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1. [bookmark: _Toc173918846][bookmark: _Toc173933033]Summary
1.1. [bookmark: _Toc173918847][bookmark: _Toc173933034]Background
In Cox's Bazar, Bangladesh, a population estimated 949,234 Rohingya, a minority ethnic group persecuted in Myanmar, live in refugee camps. While Rohingya refugees have been living in Bangladesh since 1978, in August 2017 heightened persecution in Myanmar led to more than 700,000 people fleeing to Cox's Bazar in the space of a few months (UNHCR, Refugee policy review framework, 2020). This mass migration led to a rapid effort to provide access to water, sanitation and hygiene (WASH) services. However, monitoring and maintenance of this infrastructure has been inconsistent. A study in 2019 revealed faecal coliform contamination in 28% of samples from tube wells and 74% contamination at point-of-use (Mahmud ZH, 2019). The water, sanitation and hygiene (WASH) services in the camps have consistently been inadequate and water-related infection like diarrhoea, acute jaundice syndrome, eye and skin infections are very common among the population of this context.
1.2. [bookmark: _Toc173918848][bookmark: _Toc173933035]Objective
To estimate coverage and quality of water, hygiene and sanitation indicators in all refugee settlements and calculate the prevalence of water-related diseases among the population to guide operational decision-making.
1.3. [bookmark: _Toc173918849][bookmark: _Toc173933036]Methods
A cross-sectional lot quality assurance sampling (LQAS) methodology that uses small sample sizes and allows investigators/managers to classify and prioritize needs in small geographical levels, will be conducted across 33 Rohingya camps. In each camp, nineteen households will randomly selected using probability proportional to size at the camp block level using randomly generated GPS points (created using QGIS/R software) on smartphones to identify households for the survey. We aim for a total sample of 627 participants from 33 Rohingya camps for both universes. This includes 19 residents including parents/guardians of under-five children from each SA. We will use two ‘universe’ population criteria to recruit participants within each SA. First universe: Respondents/residents aged more than 18 years old, from randomly selected households will be interviewed about WASH to understand their practices. Second universe: Parents or guardians of children under five will be interviewed about the health status of a randomly selected child, ideally from the same household as the first target group. Data on access to and quality of WASH services, household practices and health outcomes for children under five years of age will be collected using the KoBoCollect application. 
Crude and weighted averages with 95% confidence intervals will be calculated for each indicator and compared with targets pre-defined by technical experts and humanitarian standards. Chi-square tests will be used to compare the results with those of a similar survey conducted in 2018, 2022, 2023 and 2024.
1.4. [bookmark: _Toc173918850][bookmark: _Toc173933037]Budget plan: 
[bookmark: _Toc482802673][bookmark: _Toc54868971][bookmark: _Toc75780550]It includes proposal writing, ethical clearance, data cleaning, analysis and report writing that will be conducted from September to November 2024. This survey will be done with total cost of 5098 USD.
[bookmark: _Toc482802672][bookmark: _Toc54868970][bookmark: _Toc75780549]
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2. [bookmark: _Toc173918851][bookmark: _Toc173933038]Introduction
2.1. [bookmark: _Toc173918852][bookmark: _Toc173933039]Context
The Forcibly Displaced Myanmar National (FDMN) community has been forced to seek refuge in Bangladesh for many years, with significant periods of influx following violent attacks in Myanmar in 1978, 1991-1992, 2016 and 2017. Today, an estimated 949,234 FDMN live in Cox’s Bazar, Bangladesh, the majority of whom are aged under 18 years (UNHCR, 2024). 
Most FDMN live in 33 extremely congested camps in Ukhiya and Teknaf Upazilas. Each of the camps are divided into multiple blocks, each of which is officially managed by a leader named Majhee (community leader). The governance system for camps is organized by (CiC); headed by the Refugee Relief and Repatriation Commissioner (RRRC). The key responsibilities of RRRC are daily administration, coordination and delivery of services in conjunction with the government law enforce authorities. 
2.2. [bookmark: _Toc110910013][bookmark: _Toc173918853][bookmark: _Toc173933040]MSF presence in the country
MSF has been responding to the Rohingya refugee crisis and the surrounding host community since the beginning of the influx, 2017 (MSF OCA, 2019). Currently, there are three operational sections of MSF working in the ground by providing medical, WASH programs and humanitarian support to the large scale of the population. MSF runs three hospitals, three primary health care centres and one specialized health post, which serve refugees, as well as host community, by providing treatment to over 2,000 patients daily. In addition, as part of emergency preparedness and response, MSF maintains two standby out-break/epidemic (including severe acute respiratory illness) response centres and conducts community event-based surveillance. Inpatient and outpatient services include emergency and intensive care, paediatric care, obstetrics, sexual and reproductive health care, as well as treatment for victims of sexual violence and patients with chronic diseases. MSF also provides technical supports regarding water and sanitation services including Faecal Sludge treatment.
Some of the main health concerns in this population are diarrheal disease, skin diseases, jaundice and dengue, particularly during the rainy season (approx. June –September). The increase in prevalence of diarrhoeal and hygiene-related illnesses are linked to a reduction in water, sanitation and hygiene (WASH) activities in the camps.  Since the start of monsoon 2024, there has been an observable increase in culture confirmed and rapid diagnostic test cases of cholera in Cox’s Bazar, including the host community and mega camp residents. The WASH sector reduced the amount of soap distribution starting from 1 June, from 2 bathing soaps and 1 laundry soap per person per month, to 1 bathing soap and 1 laundry soap per person per month. Together with the continuous reduction in water and sanitation conditions, the camp has also suffered multiple fire incidents and fund reduction in different actors during 2024, which have led to the destruction of households across the camps and partial cessation of services (MSF, n.d.). This has left large number of households highly vulnerable to health concerns due to the loss of their shelters, access to latrines, tap stands and more (MSF, n.d.). In the current context, it is essential to better understand the WatSan situation in order to prioritize future actions.
2.3. [bookmark: _Toc173918854][bookmark: _Toc173933041]Lot Quality Assurance Sampling 
Lot quality assurance sampling (LQAS) was initially developed to provide assessments of manufacturing quality and has since been adapted to the humanitarian context for quick assessment of vaccination coverage, and WatSan conditions (Harding E, 2017). LQAS is a survey methodology that uses small sample sizes and allows classification and prioritization of needs on smaller geographic areas (these areas are called supervision areas (SA) (K., 2013). These supervision areas are usually based on pre-existing administrative areas such as sectors in camps or individual camps such as in Cox’s Bazar. It is a useful method for providing assessments of quality and availability of water and sanitation activities, to identify WASH priorities that require immediate attention and geographical priorities for each. 

Analyzing data against predefined benchmarks is central to the effectiveness of LQAS. This methodology enables the rapid identification of camps or in LQAS terminology SAs that are not meeting program targets, providing actionable insights for program managers. These insights help prioritize interventions and allocate resources focusing on areas with the greatest need (Group, 2008). For example, in a WASH program aimed at improving access to safe drinking water, sanitation facilities and controlling waterborne diseases, an LQAS survey could pinpoint camps lacking adequate latrine infrastructure or proper water distribution maintenance. This information can drive targeted interventions, such as repairing or constructing latrines, ensuring the program addresses the most urgent issues efficiently. 

Beyond its rapid assessment capabilities, LQAS offers significant time and cost advantages over traditional cluster surveys. Its straightforward sampling and data analysis methods yield quick results that local program managers can easily interpret. This allows for immediate program adjustments based on the data collected, enhancing the program's overall impact. The consolidated insights gained from LQAS support program refinement, strengthen reporting and facilitate strategic resource allocation (Robertson SE, 2006).

Nevertheless, LQAS, like any tool, has its limitations. The small sample sizes used, while efficient, can lead to some statistical uncertainty. The small sample size used in LQAS can result in misclassification of adequately performing SAs as inadequate and vice versa. This can result in misallocation of resources. However, this limitation is minimized by choosing a sample size of 19 households per SA and through triangulation of multiple data sources along with the LQAS survey. 
 
2.4. [bookmark: _Toc173918855][bookmark: _Toc173933042]Justification for the survey
Due to a reduction in donor funding for implementers, service provision has significantly decreased. This has resulted in the cessation of WASH infrastructure maintenance and monitoring, as well as a lack of coordinated WASH activities in the camps. By repeating the LQAS survey a fourth time, any progress/changes over the past six years on WatSan indicators can be monitored, particularly in the priority areas highlighted by prior surveys. In addition, further priority areas can be identified for WatSan interventions to improve the living conditions and prevent future outbreaks of communicable diseases across the Rohingya camps.    
In addition to providing a comparison to the LQAS survey conducted in 2018, 2022 and 2023, this LQAS survey will provide multiple benefits below: 
(1) Identification of any gaps still remaining on a global level in the camps, as well as geographical areas facing consistent challenges
(2) Help to shape the WatSan strategy and highlight geographical areas which may need focus or further investigation
(3) Provide insight into the quality of WatSan activities in the Camps included this year with regards to water supply and quality (Teknaf camps have not been included in prior LQAS surveys)
(4) Provide justification for further investigations or activities in new areas
(5) Use as an evidence-based advocacy tool at the WASH sector or camp level coordination
Despite some limitations of the survey method, LQAS has proven to be effective in healthcare programs. Since 2018, LQAS has been regularly conducted in MSF's Cox’s Bazar mission in Bangladesh to identify gaps in WASH interventions within the Rohingya refugee camps. Evidence from a follow-up LQAS survey in 2023, building on the 2022 survey, has provided a clearer understanding of the water and sanitation needs in different geographical areas and camps. The 2023 LQAS survey results included the following findings:
· Water Supply Indicators: On average, the survey area performed below or inadequate the target in this category. However, the calculated score showed a decrease value for the indicator proportion of households that use an improved water source for drinking 94% (95% CI: 92-96%) and a small improvement scored that water was continuously available from habitual water source for last week 49% (95% CI: 44-54%). 
· Water Storage Indicators: The poorest performing indicator in the overall camps for this category were the proportion of households that store water for less than one day 31% (95% CI: 27-32%) and proportion of households whose water was treated with chlorine 54% (95% CI: 50-59%).
· Sanitation Indicators: Unacceptable performing indicator across the surveyed camps for this category were the proportion of male 8% (95% CI: 5-11%) or female 5% (95% CI: 3-8%) FDMN who use an improved sanitation facility including handwashing area with soap and water available. Overall, SAs did not meet the acceptable threshold for households that dispose of children and babies' faeces in an appropriate manner 80% (95% CI: 77-85%)
· Hygiene Indicator: All of the indicators were below the target coverage resulting in inadequate hygiene services except the indicator on female members usingacceptable materials for menstrual hygiene. Among the respondents, 70% (95% CI: 66-74%) of households replied that they had been visited by a hygiene promoter. In terms of female hygiene, 97% (95% CI: 96-99%) of households reported use of acceptable materials for the menstrual hygiene while only 82% (95% CI: 78-85%) responded ever receiving menstrual hygiene products from the distributions. 
· Solid Waste Management Indicator: A few of the indicators were calculated as unsatisfactory. For instance, 15% (11-18%) of households replied on other methods to get rid of their waste and 15% (12-18%) of households had only 1 bucket/garbage bin of 20L. 
The most urgent recommendation from the 2023 assessment was to ensure accessibility to safe and sufficient chlorinated water, latrine maintenance, since all camps fell below the target coverage and overall, approximately below 10% of latrines met the acceptable standards. Additionally, tube well maintenance is of urgent priority since all camps fell below the target coverage for acceptability. Specific camps should receive attention regarding water chlorination, disposal of children’s and babies’ feces and use of surface water.

These findings were primarily used for advocacy purposes, but no major operational changes resulted due to other competing priorities in the mega camp. Further, other precipitating factors such as frequent fires, security concerns and fund reduction have each impacted routine service provision in the camp, all of which have likely led to a deterioration in WASH services.
Triangulating the findings from the community-based LQAS and facility-level disease data from all MSF facilities in 2024 will be instrumental in understanding the true incidence of communicable diseases such as AWD, skin infections and dengue (Anoke SC, 2015). This comprehensive analysis will enable MSF to advocate effectively with partner agencies for preventive measures in a collaborative manner. For example, the 2023 LQAS findings were shared with the health sector, prompting them to conduct an entomological survey in February 2024 across the camps. This survey aimed to identify gaps and provide recommendations to health actors regarding vector control and dengue prevention aspects. Despite the successful conduct of past LQAS in this context, we planned to place a greater emphasis on the training of data collection staff this year to ensure that surveys are administered in accordance with standardized protocols. Furthermore, as this is a fourth follow-up LQAS, various actors are expected to be more sensitized to the methods of data collection, which will aid the interpretation and dissemination of the 2024 LQAS study findings





Figure 1. Map of total number of high priority indicators identified per camp in LQAS 2023 (A) and WHO-notified AWD cases per 10,000 per camp in 2023 (B)
A) Total number of high priority indicators identified per camp in LQAS 2023
B) WHO-notified AWD cases per 10,000 per camp in 2023


3. [bookmark: _Toc173918856][bookmark: _Toc173933043]Objectives
3.1. [bookmark: _Toc482802674][bookmark: _Toc54868972][bookmark: _Toc75780551][bookmark: _Toc173918857][bookmark: _Toc173933044]General objective
· To assess water, hygiene and sanitation indicators in all refugee settlements to guide operational decision-making (targeted intervention and advocacy). 
3.2. [bookmark: _Toc57569346][bookmark: _Toc57572296][bookmark: _Toc57572929][bookmark: _Toc57573064][bookmark: _Toc54868973][bookmark: _Toc54870042][bookmark: _Toc54868974][bookmark: _Toc54870043][bookmark: _Toc236027193][bookmark: _Toc482802675][bookmark: _Toc54868975][bookmark: _Toc75780552][bookmark: _Toc173918858][bookmark: _Toc173933045]Specific objectives
· To estimate the prevalence of water-related diseases among children aged less than 5 years. 
· To compare the findings with those of the 2022 and 2023 LQAS studies. 
· To describe the variation of communicable diseases (acute watery diarrhoea, acute jaundice syndrome, dengue and scabies) across the 33 selected camps using facility-based data from MSF facilities and compare the camp-level results with LQAS findings. 
4. [bookmark: _Toc482802676][bookmark: _Toc54868977][bookmark: _Toc75780553][bookmark: _Toc173918859][bookmark: _Toc173933046]Study Design
The study design is a cross-sectional analysis employing LQAS sampling methodologies. Participants will be selected via random sampling techniques. Since this is a follow-up study, we will use the same methodologies as the LQAS conducted in 2023. Included households will be randomly selected using geospatial sampling. As an additional indicator of WatSan conditions including vector control section across the camps, we will describe the number of cases identified at MSF facilities for specific communicable diseases submitted to WHO data collection systems such as Early Warning Alert and Response System (EWARS), including acute watery diarrhoea (AWD), acute jaundice syndrome (AJS), dengue and scabies or skin infections in 2023-2024. 
5. [bookmark: _Toc75780554][bookmark: _Toc173918860][bookmark: _Toc173933047]Survey area and period
Thirty-three camps will be included in this LQAS survey (see Table 1).  LQAS data collection will start in September 2024 and will continue for 2-3 weeks until selected household across all camp areas have been included. For the secondary objective, retrospectively collected MSF Facility data from 2023 to the end of the study period for LQAS 2024 data collection will be used. 
6. [bookmark: _Toc75780555][bookmark: _Toc173918861][bookmark: _Toc173933048]Target population
[bookmark: _Toc157578584][bookmark: _Toc160255443][bookmark: _Toc66896174][bookmark: _Toc75780556]Residents of the 33 camps in Cox’s Bazar (1E, 1W, 2E, 2W, 3, 4, 4 ext, 5, 6, 7, 8E, 8W, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 20, 20 ext, 21, 22, 24, 25, 26, 27, Kutupalong RC and Nayapara RC) representing the all Rohingya refugee population living in this context (Figure 2). Together, these camp areas make up all the FDMN population residing in Cox’s Bazar according to April 2024 United Nations High Commission for Refugees (UNHCR) population estimates (Table 1; Figure 2). For the LQAS survey primary objective, the study population is all households selected for the survey in the 33 camps in Cox’s Bazar and children aged under five years for the second specific objective, because they represent the most vulnerable group of the total population for WatSan-related diseases.
[bookmark: _Toc173918862][bookmark: _Toc173933049]6.1. Inclusion and exclusion criteria
LQAS:
A person will be included in the LQAS survey if they satisfy the following criteria:
· More than 18 years old person, living in the randomly selected household, defined as among the group of people who sleep under the same roof (i.e., in the same shelter). If there are children under five years of age in the selected household, we will include one of them. If there are two or more eligible children in a household, one will be randomly selected. In this way, we will ensure that every child has the same probability of being selected; and 
· Informed consent has been given by the head of the household (see annex. 17.1 for details on the informed consent form)
A person will be excluded from LQAS data collection if they refuse to participate in the study, or if we are unable to locate the participant after two attempts. Parents or guardians will be asked to complete the survey on behalf of their child. 
MSF Facility data analysis:
For the secondary objective to assess case numbers of pre-specified diseases across camps, we will include data from patients who sought care at all MSF facilities operated by all MSF sections starting from week 1 of 2023 to the end of the LQAS data collection period in 2024. Patients will be excluded from this analysis if they do not reside within the catchment camps, or if there was no adequate record of patient origin on their patient data (i.e. to camp or block level). 

7. [bookmark: _Toc75780557][bookmark: _Toc173918863][bookmark: _Toc173933050]Definitions
[bookmark: _Toc534021526][bookmark: _Toc534027211][bookmark: _Toc534027325][bookmark: _Toc173918864][bookmark: _Toc173933051][bookmark: _Toc75780559]7.1 Household
A household is defined as a group of people who slept under the same roof the previous night. If there are children under five years of age in the selected household, we will include one of them. If two or more eligible children are found in a household, one will be randomly chosen. In this way we will ensure that every child has the same probability of being selected.
[bookmark: _Toc173918865][bookmark: _Toc173933052]7.2 Parent/guardian
A parent/guardian is defined as the household member who is aged ≥ 18 years who cares for the child <5 years, is present at the time of the survey and can provide accurate information on all questions asked to the selected child and is present at the time of the survey. 
8. [bookmark: _Toc67329152][bookmark: _Toc75780560][bookmark: _Toc173918866][bookmark: _Toc173933053]Sample size and sampling 
[bookmark: _Toc75780561][bookmark: _Toc173918867][bookmark: _Toc173933054]8.1 Sampling plan
For objective 1 (LQAS component), two populations, or ‘universes’, will be sampled. The first universe will be made up of households and the second universe of parents/guardians of children aged <5 years. The first universe will be used to obtain information regarding water, sanitation, and hygiene. The second universe will be used to obtain the prevalence of diarrhoea, acute jaundice as well as eye and skin infections among children <5 years. 
[bookmark: _Toc482802679][bookmark: _Toc54868980][bookmark: _Toc75780562][bookmark: _Toc173918868][bookmark: _Toc173933055][bookmark: _Ref333873774]8.2 Sampling frame
The sampling frame will include the households of the 33 camps (as listed in table 1) in 2024. The most recent comprehensive population data collected by the UNHCR will be used for April 2024 (UNHCR, Operational data portal, 2024). The camps are sub-divided into blocks and sub-blocks. Responsibility for assembling the sampling frame will be with the Principal Investigator (PI) and members of the Research team, the Epidemiology Advisor (Study Coordinator) and technical support provided by GIS specialist. 
[bookmark: _Toc54883556][bookmark: _Toc54883706][bookmark: _Toc54884411][bookmark: _Toc482802680][bookmark: _Toc54868981][bookmark: _Toc75780563][bookmark: _Toc173918869][bookmark: _Toc173933056]8.3 Supervision areas (SAs)
The sampling frame is all households of Rohingya refugee camps based on GIS mapping in each camp. The camps are divided into blocks and they are situated in Ukhiya and Teknaf upazila, Cox’s Bazar. Each camp or supervision area (SA) is a performance area with water and sanitation responsibility covered by different WASH actors. The individual areas will be evaluated separately using LQAS to make management and programmatic decisions. The 19 sampling points for each supervision area and the weighting of the combined average population will be introduced. The 19 interview locations (household) in each SA are selected using Probability Proportional to Size (PPS) sampling. The probability of a household being selected is proportional to the population size within the blocks of each SA/camp. Responsibility for assembling the sampling frame will be with the Principal Investigator (PI), Epidemiology Advisor (Study Coordinator) and technical support provided by MSF from GIS Unit, Manson Unit, MSF-UK.

Table 1. Population of all 33 Rohingya camps, April 2024 estimates*
	No. 
	Supervision area
	Population*, 2024

	1
	Camp 1E
	42,997

	2
	Camp 1W
	39,917

	3
	Camp 2E
	27,389

	4
	Camp 2W
	25,387

	5
	Camp 3
	37,576

	6
	Camp 4
	34,328

	7
	Camp 4 Extension
	8,886

	8
	Camp 5
	27,698

	9
	Camp 6
	26,280

	10
	Camp 7
	40,262

	11
	Camp 8E
	32,405

	12
	Camp 8W
	33,544

	13
	Camp 9
	36,316

	14
	Camp 10
	31,743

	15
	Camp 11
	32,837

	16
	Camp 12
	29,044

	17
	Camp 13
	45,550

	18
	Camp 14
	35,437

	19
	Camp 15
	57,922

	20
	Camp 16
	22,598

	21
	Camp 17
	19,139

	22
	Camp 18
	30,636

	23
	Camp 19
	27,085

	24
	Camp 20
	8,610

	25
	Camp 20 Extension
	11,551

	26
	Camp 21
	16,841

	27
	Camp 22
	23,638

	28
	Camp 24
	26,983

	29
	Camp 25
	9,069

	30
	Camp 26
	41,470

	31
	Camp 27
	17,708

	32
	Kutupalong RC*
	18,102

	33
	Nayapara RC*
	24,748


[bookmark: _Toc54869066][bookmark: _Toc54870135]
*Population estimates provided by UNHCR. Available at: https://data.unhcr.org/en/documents/details/108558 [accessed: 16-07-2024
Figure 2. Area map of all Rohingya catchment camps in July, 2024


[bookmark: _Toc482802682][bookmark: _Toc54869068][bookmark: _Toc75780564][bookmark: _Toc173918870][bookmark: _Toc173933057]8.4 Area coverage 
The LQAS sampling methdology requires 95 survey sites or greater (clusters) in order to calculate the performance of indicators at the project level. Some catchment area camps (e.g., camp 15) have higher population counts compared to other camps and therefore the results of each SA will be weighted to avoid giving too much influence to SAs with smaller population sizes and too little influence to SAs with larger population sizes. In order to determine prevalence and coverage of the indicators at a program level, responses from all 19 respondents in each camp for both universes will be calculated. We will sample 19 residents including parents/guardians of under-five children from each camp as a total of 627 participants. Using population data from each supervision area, a crude average coverage or prevalence will then be calculated for the entire camp and a weighted average coverage or prevalence for each. Using a sample size of 19 for each supervision area keeps the α and β errors at less than 10%; the chance of wrongly classifying an SA as either unacceptable or acceptable (JJ, 2002) (Hedt BL, 2008).
[bookmark: _Toc57569355][bookmark: _Toc57572305][bookmark: _Toc57572941][bookmark: _Toc57573076][bookmark: _Ref394745916][bookmark: _Toc482802683][bookmark: _Toc54869069][bookmark: _Toc75780565][bookmark: _Toc173918871][bookmark: _Toc173933058]8.5 Supervision area classification 
Supervision areas in this document refers to camp boundaries. All camps have their own CiC. The responses of the 19 households and 19 parents/guardians of children aged <5 years will be used to classify each of the supervision areas according to two decision rules (DRs). These DRs will be calculated using a LQAS table (see annex 17.6). 
One DR will be set according to the crude average coverage and the second DR will be set according to a target coverage (previously established by the WatSan team and used in 2023 LQAS survey). The target coverage is the upper threshold that helps to identify high or acceptably performing SAs. Typically, the lower threshold is defined as 30% below the upper threshold, which helps to identify lower performing SAs. For comparability, this target will be the same as it used in the previous LQAS surveys conducted in 2018, 2022 and 2023. 

The data will allow for a three-way prioritisation:
1) High priority - those that have not met the DR for either the average coverage or target coverage.
2) Medium priority - those that have not met the DR for the target coverage only. 
3) Low priority - those that have met both DRs, i.e. they are higher than the average and target coverage.
[bookmark: _Toc54883561][bookmark: _Toc54883711][bookmark: _Toc54884416][bookmark: _Toc482802684][bookmark: _Toc54869070][bookmark: _Toc75780566][bookmark: _Toc173918872][bookmark: _Toc173933059]8.6 Sampling Strategy 
Simple random sampling (geosampling) will be used to identify the 19 households within each SA. 
Stage 1: identification of blocks
As population data are available at the block level of the supervision area (camp), probability proportional to size will be used to adjust the sampling taking into consideration the relative population size of the blocks. The number of blocks per camp and blocks population size are available from information supplied recently by UNHCR during April 2024 (Table 1).

[bookmark: _Toc482802685][bookmark: _Toc54869071]Stage 2: Identification of households
Maps of the camps and their blocks will be used to generate sample points (using a random point generator) of x-y coordinates in each SA, excluding all known non-residential uses from the sampling area. 
The PI and GIS specialist will download the predetermined x-y coordinates, or waypoints, for surveying onto smartphones with GPS functionality using OsmAnd. Interviewers will be trained in the use of smartphones and OsmAnd to find waypoints in the camps and locate the nearest household for interview. 
[bookmark: _Toc482802686][bookmark: _Toc54869072]Stage 3: Identification of the individual to be interviewed 
Once a household is randomly selected in a block, the data collector will request the head of the household (or the adult member of the household best able to answer questions related to water, hygiene, and sanitation access and behaviours) to participate in the survey. If there is no adult available, the team will go to the next nearest household (closest door to the left). We will choose the best time to visit households to maximise our chances of finding an adult at home via the pilot study and through discussions with community health workers.  After completing the household questionnaire (universe 1), if there is a parent/guardian of a child <5 years of age living within the same household and the parent/guardian agrees to participate, the parent/guardian questionnaire (universe 2) will also be administered. If not, the team will go to the next nearest household (to the left), until a parent/guardian of a child <5 years is identified. In this way, more than 19 questionnaires for universe 1 may be completed in a supervision area to ensure that at least 19 questionnaires for universe 2 are completed. If the parent or guardian has more than one child <5 years, one will be selected at random using a random number generator built into the KoBoCollect questionnaire. 
9. [bookmark: _Toc57572313][bookmark: _Toc57572949][bookmark: _Toc57573084][bookmark: _Toc57572314][bookmark: _Toc57572950][bookmark: _Toc57573085][bookmark: _Toc57572315][bookmark: _Toc57572951][bookmark: _Toc57573086][bookmark: _Toc57572316][bookmark: _Toc57572952][bookmark: _Toc57573087][bookmark: _Toc57572317][bookmark: _Toc57572953][bookmark: _Toc57573088][bookmark: _Toc57572318][bookmark: _Toc57572954][bookmark: _Toc57573089][bookmark: _Toc57572319][bookmark: _Toc57572955][bookmark: _Toc57573090][bookmark: _Toc57572320][bookmark: _Toc57572956][bookmark: _Toc57573091][bookmark: _Toc57572321][bookmark: _Toc57572957][bookmark: _Toc57573092][bookmark: _Toc57572322][bookmark: _Toc57572958][bookmark: _Toc57573093][bookmark: _Toc57572323][bookmark: _Toc57572959][bookmark: _Toc57573094][bookmark: _Toc57572324][bookmark: _Toc57572960][bookmark: _Toc57573095][bookmark: _Toc57572325][bookmark: _Toc57572961][bookmark: _Toc57573096][bookmark: _Toc57572326][bookmark: _Toc57572962][bookmark: _Toc57573097][bookmark: _Toc75780567][bookmark: _Toc173918873][bookmark: _Toc173933060][bookmark: _Toc482802691][bookmark: _Toc236027202][bookmark: _Toc75780568]Data collection
[bookmark: _Toc173918874][bookmark: _Toc173933061]9.1 Questionnaire – data collection
Authorities and communities (such as CiCs, Majhees, religious leaders, opinion makers) in the study area will be consulted about the purpose of the study, an information sheet will be provided, and their approval will be sought. Before data collection, the principal investigator or an appropriate member of the research team will sit respectfully with CiCs, Majhees and religious leaders and explain the objective of the study and what to expect from the results.
In the households randomly selected according to the above methodology, the interviewer team will explain the purpose of the survey to the head of the household in the language he or she is familiar with. Verbal consent will be obtained to conduct the interviews (see annex 17.1 for the informed consent form). If they decline to participate this will be accepted, written down and the next household approached; the number of household refusals will be noted, and a household participation ratio included in the study report. 
Data will be collected using two questionnaires (one for each universe) to classify the [camps/sectors] based on a selected set of WatSan indicators (see annex 17.4). The questionnaire will be translated into (Chittagonian) local dialect by a professional and later back-translated by a different person to ensure quality of the translation.
The indicators and questions have been reviewed and edited by the MSF-OCA WatSan and Epidemiology team in Cox’s Bazar. Small modifications in phrasing are expected from field-testing the questionnaire in order to adapt the questions to the specific contexts. 
To maintain confidentiality interviews will be conducted in the dwelling if possible or one preferred by the respondent to attempt to provide privacy for the household. No identifying individual data will be collected for this survey (i.e. names of respondent, phone numbers or household numbers) maintaining confidentiality of the information gathered. All survey data will be securely stored on MSF’s KoBoToolBox server or internal SharePoint, with limited protected access and analysis conducted only by the Epidemiologists.  
The 2024 LQAS questionnaire will be based on questions included in the 2023 questionnaire and any additional questions will be selected from the pre-approved list. The 2023 LQAS questionnaire was originally adapted from LQAS that were previously conducted in Cox’s Bazar and in Bentiu Protection of Civilians camp (South Sudan) and will be developed in an electronic format using KoBoCollect (OCA, 2017) (MSF OCA, 2019). Encrypted smartphones will be used for data collection by a team of trained interviewers using these electronic forms.
[bookmark: _Toc66896190][bookmark: _Toc75780569][bookmark: _Toc173918875][bookmark: _Toc173933062]9.2 Variables to collect
The following categories of data will be collected: (1) demographics; (2) water supply; (3) water storage and safety; (4) hygiene including menstrual hygiene; (5) latrines and sanitation; (6) solid waste management; (7) vector control; and (8) water borne disease indicators. See annex 17.3 for the indicators. 
10. [bookmark: _Toc173918876][bookmark: _Toc173933063]Trainings of the survey team
To ensure the data quality of the survey, three days training in Rohingya- Chittagonian as this is the MSF local working dialect will be conducted at Rubber garden-MSF facility beside camp 7, prior to the final data collection. A total of 24 Rohingya surveyors, including 5 national supervisors and 4 Rohingya team leaders, will complete the training. 
Survey members will be formed into teams. All the participants will be assessed with a pre-test at the beginning of the training and a post-test at the end of the training. Responsibilities, including the role of team leader, will be assigned at the end of the training depending on the test results.
The training discussions will cover the main purpose of the LQAS survey and the key WatSan indicators, with a special focus on standardizing data collection for subjective questions, possibly through the development of a script for surveyors. In addition, the training will include the criteria and steps for random household selection as well as use of selected data collection tools and explanations of each team member’s role. Finally, the training will also cover ethical issues according to the protocol: informed consent, privacy and confidentiality (Valadez JJ, 2007)

[bookmark: _Toc173918877][bookmark: _Toc173933064]10.1 Pilot survey
A pilot survey will be conducted in an area not included in the survey. Each team will visit two households (12 teams= 24 households), the questionnaire will be administered to the head of the household and where possible, the health status of one eligible child in these households will be completed.
Data will be entered into the KoBoCollect application. The survey manager and an experienced MSF technical adviser will supervise all stages of the pilot test. A feedback session which will address the complete team, as well as individual surveyors, will be held in group for the whole day. The weaknesses will be corrected and equipment improved, if necessary, before the beginning of the actual survey (e.g. questionnaires too long or too difficult to understand. Adjustments regarding team leaders/supervisors for various teams will be made afterwards. Data collected from the pilot survey will be excluded from the main study.

11. [bookmark: _Toc54883572][bookmark: _Toc54883722][bookmark: _Toc54884427][bookmark: _Toc54883573][bookmark: _Toc54883723][bookmark: _Toc54884428][bookmark: _Toc482802692][bookmark: _Toc54869077][bookmark: _Toc75780570][bookmark: _Toc173918878][bookmark: _Toc173933065]Data management, entry and analysis 
For the LQAS, data will be collected using an electronic questionnaire and will be entered into the KoboCollect mobile application by trained teams of data collectors. 
All data will be anonymous (no names or other personal identifiable information will be collected) and electronic files stored will be on MSF’s secure KoBoToolbox server. The participants in the survey will be identified by a serial number and no identifiable or sensitive information is recorded in the LQAS survey. These measures will ensure anonymity. Furthermore, only study investigators will have access to these data files. Data cleaning will be done to check for inconsistencies in data entry and responses. 
Data collected using KoBoCollect will be stored on MSF’s cloud server for a period of five years. For analysis purposes, a download of the final database will be made, and the database will be stored on MSF SharePoint servers or country management level for processing and analysis. Access to the database will be restricted to the co-investigators of the study and the medical coordinator. After five years, the electronic database will be archived. 
[bookmark: _Toc75780572][bookmark: _Toc173918879][bookmark: _Toc173933066]11.1 Data analysis
Data analysis will be undertaken using Microsoft Excel and mapping visualisation in R. LQAS methodology allows for data to be analysed both at the project catchment area and SAs. At SA level the data will be tabulated using the LQAS Generic Health Results Excel Sheet. For the data analysis of the project catchment area, the same Excel spreadsheet will be used. The responses of the households and parents/guardians of children aged less than five years will be used to:
1) Determine the crude coverage per indicator per SA.
2) Determine the crude average coverage per indicator for the whole catchment (project) area by combining the data from all 33 SAs.
3) Calculating the weighted average coverage (and 95% confidence intervals) per indicator for the whole catchment. To produce the weighted average, the number of correct responses per SA will be weighed according to the population size of each SA.
4) Classify each of the supervision areas according to two DR’s. One DR will be set according to the crude average coverage and the second DR will be set according to a target coverage. This target has been agreed upon after discussion with WatSan Advisor and WatSan coordinator (see annex 17.3). The SA will then be classified into three categories: high, medium and low.
5) Maps of each indicator by camp will be produced, comparing the results from years 2018, 2022, 2023 and 2024 in the areas studied. These results will be used to understand if any progress has been made on any of the indicators in the past years. 
6) Each camp will be categorized as high, medium or low priority based on the LQAS indicators.
For the secondary objective to describe the regional presence of facility-based disease across included camps, we will describe the numbers of patients diagnosed with each selected disease or health event (AWD, AJS, Dengue or Scabies/skin infections) at an MSF facility by place of residence. Where feasible, we will describe the cumulative disease counts by patient residence to camp or block level (if data permits). 
12. [bookmark: _Toc66979510][bookmark: _Toc66979776][bookmark: _Toc67310511][bookmark: _Toc67329167][bookmark: _Toc160255463][bookmark: _Toc236027224][bookmark: _Toc482802693][bookmark: _Toc54869078][bookmark: _Toc75780573][bookmark: _Toc173918880][bookmark: _Toc173933067]Ethical issues
The survey will be conducted in accordance with the World Medical Association Declaration of Helsinki, Ethical Principles for Medical Research Involving Human Subjects (2013) and the 2016 International Ethical Guidelines for health-related research involving humans ((CIOMS), 2016). As with all community activities, any sick individual will be referred for free health care at the nearest health facilities of that household.
The Principal Investigator is the overall responsible for ethical compliance of the study. Access to data will be regulated and limited to the minimal number of people who need to know for making decisions (subsidiarity). All survey records and data will be kept confidentially under lock and key and/or electronic password protection, as appropriate and in accordance with local data protection laws. At the end of the recommended storage period, the data will be destroyed in accordance with local data protection laws.
Community leaders and CiCs in the survey area will receive written notification to conduct the survey in their community. Written permission will also be sought from the Department of Public Health Engineering (DPHE) and from the Refugee Relief and Repatriation Commission (RRRC). MSF-OCA commits to sharing survey results with everyone who has participated in the survey. The local community will be informed of the results of the survey through this local network of community leaders.
[bookmark: _Toc75780575]The concept note has been approved by the MSF OCA research committee.  The protocol has been approved by the MSF-OCA research committee, MSF ERB and MSF-OCA Health program manager (HPM) to get the final approval. Prior to data collection, the local approvals from RRRC and Civil Surgeon in Cox’s Bazar will be obtained and then an acknowledgement letter will be shared with each individual CICs based on the supervision areas.  
[bookmark: _Toc173918881][bookmark: _Toc173933068]12.1 Expected risk and potential benefits
Risks:  Potential risks to the community are expected to be minimal. Asking the head of household for details regarding water, sanitation, hygiene services and behaviors may be considered intrusive. This can be mitigated by using local staff, providing careful training on interview techniques, and offering a clear explanation of the purpose of the survey. In the past, the responsible parties for camp management, or camp-in-charge (CiCs), have temporarily interrupted WatSan activities for various reasons, although no permanent closure or ban of any activities have taken place. To ensure cooperation, Refugee Relief and Repatriation Commission (RRRC), the organizational body of the CiCs, will be invited to collaborate on this survey. The context could become unstable or weather conditions may worsen such that some areas become inaccessible. This will be monitored and responded to appropriately. Similarly, insecurity might cause the survey to be delayed, interrupted, or cancelled; this cannot be predicted in advance. There is no risk to the survey participants as no identifying data are collected and the GPS coordinates are not retained with the survey data. However, there is some intrusion on the privacy of the household, which some households may find uncomfortable. Our interviewers will be trained to ensure privacy and help people feel comfortable.
[bookmark: _Toc75780576]Benefits:  The results of this survey will enable MSF to develop a targeted approach to addressing the most pressing WatSan needs throughout the camps and will allow us to assess areas of improvement since the previous 2023 LQAS survey. Depending on the results, potential actions by MSF may include increased targeted advocacy within the WASH sector for improved water and sanitation activities, installation or maintenance of water supply networks and / or tube wells; latrines; soap distributions etc. to reduce the risk of waterborne disease outbreaks.
Agreement for this study will be obtained from the RRRC as well as the CC personnel and the DPHE. Their approval is essential to run any research activities within the camps. In addition, the protocol will be shared with the WASH sector coordinator and other relevant WASH actors to inform them of this activity.
[bookmark: _Toc157578604][bookmark: _Toc160255464][bookmark: _Toc236027225][bookmark: _Ref323900481][bookmark: _Toc482802694][bookmark: _Toc54869079][bookmark: _Toc75780577][bookmark: _Toc173918882][bookmark: _Toc173933069][bookmark: _Toc236027216]12.2 Obtaining informed consent
Prior to their involvement, all participants will be given detailed information about the objectives and methods of the LQAS survey. Their consent to participate is voluntary and they can change their mind about participating and/or terminate the interview at any point. We will explicitly clarify that participation is in no way linked to receiving (or not receiving) services or other benefits. Verbal consent will be sought from study participants, as this is a low-risk study.  
[bookmark: _Toc75780578][bookmark: _Toc173918883][bookmark: _Toc173933070]12.3 Confidentiality and privacy
Privacy and confidentiality for the participants will be ensured both during and after the conduct of the survey.  All participants included in the study will have the investigations explained to them in a language with which they are familiar. Everyone approached for the study is completely free to participate or not. To ensure confidentiality, all data will be kept private and confidential. No personal identifiable information will be collected on the participants, and the GPS coordinates will not be linked with the survey data.  All data will be stored, and password protected on our secure Microsoft SharePoint Mission and project-specific operational research folder. We will restrict access to those that need to use the data.  Participants will be informed that if anyone in their household member is sick with a suspected immediately reportable disease that we will be required to inform the Ministry of Health of their names for any follow-up actions.
[bookmark: _Toc75780579][bookmark: _Toc173918884][bookmark: _Toc173933071]12.4 Respect for study participants
Authorities and communities (such as CiCs, Majhees, religious leaders, opinion makers) in the study area will be consulted about the purpose of the study, an information sheet (see annex 17.2) will be provided, and their approval will be sought. Additionally, the participant’s information sheet will also be introduced to have clear understanding about the objectives of the study. MSF-OCA commits to sharing study results with everyone who participated in the study. The local community will inform the best mode to share knowledge visually through posters or similar means in places where this best demonstrates the results. 
[bookmark: _Toc173918885][bookmark: _Toc173933072]12.5 Collaboration
This survey will be carried out and funded by the MSF OCA. It oversees the filed activities of the study, the analysis and report writing. Study results will belong to MSF OCA and share with respective WASH partner agencies including RRRC, Health Sector and MoH. 
13. [bookmark: _Toc75780580][bookmark: _Toc173918886][bookmark: _Toc173933073]Implementation of the study in the field
[bookmark: _Toc178049781][bookmark: _Toc110910050][bookmark: _Toc173918887][bookmark: _Toc173933074][bookmark: _Toc75780581]13.1 Selection and tasks of the study teams
The task of the interviewers is to collect the necessary data for the study. 24 interviewers will conduct the survey, paired into twelve teams of two that are balanced by age and gender. There will be four Rohingya team leads supporting the twelve teams during the data collection process. A two-day training session will be carried out to ensure that the data retrieved are of high quality and that the principles of random sampling are maintained. 
The main roles and responsibilities of each member of the team and their core functions will be as follows: the team leader will be responsible for introducing the team and the survey objective to local officials, filling in the LQAS questionnaire, checking material and preparing the needs for the next day. 
Before leaving each household and going to the next household, the team will check the questionnaires to verify if there are some items not properly completed. The team will thank the household following every visit. 
General selection criteria for all interviewers:
· Able to read and write the MSF local working dialect such as Chittagonian
· Understand  the local language e.g., Bengali 
· Available for the ENTIRE time of the study 
· If necessary, willing and able to work on weekends and holidays during the survey time
· Good physical condition (able to walk long distances)
· Motivated to participate in the study
· Have no known conflict of interest 

[bookmark: _Toc178049784][bookmark: _Toc110910051][bookmark: _Toc173918888][bookmark: _Toc173933075]13.2 Supervision
The teams will be supervised by the principal investigator and the five national team supervisors. The principal investigator is responsible for the final version of the protocol, overall quality of the survey and data analysis and the final report. 
The principal investigator will ensure that the following tasks are performed:
· Preparation of all necessary documents (protocol, questionnaires, informed consent forms) for the study
· Secure the necessary local approvals (including that of the local ethics committee if needed)
· Preparation of the field component of the study (training of the study teams, logistics, materials) together with the MSF team in the field
· Follow-up of the field component of the study
· Data entry
· Data analysis
· Report writing
· Ensuring ethical compliance during implementation of the study through supervision and training
Each supervisor will be responsible for the close supervision of 6 teams. The household selection process will be strictly followed up by the supervisors and the survey manager to ensure a good performance and random selection.
[bookmark: _Toc173918889][bookmark: _Toc173933076][bookmark: _Toc482802696][bookmark: _Toc54869081][bookmark: _Toc75780583]13.3 Suggested MSF support in the field 
[bookmark: _Toc482802697]Where possible, the survey team will take support from the existing outreach teams to conduct this study. However, if needed, individuals who have previously been hired to assist MSF with surveys and surveillance activities, they will be recruited for this survey. In addition, previously hired staff from the camps outside the mega camp will also be hired to collect data in those camps.  Survey teams will travel together from the MSF Kutupalong or Balukhali health facility to the area being surveyed. Survey teams will be selected with a preference for residents of the camp areas being covered by the survey.  
[bookmark: _Toc75780584][bookmark: _Toc173918890][bookmark: _Toc173933077]13.4. Study timeframe and planning
Four teams will conduct surveys in the same SA each day and therefore three SAs should be completed every day for a total of twelve working days of data collection. However, three extra days for data collection have been built in to allow for unexpected circumstances. 




	Task
	Responsibility
	Aug
	Sept
	Oct
	Nov
	Dec

	
	
	Wk 1
	Wk 2
	Wk 3
	Wk 4
	Wk 5
	Wk 1
	Wk 2
	Wk 3
	Wk 4
	Wk 1
	Wk 2
	Wk 3
	Wk 4
	Wk 5
	Wk 1
	Wk 2
	Wk 3
	Wk 4
	Wk 5
	Wks 1-2

	Submission of protocol to MSF Research committee
	Study coordinator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Submission of protocol to HA
	Study coordinator/PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ethical clearance
	Study coordinator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Local approvals (RRRC and CiC)
	PI, BKL PC, IST country representative 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Recruitment of data collectors
	PI/Research team
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Training of data collectors
	PI/Research team
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pilot study
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Data collection
	PI/Research team
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Data analysis
	PI/Study coordinator/Research team
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Writing report
	PI/Study coordinator/Research team
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



14. [bookmark: _Toc173918891][bookmark: _Toc173933078]Logistics
[bookmark: _Toc173918892][bookmark: _Toc173933079]14.1 Supplies
All the supply materials for the conduct of the study will be purchased by the Balukhali project supply team. LQAS questionnaires and informed consent forms are developed by the principal investigator. Photocopies of all necessary documents will be done in MSF OCA Ukhiya office. A computer record entry form will be prepared by the principal investigator.
Table 2: Supplies needed for the field part of the LQAS study, Ukhiya, Cox’s Bazar, Bangladesh, 2024
	Item
	No. needed per team
	No. needed for 12 teams

	Smart phones
	1
	12

	Vests, arm bands 
	2
	24 + 4= 28 (surveyors and team leads)



[bookmark: _Toc110910056][bookmark: _Toc173918893][bookmark: _Toc173933080]14.2 Transport needed
At least two to three MSF vans will be needed and planned for the movements to reach to the camp locations per day where the survey will be carried out. Without security constraints 2-3 study teams working the same day on the same geographical camp can use the same car. The study teams will be dropped in their respective areas in the morning and collected in the evening.
15. [bookmark: _Toc173918894][bookmark: _Toc173933081]Dissemination plan
The findings of the survey will be compiled in a draft report by the Epidemiologist and presented to the MSF-OCA project team for comment and inputs. Data will be in aggregate form, as each SA will be reported either as meeting thresholds or not, for each indicator. Additionally any relevant data that can be extracted out of the indicator if it can support a better understanding of the wash situation and if measures could be proposed to compensate potential gaps. From this, a final version will be circulated among field and coordination teams. 

The results from this survey will be presented to various partners. The first one would be the WASH cluster to reach a wide audience of key actor’s coordinators. The study will complement other assessments (structural/quantitative) already completed to present a holistic vision of the WASH indicators highlighting the gaps and identify recommendations. MSF is already seen as a partner with credible expertise therefore our analysis can support the design of WASH sector strategy and guidance. With the support of the WASH sector, the next step, according to the recommendations, will be to advocate directly with the concerned actors in bilateral. Those discussions will be much more practical rather than the overview proposed to the WASH sector assembly. The objective would be to reach accountability and timely response from them. The main findings will be also communicated to the community leaders e.g., majhee, imam, schoolteachers. The purpose here is to give feedback to the beneficiaries so they not only participate but also receive the outcomes of the assessment. Raising awarness may lead to receiving more feedback and reports from their part through our humanitarian officer for instance. Results and recommendations generated will also be communicated to the district level stakeholders e.g., Civil Surgeon and RRRC to facilitate further requests and potentially use their leverage to increase accountability. 

MSF-OCA will advocate that SAs that do not meet the threshold for any indicator should be prioritised for WASH interventions and recommendations made to the agencies responsible for WASH in the SA to advance equity in access to and quality of WASH facilities. Currently, there is no plan to publish results beyond the local audience for operational decision-making, however, there is a possibility to use them publicly in the future. 
[bookmark: _Toc75780587]
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17.1 [bookmark: _Toc173918897][bookmark: _Toc173933084]Verbal consent form
For head of the household
Title: Assessment of water, sanitation, hygiene services and waterborne disease prevalence among the Rohingya Refugee population in all 33 camps, Cox’s Bazar, Bangladesh: a follow-up study, 2024:
Please: Administer/Read the information sheet before seeking consent

I have read/heard the information sheet concerning the survey entitled Assessment of water, sanitation, hygiene services and waterborne disease prevalence among the Rohingya Refugee population in all 33 camps, Cox’s Bazar, Bangladesh: a follow-up study, 2024 conducted by MSF-Holland. I have had the opportunity to ask any questions and receive any additional details I wanted about the study.  
I have understood the above information, and my questions have been answered to my satisfaction. I give voluntary consent for the participation in this study.  
I am aware that both my identity and my child’s identity will be kept confidential.  
I understand that I am free to refuse to answer any or all questions and that this will not prejudice my household’s care or their rights to receive treatment at any MSF health centre.
I hereby declare that I gave my consent to the above.   Yes    □                 No    □
 	 
Interviewer’s name: _________________________________________________

Interviewer’s signature: _______________________________________________
Date: _____/____/ 2024	


Interviewer’s name:

___________________________________________________________________

Interviewer’s signature:
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[bookmark: _Toc172644561]Camp and Block Leaders (Head and Sub- Majhee)
Assessment of water, sanitation, hygiene services and waterborne disease prevalence among the Rohingya Refugee population in all 33 camps, Cox’s Bazar, Bangladesh: a follow-up study, 2024 
Thank you for taking the time to listen to our information about this survey.
We are from MSF-Holland and we are doing this survey that was approved by the Ministry of Health, Cox’s Bazar, RRRC and MSF-Holland research committee and MSF Ethical Review Board.
As you might already know, Médecins Sans Frontières (MSF) is helping by providing health care in two inpatient health facilities, five clinics and by improving long-term infrastructure for water supply throughout the camps.  
The purpose of this survey is to assess the coverage and quality of water, hygiene and sanitation services used by the community and to estimate the proportion of under 5 children with water-related diseases. The survey findings will be used to advocate for the improvement of water, hygiene and sanitation conditions across all 33 camps.
We are going to ask participants some questions about the water, sanitation and hygiene facilities you have access to their home. This survey will take about 30 minutes to complete. We may also ask questions about recent illness in your home. These answers will be collected to understand what is happening in the whole camp. With this survey we hope to improve the water, sanitation and hygiene situation in the camp as we will gain a better knowledge of this subject. 
A household will be chosen by chance from all the households in the camp. Their participation in this survey is voluntary and they are free to refuse to answer any or all survey questions. Refusing to answer any or all survey questions will not affect them or their child’s care, or your rights to receive treatment at any MSF health centre. There are no obvious risks involved in participating in this study as we only ask you to answer some questions.  
Neither they nor your family will receive any direct benefit such as food or payment as a reward for participating in this study. However, if we find somebody sick in your household, they will be referred to the nearest health facility. Information collected will be kept confidential by removing personal identifiers (such as names) after data collection and will be primarily used for the purpose of the survey. However, if someone in the home is sick with an illness that must be immediately reported to the Ministry of Health, then we will be obliged to inform them, and this will include sharing the name of the sick person. 
Do you have any questions? Please feel free to ask anybody in the survey team. If you have questions or concerns after our visit, please contact the principal investigator with the below details. 
Thank you for your time and participation. 
Principal Investigator: Samiur Rahman 
Telephone number:  +880 1847291208



Information sheet for Head of Household
Assessment of water, sanitation, hygiene services and waterborne disease prevalence among the Rohingya Refugee population in all 33 camps, Cox’s Bazar, Bangladesh: a follow-up study, 2024 
Thank you for taking the time to listen to our information about this survey.
We are from MSF-Holland and we are doing this survey that was approved by the Ministry of Health, Cox’s Bazar, RRRC and MSF-Holland research committee and MSF Ethical Review Board.
As you might already know, Médecins Sans Frontières (MSF) is helping by providing health care in two inpatient health facilities, five clinics and by improving long-term infrastructure for water supply throughout the camps.  
The purpose of this survey is to assess the coverage and quality of water, hygiene and sanitation services used by the community and to estimate the proportion of under 5 children with water-related diseases. The survey findings will be used to advocate for the improvement of water, hygiene and sanitation conditions across all 33 camps. Camp and block leaders (Majhee) in your area have been consulted on this survey and have given their permission for the survey to be carried out in your area of residence.
We would like to ask you some questions about the water, sanitation and hygiene facilities you have access to in your home. This survey will take about 30 minutes to complete. We may also ask questions about recent illness in your home. These answers will be collected to understand what is happening in the whole camp. With this survey we hope to improve the water, sanitation and hygiene situation in the camp as we will gain a better knowledge of this subject. 
You have been chosen by chance from all the households in the camp. Your participation in this survey is voluntary and you are free to refuse to answer any or all survey questions. Refusing to answer any or all survey questions will not affect you or your child’s care, or your rights to receive treatment at any MSF health centre. There are no obvious risks involved in participating in this study as we only ask you to answer some questions.  
Neither you nor your family will receive any direct benefit such as food or payment as a reward for participating in this study. However, if we find somebody sick in your household, they will be referred to the nearest health facility. Information collected will be kept confidential and no information that directly identifies you will be collected. However, if someone in the home is sick with an illness that must be immediately reported to the Ministry of Health, then we will be obliged to inform them, and this will include sharing the name of the sick person. 
Do you have any questions? Please feel free to ask anybody in the survey team. If you have questions or concerns after our visit, please contact the principal investigator with the below details. 
Thank you for your time and participation. 
Principal Investigator: Samiur Rahman 
Telephone number:  +880 1847291208
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Universe 1
Section 1: Water Supply
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Water 1
	Proportion of households that use an improved water source for drinking
	Tap stand 
	W1 Answers 2
	95%

	Water 2
	Proportion of households that report the taste of the water from the nearest improved water source is acceptable
	Taste of water from nearest tap stand is acceptable
	W7 Answer 1
	80%

	Water 3
	Proportion of households that use the same improved water source for all activities
	Tap stand used for drinking, cooking, washing dishes, washing hands, male and female bathing, and washing clothes
	W1 Answers 2 AND W8 Answer 2 AND W9 Answer 2 AND W10 Answer 2 AND W11 Answer 2 
	90%

	Water 4
	Proportion of households that DO NOT report using surface water for drinking or cooking
	Does NOT use water from a river, stream, puddle, shallow hole, or other still water source for drinking
	W12 Answer 2 
	95%

	Water 5
	Proportion of households who report that water was continuously available from their habitual water source for the last week
	Access to water supply was uninterrupted in 1 week preceding the survey
	W4 Answer 2
	80%



Section 2: Water Storage and Safety
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Storage 1
	Proportion of households that have water containers of at least 10 litres total capacity
	Water containers of at least 10 litres total capacity 
	SS3 Answer 2 
	90%

	Storage 2
	Proportion of households that clean the inside of water containers at least once a week 
	Inside of water containers cleaned at least once a week
	SS9 Answers 1
	80%

	Storage 3
	Proportion of households that keep water in household containers for less than one day
	Store water in household for less than one day
	SS7 Answer 1
	90%

	Storage 4
	Proportion of households that find the taste of chlorinated water to be acceptable
	Taste of chlorinated water is acceptable
	SS14 Answer 1
	80%

	Storage 5
	Proportion of households whose water was treated with chlorine, either tablet (Aquatabs) or at the point of collection when they last collected drinking water
	Bucket chlorination implemented at water point at time of last drinking water collection or chlorination tablets used
	SS12 Answer 1 
	80%



Section 3: Hygiene including menstrual hygiene
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Hygiene 1
	Proportion of households that can show at least one piece of soap
	Soap seen by interviewer
	H3 Answer 1
	95%

	Hygiene 2
	Proportion of households that currently have soap and water available for handwashing in the household
	Soap and water present in household at time of interview
	H3 Answer 1 AND H4 Answer 1
	90%

	Hygiene 3
	Proportion of households that have been visited by a hygiene promoter in last week
	Visited by hygiene promoter within the last week 
	H5 Answer 1
	80%

	Hygiene 4
	Proportion of households whose female members use acceptable materials for menstrual hygiene
	Disposable and Reusable menstrual hygiene products are used  
	H8 Answer 1 or 2
	95%

	Hygiene 5
	Proportion of households that has ever received menstrual hygiene products from a distribution  
	Ever received menstrual hygiene products from a distribution 
	H9 Answer 1
	95%

	Hygiene 6
	Proportion of households that dispose of single use menstrual hygiene products appropriately 
	Disposable menstrual hygiene products disposed via communal waste collection, DO NOT count rest of the answers 
	H4 answer 4
	95%



Section 4: Latrines and sanitation 
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Sanitation 1
	Proportion of households whose male members use an improved latrines
	Male members of household use a functional latrine 
	SA1 Answer 2 AND SA5 Answer 1, 3, 4
	90%

	Sanitation 2
	Proportion of households whose male members having an acceptable handwashing area that has soap and water available
	Male members of household that has a handwashing area with soap and water available at time of interview
	SA6 Answer 1 AND 
SA7 Answer 1
AND SA8 Answer 1
	90%

	Sanitation 3
	Proportion of households whose female members use an improved latrines
	Female members of household use a functional latrine 
	SA9 Answer 2 AND SA13 Answer 1, 3, 4
	90%

	Sanitation 4
	Proportion of households whose female members having an acceptable handwashing area that has soap and water available
	Female members of household that has a handwashing area with soap and water available at time of interview
	SA14 Answer 1 AND 
SA15 Answer 1
AND SA16 Answer 1
	90%

	Sanitation 5
	Proportion of households that dispose of children’s and babies’ faeces in an appropriate manner
	Disposal in household or communal latrine
	SA17 Answer 2
	95%



Section 5: Solid waste management
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Solid waste management 1
	Proportion of households that dispose of their waste via communal waste collection 
	Household solid waste collected via a communal waste collection system 
	SWM1 Answer 1
	80%

	Solid waste management 2

	Proportion of households that rely on other methods to get rid of their waste 
	Household solid waste is burned in open fire, buried, other
	SWM1 Answer 2 or 3 or 4 or 5
	60%

	Solid waste management 3
	Proportion of household which are satisfied with the collection frequency of the waste by communal services
	Waste is collected regularly, preventing littering, bad smell and vectors
	SWM1 Answer 1 AND SWM3 Answer 1
	80%

	Solid waste management 4
	Proportion of households for which specific types of waste are collected for reuse, recycling
	Waste collector (formal or informal) collect cans, plastics, paper as a source of income
	SWM3 Answer 1 or 2 or 3 or 4
	50%

	Solid waste management 5
	Proportion of households that has at least 1 bucket/garbage bag for solid waste storage 
	Bucket with lid present for waste disposal bag at time of interview 
	SWM4 Answer 1
	70%



Section 6: Vector control
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	VC1 
	Proportion of households having available bed net
	Households are having bed nets available 
	V2 Answer 1
	80%

	VC2
	Proportion of households have received bed nets from a distribution 
	Received bed nets from a distribution center
	V3 Answer 1
	80%



Universe 2

Section 6: WASH related Morbidities/Disease
	Number
	Indicator
	Definition
	Tabulation
	Target Avg

	Disease 1
	Proportion of households reporting NOT HAVING diarrhoea among children <5 years in the last two weeks
	Three or more loose or watery stools in last two weeks NOT reported
	D4 Answer 2
	80%

	Disease 2
	Proportion of households reporting NOT HAVING eye infections among children <5 years in the last two weeks
	Eye infection NOT reported
	D5 Answer 2
	80%

	Disease 3
	Proportion of households reporting NOT HAVING skin infections among children <5 years in the last two weeks
	Skin infection NOT reported
	D6 Answer 2
	80%

	Disease 4
	Proportion of households reporting NOT HAVING jaundice among children <5 years in last two weeks
	Jaundice NOT reported
	D7 Answer 2
	80%



[bookmark: _Toc75780592][bookmark: _Toc173918900][bookmark: _Toc173933087]17.4 Water, Sanitation, and Hygiene Questionnaire for all 33 Rohingya  Camps

	HOUSEHOLD IDENTIFICATION

	

	[image: ]Camp
	_________________________

	Block
	_________________________

	Random Location (1 – 19)
	_________________________

	[image: ]Team #
	_________________________

	[image: ]Date of interview
	______ /______ /______

	
	


_____________________________________________________________
[image: ]
DEMOGRAPHICS


[image: ]How many people slept here last night?  


[image: ]How many children less than 5 years old live here? 



[image: ]How many people more than 50 years old live here? 


[image: ]Who is head of household?  (Circle one)        	    	MALE 		FEMALE

[image: ][image: ]Gender of respondent? 					MALE 		FEMALE


Section 1: Water Supply
	No.
	Questions
	Answers
	Coding
	Skips

	W1
	What is the main source of drinking water for members of this household?
PICK ONE
[image: ]
	TUBE WELL
TAP STAND (PIPED DIRECT)
RAINWATER
WATER TANK
TANKER TRUCK
RIVER OR STREAM
PUDDLE OR SHALLOW HOLE
OTHER (SPECIFY)
_____________________
	1
2
3
4
5
6
7
99
	

→ W5
→ W5
→ W5
→ W5
→ W5
→ W5

	W3
	Turn Tap on and off and select all that apply
[image: ]
	Can turn on and off
Water flows when tap on
Tap not leaking when off
None of above
	1
2
3
4
	

	W4
	[image: ]In the last week, how many days was water shortage from this source

	One day
More than one day
Everyday
	1
2
3
	

	W5
	Is water from this source available during the rainy AND dry season
	YES
NO 
	
	

	W6
	If water is not available from your main source, where do you collect water for your household?
	TAP STAND
COMMUNAL HANDPUMP
PRIVATE HANDPUMP
RAINWATER
RIVER/STREAM
OTHER (SPECIFY)
	
	

	W7
	[image: ]Is the taste of water okay FROM TAPSTAND?

	YES
NO
NEVER USED THIS SOURCE
	1
2
99
	

	W8
	Where do you get water for cooking and washing dishes? 
[image: ]

	TUBE WELL
TAP STAND (PIPED DIRECT)
RAINWATER
WATER TANK
TANKER TRUCK
RIVER OR STREAM
PUDDLE OR SHALLOW HOLE
OTHER (SPECIFY)
	1
2
3
4
5
6
7
99
	

→ W7
→ W7
→ W7
→ W7
→ W7
→ W7

	W9
	Where do you get water for washing your hands?
[image: ]
	TUBE WELL
TAP STAND (PIPED DIRECT)
RAINWATER
WATER TANK
TANKER TRUCK
RIVER OR STREAM
PUDDLE OR SHALLOW HOLE
OTHER (SPECIFY)
_____________________
	1
2
3
4
5
6
7
99
	

→ W8
→ W8
→ W8
→ W8
→ W8
→ W8

	W10
	Where do you get water for washing your clothes?
[image: ]
	TUBE WELL
TAP STAND (PIPED DIRECT)
RAINWATER
WATER TANK
TANKER TRUCK
RIVER OR STREAM
PUDDLE OR SHALLOW HOLE
OTHER (SPECIFY)
	1
2
3
4
5
6
7
99
	

→ W9
→ W9
→ W9
→ W9
→ W9
→ W9

	W11
	Where do you get water for bathing for members of this household?
[image: ]
	TUBE WELL
TAP STAND (PIPED DIRECT)
RAINWATER
WATER TANK
TANKER TRUCK
RIVER OR STREAM
PUDDLE OR SHALLOW HOLE
OTHER (SPECIFY)
	1
2
3
4
5
6
7
99
	

→ W10
→ W10
→ W10
→ W10
→ W10
→ W10

	W12
	Did you collect surface water from river, stream, puddle, hand dug well, or shallow hole in the last 2 weeks?
	YES
NO
	1
2
	
→ SS1

	W13
	Why do you use water from that source (answer to question W12)? 
SELECT ALL THAT APPLY
[image: ]

	DRINKING
COOKING
WASHING DISHES
WASHING HANDS
BATHING (MALES)
BATHING (FEMALES)
WASHING CLOTHES
OTHER (SPECIFY)
	1
2
3
4
5
6
7
99
	




Section 2: Water Storage and Safety
	No.
	Questions
	Answers
	Coding
	Skips

	SS1
	Do you have any water containers, which are used for water storage in the household?
[image: ]
	YES
NO
	1
2
	


	SS2
	May I see these water container(s)?
	YES
NO
	1
2
	


	SS3
	Observe and record the capacity of the containers
	CAPACITY 5L

CAPACITY 10L

CAPACITY 20L

CAPACITY >20L
	1
2
3
4
	

	SS4
	HOW MANY CONTAINERS OF 5L, 10L, 20L, >20L?
	Count for each size
	
	

	SS5
	Look at the water containers. Which ones do they have?
SELECT ALL THAT APPLY[image: ]


	METAL POT
PLASTIC JUG / BUCKET
CLAY POT
JERRY CAN
DRUM / BARREL
OTHER (SPECIFY)
	1
2
3
4
5
99
	

	SS6
	 OBSERVE AND RECORD THE APPEARANCE OF THE WATER CONTAINER
[image: ]
	
Clean (no visible dirt inside)
Dirty (Visible dirt inside)
	
1
2
	

	SS7
	How many days do you keep the water in the container?
[image: ]
	LESS THAN ONE DAY
ONE DAY
TWO DAYS
THREE DAYS
MORE THAN THREE DAYS
	1
2
3
4
5
	

	SS8
	Do you have containers only for drinking water?
	YES
NO
	1
2
	

	SS9
	How many times do you clean inside of container? 
[image: ]
	TWO OR MORE TIMES A DAY
ONE TIME A DAY
TWO TIMES A WEEK
ONE TIME A WEEK
ONE TIME A MONTH
NEVER
	1
2
3
4
5
6
	

	SS10
	[image: ]Do you have chlorine products (chlorination tablets or purifying sachets?

	YES
NO
	1
2
	

	SS11
	[image: ]Did you use chlorine products the last time you collected water for drinking? 
	YES CHLORINE TABLET

YES, PURIFYING SACHET

NO
	1
2
3
	

	SS12
	[image: ]The last time you collected water for drinking, do you think it had chlorine, either tablet (Aquatabs) or at the point of collection


	YES
NO
Don’t know
	1
2
3
	

	SS13
	Do you think chlorine makes your water safer for drinking?
	YES
NO
DON’T KNOW
	
	

	SS14
	[image: ]Is the smell and taste of chlorine water acceptable?

	YES
NO 
NOT SURE/ NEVER DRANK CHLORINE
	1
2
99
	



Section 3: Hygiene including menstrual hygiene
	H1
	Do you have soap or detergent in this household?
[image: ]
	YES

NO
	1

2
	
→ H4

	H2
	Can I see your soap or detergent?
[image: ]
	YES

NO

	1
2
	
→ H4

	H3
	[image: ]Look and count how many pieces of soap in household.

	ONE PIECE 

TWO PIECES

THREE PIECES

FOUR PIECES
	1
2
3
4
	

	H4
	Look and see if there is water for hand washing is available in the household.
	YES

NO
	1
2
	

	H5
	[image: ]Has anyone came here to talk about hygiene in last week? 
	YES

NO
	1
2
	

	H6
	Please state when you should wash your hands
	Before eating

After eating

Before cooking or preparing food

After going to the toilet

After cleaning a child who defecated
Before Breastfeeding or feeding a child
	1
2
3
4
5
6
	

	H7
	[image: ]Are there any women or girls who menstruate? 
	YES

NO

DON’T KNOW

	1
2
99
	
→ SA1

→ SA1

	H8
	What do women or girls use for menstruation?
	DISPOSABLE CLOTH/PAD

REUSABLE CLOTH/PAD

DON’T KNOW

OTHER (SPECIFY)
	1
2
96
99
	

→ H8

→ H8

→ H8

	H9
	Where do women or girls get menstruation clothes/pads? [image: ]
	DISTRIBUTION

MARKET

HOSPITAL/CLINIC

HEALTH OR HYGIENE PROMOTER

SELF MADE

DON’T KNOW

OTHER (SPECIFY)
	1
2
3
4
5
96
99
	


	H10
	Where do female members of the household dispose of “single-use” menstrual hygiene products?
	PRIVATE LATRINE

COMMUNAL LATRINE

BURNED

COMMUNAL WASTE COLLECTION

CESS PIT

FLUSH LATRINE

SEPTIC TANK
	1
2
3

4

5
6
7
	



Section 4: Latrines and Sanitation
	SA1
	Where do male members of the household usually go to defecate and urinate?
[image: ]SELECT ONLY ONE RESPONSE
	PRIVATE LATRINE

COMMUNAL LATRINE 

BESIDE THE LATRINE

NEAR THE HOUSE

ANY OPEN SPACE

OTHER (SPECIFY)
	1

2

3

4

5

99
	



→ SA9

→ SA9

→ SA9

→ SA9

	SA2
	Where do male members of the household usually defecate and urinate at night?
	PRIVATE LATRINE

COMMUNAL LATRINE 

BESIDE THE LATRINE

NEAR THE HOUSE

ANY OPEN SPACE

OTHER (SPECIFY)
	1

2

3

4

5

99
	

	SA3
	Can all men and boys use the latrine?
	YES

NO
	1

2
	

	SA4
	Do men and boys all think this latrine is safe? [image: ]
	YES

NO
	1

2
	

	SA5
	Look and select all that describe how men’s latrine is.
SELECT ALL THAT APPLY
[image: ]

	FUNCTIONAL, LOCKABLE DOOR

PLASTIC SHEETING OR NON-LOCKABLE DOOR 

NO VISIBLE FAECES OUTSIDE THE HOLE

COVER OVER OPENING

NOT OVERFLOWING

WITHIN 43 STEPS OF HOUSEHOLD

NONE OF THE ABOVE
	1

2


3

4

5

6

7
	

	SA6
	Look to see if there handwashing point at the latrine. [image: ]
	YES

NO

	1

2
	

→ SA9


	SA7
	Look to see if there is soap and detergent in handwashing area. [image: ]
	YES

NO
	1

2
	

	SA8
	[image: ]Look to see if there is water in handwashing area. 
	YES

NO
	1

2
	

	SA9
	Where do female members of the household usually go to defecate and urinate?
SELECT ONLY ONE RESPONSE
[image: ]
	PRIVATE LATRINE

COMMUNAL LATRINE 

BESIDE THE LATRINE

NEAR THE HOUSE

ANY OPEN SPACE

OTHER (SPECIFY)
	1

2

3

4

5

99
	





	SA10
	Can all women and girls use the latrine? [image: ]
	YES

NO
	1

2
	

	SA11
	[image: ]Is that latrine safe for all women and girls? 
	YES

NO
	1

2
	

	SA12
	Is that latrine also used by men or boys? [image: ]
	YES

NO
	1

2
	

	SA13
	Look and select all that describe how is women’s latrine. [image: ]
	FUNCTIONAL, LOCKABLE DOOR

PLASTIC SHEETING OR NON-LOCKABLE DOOR 

NO VISIBLE FAECES OUTSIDE THE HOLE

COVER OVER OPENING

NOT OVERFLOWING

WITHIN 43 STEPS OF HOUSEHOLD

NONE OF THE ABOVE
	1

2


3

4

5

6

7
	

	SA14
	[image: ]Look to see if there is handwashing point at latrine. 
	YES

NO

	1

2
	

→ SA16


	SA15
	[image: ]Look to see if there is soap available at handwashing area. 
	YES

NO
	1

2
	

	SA16
	[image: ]Look to see if there is water at handwashing area. 
	YES

NO
	1

2
	

	SA17
	Where do you throw away baby’s or children's feces? [image: ]
	PRIVATE LATRINE

COMMUNAL LATRINE 

BESIDE THE LATRINE

NEAR THE HOUSE

ANY OPEN SPACE

NO CHILDREN

OTHER (SPECIFY)
	1

2

3

4

5

96

99
	



Section 5: Solid waste management
	SWM1
	How do you dispose of your household waste?
	Communal waste collection system

Burn

Bury

Pit latrine

Other

	1


2

3

4

5
	→SWM2

	SWM2
	Are you satisfied with the frequency of the communal household waste collection system?
	Yes

No
	1

2
	

	SWM3
	Which of the following do you collect for reuse, recycling?
	Cans

Paper

Plastics

Others

None of the above
	1

2

3

4

5
	

	SWM4
	Look to see if there is at least a bucket or dedicated bag to collect the solid waste in the household
	Yes

No
	1

2
	



Section 6: Vector control
	V1
	Do you have a bed net in your household?  
	YES
NO

	1
2
	

	V2
	If yes V1, OBSERVE and circle what applies to the bed net
	HUNG OVER SLEEPING AREA
TUCK UNDER MATTRESS/BED
NO VISIBLE HOLES
LONG LASTING INSECTICIDE NET (LLIN)
NET CONTAINS TWO ACTIVE INGREDIENTS (PBO OR 2 INSECTICIDES)

NONE OF THE ABOVE
	1
2
3
4

5



6
	

	V3
	Where did you get the bed net?
	DISTRIBUTION
MARKET
HOSPITAL/CLINIC
HEALTH PROMOTEROTHER (SPECIFY)
	1
2
3
4
5
	

	V4
	With how many people are you sharing one bed net?
	Number
	
	



Section 7: WASH related Disease for CHILDREN UNDER 5 YEARS
	D1
	DO YOU HAVE ANY CHILDREN LESS THAN 5 YEARS OLD?
	YES

NO
	
	

→End

	D2
	Has any of your child been sick in last two weeks?
	YES

NO

	1

2
	

	D3
	What kind of sickness?


	USE D2 – D5 TO RECORD RESPONSES
	
	

	D4
	MARK (DO NOT ASK): 
Mark if parent/guardian says diarrhea
	YES

NO
	1

2
	

	D5
	MARK (DO NOT ASK): 
Mark if parent/guardian says eye problems

	YES

NO
	1

2
	

	D6
	MARK (DO NOT ASK): 
Mark if parent/guardian says skin problems

	YES

NO
	1

2
	

	D7
	MARK (DO NOT ASK): 
Mark if parent/guardian says yellowish skin or eyes

	YES

NO
	1

2
	



[bookmark: _Toc173933088][bookmark: _Toc173918901][bookmark: _Toc75780593]17.5 Budget breakdown
	Item/ activity need
	Quantity
	Cost
	Total cost

	Per diem for 24 data collectors and 4 supervisors
	28 person
	15 days x 28 x $8
	$3360

	10% contingency
	
	
	$463

	Training total cost 
	33 person
	2 days x 33 x $5
	$330

	Fuel cost
	15 L/ day
	20 days x 3 x $15
	$900

	Mobile cost for 5 national supervisors and 4 Rohingya Team leads
	9 person
	9 x $5
	$45

	Dissemination cost :Print out of findings for participants and the community leaders
	
	
	TBD

	MoH and RRRC approval fee
	
	
	TBD

	Publication and international dissemination
	
	
	NA

	Overall Total
	
	
	$5098



[bookmark: _Toc173918902][bookmark: _Toc173933089]17.6 LQAS decision rule table
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