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The following is a summary report of the Task Force Meeting on Research for the 
HEALTHCOM Project, which was held at the Academy for Educational Development on 
December 18-19, 1989. The purpose of the meeting was to formulate and discuss a 
research agenda for the remainder of HEALTHCOM [and for HEALTHCOM II. 

I. INTRODUCTION Mr. Robert Clay 
Chief, Health Services Division 
Office of Health 
Bureau for S&T 

Mr. Clay discussed the history of HEALTHCOM I and where he envisioned the 
project to be going under HEALTHCOM 1I. He noted that the concept of using
communication in child survival programs started ten years ago under the Mass Media 
and Health Practices Project (MMHP). Since then, the project has expanded into other 
countries. He recommended that the research team use the data collected under MMHP 
and HEALTHCOM I to define the future directions of the project. The research to date 
has been used to identify child survival interventions that should be undertaken and to 
apply the results to countries in an attempt to leave programs that will continue. Mr. 
Clay recommended that, in the next five years, the project must be concerned with 
sustainability. He suggested that new directions to follow under HEALTHCOM 1Ishould 
include attempts to influence policy concerns in countries in which the project works. 

II. HEALTHCOM'S GLOBAL RESEARCH PROGRAM 

Dr. Alan Andreasen 
Senior Technical Director 
HEALTHCOM Project 

Dr. Andreasen set the goal of the global research component of HEALTHCOM 1I 
to address the question of legacy. What can the project leave behind to be a legacy to 
people working in the field (such as in-country policy makers, program implementors, the 
scholarly community, and the broader public)? He suggested that research undertaken 
for HEALTHCOM IIshould focus on sustainability and institutionalization. HEALTHCOM 
II research should look at what works to change the behavior of the target audiences-
mothers, children, caretakers, and health workers--and policy makers who fund the 
projects, give the approvals, or, especially, not give the approvals. Other USAID 
programs i.e., PRITECH, REACH, and others) can play a significant role in assisting
HEALTHCOM to institutionalize its work. HEALTHCOM II should explore further the 
role of the private sector in carrying through the projects begun by donor agencies. 
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III. OVERVIEW OF KEY FINDINGS TO DATE AND DEVELOPMENT OF A RESEARCH 
AGENDA
 

Dr. Robert Hornik 
Annenberg School for 
Communication, University of 
Pennsylvania 

Dr. Hornik proposed a research agenda for the rest of HEALTHCOM 1 and for 
HEALTHCOM II. He illustrated the current state of the evaluation program (Supplement 
3), and then discussed questions developed for the new research agenda (Supplement 4).
Dr. Hornik proposed that the following evaluation questions be addressed for each site 
for the remainder of the HEALTHCOM I analysis: 

* 	 What was the program? (narrative history) 

" 	 What were the program's effects on the public health practices of 
interest?
 

" 	 If there were effects, how did they come about? If there were no 
effects, why not (evidence about the process and constraints-
awareness, knowledge, attitude change; limits associated with 
individual or community characteristics; limits associated with the 
particular way the program operated or with the nature of the 
pract-ce being diffused)? 

" 	 How equitably were the effects realized (differences between the 
poor and the less poor, the urban and the rural, the better educated 
and the less well educated, those with better and worse access to 
health services)? 

* 	 What level of program activities can be sustained as HEALTHCOM 
withdraws? 

The following are cross-site questions about the overall strategy and particular
elements of its implementation suggested by Dr. Hornik as part of the global research 
program of HEALTHCOM II: 

Process of behavior change questions (in overlapping categories): 

What types of knowledge--logistic and skill-focused versus underlying 
conceptual knowledge--affect behavior? 

" How do perceived symptoms and severity affect treatment choices 
for CDD? 

Under what conditions--social influences, community structural 
influences, individual skills, material conditions, predisposing 
attitudes--do mothers turn knowledge into behavior? 

" Is the new behevior performed adequately? How do new behaviors fit 
with old behaviors, i.e., do new "good" behaviors drive out old "good" 
behaviors? 
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How well do social psychological theories of behavior change (i.e., 
Health Belief Model, Self Efficacy Model, Theory of Reasoned Action 
Models) serve to explain behavior and provide useful message 
approaches?
 

" 	 What factors affect persistence of behavior in individuals and spread 
of behavior to others? 

* 	 What differentiation among segments locates practice differences and 
differences in responses to programs: lifestyle segments, household 
structure segments, type of community, perceived benefits, perceived 
case type, education? 

Communication and health system questions: 

" 	 Channel questions: What is the reach and effectiveness of various 
channels? How many channels should be used? How central is mass 
media? When can mass media teach a complex skill in the absence of 
interpe~rsonal channels? 

" 	 Message questions: Which message strategies produce short-term 
changes? Persistent changes? How many different themes can be 
incorporated in a single program? 

How do communication programs interact with health system 
changes? For example, will demand creation in the absence of 
adequate institutional supply enhance supply? 

Topic questions: Which behaviors are reasonable targets for 
particular public health communication programs (product 
categories)? How much change can you expect from a primary health 
care program in how much time? 

Institutionalization questions: 

" 	 Under what conditions does serious health communication become 
part of what the ministry of health does? 

" 	 What skills--communication design, management, research--are most 

central in initiating and maintaining a program? 

* 	 What is the cost of doing health communication? Who pays for it? 

Methodological questions: 

" 	 How can CDD and EPI behavior be measured? 

" Can the effects of a particular sample design be measured in 
practice? 

* How do researchers separate social/community influences from 
individual influences?
 

" How do researchers sort out channel effects?
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Can 	 the project create qualitative and quantitative research 
strategies for developing programs? 

Finally, Dr. Hornik outlined the topics that would be discussed in more detail 
during the rest of the meeting. Examples of types of questions that were to be addressed 
included: 

* 	 Persistence of effects in EPI programs: alternative implementations 
and alternative possible outcomes. 

" 	 Estimating the effects of health worker training programs. 

" 	 Testing the Health Belief Model, Theory of Reasoned Action Model, 
and Self-efficacy Model in an ORT packet promotion program. 

" 	 Examining the powv.r of alternative segmentation dimensions in 
predicting response, Co interventions. 

IV. OVERVIEW OF OTHER PROJECTS' RESEARCH 

Project Representatives 

Representatives from other projects were asked to present their research 
activities. 

REACH and MotherCare: REACH is involved in ongoing research, especially
evaluation of EPI programs and field testing of a solo shot syringe developed by PATH. 
Communication research is being done on an Indonesian urban EPI program. Research is 
being set up under this project to define urban populations and subpopulations to feed 
into urban areas in Jakarta and Surabaya. Mr. Michael Favin said that they found in 
Indonesia that qualitative research on immunization was difficult to do because the 
project is implementation rather than research oriented. 

Health Financing and Sustainability Project (HFS): Dr. Martin Makinen said that 
there are nine major research projects occurring under this program, and 30 minor ones. 
He stressed the importance of consumer demand and other consumer considerations in 
the program, as well as the importance of working closely with HEALTHCOM. HFS is 
looking into issues such as cost recovery, social financing, public/private collaboration in 
financing, cost, and product financing. 

WASH: Mr. Phil Rourke defined three research themes for the WASH Project: (1) 
sustainability, or looking at variables that will allow the systems to be maintained and 
operated in the long-term, as well as looking at cost recovery; (2) sanitation; and (3)
environment--looking at such factors as hazardous waste, pesticides, garbage disposal, 
and the general village environment. 

The Johns Hopkins University: Dr. Annemarie Wouters was interested in research 
on cost, integrated demand and supply, and cost recovery. She maintained that this 
pro'0kem reaches beyond the interests of economists; indeed, it is an interdisciplinary 
probl:m that involves anthropologists, epidemiologists, and others. 

PRICOR: Mr. Stewart Blumenfeld described the PRICOR research that focuses on 
primary health care workers and the services they provide. The PRICOR Thesaurus and 
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its systems analysis model were developed to document what health workers do and what 
kinds of support they receive, and to show the variance in how health workers perform.
General areas of similarities across countries include poor supervision and poor provision
of face-to-face communication by health workers. 

PRITECH: Dr. Martita Marx summarized four important issues in CDD which are 
the result of 60 small studies on program implementation issues planned by PRITECH. 
One issue deals with mothers' behavior: can mothers sustain the use of appropriate
fluid? Another issue focuses on the effective use of fluids by practitioners. A third issue 
addresses the problem of how to integrate preventive activities in a curative 
environment. Finally, PRITECH researchers are looking at the problem of persistent
diarrhea and how to define what actions a health worker can take. 

Discussion 

A discussion followed on the appropriate role for research in child survival 
projects. Participants stressed the importance of implementing what was learned from 
the research, looking at the research other projects have done, choosing the messages 
necessary for sustainability, and taking into account which research government officials 
want in order to encourage institutionalization. This last point stimulated further 
discussion about the importance of guiding government officials in using and interpreting
data. Dr. William Smith (AED) pointed out that because countries do not often have 
money to do research, the focus of research should be on questions HEALTHCOM can 
answer. Dr. Hornik summed up this discussion by outlining the three types of research on 
the agenda: (1) that which serves the immediate program needs of the countries; (2) that 
which serves the policy needs of the countries; and (3) that which attempts to make a 
global statement about the HEALTHCOM approach. 

V. 	 COST EFFECTIVENESS Ms. Veronica Elliott 
Mr. John Raleigh 
Birch and Davis International, 
Inc. (BDI) 

Ms. Elliott opened the cost effectiveness presentation by discussing cost as an 
implementation and management issue. If the goal is the sustainability and 
institutionalization of the HEALTHCOM methodology, then ministrie,; of health must 
know about the cost of the project when they make their program choices. Furthermore, 
to make a systematic attempt to gather information on cost, Ms. Elliott recognized that 
BDI must work closely with the Annenbe-g School and AED. Mr. Raleigh of BDI then 
went on to outline: 

The options for methodologies in costing and other financial studies: 

* Financial feasibility 

" Financial/economic analysis 

-- break even analysis 
-- net-present value analysis 
-- return on investment 
-- cost-benefit analysis 
-- cost effectiveness analysis 
-- resource/output analysis 
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0 Financial planning 

And the tradeoffs in the methodological options: 

" 	 Financial feasibility (compares sources and timing of fund flows with 
amount and timing of funds requirements) 

--	 risk and uncertainty in evaluation 
--	 go/no go decisions 
--	 consider range of options 

" 	 Financial or economic analysis (compare timing and amounts of inputs 
to the outputs) 

prospective (provide scenarios, future-oriented) or retrospective 
(backward looking) 

--	 monetized or non-monetized 
--	 adjusted or unadjusted data 

" 	 Financial planning (compare sources and timing of fund flows with 
amount and timing of funds required) 

--	 assumes a "go" decision 
--	 risk management plan incorporated 
--	 uncertainties may still exist, but are minimized 

Discussion 

A question was raised about how the research agenda for HEALTHCOM II affects 
costs. Mr. Clay explained that components of HEALTHCOM II are to orient policy
makers in making decisions and using resources after HEALTHCOM leaves. A discussion 
followed on what aspects of other child survival projects to consider. Cost-benefit 
analysis fits into decisions on allocating resources within a country and in a global
debate. Dr. Hornik suggested that because HEALTHCOM is not the only actor in the 
equation, sorting out the HEALTHCOM effects seems problematic. A recent REACH 
cost report attempted to identify general costs (i.e., what is the cost of a fully
immunized child?). The report looked at the type of program and what percent of GNP 
was needed to sustain a particular level of immunization. It examined such questions 
as: What is affordable? What are the implications for donor countries? REACH did not 
try to sort out individual efforts, but rather looked at immunization levels overall. Mr. 
Raleigh suggested that researchers must agree on a focus and on who the audience is, 
what their span of control is, and how they can be helped. 

Summary Comments 

Mr. Clay stated that the amount of effort put into research is striking. There was 
a fear that after ten years of project activities, old age would set in. However,
HEALTHCOM has been successful because there has been a push to maintain the state
of-the-art in research activities. A tremendous amount of work remains to be done, and 
it will take a great deal of effort to make a difference. 
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VI. MEASURING CAMPAIGN EFFECTS Dr. Susan Zimicki 
Annenberg School for 
Communication, University of 
Pennsylvania 

Dr. Zimicki presented a framework for considering the effects of differentcommunication strategies theon vaccination campaign results. This framework isoutlined in Supplement 5. There are four possible patterns of effects: (1) a simplestimulus-response pattern in which increased vaccination persists only as long asstimulus does and then coverage level returns to baseline; (2) a 
the 

rebound pattern in whichincreased vaccination persists as long as the stimulus does but after the stimulus stopscoverage dips below baseline before returning to baseline; (3) a pattern of delayed returnto baseline in which increased vaccination persists after the stimulus stcps but coverageeventually returns to baseline; (4) a pattern of delayed return to a level of coverage thatis higher than baseline. Five HEALTHCOM projects have focused on vaccination. Theseprojects vary in use of the two major mechanisms through which effects occur-demand creation canthrough use of media and improvement of health worker practicethrough training and motivation. For example, the Metro Manila project used a highintensity of media (relative to other country projects) for three months, with a one-timestrong motivation of health workers (through "sales conferences"). The Lesotho project,on the other hand, used only a moderate amount of media at fairly low frequency, butprovided frequent health worker training. Through examining the patterns of effectacross different projects and relating them to the type of program that was used,Annenberg hopes to be able to answer the question of how to design media campaigns toachieve the highest and most persistent levels of vaccination coverage. 

Discussion 

A discussion followed focusing on specific issues in the measurement ofvaccination campaign effects including the question of missed opportunities (i.e., a childnot receiving all the vaccinations for which he/she was eligible, place of vaccinations,vaccination cards, and so forth). Dr. Hornik reiterated the two models of vaccinationeffects: one model is a demand creation effort, and the other uses trained healthworkers who follow the correct procedures and give mothers correct information. Some
programs use more of one method than the other, and the Annenberg School tries to sort
out the effects. The discussion touched on topics relating to training health workers and

how to measure those effects.
 

VII. EVALUATING HEALTH WORKER TRAINING 

Dr. P. Stanley Yoder 
Annenberg School for 
Communication, University of 
Pennsylvania 

Dr. Yoder addressed two main questions in discussing a method for evaluatinghealth worker training: what information do we need to judge how effective the trainingwas? How do we judge if the training was appropriate? He pointed out that if thevarious stages of a training program are identified and isolated, the limits of its reachcan be seen more easily. Supplement 6 illustrates stages in the training 'program in 
Zaire. 
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Discussion 

Dr. Smith commented on the difficulty of measuring 	 the effectiveness of a 
training program, because a training study must show not 	only that a person was trained 
but also how long it takes to apply the training. For example, if a health worker does not 
use the training for two or three months, then the effect 	of the training may be lost. Dr. 
Hornik confirmed these concerns and questioned whether this is a place where research 
money should be invested. Dr. Yoder further questioned whether training was an 
appropriate strategy for the Zaire project. The group then discussed issues surrounding
the Zaire health worker training project. 

VIII. HEALTHCOM'S FORMATIVE RESEARCH PROGRAM 

Dr. Cecile Johnston 
Porter/Novelli 

Dr. Johnston provided an overview of the formative research agenda for 
HEALTHCOM 11, using Honduras, Nigeria, and the Philippines as case studies. 
Supplement 7 is a copy of that presentation. 

Discussion 

Discussion focused on the use of formative research by in-country officials. Dr. 
Andreasen questioned whether HEALTHCOM might be overloading these people. Dr. 
Yoder replied that presenting the research in country can pose problems because many of 
these officials do not have experience with using research results about their own 
countries. Dr. Johnston asserted that training in research techniques is going to be a 
part of HEALTHCOM II. Dr. Zimicki summed up the problem by explaining that the 
missing link in an effective campaign is the transformation of the problem into ideas for 
research. Another problem discussed was that of training people in country to do the 
research themselves. Is research that will produce good results preferable to having
people in country be able to do the research themselves? The latter choice produces
other problems, such as who will decide what people in country really need to know, who 
will decide in which issues to train researchers, how to pretest data to make effective 
changes, and so forth. 

Dr. Johnston suggested producing an "expert system," or a cimple program
offering guidance on what kind of research to do. Dr. Hornik questioned the efficiency
of a standard formative research tool for use by in country officials. He reasoned that 
there are two different uses for formative research: one is for basic planning activities 
and the other is for all other activities conducted during the intervention. The methods 
used are different. On the other hand, Dr. Willard Shaw (HEALTHCOM) maintained that 
the overall strategy is to develop the research capability in country. Money is often not 
available for research, so he stressed the importance of using research for the maximum 
potential. The problem, according to Dr. Hornik, is not getting the research done, but 
getting it to affect the project. 

IX. 	 HEALTH BELIEF MODEL Dr. Judith McDivitt 
Annenberg School for 
Communication, University of 
Pennsylvania 

Health education programs generally have been based on cognitive models. These 
models were developed and tested extensively in the United States. Should they also be 
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used to study health education programs in developing countries? The models underdiscussion--the Health Belief Model, the Theory of Reasoned Action, and Social Learning
Theory--are illustrated in Supplement 8, along with examples of how they might be used 
to study ORS behavior change in Indonesia. 

Discussion 

Dr. McDivitt's primary question was how to test these models based onHEALTHCOM data. She suggested using appropriate pieces of each of the models andnot necessarily using them the way they were designed. Dr. Smith proposed hiring
someone familiar with the models to work out a scheme for HEALTHCOM evaluations.
Dr. Yoder suggested hiring an in-country anthropologist to develop a cultural equivalent
of the models. Dr. Hornik summed up the problem in three issues: (1) it is unclear ifthese models can be used effectively for HEALTHCOM II purposes; (2) HEALTHCOM 
programs have not used the Health Belief variables in the approach, so the project cannot
be evaluated based on these models; and (3) HEALTHCOM's models have no heavyinternal cognitive component, but are rather more social in character. Distance to clinic
and availability of ORS packets are also important factors to the HEALTHCOM model.The problem is a practical one--what should be included in questionnaires? Discussionmoved on to consider those variables that should be examined--community influence,
rewards for correct behavior, self-reported activities, and so forth. 

objective for BDI to do studies on as many HEALTHCOM 

X, COST EFFECTIVENESS Birch and Davis 
International, Inc. 

In this round of discussions on cost effectiveness studies, Dr. Smith set the 
I countries as possible and totarget the information to the public health community interested in child survival. Healso proposed that costs of launching a program be compared with costs of sustaining

one, and costs of a media program be compared with programs with no media. After some questions on what will be measured, Mr. Raleigh defined cost as: (I) cost of program compared to alternate choices; and (2) extra cost of communication
campaigns. Dr. Smith raised the concern that once public health officials find out the 
cost, they may not want to do the program. From this, a discussion arose about thebenefits and difficulties of doing financial analyses versus economic analyses. Dr. Smith
stressed the importance of looking at cost issues from an economic perspective. Dr.Hornik warned that the numbers chosen to work with must be closely justified. Another concern raised was that decision makers could misinterpret numbers and need to betaught how to use the numbers in planning their communication strategies. 

Mr. Raleigh proposed some initial questions to consider in planning the studies.What does it cost to invest in the media? Is there a way to show benefit? Do clientshave skills to interpret the information? Are they motivated to interpret theinformation? Are the decisions within the realm of the client's environment that allows
them to make the investment? Supplement 9 outlines issues to consider for costeffectiveness analyses including design, implementation, and interpretation issues, and
options for costing and other financing studies. 

XI. APPROACH TO SEGMENTATION ANALYSIS 

Dr. Robert Hornik 

Dr. Hornik discussed two purposes for segmentation analyses. One--which is most 
commonly used by the HEALTHCOM team at the Annenberg School--is the evaluation 
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purpose. That is, who responds to an intervention? The second--on which it may be 
desirable to spend more time--is the communication design purpose, or matching
segments with differential response to communication research. There are many ways to 
organize segment classifications. The following structure is used to guide the search for 
relevant segments: 

* community structural differences 
• community social differences 
* individual, structural differences 
* individual, learned skills and exoerience differences 
* individual, enduring characteristic differences 

Supplement 10 is an outline of one way to view segmentation effects. 

Discussion 

The discussion began with considerations on how community influences behavior 
(as found in the Annenberg studies). Dr. Andreasen recommended putting more resources 
into the study of community social differences to find out why this appears to affect 
behavior. Dr. Dennis Foote (ACT) was concerned with making the results of the research 
accessible to program implementors for use in strategic planning. AED representatives
generally agreed that it is important to make the findings from the global research 
agenda easy for prograr planners to use. Mr. Mark Rasmuson (HEALTHCOM) raised 
questions on how to link the research questions with the strategic planning component of 
HEALTHCOM. He questioned to what extent the institutionalization mandate of 
HEALTHCOM is being served by the research mandate. Should it be more so? Dr. 
Andreasen suggested that the priorities for the global research program should be: (1)
cross-site analyses to be uf. d in country; and (2) research to be used on the long run. He 
said that the program should leave behind a research legacy, i.e., questions to be asked,
and so forth. He then questioned how the research activities will be coordinated with 
other HEALTHCOM activities. He asked that resident advisors have input on their 
informational needs. Dr. Hornik said that all the research questions on the list can be 
addressed by HEALTHCOM I data, and if other information is needed, Annenberg should 
be notified before more surveys are conducted. 
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I This overview is based largely on a variety
individuals listed below. 
of studies authored by the
From the Annenberg School of Communicationsthe University of Pennsylvania authors include at

R. Hornik, E. Contreras-Budge, J. McDvitt, J. McDowell, S. Yoder, S. Zimick, It. Drew, N. Ferencic, C.Koepke,
by 

N. Momis, K. Wilidna, and Z. Zhong. The report also usesApplied Communication Technology dat reportedfrom its evaluatioas ofTe Gambia (authors D. Foote and C. Baume, 
Honduras and 

A-ademy as well as J. McDivitt.) Both thefor Educational Development (prime contractorprogram) on the HEALTHCOMin all sites and Porter-Novelli, particularly inparticipated in research design and data 
the Philippines,

collection.undertaken The researchin collaboration waswith many national Ministries ofprivate research organizations named in 
Health and 

the research was funded 
each of the individual reports. All ofby U.S.A.I.D., through its CommunicationSurvival Program for Childand other contracts. 



What Are We Leaming From The Evaluation of the Communication for Child Survival 
Preject? 

The Communication for Child Survival Project (HEALTHCOM) is a partof a long-term
effort funded by the U.S. Agency for Intenational Development through a contact with 
the Academy for Educational Development. The activity began in 1985 and will continue 
through 1994 and provides technical assistance to national governments and other agencies 
in fifteen Third World countrimes which are trying to use as partof their 
efforts to improve rates of child survival The Center for International, Health, and 
Development Communication, Annenberg School for Communimcatin at the University of 
Pennsylvania holds a subcontract to provide research and evaluation assistance as prtof 
the overall HEALTHCOM program 

This brief paper emphasizes eleven major areas which the evaluation is addressing and for 
which tentative answers ae now emerging. It is a sampling of the fuller range of research 
that has been and will be reported in extended versions of this discussion. 

Under HEALTHCOM, two projects have completed dam collection (Eca, a major site,
and Paraguay, a site for a narrative case study evaluation); two sites have outcome data
 
from first phase studies (Indooesia-Garut and the Philippin-Manila) and eight have had
 
baseline studies which await after-intervention dat collectiom (Indonesia-Cmta Java,
 
Indonesia-West Java. Philippines-National, Jordan, Nigeria, Lusotho, Zaire and 
Gwamala.) The evaluations fr two other sits in which majorwork was complbtd under
MMHP were finalized during HEALTHCOM (Pauand Swasilnid. In adftm to this
 
work, HEALTHCOM also sponsored additional data colldion in Hondurs and The
 
Gambia, as a follow-aa to the major evaluations of MbMP. 

Under the HEALTHCOM I contract it was assumed that each site would operate for an 
average of two you, and that the evaluation would take place within that time frame. In
pri almost al sit haveremained in opuation-for a longer period; as a rmult, the 
after-inurention dMa collections have bee delayed. Th remaining eight a
intervention studies an scheduled between August, 1989 and June, 1990, with evaluation 
repots due before edof-contrmact in September, 1990. 
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At thi stage, with limited cro-nationalfinsl ba, w cn pugftWd maive notions,
infmatc SPemd by the dat collected thus for, and outlim work thit will be done in thefinal yew of dm evaluidon to confirm, deqrm and expand those UIMfOWL We havechosm eleven major emphaes; some substantive and some mhodokdoi which

represent the work we am doing and what we expect IDproduce; some of the findings we
report should be taken as exemplary or intriguing; furth diminaio oftdm depends 
on formal peer review and publicaion. In some cases the results reflect only exploratory
analyses. They are a sample of the types ofquemims being uked and results being found 
rather than acomprehensive staemm of fdisanp 

1. . ._n_ _-r jhaw 2U 4mmIm- - QMary, -IMuinm-'VU 

programs, incombination with improvements,in e livay, co m*ro uce MiWtinzumnents in timely vaccination coverage. Fom all te siat ftm Wi t ohre cun fiy
available (Pru, Ecuador, and Manila), there is credible evidmW of 12-20% or mme
increams in the absolute level of vaccination c. ,-pand33-100% kaua. in relative

coveAge compared to baselines (Table 1)2. T--- is evience fmm Ecuador that the

improvement is equal or better among less advantaged Peod 
 unthen ang me advntaged 
ones. 

Table 1Communication programs have affected Immunization levels 
reru: Single Immunizaton 

Ba:efor (Sept. 1984) After (Nov. 1984)Card verfted 12-23 moiff-

COMllete 
= = 25% 37%

Manila: 3 -monthm ..
 
campaign: Before (Jan. 1988) AfW
 

Card veriffied 12-23 .-ont (My 1988) 

measlescoverae 21%Ecuador: campagns 45% 
over18months: Before (Oct. 19M) Ae Ar.19
 

Card verified-- 12 mon d
 
me8l M
,15%Verified 12-23month __ 1 35%57% 

2 These are based on reasonably conservative measures of coverage, but varyfrom site to site. Depending on the measure chosen: coverage by months,meas!es coverage, coverage among children 12
between 12-23 months, the exactestimates of absolute and relative change vary. 
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AM 'flflll "dm " aa "le is lit" evidence that low 
vaccination Ms refiect rWisUa8 to the ide Ofvaccinabom From the dt anly-ed thus
fa, major problems appear to be in: 

a) .. WISng appgopriat Practices among staff at IviWS sim includingavoidance of missed opporuntie fr vaccina,. on when d._ ome to aclinic(e.g. in Manila mme than half of theopportnities to give 010120 vcn alongwith Othe antigens were misftd), and easing phyi acce..to sevices (eg. inNigema, childimn served largely by infrequmtly appesig mobile teams were onethird as likely to have f6u ageapppi cov=age comupm to childen takmn 00 
clinics) (Table 2). 

Table 2Access to health services makes a difference 

Manila 

MissedWprw mtito ve nle,j f 

Vaccnaton- - - Ninj! 77%54 

C~ m~ga ~ ~19% -61% 

b)cueing timely behavior by aents; being sure that parents know where and whenthey Mdto go a know hMtheir child still requirs vac o (4. in Manila,knowedg f when to At and when to finish the buic ame was asociaed withtimely pacdc inN'gW Ste, knowege ofhow many vaccinom we required 
was associated with level of covrgIe) (Figurm la and lb). 
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Manila 

Figure la 

Pro-campaign 

proportion 
who finlehedby 12 months 
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30%

20%--
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3. Ato Mo 
Major questions as yet unresolved include: 

a) Will it be feasible to move beyond relative improvements in rates and achieve 
absolutely high vaccination rates on a timely basis? Will card-verified complete
vaccination coverage rates of 30-40% at 12 months3 (in 1m and Ecuador and the 
Philippines) reach 80% with refined versions of these programs? 

b) Whatever improvements are achieved, will it be feasible to maintain them ovr 
succeeding cohorts of children? In some cases, the communication programs have 
been a central element in lage-scale immunization day bIlizafions, which make
extraordinary demands on health and other i It is unlikely that all 
countries will be willing to dedicate that level of resawes on a continuing bss; the 
policy question is what strategy, including communication sategy, will support a 
long-term maintenance vaccination program - achieving objectives while spending 
resources at a level consistent with other financial and logistical obligations. 

iarrhealDi-gm 

4. Commiictim pml~m have ac -d dia..... LV-_ CMI Mjgmn but migef-c an 

cmwrnsmmai,, Thee is strong evidence for the effect of pgmmunicainpograms on
shifts in treatment pOa for diaTheal disease. Both The Gambia(4 to 50%) and
 
Swaziland (36 to 48%) evaluations showed increases in self.rixw 
 home use of sugar.
salt solutions as the result of promotion through mass and face-to-face channels. Honduras
(0 to 36%) and Ecuador (7 to 17%) results show shifts in use of packaged ORS, reflecting
both communication efforts and changes in supply (Table 3).4 

3 These low rates are surely conservative: In Ecuador, an estimated rate of 32%based on card-verified coverage among those exactly 12 months old comparesto an alternative, more generous, rate estimated for 12-23 month olds,including card-verified and caretaker claimed vaccinations, of 65%" Estimation procedures for each of these comparisons Eachvary. estimatechange can be justified, ofand they reflect data collection limitations in eachsite, but they should be used only tentatively to make cross-country
comparisons. 
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Table 3Shifts in self-reported home use of sugar-salt solutions
and use of packaged ORS 

Hondurs 

P(Feb. 1981) (June 1983) 
-lastcase 0% 36% 45% 

Packts of ORS (Ot9( I 

-last case . ap x.7% 17-20% 
The Gambia 3 Year program 

SSS last case use 50% 104b 

Swaziland 6 month program 

SSS last case use 34% 48% 

However, them is evidence frm The Gambia that new practices are short-lived withoutcontinued rinforcemnmt, from Swaziland that confused practice may result from mistakesin message development,and from Indonesia-Garut that few practice changes will result if 
few mages are disaninated. 

In Ecuador, an upper limit of 20% last case use for packaged ORS was achieved, eventhough knowledge and trial continued to increase aftr regular praice had platmued,
Supply limitations may have constrained use. 
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In a number of countn,, re&ced eating during epio.
cI CD fteJ,.r.
child's rel ot. ... . d cw -omW 66 of diat 	 a wian lly reflects a,,,,.r.ute
,t 
 the aups t ithholding of food. Also,
bratedi is maitnedz3 during diarrhea according to mot eaMw~ 

5. 	 QuaijtK of OSueremnp i iv c m 1b ssubstantial crossnational variation intie quality of ORS use, even aft t.Veftio.. L Correct Mixing of ORS communication
ackets has been widely achieved (e.g. 85% ofcarekrs who sid they had mixed OS before were able to mix it with a raonaledegree ofauracy inEcuadr ),but volumes that cmetechildren vary gi 	

claim to ha_ a.inigt_. totly. Aminority of zotim inJnda (31%) claimed to have givenchildren more than a glavful Of the liquid at the 
 lat epiodeO and oaed
of db childrewho wee given ORS inEcuador inthe last cas were aid to have Mjetmd it altoget.Quality of use may be the VFCOjrift focUS of DOU Op - ithe to thatrelatively few cam 	 -onmay require rehydratim And th. .o.. 
 a subsa velume tobe ingesed often, or to fous ommunieaon WlM. which stimUlat rmea volumsaswell as other correct use practe 

6. ..... am,,'~o 
" dil es..'
far mm
skim,Communication~ prgrm dend on the ability o-mage deigne 

~ s 	
to identifycues which are reMognized by the t--- aude - a in th* doe-ig'-nt tin

Those cues then ca 	 of ireametbe used to suem tauent shift. Far Ample, resech in thePhiIpIf and Ecuador sU that W tion Of weakm - a chld Wading to play
less Oha usul-Vea a b m OrI01 Aimeigdbohwith a tendency to seek hgh 	 it ssvatyoftbe e andleVOI Of tements (e.g in Ecuagkv, inone study, 31% ofcaretakers who claime a case wasn't serious said that tber child was weaker ['pedida deanimorj than usual but 84% of to 
 who saw a zan as quite serious noted weamkness.
 

In contrast, medical signs of dehydration (sunken fontanelle, etc.) are not always
associated with perceived Seriousness ofdiarrhea] cases, or with treatment choice. They
may no sev asa bads for cueing treatment (gVying a chil any uauim - or instigating a
shift from home treatmt to ORS packet treatment to clinkc amtadece) 
 Inthe Ecuadorstudy, increased thirst was noted for 71 %of the 'not serious' case and 86% of the 'quiteserious' case  a much less substantial differential. 

People's perception ofdiarrla cases and the eatznments they cboose ae reflected in thenaming of the disea, at Las in some contex InZair for example, 52% chose ORS or 
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SSS if the case was coadsmd 'kuhara'(rdia.Y diarrhes), but only 14% choe ORS orSSS if the cam wS caled lukunIa (although lukung' wu th type of da most
likely to exib symptom of dehydration). 

Applied Healt omnetnThoj 

7. co mmunity influaW M att both as pdirecinfliM an indida mti ceand as a 
medato of.aioneffft E iefifyjW&Health Practices may be anrojxia~eyseen as belonging to the community as well as to individual& In Ecuador, in preliminaryanalyses, about two-thirds of the variation accounted for in individual immnizationcoverage (about 10%) was predictable from measures of overall community practice andcharacterstics (in wealth and levels ofdevelopment). Only on-third ofthe variton inpractice was assoiated with individual differences in kiowledge and media expom andother characeristicL Also, aetakers who had some knowledge about ORS wee twice(40% vasus 20%) as likely to have used it for a last case if they lived in a communitywher l case use was common rather than in a community whore it was leu common 

(Figure 2). 

Figure 2
Social Network Support, Knowledge and ORS Practice in Ecuador 
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8. Effigay of maim 10001 aGni n -I channwilh iMoftecanls,dspie lkadnte prene as a=Mthna in M.. ibt. Face-to-face Commuication
chanels. .ite a likely advantage inperMasive power, may be quite difficult to organize 
and maintain, and may reh only a Small proportion of the target audience, parcularly ifvolunteer field workers ae a mainstay. Mass media channels, pWrcularly radio maySO eo both reach a Lu ger p in .= ... .. .. "AWO,,.b. ,mal, prtiOnOftarget udiences and serve to persuade. Tus, inSwaziland, yellow flag volunteers we quite effect when they was o ai, butreached only one-sixth of the population; incontast, radio was slightly less effective instimulatin practice change for any individual, perhaps, but reached more than three-fifts 

of the population (Table 4). 

Table 4 

Combined Effects ofReach and Effectiveness of EachChannel on Knowledgeable Use of SSS. 
Channel % Exposed

Channel 
B-Coeff. Points Shited 

Effectiveness 
CLINIC 22% 
OUTREACH 16% 

.181 
.201 

1.00 
1.00 

4.2% 
3.2 

USTEN 60% .034 4.00 8.2 

*Point shi between non-listeners and the average s of thoseconsidered substantially exposed. 

9. Em of X ' nAdlq_r'oem are more cl-e-fy M- with newly -=-
 -


SThree hishly wative meaures of vaccination coverage devloe by 
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HEALTHCOM have proved quite useful as alternatives to standard WHO 12-23 month 
coverage. 

a) The fhrstcohOt backdated covrae at 12 months of age for successive monthly birthcm be used to d ,nonstrate changes soon after theypogram-incluce 
occur. 
b)The second, vaccinations per week of eligibility in the population, offers a clear

picureof a rogamis doing com"aeowwel to the number ofvaciatonsbe givewhich, must ewe aogramisto reach elevel of coverage itseeks. 

c) The third, a standardized, age-riesidual. vaccination score provides a vaccinationmeasure for each individual for use in analysis of vaccinao prtice as a fuwonof other variables. It controls for some biases of raw, or simple age-appropriatecoverage measures. 

10. The masure ofORS prM ice that a study us has a subsntial effect on its C-i. .of us,, Interview estimates of ORS practice are assumed to vary with the 'rea' behavior.
However they will also vary with what case is refed to ('ever use", 'last case', 'last case in previous two weeks") with the name given to the disease or symptom asked about,
with whether the question is open or closed ended ('what did you do?* versus "Did you
use ORS'), with the sample (childrm under one versus children under five) and with other
characeistics of how and by whom the question is asked While them may be no perfect
solution to being sure a study is estimating 'real' behavior, it is important that within
project and acrossroject comperisocs involve identical measue (Table 5). 

11 
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Table 5THE ORS USE MEASURE MATTERS 

day of last two 3-4 over I monthsurvey weeki weeks ago 
ago%using

ORS 16% 21% 24% 40% 

SAMI 

children less than children less than 
one year old three year old 

%using ORS 24% 18% 

ist case
unaided recall aided recall
 

% using ORS 
 36% 47% 

11. 33e affect-of cli,,w ft~l, _ _o90di on sa,- _inea .e.it xvd - ,m Qmotr to
 
comtuynd vuiablanoyia 
 Most sample surveys in developing couni make use
of two-stage sampling procedures, choosing a specific number of clusters and a specific
number ofpeople within clusters to interview. The sample design effect, rather than being
m Orei " cum-m wou wuntries and acros variables and ac s numbers of people

inzviewd ian a W&gi dust, sows substantial variabdy in pactm In ame plces,
for some variabls, the design effect is eentially One; that is no los of power for using acluster sampling jxocedum rater than a simple random sampling poceduein other
pLes, for the same variable, the design effect can be four or even more, imates ofprjec efct need IDbe adjusted for sample erm refectins tbe impereo sample
design.
 

12 

-tv 



SUPPLEMENT 3 

Current State of the Evaluation Program 



CMIRENTr STATE OF TIM EVALUATION PROGRAMr 
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SUPPLEMENT 4 

Research Questions Proposed by Dr. Robert Hornik 



RESEARCH QUESTIONS
 

1. Process of Behavior Change
a. What types of knowledge make a difference in behavior (logistic and skill

focused versus "deeper" knowledge)? 
b. What perceived symptoms and severity affect treatment choices for CDD? 
c. Under what conditions do mothers turn knowledgeinfluences, community into behavior (socialstructural influences, individual skills, materialconditions, pre-disposing attitudes...)? 
d. How do new behaviors fit with old behaviors--what are people doing:new "good" behaviors drive out old "good" e.g., do

behaviors? Is the new behaviorperformed adequately? 
e. How well do social psychological theories of behavior change (e.g.,Belief Model, Self Efficacy, Fishbein models) serve 

Health 
to explain behavior andprovide useful message approaches? 

2. Communication System 

a. What is the reach and effectiveness of various channels? 
b. Which messages (skill versus educational versus ?) produce short-termchanges, persistent changes?
c. Will demand creation in the absence of adequate institutional supply enhance 

supply? 

3. Institutionalization 

a. Under what conditions does serious health communication Become part ofwhat the MOH does? 

b. What is the cost of doing health communication? 

4. Methodological 

a. Measurement of CDD and EPI behavior, 

b. Sample design effects, in practice, 
c. Separating social/community influences from individual influences, 

d. Sorting out channel effects, 
e. Qualitative and quantitative research strategies for developing programs. 



SUPPLEMENT 5 

Ms. 	Susan Zimicki's presentation on 
Measuring Campaign Effects 



THERE ARE 4 POSSIBLE EFFECTS OF A SINGLE-BTUr T CAMPAIGN:
 

TWO THAT DO 
 NOT PERSIST:
 

1 SIMPLE STIMULUS-RESPONSE
 
2 REBOUND
 

TWO THAT PERSIST:
 

3 EVENTUAL RETURN TO BASELINE

4 RETURN TO HIGHER BASELINE
 

=.> BOTH COVERAGE RATES 
 AND ACTIVITY RATES SHOW SIMILAR PATTERNS,BUT THE TIME SCALE IS DIFFERENT
 

OUESTTON: DOES 
 THE KIND OF EFFECT REFLECT 

THE KIND OF PROGRAM4
THE MECHANISM THROUGH WHICH THE EFFECT OCCURS
OTHER FACTORS 

THE REAL OUESTION: HOW TO DESIGN MEDIA CAMPAIGNS TO ACHIEVE TRE
HIGHEST PERSISTENT EFFECT? 

KINDS OF PROGRAM:CONSIDER 2 COMPONENTS OF INTERVENTION
 

ALONG 2 VECTORS:
 

COMPONENTS:
 

MEDIA PROGRAM 
HEALTH WORKER TRAINING/MOTIVATION 

VECTORS:
 

INTENSITY
 
FREQUENCY
 

SINGLE BURST, SHORT DURATION -- JORNADASINGLE BURST, LONG DURATION -- CAMPAIGNMULTIPLE BURSTS,SHORT DURATION, SHORT INTERVALS 
-- MINI-JORNADAS
MULTIPLE BURSTS, SHORT DURATION, LONG INTERVALS
 

OTHER PATTERNS ARE POSSIBLE
 



MECHANISMS THROUGH WHICH EFFECT CAN OCCUR: 

DEMAND CREATION
IMPROVEMENT IN HEALTH WORKER PRACTICE 
OTHER -

IMPROVEMENT IN VACCINE SUPPLY
IMPROVEMENT
FACILITIES IN ACCESS TO HEALTH 
FACILITIES...) 


(TRANSPORT, 
INCREASE 
IN NUMBER OF
 

HEALTO MAKE THIS CONCRET,:
 

AMONG THE HEALTHCOM PROJECTS, WE HAVE 5 THAT 
 HAVE HADVACCINATION AS A MAJOR FOCUS:
 

GUATEMALA (PRE-HEALTHCOM DATA)

ECUADOR
 
PHILIPPINES (MANILA)

PHILIPPINES (NATIONWIDE)
 
LESOTHO
 

EACH ONE AHAS SLIGHTLY DIFFERENT MIX OF MEDIA AND HEALTHWORKER TRAINING INTENSITY AND FREQUENCY: 

GUAT 
 MNLA 
 PHIL 
 ECUA 
 LESO
 

INTENSITY 
 M 
 H 
 H 
 H 
 M
 
FREQUENCY 
 H 
 M 
 L 
 H 
 L
 

HEALTH WORKER 

INTENSITY 
 L 
 H 
 H 
 L 
 H
 
FREQUENCY 
 L L L L H 

WHATMEASURE~SDOWE-AVETHA.TREFLECTTHEMECHANISM: 

RECORDS OF BROADCASTS - FREQUENCY 

INFORMATION ABOUT CHANNEL REACH
 

RECOGNITION OF MEDIA ELEMENTS BY POPULATION 

HEALTH WORUER TRAINING/MOTIVATION: 

BEFORE/AFTER OBSERVATIONS
 
MISSED OPPORTUNITIES MEASURES 



MEASURES OF THE EFFC VTWO 


THE ACTIVITY 
 VACCINATIONS OF CHILDREN IN THE TARGET AGE 
GROUP PER WEEK OR PER MONTH
 

THE RESULT THE CUMULATIVE PROPORTION OF CHILDREN IN THETARGET AGE GROUP WHO HAVE BEEN VACCINATED:
THE TARGET-AGE COVERAGE RATE
 
IMPORTANT TO KNOW: COVERAGE RATES FALL OFF MORE SLOWLY THAN 

ACTIVITY RATES 
CONIDER: A 
1-MONTH MEASLES VACCINATION CAMPAIGN IN A PREVIOUSLY
UNVACCINATED POPULATION. ALL CHILDRENGROUP IN THE TARGET AGE-- 9 TO 12 
 MONTHS -- ARE VACCINATED,
VACCINATION STOPS AFTER THAT MONTH 

BUT
 

AGE 
 -1 CAMPAIGN 
 1 
 2 
 3 
 4
 

6 0 

7 0 0 

8 0 0 0 
9 
 0 
 100 
 0 
 0
 

10 
 0 
 100 
 100 
 0 
 0
 
11 
 0 
 100 
 100 
 100 
 0 
 0
 
12 
 0 
 0 
 100 
 100 
 100 
 0
 
13 
 0 
 0 
 0 
 100 
 100 
 100
 
14 
 0 
 0 
 0 
 0 
 100 
 100
 
15 
 0 
 0 
 0 
 0 
 0 
 100
 

9-12 C.R. 0 
 100 
 67 
 33 
 0 
 0
 



SUPPLEMENT 6 

Stages in Training Programs 

Dr. P. Stanley Yoder's Presentation on 

Evaluating HEALTHWORKER Training 



STAGES IN TRAINING PROGRAM
 

HOW MANY 

OWANy 


HOR How MANY HOW MaNY
ATTEND 
 -- OF RIGHT 
 -- LEARN 
 -, PRACTICE 
TRAINING 

SKILLS TAUGHT 
 BASIC SKILLS 
 BASIC SKILLS
 

HOW MANY 
 HOW MANY 
 HOW MANY
 
WOMEN HEAR 
 - LEARN THE 
 CTH
 
HEALTH TALKS INFORMATION BENAVIOR
 

STAGNS IN TRAINING OF TRAIHEPJ PROGRAM
 

HOW 
IDNUR 01 RANYHOW MANY 

TRAINEU HOW MANY-;; RIGHT SKILLS " LERN THUATTEND -7 LEARN TOTAUGHT 

RIGHT SKILLS 
 TEACH SKILLS
 

,/
 



RUASHI HEALTH ZONE
 

SUMAARY OF SITUATION IN HEALTH SERVICES
 

Population 
 80,000
 

Urban and semi-urban Population
 
Reference Hospital 
 Clinique Universitaire
 

Main Health Facilities
 

Health Center at reference hospital
 

Dispensary operated by health zone: 
 One
 
Private Health Centers: Two
 

Company Health Centers: One
 
Points of MCH services and vaccinations: Five
 

Health facilities now doing regular health education: Two
 
MCH services now doing health education: Two
 

Healt!i care 
facilities with regular supervision: 
 none
 
Health care personnel to be trained in health education: 


Training Schedule
 

Late November 
14 persons
 

late February 
13 persons
 

27 



SUPPLEMENT 7 

Dr. Cecile Johnston's Presentation on 
Formative Research and HEALTHCOM II 



FORMATIVE RESEARCH 

& HEALTHCOM II 



OVERVIEW
 

HC I Formative Research 

A. Honduras
B. Nigeria 
C. Philippines 
D. Conclusions 

-

Strategies for HC II 

A. Train 
B. Modularize 
C. Computerize
D. Rely on In-Country ResearchE. Do On-Going Formative 



Why These Three?
 

WORLD 



Why These Three? 

HONDURAS 
-

-

History Since 
ARI 
Monitoring 

MMHP 

NIGERIA Behavioral Studies 
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ARI 
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Source; State of World's Children, 1989
 



LITERACY, URBANIZATION & IMMUNIZATION 
% of Target
100 

90 Literacy 

Urbanized 
80- DIPT Imm 1 

70

60
60-
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MASS MEDIA
 

HONDURAS
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NIGERIA 
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-
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CHILD 


HONDURAS 

EPI 

ODD 

ARI 


Growth Mon. 


SURVIVAL 


NIGERIA 

EPI 

ODD 

Malaria 

Birth Spacing
 

THEMES 

PHILIPPINES 

EPI 

ODD 

ARI 
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FORMATIVE RESEARCH IN NIGERIA 

May 87 Behavioral Obs 
FG's w/Moms & H Wkrs 
Ethnomedical 

Oct 87 Pretest FlipChart/Flyer 

Annenberg Baseline 

Apr 88 
Oct 88 Formative Res Seminar 

Focus Groups
Small-Scale Clinic StudyApr 89 



FORMATIVE RESEARCH IN PHILIPPINES 

Jul 87 FG on EPI Sponsor
Annenberg Baseline 

Oct 87 Pretest Oresol Labels 
ORS $/Prescript Audit 
Measles TV DAR
Clinic Mini-Survey W/

Moms/Workers 
Apr 88 Home Fluids Study

KAP Survey of Docs 
C&R Radio Test
FG on ORT Concepts
Visualization Concept

Test - D/D Characters 



FORMATIVE RESEARCH IN PHILIPPINES 

Oct 88 C&R Test TV Spot
Pretest Signs Poster 
Pretest Mix Poster 
Radio Tracking 
Mini-Survey EPI0Coordinators 

ARI Behavioral 

Apr 89 Revised Radio SDR 
Oct 89 TV & Radio Tracking 

Pretest Module B 



FORMATIVE RESEARCH IN HONDURAS 

Oct 85 Nutrition KAP Study 
Apr 86 Ethnographic Study on 

ARI, CODD, & EPI 
Oct 86 ARI Developmental 

Ethnographic 
FG (31!)

*Health Provider Inter. 
Mom Survey

ORS Social Marketing
Trade Overview 
boc Study
FG w/ORS Users & Nons
Panel-Home Product Test 



FORMATIVE 


Apr 87 

Oct 87 

Apr 88 

Oct 88 

Apr 89 

RESEARCH IN HONDURAS 

Pretest EPI MaterialsPref Study on ARI
 
Pretest of ARI Brochure
 
Pretest of GM Card
 
Concept Test ORS Sign
 
Pretest Plastic Bag
 
Mini-Survey GM
 
ARI: Mult Base - Obs

FG Pretest ARI Materials
 
Int Pretest ARI Materials
 

ARI Pilot Study 



RESEARCH RESOURCES 

HONDURAS NIGERIA PHILIPPINES 

Govt Research 
Pros 

Academics Research Co 

-CPI 
Research Co 

- Aragon 
Train Interv 

Staff 

-Kabalikat 
-IMS -

-Trends 

0 



CONCLUSIONS 

Broad-Based Assessment:
 

HC I is a Model Program in its Use of 

Formative Research. 



SIDE 

*ResearchnBased Program 
* Uses Wide Range of Techniques 
* 	 Each Technique Is Usually 

Relevant to the Research Issue 
* 	 Work Performed, Especially By Outside 

Firms and Consultants, is Excellent * 

" Work Done by In-Country Univ & Staff Is Less So 



?'S RAISED 

1. Is the research timely? 

2. Can you ever have too much 
information? 

3. Do we use focus groups when anotherless "consensus -oriented" pretest
will do? 



?'S RAISED
 

7. Do we Pay attention to cultural nuances 
* the didactic health worker 

who interviews & moderates* consensus cultures where a "private"
conversation doesn't exist 

* Socially desirable responses? 

8. Have we used a scatter-shot approach,keyed to discipline of researcherrather than focused consistency?' 



?'S RAISED 

4. 	 Should we 	 limit focus groups by #
in a given study? A 

5. 	 Do we capitalize on our formative 
findings across countries? 

6. 	 Have we relied on research to Postponea decision ... to make a decision? 



?'S RAISED
 

9. Can we ban the word in - depth? 

10. Should we focus more on 
target subgroups? 

1 1. Do we use monitoring 
 as formative 
input? 1mg 

12. Can we better use pictorial,

projective approaches?
 



?'S RAISED
 

13. Do we consider 2ndary research? 

14. HC II needs to institutionalize. 
Can we reconcile that with factthat our "less than stellar"research has been done in-country? 

15. Is broader issue, not to train 
in-country staff to do research, ((but to understand, nterpret and 
apply the results? 



Objectives for Formative Research 
HealthCom II 

1. Streamline Methods 

2. IflstitUtionalize 



5 Strategies
 

1. Train 

2. Modularize 

3. Computerize 

4. Rely on In-Country Resources
 

5. Do Ongoing Formative 



1. TRAIN!
 

TRUISM... Local Public
Will Health
NOT WorkersBecome Researchers 

RATHER--- Will Learn To ... 
* Value Research F 

Hire Suppliers
Recognize Good ResearchInterpret the #'s
Make Research 
 Actionable 



1. TRAIN! 

FORMAT 

Seminar/Workshop 

Taught By U.S. Staff 
3 Days to 2 Weeks 

Presentations By In -Country
Academics & Suppliers 

* 

* 

"'-

* 

* 

IJ 



1. TRAIN! 

PRECEDENT 

Oct '88 	 Seminar In Nigeria
Form Research Methods 

Jan '90 Workshop In Philippines 
Social Marketing 

INTERNSHIP 

Place Nationals in U.S. Agencies &
Research Firms for 6 Months 



MODULARIZE! 

From Seminars & Past Studies... 

Create a Manual or Library of 
FG Outlines
 
Questionnaires
 
Cross- Tab 
 Plans
Summary Reports

Case 
 Histories 



2. MODULARIZE!
 

Modules Serve as... 

Suggestions 
Guidelines 
Prototypes 

McD Example 



3. COMPUTERIZE! 

Laptops Hold Great Promise 
for LDC's 

Clerical Staff Can Hai-dle
Data Entry & Coding 

Facile Way to Communicate #Is 
& Methods (U.S. to Country) 

"Expert Systems" 



Rely On In-Country Research 

WHO 

Research Suppliers
 
Ad Agencies
 
Academics
 
Consultants 

WHY 

Advantages in Language 
 & Culture
Conduit for Institutionalization 



4. Rely on In-Country Research 

HOW 

Have Nationals Participate in ... 

1. Training 

2. Modularization 

3. Computerization 



5. Ongoing Formative 

No Plans to Abandon U.S Participation
in HC II Formative 

More Selective 

For New Countries
 

Short-Term T.A.
 

Projects that 
 Push State-of- the-Art 



5. Ongoing Formative 

Greater Use of Monitoring 

Of Extant Records
 

Small Scale Surveys
 

Dual F
 

Check Progress
 

Use as Formative 
 R for Next Phase 



Recap of HealthCom II Strategies 

1. Train 
-

2. Modularize 

3. Computerize 

4. Rely on In-Country Research 
5. Do Ongoing Formative 



SUPPLEMENT 8 

Dr. Judith McDivitt's Presentation on 
The Health Belief Model 



. HEALTH BELIEF MODEI( ). 

demographic& ,perceived benefit! 
SOCiOpsychological /Of action 

variables minus 
perceived barriers 

perceived 
susceptibility 

perceived 
threat likelihood 

of teking 
action 

perceived 
seriousness

(severity 

cues to action 

'V
 



THEORY OF REASONED ACTION
 

Outside 
Factors. 

Attitude toward 
the behavior 

I. beliefs about consequences 
2. probability that the behavior 

will lead to the consequences
3. evaluation of the outcomes 

Normative Belief and 
Motivation to comlu 
1. referents and power of referents 
2. expectations of others 

Intention 

to 
behave 

Actu 

behai 

outside factors 



SOCIAL LEARNING THEORY
 

Expectancies about
 
environmental cues
 

Expectancies about
 
consequences of actions 
 Behavior 

Incentives (reinforcement) 

Expectancies about 
competence 
(sel f-efricacy) 



OPERATIONALIZATION UF VARIA-BLES 
IN THE HEALTH BELIEF 
AND SELF-EFFICACY 

DE Susc. My childgetsdiarrhea more Numberofti mes child 
M 

G 
R 

AP 
H 

I 

. 
Say. 

Ben 

often than 
other children 

Achild candie from 
diarrhea 

has had 
diarrhea In 
the last... 

The last time
the child had 
diarrhea he/she 
w very sick 

perceived 
threat 
tra 

s Ben. Oralt llOrait 
keep the child 
from losi ng 

ater 

will stop
the diarrhea 

Barriers I don't know 
how to make 
Oralit 

Oralit takes a lot 
of time to 
administer 

Self-
efficacy 

Orlit is 
difficult 
to make 

Most of the 
time when mu 
children have diarrhea, 
I can't do much myself 
to treat the case 



OPERATIONALIZATION OF VARIABLES
 
FROM THEORY OF REASONED ACTION
 

Oralit can prevent dehydration 
If I give my child Oralit, hewon't become dehydrated. 
Dehydration is dangerous. "Orolit 

Ipln 
the 

Gave 
for 

Oralit can make the child vomit, 
If I give Oralit, it is possible my 
child will vomit. 
It doesn't bother me if my child 
vomits a little. 

next time 
my child 

has diarrhea 

a 
case 

My mother thinks it is important 
to give Oralit for diarrhea. 
I usually follow my mother's 
advice on health care. 



CLASSES OF VARIABLI:S 

Susceptibility 

Severity/Seriousness
 

Benefits
 

Barriers/Costs 

Self-efficacy 

Perceived social norms 

Outside or Antecedent Variables 

Intention to Act 

Behavior 



SUPPLEMENT 9
 

Mr. John Raleigh's Presentation on
 

Issues on Cost Effectiveness Analyses
 



Design, Implementation, and Interpretation Issues 

Focus on Tmne Frame: 

" future oriented
* cheaper and faster than pilot projects in choosingbetween alternative operational methods 

" backward looking
" the most common methodSdifficult to do and int properly to determinecomparability of replicability 

Focus on the Objective Function: 

Whose Benefits/Profits are maximize
Whose Inputs/Costs are being minimized? 

Focus on Comparability: 

* across investment alternatives 
* across countries
* across time periods 

Focus on Data Requirements: 

Seonomic Vs. accounting data* confidence in the data (timeliness, accuracy, and
completeness)

* adjusting the data 
- inflation, cwrency devaluation, and uncertainty re: resources 
required/outputs possible
- real economic worth, shadow pricing and nonmonetized costs and benefits 

* su'rogate data 

• level of aggregaton 



Options for Costing and Other Financing Studies 

1. Finan jal Feasibility 

2. Financial/Economic Analyses 

A. break-even analysis
B. net-present value 
C. return on investment 
D. cost/benefit analysis
E. cost effectiveness analysis
F. resource/output analysis 

3. Financial Planning 



SUPPLEMENT 10 

Dr. Robert Hornik's Presentation on 

Segmentation Effects 



HOW DO WE LOOK AT SEGMENTATION EFFECTS? 

A. Effects on exposure to messages 

Exp=bEduc+b2Comm.Wealth+... + 

B. Effects on knowledge: Interaction on exposure and segment characteristics 

k high elv. segalet
 
a
o /
0 
1C 

l1ow ei . seg , 

expom
 

k=blexp+b2educ+b3exp x educ+bo
 

C. Effects on practice: interaction of knowledge and segment
characteristcs& (after data) 

P r 64M . sneM 
a 

t
i 
U
 

C
 

low 4Ub. sgucb 

p=b Ik+b2educ+b3k x educ4-bo 



D. Effects of practice: Intaction ofknowledge, segmen charactristics and 
access to program 

P 
r 	 I hiqkII 

t 	 w. Wi. 

* 	 low ftu. 

wowp/I 

p=blk+b2educ+b3k x educ + b3>b3 	 P'=b'Ik+b'2educ+b' 3k x educ +bO 


