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PREFACE 

WHO, in collaboration with the Neglected Tropical Disease Support Center at the Task 
Force for Global Health, developed a Supervisor’s Coverage Tool (SCT) that can be used to 
monitor preventive chemotherapy interventions delivered through mass drug 
administration (MDA), including the supervision of community drug distributors (CDDs), 
monitoring of drug coverage and compliance, and the identification of areas in need of mop-
up. The methodology behind this tool was presented at the WHO Working Group on 
Monitoring and Evaluation of Preventive Chemotherapy (WG M&E) in 2015 and 2016. 
Evidence from four field studies in Ethiopia, Nigeria (two separate occasions) and the 
Philippines confirms the value and feasibility of using the Supervisor’s Coverage Tool (SCT) 
by sub-district health supervisors.  

Consequently, the Scientific and Technical Advisory Group for Neglected Tropical 
Diseases has recommended that the SCT be made available to national programmes for 
immediate use. Information from SCT should be used to take appropriate data-driven, 
corrective action at sub-district levels. Additional evidence will be gathered about the tool’s 
use and applications in other treatment settings such as school-based platforms and urban 
settings. 

 

 

 

ACRONYMS 

CDD – Community Drug Distributor 

HH – Household  

LF – Lymphatic Filariasis 

MDA – Mass Drug Administration 

NTD – Neglected Tropical Disease 

PC – Preventive Chemotherapy 

SA – Supervision Area 

SCT – Supervisor’s Coverage Tool 

STH – Soil-Transmitted Helminthiasis 
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GLOSSARY 

Community Drug Distributors –Volunteers frequently utilized by NTD programmes to deliver 
preventive chemotherapy to the individuals in their community as a part of mass drug 
administration.   

Drug Package – Combination of preventive chemotherapy drugs, which are given out 
together to treat one NTD.  
 
Eligible Population– The population targeted for MDA treatment, based on drug-specific 
eligibility criteria. 
 
Mass Drug Administration (MDA) – A method of preventive chemotherapy distribution in 
which drugs are administered to the entire eligible population of an area (e.g., state, region, 
province, district, sub-district, village) at regular intervals, regardless of individual infection 
status. 
 
Mop-up – Localized repeat MDA immediately following the original MDA in areas where PC 
coverage is found to be inadequate. 
 
Reported (aka Administrative) Coverage – The coverage calculated from data reported by all 
drug distributors, with census figures or drug distributor reports used to estimate the 
population denominator.  
 
SCT Implementer – The individual in charge of conducting the SCT within a given supervision 
area.  The SCT implementer should correspond to someone who is either a district-, sub-
district-, or first-level supervisor over the MDA.    
  
Sub-district data aggregation level - This refers to administrative level directly below the 
district level where routine PC treatment data aggregation takes place. The number of sub-
district aggregation levels may vary between countries – in very small districts it is possible 
that there is no sub-district data aggregation.   
 
Supervision Area – The geographic area in which the SCT is conducted is commonly referred 
to as a supervision area (SA). Typically the supervision area corresponds to the smallest 
administrative or geographic unit for which a first-level supervisor is responsible.  The 
supervision area is the area within which the SCT can be used to classify coverage.  
 
Survey Population – The population for which a classification of preventive chemotherapy 
coverage is desired. 
 
Target Coverage Threshold – Disease-specific thresholds at or above which treatment levels 
are considered to be effective for achieving programme goals.  
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INTRODUCTION 

Preventive chemotherapy interventions targeting lymphatic filariasis, onchocerciasis, 
schistosomiasis, soil-transmitted helminthiasis and blinding trachoma are part of global 
strategies to control and eliminate neglected tropical diseases. Uniformly high treatment 
coverage in the endemic populations and targeted age-groups is critical to reaching control and 
elimination goals and achieving interruption of disease transmission. It is therefore important to 
implement monitoring of treatment coverage to allow rapid targeting of additional activities to 
areas with inadequate coverage. Monitoring coverage during a campaign using only the 
administrative coverage can be unreliable. Incomplete tallying or reporting of the number of 
treatments administered can bias the results, as can poorly documented shifts in population, 
reliance on outdated census data for denominator estimation and treatment of individuals 
outside the targeted age group or geographic area. Probability-based surveys avoid these 
problems. However, such surveys are often expensive and time-consuming, require statistical 
expertise to plan and, because they are typically conducted weeks or months after the MDA has 
been completed,  preclude taking corrective actions to improve the current round of mass drug 
administration (MDA). There is a need to bridge the gap between implementing no coverage 
surveys and implementing the full-fledged coverage surveys1

 
.   

A recurring request from the national neglected tropical disease (NTD) programme teams is for 
a quick, inexpensive and simple tool that the programmes can use to assess preventive 
chemotherapy (PC) coverage. Consequently, the WHO, in collaboration with partners, has 
developed a Supervisor’s Coverage Tool (SCT) that can be used to improve the coverage of PC 
delivered through mass drug administration (MDA).  The SCT gives supervisors a supportive 
supervision tool with which to strengthen the performance of the community drug distributors 
(CDDs) and their first-level supervisors, providing an opportunity to identify and solve problems 
related to low MDA coverage.  The advantage of the SCT over other monitoring approaches, 
including independent monitoring (Hodges et al., 2012) and rapid coverage monitoring 
(Organización Panamericana de la Salud, 2014), is that it provides a classification of the coverage 
that was likely achieved during the current MDA. The results of the SCT should be used to 
develop action plans to improve the MDA, which may include conducting mop-up treatments, 
distribution of additional treatment registers, updating of village registers, better delineation of 
service delivery areas for CDDs, increased social mobilization and training for new and existing 
CDDs.   
 

The SCT does not result in an equal probability sample of the supervision area and thus will not 
produce statistically valid estimates of PC coverage. Accordingly, it is recommended for use only 
as a programmatic tool for sub-district and CDD team supervisors to identify poorly performing 
areas for immediate action.  While recognizing the benefits of this SCT, it is important to stress 
the restriction of its use to sub-district monitoring and supervision of MDA and routine service 
supervision.  Regional and national managers should regularly promote the use of SCT as a 
supervisory tool, and that it not be referred to as a “survey,” since it is meant to provide a rapid 
and approximate classification of coverage and information for improving coverage, rather than 
an estimate of coverage with specified precision. 

                                                           
1 A field manual for implementing coverage surveys, entitled “Coverage Evaluation Surveys: Field Guide 
for Implementation” is (or will soon be) availble on the WHO website: 
http://www.who.int/neglected_diseases/preventive_chemotherapy/ME/en/  
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The primary objective of the SCT is to improve the preventive chemotherapy coverage within a 
given supervision area during the current round of MDA.   Though the tool is conducted at the 
lowest level of supervision over the MDA, some of the findings may be generalized to improve 
coverage at higher levels. As a secondary objective, the SCT offers district, sub-district and first-
level supervisors an objective supervision tool.  

 

 

PLANNING 

 
WHO SHOULD USE THE SCT? 
 
The SCT is a tool that is meant to be conducted at the local level by district or sub-district 
supervisors.   The person in charge of using the SCT is called the SCT Implementer.  Because the 
SCT is meant to be an internal, self-monitoring tool for programmes to improve coverage at the 
local level, it is important that the SCT Implementer be a district or sub-district supervisor 
directly involved in the MDA.   The SCT Implementer should use the tool within his or her area of 
supervision.    
 
When it is time to conduct the SCT, it is often helpful for the SCT Implementer to be joined by 
one or more enumerators.  The enumerator(s) may be someone from the local health post, the 
supervisor of a neighboring sub-district, or first-level supervisors (individuals that supervise the 
CDDs).  
 

WHEN SHOULD THE SCT BE CONDUCTED RELATIVE TO THE MDA?   
 
In order to improve coverage during the current round of MDA it is important that the SCT be 
conducted towards the end of, or immediately following, the completion of MDA (not to exceed 
two weeks post-MDA).   This is to ensure that there is time for the SCT to be completed and 
mop-up to be conducted before data in distribution registers are aggregated and reported.  
Whether or not the SCT is conducted during the latter half of the MDA or immediately following 
MDA is up to the county program.  The table below shows some advantages and disadvantages 
to consider when determining when to conduct the SCT. 
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SCT Implementation Timing Advantages Disadvantages 

During latter half of MDA  Mop-up can be conducted 
as part of the MDA and not 
a separate activity 

 SCT Implementer can use 
the tool as part of their 
routine supervisory 
activities (should not 
require additional per diem) 

 Need to determine how 
to handle places that have 
not yet been treated 
when selecting 
households for the SCT 

 Classification of coverage 
may be biased low (as 
MDA is not yet complete) 

Immediately following MDA  Resulting coverage 
classification more likely to 
reflect the status of drug 
coverage since MDA has 
been completed 

 Additional funds may be 
required if mop-up is 
indicated  

 Difficult to remobilize 
CDDs and allocate supply 
of drugs once MDA is 
believed to be finished 

 

 

Figure 1 Example timeline of how the SCT planning and implementation are integrated into 
routine programme activities. 

 

WHERE SHOULD THE SCT BE CONDUCTED? 
 
The SCT is conducted at the sub-district level in what is referred to as a supervision area (SA). A 
supervision area is the smallest administrative or geographic unit for which a first-level 
supervisor is responsible, the catchment area of someone who supervises the CDDs.  The size of 
an SA will vary by country and may range from a partial community to several communities.  
Within a given district, the SCT may be conducted in all SAs, if budget permits, or SAs may be 
selected strategically, giving priority to areas where coverage is expected to be poor.   Section 
3.2 describes how SAs should be selected in greater detail.   
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WHAT MATERIALS AND SUPPLIES ARE NEEDED? 
 
The following is a checklist of materials and supplies needed to conduct a SCT: 

 Questionnaire (at least 1 per SA per team) 
 Random number table (ideally laminated) 
 Coin (for random selection) 
 Chalk 
 Examples of the medication (and any additional visual aids – e.g., dose pole) 
 SCT Quick Guide (Figure 1) 
 Clipboard (1 per team) 
 Household enumeration sheets 
 Notebook/Scrap paper  
 Pencils 
 Action Plan handout (at least 1 per SA) 

 

HOW MUCH DOES A TYPICAL SCT COST? 
 
The cost of conducting a SCT will vary, based on the size of the supervision area, local rates, and 
how well-integrated the SCT is within the existing supervisory activities of the NTD programme. 
There are two main costs to the SCT: training and implementation.  

• Training – typically a ½ day training to teach SCT Implementers how to use the tool is 
sufficient, though a 1-day training, including a ½ day of field practice, is preferable.  The 
main drivers of training costs are transport to the training site, per diems, the number of 
SCT implementers and venue rental.  Typical range: $500 - $5,000 
 

• Implementation – the SCT typically takes ½ - 2 days to implement, depending on the size 
of the supervision area and the method by which households are randomly selected 
(see Step 3 of the Methods).  The main drivers of implementation costs are 
transportation and per diem.  If the SCT is integrated as part of the routine supervisory 
activities during the MDA then there should be no additional implementation costs.  
Typical range: $0 - $1,000 
 

 

METHODOLOGY 

 
The supervisor’s coverage tool (SCT) is a quick, simple and inexpensive tool that can be used by 
first-level MDA supervisors for monitoring and supervising MDAs.  It is based on Lot Quality 
Assurance Sampling (LQAS), whereby a small random sample is used to classify an area as 
exceeding or failing to reach a pre-determined threshold.  The SCT allows NTD programmes to 
classify an area as likely at or above the target coverage threshold or below it, and can 
subsequently identify areas in need of mop-up activities.  It can also be used to supervise the 
CDDs. 
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The 9 steps for implementing the SCT: 

Step 1:  Identify the survey population(s) 

Step 2: Identify the supervision area(s) in which to conduct the SCT  

Step 3: Obtain a list of all households using a) registers or b) household enumeration  

Step 4: Randomly select 20 households 

Step 5:  Visit each selected household and randomly select one person from the survey 
population 

Step 6:  Interview the selected person to determine if they received the appropriate 
drug(s) 

Step 7:  Determine how many of the 20 individuals received and swallowed the drug; 
use the decision rule table to classify coverage as “good”/”cannot conclude 
good”/”inadequate” relative to the target threshold 

Step 8:  Develop an Action Plan 
Step 9:  Implement an Action Plan 

 
 

STEP 1: IDENTIFY THE SURVEY POPULATION 
 
The survey population corresponds to the population of interest for the SCT and consequently 
the population for which a coverage classification can be made.  Members of the survey 
population are suitable for inclusion in the SCT.   A list of the survey populations for each PC NTD 
is provided in Table 1.  For lymphatic filariasis, onchocerciasis and trachoma, the entire 
population is considered to be the survey population, regardless of treatment eligibility.  For 
schistosomiasis and soil-transmitted helminth, the survey population refers to the specific group 
of people targeted by preventive chemotherapy and may vary by country.    It is possible to use 
the SCT to classify coverage for more than one NTD (e.g., after an integrated MDA), which may 
result in multiple survey populations. Special instructions exist (see Step 4) for situations in 
which there are multiple survey populations; however, Steps 2 - 3 will be the same regardless of 
how many survey populations there are. 

 

STEP 2: IDENTIFY THE SUPERVISION AREA(S) TO MONITOR 
 
The geographic area in which the SCT is conducted is commonly referred to as a supervision 
area (SA). The SA corresponds to the smallest administrative or geographic unit for which a first-
level supervisor is responsible.  More practically, the SA is the catchment area of someone who 
supervises the CDDs.  The size of an SA will vary by country and may range from a partial 
community to several communities.  Within a given district, the SCT may be conducted in all SAs 
if budget permits, or SAs may be selected strategically, giving priority to areas where coverage is 
expected to be poor.    

Selection of SAs: To select SAs strategically, the district-level supervisor should review the 
reported coverage figures from the previous round submitted by the sub-district data 
aggregation level (the administrative level directly below the district level where routine PC 
treatment data aggregation takes place) and identify the sub-districts where coverage was 
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lowest during the previous round of MDA.   It is important to consider the likely reason(s) for the 
low coverage, as the SCT is well-suited for improving coverage where the challenge has to do 
with compliance or the drug distribution platform, whereas the SCT is not well-suited for 
addressing challenges related to the supply chain.   This district-level data review can take place 
as soon as the reported coverage is submitted and no later than 4-6 weeks prior to the next 
round of MDA, in order to allow for sufficient time to train and plan for the SCT.    

Once the sub-district(s) needing to improve coverage have been selected, one or more 
supervision areas within the sub-district should be selected for the actual implementation of the 
SCT.  This selection of the supervision area(s) can be purposeful (based on areas with historically 
low coverage) or random.   

 If this is the first year that MDA has been conducted then random selection can be used to pick 
the SA(s) in which to implement the SCT. 

Very Large Supervision Areas: The SCT becomes impractical and loses much of its 
efficiency in SAs that are very large.  For this reason it is only recommended that the CST be 
conducted at the first-level of supervision over the MDA and not at the sub-district or district 
level.  However, sometimes the supervision area may be quite large (e.g., >5,000 people) and 
have no accurate village register(s) or census(es) that cover the entire SA.   In such extreme 
cases the SCT implementer may choose to conduct the SCT in only a subset of the SA, sacrificing 
the representativeness of the SCT at the SA level in favor of greater feasibility.   For an example 
of how this might be done and a description of the potential drawbacks, see Annex G.   

 
Table 1 The survey population for each PC NTD. 

Disease Survey Population Target Coverage 
Thresholda 

Lymphatic filariasis Everybody living in the 
supervision area  

65% 

Onchocerciasis Everybody living in the 
supervision area  

80%d 

Schistosomiasisb - School age children(5-14 
years) 

- High risk adultsf 

75%e 

Soil-transmitted helminthiasis 
(STH)c 

- Preschool age children (1-4 
years) 

- School age children(5-14 
years) 

- Women of child-bearing age 
- Everybody living in the 

supervision area (in areas 
receiving PC for lymphatic 
filariasis)  

75%e 

Trachoma Everybody living in the 
supervision area  

80% 

aDisease-specific thresholds set by WHO, at or above which treatment levels are considered to be 
effective for achieving programme goals 
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bIn some areas there may be two different survey populations  based on national treatment priorities, and 
SCT implementers should explicitly state which survey population(s) they are monitoring; preschool age 
children (<94cm) are currently ineligible to receive Praziquantel 
cFor STH, there may be multiple survey populations, based on national treatment priorities, and SCT 
implementers should explicitly state which survey population(s) they are monitoring 
dThis threshold applies when the goal is elimination of ocular morbidity caused by onchocerciasis 
eWHO specifies a target coverage threshold of > 75% for school age children  
fAs defined by the national programme 

 

STEP 3: OBTAIN A LIST OF ALL HOUSEHOLDS USING A) REGISTERS OR B) 
ENUMERATION   
 
In order to select households randomly for the SCT, it is first important to obtain a list of all the 
households in the SA.  The two methods for obtaining a list of households in the SA are: the use 
of existing village registers (or censuses) and physical enumeration of all the households in the 
SA.   Use the decision tree below to determine which of the two approaches is most appropriate 
in your SA. 

 

*Registers created as part of the MDA should not be used for the SCT, as any households that were 
excluded from the register would be systematically excluded from both the MDA and SCT. 

Advantages of using registers Disadvantages to using registers 
 Can result in a large time saving 
 Selecting households at random is 

straight forward 

 If the register/census is inaccurate the 
SCT results may be biased 

 

Ultimately the decision of whether or not to use existing registers to is up to the SCT 
implementer.  Whichever method is used should be applied consistently throughout the SA.   
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Village Registers/Censuses: Where village registers (or censuses) will be used to obtain a list of 
all households in the SA the following steps should be followed: 

1. Gather all the village registers needed to fully cover the SA, such that each 
household in the SA is contained in one and only one register.  In some cases a 
single register may cover the entire SA, while for SAs that span several villages 
multiple registers may be necessary.   

2. Check if each household in the register is assigned a sequential number (e.g., HH #1, 
HH #2, HH #3, etc…).  If households are not numbered then SCT team should use 
pencil to number each household in the register. 

3. If multiple registers are required to cover every household in the SA then the 
households should be numbered sequentially across the registers, with no skipped 
numbers and no repeats.    
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Example 3: Suppose that three registers are needed to cover the SA and that 
Register A contains 152 households, Register B contains 231 households, and 
Register C contains 88 households.  In this case, households in Register A will be 
numbered #1 - #152.  Households in Register B will be numbered #153 - #383 (152 + 
231).  Similarly, Register C’s households will be numbered #384 - #471.    
 

 

 

Household enumeration: If village registers are non-existent or inaccurate, then each household 
in the SA will need to be assigned a number.  While there are many ways to number all 
households in a village, the following steps describe one approach that has been found to be 
efficient in the field. 

1. Upon arrival in the village, and following introductions with local leaders, each 
member of the SCT team should pair up with a volunteer from the village who can 
serve as a guide.   

 
2. Divide the village into as many sections as there are pairs (SCT team member + 

village guide).  It is important that the sections be non-overlapping and completely 
cover the village (e.g. each household should fall into one and only one section).  
Assign each pair to one of the sections. 

 
For example, if there are 3 team members conducting the SCT, then each team 
member would pair with one village volunteer to form 3 pairs.  As a result the 
village should be divided into 3 sections.   
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3. Assign each pair a letter code (e.g., “A”, “B”, “C”). 
 
4. Each pair should walk past each household in their assigned section and number 

every household, using chalk to write a household code on each door.  The 
household code should be written as follows: “Letter Code” + Household number.  
In some places it may not be socially acceptable to write on the door with chalk, in 
which case an alternative solution, such as stickers or flags, should be sought.  

 
For example, pair A should write the follow codes on the doors of each 
household in their section: A-1, A-2, A-3, A-4, A-5, …  until the pair have assigned 
a code to each household in their section. Similarly pair B would assign the 
codes: B-1, B-2, B-3, … to the households in their section. 
 

5. As they assign a code to each household, the pairs should also record the assigned 
codes on a sheet, like the one shown on the following page, in order to keep track of 
the numbers assigned.  

 
6. After each team has numbered all houses in their section, the lists should be 

combined and each household assigned a cumulative number to determine the 
TOTAL households in the village. 

 
7. If the SA is comprised of multiple villages, it will be necessary to number all 

households in each village before proceeding with Step 4 and a single cumulative list 
of all the households will be required.    

 

 



 

 
 

 
 

 

Figure 2. Demonstration of a team-based technique for enumerating households within a village. Panel 
A: The teams assign a letter + numeric code to each household in their section and record this number on 
a sheet of paper as shown.  Panel B: The lists from each team are aggregated and a cumulative count of 
the number of households (“HH Count” column) is determined.  Panel C: Households are chosen 

Panel A 

Panel B 

Panel C 
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randomly for inclusion in the SCT by picking random numbers between 1 and the total number of 
households found to be in the community (e.g., 152), with the help of a random number table.     

 

STEP 4: RANDOMLY SELECT 20 HOUSEHOLDS 
 
Once every household in the SA has been assigned a number, either through the existing registers or by 
physically numbering the households with chalk, the SCT implementer should select 20 households at 
random. This can be done by using a random number table (see Annex B for instructions on how to use a 
random number table) to select 20 numbers between one and the total number of households in the SA.    
For each random number, the correspondingly numbered household from the village register or 
enumerated list should be selected.   Sampling of households should be done without replacement, 
meaning that once a household has been selected, it cannot be selected again. 

 

STEP 5: RANDOMLY PICK ONE MEMBER OF THE SURVEY POPULATION PER HH   
 

The SCT team should then visit each of the 20 selected households. At each household the team should 
first introduce themselves and explain the purpose of their visit; see Annex C for a sample interview 
script.  The team should then list the names of all the individuals living in the household who are part of 
the survey population on a piece of paper, regardless of whether the individuals are present at the time 
of the team’s visit.  One person from this list should be randomly selected by drawing names from a hat 
or using the random number table.  Refer to the figure below for how to handle absent individuals. 

 

Figure 3. Decision tree describing what to do when the selected individual is not present at the time of 
the household visit. 
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Special Case: selecting individuals for an integrated SCT 

If the SCT will be used to classify more than one disease, there will likely be multiple survey populations. 
Upon arrival at the selected HH, list all members of the first survey population (e.g., children 5-14 years) 
and from among these members choose one for interview. Next, list all members of the same HH that are 
part of the second survey population (e.g., everyone) and from among these members choose one to 
interview. It is possible that an individual who falls within both survey populations could, by chance, be 
interviewed twice – once for each drug package.  If the selected HH does not have any members of one 
or more of the survey populations, advance to the next numbered household (according to the register 
or enumerated list).  Continue selecting the next household until you identify a household with at least 
one person in the survey population(s) to interview. 

 

STEP 6: INTERVIEW THE SELECTED INDIVIDUALS TO ASSESS COVERAGE 
 
Using a data collection form, interview the selected individual to determine whether or not he/she was 
offered the drug(s) and whether or not these drugs were swallowed. It is important to ask both 
questions: whether the respondents were offered the drugs (this provides a measure of the programme’s 
ability to reach the population) and whether they swallowed the drugs (this provides an estimate of the 
PC coverage).   It is recommended that a separate data collection form be used for each drug, even if the 
two drugs are given out together.   For example, if the population received ivermectin and albendazole 
for LF, the responses for ivermectin would be recorded on a separate form than those for albendazole, 
even though it will be the same individuals responding for both drugs.  It is important for the SCT team to 
carry examples of the drugs to improve recall accuracy.  See Annex A for an example of a data collection 
form.   

 

STEP 7: INTERPRET THE RESULTS  
 
Use the Decision Rule Table (below and Figure 4) to determine the appropriate classification for the 
supervision area based on the number of people who responded affirmatively to having swallowed the 
drug(s). If the number of people who swallowed the drug falls within the range of numbers in the 
appropriate green column, then the SA can be classified as having “good” coverage. If the number of 
people who swallowed falls within the numbers in red, then the SA can be classified as having 
“inadequate” coverage. When the number who swallowed the drug falls in the yellow zone then you 
cannot conclude with statistical confidence that coverage was good or inadequate. For a more detailed 
interpretation of these classifications see Figure 5.  

 
Disease Survey population 

Targeted 
Coverage 
Threshold 

Decision Rules: Based on the # covered out of 20 
people sampled1 

Good 
Coverage 

Cannot Conclude 
Coverage is Good 

Inadequate 
Coverage 

LF Everyone 65% 16 - 20 11-15 0 - 10 
Onchocerciasis Everyone 80% 19 - 20 14-18 0 - 13 

STH/ Schisto School-age children  
(5-14yrs) 75% 18 - 20  13-17 0 - 12 

Trachoma Everyone 80% 19 - 20 14-18 0 - 13 
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1The numbers in the green and red columns are based on the binomial distribution: 𝑃(𝑋 ≥ 𝑘) = �𝑛
𝑘
� 𝑝𝑘(1 −

𝑝)𝑛−𝑘 ≈< 0.1 and 𝑃(𝑋 ≤ 𝑘) = �𝑛
𝑘
� 𝑝𝑘(1 − 𝑝)𝑛−𝑘 ≈< 0.1, respectively.  Where n is the total sampled (20), p is the 

WHO-defined target coverage threshold (e.g., 0.75), and k is the number of people who reported swallowing the 
drug out of the 20 people interviewed.  

 

STEP 8: DEVELOP AN ACTION PLAN TO IMPROVE OR MAINTAIN MDA PERFORMANCE  

This is the most important step of the tool because it helps the district-level supervisor come up with an 
actionable plan to improve the current and future MDA rounds. The SCT Data Summary, Critical Review 
and Action Plan forms (Annexes D-F) should be used to critically review and interpret the SCT results. It is 
important that this Action Plan be developed immediately following the SCT to allow time for mop-up 
activities if necessary.  For example, treatment mop-up – that is the re-distribution of drugs to individuals 
or geographic areas that were untreated during the MDA - is indicated in any SA classified as having 
‘inadequate’ coverage, according to the SCT.  The district supervisor may choose to limit the mop-up to 
only those SA(s) where coverage was classified as ‘inadequate’ or he/she may choose to extend the mop-
up activities to other parts of the district.  The results from multiple SCT implementations can be 
compiled, and the percentage of areas that required mop-up can give an indication of the MDA’s success 
and the quality of social mobilization.  

 

STEP 9: IMPLEMENT THE ACTION PLAN  
 
If the Action Plan outlines steps required to improve the current MDA round, these actions should be 
taken right away to take advantage of personnel availability and any momentum still lingering from the 
MDA.  Furthermore, it is important that any actions taken to improve the current round be completed 
before the coverage data have been aggregated and reported.  Some of the Action Plan activities may 
address improvements to future MDA rounds (such as refresher trainings to CDDs, targeted social 
mobilization, and improved information and education materials) and will be most impactful when 
implemented right before future MDA rounds.  District and provincial level supervisors should hold 
district-level staff accountable for completing the Action Plan activities.  

Treatment Mop-up  

The tool should be conducted immediately following the MDA, to allow time for treatment mop-up, or 
other remedial actions, if needed.  Treatment mop-up activities are indicated in any SA classified as 
having ‘inadequate’ coverage, according to the SCT, though the supervisor may also choose to conduct 
mop-up when the SCT results fall within the yellow category (“cannot conclude coverage is good”).  The 
district supervisor may choose to limit the mop-up to only those SA(s) where coverage was classified as 
‘inadequate’ or he/she may choose to extend the mop-up activities to other parts of the district.  

The results from multiple exercises can be compiled, and the percentage of areas that required mop-up 
can give an indication of the MDA’s success and the quality of social mobilization. Once the data 
collection form results are tallied, a SCT Action Plan should be completed to help interpret the results and 
identify the next steps to improve the programme.   



FIGURE 4. QUICK GUIDE 

Purpose: A quick and simple tool for monitoring and supervising MDA at the sub-
district level 

Geographic Domain: Smallest MDA supervisory level When to 
Conduct: < 2 weeks post-MDA 

Who conducts: District or sub-district NTD 
supervisors 

Total Sample 
Size:  20 individuals 

Overview of tool 

Steps 1 -2: Identify the survey population(s) and supervision area(s) in which to conduct SCT  
Step 3-4: Obtain a list of all HH using a) registers or b) household enumeration and randomly select 20  
Step 5: Visit each selected household and randomly select one person from the survey population 
Step 6: Interview the selected person to determine if they received the appropriate drug(s) 
Step 7: Determine how many of the 20 individuals received and swallowed the drug; use the decision rule 
table to classify coverage as “good”/”cannot conclude good”/”inadequate” relative to the target threshold.  
Steps 8-9: Develop and implement an Action Plan 

 

 
Disease Survey population 

Targeted 
Coverage 
Threshold 

Decision Rules: Based on the # covered 
out of 20 people sampled 

Good 
Coverage 

Cannot 
Conclude 

Coverage is 
Good 

Inadequate 
Coverage 

LF Everyone 65% 16 - 20 11-15 0 - 10 
Onchocerciasis Everyone 80% 19 - 20 14-18 0 - 13 

STH/ Schisto School-age children  
(5-14yrs) 75% 18 - 20  13-17 0 - 12 

Trachoma Everyone 80% 19 - 20 14-18 0 - 13 
 

Conclusion: Good Coverage Inconclusive Inadequate Coverage 
Interpretation: It is very likely that the true 

coverage in the SA is at or 
above the target coverage 
threshold 

Not enough information to 
conclude with statistical 
confidence if coverage was 
above or below threshold  

It is very likely that the true 
coverage in the SA is below the 
target coverage threshold 
 

Next Steps: -Share these positive 
findings with those involved 
in the MDA  
-If individuals were found 
who did not ingest the 
drugs, investigate reasons 
why 

 

-Investigate the reasons 
given for not taking the 
drugs  
-Compare with the 
reported coverage to see if 
it suggests coverage may 
be at or above the target 
coverage threshold 

-Investigate the reasons given for 
not taking the drugs  
-Look at the reported coverage to 
see if it suggests coverage was 
good or poor 
-Does poor coverage appear to be 
associated with particular CDDs? 

Advantages Drawbacks 

• Straight-forward sampling design  
• Quick and relatively inexpensive to implement  
• Can be used to identify areas in need of mop-up 
• Simple interpretation of results (classifies 

coverage as likely above/ below threshold) 

• Cannot be used to generate statistical 
point estimate of coverage. 

• Not an equal probability sample (e.g., 
individuals in large HHs less likely to be 
sampled than individuals in small HHs) 

 



Figure 5. DECISION RULE INTERPRETATIONS AND SUGGESTED NEXT STEPS 

 

Good 
(> the threshold) 

Cannot conclude 
coverage was good 

Inadequate 
(< the threshold) Coverage 

Conclusion: 

Suggested Next 
Steps: 

Interpretation: It is very likely that the true 
coverage in the SA is at or 

above the target threshold. 

Not enough information to 
conclude with statistical 

confidence if coverage was 
above or below threshold.  

It is very likely that the true 
coverage in the SA is below 

the target threshold. 

• Share these positive findings 
with those involved in the 
MDA.  

• Do these results agree with the 
reported coverage (e.g., is the 
reported coverage also above 
the threshold)? If not, try to 
identify reasons for the 
discrepancy. 

• If persons were identified who 
were not offered or did not 
swallow the drugs, review the 
reasons why and take 
whatever steps are indicated to 
raise coverage even higher 
than it already is. 

• Investigate why coverage 
may have been poor by 
looking at the “no” responses 
from the SCT (e.g., was it 
insufficient supply? poor 
compliance? drug distributor 
performance? insufficient 
social mobilization?). 

• Check if the untreated 
individuals are in the area of 
responsibility of the same 
CDD(s).   

• Does reported coverage show 
that coverage is above the target 
threshold? If so, identify reasons 
for the discrepancy; consider 
conducting a data quality self-
assessment. 

• Investigate why coverage may 
have been poor by looking at the 
“no” responses from the SCT 
(e.g., was it insufficient supply? 
poor compliance? drug 
distributor performance? 
insufficient social mobilization?). 

• Is a mop-up campaign needed?  
• Check if the untreated 

individuals were the 
responsibility ofthe same 
CDD(s).   
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RECOMMENDATIONS   

The  Supervisor’s Coverage Tool is recognized as a simple, inexpensive, and quick approach 
that should be implemented routinely and the results used to improve the programme performance 
in a timely manner. The WHO Working Group on Monitoring and Evaluation of Preventive 
Chemotherapy recommended the SCT for use in national programmes, particularly for MDA 
supervision. Information from the SCT should be used to take appropriate data-driven, corrective 
action at sub-district levels. Additional evidence will continue to be gathered about the tool’s use 
and applications in other treatment settings such as school-based platforms and urban settings.  

With the 2020 NTD Roadmap goals fast-approaching, it is essential that districts achieve 
sufficient coverage in each MDA round. By making a working draft version of this tool available to 
countries in 2016, sub-national supervisors will be empowered to use data and take corrective 
action to improve treatment coverage.  National NTD programme managers are therefore strongly 
encouraged to disseminate the SCT and train sub-national level supervisors in its use.  
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ANNEX A: DATA COLLECTION FORM 
Supervision Area (SA):_________________________________    Interviewer:__________________________ Date:______________________ 

Drug: ________________________  Disease being assessed:___________________ Survey population: ______________________________ 

No. Village Respondent Type of 
Response:  
S = answering for 
him/herself, P = 
Proxy1, M 
=mobile  

 Were you offered 
_________ during the 
last MDA? Show 
respondent example of 
drug 

If not, why? A = 
away at work/ 
traveling, S=supply 
ran out, D=distributor 
never came, O = 
other 

Did you swallow 
________ during the 
last MDA? Show 
respondent example of 
drug 

If not, why? F=fear 
of side effects, 
N=not enough info,  
T=taste, O = other 

Age  Sex 
(M/F) 

1.   M      F  Yes                No         Yes                No         
2.   M      F  Yes                No         Yes                No         
3.   M      F  Yes                No         Yes                No         
4.   M      F  Yes                No         Yes                No         
5.   M      F  Yes                No         Yes                No         
6.   M      F  Yes                No         Yes                No         
7.   M      F  Yes                No         Yes                No         
8.   M      F  Yes                No         Yes                No         
9.   M      F  Yes                No         Yes                No         
10.   M      F  Yes                No         Yes                No         
11.   M      F  Yes                No         Yes                No         
12.   M      F  Yes                No         Yes                No         
13.   M      F  Yes                No         Yes                No         
14.   M      F  Yes                No         Yes                No         
15.   M      F  Yes                No         Yes                No         
16.   M      F  Yes                No         Yes                No         
17.   M      F  Yes                No         Yes                No         
18.   M      F  Yes                No         Yes                No         
19.   M      F  Yes                No         Yes                No         
20.   M      F  Yes                No         Yes                No         
Total  Yes: No:    Yes:   No:  
1The principal caretaker should respond on behalf of children <10 years; conversely, all children may respond for themselves when drugs are distributed in schools
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SCT Data Collection Form Instructions: 

1. A separate form should be used for each drug package.  When multiple drugs are 
given to treat the same disease, the SCT supervisor may decide if separate forms will 
be used for each drug (e.g. ivermectin and albendazole for LF).  An advantage of 
using separate forms is that the team will be able to identify if there is differential 
uptake by drug or stock out of a single drug. 

2. The interviewer should show the interviewee an example of the drug(s) they are 
referring to at the time of the interview 

3. There are three ways to get a response for each participant, in order of preference: 
1) self (respondent answers for him/herself in person), 2) mobile (respondent 
answers for him/herself via mobile phone if not present in household at time of 
interview), 3) proxy (if respondent is not present and cannot be reached via mobile 
then another adult member of the household may answer on behalf of the missing 
individual, if available).  A parent or guardian should respond on behalf of children 
who are <10 years old.  

4. The reasons listed for not receiving or swallowing the drug should be customized to 
reflect the local situation 

5. If an individual responds “No” to having been offered the drug, the interviewer may 
automatically fill in “No” for swallowing the drug (without needing to question the 
individual).   

6. After all 20 individuals have been interviewed, tally up the number of “yes” and “no” 
responses to each question and record them in the boxes at the bottom of the sheet.  
Note that if an individual is not sure if they received the drug, another member of 
the HH should be randomly selected until someone who can give a definitive 
response (either “yes”/”no”) is found.   If no one in the survey population in the 
selected household can answer the coverage questions, proceed to the next 
household to serve as a replacement household.   
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ANNEX B: HOW TO USE A RANDOM NUMBER TABLE 

 

The following steps describe how to use a Random Number Table to pick a random number: 

 
1. Determine how many digits you need your random number to have.  This will be equal to the 

number of digits in the total number of items from which you are selecting.  For example, if you 
need to select one household out of 44 then your random number will need 2 digits because “44” 
contains 2 digits (“4” and “4”).  
 

2. Close your eyes and use a pointed object, such as a pen or pencil, to touch the random numbers in 
the table. Your starting point is the number closest to where you touched the Random Number 
Table.  
 

3. Read the number of the digits required from left to right, starting with the number that is closest to 
the tip of your pen.  Numbers that are larger than the maximum number of items (e.g. 44) will be 
discarded. Continue reading from left to right until you find a number that is equal to or less than 
the maximum number.  This number will correspond to the selected random number. 
 

4. If, in selecting a random number from the table, the end of the row is reached before a viable 
number is selected, the selection should continue with the beginning of the next row. 
 

Example: Suppose there are a total of 5 individuals in the survey population living in the selected 
household and you need to choose one to interview.   This means you need to pick a random number 
between 1 – 5.   Because the total number has 1 digit (“5”) you will need to read only 1 digit from the 
Random Number Table.   Close your eyes and touch the Random Number Table with the tip of a pen.  
Read the number that is closest to the tip of your pen.  Suppose your pen lands on the number “6” .  
This means your selected number is 6; however, because the number 6 is > 5, you must choose 
again.   Suppose the number to the right of the “6” on the table is a “3”.  Since 3 is < 5 this is a valid 
selection.  This means that the 3rd member of the survey population in the selected household should 
be interviewed. 

 



Random Number Table 

2 8 9 0 4 6 2 0 7  1 0 7 8 2 3 3 9 5  5 0 1 2 0 4 2 1 5  6 9 5 8 6 0 8 3 1 
4 2 0 7 8 5 9 0 6  9 9 2 7 3 4 6 9 5  6 5 2 8 6 5 2 5 6  4 6 0 2 4 6 1 9 2 

0 1 1 5 9 1 9 7 4  1 3 0 7 8 2 9 6 2  7 3 1 4 0 3 2 0 8  7 6 4 9 8 5 2 4 0 

7 3 7 0 1 1 2 5 6  0 9 4 9 2 4 2 2 3  2 0 0 0 5 6 5 2 5  5 3 7 0 7 0 0 4 5 

5 0 8 3 5 5 7 2 8  9 1 7 8 2 1 3 8 8  5 8 4 2 9 7 8 4 7  3 1 9 3 3 2 8 1 8 

3 6 0 6 5 0 1 9 3  0 3 5 0 4 8 1 2 8  8 4 2 7 5 0 0 1 8  9 8 8 9 8 6 3 8 0 

0 2 3 1 3 2 9 9 0  9 0 8 2 1 9 2 0 5  4 1 0 3 1 2 2 5 6  2 6 7 3 3 9 5 6 1 

3 5 3 1 4 9 4 5 0  0 3 9 3 7 7 6 4 7  2 5 0 2 0 8 6 4 2  2 6 8 6 6 4 1 0 7 

0 5 5 6 3 0 3 2 1  0 1 7 7 6 7 0 7 1  2 2 7 4 0 7 3 7 6  0 1 9 5 9 1 6 1 8 

1 6 9 2 9 8 5 5 8  7 6 8 9 4 6 2 3 3  8 2 9 4 4 6 3 7 7  1 3 2 1 5 6 7 2 1 

4 5 0 9 0 7 3 5 4  5 2 1 5 9 6 7 0 2  6 4 8 7 4 5 0 5 7  6 1 0 7 4 2 1 6 3 

9 0 0 4 3 8 4 5 3  3 6 5 2 8 6 8 4 8  8 1 1 4 1 0 1 4 8  2 8 1 6 1 7 5 8 9 

2 0 0 8 9 4 1 2 0  0 2 8 8 7 9 3 1 5  5 6 0 4 1 1 6 8 7  2 9 1 3 6 5 9 6 2 

8 9 4 9 3 9 4 3 4  9 3 8 9 9 1 1 1 8  0 3 7 3 4 9 5 2 6  0 9 3 7 5 8 7 4 7 

4 0 0 1 2 2 1 5 6  6 2 7 5 4 0 6 0 6  9 4 5 5 3 6 9 5 0  5 9 1 6 8 6 3 0 2 

1 2 2 3 0 6 9 2 4  4 8 3 4 9 1 5 9 0  8 9 3 3 4 8 2 9 0  7 9 3 5 6 6 1 7 2 

4 4 0 4 2 7 9 8 8  4 3 1 9 7 0 2 2 2  6 9 9 4 3 7 1 6 6  2 5 3 1 9 1 8 4 7 

4 8 2 5 3 7 2 2 5  3 9 0 3 9 9 2 9 4  4 7 0 4 8 4 9 4 5  7 2 8 7 2 3 7 6 5 

9 7 3 4 5 0 5 8 0  2 1 0 8 3 5 1 1 4  9 0 2 5 1 6 1 5 7  3 0 9 0 7 3 5 4 6 

7 5 7 3 4 1 1 5 6  4 2 6 2 1 6 0 9 0  5 9 9 5 4 2 7 8 0  0 3 4 8 6 8 5 9 5 

6 7 7 8 1 1 0 3 4  3 8 8 6 3 1 9 3 0  7 8 8 8 0 3 8 7 5  3 7 2 2 6 9 0 1 1 

1 9 8 3 0 2 5 6 7  4 4 9 7 4 4 9 5 8  6 8 3 7 6 8 0 1 8  9 3 6 1 6 1 7 2 3 

7 5 5 5 5 4 4 1 8  0 4 3 6 9 3 4 7 4  7 1 0 0 9 2 1 6 1  5 3 3 7 8 2 4 2 4 

0 3 5 1 5 9 7 1 0  2 6 0 8 4 1 2 5 5  4 6 2 8 3 5 3 0 6  5 4 9 0 7 9 6 8 3 

5 6 6 9 6 4 6 3 5  6 8 4 7 9 3 7 5 1  6 7 7 7 1 2 0 6 2  9 3 8 3 0 0 6 9 6 

3 1 1 7 5 9 4 5 8  0 5 3 5 8 7 7 0 0  6 5 6 3 4 7 5 9 2  5 1 0 2 7 4 9 1 8 

3 2 9 7 7 4 6 1 0  8 3 6 6 9 0 1 9 9  6 3 0 6 7 7 4 2 0  0 8 4 4 4 1 6 5 9 

4 5 6 4 8 3 8 8 8  2 2 8 6 7 7 4 4 7  9 9 9 4 1 0 3 5 7  1 8 3 9 3 3 2 2 6 

6 9 1 7 2 2 9 7 6  1 1 0 8 6 7 3 6 4  0 6 4 7 9 8 1 9 9  7 4 3 6 4 7 6 5 9 

5 1 0 7 0 4 9 0 9  3 2 5 8 9 1 5 7 0  8 5 9 4 6 6 6 1 6  0 9 1 3 8 9 6 1 5 

0 1 1 6 3 8 4 5 2  0 7 6 9 1 2 0 0 8  2 2 9 8 6 4 4 2 8  7 0 1 4 5 5 5 0 3 

1 7 2 1 6 3 9 0 9  1 3 6 0 0 5 5 0 2  5 4 7 1 1 2 6 6 1  7 3 4 9 8 9 0 2 6 

5 8 7 2 2 5 8 2 3  0 6 4 2 0 9 3 3 7  2 4 5 0 0 5 7 7 1  7 9 8 5 2 9 1 8 1 

4 9 4 1 5 0 9 4 3  7 5 7 2 7 6 9 8 5  3 0 2 3 9 8 1 6 3  5 7 5 6 4 8 3 5 6 

9 7 3 8 3 7 5 1 6  6 7 1 8 8 9 9 4 1  7 7 4 0 4 9 6 3 6  1 1 1 7 6 9 6 9 0 

5 1 6 1 2 5 8 2 3  1 2 2 8 5 4 7 8 4  8 3 7 8 7 7 0 1 3  2 1 8 4 0 7 4 3 3 

0 5 5 3 6 7 7 3 5  2 9 9 7 1 4 1 8 7  6 8 7 3 1 7 8 3 5  5 6 1 4 7 2 0 8 4 

7 3 3 2 7 7 8 8 6  1 5 0 0 5 1 8 4 4  8 0 6 3 4 0 3 7 1  8 3 5 6 5 3 6 0 6 

4 2 7 3 4 0 4 0 8  0 2 7 1 6 0 5 3 4  3 1 9 2 9 0 3 3 8  6 2 3 0 1 9 2 3 3 

1 3 8 8 5 9 4 2 4  5 0 9 3 2 3 1 4 6  7 9 8 4 2 4 8 7 9  1 3 8 6 3 9 0 9 3 

 
 

  



ANNEX C: SAMPLE INTERVIEW SCRIPT 

“Good day.  My name is _____insert name__________ and I am here on behalf of the Ministry of Health. 
We are conducting some brief interviews to understand how the recent distribution of __insert drug(s)_ 
for _____disease(s)___  is functioning.  Your household has been randomly selected for inclusion in our 
survey.  With your permission we would like to randomly select one person in your household to ask a 
few questions about the distribution.  The questionnaire should take approximately 5 minutes.  Would 
you be willing to let us select a member of your household to participate in this survey?” 

If the response is “No”:    

“Thank you for your time.”  Leave household and proceed to the next numbered household (according to 
either the village register or the next enumerated household) to replace this household.  

If the response is “Yes”: 

Can you please tell me the names and ages of ____insert survey population (e.g., “everyone” or “children 
5-14 years”)___ in the household? 

The SCT team member should then write each name on a scrap piece of paper then randomly select one 
for interview (by drawing names from a hat or using a random number table).  If there is no one in the 
survey population who lives in the household, the team should proceed to the next numbered household 
(according to either the village register or the next enumerated household) until they find a household 
that has at least one person in the survey population.  

 

Integrated surveys: When there is more than one survey population the interviewer should let the head of 
household know that up to two different people may be randomly selected for interview.  The team 
should first select one person randomly to interview from among all members of the largest survey 
population (e.g., everyone for LF, onchocerciasis, or trachoma), followed by one person randomly selected 
from among the smaller survey population (e.g., school age children). 

 

 



ANNEX D: SCT DATA SUMMARY 

 
If the SCT assessed multiple drugs, complete a separate Action Plan for each drug.  
 
Name:_____________________________ Title:_______________________________  
 
Supervision Area: ___________________ Drug:_______________________________  
 
Data collection start date: _____________Total days of data collection:____________  
 
Administrative coverage (note if the reported coverage is district-wide or specific to the Supervision 
Area):____________________  
 
 
SCT DATA SUMMARY  
For each question, enter the total number of people who responded “yes” or “no”. In the last row write 
the appropriate interpretation of the results (e.g. “good coverage”, “cannot conclude coverage is good” or 
“inadequate coverage” 

 Were you offered the drug? Did you swallow the drug? 

Yes   

No   

Classification of coverage according to SCT (only applies to the 
question “did you swallow the drug”): Good/Cannot conclude 
good/Inadequate 
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ANNEX E: SCT CRITICAL REVIEW 

Question   
 

Response (to be completed by the SCT Implementer) 

 

How did the results from the SCT compare 
with the administrative coverage?  
For example, if the SCT suggests the coverage 
was “good”, is the administrative coverage 
also good (i.e., above the target coverage 
threshold)?  
 
 

 

 

What were the reasons given for not being 
offered the drug? Were any of these reasons 
given more than once?  
 
 
 

 

What were the main reasons given for not 
swallowing the drug? Were any of these 
reasons given more than once?  
 
 
 

 

 

 
If the results from your SCT suggest the 
supervision area had coverage that was 
“cannot conclude coverage is good” or 
“inadequate,” why do you think the coverage 
might have been low?  
 
 

 

 
If the results of the SCT classified your 
supervision area as having “inadequate” 
coverage, what do you plan to do between now 
and the next MDA round to ensure that 
coverage is better in the next round? 
 

 

 

Based on the results of the SCT, will you do 
anything else differently in the next MDA 
round?  
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ANNEX F: SCT ACTION PLAN 

Problem/Need Identified  Action Required  

(what tasks do you need to do 
to address the problem)  

Success Criteria  

(how will you identify 
your success)  

Time Frame  

(by when do you need to 
complete the tasks)  

Resources  

(who or what can help you 
complete the tasks)  
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ANNEX G: OPTION FOR EXTRA LARGE SUPERVISION AREAS 

 

When the selected supervision area (SA) is large (e.g., >5,000 people) and there is no accurate village 
register(s) or census(es) that cover the entire SA, enumerating all households in the SA becomes quite 
challenging and resource intensive.  In such cases the SCT implementer may choose to conduct the SCT 
in one or more subunit within the SA.   As a result, rather than enumerate all the households in the SA, 
the SCT team would only enumerate households in the selected subunit(s).  It is important to keep in 
mind that modifying the SCT in this way means that the coverage classification resulting from the tool 
will no longer be representative of the entire SA.     

Selecting a subunit  - A large SA may be subset into groups of <5,000 people, based on existing 
administrative boundaries (e.g., villages, hamlets, blocks, zones, barrios, etc.) and one or more of these 
subsets can be randomly selected. 

Example 1: Suppose the selected SA is large (>5,000 people) and is comprised of the following 
three villages: 

Supervision Area Village Estimated Population 
Supervision Area Gumu 2105 

Assosa 3066 
Shula 3480 

Because the total population in the SA is expected to be large (8,651 people), the SCT 
Implementer may randomly select one or two of the three villages in which to focus 
the SCT. 

 

Example 2: Suppose the selected SA corresponds to a semi-urban area, Concepción, 
which is estimated to have 10,934 inhabitants spread throughout 7 blocks.  Because 
each block is likely to be fairly small (1,000-2,000 people) the SCT Implementer 
chooses to randomly pick two of these blocks in which to conduct the SCT.  

Supervision Area Village / Block Estimated Population 
 Concepción 10,934 

Block A.1  
Block A.2  
Block B.1  
Block B.2  
Block B.3  
Block C.1  
Block C.2  
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Potential for Bias: While conducting the SCT in a smaller subunit within the SA may lead to time and 
cost savings, it is important to recognize the drawbacks associated with this approach.  Firstly, when the 
SCT is conducted in just a subunit, the resulting coverage classification will only be representative of that 
subunit and not the SA as a whole.  Secondly, if the subunit is chosen randomly (as in the examples 
above) then people living in subunits with smaller populations will have a greater likelihood of being 
selected compared to the other subunits.   Because of these concerns, it is recommended that this 
subunit approach only be used in extreme cases where  implementing the SCT by the standard approach 
of enumerating all households is not possible. 
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