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1.1
General Description









	The Key Indicators Survey (KIS) tool is designed to:

· Collect population-based impact indicators
· Collect sub-national data (e.g., district, region, etc.)

· Provide data comparable to a national DHS

· Be easy to administer, tabulate, analyze, and report

· Follow USAID’s five health-related strategic objectives

· Be an indicator-driven data collection tool


The Key Indicators Survey (KIS) is designed to help meet the monitoring and evaluation needs of programs involved in population and health activities in developing countries. The questionnaires have been designed to be short and relatively simple, but also to be able to produce indicators comparable to those from a nationally representative Demographic and Health Survey (DHS). Thus, they are population-based (household) survey instruments. The KIS instruments are designed to be used to produce data for small areas—regions, districts, catchment areas—that may be targeted by an individual project, although they can be used in nationally representative surveys as well.

The questionnaires are organized around the five strategic objectives of USAID’s Office of Global Health:

· Family planning (FP)

· Maternal health (MH)

· Child health and nutrition (CH)

· HIV/AIDS (HIV)

· Infectious diseases (ID)
1.2 
Indicators Measured in the KIS

In addition to the performance monitoring indicators adopted by each in-country USAID office, USAID/Washington has developed a list of Common Indicators (USAID, 2005). For each of its five Global Health strategic objectives, USAID formed working groups that recommended specific indicators for their particular program component. The resulting list of indicators was used as a basis for developing the KIS tool, although other indicators were added to this list. 

A list of the 20 indicators which the KIS tool is designed to produce is presented in Table 1.1. The KIS tool is meant to be streamlined and consequently, most of the questions in the standard DHS questionnaires that were not specifically related to the KIS indicators or to important background characteristics of the population surveyed were not adopted into the KIS questionnaires. Nevertheless, some ‘extra’ questions were included and it is possible to obtain indicators that are not listed in Table 1.1 (e.g, reasons for not using contraception, vitamin A supplementation among postpartum women, and proportion of children who are orphaned).
	Table 1.1  List of KIS Indicators

	INDICATOR
	DESCRIPTION

	SO1 FAMILY PLANNING

	1. Total fertility rate 
	Sum of age-specific fertility rates for the 3 years preceding the survey

	2. Contraceptive prevalence rate
	Percentage of currently married women 15-49 years who are using (or whose partner is using) a contraceptive method (either modern or traditional)

	3. Birth spacing
	Percentage of non-first births in the 3 years preceding the survey for which the prior birth occurred 36 months or more before.

	4. Births to young mothers
	Percentage of births in the 3 years preceding the survey whose mothers were under age 18 at the time of birth

	5. High parity births
	Percentage of births in the 3 years preceding the survey of birth order 5 or higher

	SO2 MATERNAL HEALTH

	6. Skilled delivery assistance
	Percentage of births in the 3 years preceding the survey attended by skilled health personnel (doctor, nurse, or midwife)

	7. Antenatal care
	Percentage of women 15-49 who had antenatal care from a skilled health personnel for their most recent birth in the 3 years preceding the survey

	8. Institutional deliveries
	Percentage of births in the 3 years preceding the survey occurring in a health facility

	SO3 CHILD HEALTH

	9. Childhood immunization coverage
	Percentage of children aged 12-35 months who have received all three doses of DPT vaccine (as reported on the card or from mother’s report)


	10. ORT use 
	Percentage of children aged 0-59 months with diarrhea in the previous 2 weeks who received oral rehydration salts or an appropriate household solution (ORT)

	11. Sanitary practices
	Percentage of children under age 5 years whose (last) stools were disposed of safely

	12. Vitamin A supplementation
	Percentage of children aged 6-59 months receiving at least one high dose vitamin A supplement in the previous 6 months

	13. Underweight prevalence
	Percentage of children under 5 years of age who fall below -2 standard deviations from the median weight-for-age of the NCHS/WHO standard 

	14. Exclusive breastfeeding
	Percentage of infants less than 6 months of age who are exclusively breastfed

	15. Drinking water treatment
	Percentage of households that treat drinking water (boil, chlorinate, disinfect, filter)

	SO4 HIV/AIDS

	16. Higher risk sex
	Among women/men aged 15-49 who had sex in the 12 months preceding the survey, percentage who had sex with a non-marital, non-cohabiting partner in the 12 months preceding the survey

	17. Condom use at higher risk sex
	Percentage of women/men aged 15-49 who used a condom at the last sex with a non-marital, non-cohabiting partner in the 12 months preceding the survey

	18. Youth sexual behavior
	Percentage of women/men aged 15-19 who have ever had sexual intercourse

	SO5 INFECTIOUS DISEASE

	19. Household availability of insecticide- treated nets
	Percentage of households with at least one mosquito net, either permanently treated or treated within the previous year

	20. Use of insecticide-treated nets
	Percentage of children aged 0-59 months/pregnant women who slept under an insecticide treated mosquito net the previous night


The list of KIS indicators omits some of the USAID Common Indicators that are too difficult to either collect and/or calculate. These include under five mortality rates, HIV prevalence, anemia prevalence, and unmet need for family planning. Organizations/projects wishing to measure these indicators are welcome to consult the full DHS questionnaires and related documents (see www.measuredhs.com). Similarly, some of the newer Common Indicators relate to ‘equity’ in certain areas, e.g., equity in skilled birth attendance and equity in use of modern contraception. Equity refers to the ‘wealth quintile’ that was developed by MEASURE DHS, which is considered too elaborate for the basic KIS tool; later versions of the tool may include instructions for calculating the wealth quintile.

Finally, some indicators have been modified to be easier to collect and/or less sensitive to small sample sizes. For example, instead of the median age at first sexual intercourse, the KIS tool is designed to measure the proportion of women and men aged 15-19 who have ever had sex. The standard indicator for childhood immunization coverage is based on children age 12-23 months, so as to represent the most recent data for children who should have received the vaccines; however, in order to increase the number of cases, the KIS indicator is based on children 12-35 months, reflecting only slightly less up-to-date data.  

Readers may be interested to know that DHS has developed questionnaires that relate to two of the Strategic Objectives listed above—the AIDS Indicator Survey (AIS) and the Malaria Indicator Survey (MIS)—both of which go into more depth than the corresponding KIS surveys. For example, the AIS collects data on the full set of HIV/AIDS indicators recommended by UNAIDS and the U.S. Government’s President’s Emergency Plan for AIDS Relief (PEPFAR). Readers may also be interested in looking at the Guide to DHS Statistics on the DHS website (www.measuredhs.com), which describes the details of how the main DHS indicators are calculated.
1.3 
KIS Questionnaires

There are six questionnaires for the KIS tool (see Table 1.2). All the questionnaires are in Excel (see Appendix A for the Excel DHS Questionnaire User Guide).
There is one common Household Questionnaire that is designed to fit all five types of surveys, with comments for modifications specific to each type. The main purpose of the Household Questionnaire is to collect some basic information about the population—like age, sex, and education—and to identify the individuals who are eligible for interview with each of the other five questionnaires. The Household Questionnaire also collects data about the housing characteristics (e.g., water source, sanitation facilities, household assets) that may be of interest in themselves, as well as providing data that can be used to assess the relative socio-economic status of the household (wealth quintile).  

Each of the five types of individual questionnaires is aimed at a specific strategic objective and a specific respondent. For example, the Family Planning, Maternal Health, and Infectious Disease questionnaires involve interviewing women aged 15-49, while the Child Health and Nutrition questionnaire is designed for parents or caretakers of all children under age five, and the HIV/AIDS questionnaire is designed for both women and men aged 15-49. It is important to note that all the eligible individual respondents in a household should be interviewed; that is, if there are three women aged 15-49 in a household selected for a Maternal Health Survey, all of them should be interviewed, since selecting only one—even if randomly selected—would require weighting factors to be applied in the analysis. It is also worth noting that the unit of interest for the Child Health survey is all children under five years; however, the respondent is the parent or guardian of the child. It is possible that there might be two children in a household and thus two questionnaires, but only one respondent for both of them.

Each of the KIS questionnaires has color-coded comments, with tan being the color of comments in the Household Questionnaire and comments common to more than one type of questionnaire.

	Table 1.2  KIS Questionnaires

	No.
	Code
	Type
	Respondent
	Color

	1
	HH
	Household
	Any responsible member
	Tan

	2
	FP
	Family Planning
	Women 15-49
	Turquoise

	3
	MH
	Maternal Health
	Women 15-49
	Yellow

	4
	CH
	Child Health
	Parent/Caretaker of child under 5
	Lavender

	5
	HIV
	HIV/AIDS
	Women and men 15-49
	Red

	6
	ID
	Infectious Disease
	Women 15-49
	Pink


It is highly recommended to use questionnaires that have been translated into and printed in all the major local languages in which interviews are expected to take place. Use of translated questionnaires helps to reduce mistakes that can easily arise when interviewers attempt to translate questions on the spot; even small differences of interpretation can destroy the reliability and validity of the final data. As a rough rule, any language group that constitutes 10 percent or more of the sample should have its own translated questionnaire. The need for on-the-spot translation by the interviewer or someone else often cannot be avoided totally, as there may be no adequate language version of a questionnaire for some respondents who fall in the sample. However, the need for on-the-spot translation should be minimized.

Translation is not an easy task and requires both strong linguistic skills as well as an understanding of terms and expressions used in the KIS questionnaires. The recommended approach is that someone who is knowledgeable about the subject matter translates the questions into the required local language (generally the response codes and interviewer’s instructions do not need to be translated). Use of translation services by language institutes or local language radio program hosts is discouraged, as it often leads to wording that is too formal or stilted. Any available translations from a prior DHS or similar survey may be useful. The translated questionnaire then needs to be back-translated into its original language by an independent translator, preferably someone who is not familiar with the survey terms and concepts. It is important that the back-translation is carried out without reference to the original questionnaire, to ensure full independence of the two versions. The next step is that the two translators get together to study the original and the back-translation with a view to resolving discrepancies, often with the help of others.

This process should result in questionnaires that are well understood by respondents interviewed in that language. It is important to remember that the purpose of the translation is to ensure that every respondent is asked the same question. This does not mean however, that translation should be literal. A good translation will transmit the same meaning, although it may not be a word-for-word translation.
The main aim of a good instrument is to minimize the amount of error that occurs when obtaining information in a survey. Interviewers can obtain answers that are both reliable and valid only if they are using well-designed questionnaires. By reliable, we mean that no matter who asks the question or where and when it is asked, the same respondent would most likely give the same answer. Using a well-designed questionnaire, each question is asked in the same way by every interviewer and differences between interviewers will be kept to a minimum. By valid, we mean that the question elicits a response that is true and accurate, and measures what is desired to measure. A good questionnaire should produce valid measures of the things set out to be measured, by helping to ensure that the respondent understands what information is being sought.

1.4
Guidelines on Survey Implementation

Field work design


One of the primary principles of good data collection is to arrange for interviewers to be as similar as possible to the respondents they are interviewing, especially in terms of sex, ethnic group, and if possible, age. This helps create rapport between the interviewer and respondent. Consequently, for the Family Planning, Maternal Health, Child Health and Infectious Disease surveys, female interviewers should be recruited. For the HIV survey, an equal number of male and female interviewers should be recruited. 

It is recommended that the KIS surveys employ a team approach to fieldwork. The advantages of working in teams are many, but the main one is the ability to achieve a higher level of supervision of the work. An additional reason is the need for special means of transportation for most interviewers. In many countries, safeguarding the wellbeing of the field staff is another important reason.

Teams generally consist of one supervisor (team leader) and 3-5 interviewers. In most countries, each team has its own vehicle and is usually accompanied by a driver. The size of the team is sometimes limited by the carrying capacity of the vehicles that will be used. Each team should be organized around a specific language used in the survey.
The supervisor is in overall charge of the team and the daily organization and supervision of the team’s work. The supervisor’s responsibilities include locating the sampled cluster, contacting local officials if necessary, identifying the selected households, assigning work to each interviewer, and reviewing completed questionnaires to ensure completeness and accuracy. He/she is also responsible for locating lodging for the team and maintaining the team vehicle.
Survey manuals


In addition to the survey questionnaires, each KIS survey will require an Interviewer’s Manual (see Section 3). It is important to review the manual and make any comments and changes prior to the training of interviewers. Not only does the Interviewer’s Manual provide guidance for the interviewers, but it also provides structure to the training course.


The DHS program has developed several other manuals that can be of use in the KIS surveys, including a Supervisor’s and Editor’s Manual, Guidelines for DHS Interviewer Training, and the Household Listing Manual.

Pretest

The quality of the KIS survey results depends not only on well-constructed and well-translated questionnaires, but also on careful implementation of every stage of the survey. A pretest is a critical means of testing the translated questionnaires, the skip patterns in the questionnaire, the interviewer’s manual, and other survey procedures. It is also a mechanism for having the senior survey staff gain experience in training field staff prior to the main training course. 
For the pretest, a small number of field staff needs to be trained, usually for 4-5 days. Recruiting interviewers for the pretest who are potential candidates for supervisors in the main survey is highly recommended. This ensures that they have extensive training, that their role as supervisors is established before interviewer training and that there is sufficient staff available to correct and guide the practice sessions and tests that will be done during the main interviewer training. Alternatively, the full complement of field staff needed for the main survey could be trained and then conduct a pretest immediately before the main survey begins. The danger in this approach is that there is less time between the end of the pretest and the start of the main survey to revise and print the final questionnaires and manuals. 

In addition to covering how to fill the questionnaires, trainees need to understand how to locate the selected households, how to create rapport with the respondents and how to handle problems that might arise. Practicing interviews in the classroom with each other and practice interviewing households living close to the training site are important elements in interviewer training (see Guidelines for DHS Interviewer Training, Macro, 2002).
The pretest typically covers 50-100 households and takes less than a week to complete. The pretest should cover a minimum of 25 interviews in each language so as to test the translations. Pretest interviews should be carried out in areas that are not selected for the main survey in order to prevent contamination of the survey results. It is important that the pretest fieldwork follows the same procedures that will be followed during the main fieldwork. Thus, a household listing should be prepared in the practice areas beforehand so that teams become acquainted with following procedures and using their control forms. The senior survey staff should actively supervise all stages of the pretest so that they become familiar with problems that are encountered and can recommend solutions.

The pretest experience is the basis on which the survey questionnaires and manuals are revised. Errors need to be corrected and improvements made on the basis of the work observed during the pretest. Key to this activity is that a running log be kept of all the problems that are found during the training, the practices and the actual interviews. Problems found during the latter can be documented through reports by the survey staff who observe pretest interviews and through a daily debriefing of the pretest interviewers. It is important that all staff involved in the pretest take notes on what they observe.

It is advisable to have a data processing specialist review the questionnaires before they are finalized.

Recruitment of field staff

The quality of the survey will largely depend on the quality of the field staff. Recruitment should take into account the number of staff needed that speak each of the languages in which the survey will be conducted. The number of trainees recruited should be at least 10-15 percent higher than the number needed for fieldwork to allow for attrition and dismissal of candidates who prove to be inadequate. Recruitment should be based on an objective test of the candidates’ abilities. Candidates should be presentable, able to walk long distances, and able to establish good rapport with the people they will need to interview. A good team spirit is a further necessary condition. 

The team supervisor position requires people who can be team leaders. They also need self-confidence, strong motivation and team spirit. 

Field staff training

Interviewer training will be very similar to the pretest training, except that it is generally 6-10 days, partly because of the larger number of trainees. Candidate interviewers should complete at least 5-10 practice interviews in the field during training.

Final selection of interviewers should be based on their performance on a series of written tests as well as on the observation of their performance during practice interviews in the training center and the quality of their field practice interviews. A detailed discussion of training protocols used in the DHS surveys is contained in Guidelines for DHS Interviewer Training, (Macro, 2002).

Field work
The number of interviewing teams to be used obviously depends on the sample size. It also depends on the number of vehicles available, the number of capable interviewers and supervisors that can be recruited, and the number of languages spoken in the country. A further consideration is the desired duration of the fieldwork. Fieldwork should last from 1-3 months. Although a shorter duration may be desirable, it is important to keep the number of interviewers as low as possible in order to facilitate more thorough training and supervision.
Survey teams should be assigned sample areas taking into account languages spoken and other requirements and to ensure that the travel times per team are minimized as much as possible. Generally, teams work 6 days per week and work away from home for several weeks or months at a time.

If an interview is not completed on the first visit, the sampled household or respondent should be contacted up to three times, over three different days, before an interview is classified as nonresponse. It is important that field teams cover the selected households only, with no substitutions. Substitution for households that are not home allows bias to creep into the survey results, since households and respondents who are home are different from those who are not home. Completed questionnaires should be packed, protected from the elements and safeguarded until they can be transmitted to the home office, usually via roving field supervisors that periodically visit each team.
Heavy emphasis on supervision can make a big difference in the outcome of a survey. Experience suggests that without regular supervision and support to the field teams, data quality will suffer. Therefore, several levels of supervision should be employed. It is helpful for the team supervisors to observe interviewers from time to time and important for them to check each questionnaire thoroughly for completeness and accuracy. Moreover, the supervisor is usually responsible for re-interviewing a sub-sample of about 5 percent of selected households to ensure that the initial interview was done and that all eligible respondents were correctly identified.

Further supervision during the fieldwork should be provided by the survey director, field coordinators, and possibly other qualified survey staff.  Teams should be visited in the field on a regular basis to check on the work of the interviewers and supervisors. During this check, at least one or two questionnaires of each interviewer should be scrutinized after the supervisor has reviewed them. This way, both interviewer and supervisor’s mistakes can be caught at the same time.

Data processing

If possible, it is very helpful for data processing to start 1-2 weeks after the start of fieldwork. This allows senior survey staff to review errors and inconsistencies in the questionnaires and alert the field teams to correct them. Data processing programs should incorporate checks for out-of-range codes, inconsistencies, and missing values. A system for backing up data that have been entered and for controlling the flow of questionnaires needs to be developed. Survey managers may want to obtain a copy of the DHS Data Processing Guidelines.


When the data entry has been completed, it will be necessary to make a final review of the dataset, recode some variables, and attach the sample weighting factors. Once the final dataset is complete, the tabulations presented in Section 5 of this manual can be produced. Tabulations from country-specific questions need to be designed in collaboration with the persons/institutions that requested these extra questions.

It is recommended that the tables produced be presented in a brief report with text describing how the survey was implemented and interpreting the survey results. Emphasis on comparison with previous data—especially if the comparison is between sub-national and nationally representative data—can help to place the survey findings in perspective and provide insight into trends over time.
� Age range has been enlarged to expand the sample of children; standard age range is 12-23 months.





iv
iv

