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Prepare Research Protocol for Approval by the GW University Institutional Ethical Review Board:
Originally GWI hoped that this project would be approved as an amendment to our ongoing work in
Haiti (conducting an impact evaluation for a GBV prevention program in the same locations as this
project). However, the GW IRB requested a full separate application. This was prepared and
submitted.
2. Research Protocol Reviewed and Approved by GW IRB: The GW IRB has reviewed and approved
this project (IRB #011830).
3. Review and edit data collection tools: Data collection tools have been reviewed and edited for
use for this project. They are available in both English and Haitian Creole.
4. Finalize LQAS sampling strategy: GWI and IFOS statisticians have agreed on the final sampling
strategies and communities for implementation of the survey.
5. Sub-agreement for Haitian partner IFOS completed and signed: GWI and IFOS have finalized the
TOR and sub-agreement to implement the field work for this project.
6. Training materials developed: Training materials for the refresher training for data collection.
7. Refresher training for enumerators completed: Five Haitian women served as data collectors for
the study. Each of these women had previously participated in the multi-stage cluster survey and
had good knowledge of the survey tool and ethical considerations due to this previous experience. A
three-day refresher training was held to review the data collection tools and survey administration
including the new sampling procedures.

8. Fieldwork completed: Overall during data collection, the team visited 199 households and
completed interviews with 93.5% (186). Data collection was completed over the course of 10 days.

In order to test whether LQAS would be an appropriate method for collecting population-based data
on GBV indicators, researchers conducted a pilot study using the methodology in Marigot Commune
in South-east Haiti. This location was selected because in 2017 GWI and IFOS had conducted a
baseline study for an impact evaluation of a GBV prevention program and had utilized multi-stage

cluster sampling techniques. It was therefore possible for GWI and IFOS to directly compare the
results of both approaches.
For the impact evaluation, Marigot Commune was being utilized as the control community (i.e. the
GBV intervention that the impact evaluation is studying is not being implemented in this location).
Therefore, it is not expected that any measureable change on GBV attitudes or prevalence would
have taken place between the cluster survey conducted in 2017 and the LQAS survey conducted in
2018. After collecting data in the commune utilizing both sampling methods, the research team
compared the results of the two approaches for select GBV indicators as well as cost, logistics and
human resources considerations.
Overall this was successful because data was collected from comparable locations using a similar
tool. However, while every effort was made by the research team to replicate conditions as closely
as possible when delivering both surveys – there were a number of factors that may have
contributed to the higher disclosure rates in the LQAS survey. For example, GWI and IFOS used data
collectors who had previously participated in the cluster survey rather than recruiting a completely
new data collection team. This could have influenced the quality of the second survey in a number of
ways as the highest performing data collectors from the previous study were selected for the LQAS
survey. In addition, these women had been previously participated in in-depth training and collected
data utilizing a very similar data collection tool during the previous survey. This could have resulted
in a more highly skilled data collection team for the LQAS survey, which may have led to respondents
feeling more comfortable disclosing their experiences of violence during the second survey. In
addition, the one year difference in timing of the surveys could have meant that underlying attitudes
could have changed during this period despite the fact that the survey was done in the control site.
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For both survey approaches, there were a number of ethical considerations taken into account in
study design and implementation. First, safety of the respondents was prioritized through a number
of actions. The surveys were never described as a survey on violence against women and girls in the
wider community or with the head of households when introducing the purpose of the interview.
Instead they were framed as surveys on women’s health and life experiences. In addition, only one
woman was selected per household – to ensure that no one else in the household knew the true
subject matter of the survey. In order to ensure the confidentiality of the collected data, no
identifiable information (name, addresses, etc.) were collected through the survey.
All data collectors were female to ensure that the female respondents felt comfortable disclosing
experiences of violence. In addition, the data collectors were trained to stop the interview if anyone
else came into the room or to pivot the discussion to topics not related to violence (for example
menstrual hygiene). In addition, data collectors were trained on supportive listening and managing
distress, in case any respondent experienced any mild distress during the interview. They also
learned how to identify more serious signs of distress and were instructed to refer these cases to
their supervisors if encountered. All women who participated in the study were offered referral
information on available GBV services in the community. In addition, the survey protocol was
approved by the George Washington University IRB.
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