99= Still sick
	99= Still sick


Section: II

Socio-economic status:

A. Description of household owned land holdings
	Description
	Own land

Own cultivated
	Own land

Cultivated by Others
	Own land

Uncultivated

(Abundant)
	House on own land
	Pond portion
	Total

	Amount of land (decimal)
	
	
	
	
	
	


Note: During data collection if any one occupying land of his father then the amount of land that he is occupying should considered his own property. If any one cultivated his own mortgaged land then give a note to the field ‘Own land Own cultivated’.

B. Household Assets:

Do you have following things in your household? 

(use appropriate code for every answer for every question)
	Property
	Code*
	Property
	Code*
	Property
	Code*
	Property
	Code*
	Property
	Code*

	Electricity 
	
	Bed net
	
	Motor cycle
	
	Power tiller
	
	Dheki
	

	Radio
	
	Rice mill
	
	Crushing mill
	
	Shallow machine
	
	Cattle
	

	Television
	
	Riksha/Van
	
	Lep/ Mattress
	
	Clock
	
	Goat
	

	Khat /Choki
	
	Bi-cycle
	
	Chair/Table
	
	Almirah
	
	Fish hatchery
	

	Net
	
	Duck/Chicken
	
	Variety store (mudi)
	
	Reserved shari
	
	Boat
	

	Mobile
	
	Others (specify)


* 1= Yes, 2=No, 3= Shared with Others

C. Status of the living room
	Main (largest, well) living room *
	Roof
	Partition
	Floor
	Comment

	
	1= straw/ thatch
2=Tin

3=Concrete/Cement

99= Others (specify)

………………….


	1= Jut stick/bamboo

2= Tin 

3= Concrete/Cement

4= Mud

99= Others (specify)

………………….


	1= Mud

2= Cemented

3= Semi-cemented

99= Others (specify)

………………….


	1= Jhupri

2= Not Jhupri

(If there is a permanent structure then it should not be considered as a Jhupri)


* If more than one room present then most expensive and good conditioned room should be selected for collecting information.

D. Perceived HH Economic Status:

	(1) What was the household’s economic status you feel after observing last one year’s income and expenditure from different sources?  
	All the year deficient…………….1

Deficient sometimes …………….2

Not deficient nor surplus ………..3

Surplus …………………………..4

	(2) What kind of economic changes occurred during last one year? 
	Condition improved ……………..1

Not improved…………………….2

Condition deteriorated …………..3


Health and hygiene awareness/practices:

E. Self-perception of health
	1.
	What do you think about your health status at present?
	1= Better; 2= Average; 3= Worse

	2.
	What do you think about your health status at present in compare with previous year?
	1= Better than last year; 2= same; 3= Worse than last year


F. General awareness on health and health services:

	1.
	What should we do to maintain good health?

 (More than one answer acceptable) 
	1= Taking nutritious food regularly; 2= Taking bath regularly; 3= Cutting nails regularly; 4= Regular light exercise (eg. Swimming); 5= Keeping clean; 6= All of the above; 88 = Don’t know; 99= Others (specify) ……………………………………………….

	2.
	Do you know about sanitary latrine? 
	1= Yes, 2= No

	3.
	What kind of problems may happen if you don’t have a sanitary latrine (More than one answer acceptable) 
	1= Abdominal sickness, 2= Itching, 3= Others (specify) ………………………………………………………..

	4.
	What are the rules for using sanitary latrine? 
	1= To wear a sandal; 2=Water pot should be kept on right hand; 3=After deification washing hand with ash and soap; 4= Every age group should use sanitary latrine;     5= It should be cleaned always

How many answers has given correctly?……….

	5.
	What kind of latrine do you use?


	1=Here and there; 2= Open hole; 3= Canal/river-ponds; 

4=Pit; 5= Ring slab; 6= Sanitary ;  Others (specify) ………………………

	6.
	How does water polluted? 

(Don’t prompt; more than one answer acceptable)
	1= contact with dirty hands, 2= Contact with dirty and garbage, 3=If lid absent, 9= don’t know, 99= Others (specify) ………………………………….. …………

	7. 
	What kinds of diseases are transmitted by polluted water? (Don’t prompt; more than one answer acceptable)
	1= diarrhea/loose motion; 2= Dysentery; 3= Bloody Dysentery; 4= Indigestion; 5= Worms; 6= Jaundice;                  7= Typhoid; 8= Cholera; 10= Arsenicosis;  88= Nothing happen, don’t know;  Others (specify)          ………………………………………………………….

	8.
	How can we purify water? 

(Don’t prompt; more than one answer acceptable)
	1= Boiling ;2= Medicine; 3= Filtering;   88= don’t know 

Others (specify)  …………………………………..

	9.
	What do you do with the domestic garbage that accumulate each day?
	1= Certain place (within or outside of the yard); 2=Anywhere; 88= Not applicable, 99= Others (specify) …………………………………………………………   

	10.
	Do you know, if you are sick where you can get treatment in your area?

(More than one answer acceptable)
	1= Nurse/ Other field level health worker;2=Health and Family welfare center; 3=Upazila health complex; 4= Medical college hospital; 5= District hospital; 6=BRAC health center; 7= Private clinic/ health center; 8= Pharmacy/drug store; 9 MBBS doctor; 10=Kabiraj/Village doctor; 11= Homeopath; 88= Don’t know;  Others (specify) ……………………………….

	11.
	If you know, how did you get this information? 

(More than one answer acceptable)
	1= BRAC worker; 2=Knew earlier; 3= Other health worker; 4= Neighbour/friends; 5= Relatives; 6= Radio/TV/Newspaper/Leaflet/ Advertisement at local bazaar; Others (specify) ……………………………….


Malaria  Baseline Survey 2007

Socioeconomic Module

Section: I

	
	
	
	


                                                                               


Household ID No
A. Identification:

	Id1.
	1=NGO m`m¨ bq, 2=eª¨vK m`m¨, 3=Ab¨ NGO m`m¨, 

4= Ultra-poor 
	cÖ‡qvR‡b KvW©/ cvkeB †`‡L wbwðZ †nvb

	Id 2. 


	Lvbvi Ae¯’vb  
	

	Id 3.
	†gŠRvi bvg (†KvW)
	

	Id 4.
	BDwbq‡bi/ ‡cŠimfvi bvg         


	

	Id 5.
	Dc‡Rjvi bvg(†KvW)         
	

	Id 6
	‡Rjvi bvg (†KvW)
	

	Id 7.
	DËi`vZvi* bvg


	

	Id 8.
	Z_¨ msMÖnKvixi bvg:


	

	Id 9.
	ZvwiL:
	
	
	
	
	‘0
	7


cÖkœcÎ m¤ú~Y© cix¶v Kiv n‡q‡Q Ges G‡Z †Kvb Î“wU cvIqv hvqwb -                

mycvifvBRv‡ii ¯^vv¶i -------------------------------------                   ZvwiL------------------------------------------------

* DËi `vZv: Lvbv cÖavb/ Lvbv cÖav‡bi m&ªx ev ¯^vgx/ Lvbvi Z_¨ Rv‡b Ggb †Kvb e¨vw³

ÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑÑ

we‡kl `ªóe¨t

1. Rwi‡c e¨en„Z mKj msL¨v Bs‡iwR‡Z wjL‡Z n‡e| ‡Kvb Ni Lvwj ivLv hv‡e bv| 

2. ‡h Lvbvq Z_¨ msMÖ‡ni Rb¨ hv‡eb †mB Lvbvi †mB gyû‡Z©i eZ©gvb Ae¯’vi Z_¨ Avb‡Z n‡e| fwel¨‡Z wK n‡e bv n‡e Zv we‡ePbvi welq bq|

HOUSEHOLD COMPOSITION

B. Lvbvi m`m¨‡`i  weeiY (Information on Household Members)

	jvBb bs
	bvg
	Lvbv cÖav‡bi mv‡_  m¤úK©
	wj½

cy: = 1

g: = 2
	eqm

(eQi/gvm)
	‰eevwnK Ae¯’v

 
	wk¶v 


	wk¶v cÖwZôv‡bi aiY
	cÖavb †ckv 


	kvixwiK cÖwZeÜx


	MZ 15 w`‡b  Kuvcywb R¡i /g¨v‡jwiqv n‡qwQj wK bv?



	
	
	
	
	eQi
	gvm
	
	
	
	
	
	

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12

	01
	
	1 = Lvbv cÖavb
	
	
	
	
	
	
	
	
	

	02
	
	
	
	
	
	
	
	
	
	
	

	03
	
	
	
	
	
	
	
	
	
	
	

	04
	
	
	
	
	
	
	
	
	
	
	

	05
	
	
	
	
	
	
	
	
	
	
	

	06
	
	
	
	
	
	
	
	
	
	
	

	07
	
	
	
	
	
	
	
	
	
	
	

	08
	
	
	
	
	
	
	
	
	
	
	

	09
	
	
	
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	
	
	
	

	3.Lvbv cÖav‡bi mv‡_ m¤úK©

2= ¯¿x/¯^vgx
3= cyÎ/ Kb¨v
4= wcZv/ gvZv

5= fvB/†evb

6= cyÎeay

7= bvwZ / bvZwb

8= Kv‡Ri †jvK

99= Ab¨vb¨(D‡j­L Ki“b)
	7 ‰eevwnK Ae¯’v 

1=AweevwnZ

2=weevwnZ

3=wecZœxK/ weaev

4=wew”Qbœ/ cwiZ¨³v

5=ZvjvKcÖvßv

88= cÖ‡hvR¨ bq


	8 wk¶v

00=†kªbx cvk K‡iwb

01, 02....= cvkK…Z †kªªYx

22= bb ‡MÖ‡WW †kªbx

88= cÖ‡hvR¨ bq



	9cÖwZôv‡bi aiY: 
1=miKvix cÖv_wgK

2=‡emiKvix cÖv_wgK

3=DcvbyôvwbK/ GbwRI cwiPvwjZ cÖv_wgK

4=KwgDwbwU/m¨vUvjvBU
5=Ge‡Z`vwq gv`ªvmvv

6=`vwLj gv`ªvmv

7=Avwjg/dvwRj/Kvwgj 

gv`ªvmvv


	8=nv‡dwRqv/KIwg/Lv‡iRx gv`ªmv
9=wKÛvi Mv‡W©b

10=wbgœ gva¨wgK

11=‡emiKvix gva¨wgK
12=miKvix gva¨wgK

13=¯‹zj/K‡jR

14=K‡jR/wek¦we`¨vjq

77=Rvbv bvB

88=cÖ‡hvR¨ bq

99=Ab¨vb¨(D‡j­L Ki“b)
	10 ‡ckv

1= K…wl (wbR¯^)

2= K…wl (e©Mv)

3= w`bgRyi

4= PvKzix

5= e¨emvv

6= wiKªv/f¨vb/‡bŠKv Pvjv‡bv

7= KvV/ivR wg¯¿x

8= evm/†U‡¤úv/¯‹zUvi PvjK/ †njcvi
	9=†nv‡Uj/†i÷z‡i‡›Ui KvR,

10= ¶z`ª e¨emvv

11= wf¶v e„wË

12= A‡b¨i evwo‡Z †c‡U- fv‡Z KvR

13= M„nK©g

14= QvÎ/QvÎx

15= †eKvi

88= A¶g/ cÖ‡hvR¨ bq

99= Ab¨vb¨(D‡j­L Ki“b)
	11. kvixwiK cÖwZeÜx wKbv

1= AÜ

2= Kv‡b †kv‡bbv

3= K_v ej‡Z cv‡i bv

4= nvU‡Z cv‡i bv

5= nvZ bvo‡Z cv‡i bv

Ki“b)

6= kvixwiK cÖwZeÜx bq 

99= Ab¨vb¨(D‡j­L 
	12.  

0= bv
1= n¨uv (Health Seeking Behaviour Form cyiY Ki“b)


C. g¨v‡jwiqv msµvš— Ávb (Malaria awareness):

	
	Question
	Code
	Remarks

	1
	Avcwb wK g¨v‡jwiqv †iv‡Mi bvg ï‡b‡Qb?
	1= n¨uv; 2= bv
	

	2
	wK wK Kvi‡Y g¨v‡jwiqv nq?
	1=gkvi Kvgo; 2=gvwQi/†cvKvgvK‡oi Kvgo; 3=cwi®‹vi-cwi”Qbœ bv _vKv; 4=Ab¨vb¨(D‡j­L Ki“b)
	

	3
	wKfv‡e eyS‡eb g¨v‡jwiqv n‡q‡Q?

(j¶Y mgyn) 
	1=Kuvcywb w`‡q R¡i Avmv; 2=Kw`b ci ci R¡i Avmv; 3=Nvg w`‡q R¡i Qvov; Ab¨vb¨(D‡j­L Ki“b)------------------------------------
	

	4
	g¨v‡jwiqv wKfv‡e GKRb †_‡K Av‡iKR‡b Qovq?
	1=‡h‡Kvb gkvi Kvg‡o; 2=g¨v‡jwiqv †ivMx‡K gkv Kvgov‡bvi ci †mB gkv Kvgov‡j; 3=Ab¨vb¨(D‡j­L Ki“b)
	

	5
	g¨v‡jwiqv wKfv‡e cÖwZ‡iva Kiv hvq?
	1=gkvi esk we¯—vi †iva K‡i; 2=gkvix e¨envi K‡i; 3=gkvi K‡qj/gkv Zvov‡bv gjg e¨envi K‡i; 4=Ily‡a Pzev‡bv gkvix e¨envi K‡i; 5= Ab¨vb¨(D‡j­L Ki“b)
	

	6
	g¨v‡jwiqv n‡j wK wPwKrmv Ki‡eb?
	1=G¨v‡jvcvw_K wPKrmv;  2=KweivRx/ebvRx; 3=SvodzK/†`vIqv-ZvweR; 4=‡nvwgIc¨vw_K;  Ab¨vb¨(D‡j­L Ki“b)
	

	7
	GB wPwKrmv †Kv_vq cvIqv †h‡Z cv‡i?
	1=miKvix nvmcvZvj/wPwKrmv †K›`ª; 2=‡emiKvix wPwKrmv †K›`ª; 3=cj­x wPwKrmK; 4=Ily‡ai †`vKvb`vi; 5= Ab¨vb¨(D‡j­L Ki“b)
	

	8
	wKfv‡e Rvb‡jb?
	1=miKvix ¯^v¯’¨Kg©x; 2=‡emiKvix ¯^v¯’¨ Kg©x; 3=‡iwWI; 4=msev`cÎ; 5=‡Uwjwfkb; 6=‡cv÷vi; wjd‡jU BZ¨vw`  7=Ab¨vb¨(D‡j­L Ki“b)
	

	9
	Avcbvi GjvKvq wK BRAC Gi ¯^v¯’¨ †mweKv (SS) KvR K‡i?
	1= n¨uv; 2= bv
	

	10
	Ki‡j, †m wK g¨v‡jwiqvi wPwKrmv †`q?
	1= n¨uv; 2= bv
	

	11
	Avi Kviv Avcbvi GjvKvq g¨v‡jwiqvi wPwKrmv †`q? 
	
	


D. gkvix  Ges gkvixi e¨envi msµvš— Z_¨ (Information on bed net and use of bed net)
	1
	Avcbvi Lvbvq †gvU gkvixi msL¨v KZ? (†`‡L wbwðš— ‡nvb) 
	     ------wU;  0=bvB

	2
	Avcbvi Lvbvi mKj m`m¨ wbqwgZ gkvixi wfZi Nygvb wK?
	n¨uv= 1, bv= 2, gv‡Sgv‡S/AwbqwgZfv‡e= 7

	3
	Avcbvi Lvbvi m`m¨†`i g‡a¨ KZ Rb wbqwgZ gkvixi wfZi Nygvb?
	=       Rb

	4
	Avcbvi Lvbvi m`m¨†`i g‡a¨ MZKvj iv‡Z †gvU KZ Rb gkvixi wfZi Nywg‡q‡Qb?
	cyi“l=      Rb
gwnjv=      Rb

	5
	MZKvj iv‡Z gkvixi wfZi Nywg‡q‡Qb Ggb m`m¨‡`i eqm wfwËK msL¨v

< 1 eQi

1-4 eQi

5-14 eQi

15 eQ‡ii E‡×©
	=         Rb
=        Rb

=        Rb

=        Rb

	6
	MZKvj iv‡Z gkvixi wfZi Nywg‡q‡Qb Ggb Mf©eZx gwnjvi msL¨v
	=        Rb

cÖ‡hvR¨ bq = 0

	7
	Avcbvi Lvbvi gkvixwU/¸‡jv weMZ 6 gv‡mi g‡a¨ KL‡bv Ily‡a †Pvev‡bv n‡qwQj wK?

(DËi Rvwbbv n‡j cwiev‡ii Ab¨vb¨ m`m¨‡`i wbKU n‡Z Z_¨ msMÖ‡ni †Póv Ki“b, ZviciI Z_¨ bv cvIqv †M‡j 9 †KvW Ki“b| 
	n¨uv= 1, bv= 2, Rvwbbv= 9

	8
	†gvU Kq gkvix weMZ 6 gv‡mi g‡a¨ Ily‡a †Pvev‡bv n‡qwQj?
	    = wU, Rvwbbv= 9


E. Health Seeking Behaviour Form for household members with malaria

ïaygvÎ hv‡`i †¶‡Î Household Composition Form Gi  column ‘12’Gi DËi 1 n‡e Zv‡`i Rb¨ cyiY Ki“b 

	Id

no


	Amy¯’ e¨w³i bvg
	Amy‡Li j¶Y mg~n 

(DËi`vZv ev Amy¯’ e¨w³i eY©bv g‡Z)
	Amy¯’Zvi Rb¨ wK e¨e¯’v †bqv n‡qwQj

(cª_g †h wPwKrmv †bqv n‡qwQj)
	hw` wPwKrmv †bqv n‡q _v‡K AmyL kyiy nIqvi KZ¶Y c‡i?  (nos. 4 to 10 in col. 4)

(days)
	MZ 15 w`‡b wPwKrmvi LiP
	‡gvU KZ w`b Amy¯’ wQj (kyiy †_‡K †kl ch©š— KZ w`b) 


	Amy‡Li Rb¨ Avq iywRg~jK KvR e¨nZ n‡qwQj wKbv?

(6+ eq‡mi m`m¨‡`i Rb¨)
	Column 8, G n¨uv n‡j KZ w`b e¨nZ n‡qwQj?

	1
	2
	3
	4
	5
	6
	7
	8
	9

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	†Kvb e¨e¯’v †bqv nqwb [0] 

N‡i cÖ_vMZ Jlya/ OTC Jly‡ai gva¨‡g wb‡R wPwKrmv [1] 

cj­x wPwKrmK [2] 

c¨viv‡gwWKm (MA/FWV/SS/CHW/HA/FWA) [3] 

Jly‡ai †`vKvb`vi (hLb †ivM wb©bq Ki‡e Ges G‡jvc¨vw_K wPwKrmv w`‡e) [4]  

cvkKiv miKvix/ †emiKvix MBBS Wv³vi [5] 

KweivR/ †nwKg [6] 

SvodzK/ ZvweR/ †Zjcov/ cvwb cov BZ¨vw` [7] 

‡nvwgIc¨v_ [8] 

Ab¨vb¨ (D‡j­L Ki“b)
	1= kyiy nIqvi 24 N›Uvi g‡a¨

2= kyiy nIqvi 72 N›Uvi g‡a¨

3= 3-7 w`b c‡i

4= 1 mßv‡ni †ekx mgq c‡i

9= HCP Gi Kv‡Q †bIqv nq bvB

99= AmyL GL‡bv Av‡Q
	Visit  

(UvKv)
	Jla
(UvKv)
	hvZvqvZ LiP
(UvKv)
	1= 3 w`b ch©š—

2=4-7 w`b
3= 1 mßv‡ni †ekx mgq
99= GLbI AmyL  Av‡Q


	1= nu¨v
2= bv
99= GLbI AmyL  Av‡Q 
	99 GLbI AmyL  Av‡Q 


* Health Care provider (HCP): Kjvg 4 Gi 2-8 bs  

Section: II

SOCIO-ECONOMIC STATUS
A. Lvbvi gvwjKvbvaxb I e¨eüZ Rwgi weeiY (Land Holding): 

	weeiY
	wb‡Ri Rwg wb‡R Pvl
	wb‡Ri Rwg A‡b¨ Pvl
	wb‡Ri Rwg Abvev`x (cwiZ¨v³)
	wfUvevox wb‡Ri
	cyKy‡ii Ask
	†gvU

	Rwgi cwigvb (kZK)
	
	
	
	
	
	


ÁvZe¨: Z_¨ msMÖKvjxb mg‡q hw` †KD RxweZ wcZvi Rwg †fvM-`Lj Ki‡Z _v‡Kb Z‡e wZwb hZUzZz cwigvb Rwg wbR `L‡j †fvM Ki‡Qb ZZUzKzB Zvi wbR Rwg wnmv‡e Mb¨ Ki‡Z n‡e| †KD ïaygvÎ eÜKx Rwg Pvl Ki‡j Ges Zvi cÖavb †ckv K…wlKvR n‡j eÜKx †bIqv Rwgi cwigvb Ôwb‡Ri Rwg wb‡R PvlÕ Gi N‡i wj‡L GKwU †bvU w`‡Z n‡e|
B. Lvbvi m¤ú‡`i weeiY (Household Assets): 

Lvbvq wbgœwjwLZ wRwbm¸‡jv Av‡Q wK? (cÖwZwU cÖ‡kœi Rb¨ mwVK †KvW e¨envi Ki“b)

	m¤ú`
	‡KvW*
	m¤ú`
	‡KvW*
	m¤ú`
	‡KvW*
	m¤ú`
	‡KvW*
	m¤ú`
	‡KvW*

	we`y¨r
	
	gkvix
	
	‡gvUi mvB‡Kj
	
	cvIqvi wUjvi
	
	‡XuwK
	

	‡iwWI
	
	ivBm wgj
	
	gvovB Kj
	
	k¨v‡jv †gwkb
	
	Mi“/gwnl
	

	‡Uwjwfkb
	
	wiKªv/ f¨vb
	
	‡jc/†ZvlK
	
	Nwo
	
	QvMj
	

	LvU/ †PŠwK
	
	mvB‡Kj
	
	‡Pqvi/†Uwej
	
	Avjgvix
	
	gv‡Qi n¨vPvix
	

	Rvj
	
	nuvm/gyiMx
	
	gyw` †`vKvb
	
	‡Zvjv kvox
	
	‡bŠKv
	

	‡gvevBj
	
	Ab¨vb¨ (D‡j­L Ki“b)




*1 =  n¨vu,  2 = bv,  3 = A‡b¨i mv‡_ fvM K‡i e¨envi 

C. Lvbvi emZ N‡ii Ae¯’v (Status of Living Room) 

GKvwaK DËi Avm‡Z cv‡i

	cÖavb (me‡P‡q eo, fvj) emZ Ni*
	Pvj/Qv`
	‡eov
	‡g‡S
	gš—e¨

	
	1=Lo/Qb

2=wUb

3=KswµU/cvKv

99=Ab¨vb¨(D‡j­L Ki“b)

-----------------
	1=cvULwo/evm

2=wUb

3= KswµU /cvKv

4= gvwU

99=Ab¨vb¨(D‡j­L Ki“b) 

--------------------------
	1= KuvPv

2=cvKv

3=A‡a©K cvKv

99=Ab¨vb¨(D‡j­L Ki“b)

------------------------
	1=GwU Szcwo

2=GwU Szcwo bq

(¯’vqx KvVv‡gv _vK‡j Szcwo wnmv‡e aiv hv‡e bv)


* GKvwaK Ni _vK‡j †h NiwU me‡P‡q `vgx I fvj †mwUi Z_¨ wb‡Z n‡e|

D. Lvbvi AbywgZ mvwe©K A_©‰bwZK Ae¯’v (Perceived HH Economic Status):

	1. MZ GK eQ‡i wewfbœ Drm n‡Z G Lvbvq †h Avq n‡q‡Q Ges wewfbœ Lv‡Z †h e¨q n‡q‡Q Zv we‡ePbvq wb‡q ejyb Avcbvi Lvbvi mvwe©K Avw_©K Ae¯’v †Kgb wQj ?


	mviveQi NvUwZ.................................1

gv‡S gv‡S NvUwZ..............................2

NvUwZI bv DØ„ËI bv..........................3

DØ„Ë..............................................4

	2. MZ GK eQ‡i Avcbvi A_©‰bwZK Ae¯’vi wK ai‡bi cwieZ©b n‡q‡Q ?


	Ae¯’vi DbœwZ n‡q‡Q...........................1

‡Kvbv cwieZ©b nqwb...........................2
Ae¯’v AviI Lvivc n‡q‡Q....................3 


Health and hygiene awareness/practices
E. Self-perception of health

	1.
	eZ©gv‡b Avcbvi ¯^v‡¯’¨i Ae¯’v †Kgb e‡j g‡b K‡ib? 
	1=fv‡jv ;     2=†gvUvgywU ;      3=Lvivc  

	2.
	MZ eQ‡ii Zzjbvq AvR Avcbvi ¯^v‡¯’¨i Ae¯’v †Kgb e‡j Avcwb g‡b K‡ib?
	1=MZ eQ‡ii †P‡q fv‡jv ;  2=MZeQ‡ii gZB ;  3=MZeQ‡ii †P‡q Lvivc 


F. mvaviY  ¯^v¯’¨m‡PZbZv (General awareness on health and health services):

	1
	¯^v¯’¨ fvj ivLvi Rb¨ Avgv‡`i wK wK wbqg ‡g‡b Pjv `iKvi ?

(GKvwaK DËi MÖnY‡hvM¨)
	1=wbqwgZ cywóKi Lv`¨ LvIqv; 2=wbqwgZ †Mvmj Kiv; 3=nvZcv‡qi bL KvUv; 4=wbqwgZ nvjKv e¨vqvg †hgb mvuZvi KvUvu; 5= cwi®‹vi cwi”Qbœ _vKv; 6= Dc‡ii me¸wj; 88=Rvwbbv;  Ab¨vb¨( D‡j­L Ki“b)----------------

	2
	¯^v¯’¨m¤§Z cvqLvbv m¤ú‡K© Avcwb Rv‡bb wK?


	nu¨v=1,  bv=2

	3
	¯^v¯’¨m¤§Z cvqLvbv bv _vK‡j wK ai‡bi mgm¨v n‡Z cv‡i ?

 (GKvwaK DËi MÖnY‡hvM¨)


	1=†c‡Ui AmyL; 2= PzjKvwb-cvPov; 88=Rvwbbv; Ab¨vb¨ (D‡j­L Ki“b)-------------------------



	4
	¯^v¯’¨m¤§Z  cvqLvbv e¨envi Kivi wbqg¸wj wK wK ? 


	1= m¨v‡Ûj cv‡q w`‡q †h‡Z n‡e; 2=Wvb nv‡Z e`bv ai‡Z n‡e; 3= cvqLvbv †_‡K G‡m QvB/ mvevb w`‡q ay‡Z n‡e; 4= †QvU-eo mevB wbivc` cvqLvbv e¨envi Ki‡e; 5=memgq Zv cwi®Kvi cwi”Qbœ ivL‡Z n‡e; 

KqwU mwVK DËi w`‡q‡Q?

 -------wU

	 5
	Avcbviv wK ai‡Yi cvqLvbv e¨envi K‡ib?
	1=‡hLv‡b-†mLv‡b; 2=†Lvjv MZ; 3=Lvj/ b`x-bvjvq cwZZ;

4=wcU; 5=wis-¯­ve ; 6=m¨vwbUvix ; Ab¨vb¨ (D‡j­L Ki“b)

	6
	cvwb wKfv‡e `ywlZ nq ?

(†Kvb DËi Prompt Kiv hv‡e bv; GKvwaK DËi MÖnY‡hvM¨)
	1=gqjv nvZ cvwbi ms®ú‡k© Avm‡j, 2=gqjv AveR©bv co‡j, 3=XvKbv bv _vK‡j 4=Ab¨vb¨( D‡j­L Ki“b) 9=Rvwbbv 99= Ab¨vb¨(D‡j­L Ki“b) ---------------------------

	7.
	`ywlZ cvwbi gva¨‡g wK wK †ivM nq ?

(†Kvb DËi Prompt Kiv hv‡e bv; GKvwaK DËi MÖnY‡hvM¨)
	1= Wvqwiqvv/ cvZjv cvqLvbv; 2= mvv`v Avgvkq; 3= i³ Avgvkq;

4=e`nRg; 5= K…wg; 6= RwÛm; 7= UvBd‡qW; 8= K‡jiv; 10=Av‡m©wb‡Kvwmm; 88=wKQy nqbv, Rvwbbv

Ab¨vb¨(D‡j­L Ki“b)

----------------------------

	8.
	cvwb wKfv‡e `~lYgy³ Kiv hvq?

(†Kvb DËi Prompt Kiv hv‡e bv; GKvwaK DËi MÖnY‡hvM¨)


	1=duzwU‡q; 2=Ilya; 3=wdëvi; 88=Rvwbbv;

Ab¨vb¨(bvg D‡j­L Kiyb ) ----------------------------

	9
	Avcbvi Lvbvq ‰`bw›`b †h me AveR©bv Rgv nq Zv ‡Kv_vq †djv nq ?

	1=wbw`©ó hvqMvq (DVv‡bi wfZ‡i ev evB‡i),  2=‡h †Kvb hvqMvq, 88=cÖ‡hvR¨ bq, 99=Ab¨vb¨(bvg D‡j­L Ki“b)……-----------------------

	10
	Avcwb wK Rv‡bb, Amy¯’ n‡j Avcbvi GjvKv †_‡K †Kv_vq †Kv_vq wPwKrmv cvIqv hvq?

(GKvwaK DËi MÖnY‡hvM¨)
	1=¯^v¯’¨ †mweKv / Ab¨vb¨ gvV chv©‡qi ¯^v¯’¨Kgx© ; 2=¯^v¯’¨ I cwievi Kj¨vb †K›`ª ; 3=Dc‡Rjv nvmcvZvj; 4=‡gwW‡Kj K‡jR nvmcvZvj ; 5=m`i nvmcvZvj ; 6=eª¨vK my¯^v¯’¨; 7=‡emiKvix wK¬wbK/ wPwKrmv †K›`ª ; 8=dv‡g©mx/ Jly‡ai †`vKvb ; 9=MBBS Wv³vi; 10=KweivR/ cj­x Wv³vi; 11=‡nvwgIc¨v_; 88=Rvwbbv ; Ab¨vb¨ (D‡j­L Ki“b)----------------------------------------------

	11
	Rvb‡j, Gme Z_¨ wKfv‡e Rvb‡jb 

 (GKvwaK DËi MÖnY‡hvM¨)
	1=eª¨vK Kg©x‡`i KvQ †_‡K; 2=Av‡M †_‡K RvbZvg; 3=Ab¨vb¨ ¯^v¯’¨Kgx© ;  4=cÖwZ‡ekx / eÜz-evÜe; 5=AvZœxq; 6=‡iwWI / wUwf / Le‡ii KvMR / wjd‡jU/ evRv‡i weÁvcb †_‡K;  Ab¨vb¨ (D‡j­L Ki“b)---------------
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Simple randomization








10=Small business 


11= Beggar


12= Working on other’s house for food


13=House work


14= Student


15=Unemployed


88= Disable/Not applicable 


99= Other (specify











10.  Occupation


 01=Farmer (own)


02=Farmer (Barga)


03=Daily labour


04=Service


05=Business


06= Rikswa/Van/Boat Pooler


07=Carpenter/Mason


08= Bus/Tempo/Scooter driver/helper


09= Hotel/Restaurant worker 











11. Physical disable


1=Blind


2= Deaf


3= Can’t talk


4= Can’t walk  


5= Can’t move hand


6=Physically  not impaired 


99=Other (specify)





12. Sickness


0=No


1=Yes (please fill up the Health Seeking Behaviour Form) 














                                        Figure 3.  Study Design- Flow Chart








Systematic randomization





HOUSEHOLDS (25 in each Mouza)





PPS Sampling Procedure





INDIVIDUAL (30x25 =750 individual in each district)





 MAUZA/ CLUSTER  ( 30 in each district)





DISTRICT








8. Educational status


 00=No formal education


01, 02, ..=Class passed


22=Non graded class


88= Not applicable

















7. Marital status


 1=Unmarried


2=Married


3=Widower/Widow


4= Separated 


5= Divorced


88= Not applicable

















9.  Type of educational institute


 01=Govt. primary


02= Private primary


03=NGO primary


04=Community/ Satellite


05=Ebtedia Madrasha 


06= Dakhil Madrasha


07=Alim/Fazil/ Kamil Madrasha


08= Hafizia/Kaumi/ Kharizi Madrasha














 09=Kinder Gertain 


10= Lowe secondary


11= Private secondary


12=Govt. secondary


13=School/college 


14= College/University


77=Don’t know


88= Not applicable 


99= Other (specify











3. Relation with


 the household head


 2= Husband/Wife


3= Son/Daughter


4= Father/Mother


5= Brother/Sister


6= Daughter in law


7= Grandson/ Granddaughter


8= Servant


99= Other (specify)














* Health Care provider (HCP): Nos. 2 –8 in column 4  
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		Malria Incidence rate in Bangladesh

		Year		Populatio		Malaria		Incidence

		1963		1895		402		0.21

		1964		8962		756		0.08

		1965		12035		649		0.05

		1966		21203		3437		0.16

		1967		26874		4080		0.15

		1968		47002		6244		0.13

		1969		59444		7871		0.13

		1970		62810		8173		0.13

		1971		63570		2939		0.05

		1972		65220		18469		0.28

		1973		69288		14007		0.20

		1974		71565		16846		0.24

		1975		72730		31247		0.43

		1976		73930		48844		0.66

		1977		76395		28855		0.38

		1978		78916		33326		0.42

		1979		81520		49776		0.61

		1980		84210		67727		0.80

		1981		88100		45902		0.52

		1982		90300		46781		0.52

		1983		92200		42529		0.46

		1984		94300		32977		0.35

		1985		96400		31050		0.32

		1986		98000		39128		0.40

		1987		99800		35848		0.36

		1988		101500		33824		0.33

		1989		103800		50378		0.49

		1990		106100		53875		0.51

		1991		109900		63578		0.58

		1992		112100		115660		1.03

		1993		114500		125402		1.10

		1994		117000		166565		1.42

		1995		119000		152729		1.28

		1996		120000		100086		0.83

		1997		107759		68541		0.64

		1998		111638		60023		0.54

		1999		115036		36738		0.32

		2000		114543		55599		0.49

		2001		117251		55646		0.47

		2002		119250		63516		0.53

		2003		117438		55909		0.48

		2004		143800		59853		0.42

		2005		143800		48647		0.34
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