GENERIC MICRONUTRIENTS SURVEY CONCEPT NOTE
Executive Summary
Survey Rationale: Micronutrient malnutrition is a serious public health problem in XXX. Deficiencies of vitamin A, iron, and iodine contribute to widespread problems of reduced immunity, intellectual development and work capacity, as well as to increased morbidity and mortality, especially among women and children. In response, the XXX Government and partners are currently implementing a wide range of interventions to eliminate micronutrient malnutrition, such as food fortification, micronutrient supplementation and nutrition education. Two micronutrient surveys have happened so far in XXX (2001 and 2009) and have shown some reduction in the prevalence of deficiencies of Vitamin A, iron and iodine. The reductions are however still high according to WHO cut off points. A range of interventions have been intensified to reduce the micronutrient deficiencies after the 2009 survey such as sugar fortification with Vitamin A. To determine and inform the effectiveness of the current interventions, a subsequent survey is planned for 2014 to compare the results with the 2009 survey and monitor the effectiveness of the current interventions that are addressing micronutrient deficiencies.
Objectives: The primary objective is to collect and analyze micronutrient information useful for policy and program development/scale up. Specifically, this survey will measure the   prevalence of vitamin A deficiency, iron deficiency anaemia, iodine deficiency and zinc deficiency in children, women and men in order to evaluate the effectiveness of the current interventions, and to identify the most effective measures to prevent or minimise micronutrient disorders. The survey will also measure the coverage of iodized salt and the consumption of other centrally processed foods in order to expand the existing program and also monitor the effectiveness of measures taken over time.
Survey Design: We will conduct a cross-sectional survey using a nationally-representative sample of the population of children (aged 6-59 months and 6-12 years), women of child-bearing age (aged 15-49 years), and men (aged 20-55) during September/October, 2014. A two-stage sampling procedure will be used: 30 enumeration areas (EAs) will be selected in each stratum, then 10 households within each EA will be selected for interview based on probability proportional to the number of households. We estimate that a sample of about 800 preschool children, 800 school-aged children, 800 women and 800 men per stratum (either regional or geographic sub-type), with an estimated 80% non-response rate, will provide prevalence estimates with 95% confidence intervals and a 5% sampling error. 
Data Collection: Household interviews will cover questionnaires on the basic demographics and health status of each subject and  the Knowledge, Attitude, Practice Survey (KAP. In addition, anthropometric measures, blood, stool, and urine samples, and household food samples (salt, oil, sugar) will be collected. 
Measurement of Primary Indicators: We will measure the following five key indicators:

1) Prevalence of vitamin A deficiency (measured by comparing serum retinol to established cut-offs).

2) Prevalence iron deficiency anaemia (measured in two components: elevated TfR (iron deficient) as compared to established cut-offs and low haemoglobin values (anaemia) compared to established cut-offs.

3) Prevalence of iodine deficiency and of iodized salt within households (measured by comparing urinary iodine levels with established cut-offs and by titration of household samples, respectively).
4) Prevalence of zinc deficiency 5) Prevalence of use and levels of consumption of centrally processed foods including sugar, oil, maize meal and complementary foods (measured by the Fortification Rapid Assessment Tool). 
Survey Coordination: The study design, implementation and analyses will be guided by a national steering committee (with representatives from the Ministry of Health , the National Statistics Office, UNICEF and others) , overseen by a study coordinating team, and implemented by a survey coordinator hired expressly for this study. 
Dissemination of Study Results: Three key products will be produced: 1) a detailed study report for professionals working in the field of nutrition and health at the academic and policy level; 2) an easy to read summary for people interested in nutrition and health at international, national and district level; 3) a press briefing kit to assist the press to inform the Malawian population. In addition, we will hold a high-level advocacy meeting to disseminate the results and to create awareness on micronutrient deficiencies, its causes and required programmatic responses and then follow-up with an inter-sectoral program planning meeting. 
Timeline: The estimated timeline is as follows:

	April 2014
	Finalize proposal

Hire National Survey Coordinator

Order supplies

Obtain lists of villages with population size 

Prepare documents for PPS sampling

	May
	Choose clusters 

Arrange  logistics for survey

Pretest all laboratory tests

	June – July
	Communications to villages, schools and district hospitals

Pilot testing of survey

	August
	Two week training 

	September - October 
	Survey implementation and field work 

Data entry occurs as survey is conducted

Biochemical samples are sent to laboratories in XXX and  US

	November - December
	Data analysis

Report writing

	January 
	Dissemination of results


Estimated cost: We estimate that the total cost will be around US$700,000. Probable costs include the following (in US$):
	Survey coordination
	29,834

	Pilot testing
	1,232

	Community Mobilization
	6,342

	Training Costs
	3,094

	Field Work
	108,170

	Total for Lab and Supply Costs
	143,850

	Transportation
	35,000

	Miscellaneous 
	41,300

	Total budget
	700,000



