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I. EXECUTIVE SUMMARY

This report summarizes four evaluations of country programs
in health and nutrition which are sponsored partly by the three
private voluntary organizations (PVOs) which manage them, and
partly by Matching Grants from the U.S. Agency for International
Development (AID). Performed between June 1983 and January 1984
by teams from Management Sciences for Health in collahoration
with the PVOs involved, these were the first evaluations in a series
designed to analyze in depth the progress of a representative
sample of PVO health and nutrition programs.

The goals of this series are to improve PVO health and
nutrition activities and to contribute to improved AID policies
toward PVOs. The evaluations, funded by AID, are strongly support-
ed by the three PVOs involved. All three are making progress in
changing their traditional health emphases from medical relief
toward training and technical assistance, from cure toward preven-
tion, and from clinic-based toward community-based care.

The PVOs selected reprecent both horizontal programs (in-
tegrating training in health and nutrition, agriculture, family
planning, and sanitation) and vertical programs focused on one
health problem (eye disease). The country programs visited were
in Africa (Tanzania) and Latin America (Haiti and Honduras). The
evaluators, from the US and developing countries, represented
various disciplines; they included a public health information
specialist, two nutritionists, a public health physician, a health
educator, a medical anthropologist, and an opthalmologist.

The evaluations to date indicate that all the PVOs studied
are providing very useful, innovative health and nutrition ser-
vices -- often in underserved areas -- particularly maternal and
child care. Most of the PVOs' planned outputs are being met or
exceeded. Two of the four PVOs have dramatically improved nu-
trition standards of children in their coamunities, and are
assumed to have significantly lowered morbidity and mortality.
The other two have been effective in training health workers,
one at the community level, the other at the clinic and hospital
level. All PVOs are introducing scme health and nutrition tech-
nologies new to their communities such as oral rehydration and
contraception, and all are attempting to reach pcor and remote
families.

Sane PVO program activities and costs are not being moni-
tored re reqularly or carefully., ~Baselfme STUdtes—and managememt
ntormation systems are often inadequate or non-existent. Thus
it is very difficult to measure accurately the cost-effectiveness
of impact of thése programs on the health standards of their par=-
ticipants. PVOS need technical assistance to improve staff skills
in design, management, information sVStems, and evalua-
,Ezzgfﬁggafizy_ﬁgﬁa"gibport in documenting and disseminating their
valuable experiences for national and international audiences.




Both expanded PVO home office support and in-service training of
field SEaff incIuding host country nationals seem essential before
these and other improvements can be made. -

Regarding the role of AID, the evaluators are concerned’
about the need to clarify the responsibilities of AID in Washington
and USAIDs overseas in approving, monitoring, and evaluating PVO
programs. AID and USAID must ensure that the PVOs have adequate
time not only to plan but also to achieve realistic objectives. In
_particular, AID and USAID staff need to pay attention to specific
PVO activitiés, often neglected, which will improve program institu-=_
tTBH!TTzthUnT—Eust!Tﬁa51I1Eyf”' d reprbanllty. Some PVOs have
"“failed to fully recognize the importance of training counterparts and
building indigenous capabilities so that local staff and funding
will increasingly, to the extent possible, replace the Americans and
the dollars now essential to many PVO activities, Host governments,
as well as the U.S. Government, must do their part to encourage
institutionalization and to discourage dependence on PVO manpower
and money from overseas.

MSH recommends that these PVOs should definitely continue to
expand their health and nutrition outreach activities, and that AID
should expand,selectively and with certain conditinons, its Matching

Grant support. In addjtion,it is recommended that these ev ions
must be continued, allowing more time and more participation by the

PVOs themselves, in order to explore in depth several specific
issues. These issues include the cost-effectiveness of PVO health
programs, the institutionalization process, self-financing, condi-
tions under which replication or "spread effects" are likely to
occur, and environments where PVOs seem most effective. Such focused
analyses will help to strengthen further the vital, unique, and
growing importance of health and nutrition programs of PVOs in U.S.
foreign assistance.



II1. INTRODUCTION

A. The Evaluation Process

The AID office of Food for Peace and Voluntary Assistance
(FVA) is responsible for the planning, monitoring, and evaluation
of centrally-funded Matching Grants to PVOs. In June 1983, FVA
contracted with Management Sciences for Health (MSH) to:

"design, carry out and synthesize a series of evaluations
of AID-supported PVO health sector programs in order to
provide information that shculd lead to improvements in
the impact of PVO activities and assist AID and other
national and international organizations with policy and
program guidance in relationship to PVO health sector
projects."l

Four PVO country programs were evaluated under this con-
tract: two Seventh-Day Adventist World Services (SAWS) programs
in Haiti and Tanzania; Meals for Millions (MFM) in Honduras;
and the International Eye Foundation (IEF) in Honduras. Field
visits of 2-3 weeks each were made by twoperson teams of MSH
evaluators: one an evaluation specialist, the other a specialist
in the technical area of greatest importance to the program (see
Appendix C). FEach PVO contributed at least one representative
to the evaluation teams. This series of evaluation reports
(see report outline in Appendix D) was viewed as a seaquence of
field tests of methodology and of some basic hypotheses? about
PVOs in general and in specific relation to the health sector.
Review and revision of reports by the PVOs concerned and by
FVA, as well as their ongoing participation, was considered
central to the process of analysis and to program improvement.
This interim summary report synthesizes the findings and re-
commendations of the four evaluations.

There are several criteria for deciding which PVOs, and
which of their country programs, to evaluate (see Appendix E).
Programs selected must be focused primarily or substantially
on health and/or nutrition activities; they should normally
have progressed far enough to demonstrate outputs and |if
possible, measurable impact. Programs should not have been
over-evaluated and must want to have an evaluation, which
should be seen by PVO headquarters and field staff as a joint,
collaborative effort with AID and MSH to improve future plan-
ning by understanding the strengths and weaknesses of current
programs.

‘{ See Appendix A for a list of 12 PVOs currently receiving AID
centrally-funded Matching Grants in health and nutrition,
and Appendix B for an outline of standard evaluation
procedures.

2 See, for example, J. Tendler, Turning Private Voluntary
Organizations into Development Agencies: Nuestions for
Evaluation, Washington, D.C. AID, April 1922
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R. The Matching Grant Program

The centrally-funded Matching Grant (MG) precgram, admin-
istered by FVA in collaboration with AID's Regional BRureaus,
provides MGs to a "limited number of FVOs of recognized standing
with discrete programs in high-priority sectors.”l Twelve PVOs
with major health and nutrition activities now receive MGs
totalling about $25 million (see Appendix A). In selecting PVOs
for the program, FVA considers each PVO's track record, and PVO's
financial management capability is of prime importance. PVOs ap-
plying for an MG must describe their general plans for expanding
their programs in the countries where they currently work or in
new ccuntries where their services .are needed. To ensure both
program effectiveness and compatibility, AID's stated goal is to
include PVOs with MGs into its total planning process, so that
all such programs are coordinated and do not diverge too far from
current AID priorities and sectoral strategies. At the same time,
the MG program leaves PVOs ample scope in program design and
implementation at the country level.

C. Country Program Descriptions

l. Seventh-Dav Adventist VWorld Service/Haiti

SAWS, experienced in Haiti after years of relief work, seeks
in its MG program to improve the health of Haitian mothers and
children by decreasing malnutrition of children under 5 through
child growth monitoring and prompt intervention and by using PL
480 food aid as an incentive to train and encourage mothers in
growth monitoring, nutrition education, home gardening, and other
health-related activities. SAWS has done nutrition baseline
surveys, developed training curricula for trainers and mothers,
given training courses, established demonstration gardens and
fostered home gardens, and opened nutrition centers. Total
funding over the 1life of the project (LOP,1981-1984) will be
$325,0N00, half from SAWS and half from AID.

2. Seventh-Day Adventist World Service/Tanzania

Ruilding on 1its established network of Adventist Churches
and rural health clinics, SAWS has recently begun (after consic-
erable rethinking and revision) a community health promotion
program in two rural sites 1n northeastern and ncrthwestern
Tanzania. At each of the two sites about 15 Community Health
Promotors (CHPs), selected by their community leaders and trained
for a month in basic primary health care, work in four communities
to improve healtii, particularly amcng children under five and
mothers, CHPs are in theory supervised and supported by the
local Adventist clinics and by two SAWS Training Nfficers. The
CHPs have been asked to do household surveys and home visits to

T "AID Partnership in International Nevelcpment with Private and
Veluntary Organizations," A!D Policy Paper, Rureau for Program
and Pclicy Coordination, September 1992,
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promote basic sanitation, MCH, health education, and family
planning. In one of the two sites, the health program |is
linked to an irrigation program costing S130,000 (half from
AID), in which 1local volunteer laborers participate and which
is designed to improve farming and nutrition practices. The
SAWS/Tanzania program was just beginning community-level activity
when evaluated. Total LOP funding (1982-1985) is $§273,000, half
of which comes from AID.

3. International Evye Foundation/Honduras

The stated goal of IEF's Matching Grant was to prevent
blindness and treat eye disease by developing the eye care
capacity of the government, by training health professionals at
all levels to be eye care trainers, by surveys, and by program
planning activities. 1Its country-specific strategy in Honduras
was to upgrade tertiary and secondary care first, before address-
ing primary eye care, so that in future, when primary care is
improved, eye care referrals can be absorbed at the secondary and
tertiary levels. Total LOP program cost (1980-1983) 1is over
52001000, including non-MG funds; of that total, AIU contributed
88%,

4. Meals for Millions/Honduras

The MFM overall goal is to reduce malnutrition in children
under five and 1in pregnant and lactating mothers through an
Applied Nutrition Program (ANP). MFM also seeks to strengthen
the capabilities of the host-country government, indigenous PVOs,
and canmunity groups to coordinate their health and nutrition
delivery systems. It emphasizes mobilization of community groups
to implement self-help projects which generate 1income, raise
nutrition standards, and improve health. Total LOP (1982-1945)
funding level, including non-MG funds, is $420,000 (only 6% from
AID). .

<+ Each PVO contributes half of the total (worldwide) costs of
its Matching Grant Program, but the percentage of each PVO's
contribution to any country program varies. For example, in
Honduras IFF's contribution was 22y, while MFM's contri-
bution was 944, Recause these MG programs were {ntegrated
{into other AID or PVO funded uctivities, it was useful to
analyze country programs in health as a whole, including
non=Matching Grant ac:tivities {f they were closely related to
the Matching Grant,



III. GENFRAL FINDINGS

A. Program Results

1. Outputs

All PVOs evaluated have met or exceeded most of their
planned outputs, In both the SAWS/Haiti and MFM/Honduras
programs, where many communities, local groups, and families
are in the target area, some adjustments in target sizes have
heen made and a few outputs have not been reached. 1In Haiti,
the number of mothers receiving food aid was less than expected,
as was the number of income-generating projects being estab-
lished=--largely because SAWS/Haiti was still experimenting with
the optimal mixes of target population size and program cycle
duration and was also re-examining its capacity to do an effect-
ive job with income-producing activities. In MFM's Applied
Nutrition Program (ANP), similar outputs--mothers and children
participating in nutrition programs and mothers' groups organized
-- generally exceeded plans.

In IEF/Honduras and SAWS/Tanzania, training outputs were
the only major ones being measured, and they had been reached.
Consequent outputs -- the services to be offered by those
trained -~ are either not being measured effectively, are nnt
compared with a baseline, or show no results., In Tanzania, for
example, SAWS Community Health Promotors (CHPs) are all trained
and at work in their communities, but few records of their
activities (outputs) are being kept, either by them or by the
clinics they repcrt to. Thus there is no evidence yet of
change from baseline in MOH <clinic referrals or attendance,
children immunized, building or maintenance of latrines, etc.
Similarly, in IEF, many nurses who received Lraining are no
longer in contact with either IEF or the MOH, so their effective-
ness is not bheing measurecd either. 1In both these programs, the
most evident prcblem is not that the PVO is failing to produce
results on schedule, but that program management information
systems do not exist to monitor results and to assist in the
continuous planning, contrcl, inservice training, and evaluation
which are all vital to program success.

2. Impact

In an inncvative health program lasting only three years,
it is not realistic to expect a substantial and easily measur-
ahble impact on morbidity and mortality - particularly because
all the evaluations in this series were {nterim. Nevertheless,
two programs - SAWS/Haiti and MFM/Honduras - have hegun to show
intermediate signs of impact after about two years of MG activity.
Saws/Hvaitil, whose stated goa! was "to decrease nutrition- and
sanitacion-related morbidity anc mortality in target communi-
ties," has saved the lives of almost all child program entrants in



third-degree malnutrition (considered as at risk of death) and
has improved the weights-for-age of significant proportions of
all entrants in some degree of diagnosed malnutrition, Rates of
follow-on attendance at growth monitoring sessions after program
“graduation” are also suprisingly high. These results were
viewed by the evaluators as "unusually good," especially compared
to other national programs for improving child growth,l

MFM/Honduras has also produced excellent results in reducing
second-and third-degree malnutrition dramatically in all ANP
communities: in 1983, after five years of MFM's ANP (including
two years under the MG), the proportion of malnourished children
in the two communities where the greatest reduction occurred
(about half the ANP's population of c¢nildren under five) was
reduced from nearly 50% to 31%,2

The other two programs evaluated show only vague signs of
impact (which cannot reliably be identified as the result of
pregram activities). IEF has not done baseline surveys and has
not systematically collected data on the prevalence of blindness
in Honduras, so the impact of its program there cannot be measured.
Under the assumption that the nurses and doctors trained by IEF
should be better able to detect eye pathology and refer patients,
the evaluators analyzed changes in the hospital discharge data
and fcund that during the first two years of the IEFf/Honduras MG
program (1980-82), there had indeed been substantial increases
both in the number of cases of tertiary eye care and in the
prevalence of cases among the population. Thus the program may
be increasing the use of eye care facilities and the identifica-
tion of eye problems, bhut because of inadequate data it is not
clear how much of this improvement resulted from IFF's training.

SAWS/Tanzania has just begun community health promotion
activities and no substantial impact is likely for at least a
year or two. The promise of improving health standards at low
cost is very high nonetheless, if certain program improvements
are made, SAWS CHPs may be able, despite brief training and
currently weak supervision, to introduce such technologies as
ORT, immunization, improved latrines, ceontraception, and simple
medications which should dramatically improve infant and child
health in their communities (whare no primary care has ever been
attempted by the government, and lit:le cutreach has been attempted

{ Unfortunately, SAWS/Haiti did not <collect baseline infan-
mortality data as planned so that overall impact measurement
is hampered in that area.

2 Regrettably, the ANP is not collecting data on its two other
major goals: improvement of nutritional status of pregnant or
lactating women, and decreased infant and child mortality.



by SAWS in the past.) If the CHPs can be better trained, managed,
and supplied, if they are linked carefully to the relatively
efficient Adventist clinic system, and if community leaders
become directly involved in selecting, controlling, and support=-
ing CHPs, then impact is possible in time. However, lasting
impact after the MG program ends is highly unlikelv without
stronger community participation.

B. Program Analysis

l. Planning, Design, and Approval Process

All evaluation teams and PVO staff were in general agreement
that the process of planning individual country programs needed
improvement, With the exception of MFM, all plans were vague
and/or unrealistic in their objectives and their strategies
lacked specifics about who would do what, where, when, and how.
Both SAWS country-specific program plans, approved by AID after
the multinational MG had been approved, were overly amibitious:
they needed to be rewritten, cut back, and rescheduled in both
countries. IEF had no country-specific plans, only a general
multinational proposal for an MG with a wide range of program
options including both community-level primary eye care programs
and tertiary eye care training in hospitals. Only MFM initially,
and SAWS/Tanzania later, had a clearly integrated and articulated
set of goals, purposes, and strategies in its plan.

None of the three PVOs based their plans on adequate data
collection and analysis: even MFM, which utilized annual anthro-
pometric surveys in its design and evaluation process, planned
its various interventions (health education, agricultural train-
ing, etc.) without adequate analysis of data to determine what
specific behaviors needed to change, and which of those behaviors
could be changed through education or training alone. SAWS/
Haiti, which did do baseline nutrition status surveys, did not
predicate its site selection on either its own or national
survey data, but rather on mixed, largely pragmatic criteria.
Like MFM, it also d4id not predicate its educational content or
strategy on analysis of new or existing data.

The constraints to effective planning arise from limita-
tions both in AID and in each PVO. AID's Matching Grant policy
is to approve a single proposal from each PVO which embraces
activities in a number of widely different countries. MG pro-
posals may be presented without country-specific plans which
would include logical frameworks and other details usually
required in AID project documents. Some PVOs do submit country
program plans to AID for approval but this is not required.

Because an MG lasts only three years, there has been
sudjtantial pressure on PVOs to begin implementation quickly
without further planning or baseline research so as to Jemon-
strate activity and produce early results. More often than
not, PVO staff have neither the time nor the resources to do
¢che background analysis in each MG country which would enable
them to plan each country's program in detail hefore beginning

-8-



implementation. In addition, because of the tﬁkee-year funding
limit, PVOs find it difficult to revise plans and make mid-course
corrections (changes which are inevitable even in well-planned
projects).

AID, in 1its approval process, looks primarily at the
overall track record of the PVO applying for the MG without
paying adequate attention to how each country program will be
implemented. During this critical initial phase AID is not
able ‘o provide technical support to PVOs which might compensate
for the pressures of time.

2. Management and Staffing

All PVO staff involved or contacted in this evaluation
were highly motivated and committed; both field and home
office personnel in all three PVOs appeared to be competent,
hard workers. Despite their skills and personal qualities,
PVO field staff sometimes seemed overworked and unable to pay
adequate attention to planning and monitoring program details.
Some seemed inexperienced in the design and management of
health programs requiring the institutionalization of change;
many are not training local counterparts to take their places.
Some see their work as "relief" for the recipients of aid,
not as "development®™ in collaboration with host-country count=-
erparts who should be trained to take over as rapidly as
possible. Some wzre not accustomed to managing a development
process which was based on local community participation and
aimed at eventual self-reliance. In short, the traditional
desire to "do good" and stay indefinitely (instead of trans-
fering technical and managerial skills and technologies to the
host country within a certain period) is fading rapidly, but it
has not disappeared entirely.

Another significant variation in the PVOs' management and
staffing patterns was the size »nd mix of field, central,
and headquarters staff, and the degree to which the PVOs were
able to builcé on existing staff skills and numbers. In Haiti,
Adventists had been present for decades; SAWS' central staff of
nearly 4G people managed a large PL 480 program, including MCH,
Food-for-Work, and Outreach Grant activities, The MG program
generated 3N field workers but funded only a small central-office
staff, Well-functioning management and accounting systems which
predatec the MG permitted effective monitoring and supervision
of the MG activities which helped the project adapt to local
needs an? resources, In Tanzania, SAWS was also able to
build cn long-standing experience in rural health; the MG
enabled SAWS to build a community outreach program hased on



its network of rural clinics and managed from its country
program office by a Tanzanian Adventist physician. Although
it lacks adequate management and has little of the management
information system so helpful to SAWS in Haiti, the SAWS/Tanzania
program would be much less effective if it had not built on
existing resources.

The other end of the staffing spectrum was represented by
the IEF/Honduras program, which involved only one parttime
expatriate staff member and no fixed local staff. Program cost
was correspondingly low. Unfortunately, the expatriate, al-
though very competent as an eye-care trainer, had no experience in
Latin America, eye care policy, project planning, or institution-
alization strategies, and had no paid, in-country staff and no
local counterpart. Her effectiveness 1in areas other than
training was limited.

MFM/Honduras occupied a middle position bhetween these
extremes, All MFM/Honduras in-country staff are nationals;:
MM headquarters in California provides very regular, competent
technical assistance and management support to the field.
There is a high degree of program coordination and integration
between MFM headquarters and staff in Honduras. The flow of
new technologies from home to field office, with support for
their testing, is steady and consistent.

3. Monitoring and Fvaluation

Data deficiencies have affected the design, implementation,
and evaluation of PVO MG programs. All country programs
were weak in their monitoring and data collection activities:
two of the four collected excessive data and did not analyze
it appropriately; the other two collected too little. In no
case was the data transformed into indicators which could
provide timely feedback to program managers or staff program
strengths and weaknesses, Data was never even considered to
be used to build public awareness. Too often, monitoring and
evaluation were seen more as a liability, an obligation re-
Guired by headquarters or bhy AID, instead of an asset, a
tool for management to improve effectiveness,

Time~ccnsuming record-keeping often overburdened s=aff,
who resent 1t particularly because they get no feedback from
PLOGran managers ancut their work or progress. They raraly saw
any usaful purpose in filling out €forms, and in fact there
cften was none, Scametimes the amount of data being Generated
could not possidbly be analyzed by the small staff avatilable,
requiring eilther more staff or lass data, depending on management
priorities. 1In sum, appropriate, well-conceived, timely, acces~-
sible, and a5ile sets of data which =might have constitwutad
indicators for preject management and evaluation without major
cemands on personnel time, are largely non-existan:t in the PVNS
studied,



4. 1Interagency Coordination

The effectiveness and replicability of any PVO primary
health care program depends partly on the PVO's ability to work
in collaboration with the government, with AID, and with other
health~related institutions in the pertinent geographical area.
Institutions in other sectors such as agriculture, water and
sanitation, and education, have a direct effect on health
standards in the PVO program areas; PVOs, in many cases, should
be planning and working together with these public and private
agencies, as well as with AID, but do they?

This sample of PVO health activity shows wide variation in
most interagency relations. With regard to USAID relations,
only SAWS/Haiti was in continuous or close contact with the
USAID, primarily because the USAID was well staffed to allow
such contact. Nevertheless, all four PVOs were fulfilling the
terms of their MGs and were well within the guidelines of AID
Health Sector Strategy and the USAID Country Development Strat-
egy. Regarding PVO relations, only MFM was working in close
collaboration with other PVOs in its program implementation;
SAWS/Haiti was an active participant in national PVO consortia
activities, but these were only incidentally linked to its MG

program,

Host-country relations varied greatly by country and by
PVO. For example: IEF worked closely with the Ministry of
Healch (MOH) in Honduras because IEF's initial activity was
*raining the Ministry's primary and tertiary level health
professionals, all paid and originally trained by MOH. Unfortun-
ately, IEF was not able to expand that collaboration in such a
way as to institutionalize eye care at any level.

In contrast, MFM collaborated effectively with all relevant
Honduran government agencies and with PVOs in its field program
but not directly with the central MOH. Its strategy was to
play the role of catalyst organization, directing and managing
a range of activities in its Applied Nutrition Program (ANP).

MFM and IEF both put major emphasis on collahboration with
the Honduran government, bhut with different objectives and
using different methods. MFM's successful coordination was
well planned and managed, utilizing host crintry staff, sustain-
ing some contact at the central MOH, but making most of its ef-
forts at the regional level in the field site, a rural area where
the government welcomed and needed assistance. IEF's essentially
successful coordination with the host-country government was
made Dy one part-time American trainer who had no experience in
such management tasks as PVO government coordination, It
appears that one reason the MOH was not parsuaded that a national
primary eye care program was feasible was because IEF failed to
demonstrate in a pilot project how it might work. 1In contrast,
the Hdonduran MOH does seem convinced of the value of an Applied
Nutrition Program because it has seen MFM's successful ANP in
operation,



SAWS programs in Haiti and Tanzania, countries with diff-
erent political and economic systems, evidenced low levels
of coordination with host governments, In both countries
Adventist activities in health and nutrition were long establj-
shed and traditionally independent; in Tanzania, Adventist clin-
ics had been functioning for many years and were commonly known to
be more Popular than the faw existing government clinjcs, SAWS
country staff may have concluded, with some justification, that
they can he effective without relating more to government, In
Sum, SAWS seems more disposed to a certain remoteness from
government involvement, while MFM and IEF See greater coordina-
tion as integral to program success (although that coordination
is not always adequate. )

5. Major Constraints

As in a]ll deve lopment projects, these four country programs
were faced with major environmenta) barriers to success on
Several levels, all faced serious national economiec Situations--
particularly in Haiti and Tanzania, where food, fuel, and
medical supplies often run dangerously low. A lack of governmen-
tal organization and support, as in the case of IEF/Honduras, or a
government's limited ability to Support multisectoral programs,
as in MFM/Honduras, can. make institution-building difficule,

The greatest constraint in all foyur programs, however, was
the lack of trained manpower, particularly in the areas of
Primary health care management and training, as wel] as in
Several specialized technical fields. The top staff of the two
SAWS programs, for example, are mostly expatriates who have
very heavy résponsibilities, little time, and few trained
Support starcf to whom they can delegate responsibilitijes, In
Tanzania, the Country Program Director badly needs an Administra-
tive Assistant; he relies on his wife who volunteers to help keep
the program’'s acccuncs and to contact staff by tWwo-wav radio
each day, SAW's Director of HYealth Services, g Tanzanian,
asked his wife, a nurse, to “"volunteer" to process survey
data--an important Job which sheuld be done by a specialized

Roth SAws programs have had brief, general orientatien
Programs for senior Staff but seldam arrangz specialijzed techni-
cal training for an: level stafe, In Haiti and Tanzania, tech-
nical staff skills are Particularly weak in the fields of clinic
Managemant (supervising Nealnn workers, improving Prdtlent flew,
”t2.) and redagegy ‘training all levels of heal-h worxers more af-
f2ctively ang Teaching mothers wirh metivaticnal and educaticnal
messages), In Tanzania, other skills required (in addition to
Program management, training and darga analysis) ara financial
Planning, and 2rug legistics-=nnth screly needed {f the CH? is

L3 Zecame a3 viahla community service, All progrars wara, {n=
sfeater cor lasgar legrea, lacking in the stills nasdez for the
INSi13n and yusae of suitable Information SYstems,
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IV. SPECIAL ISSUES

A. Community Participation

One of the most common claims made for and by PVOs is
that they enable whole communities, especially the poorest
strata, to participate in programs. They describe themselves
as particularly apt at enabling poor people to gain control
over their own lives and over the programs meant to benefit
them. Participation of client populations in the design and
control of primary health care programs is obviously necessary
if those people are to accept, support, and eventually sustain
their programs. The evaluation was concerned ahout whether
this PVO "article of faith"™ has become reality in PVQO health
sector activities.,

In all three community-based programs (IFF/Honduras was
not community-based), the potential for community participation
was great. sStill, effective participation was being implemented
in only one program, MFM/Honduras: large numbers of people
were directly affected by the ANP, nearly everyone in the
canmunity was at least indirectly affected by it, and all were
aware of it. A wide range of people had participated from the
beginning in research and planning and continued to work active=-
ly for the program. The effects of that high level of partic-
ipatiorn were everywhere in evidence: self-supporting women's
groups planned, managed, and funded their own income generating
projects. Farmers, midwives, school teachers, nutritionists,
and sanitarians gave and received training, and had regular
contacts with the ANP staff,

The two SAWS programs were less effective in building
community participation. In Haiti, the nutrition program was
initially generated more by a small group of Adventist Church
leaders than by community leaders. The SAWS Country Directors
designed and managed mcst aspects of the program, while local
levels of participation varied from site to site: people's
contributions of labor, cash, and materials to the program
appear to have heen greater in rural than urban areas, although
nNo records were Kkept., Nutrition agents/health care workers
and their assistants, both important in encouraging participa-
tion, 2iffered in their levels of commitment to it. Even mothers’
attendence at clinics varied considerably among sites and was
inconclusive as a measure of participation.

.n Tanzania, a few community leaders had apparently selected
the Conmunity Health Promoters to be trained by SAWS, but it
was not clear how well those leaders or the CHPs they selected had
represented their communities. In general CHPs appeared young
anr! inexperienced. In any case, the communities' role in the
program seomed to end with the selection of CHPs=--hardly a hope-~
ful sign for significans, long-term participation in program man-
sgement, Nespite the lack of claar evidence of participation,how-
ever, SAWS field staff {n both programs expressed concern about
increasing participation, and in both cases progress was being
made. In Tanzania, Community Health Committees are required
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by government, and everyone is required to contribute one
day's labor a week (usually Thursday) to public services such
as road maintenance. These requirements, scmetimes honored in
the breach, should contribute to increasing participation in
SAWS MG communities.

In Haiti, substantial material contribution by participants
is limited by the depth and extent of poverty; however, a
tradition of community labor exchance and community councils
offer some models for participation. Mothers' attendance at
surveillance weighing demonstrated a commitment on whichh SAWS
<an build increased participation. Moreover, there 1is no
evidence either in Haiti or Tanzania, that such participation
or any benefits would be limited to Adventist Church members;
SAWS local staff, including some devout Adventists, apparently
treat all community members equitably and apparently do not
proselytize.

In the IEF program, no attempt was made to work directly
at the community level in primary eye care as originally conceived
in the MG proposal. According to IEF staff, their initial
concern was to provide eye care training to health professionals
(which they did successfully) and to improve national eye care
policy and planning (which they were not able to do)., It was
their view that these two activities must precede the introduct-
ion of community level eye care, and that community participation
was therefore unecessary.

R. Benefit Distribution

All programs were faced with the difficult problem of
how to reach those too poor or too sick to visit clinics or
food distribution points, and how to make their services
as accessible to the poor, illiterate, elderly, or remote
members of their communities as to others. vYet all programs
except IEF showed clear evidence of reaching some of the most
needy segments of their communties. SAWS/Raiti and MFM/Honduras
in particular were stimulating improved nutriticnal knowledge
and dehavior among the poorest families.

In both Haiti and Tanzania SAWS has suffered the same
Stress as have many cther primary care programs hetween clinic
cemands and home visits which attend to the needs of the most
marginal portioms of the population., SAWS/Haiti is currently
considering the relative merits of weighing rallies and home
visiting and will select one of these options soon.

SAWS/Tanzania program benefits were pctentially available
to all families in the target areas. All ccmmunity members
<4ere being treated equally and seem to have the opportunity
to Denefit equally from the CHPs' health education and primary
care servicas, However, the CHPs had not yet demonstrated
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either their teaching skills or their willingness to actively
assist the poor or visit remote families. Renefits to the
poor derive from improved access rather than from attempts by
CHPs to stimulate widespread community participation or empower
the poor.

Similarly, IEF's program in Honduras was not concerned
with testing any interventions to reach underserved populations
with primary eye care. 1Instead, IEF opted for a trickle-down
approach by training nurses and doctors (mostly for urban or
peri-urban areas) who would provide the general population
with secondary and tertiary eye care. IEF had no pilot
program in primary eye care or in rural areas which might
have demonstrated effective preventive outreach. IEF did intro-
duce eye health curricula in schools, which had the potential
of reaching out beyond the clinic and hospital audience to the
wider public, but no data was collected about the number of
teachers or students involved in eye care activities or about
the impact of the experiment on the students' eye health.

C. Innovation and Technologv Transfer

All PVO country programs evaluated are using health and
nutrition techniques and technologies developed and proven
elsewhere in the same countries or in other countries, most
of which are not now considered innovative. Yet in three of
the four programs evaluated, some primary health care or
nutrition technologies being introduced are new to the local
cammunity. The need to innovate responds partly to the recogni=-
tion of the special problems of remote, rural locations which
public-sector PHC programs reach with difficulty, if at all,
The innovativeness is also a result of the PVOs' multisectoral
approach to development, which is hard for government entities
to implement, even where the concept is accepted. The PVO
ability to at least attempt this "horizontal" approach results
in preventive health and nutrition activities being combined
with activities in such sectors as agriculture, irrigation,
sanitation, family planning, and PL 480 food aid, which expand
or supplement more traditional curative, clinic and hospital-
based programs.

MFM/Honduras is an informative oxample of such innovation
through integration: it brings together in nine communities
several disparate heal:h, nutrition, and agriculture organiza-
tions, both governmental and non-governmental. MFM interventions
include various health, nutrition, agriculture, and sanitation
precgrams, such as home gardening and small animal production,
building family-size silecs and kitchen utensils, introducing
smokeless stoves and potable water systems, etc. All these
activities are carefully coordinated, while health and nutrition
changes are carefully monitored, itself an innovative activitey
in the program area.



SAWS/Tanzania has also integrated its programs in an innova~
tive way: in both sites, SAwWS community health committees
are developing and have the potential to become increasingly
responsible for the supervision, support, and supply of these
CHPs (in collaboration with Adventist clinics.) In one site,
CHPs also work closely with SAWS' agricultural training officers
in an irrigation ditch renovation program which promises to
lead to better farming, improved diets, and maternal and child
health improvements which may be measurable in about two years.
Because the program is only in its first year, however, these
links between community leaders, CHPs, .clinics, and agriculture
are still weak and need to be developed.

The innovative dimensicn of the SAWS/Haiti program has
evolved, rather than having been frankly intended: this is the
increasingly apparent, perhaps independent, role for growth
surveillance, with and without the PL 480 food incentive, as an
important health intervention. The very best clinic trials,
those that produce the most clear-cut results, make use of
high-risk populations; this explains some of the dramatic
results in the SAWS/Haiti program, It also suggests that PVOs
can be laboratories for innovation, which does not necessarily
limit their potential to the pilot level.

D. Cost-Effactiveness

The evaluation teams found cost-effectiveness difficule
tO measure and to compare between programs because the costed
camponents and accounting categories of the different programs
evaluated varied widely, and because many costs were not recorded
accurately, if at all,

Program costs ranged from MFM/Honduras' $30 per direct
participant (anyone who was actively involved in education,
food aid, income generaticn, or agricultural activities) up to
the $3,700 per physician trained in tertiary eye care by IEF,
It cost S55 per child in SAWS/Haiti groWth monitoring program,
589 per child admitted to a clinical program, anc over S100 for
each participating family or mother continuing in the longer-term
MCH program. The cost of training paramedicals in SAWS’Tanzania
had not yet been calculated, but in IZF/Ycnduras it was about
S113 per capita.

Generally, despite the wide range of ccsts for some activi-
ties, the evaluators waere imprassed by the low administrative
expenses of all PVNs, 1In several cases, navarchelass, tne costs
of management, both i{n tha PVN headquarters and 1n the field,
seamad mMuch ton low==%o the point “here gcme home and fialA
office managars were less effective than they might have baeen,
all tnings being equal, “ecause thay were underfunded, Sevaral
~are ovarvorken, their offices were understaffed, and their
ability to pay for tachnical assistance, travel, and czmmunica-
tions was limired,
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Sometimes they suffered from the same time and resource limita-
tions as the managers of the public-sector PPHC programs they
can or should supplement, a condition which downgrades PVOs as
alternative health services,

In sum, the direct field operations of PVOs seem to be
low-cost when compared to governmental programs or other health
programs funded by AID, largely because dedicated personnel
work hard at normal or low pay scales. But management of some
PVOs is underfunded and given too low priority in the budget
process: in such cases, management's effectiveness and effic-
iency could be increased by increasing its share of program funds.

E. Sustainability, Institutionalization, and Replicability

Real development means that programs initially funded and
controlled from outside by foreign donors will eventually be
funded and controlled, to the extent possible, by the program's
beneficiaries. Are the PVOs taking steps to ensure that their
programs will be instutionalized into local plans and organiza-
tions, then sustained, expanded or replicated with local funding?
What approaches to institutionalization are most effective?

The evaluators agreed that none of the PVOs are paying
enocugh attention to building the institutions which will
sustain their programs after they depart. Three programs (not
IEF/Honduras) plan to continue after AID funding in the MG
ends. They have general plans for their activities to become
institutionalized, with either governmental, community, or other
outside support. Rut none of them have specified or tested
which mechanisms they will use to ensure program self-financing,
expansion, cor replication.,

MF" had considered such mechanisms, but had only just
begun discussions with government officials and community leaders
about the problem of program sustainability. MFM is prepared to
continue funding the program i{tself, without AID funds |if
necessary, and to act as a catalyst to build future support for
the program from many sources, However, this approach may
encourage dependence on foreign aid indefinitely, instead of
putting pressure on local and national leaders to mobilize
their internal resources for development.

SAWS was vague about plans for post-MG sustainahility, In
Tanzania, the program was just beginning, and there were no
plans to generate funds locally %o support CHPs. Moreover, no
attempts had been made to test whether CHPs need to he paid
(despite the view of many PMC experts that outsice financing of
community health workers cdiscourages community participation.)

In Haiti, the MG progra=m documents are quite specific in

rejecting the posaihility of e¢ventual self-sufficiency hecause
of the extreme poverty and worsening national food shortfslls,

-17-



a position also espoused in the USAID CDSS and Title III docu-
ments, At the same time, there are signs that growth surveil-
lance can achieve some autonomy. The role of nutrition and
health education in eventual diminution of dependence is barely
explored (although this can only go so far where the bhasic
issues are hunger, poverty, and non-productivity.) SAWS/Haiti
has demonstrated that its program design, with simplification
and modification,is replicable but only with continued external
funding.

The four evaluations indicate that, to be effective in
institutionalization and institu.ion-building, different PVOs
may work best at different levels of the health care system,
depending on the nature of the program. A "vertical" program
like eye care seems more likely to become institutionalized
into national health plans and programs if it is introduced
into a Ministry of Health, where programs are usually organized
vertically., For example, IEF/Honduras attempted to work closely
with its host governmant, Although 1IEF's effectiveness in
institution-building (introducing primary eye care programs
into national primary health care plans and programs) was
limjited, because of staffing difficulties, the important point
here is that its training activities were carried out through
the MOH, in accordance with its goal of ‘ncreasing the eye care
skills of government doctors and nurses,

On the other hand, a multisectoral program like PHC or APN
(e.g., MFM/Honduras) may be more effectively institutionalized
at the fijeld level where the central MOH bureaucracy is less
able to impede integrated, "horizontal®" planning and implemen-
tation, Clearly a case can be made for different PVDs to work
in hoth situations (provided they all continue to huild local
participation and control.! Roth approaches deserve AID's
continuing support, bdut AID must at the same time encourage all
PVOs to move as rapidly as possidle toward the institutional-
ization and replication of programs which have proven to be
cost-eflfective.
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V. FINDINGS AND RECOMMENDATIONS
e eSS A LA

This interim report on the country programs of three
PVOs was based as much on personal observations as on hard data,
which was often not available. Thus it contains tentative and
subjective conclusions which do not necessarily apply to other
PVOs, other countries, or other health programs. The evalua-
tions are continuing and the findings will be updated.

Meanwhile, preliminary findings have emerged which appear
to show trends, and which may have policy implications. They
begin to answer some of the many questioris have implicitly
Quide the evaluators: are the PVOs doing well in health? Are
they progressing in the right directions? Do they have a compar-
ative advantage in the health sector? 1In what areas do they
perform best? Does their effectiveness (or cost-effectiveness)
depend on having existing facilities on which to base community
outreach, or being able, unlike government health services, to
collect fees for service?

Such questions cannot be answered accurately for the
average health sector PVO without further study, but some
possible answers to be explored in future evaluations were
suggested by the findings of this report. Major findings and
related recommendations about PVOs in health,including findings
about the evaluation process itself, are summarized here.

A, PVOs
l. Finding: PVOs are Eerforming useful health services
in areas often underserved by other providers.

All of the organizations evaluated to date have successfully
introduced health technologies--including ORT,growth monitoring,
clinic record systems, water and sanitation systems, training
methodology, and an agricultural loan fund--according to specific
program needs. In three out of four cases, program resources and
interventions are targeted directly at the village level. . The
overdll {mpac: of the fcur programs has varied: in one case
(SAWS /Tanzania), it was too early to dotect improvements; in
another (IEF/Honduras), the lack of inscitutionalized follow~-up
has dissipated the residual effects of training; in two programs
(MFM/Honduras and SAWS/Hait{), a direct impact or reducing
levels of malnutrition can Se demonstrated statistically. Over-
all, the PVOs appear to serve a very useful purpose both in
improving health status {n the communities they serve, and i{n
improving--often as a catalyst--the effectiveness and efficiency
of U.5. foreign aid programs in primary health care.

The evaluation teams concluded that PV0s can and do have
8 special niche {n the heal:h sector, primarily in geographical
Or substantive aress where public sector services cannot,



will not, or do not go. In this role, they can be seen as
extending the reach of the public health sector and, correspond-
ingly, reducing the recurrent cost burden on that sector.

PVOs also share strong traditions of service and dedication,
same dating back decades and some having intimate knowledge of
the developing areas where they work and live.

Recause they are, in general, less Susceptible to political
vicissitudes, they also offer the reliability and durability
which the public sector does not always enjoy.

Recommendation: AID should continue to su ort,

selaectively, PVQOs working in the health and nutrition

sectors and, expand that support 1in well=-defined areas,

2. Finding: PvOs are important laboratories for
evelopment in health, a fact often unrecognized

even by themselves.

PVOs are commenly the first line providers of heal%h
care in their communities, testing preventive and Primary
level interventions which, though usually not new %o inter-
national health planners, are innovative in those communitias.
Thus PVOs ara uniquely able to experiment, and to report faii-
ures and successes in PHC to other institutions and other
countries. Aut many PVOs do not recognize the need to documens
their findings and share them with others; they oftan see their
nealen activity as an enc in itself, when in fact it is just as
important as a test or laboratory from which other planners can
learn and other programs can be spun off, replicated or adapted,

The unmet need for health care is so widespread that
current PVO activitias cannot hope to meet {+ except in a
reiatively faw limitad areas. Therefore PVOS (as wall as AID)
need to recogrize thajr responsidilitias tcward the wider nation-
Al and international pic comrunity as well as the community {n
which they ara imediately involved, oyoe 1n health neer =2
recognize that their work w11l be most useful {f it is replicahle,
and 1% their findings ara recordad anad disseminated,

Recommandatisn: AID should detarmine with PVOg how =heay
CAn 1mdrove discussion, documentat:cn, and dissemirac.on
cf PVO findinas and leaenss learned to other PVOs, real:n
Slanners, and aArn cfficiale, hoen in=country ard
tnternaticnally,




3. Finding: atterns are variable and

some are sign ) _esSpecially at
home o!!Icos.

4. Findin and management
in_technical analvsis, information
inancia management, and supervision.

systems,

PVO staffing patterns vary according to the size and
activities of the program. Thrve of the four programs relied
heavily on host country staff and sparingly on expatriates.,
Program management capabilities varied considerably among the
four programs. PVOs are good at field level programming and
execution; they are generally weak in planning and technical
analysis, information systems, financial management, training
and supervision. Three of the programs had adequate administra-
tive personnel at the country offices; only MFM provides speci-
fic training to its field staff in technical and mangement
areas, Home office support capabilities also vary among the
PVOs evaluated: SAWS and IEF are understaffed, technically and
administratively, to give adequate support to their country
programs: MFM, on the other hand, is well staffed quantitatively
and qualitatively at the home office and all professional staff
regularly visit the field.

Recommendation: PvOs, with some exception, need to

ive
more attention to the appropriate size of home o?!xces and
dIversItz of Skills (?unctxons) to aaeguatefz support and
leld operations,

supervise

Recommendation: Specific trainin rograms, in-service,
and Inter rogram worvsho s, sFong be aesx ned and exXecu=-
ted by PVOs for their fleld staffs regarding program
aamInis:ra:ion as well as speciflic technical issues such

a5 program design, information and evaluation systems,
financial managment, training and supervision, and local
institutional development, AID should promote increased
technical assistance in these areas,

R. AID and USAID Relationships with PVOs

1. Findin%: There is a lack of clarity about the specific
role of Aln/Wash ngton the MG process.




AID/W's participation in th2 Matching Grant program has
concentrated for the most part on the proposal development and
approval phase. This is due in part to personnel and financial
(travel) limitations; there is also, however, an apparent lack
of definition as to the specific role of AID/Washington through-
out the MG process--program design, monitoring, review, and
evaluation--within the above constraints,

Recommendation: Specific criteria and operational guide-
‘Tines need to be developed for PVO project pIannIng.

monitoring, and evaluation. Also, more time should be
devoted to monitoring progress in the field to supplement

written reports and gain valuable insight into operatonal
contraints and decision-making.

2., Finding: The AID MG design process forces PVOs to
promise unrealistic accomplishments, often in too
short a time.

3. Finding: More attention is civen to technical issues
in design than to issues of institution-building
necessary for sustalnability, replicability, and self-
sufficiencyv.

The MG proposal development process tends to produce cover-
optimistic expectations while, at the same time, leaving gaps
in program design. This is particularly the case where new
countries are contemplated. No prcvision {s made for assuring
the development of country-specific plans, though twe of the
three PVOs produced such documents on their own initative.
Insufficient “ime s allowe” to develop such plans {n the
field prior to finalizing the specific design and required
inpuzs cf the country program., Most attention is given in the
MG proposals to technical {ssues encompassed Dy the program.
Management systems and strategies for institution-building are
not acdequately adcdressed, especially 1i1n light of the goals
of sustainanility, and replicability (which MG proposals rarely
acdress with specific plans.)

The initial planning ard design prcocess, pricr tc the formal
establishment of a program, is usually of short duration and lacks
detailed analysis of prograrmatic and orgsanizational {ssuaes,
Propssed activities tend te be vague, often idealistic, and
incomplete: prcposecd budgets are often founcd to he unrealistic,
Fer the most part, real planning and design are accomplished
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during the first year or two that staft are in the field, after
the budget has been determined, thus precluding any real results
by the third year of “operation.”™ Where external funding s
involved, pre-proposal program analysis and development costs
are kept to a minimum, especially in a country that is new for
the PVO. Also, during this phase little attention has been given
in general to developing specific criteria and interventions
for achieving long-term institutionalization. Both AID and the
PVOs should recognize, by word and hudget, the technical and
financial costs of adequate program planning. Time should bhe
allowed tyu facilitate detailed in-country analysis and design
prior to the determination of a fixed set of proposed inputs,
activities, and outputs. Proposed program design should explic-
itly include specific strategies for institution-building and
post-MG sustainability,

Recommendation: Specific time should be allowed, in the
MG proposal, for country- s ecific analysis and design,
rior to submission of a na an and budget. Expected
results need to be Mmore consistant with human and financial
resources avallable to each program, and more time 1S

neecded--three to ve years--to allow PHC programs to
mature and produce impact,

Recommendation: Specific criterin and quidelines urgentlv

need to be developed bv which to focus and monitor the
development of appropriate and useful management systems--
g:gsonneI, accounting, informat.on, etc.--and the

process of ins:ItutxonalxzatIon. whethar this be within
the

oSt government structures or In the pr{vate sector.

4. Finding: USAIDS generallv lack knowledce of MG
activicties in their sountry, except where there (s a
PVO or PL-480 office.

USAID “issions have deliherately had minimal ¢ sny contact
with centrally-funded PVO programs, (ISAINDs have nct Dbeen
tnvolved in either planning or monitoring “G activities, except
where they were preceded by an NPG: even then, 4G activities
have jenerally bheen considered as a low pricority Dby 0SAIN,
Ahere PVO or PL 480 offices ex‘st i{n the ccountry, contact has
Deen jraater but monitoring guidelines like those maentioned
above have heen lacking, Most PVOs, for their paret, prefer %o
“aintain this ir~dapendeance, A3 a resul: thers i3 no {n=counnry
suFport or monitoring of MG programs (cutside the PVO {tself.)
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The specific and appropriate role of USAID vis-a-vis
centrally-funded programs, particularly in field supervision
and support for institution-building, needs to be bhetter de-
fined--taking into consideration both USAID and PVO resistance to
increased coordination--to improve communications between organ-
izations and between sectors, to avoid duplication of AID-
funded activities, and to increase program replicability,

Recommendation: More communication and coordination is
needed among AID7Wasﬁxngton. USAID Missions, and PVOs in
tne planning and follow=-up of PVO MG programs,

C. Host Government Relat _ ships with PVOs

l. Finding: PVOsS have minimal contact with host
governments during implementation and evaluation.
Host governments have little presence in the monitoring
and evaluation of PVO activities, limiting the likeli-
hood of PVO programs becoming institutionalized into
host government services or being sustained by host

government financing.

PVOs have had varying degrees of contact with host govern-
ments, One PVDO (SAWS) tended to limit such contacts, another
(MFM! actively pursued coordination, and the third (IEF) worked
through the MOW structure but rather independently. Host
governments, for their part, tend to have minimum knowledge
about (and little control over) PVO activities. A lack of time
and personnel is one reason for this; also, host governments
are generally excluded from real {nvolvement in the program
design phase until they are asked to sign an agreement with the
PVC. PVUNs come to host governments with pre-determined stralLu-
gies, even if specific components are to bhe developed in the
field. More importantly, time and effort are not taken on
either side (nor required by AID) to analyze and program the
content and levels of government ccntrihbutions. Once a formal
agreement is gigned with the host government, there is litle
subsequant involvement in cperationalizing the government's
participation, in budgets as well as personnnel, As a result,
institutional responsibility and real government commmitment 1{s
generally not established, (A significant exception tc this {s
the MFM program, where coordination has been promoted at the
regional level and integration has been established st the
local health center.)

Instead, specific government offices could be assigned to
monitor and support PV0Ds, perhaps Dy secteor or hy location,
under appropriate suidelines and regardless of the level of
Cirect government participation, The degree of PVNH autonomy
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fran the host government should be decided in the field to the
agreement of both parties. AID and USAID should insist that
the decision-making process be faithfully carried out in the
best long-term interests of the host government and the USAID
country development strategy. Distinction can be made between
administrative and technical aspects of PVO programs subject to
host government control or influence; however, long-term insti-
tutionalization objectives as well as shortterm expediency have
to be considered. "Successful” PVO programs, in other words, are
not fully effective until the host government knows, supports,
and eventually replicates them.

Recommendation: AID and USAID should consider promoting,
to host governments, the establishment of a system whereb
PVO activities in each country can be be-ter planned, co-
ordinated, monitored, publicized, and replicated when

successful.

N. This Evaluation Series

l. Finding: Early PVO evaluations (e.g., SAWS/Tanzania)

and mid-term evaluation (e.g., SAWS/Haiti) can bDe
useful i1n correcting problems before thay grow.

2. Finding: All PVOs benefitted from the evaluation
process because 1t clarified manv special issues and
increased awareness of the complexity and importance
of program management.

The design of the evaluation process, which included at least: one
PVO representative on each team and included ample opportunity
for feedback from PVO headquarters and field offices on the draft
reports, macde it possible for program modifications to be made
ooth early and in mid-stream as i{ssues and problems were clari-
fied. BRaecause they were participatory, the avaluations were
seen not as adversary proceedings but as management tcals,
Ycwevaer, greater {nvolvement of the FVOs {n future evaluaction
report Wwriting process will further enhance this effec:.

Recommendaticn: The PVOs should be the egual, if not
the prime bdenericiary of the evaluation process as a
whole, Thus, more timo should be allowed in future
evaluation schaedules for fuller participacicn of the PVO
in the wri:.ing Drccass anc tor a full cycle of commmant
and editinc ns cecur,




3. Finding: The time allocation per program evaluated
was insufficient overall and 1t was insu!!ient!
synchronized with PVO program needs and personnel
availability.

Recommendation: Future evaluations should allow for one

wOrk week Of preparation time, two to three weeks in the
fxofd, and four weeks for anafxsfs, wrfte-ug, reviews,
' ollow-up meetings.

revisions, and

4. Finding: For the sort of qualitative evaluations that
were carried out, two-person evaluation teams (the
evaluation specialist and the technical specialist)
plus a PVO participant, worked well. Furthermore,
continuity across the series of evaluations has been
extremely important.

Recommendation: Team structure and staffin atterns

should be maintained,

S. Finding: The variability among the PVOs evaluated
(e.g., vertical or horizontal programs, more or Less

integrated and multi-sectoral) was informative as

part of a first effort but complicated comparability,
especially in the calculation of comparable coSts.

Such calculation was the least consistent aspect of the
first frur evaluations. One of the major dimensions of asses-
sing the comparative acdvantage of PVOs is cost, For this to be
more consistently evaluated, it might be helpful to perform
subseguent evaluation series among groups of programs with more
uniform portfolios, whether or not these were MG programs. For
example, programs attempting to build prevantive community
basec outreach systems utilizing an existing network of clinics
(€.g., SAWS and SAWSO) could be compared. Further comparability
might he achleved by using specific hypothesized success cri-
teria for selection of PVOs to be evaluated. (For example, in
the case of SAWS and SAWSO, AID can compare the average cost of
training and supporting each community health worker.)
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The inclusion of an economist in some evaluations would
permit the testing of existing models for cost-effectiveness
analysis; comparisons of per unit delivery costs within the
private sector and between the private and public sectors; and
the building of qualitative and quantititive models of optimal
program mixes, including the benefits of public-private sector
collahoration in health and nutrition services delivery.

Similarly, most health sector PVOs share a common problem
of inadequate information systems (not unlike public sector
programs.) The inclusion of a health management information
specialist would allow comparisions of systems and the develop-
ment of plans for upgrading them, so as to improve the PVO program
management and AID/UASID monitoring and communication with PVOs,

Recommendation: Future evaluation series should group

PVOs with more comparable portfolios. For example, sSome
evaluations could focus on cost-effectiveness of PVOs,
gather more extensive and uniform cost data, and include

an economist, Others could focus on management information
systems., The scope of work for such a series should be
precisely stated so that the desired sorts of comparability
can be attained, particularly in areas of special interet
to AID.,
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APPENDIX A

AID Centrally-Funded matching Grants to PVOa with Major Health and Nutrition Activities

Years of AID Funding Plannad

PVO Current Grant in thousands of dollars Major Activities

Save the Children 19R83-A5 4,500 Integrated Cammunity-Rased Development
(SAVE)
Salvation Army World 1984-A6 3,600 Comprehensive Health Care Services
Service (SAWSD)
Foster Parents Plan 1984-R6 3.500 Integrated Cammunity-Rased Dave l opment
(PLAN)

Lutheran World Relief 1983-85 2,400 Integrated Cammunity-Raged Development

(Lwm)
Internat ional Inatitute Nealth Activities within Integrated
for Rural Reconstruct lon 1984-06 2,375 Rural Development Program and Training
Advent ist Develapment 1981-84 2,150 Community-Rased Health znd Nutrition
and Rellef Agency (ADRA) formerly SAWS Prograsming
Neals for mNillions 1982-n4 1,850 Applied Nutrition Programs and

Appropriate Food Technolagy

Helen Keller Integrated Primary Fye and Health
Intecrnational (HKT) 1981-A4 1,500 Care
Catholic Rellef Servicea 19R83-AS 1,250 Food Ald, Nutrition and Mealth Services

(CRS)
Project Concern Primary ltealth Care Tralning and
International (PCl) 198)-85% I,IQO Services
International Eye Training and Services in Rlindness
Foundation (IFF) 19Q1-A4 %00 Prevention and Cure

TOTAL

$25,225



APPENDIX B
PVO EVALUATION PROCEDURES

Washington

1.

2.

3.

4.
S.

Meet AID project officer to discuss the PVO, country
program, and the home office. Obtain MG documents.

Request PVO for specific information and documents (see
list below).

Visit to PVO home office to discuss field visit, country
program background data, and home office management; obtain
available documents.

Review of background documents and data.

Select two-person evaluation team including evaluation
specialist with PVO health sector evaluation experience and
a technical specialist with evaluation experience in
appropriate technical areas. Fvaluators should contribute
cultural perspective in addition to technical balance,
and should preferably have local language skills and in-
country work experience. A PVO home office staff member
should take an active role in designing the field visit
in Washington, leading the team in the field, and reviewing
the draft evaluation report.

Field visit

1.

Initial orientation and planning session in-country with
evaluation team, PVO home office participant, and PVO
country program director to finalize arrangements, discuss
travel and writing schedule, plan meetings, and outline
evaluation report. (Note that occasionally field inter-
views may require confidentiality, without presence of
PVO personnel.)

Brief protocol meetings or fact-finding interviews with
appropriate Ministry of Health and USAID officials.

Meetings with all levels of program sraff, to discuss
such issues as:

history and description of program
® description of project sites, including significant
program and cultural features



® program progress and constraints

* reports and records of outputs, indicators of impact
® selection of sites to visit

® finalize schedule

4. Helpful hints:

® MSH evaluators may divide up occasionaly to save time
and increase coverage

® one evaluator can take notes while other leads dis-
cussion or interview

®* one or both evaluators, with PVO participant if appro-
priate, should set aside one day every three or
four days towrite, review, synthesize, and adjust plans

5. Visit sites, conduct interviews, and review documents
(including program data not available at home office).

6. Collect whatever information is easily available on
public sector (or other PVO) activities which can be
compared to the PVO's activities.

7. Detailed debriefing with program personnel prior to
departure (based on “Analysis of Results" section of
report).,

8. If possible, outline of debriefing points and copies of
tables should be left with country program director.

9. Summary (shorter) debriefing with Ministry of Health
and USAID officials.

Washington

1. Summary debriefing with PVO home office, if feasible and
necessary, and AID project officer.

2. Write first draft of evaluation report (less than 40 double
spaced pages).

3. Send draft copies for review, comment, additions, and
corrections to:
® PVO home office (with extra copy to be forwarded to

PVO Country Program Director)
® Second MSH evaluator
® MSH Project Director
4. Incorporate corrections in second draft as appropriate.
5. Send second draft of report to AID for comment.



6.

7.

1.
2.

10.

Incorporate AID comments in final report.
Send coples of final report to:

®* PVO (S copies)
®* AID (10 copies)
* Second evaluator (one copy)

INFORMATION REQUESTED FROM PVOs
Matching Grant Proposal and/or Agreement with AID

Country program (health and nutrition related) plans,
schedules, budgets, job descriptions, or other program
design documents--including revisions made during the

program,

Copy of the original program agreements with the host
government: resolutions, implementation plan; modifi-
cations to the original agreements.

Details of country program expenditures by year and
line item for both the field and home offices; show
amount of AID contribution by year.

Copies of annual program reports.

Copies of baseline surveys, special epidemiological
resource inventories, or other studies which may have
been done in the program area.

Counts of activities and outputs realized by program
site and year under the Matching Grant. If these are
not summarized, then source data from which they can
be tabulated.

Copies of any previous internal or external evaluations
which may have %een conducted of the program.

List of all PVO and MOH personnel directly related to the
program, hired during the life of the program, including
positions, dates of service, salaries or salary ranges,

List of contributing or cooperating agencies, indicating
the timing and nature of their input.



ArPENDIX C

EVALUATION FIELD VISITS, PEASONNEL, and ITINERARIES

PVO PROGRAN DATES ITINERARY NRSH EVALUATORS PVO PARTICIPANTS
Seveath-Day Port-au-Prince, Polly Rarrison, PhD, Jomes Pulfer, sSaMS/ualti
Advent it July Roulin, Ranquitte, Evaluation Specialist Programs Director
World Service, 190) La Fossette, Diguini and Nedical Anthropologist Olive Pulfer, RN, SANS/
Naltt Joyce King, MA, Appliled Naictl Directar of
Nutrition Specialist Commuaity Nealth
Richard O°'FEil), SArs/
international Executive
Director
Seveath-Day Arusha, tkize, Jahn LeSar, BD, NPN, Eval- David Syeaes, NP, MM, SANS/
Advent ist Sept. Busungu, bwassli, vation Speciaslist and International Oirector
World Service, 190) Pare Mauatalins, Public Nealth Physician for Progran Planning sad
Tanzanla Suji, Gohas, Dar (Project Director) Cvaluation

Nicholas Danfocth, WIA, EdN,
Evaluation Speclaiist and
Nealth Education Planner
(Project Wanager)

Horman Renher, SMIS/Taazanils
Progres Director

Gadfrey Chamba, nD, SANS/
Tanzanla, Nedical Director

Neals for Rilllone/ Tegucigaipa, James Recht, MPN, Pubdlic Richerd Redder, AFN Vice
Preedon fram Nunger]luly Juticalpas, ¥esith Evaluation and President for Pragrea
Toundationm, 198) iapilotepe Information Speclalist tolla Alvares, NfR/
Ronduras Relinaldo Grueso, MDD, Public Wonduras Prograa Directar
Health Rutritionist
{Nonduras)
Interanationsl Eye July Teguclgalpa, James Recht, mPN, Public Temara Oberbeck WM, CoOrT,
Poundation, and Cholutecs, San Health Evaluation and - 1er/vonduras Bye Care
Nonduras August Lorenzso, Cama- Inforsation Specialist Traliner
190) yagua, San Pedro Luls Flguerca, WD, Opthamo-

Sula, La Celbha,
Juticalpa,
tapllotepe

laglist (Guetesala)




III.

IvV.

V.

VII.

APPENDIX D

SAMPLE EVALUATION REPORT OUTLINE

EXECUTIVE SUMMARY

BACKGROUND

A.
8.
c.
D.
E.

THE
A.

B.
C.

Description of this Evaluation

Description of the PVO

The PVO Matching Grant

Program Environment in Country

Relevant AID and USAID Policies and Strategies

COUNTRY PROGRAM
Goals, Purposes, and Strategy

Planned Outputs and Inputs
Proposal Development Process

ACTIVITIES AND RESOURCE UTILIZATION

A.
B.
c.

Summary of Activities
Actual Inputs
Integral Relations

PROGRAM RESULTS

A.
B.
C.
D.
E.

Outputs by Camponent

Planning and Design Process

Program Management

The Importance of the Program Environment
The Importance of Financial Constraints

CONCLUSIONS AND RECOMMENDATIONS

A, General Conclusions

B. Special Areas of Interest
C. Recommendaticns

D. General Lessons Learned
APPENDICES

A. Tables and Figures

B. Bibliography

C. List of Persons Contacted
D. Itinerary of the Evaluation
E. Map



APPENDIX E

PVO _and PROGRAM SELECTION CRITERIA

A, Prgnm Focus

l.

2.

3.

7.

Does the program have substantial health and/or
nutrition related activites?

Does the program demonstrate any of the relative
advantages of PVOs in the health/nutrition sector
over other public or private health programs?

Is the program typical of the type of health/nutrition
activity done by this PVO (or other PVOs) in other
countries? 1If so, is it 1likely fto Jemonstrate some
typical attrihbute(s) of health/nutrition sector PVOs?

Is the program atypical or unique in its approach?
If so, is it likely to demonstrate the effectiveness
of this special approach? Can it demonstrate a unique
approach to such special jssues as technology transfer,
cost-effectiveness, institutionalization, or benefit
distribution?

Does the program demonstrate the PVO's Matching Grant
Program strategy as set forth in the Matching Grant
Proposal?

Does the program demonstrate particular health-related
activities, technologies, or interventions, possibly
new to the area involved, which AID, USAID, the host
government, or the PVO {tself wants to analyse (e.g.
oral rehydration, water and sanitation, agriculture,
family planning)?

Does the program further the objectives of the USAID
Country Program Strategy?

Are these unique or special activites important enough
for AID or the PVO to replicate elsewhere?

B. Program Timing

1.

2,

Does AID require an external evaluation at this
time?

Has the program been evaluated too recently (within
the past year) or too frequently (twice or more)?
(If so, do not select.)



4.

S.

Is the program mature enough to have demonstrated and
measured significant results (outputs,even impact)? (In
health programs this may take three years or longer.)

If not, is the program at an early or interim stage
when an evaluation would help the PVO to make appropriate
policy, budgetary, staffing, technical, or other program
changes?

Is the PVO facing a particular difficulty in the program
which it would like to have analyzed by objective,
specialized, "ocutside” observers?

Is the PVO planning any expansion or replication which
would be improved by an analysis of current activities?

Is the program about to end, or has it already ended?
If so, does the PVO want to document, disseminate, or
publicize its results?

Does the home office and/or country program staff have
the time to assist the evaluation team by showing them
program activities and program data, reviewing the draft
report, providing information, etc.?

Other Criteria

Dces the PVO want an evaluation?

Is sufficient data available on program outputs, impact,
costs, and other important management information?

Is the program located {n a region, country, culture
or economic system of particular interest to AID,
USAID, or the PVO?
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