Correspondence concerning Jonah Sinick’s vetting of GiveWell’s pages on Against Malaria Foundation and long-lasting insecticide treated nets

Below we’ve pasted lightly edited versions of the emails that Jonah Sinick, Elie Hassenfeld and Holden Karnofsky exchanged in the course of Jonah’s vetting of GiveWell’s pages on Against Malaria Foundation and Long Lasting Insecticide treated nets. 

Each individual email is preceded by “---------- Forwarded message ----------” and is either a response to the message immediately above it or the beginning of a new thread unless otherwise noted. In the original correspondence, many of the emails included quotations from previous emails. For readability, we’ve deleted most of the quotations in the original messages and replaced them with headings of the type “Regarding …”.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Mon, Jun 11, 2012 at 4:17 PM
Subject: Notes on "Evidence on the effectiveness of large-scale ITN distribution campaigns"
To: Elie Hassenfeld <elie@givewell.org>
Cc: Holden Karnofsky <Holden@givewell.org>


Hi Elie,

I read through the GiveWell report on "Evidence on the effectiveness of large-scale ITN distribution campaigns" and the documents linked therein Country-level charts of ITN coverage vs. malaria mortality  and Tabulation of ITN coverage vs. malaria mortality. I've attached an Excel file  (Vetting notes for large scale ITN campaigns.xlsx) commenting on the footnotes. In the text of this email are some bigger picture comments.

· The WHO uses number of malaria cases as the metric for malaria prevalence while GiveWell uses number of malaria deaths as the metric for malaria prevalence. The results that one sees depends on the metric used here. This is consistent with GiveWell and the WHO differing on whether there was a significant drop in malaria prevalence for Gabon, Ginnea-Bissau, Kenya, Tanzania and Zimbabwe. (Also, my own assessment of Benin is different from the WHO's).

The use of number of deaths seems problematic to me owing to the fact that it's often very small relative to the population as a whole (even after restricting to children of ages less than 5) giving rise to the possibility that the apparent trends are not statistically significant or even if statistically significant, not larger than noisiness in the data. 

It seems worthwhile to ask an expert if they know why it would be that number of deaths declines while number of cases remains constant. It could be that the juxtaposition of the two indicates that the data is very noisy.

If GiveWell continues to use number of malaria deaths then the page should provide justification for doing so.

· There are some additional problems with the analysis of the World Malaria Report data:

1. The percentage drop in malaria deaths (which is effectively what's pictured in the graphs) might not be the right metric.

In some countries (e.g. Nambia, population size ~ 2 million) the drop in malaria death prevalence is ~ 1800 whereas in others (e.g. Botswana, population size ~ 2 million) the drop in malaria death prevalence is ~ 25. Intuitively these shouldn't be put on equal footing. On the other hand the former data shouldn't be given 100x as much weight as the latter data. I guess the underlying issues are (a) statistical significance (pushing in the direction of focusing on larger sample sizes, I believe both in absolute terms and relative to the larger population) and (b) samples from different pools providing more evidence than repeated samples from the same pool. I don't have enough experience to know a reasonable way to balance these things.

2. To be fair, one should look at instances where an increase in net usage is accompanied by an increase in malaria deaths and count this as counterbalancing instances where an increase in net usage is accompanied by a decrease in malaria deaths. Benin, DR Congo, Ghana, Mali, and Sierra Leon have graphs indicating an increase in malaria deaths. What I have in mind here is more the issue of whether the data is statistically significant / sufficiently clean to be informative than the possibility that net usage genuinely increases malaria deaths.  

3. The visual appearance of the charts can be misleading in the following way. According to the spreadsheet, GiveWell assessed the graph for Gabon as indicating that an increase in malaria control was associated with an decrease in malaria deaths. While percentage covered by nets went up and malaria death frequency went down the drop in malaria death frequency went down before the percentage covered by nets went up, so the increased coverage by nets is not what caused the drop in malaria deaths and the data shouldn't be taken as evidence that it is.

This sort of problem could be avoided by graphing consecutive differences (the difference between percentage covered by bed nets in year n + 1 and year n and the difference between number of malaria deaths in year n + 1 and year n) of the quantities as a function of time instead of the quantities themselves.

· The O'Meara paper shifts my prior away from thinking that scaling up ITNs reduces malaria prevalence. The two relevant points in my mind are (1) pre-existing trends of drop in malaria prevalence, the existence of which makes it less likely that a subsequent drop is due to the ITN scale up and (2) the fact that "In central Africa, little progress has been documented, possibly because of publication bias." I think these points should be commented on.

I guess I presently agree with GiveWell's bottom line

We find the available data to be easily consistent with the idea that scaling up ITN coverage often - or even always - results in a reduction in malaria burden in line with what small-scale studies would predict. However, we do not find this data to provide strong affirmative evidence of this idea. We believe we will improve our understanding of this topic when we speak with the authors of the World Malaria Report.

but I could easily imagine a more systematic/mathematical analysis of the data revealing that the data doesn't provide any affirmative evidence of the idea.

In any case, I continue to think that the strength of small scale evidence in favor of the utility of bed nets dominates the large scale evidence so that I'm not too bothered by an absence of large scale evidence (though I am less confident of the merit of ITN distribution than I was before reading the GiveWell page on macro-evidence).

Jonah
---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Tue, Jun 26, 2012 at 3:26 PM
Subject: AMF/LLIN Vetting
To: Elie Hassenfeld <elie@givewell.org>, Holden Karnofsky <Holden@givewell.org>


Hi Elie and Holden,

I vetted the GiveWell reviews of AMF and Mass Distribution of LLINs and the associated spreadsheets. Bottom line: the pages and arguments therein look solid to me.

I've attached Excel files commenting on the footnotes in the GiveWell pages for AMF (AMF Vetting notes.xls) and LLINs (LLIN Vetting Notes (current version) (version 1).xls). 

Most of my comments on and corrections to the footnotes are minor and may not even be worth addressing. Some of them are things that I could address myself if given permission to do so; others concern points that I don't have information about.

Note that I already sent you an email titled “Notes on "Evidence on the effectiveness of large-scale ITN distribution campaigns"” addressing GiveWell's page on the macro evidence for a connection between ITN distribution and malaria burden.

I carefully checked the cost-effectiveness spreadsheet and it was fine. I spot-checked the other spreadsheets cited (for whether the code was correct, for plausibility, and for whether sources were cited and explained) and didn't come across any significant mistakes. I did not check to see whether the data in the spreadsheets was accurately transcribed from the sources. I can perform the latter check if you would like, but I would guess that the effort would not be worth the payoff. 

I still have to check GiveWell's update on AMF perhaps some blog posts that I missed. I'll be sending a follow-up email about these things.

Below I discuss big picture issues. I came up with two, which I think are fairly minor.

Jonah

--------

1. This point concerns From LLIN distribution to LLIN ownership I believe that there are several potential problems in GiveWell's analysis. Quite possibly these cancel out so that GiveWell's current estimate is very close to what an adjusted estimate would look like. Four points here:

· (a) Suppose that 92% of nets last one year, 80% of nets last two years and 50% of nets last three years and no nets last longer than three years. Some of the nets which last less than a year will last longer than zero years, some of the nets which last less than two years will last longer than one year and some of the nets which last less than three years will last longer than two years. The model suggests that the function (percentage of nets left as a function of time) is concave down, so that e.g. the percentage of nets left after 6 months is greater than average of (the percentage of nets left after 0 months) and the (percentage of nets left after 12 months). This means that the model predicts that the life expectancy of a net which lasts longer than 0 years but shorter than 1 year is greater than 6 months. Similarly for nets which last longer than 1 year but less than 2 years, and nets that last longer than 2 years but less than 3 years.  Thus if one accounts for nets with intermediate lifespans, the 92%-80%-50% model predicts that the expected lifetime of a net is at least (1 + 0.92)/2 + (0.92 + 0.8)/2 + (0.8 + 0.5)/2 = 2.47 .

· (b) The precise meaning of "Number LLIN delivered/distributed (in 3 years before survey)" on page 11 of Otten and Lines is unclear to me and what the meaning is makes a difference in the conclusion that the data points to. If the authors are summing

(nets delivered between 3 and 2 years before the survey)
(nets delivered between 2 and 1 years before the survey)
(nets delivered between 1 and 0 years before the survey)

and counting (nets delivered between 3 and 2 years before the survey) as being "nets that are 3 years old," etc. then the nets that are labeled as being "nets which last three years" are really "nets which last between two and three years" and similarly for other years. If this is so then the apparent longevity coming from the data overstates the longevity of the nets by ~ 6 months. Probably the overstatement is larger than 6 months because on average total net distribution is increasing so that on average there are more nets that have been distributed 0-6 months ago than 6-12 months ago.

On the other hand if the authors are summing 

(nets delivered between 4 and 3 years before the survey)
(nets delivered between 3 and 2 years before the survey)
(nets delivered between 2 and 1 years before the survey)

and counting (nets delivered between 4 and 3 years before the survey) as being "nets that are 3 years old," then the apparent longevity data understates the longevity of nets (by something less than 6 months).

I would suggest that GiveWell contact Otten and Lines to ask which of the two interpretations above is correct.

· (c) The 92%-80%-50% model is incorrect insofar as some nets last longer than 3 years. Extrapolating from the trajectory given by the model, it seems reasonable to add something like 0.1 years to the expected net lifespan to account for nets that last longer than 3 years.

· (d) Even independently of (b) above, there's a legitimate question of whether the 92%-80%-50% model is consistent with the data. According to page 18 of the presentation by Otten and Lines where GiveWell found the model, "30% of distributed LLIN cannot be found in household surveys within 15-24 months" whereas the 92%-80%-50% model predicts that fewer than 20% of nets will be missing in household surveys given 15-24 months after the distribution of nets. On the same page of the presentation, Otten and Lines raise the possibility of "Quicker average decay than 8%-20%-50%"

GiveWell wrote

For Liberia and Sao Tome and Principe, decay appears substantially worse than what the decay model and manufacturer data would predict (there are fewer than half as many ITNs in ownership as the model would predict), and National Malaria Control Program data is not available. We speculate that this may be a function of problematic national control programs. [...] Overall, the decay model overestimates coverage for four countries (two of which may have problematic National Malaria Control Programs), underestimates coverage for one, and is roughly accurate for two. 


GiveWell seems to suggest that the apparent deviation of the data from the model reported on in Otten and Lines is an artifact of problematic national malaria control programs. Data from net distributions involving problematic national malaria control programs may not be so relevant to AMF because AMF selects its partners with some care. Still, there's uncertainty as to whether GiveWell's interpretation of the situation (as arising from problematic national malaria control programs) is correct. 

The (expected lifespan of nets) is given by the sum (probability that deviations of the data from the model are a product of problematic national malarial control programs)(expected net lifespan according to the model) + (probability that deviations of the data from the model are not a product of problematic national malaria control programs)(expected lifespan of nets based on the data alone) 

This sum is less than the expected net lifespan according to the decay model, and so using the decay model gives an expected longevity figure that's larger  than what one would get by looking at the data alone. 

I would suggest that GiveWell contact Otten and Lines to get their take on whether the model has theoretical support outside of the data, whether it consistent with the data, and whether they think another model should be used. 

(2) This item concerns room for more funding for LLIN distributions.

The error bars around "number of nets needed" don't have a symmetric effect. If the estimate is an overestimate then filling the ostensible gap results in wastage of a size close to the margin of over estimation. If the estimate is an underestimate then filling the ostensible gap does not carry benefits above and beyond the ostensible benefits. Therefore, the more noisy the data used to estimate "number of nets needed," the lower the expected value of filling the ostensible gap. (If the error bars are symmetrical in size and very large then the expected value gets driven down to 1/2 of what it would be if there were tight error bars). 

This sort of reasoning applies on several levels, for example if nets are distributed to ten provinces (as opposed to a single nation) based on their ostensible need and the estimates of need are unbiased then (on average) there will be waste associated with distributing nets to five of the ten provinces.

So what of the reliability of the data? 

The estimates from Ntcheu seem good: Concern United did pre-distribution surveys involving visiting the homes and probably got a good sense for how many nets were needed. The main issue here would seem to be the possibility that people are hiding nets to get extra ones: this plausibly induces a small amount of expected waste (maybe on the level of 5%, the wastage figure that Holden put into the cost-effectiveness spreadsheet).

The estimates from other provinces (taken from the Malawi Universal Coverage Calculations) seem noticeably worse. They're based on (i) estimates of the population projecting from 2008 to 2011 and assuming 2.8% annual growth (ii) the assumption that 1.8 people are covered per net (iii) estimates of how many nets were distributed for each of four previous years and (iv) a decay model. Errors around some of these quantities will cancel each other out. But there's an error for each province.

The relevance of inaccuracy of estimates from provinces other than Ntcheu is that AMF diverted net distribution to Ntcheu into other provinces in the country. If other funders do pre-distribution surveys in the provinces where they work, then they can save the nets that they don't need to pass out for distribution somewhere else. But if they don't do this then they waste nets. This could be a problem if other funders are funding programs of cost-effectiveness similar to bed net distribution. 

A couple of more minor points

· (a) GiveWell's Coverage Analysis uses data from 1990 to generate figures for the "percentage of the population at risk" for different countries. Malaria control efforts have increased since 1990. Plausibly this led to a drop in malaria prevalence on average. (Some evidence for is provided by the fact that the World Malaria Report lists countries in which malaria efforts have improved things but does not discuss cases where things have gotten worse in the presence of malaria control efforts. On the other hand, this could be an artifact of selective reporting). This pushes in the direction of the contemporary "percentage at risk" figures being lower than the estimates obtained using the data from 1990. 

A potentially confounding factor is that the fractions (# of cases reported)/(# of actual cases) may have changed over time. (Some people say that case detection has improved.) But the fractions could have gone up from something less than 1 (due to more cases being detected, as one malaria expert suggested in his interview with Holden) or down from something greater than 1 (due to fewer false positives, as another malaria expert suggested in his interview with Elie). 

So on average, I would expect GiveWell's use of 1990 "population at risk" figures to overstate the number of people at risk.

· (b) GiveWell's check of the need for AMF-provided nets associated with AMF's smaller-scale distributions seems weak:

Regarding smaller-scale distributions, we have requested information on requests for LLINs that AMF did not fund, and AMF sent five requests: one from January 2010 and four from March to July 2011. We contacted these organizations in November 2011 to ask whether they had received LLINs from another source or purchased them since they submitted the request. We received three responses; all three reported that they had not received nets from other sources or purchased them.49 We did not receive a response from the organization that submitted a request in January 2010. 


Proposals that AMF rejected are more likely to be bad proposals than proposals accepted by AMF and therefore less attractive to funders. It could be that other funders are willing to fund precisely the proposals that AMF is willing to fund so that AMF's work on small-scale distributions is not needed. This is a minor point since AMF is no longer doing small-scale distributions.

Note: I just came across the March 2011 conversation with Rob Mather saying

We have many times more requests for nets than we can fulfill (we could fund an additional $10 million in proposals right away if we had the money) 


which appears to address the concern that I raised 

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Wed, Jun 27, 2012 at 7:05 AM
Subject: Re: AMF/LLIN Vetting
To: Jonah Sinick <jsinick@gmail.com>
Cc: Holden Karnofsky <Holden@givewell.org>


Concerning (1):
We have to weigh the time it takes to fix the above issues against the potential benefit. Are you able to provide low-end and high-end estimates of the impacts the above changes would have on AMF's cost-effectiveness? If it's a small impact, it may make more sense to just state that we recognize the above issue but have chosen not to prioritize investigation because it won't change our bottom line.
 

If there are changes you suggest we make to improve the accuracy of the page, can you suggest them? To be clear, I mean: write out the exact changes you'd want us to make to the page(s) so that they're accurate. Since we may not update the AMF page fully until the end of the year, I'm not sure what format you should use to make the suggestions. Adding them to the Excel might be best.
Concerning (2): 

I think your worry about diverting nets from Ntcheu to the rest of Malawi is possible but somewhat minor because:
Malawi is currently conducting a national distribution (to additional provinces) and my understanding from AMF is that they still have an approximately ~500k ITN gap. This implies that non-Ntcheu distributions don't have all the nets they need. (This might be wrong and we could check with Rob, if we wanted.)
In general, there's a question about the degree to which AMF causes more nets to be distributed vs. causes nets to be distributed better. I think there's a strong case for the latter. The case for the former is a bit harder to make. This question should potentially be discussed more openly in the review.

Concerning (a)

This doesn't seem core to our evaluation of AMF. The issue is whether the area to which nets are going to be distributed requires nets. Is this right? Am I missing something?
---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Wed, Jun 27, 2012 at 2:51 PM
Subject: Re: AMF/LLIN Vetting
To: Elie Hassenfeld <elie@givewell.org>
Cc: Holden Karnofsky <Holden@givewell.org>


Thanks for the feedback

Regarding upper and lower bounds for the longevity of LLINs:

A 100%-92%-80%-50%-20% decay model (liberally) incorporates all of the ways in which I suggested that the lifespan of LLINs could be understated and gives an expected life expectancy for LLINs of 3.42 years.

A conservative estimate for LLIN lifespan comes from assuming that 70% of LLINs last (15 + 24)/2 months (and no longer) and that the rest are immediately wasted (based on the comment from Page 18 of the slideshow of Otten and Lines that 30% of nets are not found within 15-24 months). This gives a figure of 1.1375 years.


Suggestions for improving the accuracy of the discussion of LLIN longevity:

I've made some suggestions below (cross outs in red) and proposed replacements below them in purple:

They find: 
· The decay model's prediction is relatively accurate for Kenya and Senegal. 
· For Uganda, the number of ITNs in use exceeds the number delivered over the last three years. It's possible (our speculation) that this is a function of ITNs lasting longer than anticipated, of delivery data failing to capture all ITNs delivered, or of survey respondents' exaggerating their ownership of ITNs. 
· For Liberia and Sao Tome and Principe, decay appears substantially worse than what the decay model and manufacturer data would predict (there are fewer than half as many ITNs in ownership as the model would predict), and National Malaria Control Program data is not available. We speculate that this may be a function of problematic national control programs. 
· For Sierra Leone and Rwanda, substantially fewer ITNs were found than the decay model and delivery data would predict (less than half as many for Sierra Leone; about 75% in Rwanda).
Bottom line - we believe the standard decay model is a reasonable (though far from fully reliable) best guess at the discrepancy between LLIN delivery and LLIN ownership, and we use it in our cost-effectiveness calculations below. Note that this model implies just over 2 years of effective use per LLIN;32 LLINs are designed to last substantially longer (and in some cases have been claimed to last more than seven years).33 So the decay model is likely capturing some of the impact of wastage (i.e., ITNs that aren't successfully delivered to people in the target population), as well as normal decay.
We used two methods to use the data in the presentation to infer the longevity of LLINs:

· On Page 18 of the presentation, the authors write, "30% of nets are not found within 15-24 months." It is possible that some percentage of the 70% of nets that were found in the surveys mentioned by Otten and Lines were no longer in usable condition, but LLINs are designed to last considerably longer than two years (footnote - same as 33 in current version), so we assume that all nets that were found were in acceptable condition. 

A conservative estimate of the longevity of LLINs comes from assuming that the data mentioned by Otten and Lines is representative and that (i) the 70% of nets that lasted 15-24 months lasted an average of (15 + 24)/2 = 19.5 months and (ii) the 30% of nets that were not found after 15-24 months were never used by the recipients. Under these assumptions, the average lifespan of a net is (19.5/12)*(0.7) = 1.1375. 

The assumption (i) is almost certainly overly conservative: there's no reason to think that all of the nets found after 15-24 months fell out of use immediately after they were reported on in surveys. The assumption (ii) is almost certainly overly conservative when applied AMF's historical activities: most of the follow up surveys conducted by AMF's distribution partners have found the usage and condition of most of the LLINs distributed to be acceptable (footnote, AMF distribution page). However, it is possible that this data is unrepresentative of AMF's larger distributions.

· The authors use the same decay model as Buj (footnote here - Buj. "Distribution Strategies for LLINs: Scaling Up and Sustaining Coverage" Pg 5): "loss rates can be estimated at:  – 8% of nets after the first year since distribution  – 20% of nets after two years  – 50% of nets after three years." 

The decay model gives fairly accurate predictions for two of the countries that the authors considered (Kenya and Senegal), gives an overestimate for one of the countries considered (Uganda) and gives an underestimate for four of the countries considered (Sierra Leone, Rwanda, Liberia, and Sao Tome and Principe). There was no National Malaria Control Program data available from Liberia and Sao Tome and Principe - this suggests to us that these countries have problematic National Malaria Control Programs. If we exclude these two countries, the decay model fits the data fairly well.

Extrapolating from the data, assuming (liberally) that 100% of nets last through the first year, 92% of nets last through the second year, 80% of nets last through the third year, 50% of nets last through the fourth year and no nets last longer than four years (footnote here - Buj. "Distribution Strategies for LLINs: Scaling Up and Sustaining Coverage" Pg 5. "After three years, for the purposes of mass distribution planning, previously distributed nets should not be counted)" gives an average net lifespan of 1 + 0.92 + 0.8 + 0.5 = 3.22 years.

LLINs are assumed to last 2.22 years on average, consistent with the decay model discussed above that we believe is reasonably well-fitted to available data on LLIN distributions and LLIN ownership. We assume that this decay model accounts for a substantial amount of the extent to which LLINs are lost, not delivered, or discarded. We provide a less optimistic estimate where LLINs are assumed to last 1 year on average (note that the evidence on ITN effectiveness is generally limited to a time frame of one year); we provide a more optimistic estimate where LLINs are assumed to last 3 years on average (this could be warranted if Against Malaria Foundation distributions result in fewer lost/undelivered/discarded LLINs).
LLINs are assumed to last 2.22 years on average, consistent with a more conservative form of the decay model discussed above. We also provide a less optimistic estimate where LLINs are assumed to last 1 year on average (note that the evidence on ITN effectiveness is generally limited to a time frame of one year) and a more optimistic estimate where LLINs are assumed to last 3 years on average (this could be warranted if Against Malaria Foundation distributions result in fewer lost/undelivered/discarded LLINs). 

Since performing our initial analysis, we have revisited the question of how long LLINs last and calculated new cost-effectiveness estimates associated with certain assumptions discussed above [link to above], however, we have left the spreadsheet unaltered. The reader is encouraged to read our analysis and enter the LLIN longevity estimate that he or she finds most plausible into cells H6 and I6 of our cost-effectiveness spreadsheet, to derive the associated cost-effectiveness estimates.
Our best-guess estimate comes out to about $1,700 per life saved using the total cost per net and about $1,600 per life saved using the marginal cost pet net (see details on total versus marginal costs per net in our our updated AMF review).

Not sure what to put here.
Regarding the diversion of nets from Ntcheu to the rest of Malawi
My point was that the national estimate for nets needed might be biased upward and that (even if Ntcheu's estimate for nets needed is accurate) AMF's distribution of nets could result in an overabundance of nets in the country (owing to displacement into provinces for which the number of nets needed is overestimated). Your counterargument seems to be that the size of the gap is too large for this to be a concern. I don't have a very good intuition for whether this is the case. All I have to go on is the difference between predicted need and actual need in the Ntcheu district. According to the GiveWell AMF page:

AMF estimated that, as of September 2011, an additional 909,586 nets were needed to achieve universal coverage, of which AMF planned to contribute 228,465 (the estimated number needed in one district, Ntcheu).

By way of contrast, according to GiveWell’s March 2012 update on AMF:
(as of mid-March) Concern Universal has reported that it had distributed 242,745 nets to households in the district, out of the 251,720 nets provided by AMF. For its final distribution location in late March/early April, Concern Universal requires another 16,574 nets, which AMF is sending.
so that the ultimate number needed seems to be 251,720 + 16,574 = 268,294. Comparing the anticipated need with the ultimate need, we see that 17.5% more nets were needed than was predicted. So let’s say the margin of error in estimating net need is 17.5%. If the national net gap were overestimated by 17.5% then the nets needed Malawi would be overstated by 500,000 nets. This could render AMF’s supply of 250,000 nets extraneous.

Still, I think probably everything’s okay here; I would guess that the gap is well grounded in the sense of being based on something like "here is a list of villages haven't received nets yet.”

Regarding your comments about AMF causing more nets to be distributed vs. causing nets to be distributed better and there being a strong case for the latter but the case for the former being weaker:

 
This sounds fair, although in line with what I wrote above, I think that the case that AMF causes more nets to be distributed (at least in the Ntcheu distribution) is pretty strong. 

As for AMF causing nets to be distributed better, surely this is true on average, but maybe there's reason to think that it will work less well once AMF is working with the National Malaria Control Program rather than Concern Universal? Concern Universal was a partner that AMF had successfully worked with before. Maybe things would be worse with a new untested party? Of course AMF had worked with other partners (often successfully) when it was doing smaller scale distributions, but maybe the quality of the partners was higher than average because of AMF's selectivity.

I guess the sort of issue that I have in mind here is the issue of HSAs stealing nets. Concern Universal found that village chiefs are more reliable about not stealing nets than HSAs are. But with a national distribution it seems like HSAs would be more involved...

More generally, even if the government is solid, could they end up subcontracting out to parties that are less so?

What do you think about this?
Regarding the relevance of GiveWell’s global net gap analysis to AMF as a donation opportunity
What I had in mind here is AMF's potential for growth. Even if AMF is careful to check that the areas where it works have net gaps, if there's less of a global net gap than AMF thinks, then it might not have as much room for more funding as it thinks. What I was writing about is relevant to the below statement in GiveWell’s  “Room for more Funds?”  section of the AMF review:

AMF has said it could contribute approximately 50 million LLINs to existing and planned universal coverage programs and other distributions if it had the funds.

and even potentially (but probably not) relevant to the next sentence of the section:

AMF further said it had the capacity currently to process $10M of LLINs every 3-6 months.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Wed, Jun 27, 2012 at 3:55 PM
Subject: Re: AMF/LLIN Vetting
To: Elie Hassenfeld <elie@givewell.org>
Cc: Holden Karnofsky <Holden@givewell.org>


I vetted the March 2012 update on AMF (Excel file attached as "Vetting AMF Update (version 1).xlsx"). There were a number of incorrect sources and typos which I fixed without recording. There are two issues that I noted in the excel file.

I also read the blog posts about AMF.

My big picture comment is the same as the one at the end of my last email: I wonder if AMF can work as well with national malaria control programs as it has been able to work with partners in the past. I mentioned the issue of the potential for greater theft. There's also the possibility that NMCPs will be less reliable in carrying out follow up surveys than AMF's historical distribution partners have been. I have the impression that ministries of health are unusually functional branches of governments in the developing world), but I don't really know.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Thu, Aug 2, 2012 at 2:41 PM
Subject: Jonah's vetting of the malaria pages
To: Jonah Sinick <jonah@givewell.org>
Cc: Holden Karnofsky <holden@givewell.org>


In this email:

1. My summary of the points Jonah raised along w/my proposed steps for dealing with them

2. My proposed next steps

=========================

Issues Jonah raised and steps for dealing with them
[Jonah made a few big picture points in his emails. These are in email threads with subject lines: "AMF/LLIN Vetting" and Notes on ""Evidence on the effectiveness of large-scale ITN distribution campaigns""]

Here's my summary of the issues he's raised and my proposed next steps (in bold). Jonah, let me know if you think I've misstated your concerns or if you think I've missed points that you made:

1. Cost-effectiveness:
1. We used an overly simplified model for net decay which may have implications for our cost-effectiveness estimate. Jonah, can you estimate the range of impacts on CE that the models you propose would have? I.e., how bad could this be for CE?
2. We used older numbers for population at risk. Updated numbers (including advances in malaria control coverage) might push the population at risk lower and therefore reduced estimated cost-effectiveness. Same step.
2. AMF's RFMF: is it succeeding in delivering nets to those who would otherwise not have had them, or is it just shifting nets from one group to another? If another, what of the need for the group that AMF's nets ultimately impact? We're working on this as part of our current AMF update.
3. Evidence of large-scale distributions: Jonah points out several ways that the evidence we cite for the impact of large-scale distributions may be wrong and that a deeper investigation may bear this out, but he agrees with the conclusion of the page. I don't think anything needs to be done here. Holden, the page does say, "speaking with the authors of the World Malaria report will help." I think you spoke to them. Is there anything we should add? We don't need to add now, but it'd be nice to note it down to for our end of year update.
Jonah also made a point re: smaller-scale distributions, but our understanding is that AMF is just not doing these anymore, or at least not doing these at a proportion of their operations that it matters.

Jonah: I also glanced at all the spreadsheets you sent w/vetting, but I did not look closely. My understanding is that you've highlighted any major issues in these emails and the rest you've left in the spreadsheets. My plan is that when we do a full AMF refresh at the end of the year, we'll go through your spreadsheets line by line. Sound good? (If there's something in those spreadsheets that you think is worth dealing with sooner, please let me know.)

Next steps
1. First, Jonah should address the questions above, particularly for CEA

2. We should clean up the formatting of Jonah's emails (in the attached word document) and send the whole thing (including his answers to the research list) along with some more context re: why we did this. We could also publish the 4 spreadsheets.

Thoughts?

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Thu, Aug 2, 2012 at 5:02 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Jonah Sinick <jonah@givewell.org>, Holden Karnofsky <holden@givewell.org>


Hi Elie

I think you missed my second to last email in the AMF/LLIN Vetting thread (sent on June 27th at 2:51 PM). (You don't comment on the content of this message and it's not in the word document).


Regarding: “Jonah, let me know if you think I've misstated your concerns or if you think I've missed points that you made:”


You've correctly stated my concerns but missed one point that I made. In my email from June 27th at 2:51 PM I raised a question about whether AMF's past success at distributing nets is predictive of future success. I was questioning whether AMF’s future distribution partners will be as good as Concern Universal.

Regarding net longevity
In my email from June 27th at 2:51 PM I give a conservative longevity estimate of 1.14 years (compare with GiveWell's best guess estimate of 2.22 years). My conservative estimate is in the range of 1-3 years that the GiveWell spreadsheet uses (with the Holden's use of the lower limit of 1 year coming from the fact that the RCTs only studied net usage for 1 year). With my conservative estimate, the cost-effectiveness estimate for marginal life saved jumps from $1599 to $3115. 

There's also the possibility that GiveWell is underestimating the longevity of the nets, as I mentioned in the email that I sent on Jun 26, 2012 at 3:26 PM. Talking with Otten and Lines (the authors of the presentation that GiveWell used to form our estimate) may shed light on the situation. Let me know if you plan on doing this or if we'll let the issue slide.

Regarding GiveWell’s use of older numbers for population at risk:

Here do you have in mind GiveWell's "Coverage Analysis" document? If so, there's not a direct connection with the cost-effectiveness calculation.

This document contains 1990 figures for population at risk by country for a large number of countries. Concerning quantification of the change - these figures are taken from the MARA website http://www.mara.org.za/ and the website does not have updated figures.  I could attempt to compute estimates for updated populations at risk by combining the 1990 data with the data on scale up of malaria programs from the World Malaria Report and by making some assumptions. However, this seems (a) likely to be very time consuming (b) unlikely to give well-grounded estimates and (c) not necessarily relevant to cost-effectiveness.

 You previously commented on the fact that the data used is old by saying

This doesn't seem core to our evaluation of AMF. The issue is whether the area to which nets are going to be distributed requires nets. 

My response (in my June 27th email sent at 2:51 PM) was that the oldness of the data may be relevant to AMF's room for more funding: if AMF received a huge amount of money (e.g. $100 million) then it may not be able to find as many net gaps as suggested by the analysis using the 1990 figures for population at risk and therefore AMF may not be able to use the money productively. 

My preference for how to deal with this issue would be to

(i) Remove the coverage analysis document from GiveWell's write-up

(ii) Give a detailed justification for GiveWell's position of being comfortable with AMF receiving $15 million. One of your blog posts says

We are currently comfortable with AMF receiving up to ~$15 million over the next year. This figure would be about half of what would be needed to close the net gaps for Malawi, Mali and Ghana (according to our most conservative estimates published in our coverage analysis), and would constitute a significant “step up” for AMF’s size – a somewhat risky but overall strong opportunity for donors. We would have to revisit the question of AMF’s room for more funding if it were to raise more than $15 million.

The only explanation for GiveWell's position seems to be the paragraph 

AMF has said it could contribute approximately 50 million LLINs to existing and planned universal coverage programs and other distributions if it had the funds. AMF further said it had the capacity currently to process $10M of LLINs every 3-6 months. AMF said that it spends, and will spend, all additional funds it receives on LLINs, and that it has sufficient funding to cover its non-net costs.70
in the AMF review. But I think that GiveWell should do some sort of check on AMF's claimed room for more funding.

Regarding whether AMF is succeeding in delivering nets to people who would not otherwise have them:

Glad to hear that you’re working at this as part of GiveWell’s AMF update. Note that I elaborated on this in my email from June 27th at 2:51 PM under the heading “Regarding the diversion of nets from Ntcheu to the rest of Malawi”

Regarding the “Evidence of large-scale distributions” page: 

The Conversations with Charities page has notes on Holden's 01/10/12 conversation with Richard Cibulskis from the World Malaria Report: http://www.givewell.org/files/DWDA%202009/AMF/richard%20cibulskis%202012%2001%2010.doc

There are several relevant points therein. I think it would be fine to just replace the comment on planning to speak with the World Malaria Report with
Update: We spoke with the World Malaria Report on January 10, 2012 and they answered some of the questions that we raise on this page. The conversation can be viewed here


link the notes, and also add the 2011 World Malaria Report (which is referred to in the notes) to the references on the page. One could do a more thorough job of updating the page to account for the discussion in the notes, but this seems like low priority in light of the fact that the conversation probably leaves GiveWell's bottom line probably leaves GiveWell's bottom line unchanged.


Regarding the spreadsheets:
Your impression that I’ve highlighted any major issues in my emails is correct and your impression that the other things that are in the spreadsheets are minor is correct. Your plan of going through the spreadsheets line by line at the end of the year sounds good, and there's nothing that needs to be dealt with sooner than the end of the year.

Regarding concerns about small scale distributions:

In an email that I sent on June 26 at 6:00 PM I commented on my concern here being mostly resolved. We could 

(a) Address the concern 

(b) Delete the section on small-scale distributions, 

(c) Leave the page as is. 

I prefer the first two options to the third on the grounds that it's best to have pages free of ungrounded claims (even if the ungrounded claims are no longer relevant).

Regarding the next steps:
Let me know if you want me to do more in connection with the cost-effectiveness analysis concerns than I reported on in this email. I can format our emails on this topic and prepare them for transmission to the research list.

Regarding the number of spreadsheets:

Do you mean 2 spreadsheets? I made one for the AMF page and one for the LLINs page.
---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Fri, Aug 3, 2012 at 6:17 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jonah@givewell.org>
Cc: Holden Karnofsky <holden@givewell.org>


Ah, apologies I missed some of the emails you sent. 

Instead of responding inline, I've copied in and updated my overall view of the points you raised. LMK if you think I've missed or misstated anything. My responses in bold.

1. Cost-effectiveness:
1. We used an overly simplified model for net decay that may have implications for our cost-effectiveness estimate. Using Jonah's conservative estimate the cost-per-life saved would rise from $1,599 to $3,115. Given that even with the conservative estimate, we'd still rank AMF over SCI as #1, I don't think we need to do more work to nail this down.
2. AMF's RFMF: the below points raise questions about AMF's RFMF. I agree these are important questions and ones we're working to address (and will probably continue to address) as we update our view of AMF.
1. Is it succeeding in delivering nets to those who would otherwise not have had them, or is it just shifting nets from one group to another? If another, what of the need for the group that AMF's nets ultimately impact? Working on this in our current update.
2. We rely on an old "coverage analysis" document to imply the population at risk for malaria worldwide. Because these figures are old, it is possible that current population at risk is far lower and the current bed net gap is much lower as well. This affects our view of whether AMF could utilize a very large amount of funding (e.g., $100m). We're considering AMF's RFMF specifically and we don't now have confidence that AMF could utilize $100m. We do believe there's a large worldwide net gap and I think our source for that is decent, but I don't think this makes a big difference to our view of AMF.
1. Do others rely on the 1990 numbers from the MARA model? One plausible explanation is that there is a natural level of malaria in an area and unless malaria has been eliminated, the population at risk would not fall. 
3. Concern Universal may be a particularly competent distribution partner, and AMF may not be able to find similarly competent partners in the future. Working on this as part of our update.
4. We state that we feel comfortable with AMF receiving $15m but we offer little justification. I think we're working on this as part of our update. That $15m figure is not very robust.
3. Evidence of large-scale distributions: Jonah points out several ways that the evidence we cite for the impact of large-scale distributions may be wrong and that a deeper investigation may bear this out, but he agrees with the conclusion of the page. No change needed.
Next steps:
· Smaller: link to the Richard Cibuskis conversation with the note as Jonah suggests.
· Take the emails and create a single document that's like "Jonah's write up." I think that's mostly just moving some things around in the email chain so that they're organized conceptually and easier to follow.
· Then, we'll have a 'finished product' that we can use as a guide for the review.
Regarding the number of spreadsheets: Jonah, I see 4 spreadsheets: 

1. AMF Vetting notes.xls

2. LLIN Vetting Notes (current version) (version 1).xls

3. Vetting notes for large scale ITN campaigns (1).xlsx

4. Vetting AMF Update (version 1).xlsx

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 7:42 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Jonah Sinick <jonah@givewell.org>


I haven’t read all of the emails in the thread and for now am just responding to Elie’s email from Fri, Aug 3, 2012 at 6:17 AM.

Regarding cost-effectiveness

I disagree. If the right cost-per-life-saved might be 2x, we need to investigate and resolve. 

Regarding the “population at risk” numbers used in GiveWell’s coverage analysis 

The 1990 #'s are the only ones I could find. However I don't think this is a big deal. The #'s are purely based on ecology, not bed net coverage. What you do is you calculate the population at risk based on ecology, then you see who has nets and subtract that, and whoever is left is the people living in malaria-ecology zones who don't have nets. Also keep in mind that we're doing this at the country level, not just using global totals.

So the only way that things could matter would be like (a) genuine ecological changes like global warming (which would lead to higher populations at risk) (b) permanent changes in malaria transmission dynamics due to control efforts, such that one could stop the control efforts without malaria rising back to what it was. I'm pretty sure that the only way this would happen is via elimination. I'm not worried about it for countries that are known to be high-malaria countries.

Regarding the “evidence of large scale distribution” page:

If there are concerns we don't note, I'd like to add them in.

Regarding next steps:

In addition to what you mention, I’d also like to add in any non-noted concerns about large-scale evidence and figure out whether our CEA is off by as much as Jonah suspects.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Fri, Aug 3, 2012 at 7:48 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Jonah Sinick <jonah@givewell.org>


OK, that's fine.

1. Jonah, can you copy the html from the large-scale evidence page into a word doc and propose changes using track changes?

2. Working on a revised cost-effectiveness estimate would take some significant capacity from us but might be an interest training/learning excercise for a new analyst.

Jonah, you should still read the email below re: other next steps and to make sure you agree with how I characterized your objections.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 8:13 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Jonah Sinick <jonah@givewell.org>


I don’t think we should just work on a revised CEA based on Jonah's conservative estimate. I think we need to nail down the correct interpretation of the net decay model. Doubling our CEA based on net decay implies that each net lasts only 1 year; I'm skeptical about that.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Fri, Aug 3, 2012 at 8:15 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Jonah Sinick <jonah@givewell.org>


Right, it would be nailing down the correct CEA...

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 11:14 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Holden Karnofsky <Holden@givewell.org>, Jonah Sinick <jonah@givewell.org>


Responding to Elie’s email from Fri, Aug 3, 2012 at 6:17 AM and Holden's Fri, Aug 3, 2012 at 7:42 AM email.

@ Elie - I agree with your characterization of my objections.

Regarding cost-effectiveness calculations

1. @ Holden - To be clear, I don't necessarily suspect that the CEA is off by a factor of (2.22)/(1.14), rather, I think that GiveWell's estimate of 2.22 year net longevity is not well grounded and I don't know how it should be adjusted.



2. I think that the best way to get a better grounded figure for LLIN longevity would be to correspond with Lines and Otten. I raise several ways in which the LLIN longevity figure could be off, but without getting more information from experts, I think that making guesses as to which of the factors that I mention are relevant and how they should be quantified constitutes groping around in the dark. I would be happy to correspond with Lines and Otten about this matter.

I should note that I don't think we'll get a well grounded answer regardless: I just think that communicating with Otten and Lines would give a better "best guess consistent with available information"


3. One possibility is that we could give a range of cost-effectiveness of LLIN distribution rather than a particular number. This is implicit in the spreadsheet but could be made more prominent. 

Regarding Holden’s comment on the use of population at risk figures from 1990:

I don't agree that permanent changes in malaria transmission dynamics due to control efforts require that one could stop the control efforts without malaria rising back to where it was. Malaria control efforts can be applied continuously, resulting in a permanent reduction in malaria transmission without eliminating malaria. (Here by "permanent" I mean something like "on a time scale of 20 years".) 

I don't fully understand the MARA methodology, but I have the impression that they use the degree of malaria endemicity in a given country to determine populations at risk, not just whether there's any malaria at all in a given country. So I think that the calculations would be affected by a reduction in malaria transmission that doesn't constitute elimination.

Perhaps more importantly, the MARA data is unreliable: the website says

This map is a theoretical model based on available long-term climate data. It has a resolution of about 5x5 km. Although it is reasonably accurate, it is not based on actual malaria data and may not reflect the real malaria status. 

So even if there were updated MARA data, I don't think it would be a good idea to rely on it.

In light of Elie's comment that whether or not there's a large worldwide net gap doesn't make a big difference to our view of AMF, we could simply remove the last part of the section "Is there room for more funding in LLIN distribution" on the LLIN page:

Our coverage analysis79 extends back to 2006 (using delivery data since 2004), showing a picture of fairly persistent LLIN gaps.

View our coverage analysis (XLS)
If we do want to do a global coverage analysis we could


1. Remove the existing coverage analysis


2. Investigate the methodology used to determine the figures for country-level gaps that Elie mentioned, with a view toward determining whether they're well grounded


3. Quote the figures if they're well grounded and if they aren't well grounded then reconsider whether there's a large worldwide net gap.

Regarding linking the Richard Cibuskis conversation:

Should I do this?

Regarding the number of spreadsheets:
Yes, you’re right that there are four, I forgot about two of them.

Regarding copying the HTML file of the “large scale evidence” page:
I would prefer to copy the compiled page rather than the html for the sake of easy readability and make the changes in html after running them by you - is this okay?

Regarding compiling these emails:
Do you want the full back and forth, or just a summary of what my objections were and how we decided to deal with them? I lean toward favoring the latter but will defer to your judgment. I'll create a document once you clarify and give me the okay to (i.e. when you've deemed the thread to be complete).

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 11:24 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


Regarding "population at risk" data and global gaps:
· The methodology used by AMF to identify net gaps is essentially the same as ours.

· Say that you have an area with 1000 malaria cases a year, and through consistent application of bednets you bring transmission down to 10 cases a year. If you then removed the bednets, the belief (of people who work on malaria elimination, as I understand it) is that there's a good chance that transmission will rise back up to 1000 cases a year. This is why I say that elimination is the only form of control that ought to make a permanent difference to the "population at risk" figures.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 11:56 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>

Regarding the methodology AMF uses to identify net gaps: 

Are you referring to GiveWell's coverage analysis or something else? 

It seems to me that in order to determine AMF's room for more funding we should be looking at malaria case rates and reports from the national ministries of health in countries that AMF is considering working in rather than by using estimates of global malaria prevalence based on climate models.

My impression from Elie's comments is that we're already doing this.

The important thing to my mind is that GiveWell present and/or do a more detailed and careful analysis of AMF's room for more funding situation than we've published so far.  

On a less important note, I'm questioning the relevance of the global coverage analysis using the MARA data and suggesting that we remove it or replace it. Do you have a different perspective?

Regarding malaria bouncing back when coverage is relaxed:

I follow; I was saying that bed nets can be applied consistently indefinitely so that the drop to 10 cases per year is maintained. Malaria control programs seem to be getting better rather than worse over time.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 11:59 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


I'm not sure we're on the same page here.

My picture of how gaps are calculated is like so:

1. First, calculate how many people in each country live in zones that have malaria-friendly ecologies. This is what the MARA data is used for.

2. Next, subtract how many people in each country actually have bed nets (according to past distributions and the decay model).

3. The result is the number of people who live in malaria-friendly ecologies and lack bed nets. This is the bed net coverage gap.

This is how we calculate gaps. This is also how the groups that AMF gets information from (who are organizations specializing in malaria control) calculate gaps. This also seems like a reasonable way to calculate gaps. I do not see why it is bad to use 20-year-old data in step 1 or why it matters what malaria prevalence is.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 12:30 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


Okay, I follow, I wasn't thinking clearly before.  I think that there's still something to what I was saying:

1. Regions within a country might have eliminated malaria and no longer need nets even if the whole country hasn't eliminated malaria (though I recognize that there is cross border transmission and that this could mean that the regions that have eliminated malaria still needs nets to maintain elimination).

2. There may be regions in which IRS (or other non-net malaria control efforts) are effectively controlling malaria so that nets are not needed (or at least, where nets would be much less cost-effective than they otherwise would be).

3. As I said previously, the MARA data doesn't seem reliable (by MARA's own admission). Areas that the MARA analysis predicts are malaria-endemic may not be. (Of course, areas that the MARA analysis predicts are not malaria-endemic may be, and it's not clear to me that the uncertainty here would bias one's overall estimate upward.)

My broader point is that it seems like it's better to assess whether a country is malaria endemic directly rather than based on a guess as to whether it has a malaria-friendly ecology.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 1:14 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


Agree with your points, but I feel these are minor considerations. It would be better to have better data, but better data isn't available; we used the best we could.

Note that the way we calculate gaps is by looking at specific countries - that are on AMF's list of potential countries and (I presume - easy to verify this) known not to have eliminated malaria. In addition, I believe that studies of doing IRS and ITN distribution together generally show that the effects are close to additive, or more than additive; there isn't good reason to think that IRS makes ITNs unnecessary.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Fri, Aug 3, 2012 at 1:13 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Holden Karnofsky <Holden@givewell.org>, Jonah Sinick <jonah@givewell.org>


So, Jonah: are you clear on your next steps now?

I think we want a file that has the entire back and forth correspondence for transparency's sake (and so anyone who wants can read the entire back and forth) plus something that's the points w/out all the back and forth. Does this make sense? If not, we can discuss.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 2:13 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


Responding to Elie’s email from Fri, Aug 3, 2012 at 1:13 PM (will respond to Holden’s message from Fri, Aug 3, 2012 at 1:14 PM later).


(A) I'll assume following up on LLIN longevity is on you for now, please let me know if I should take action regarding assessing LLIN longevity. 


(B) Regarding your request for a file with the entire back and forth for transparency’s sake and a summary document, that makes sense. ("I think we want a file that has the entire back and forth correspondence for transparency's sake (and so anyone who wants can read the entire back and forth) plus something that's the points w/out all the back and forth. Does this make sense? If not, we can discuss.") However, should I wait on doing this until we finish reassessing the LLIN longevity?

(C) There are two items from my email sent on Fri, Aug 3, 2012 at 11:14 AM that you didn't address: whether I should link to the Richard Cibuskis conversation on the “large-scale evidence” page and whether I can copy the compiled “large-scale evidence” page instead of the HTML.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 2:33 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick jonah@givewell.org
Responding to Holden’s Fri, Aug 3, 2012 1:13 PM message.

Regarding whether we’re using the best data that we can malaria endemicity:

Maybe we're beating a dead horse at this point, but I feel as though you haven't addressed my suggestion that we use malaria case rate data from health centers rather than the MARA numbers. Is the point that you feel that the amount of work that it would be wouldn't be worth it?

Regarding the malaria levels in the countries that AMF is considering working in
The AMF review says
Possible distribution countries include Mali, Togo, Malawi, Ghana, Angola, Cameroon, Democratic Republic of Congo, Chad, Botswana, Mozambique, and Namibia

All of these countries are in sub-Saharan Africa and an expert who we talked to in the field of malaria elimination said that no sub-Saharan African country has eliminated malaria. However, he said that Botswana and Namibia are close to eliminating - this raises a real possibility that these two countries in particular have many regions that have eliminated.

I can easily believe that AMF is doing due diligence to ensure that nets are going to regions that really need them but feel that this is so then it should be discussed in the GiveWell review. But maybe this is already in process.

Regarding studies showing that ITN & IRS combination has effects that are close to additive or super-additive:
Interesting, I didn’t know this.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 2:36 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


Regarding using case rate data from health centers instead of MARA numbers:

Malaria case rate data is very unreliable. It would be an enormous amount of work to try to do this sort of estimate. Perhaps because of these factors, perhaps for other reasons, this does not appear to be how the global malaria community assesses gaps, which implies that there is something wrong with the idea.

 

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 3:07 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>


· It does sometimes happen that entire communities are misguided in certain ways, for example, there are communities of researchers which mistake correlation for causation.

· I think that you're probably right (90+%) that the way that the global malaria community deals with these things is fine. But maybe the chance that it isn't is high enough so that the matter warrants further investigation

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 3:13 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Jonah Sinick <jonah@givewell.org>




What the malaria control community currently tries to do is get nets to people who live in regions with malaria-friendly climates, unless malaria is known not to be endemic (e.g., if it has been eliminated). What you seem to be proposing is considering an overlay in which they decide not to make bed net distributions to areas where malaria seems extremely low based on case rate data. However, (a) it's likely that this overlay would be a waste of time that simply revealed that, yes, malaria is endemic in malaria-friendly climates; (b) even if we did find areas with extremely low reported incidence of malaria, in any given case this could mean (1) faulty reporting systems (2) people going to other regions to get tested & treated (3) any number of other things. Malaria case rate data is useful for determining broad trends but I do not think there's a good case for using it to decide to skip a bed net distribution.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 3, 2012 at 3:55 PM
Subject: Fwd: Jonah's vetting of the malaria pages
To: Elie Hassenfeld elie@givewell.org
Your position seems reasonable to me, but I think that putting this topic on a list of subjects to discuss with malaria experts & Robert Mather is sufficiently low cost so that it's worth it. I would have to think about it more if investigating the issue required deep driving.

Regarding certain “at risk” countries having very low case rate:

The expert who we talked to in the field of malaria elimination seemed to believe that Botswana and Namibia are in fact close to elimination based on case rate data. Presumably this means that he believes that they have very low endemicity.

Regarding whether very low case rate could warrant skipping a distribution:

Even if bed net distribution is cost-effective enough so that it beats out all other funding opportunities even when carried out in lower endemicity areas, this issue could still be relevant to triage on AMF's part. It could be that funding net distribution in countries like Namibia and Botswana with apparently very low case rates is 2x+ less cost-effective than in other countries because they already have such good non-net distribution control measures. (Or not, maybe they have net gaps that they didn't have before so that there's a danger of resurgence that net distribution would avert; maybe malaria elimination is highly cost-effective so that it's worth it to make a small contribution to it.)

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 3, 2012 at 4:02 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


I don't think this is worth investigating further, because

· The figures we're talking about are used to reach really broad conclusions like "there is plenty of room for more LLIN distribution" and "we should check out Togo." 

· AMF doesn't actually go forward with a distribution without consulting its Advisory Board about whether it looks like a good idea; if a country has eliminated malaria or is so close to doing so that ITNs aren't needed (this is *very* different from saying that they are close to elimination), this will probably come out at some point in Rob's interactions with his advisory board, the government, the A.M.P., P.M.I., etc.

· The main observation we make is that *half* the gap in AMF's top 3 next-countries - using our *most conservative* estimate (which is done fairly ridiculously) - equals $15mm which is more than we expect to move to AMF in the coming year. This is not a conclusion that relies on high precision in the numbers.

· Another observation we make is that generally, it looks like there is plenty of RFMF in bed nets in that there are a lot more people living in malaria friendly ecologies than there are nets. This also is not very sensitive to the kinds of issues we're discussing.

· It matters what more investigation would consist of and what conclusions it would lead to. You are now saying we could "keep it on a list to ask experts when convenient." But given that we're talking about the methodology used by the community at large, this is very unlikely to lead to anything interesting. You earlier said that "a broad consensus is often wrong"; this is true, but one doesn't overturn a consensus by casually asking questions of people who agree with the consensus. We'd need a big investigation to overturn the consensus and I don't feel that such an investigation would have a high enough probability of resulting in something significant.

· Note that low endemicity doesn't necessarily mean less cost-effectiveness for bed nets. The relationship is more complicated than that, to the point where we (and others) have largely given up on modeling it with precision.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Mon, Aug 6, 2012 at 9:33 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Jonah Sinick <jsinick@gmail.com>


Hey guys,

I didn't follow all of the back and forth between you guys. Is there something I should weigh in on? If not, Jonah, are you clear on your next steps? If not, let's chat.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Mon, Aug 6, 2012 at 8:54 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Jonah Sinick <jsinick@gmail.com>


I'll let Jonah answer. My position is that we should drop the concerns over the "population at risk" figures specifically - that's what we've been going back and forth over - I recognize the limitations of these #'s but I think they're fine for the way we're using them, and that additional investigation would have low returns. I sent the last email and this is a vetting assignment, so I think Jonah should say where he stands on this.
---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Tue, Aug 7, 2012 at 2:58 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden,

I have to do some research before getting back to you on this and have some other work to do that's higher priority and so it may be a few days before I get back to you. Let me know if the matter is more time sensitive than that - if you do I'll prioritize it over other work.

Jonah

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Tue, Aug 7, 2012 at 3:00 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


Sounds good, not time sensitive.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Wed, Aug 15, 2012 at 10:17 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden and Elie,

[The analysis below leads to a striking and unexpected conclusion, and as is always the case in such a situation, is likely to be somehow flawed. I'm sending it to you without scrutizing it further or doing more research so as to get your feedback as to how to proceed.]

I recognize that the cost-effectiveness of nets is not a monotonic function of malaria endemicity. However, the total number of deaths due to malaria provides an upper bound on the cost-effectiveness of bed net distribution (as this is the largest number of deaths that could in principle be averted by nets). GiveWell assumes that "each effective year of protection for children under five results in 0.00553." In order for this to be the case, the death rate due to malaria among under-5's must be at least 0.005. 

Here I'm assuming that there are no benefits in the direction of preventing a resurgence of malaria endemicity or moving toward malaria elimination. I personally believe that at the margin this is true to a first approximation, and in any case such benefits are not figured into GiveWell's current cost-effectiveness calculation.

With these things in mind, I searched for malaria mortality data for each country that AMF is considering working in. I found four sources:

1. The graphs on the country profiles in the 2011 World Malaria Report.

2. WHO data from 2009 that I found in GiveWell's spreadsheet Tabulation of ITN coverage vs. malaria mortality II.xls.The official WHO figure for global malaria deaths is 655,000

3. Data from the Kaiser Family Foundation website on reported malaria deaths in 2010. This source estimates that there were 345,960 reported malaria deaths in 2010 - this is smaller than the official WHO figure, perhaps because the WHO figure incorporates unreported malaria deaths, perhaps because the WHO used a different data set, perhaps for both reasons.

4. A Lancet paper from February 2012 titled "Global malaria mortality between 1980 and 2010: a systematic analysis." This paper estimates that there were ~ 1.24 million malaria deaths in 2010, claiming that the WHO figure is an underestimate.The paper describes its methodology in its abstract:

We systematically collected all available data for malaria mortality for the period 1980—2010, correcting for misclassification bias. We developed a range of predictive models, including ensemble models, to estimate malaria mortality with uncertainty by age, sex, country, and year. We used key predictors of malaria mortality such as Plasmodium falciparum parasite prevalence, first-line antimalarial drug resistance, and vector control. We used out-of-sample predictive validity to select the final model.

You can view the attached spreadsheet (titled “Malaria case rate and death rate information.xls”) to see the specifics of what I found. To summarize:

· Liberally assume that all malaria deaths are of under-5's. Then according to source

· (1) the only country with an under-5 malaria mortality rate > 0.005 was Malawi. The other countries had under-5 malaria mortality rates that were substantially lower than 0.005.

(2) the only countries with under-5 malaria mortality rate > 0.005 were Angola (with a very high mortality rate) and Congo. The other countries had under-5 malaria mortality rates that were substantially lower than 0.005.

· (3) no countries have under-5 mortality rate > 0.005. All countries had substantially lower under-5 malaria mortality rates than 0.005.

· Assume that  65% of malaria deaths are of under-5's. This is what source (4) claims to be the case globally. Then

· using the "best estimates" of source (4), the only countries with under-5 malaria mortality rates that are > 0.005 are Angola (with a very high mortality rate), Chad and Mali. The other countries had under-5 malaria mortality rates that were substantially lower than 0.005.

· using the upper limits of source (4)'s 95% confidence intervals, the only countries with under-5 malaria mortality rates that are  > 0.005 are Angola, Chad and Mali (with very high mortality rates) and Cameroon. Malawi had a rate of 0.004

The focus on under-5's using the data from source (4) misses potential benefits of bed net distribution to over-5's (who account for 35% of malaria deaths), but (a) as you've commented, one can't extrapolate from the data on the effectiveness of nets at protecting under-5's to conclusions about the effectiveness of nets at protecting over-5's, (b) GiveWell's current cost-effectiveness estimate ignores such benefits and (c) 35% is not so large relative to 65%.

Taking the mortality data at face value, the cost-effectiveness of distributing bed nets in most of AMF's target countries looks to be much worse than is suggested by using the value of 0.0053 mortality reduction that GiveWell is currently using. In particular, focusing on Malawi, Mali and Ghana (the countries that AMF has emphasized as leading possibilities for net distribution), the Lancet article's best guess estimates are 0.002 for Ghana, 0.002 for Malawi and 0.008 for Mali, so that if they're correct then distributing nets to Ghana and Mali looks to be at least 2.5x less cost-effective.

[The above lower bound on cost-effectiveness comes from the assumption that bed nets distribution averts all cases of malaria. Only 80% of people who receive nets use them and so 20% are left without complete protection (although they benefit from community-level effects), people are not in their sleeping spaces during the full duration of the time when mosquitoes bite and nets may not be completely effective at preventing mosquito bites even during the time that they used and considered to be in usable condition. 

On this point, my impression is that we don't have very much data as to the fraction of malaria deaths that are averted by universal coverage with LLINs (as opposed to the number of malaria deaths that are averted by universal coverage with LLINs). The only data that I'm aware of are the studies of D’Alessandro and Binka finding reductions of 14% and 22% in malaria deaths. Taken at face value, these figures would imply a further reduction of 5x in cost-effectiveness, though these figures are very much out of line with the measured drops in all-cause mortality, and the author of the Cochrane review “Insecticide-treated bed nets and curtains for preventing  malaria” speculates that their small size is an artifact of difficulty in attributing deaths to malaria specifically. I could imagine the actual fraction of malaria deaths averted being anywhere between 0.2 and ~ 1.]

The mortality figures may be underestimates (as is likely the case of those in source (3)) but also may be overestimates. There are two things that I know of as evidence that the estimates in the Lancet article are systematically biased downward:

· Published cost-effectiveness estimates for LLIN distribution, which indicate extremely good cost-effectiveness. I have only given these a cursory look.

· The small scale RCTs surveyed in the relevant Cochrane review. If the drop of 0.0053 in all-cause mortality can be entirely attributed to malaria then the regions in which they took place must have counterfactually had at least 0.005 malaria mortality rates.

The first point is one that potentially deserves more investigation. As for the second point:

1. The fact that measured malaria mortality reduction was so much smaller than all-case mortality reduction suggests that those who received bed nets may have experienced health benefits other than protection from malaria (the review author's speculation not withstanding). If this is the case, the benefits could cut across all bed net distributions (so that the intervention is cost-effective even if it doesn't reduce malaria deaths very much) but they could also have been program specific, if, for example, those who distributed bed nets in the studies provided the recipients with other health assistance. I concede that I don't have a concrete plausible alternative hypothesis to the hypothesis that the difference between the frequencies coming from difficulty with attributing deaths to malaria.

2. The RCTs may have been conducted in regions with unusually high malaria endemicity. One would expect this to be the case a priori.

3. The years when the papers on the RCTs were published were 1991, 1993, 1995, 1997, and 2003, taking place between 9 and 20+ years ago. Mortality due to malaria could have decreased substantially since then.

The strength and potential relevance of the evidence from the published favorable cost-effectiveness estimates and from the five RCTs reported on in the Cochrane review has to be weighed against the evidence coming from the material on the frequency of malaria mortality. I don't know enough to have a confident view either way, but I think that there's a substantial (if not overwhelming) chance that the malaria mortality figures paint a more accurate picture of the cost-effectiveness of bed net distribution than the Cochrane review summary of the five RCTs that GiveWell is presently using.

In light of this, unless I've made a conceptual or computational error, I think we should definitely investigate this further. The potential impact on cost-effectiveness and on relative cost-effectiveness of distributing in different locations is large. 

I'll note that it's not clear to me that the position that bed nets typically avert fewer than two deaths per thousand infants in a community goes against the consensus of the malaria community in a strong sense. The authors of papers giving very favorable estimates of cost-effectiveness believe that the deaths averted per net distributed are high in some circumstances but in some cases it's not clear that they believe that the cost-effectiveness calculated in the study generalizes. 

I'd like your feedback on my thinking here. Assuming that you have the same perspective that I do, I can see two ways of moving forward:

(i) We could do a more in depth investigation of the cost-effectiveness literature to assess the extent to which a relatively low number of deaths averted runs against the consensus of the malaria control community.

(ii) We could directly ask malaria experts about this matter.

Let me know what you think.

Jonah
---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Thu, Aug 16, 2012 at 8:47 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


I haven't read this whole thing, but my initial thought is that there the key issue is likely to be

Here I'm assuming that there are no benefits in the direction of preventing a resurgence of malaria endemicity or moving toward malaria elimination. I personally believe that at the margin this is true to a first approximation, and in any case such benefits are not figured into GiveWell's current cost-effectiveness calculation.
I think the standard way of thinking about ITN benefits is to compare "long-run annual deaths if there were no ITNs" to "long-run annual deaths if there were good ITN coverage." My instinct says this is in fact the right way to think about it. The approach you seem to be suggesting would go something like

1. Distribute ITNs; malaria deaths fall to a low rate

2. Notice that malaria deaths are at a low rate; stop distributing ITNs

3. Malaria deaths go back up; distribute ITNs again

which wouldn't be a very rational way to approach a situation in which the basic climate is malaria-friendly and ITNs are continually needed to suppress/control malaria. Which I think is usually the situation.

I think there would be some value in speaking to an expert or two about the question in the form I'm raising it, such that the key question is whether we should presume that resurgence is likely in the absence of ITNs or rather presume that ITNs interrupt transmission and can be safely discontinued after a couple of rounds. I do think we should make sure we've finished the vetting and have all our questions for experts collected before we get into this sort of endeavor. My expectation is that we will get the answer that continuous ITN distribution is needed to maintain low levels of deaths. I think the malaria control community would act very differently if this weren't believed to be true.

It's possible that I've missed a key part of your argument, since I haven't read the whole thing; so let me know if my response sounds on point.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Thu, Aug 16, 2012 at 12:08 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden,

Thanks for your response. A few points:

· I agree that it's probably the case that continuous ITN distribution is needed to maintain low levels of deaths. The reason that I think that the cost-effectiveness of AMF bed net distribution might be substantially lower than GiveWell currently estimates isn't grounded in the opposite assumption.

· My current best guess is that AMF supplied nets typically correspond to an increase in malaria control in a given region rather than maintenance of malaria control in a given region. My thinking here is that by default, funding for malaria control in a given region increases with time. You probably know more than I do about whether this is the case. 

Two counterpoints to my best guess are 

· Even if funding is increasing globally, there are probably some regions that are losing malaria control funding that they once had.

· It could be that you need to increase malaria control efforts to maintain the same level of malaria control in a given region owing to the development of insecticide resistance or global warming.

· If my above best guess is accurate, then AMF distributions carry no direct benefit in the direction of preventing resurgence. 

· Whatever benefits beyond the benefits coming from (current fraction of people who currently die of malaria)(fraction of malaria deaths averted) as well as non-fatal cases averted come from making elimination easier. Quantifying these benefits involves quantifying the degree to which malaria elimination is made easier and what the benefits of elimination would be. I'm currently skeptical that the benefits of moving toward elimination would be comparable to the immediate benefit of lives saved / cases averted. I can elaborate on my thinking here if you would like, but this doesn't seem to be essential for the present discussion.

· Even if AMF distributions constitute maintaining malaria control rather than increasing it, I still think that GiveWell may be overestimating the cost-effectiveness of LLIN distribution on account of the total fraction of malaria deaths being smaller than the fraction of deaths averted according to the relevant Cochrane review. 

According to the Lancet article's best guess, during the years between 1980-2010, malaria deaths peaked in 2004 at 1.82 million. Crudely multiplying the Lancet article's 2010 best guess country mortality rates by 1.82/1.24 to estimate 2004 mortality rates by country, only Angola, Cameroon, Chad and Mali have mortality rates > 0.005, with the other at 0.003 or lower. 

This suggests that even if the counterfactual is "malaria death rates climb to the worst that they've been over the past 30 years," net distribution is still < 0.5x as cost effective in most of AMF's target countries. (Though see my above comment on how it could be that over time more malaria control efforts are required to maintain the same level of malaria control - it could be that relaxing malaria control efforts to the worst that they've been in 30 years would result in death rates climbing higher than the worst that they've been in 30 years.)

The parenthetical aside, this is consistent with the fraction of deaths averted in the small RCTs being unrepresentative, either on account of unusually high endemicity in the regions where they were performed, or because the experimental groups experienced health benefits other than malaria reduction. 

· I'm fine with us waiting until we've finished the vetting and have our questions collected before asking experts about this matter. I think that the vetting is nearly done. Do you think that I should probe more deeply into this matter by looking at the literature as part of the vetting before we communicate with the experts?

Look forward to hearing further thoughts.

Jonah
---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Aug 17, 2012 at 7:50 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


OK, thanks for the further thoughts. I see better where you're coming from now, and I've gone back and read the original email you sent more fully.

I do think it is possible that AMF is adding to malaria control rather than continuing it, by transitioning from under-5-only coverage to universal coverage. However, I also think it's possible that they're simply reaching regions that wouldn't have gotten ITN distributions otherwise. I don't think one has to invoke disruptions in funding: malaria funding may be increasing, but there have been ITN gaps (regions that get no coverage) pretty much all along I believe, so it's not hard to imagine that by giving to AMF you reduce the # of regions that simply get passed over by distributions.

Anyway, I agree this is definitely worth investigating further. 

My suggested path on how to do so would begin with seeing whether we could get data on malaria mortality at the time that the studies were carried out. If malaria mortality were much higher at that time, such that the Cochrane claimed effect is plausibly representative, then the key question becomes whether AMF is "reaching additional regions" or "adding a layer of control beyond what is keeping mortality rates down." On the other hand, if malaria mortality at that time is inconsistent with the Cochrane effect, this leads to a pretty direct and clear challenge to the Cochrane paper, and we could start by speaking with the paper's author.

It would probably be possible to see what the regions AMF is going into look like: it's possible that they had a certain level of coverage 5 years ago that has now dissolved and needs to be replenished, and it's also possible that the level of coverage they have now is the same as 5 years ago, in which case it looks more likely that AMF is "adding on."

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Fri, Aug 17, 2012 at 10:13 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Jonah Sinick <jsinick@gmail.com>


I agree. Jonah, I think the first next step is summarizing all the critiques you've made as we discussed before. You could also state what we're currently planning to do as next steps.

Cool?

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Aug 17, 2012 at 1:18 PM
Subject: Re: Jonah's vetting of the malaria pages
To: Elie Hassenfeld <elie@givewell.org>
Cc: Holden Karnofsky <Holden@givewell.org>


Holden: Thanks for the response. 

I agree that there's a significant possibility that nets are systematically going to populations that have not previously been covered which have systematically higher rates of endemicity than in the rest of the country. (I'm not sure why I didn't write about this in my earlier emails). 

As counterpoint:

· Note that malaria control efforts in a given region probably reduce malaria prevalence in immediately surrounding regions. This could matter if the uncovered regions are sufficiently small and surrounded by covered regions, though not if the uncovered regions are too large.

· Recall that the Lancet paper's figures suggest that even at its peak over the past 30 years, malaria deaths were not that high. Since malaria control efforts in African countries have scaled up a great deal since then (e.g. the World Malaria report seems to indicate massive scale up between 2000 and 2010 in many African countries), the mortality rates in uncovered areas may be similar to the maximum country wide death rates over the past 30 years and therefore not be that high.

I could imagine the malaria mortality rates in uncovered areas being either systematically higher or systematically lower than the country-wide mortality rates would be in absence of malaria control. (For example, the regions could be uncovered because there are weak health services, the weakness of which causes malaria cases more likely to be fatal, or they could be uncovered because malaria isn't a salient problem in the health worker's eyes and so the health workers don't request help with malaria.)

Elie: I'm unclear on what I'm supposed to do next. You already accurately summarized all of my objections except for my most recent one. 

I thought that what you were looking for summary of our correspondence as well as a slightly edited version of the whole of the correspondence. I asked you whether I should wait on doing this until our correspondence is complete and you didn't respond. 

Do you want me to summarize our correspondence so far? Or just add the most recent objection to your summary of my objections? Is your plan that we send our correspondence so far to the GiveWell research mailing list?

We can chat on Skype about this if you'd like.

Still waiting to hear from you on the two items that you haven’t addressed from the email that I sent on Fri, Aug 3, 2012 at 11:14 AM.

Jonah

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Mon, Aug 20, 2012 at 8:35 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>, Holden Karnofsky <Holden@givewell.org>


I don't think it's necessary to realize the estimated benefits that "nets are systematically going to populations that have not previously been covered which have systematically higher rates of endemicity than in the rest of the country."

Imagine a country with 5 regions, A-E, such that

· In all such regions, annual malaria deaths would be 1 in 150 in the absence of ITN coverage, 1 in 600 in the presence of ITN coverage.

· Every year, 4 of the 5 regions are covered with ITNs, thus national malaria deaths are observed to occur at a rate of 1 in 375.

· Thanks to AMF's support, we can now cover 5 of the 5 regions rather than 4 of the 5. Now the national rate drops to 1 in 600.

The numbers could be made less dramatic with more regions (AMF covering a smaller portion of the country).

In this case it would simultaneously be the case that (a) AMF is reducing deaths by 1 in 200; (b) the national death rate is 1 in 375; (c) the marginal regions covered by AMF have no higher endemicity than the rest of the country. Furthermore, it doesn't have to be the case that AMF-covered regions previously haven't been covered; if AMF's contribution is fungible it could result in the covering of some other region that wasn't previously covered. All that has to be the case is that AMF's activities result in greater overall coverage.

This seems like a pretty plausible model in a world where most countries are getting mostly covered and in which nets make a big difference to malaria death rates, both of which things are probably true.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Mon, Aug 20, 2012 at 9:23 AM
Subject: Re: Jonah's vetting of the malaria pages
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>

Hi Holden,

I agree with you. We had a misunderstanding. When I said 

“nets are systematically going to populations that have not previously been covered which have systematically higher rates of endemicity than in the rest of the country” 

I meant 

“the populations having systematically higher rates of endemicity on account of not being covered”

rather than

“the populations having systematically higher rates of endemicity on account of having higher baseline endemicity rates.

Sorry for the confusion.

In my calculations I was implicitly assuming that the malaria mortality rate in the regions where the nets are distributed within a given country is the same as the malaria mortality rate in the country as a whole. This would be warranted if the possibility that you raise that “AMF is adding to malaria control rather than continuing it, by transitioning from under-5-only coverage to universal coverage” attains in practice, but not if AMF is causing nets to be distributed to regions where they had not been.

Your point about fungibility in your second to last paragraph is sound.  

I stand by the two bullet points in my last message.

---------- Forwarded message ----------
From: Elie Hassenfeld <elie@givewell.org>
Date: Tue, Sep 25, 2012 at 5:34 AM
Subject: Re: Quick update
To: Jonah Sinick <jsinick@gmail.com>


Hi Jonah,

Holden's working on the malaria mortality/cost-effectiveness issue you raised, so there's no need for you to move ahead with that. Instead, can you organize/prepare your AMF/LLIN feedback into publishable form. By "publishable" I mean, (a) a single document that has all the correspondence between you, me and Holden in one document (please highlight anything that you think we might not want to publish because of confidentiality reasons; I suspect we will publish it all, but please think about this issue) and (b) a summary of your key points (which I think I drafted in an email to you awhile ago, though things may have changed since then).

-Elie
---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Wed, Sep 26, 2012 at 6:27 PM
Subject: Update on the malaria mortality conundrum
To: Jonah Sinick <jsinick@gmail.com>, Elie Hassenfeld <elie@givewell.org>


Here's what I've done ...

1. I looked at the 5 RCTs that examined child mortality (the ones covered in the Cochrane paper) and did my best to compare their control group infant mortality to the Lancet estimates of infant mortality for the same country & year. At first, it appeared that the former was systematically much higher than the latter - implying that the RCTs were done in unrepresentatively malaria-heavy areas - and I drafted an email to the author of the Cochrane paper pointing this out and asking for his thoughts. (see "Summary of ITN RCTs (2).xls”, columns W, AE and AF, with the caveat that you should multiply column W by 5 to get it into the same terms as columns AE and AF.)

2. But then I realized that I was comparing *all-cause mortality* (RCTs) to *malaria-specific mortality* (Lancet). Only 2 of the 5 studies report malaria-specific mortality at all. I put what they have in column Z of the same sheet. These no longer seem out of line: one study has about 33% *lower* malaria mortality in its area than the Lancet estimates for the country, the other has about 2x as high malaria mortality in its area than the Lancet estimates for the country. I also noted, in columns AH&AI, that the Lancet reports that its estimates are about 30% higher than the previously prevailing estimates (for under-5's in Africa); so if you discount the Lancet estimates by 30%, this would change the picture more toward the "studies were unrepresentative" view (one study area would be roughly equivalent to the Lancet estimate for its country, while the other would be about 2.5x) but still nothing wackily out of line, especially given all the many possible explanations for variation (we only have 2 data points; we'd expect a lot of discrepancies between area and country-average; estimating malaria mortality at the country level is difficult)

3. So I decided to compare all-cause mortality in the RCTs to all-cause mortality estimates for the country and year in question. The latter is in column AL, adjusted to be in the same terms (annual) as the study data. Now it doesn't look out of line at all; sometimes the studies have higher all-cause mortality, sometimes lower, never by more than a factor of 2 in either direction.

4. So then the question is, are the countries AMF is planning to work on different from the countries where the studies were done? To answer this, I modified Jonah's spreadsheet: "Malaria case rate and death rate information (2) (1).xls" (also attached). Below the list of countries he made for AMF, I put the list of the 4 countries where the 5 studies were done. I then used columns AF-AJ to compare the countries.

· They don't vary much in all-cause mortality. The (equal-weighted) average for the study countries is actually lower than the average for the AMF countries, even including Botswana and Namibia, which are quite low.

· Another question is whether the study countries had a higher share of all-cause mortality attributable to malaria than the AMF countries. Again, the answer is not really/not drastically. Botswana, Namibia and Angola have very low shares of malaria mortality; excluding these, the equal-weighted averages are about the same; excluding them, the study countries have about 33% higher shares.

· Finally, I asked, "If we reduce all-cause mortality by 20% [the Cochrane review has 17% reduction vs. no nets and 23% vs. untreated nets], how will the lives-saved-per-child-year compare to the Cochrane review estimate?" That's column AJ. Botswana and Namibia are 4-5x lower than the Cochrane review figure, but all the other figures are in the same ballpark. The average (for both the study countries and the AMF countries) is lower than the Cochrane review estimate - .004 as opposed to .0053 - but not drastically so.

· Note that Angola, Botswana and Namibia are 3 of the 4 countries with "population at risk for malaria" under 80%; for Botswana it's 18%. Adjusting for this would further reduce these differences.

Overall, my take is that

1. You have to believe that malaria mortality estimates (such as the Lancet's) fail to capture all deaths that could be averted by nets, in order to believe in a substantial effect of nets on mortality. This doesn't seem like a hard thing to believe, or something that is terribly new information: the Cochrane review explicitly states that there's no statistically significant impact on official "malaria mortality." I looked at the Lancet's description of its methodology, and indeed it seems to be estimating deaths that can be attributed directly to malaria; it doesn't seem to be doing things like giving malaria "partial credit" for a diarrhea death, for example.

2. Once you believe this, it doesn't seem that this line of inquiry should change our cost-effectiveness estimate by more than a factor of 2, if at all.
3. Because of point #2, I no longer consider it urgent to finish writing up and nailing down this issue, though I do think we should do so by December 1 if we can. I could probably write a blog post on all of this in a couple of hours, using the same sort of informal reasoning as in this email ... if we wanted to consider an actual adjustment to our cost-effectiveness figure (which I think is probably not a great idea) this would be more work, which hopefully Jonah could do.

4. It may be important to do what one can to estimate baseline all-cause child mortality in the process of selecting an area to intervene in. For example, these figures imply that AMF's going into Namibia would have far less impact than going into other countries. I'd guess that this issue is often or always nullified by Rob's standard procedure of working only in malaria-prone zones, but it's worth talking to him about and keeping an eye out for.

Jonah, I'd appreciate your response, particularly on my takeaway. I think the priority and thoroughness of this investigation/write-up depends heavily on whether my takeaway #2 holds.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Wed, Sep 26, 2012 at 6:49 PM
Subject: Re: Update on the malaria mortality conundrum
To: Jonah Sinick <jsinick@gmail.com>, Elie Hassenfeld <elie@givewell.org>


One thing that's still bugging me about all of this is that we have expressed major concerns about the representativeness of a major deworming study, but we haven't made a lot of effort to figure out whether the Cochrane review studies were similarly unrepresentative.

We could try something with looking at reported malaria cases in those studies and compare it to country-level data, but to get everything into the same terms could be a nightmare; malaria case rate data can mean a lot of different things and I won't have confidence in whatever we do.

Another issue is that it may not matter very much. When it comes to cost-effectiveness estimates, we basically just used the (corrected) DCP2 figures for deworming, which wouldn't seem to be obviously subject to more or less distortionary pressure than the malaria studies. The Miguel & Kremer study might imply that developmental effects should be considered more frequent and important, but we already have a version of our cost-effectiveness estimate that does exactly this, and it comes out to about $1k per life-saved-equivalent, which isn't very far from the $1600 we have for bed nets (and the $1600 would be lower, more like $1300, if the non-mortality effects were accounted for assuming they were similar to deworming effects).

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Sep 28, 2012 at 1:53 PM
Subject: Re: Update on the malaria mortality conundrum
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld elie@givewell.org
I’ve responded to your points from your email from Wed, Sep 26, 2012 at 6:27 PM in-line:

1. I looked at the 5 RCTs that examined child mortality (the ones covered in the Cochrane review) and did my best to compare their control group infant mortality to the Lancet estimates of infant mortality for the same country & year. At first, it appeared that the former was systematically much higher than the latter - implying that the RCTs were done in unrepresentatively malaria-heavy areas - and I drafted an email to a malaria expert pointing this out and asking for his thoughts. (see "Summary of ITN RCTs" file, columns W, AE and AF, with the caveat that you should multiply column W by 5 to get it into the same terms as columns AE and AF.)


Here I assume that beyond multiplying row W by 5, one should also multiply W7 by 10 and W10, W13 & W14 by 1000. 

2. But then I realized that I was comparing *all-cause mortality* (RCTs) to *malaria-specific mortality* (Lancet). Only 2 of the 5 studies report malaria-specific mortality at all. 


Yes
 

I put what they have in column Z of the same sheet. These no longer seem out of line: one study has about 33% *lower* malaria mortality in its area than the Lancet estimates for the country, the other has about 2x as high malaria mortality in its area than the Lancet estimates for the country.


Here I assume that entries Z7 and Z10 should be multiplied by 5000 to get them to be in the same units as AE7, AF7, AE10 & AF10 are. If so, this looks right to me.
 

I also noted, in columns AH&AI, that the Lancet reports that its estimates are about 30% higher than the previously prevailing estimates (for under-5's in Africa); so if you discount the Lancet estimates by 30%, this would change the picture more toward the "studies were unrepresentative" view (one study area would be roughly equivalent to the Lancet estimate for its country, while the other would be about 2.5x) but still nothing wackily out of line, especially given all the many possible explanations for variation (we only have 2 data points; we'd expect a lot of discrepancies between area and country-average; estimating malaria mortality at the country level is difficult)


I agree with this.

3. So I decided to compare all-cause mortality in the RCTs to all-cause mortality estimates for the country and year in question. The latter is in column AL, adjusted to be in the same terms (annual) as the study data. Now it doesn't look out of line at all; sometimes the studies have higher all-cause mortality, sometimes lower, never by more than a factor of 2 in either direction.

Yes

4. So then the question is, are the countries AMF is planning to work on different from the countries where the studies were done? To answer this, I modified Jonah's spreadsheet: "Malaria case rate and death rate information" (also attached). Below the list of countries he made for AMF, I put the list of the 4 countries where the 5 studies were done. I then used columns AF-AJ to compare the countries.

They don't vary much in all-cause mortality. The (equal-weighted) average for the study countries is actually lower than the average for the AMF countries, even including Botswana and Namibia, which have quite low all-cause mortality.

OK. The appropriate weights to use depend on the context.

I find it interesting that Botswana and Namibia have both the lowest all-cause mortality rate and the lowest malaria mortality rates. (Although, as you comment below, the contribution of malaria mortality to all-cause mortality is lower for Botswana and Namibia than for other countries, so that all cause mortality and malaria mortality are not directly proportional.)

Another question is whether the study countries had a higher share of all-cause mortality attributable to malaria than the AMF countries. Again, the answer is not really/not drastically. Botswana, Namibia and Angola have very low shares of malaria mortality; excluding these, the equal-weighted averages are about the same; excluding them, the study countries have about 33% higher shares.

According to AJ19 and AJ20, I see the study countries having 20% lower shares of mortality than the AMF countries do. Am I misreading the table?

Regardless, it seems this comparison would only give one pause if the study countries had something like 5x as many deaths attributable to malaria vs. AMF countries.

· Finally, I asked, "If we reduce all-cause mortality by 20% [the Cochrane review has 17% reduction vs. no nets and 23% vs. untreated nets], how will the lives-saved-per-child-year compare to the Cochrane review's estimate?" That's column AJ. Botswana and Namibia are 4-5x lower than the Cochrane figure, but all the other figures are in the same ballpark. The average (for both the study countries and the AMF countries) is lower than the Cochrane estimate - .004 as opposed to .0053 - but not drastically so.

Yes.
 

· Note that Angola, Botswana and Namibia are 3 of the 4 countries with "population at risk for malaria" under 80%; for Botswana it's 18%. Adjusting for this would further reduce these differences.

Yes

 

Overall, my take is that
1. You have to believe that malaria mortality estimates (such as the Lancet's) fail to capture all deaths that could be averted by nets, in order to believe in a substantial effect of nets on mortality. This doesn't seem like a hard thing to believe, or something that is terribly new information: the Cochrane review explicitly states that there's no statistically significant impact on official "malaria mortality." I looked at the Lancet's description of its methodology, and indeed it seems to be estimating deaths that can be attributed directly to malaria; it doesn't seem to be doing things like giving malaria "partial credit" for a diarrhea death, for example.

This seems more likely than any other explanation of the drop of 0.005 in all-cause mortality found by the Cochrane review. 

Your point about malaria possibly being partially responsible for lots of deaths hadn't occurred to me at all.

Counterpoints:

(a) I'm surprised by the possibility that deaths due to malaria exacerbating other health conditions are 4 times as common as deaths due directly to malaria. This doesn't seem in principle impossible: for example, my understanding is basically all deaths caused by HIV are due to HIV exacerbating other health conditions. But if the same is true of malaria, why haven't we heard about it?

(b) A priori I would guess that the malaria community would be motivated to attribute as many deaths as possible to malaria. 

Once you believe this, it doesn't seem that this line of inquiry should change our cost-effectiveness estimate by more than a factor of 2, if at all.

I agree 

Because of point #2, I no longer consider it urgent to finish writing up and nailing down this issue, though I do think we should do so by December 1 if we can. 

 As an aside, I think that resolving this issue may result in a finding of broad interest. But I think that this alone isn't reason to give the issue high priority.

I could probably write a blog post on all of this in a couple of hours, using the same sort of informal reasoning as in this email ... 


If it would only take you a couple of hours, then this seems to me like a good idea. If you think it would take longer than this but would still like there to be a blog post, then I could write a draft.

if we wanted to consider an actual adjustment to our cost-effectiveness figure (which I think is probably not a great idea) 

 

I agree. I think it would be better to just highlight the issue of potentially low malaria mortality rate as a concern, without attempting to make a quantitative adjustment.

I also think that we should more strongly emphasize that our cost-effectiveness estimates shouldn't be taken literally.

this would be more work, which hopefully Jonah could do.


Ok 

It may be important to do what one can to estimate baseline all-cause child mortality in the process of selecting an area to intervene in. For example, these figures imply that AMF's going into Namibia would have far less impact than going into other countries. I'd guess that this issue is often or always nullified by AMF’s standard procedure of working only in malaria-prone zones, but it's worth talkign to him about and keeping an eye out for.


I agree with this. 

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Sep 28, 2012 at 2:21 PM
Subject: Re: Update on the malaria mortality conundrum
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Responding to your Wed, Sep 26, 2012 at 6:49 PM message:

Regarding the possibility and the relevance of the possibility that the Cochrane studies are unrepresentative: 


As you've commented previously, the relationship between malaria endemicity and deaths averted by nets is nonlinear. 

According to the GiveWell LLIN writeup:

[The Cochrane review found]:

[...] a statistically significant impact on all-cause mortality in children under 5, summarized as "5.53 deaths averted per 1000 children protected per year" with no clear dependence on one measure of the regional malaria transmission dynamics.11
[11] "The summary rate difference, which expresses how many lives can be saved for every 1000 children protected, was 5.53 deaths averted per 1000 children protected per year (95% CI 3.39 to 7.67; Analysis 1.2). I performed a regression analysis of the natural logarithm of the rate difference on the entomological inoculation rate and could not ﬁnd a trend (r 2 = 0.52, F = 3.2 on 1,3 degrees of freedom, P = 0.2). In contrast to protective efﬁcacies, the risk differences seemed to have a tendency towards a higher effect with a higher entomological inoculation rate. This apparent paradox is because the baseline mortality rates are higher in areas with high entomological inoculation rates." Lengeler 2004, Pg 9.

I think that elsewhere (on the GiveWell website?) I read that in highly endemic areas there are more malaria deaths by default which could in principle be averted, but that bed nets also work less well in highly endemic areas than they do in areas with lower endemicity.

My concern was about the possibility of default malaria mortality rates being too low in most places being lower than the frequency of deaths averted that the Cochrane meta-analysis found. If the malaria mortality rates (including deaths that malaria causes indirectly) in the areas where AMF works are substantially higher than frequency of deaths averted that the Cochrane meta-analysis found, then I'm not worried about studies being carried out in unrepresentatively endemic areas.

Publication bias may be a greater concern - I don't have a clear sense for what measures Cochrane takes to acquire unpublished studies, etc. and whether those measures are effective.

Regarding the possibility of trying to determine whether the Cochrane  studies are representative:


Yes, I don't think that this would be a good use of time.

Regarding whether it matters whether the Cochrane review studies are representative:


If not for the developmental effects issue, I wouldn't think the concerns that I've raised in connection with the cost-effectiveness of bed nets matter for the AMF vs. SCI comparison. (The developmental effects issue makes things less clear.)



When it comes to cost-effectiveness estimates, we basically just used the (corrected) DCP2 figures for deworming, which wouldn't seem to be obviously subject to more or less distortionary pressure than the malaria studies.


In other correspondence with you I expressed doubt as to whether the corrected DCP2 figures are meaningful - for example, I objected to using disability weights for e.g. cognitive impairment when there doesn’t appear to be compelling evidence that worms cause cognitive impairment. I didn't find your response compelling. Maybe I didn't understand what you were saying.

Regarding the relevance of Miguel and Kremer to the comparison of the impact of LLIN distribution vs. deworming on developmental effects  

I agree that we’ve adequately dealt with the possibility that the Miguel & Kremer study implies that deworming is more cost-effective at having a positive impact on the development of children than LLIN distribution.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Sep 28, 2012 at 2:57 PM
Subject: Re: Update on the malaria mortality conundrum
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


Thanks for the response. Big-picture responses:

· I would guess that emailing malaria experts wouldn’t result in overturning the results of the RCTs. I think an RCT result is much more robust than a malaria mortality estimate, and since it's conventional wisdom that malaria generally weakens children (like vitamin A deficiency), I doubt any malaria expert is going to say, "There's no way this dynamic [malaria causing more deaths indirectly than directly] could be the cause; the RCTs must be flawed."

· That said, I do think it's worth doing as a medium (not urgent or by-Dec-1) priority.

Concerning: “According to AJ19 and AJ20, I see the study countries having 20% lower shares of mortality than the AMF countries do. Am I misreading the table?”

I accidentally switched the labels for rows 19 and 20.

Regarding: why the malaria people haven’t made a big deal of the possibility that malaria exacerbating other conditions and haven’t used this point to bump up their malaria mortality estimates:
Good question, I don’t know the answer. I think it's worth asking, as discussed above.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Sep 28, 2012 at 3:47 PM
Subject: Re: Update on the malaria mortality conundrum
To: Holden Karnofsky <Holden@givewell.org>


Were you responding to both my Fri, Sep 28, 2012 1:53 PM message and my Fri, Sep 28, 2012 2:21 PM, or just the latter?


 Regarding you switching rows 19 and 20
Ok, makes sense. As you can see, I didn't do a careful independent check of the calculations (or whether you recorded the numbers used correctly). I can do so if you'd like.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Fri, Sep 28, 2012 at 7:45 PM
Subject: Re: Update on the malaria mortality conundrum
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


I didn't have anything to add on your Fri, Sep 28, 2012 2:21 PM email. But I made some comments below.

Regarding the deworming DCP-2 estimate
I understand that you didn't follow/agree with my reasoning on using the DCP2 estimate; that isn't something I consider urgent to discuss though I'm happy to chat about it sometime. The main question is whether you would propose an alternative way of estimating cost-effectiveness for deworming.

Regarding you doing a careful independent check of my spreadsheets on malaria mortality
Yeah, I guess someone should before I make it into a blog post, so if you have time to, please do.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Mon, Oct 1, 2012 at 3:28 PM
Subject: Re: Update on the malaria mortality conundrum
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


Jonah: I think we should start working on getting all the vetting work you did public.

The one thing that has to be done by you is checking my work, so you should start with that. I may take the lead on the rest, depending on what your capacity for it looks like. Please advise.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Mon, Oct 1, 2012 at 3:55 PM
Subject: Re: Update on the malaria mortality conundrum
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden,

Yes, I spoke about this with Elie and I'm in the process of putting together a Word document. I'll give highest priority to checking your work.

Jonah

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Tue, Oct 2, 2012 at 8:41 PM
Subject: Re: Update on the malaria mortality conundrum
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden,

I checked all of the data that you recorded in your spreadsheets against the sources that you pulled it from and checked all of Excel formulae for accuracy. 

I found three transcription errors and made note of two cases in which your description of the data didn't quite match up with the description of the data in the sources. I've described these below my signature. 

The only error that's potentially significant is that Congo has an all-cause mortality rate that's 70% greater than the value that you recorded. Thus, the corrected figure points to Congo being a better country to distribute bed nets in than the originally recorded figure suggested.

I corrected the transcription errors in the attached files. I also corrected your transposing of "AMF country average" and "Study country average" which we discussed in earlier correspondence. I highlighted and embolden these changes in the attached files: 

Summary of ITN RCTs Edited.xls

and

Malaria case rate and death rate information edited.xls

Let me know if I can be of further help on this matter.

Jonah

--------------------


Summary of ITN RCTs Edited

W7: Counts only 1-2's and 3-4's, doesn't include children between 0 and 1 years old. Perhaps if these children were included, the rate should be 2.2% rather than 1.76% Doesn't alter bottom line because the expected change would be ~ 25%, which is small, and in any case 


W14: Source does not appear to specify whether the mortality rate is post intervention, though this seems like a reasonable assumption. Doesn't alter bottom line because the mortality rate of the control group before the intervention shouldn't be very different from the mortality rate after the intervention

Z7: The malaria mortality rate that had been recorded was 0.0032 which was actually for the treated group rather than for the untreated group. The malaria mortality rate for the untreated group is treated group rather than untreated group: untreated group is  0.0037 (85/22791). Doesn't affect bottom line because the correction constitutes a change of < 20%


------------

Malaria case rate and death rate information edited

AE6: 99 should be 168. Makes Congo look like a better candidate for bed net distribution than it otherwise would be.

AF5: 23.5 should be 23.3. Doesn't alter bottom line because the difference is < 1%

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Wed, Oct 10, 2012 at 4:29 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


I mentioned during the research meeting that I think the AMF page cost-effectiveness estimate needs disclaimers. It currently reads:

Cost per life saved

Using the 2012 projected costs per LLIN, we estimate the cost per child life saved through an AMF LLIN distribution at about $1,600 using the marginal cost ($5.15 per LLIN) and about $1,700 using the total cost ($5.54 per LLIN).66
This does not include other potential benefits of LLINs (non-fatal cases of malaria prevented, prevention of deaths in age groups other than under-5 year olds, prevention of other mosquito-borne diseases, etc.). Full details at our report on mass distribution of LLINs.

In the new AMF update, I think that in this section we should link Some Considerations Against More Investment in Cost-Effectiveness Estimates and include some comment.

Jonah
---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Wed, Oct 10, 2012 at 4:33 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


Agreed. I'll take this on. We're going to have more than one future blog post with further reservations about cost-effectiveness analysis so I'm going to wait for those first.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Oct 12, 2012 at 3:22 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Regarding disclaimers connected with cost-effectiveness:

Beyond the general point that cost-effectiveness estimates aren't very good, there are specific factors that one can point to that would detract from the cost-effectiveness estimate for AMF donations that GiveWell is currently using. GiveWell already mentions insecticide resistance in the "How cost-effective is LLIN distribution?" section, but there are two others that occur to me:

1. Quoting the GiveWell LLIN page:

Many studies [in the Cochrane review] report intensive measures to ensure that people used their ITNs consistently and properly - measures well beyond what we would expect to be feasible in a larger-scale distribution (and well beyond the measures taken by the Against Malaria Foundation). Sample quotes:22
3. Distributing bed nets could do harm by causing people to expect to get nets for free, thereby interfering with the development of a natural marketplace for nets (see the third bolded heading of Alexander's post blog.givewell.org/2012/05/30/giving-cash-versus-giving-bednets/ )

I suggest that these both be added to the cost-effectiveness section and that the second of these be added to the "Possible negative/offsetting impact" section.
---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Tue, Oct 16, 2012 at 5:08 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Jonah,

I've added your two concerns above to my Asana to add to the LLINs page next time I go back to it.

---------- Forwarded message ----------
From: Holden Karnofsky <Holden@givewell.org>
Date: Thu, Oct 11, 2012 at 4:46 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Jonah Sinick <jsinick@gmail.com>
Cc: Elie Hassenfeld <elie@givewell.org>

While going through the correspondence, I noticed a couple of other issues that I hadn't weighed in on...
1. Asymmetric implications of underestimating vs. overestimating the need for ITNs. I don't think this is an important concern. The way the Concern distribution worked - and the way all the distributions are supposed to work - is that they first make an estimate of LLIN needs using the methods we've been discussing, when estimating how much they'll need overall, but then on a village-by-village basis they do something much more thorough, involving house-to-house checks and a village meeting to correct any errors. LLINs are handed out based on these counts. More generally, I'd expect that if a distribution ends up with more LLINs than are needed, it just returns the LLINs to the national control program or to someone else who can use them. It's a little hard for me to picture a situation in which a mis-estimate of LLIN needs leads to LLINs simply getting wasted/destroyed.

2. Is AMF improving the quality of a distribution that would have happened anyway, or carrying out a distribution that wouldn't otherwise have happened? I don't think this matters, provided that AMF is causing a *net increase in the total # of people receiving LLINs* equal to the size of its distribution. Imagine that Malawi is planning a national distribution that will cover 80% of the population of size T and will have "attrition factor" (1-nets misused/lost/misallocated) of X. Now AMF offers to cover 10% of the population, and AMF's particular distribution has an "attrition factor" of Y. If AMF covers the part of the population that wouldn't have been covered otherwise, it increases the total # of "nets properly allocated" by 10%*Y*T. If it covers part of the population that *would* have been covered otherwise, its impact on that part of the population is 10%*(Y-X); but now there's another 10% of the population that gets covered by the standard program (using nets originally intended for AMF's region), with the result that 10%*X of the new region gets covered. Thus the total net impact of AMF is 10%*(Y-X)*T +10%*X*T = 10%*Y*T again. Maybe I'm missing something about your concern, but to me the key question is just whether AMF causes an increase in the total # of LLINs distributed by the national program.

---------- Forwarded message ----------
From: Jonah Sinick <jsinick@gmail.com>
Date: Fri, Oct 12, 2012 at 3:07 PM
Subject: Re: All of the back and forth regarding AMF & LLINs
To: Holden Karnofsky <Holden@givewell.org>
Cc: Elie Hassenfeld <elie@givewell.org>


Hi Holden,

I attached a version of the correspondence with further changes. 

Regarding your first point about asymmetric implications:

I agree with your bottom line here. Some thoughts:

1. It could be that AMF works with incompetent distributors in the future who waste excess nets by just not doing anything with them. However, the question of the quality of AMF's distribution partners is being addressed in the updated AMF review.

2. Even if AMF works with good distribution partners, they might be effectively causing other distributors to distribute nets in other areas where there turns out to be overestimated net need. If these distributors are incompetent then they might waste excess nets by just not doing anything with them.

3. However, my hypothetical "if not for AMF, the excess nets in regions would be sent to regions without nets" assumes competence on the part of the distributors of precisely the same type that would lead them to return excess nets to someone who could use them if all provinces were covered, so that AMF being involved does better than the counterfactual of AMF not being involved by the same margin (in expected value) independently of the competence of other distributors in the country. This is related to the computation in your second point.

Regarding your second point about fungibility:

I agree.


Jonah
