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'INTRODUCTION

‘iii In the Fall of l978 AID contracted with the Academy for Educational
'h'_liv'Development (AED) and with the Institute for Communication Research, Stanford E
vaniversity to ‘design ‘and carry out the immlementation and evaluation, respectf
:,;ively;?of a new.program in the use of communication for development. That |
l;program, the Mass Media and Health Practices project draws on the experience ‘
‘ of several different traditions in establishing an integrated approach to
changing health-related behaviors. It involves elements of educational and
communication research related to the areas of social marketing, systematic
research‘prior to designing the intervention so effort can be carefully
targeted,.pretesting of messages, use of both task analysis and behavioral
princioles in intervention design, and integrated use of non-mass media
channels. In addition, it draws on recent advances in the health fields
thich have yielded an effective, inexpensive oral rehydration treatment for
dehydration resulting from infant diarrhea.
Because these two general areas are merged in this project, it is

jointly monitored by the Office of Education and of Health in AID'S Bureau

of Science and Technology; The program addresses the central problems

faced in both the separate arenas - - in education and communications, the
problem of how to use existing media and other infrastructure to accomplish
significant and lasting change, and in health, how to disseminate quickly

an inexpensive new treatment for a ubiquitous and serious problem - - and
has the potential to demonstrate a methodology that if effective, can.be"
applied throughout the world. For that reason, the program was structured

to be implemented in two different countries, Honduras and The Gambia, and to
have an intensive evaluation, S0 that accurate, detailed information will be
available to guide others who wish to use the methodology.
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This document presents the working draft of the evaluation design

proposed‘for the Mass Media and Health Practices: Evaluation activity in
The é&mbia. It is organized in the following manner: this section has
presented a short background that sets the context for what is to come; in
the secqnd section on the general structure of the evaluation, the model of
the intervention and the selection of dependent and control variables are
described, followed by the measurement methods and the organization of the
effort into discrete studies; a section is devoted to the details of the
sampling and data collection plan of the longitudinal study, which is the
major activity in the effort; and finally the logistics of mounting thé whole
enterprise are discussed. Much of the initial conceptual work was under-
taken in the planning of the evaluation activity in Honduras. Where the
presentation of these Issues would resnit in considerable redundancy with
previous reports, the material is attached as an appendix and only an overvie
is given in the text. To the maximum extent possible, parallelism between
the Honduran and The Gambian evaluations is being maintaihed, so that we
.can have interpretable information on the influence of different health and

cultural situations.

GENERAL EVALUATION STRUCTURE

A. Intervention Model and Variable Selection

The model we are using of how the intervention achieves its impact
postulates that a chain of events must occur in order for the most distal
project goals to be accomplished. This chain begins with the simple existence

of the intervention and proceeds to the creation of cognitive and attitudinal

changes in the fa:gét‘population. If and wheﬁfacédrate leérninz and acceotance



have takén place, one would expect to see behavioral changes beiné made

that'would ultimately lead to changes in health status. A far more detailed

preséntation of this model is contained in Appendix A.

The cequential nature of this chain of events that must occur guides
the development of the evaluation strategy. One must monitor the accomplish-
ment of fhe objectives at each step along the way to be able to assess how
the reéults on the more distal objectives are related to the results on the
proximal objectives. For example, if we fail to observe health status changes,
we need to be able to discriminate among possible causes - - whether the result
occurs because of theory failure (e.g., oral rehydration therapy was ;ot an
appropriate or sufficient solution in the local confext) or because of program
failure (e.g., radio reception was poor and the intervention never reached
the target audience).

To meet thése needs, we have established three general classes of dependent

variables to be measured in conjunction with the independent variable, the

intervention. The classes of dependent variable are cognitive change, behavioral

change, and health. status change. In addition to the outcome measures, a

large number of otfier variables, probably best thought of as control variables,
are to be monitored, including potential and actual exposure to the interven-
tion components, demographic and socio-economic status variables, current
beliefs und practices in relevant areas such as personal and family hygiene,
diarrheal disease, cliild care and nutrition. A detailed outline of the kinds

of variables being monitored is presented as Appendix B.

B. Central Research. Questions

We have noted that the Mass Media and Health Practices project represents
the intersection of several different areas, including social science, health,

and development. In attempting to formally state the central questions this
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»Hevaluation should; be addressing,‘it‘beoame cleer that each of these areas
.-had ‘a different perspective on the project, and that each would have different
‘sets of questions that would be of central importance to them. 1In order to .-
guide the planning of the research, we have stated the central research
qoestion'ofkinterest to eaoh,eomﬁunity, and developed examples of the types
of epecific questions that might derive from it at different levels of
generaiity.
Toe central questions for each area are as follows:
- Social Science: '"What are the processes and constraints that
influence the adoption and maintenance of new behaviors,vand what
implications do those processes and constraints have for the design

of interventions to change behavior?"

- Health: "Can a decentralized program on the prevention and
treatment of infant diarrhea, including as a major component
the use of oral rehydration therapy in a non-clinic setting, have

and appreciable impact on aggregate health status?"

- Development Planning: "Is this methodology effective, affordable,

and manageable as a means of attacking development problems?"

Eacﬁycentrel question has corollaries at higher levels of specificity;
itvrefthese more specific questioas that will actually be answered by the
. evaiuation. Appendix C contains 2 more detailed explication of the logic
;;underlying the development of these central questions and a chart showing

fthe more specific restatements of the general questionms.

;C. Measurement Methods
We have followed a strategy of using multi-method assessments as much as

-possible in order to ihcrease_tﬁe\gonfioence with which we can describe changes



':Jresulting from.theyintervention. This approach uses more than one technique
‘eto neasnre the same variable. It is a helpful approach for reducing the‘
'vulnerabilities inherent in survey research using administered questionnairee,

particularly in the context of developing countries. |

The methods to be used include the following:

Questionnaires

Structured observations
Structured interviews
Anthropometric measurements
Analysis of archival data

Case finding or tracer studies

The planned application of different methods to categories of dependent
variables ie shown in Figure 1. Obviously, not all the variables within each
category cf dependent variable will be measured with a given methodology, but
the overiap will enable us to use convergence of findings from different
measurement techniques to substantiate that a significant change has taken
place. In rare cases, additional measurement methods may be applied to
specific problems. For example, we have discussed with the Medical Research
Council (MRC) the possibility of testing accuracy of performance of oral
rehyaratiqn sclution mixing by taking samples in the field and having them

..Aﬁalyze the concentrations of sugar and salt.

'b;e Organization into Studies

The foregoing general description has outlined the basic areas in and
methods through which research will be carried out. However, there are differ-

. ences among the variables in terms of: the target audience to whom particular

o items are relevant, the ‘expected rate of change in the variables (and hence

A‘the frequency with which it shou}d be measured); and the methods or data sources

g?‘



" FIGURE 1

;iMegsufement Methods Applied to Different

,Dependent Variable Categories

Dependent Variable Category

_ ) Cognitive Behavioral Health Status
Methqdi‘ Change Change Change
Questionnaire X X X
Sﬁructured Observation X
Struétﬁred Interview X X X
AntﬁropometricYMEasurement X
Archival Data . X X
Caée‘Findingf X X X




which wiil bé used to ﬁeaéure the variables. For these reasons, we have
categorized the work into a number of discrete studies, ﬁhich differ markedly
from one another in magnitude, study popﬁlation and measurement requirements.
The largest of these is the longitudinal study, which is the topic of the
next Section of the report. The other studies are the mortality study, the
health proféssional interview study, and the archival study.

'The.mortality study will attempt to detect changes in mortality due to
infant diarrhea in the treatment area. It will be mounted in the communities
that are chosen for the longitudinal study but will be based on the entire
population of those villages rather than just the sampled families. buring
the entire period of the study a census of all births and deaths in these
villages will be kept by the field workers who will be visiting them regularly.
Birth and death dates and reason for death will be collected.

The health professional interview study will investigate a population
of r;ral health workers, urban and rural physicians, Ministry of Health
personnel, and perhaps community leaQers. Its purpose is to elicit subjective
assessments of the project and its impact, and to gather insights these crucial
actors.have for how to structure successful interventions of this sort. It
will use a loosely structured interview methodology, and will be carried out
on a purposive sample selected for their ability to shed light on the process.

- The.archival study will use the clinic and hospital record-keeping system
of the Miﬁistfy of Health as its data source and will focus on infant mortal-
ity, diarrﬁeal incidence, and to the extent possible, type of treatment pre-
scriBéd. Data will be drawn from treatment and control villages both before
and during thé interventions and will be analyzed within the framework of a
non-equivalent control groups design, for differential changes in mortality,

morbidity, and treatment,
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ﬂiheffipdiﬁgé'fr§m3tﬁesé separate studies will be integrated across

reSearcﬁ'quéstiéﬁsiip~thé reporting of fiﬁdingé, They have been established

as discrete actiﬁitiés‘primarily for logistical purposes.

LONGITUDINAL STUDY PLAN

Théiibngitudinal study will be used to investigate population demographics,
knowiedéé én& attitude ﬁeasures, self-reports of morbidity, exposure to inter-
vention elements, media use patterns, self-reports of practices, observational
measures of practices, anthropometric measurements, and in-depth study of
some of the individual episodes of diarrhea during the research. These will
be measured using repeated administration of different instruments on a
cohért of 800 motﬁers'over a period of fifteen months. This section of the
paper describe§ the structure of the longitudinal study and presents the logic
that has led us to structure it in this fashion. It is divided into four
major subsections: the context‘in The Gambia; the sampling plan and results;
the instrument development; and the issue of controls. A fifth topic, the

organization and logistics of the activity, is treated in the following section.

A. The Contexts in The Gambia and Honduras

This subsection will not attempt to give a full-fledged description of
The. Gambia; rathér, it will focus only on those particular points of relevance
to the sﬁﬁdy design and will draw parallels with the activiy in Honduras.
| Two significant areas of of difference are in the household organization
and th¢ cultural and linguistic diversity. In Honduras, we have been usiﬁg
the household as the unit of analysis because the characteristics of social
ofgaﬁization thefehﬁake the family, even in extended family households, a

unit wi;h é'sinéié decision-making structure and a common set of househb;d

//



.and‘sbéial=§éttérns. .The situation in fhe Gambia is quite different. The

‘ basic physical organization is the compound, which typically is much larger
than a Honduran household, is more likely to have more than one married male
‘in it, and is more likely to have unrelated people living in it.

In addition,_married males are frequently polygamous; their wives may come
ffoﬁ'Aifferent tribal or linguistic backgrounds and will probably retain
greater variability in child-raising practices than would be permitted in a
Honduran household. |

The situation in térms of cultural and linguisﬁic diversity is also quite
different between Honduras and The Gambia. Honduras is very homogeneous in
both cultural and linguistic dimensions. The Gambia, however, is very diverse.
The' different tribal groups present include the Mandinkas, Wolofs, Fulas,
Jolas, Sarahules and others, plus immigrants from Mauritania, Senegal, and
Guinea-Bissau. The first language of these groups differ, although most
people have some degree of fluency in Wolof and/or Mandinka, which serve as
the primary languages for local trade. English, the official language, is
spoken by a relatively small proportion of the population. Accompanying this
high level of linguistic and cultural diversity is, we believe, a much higher
variability in cliild care practices, diet, home remedies for disease, etc.

The health care structure in The Gambia consists of several overlapping
systems, some of which are more active than others. The main system is a
hierarchical one, descending from the hospital in Banjul to the Health Centers,
Dispensaries, and SuB-Dispensaries in other towns. Parly overlaid on this
is a system ofoaternal-Cﬁild-Health workers who visit communities on a fixed
schedule holding clinics. There appears‘to be no constant relationship
between the fixed centers of the main health care system aqd the communities

served by MCH workers. A new system of Village Health Workers is now being
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implemented on a region-by-region basis' they are intended to fill gaps in

the existing system and will be assigned to communities of more than 400

people who do nbt have a fixed facility. A separate system of health inspee-iv
‘tors carries out public health inspection and education tasks on an itinerant
basis. There is a Peace Corps program in health which places volunteers'in
some government facilities in rural areas. Finally, there are non-governmental
sources of care - - various Islamic and Christian missionary clinics, clinics nt
by the MRC, and private care sources. This structure may have roughiy
equivalent penetration into rural areas as the corresponding structure in
Honduras, but it has more different combinations of levels and diffetent
command structures.

The radio coverage in the two countries is quite different. The Gambia
has two stations, one governmental and one private. By contrast, Honduras
hasrmore than 100, all private, many of which are very small. Except for
the‘national networks in Honduras, coverage by a given station is of small
radius. The Gambia's governmental station, Radio Gambia, covers most of the
country with a transmitter near the coast; a relay transmitter up river at
Basse offers unreliable service in the easternmost section of the country.

In The Gamwbia, all project broadcasts are expected to be transmitted on the
government station; in Honduras the project has deliberately diversified the
stations carrying the messages.

The distriBntion of population in the two countries is also quite
different. The GamBia has fewer people overall and fewer large population
centers, but somewhat better access to rural areas because the all weather

»roéds that run along the river and the narrow width of the country combine
to make most places reasonably close to transportation. In addition, people

~tend tnblivetin somewhat smaller settlements than in Honduras, and those
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setciemencs are mucno more tlgntly derined 1in geographic terms. While
Honduran ?‘communities tend to be very spread out with houses kilometers
apart Gambian communities are very compact ~with compounds all clustered
'together. L | | |

The amounts ‘and types. of diarrheal disease display different patterns

in the two countries. Discussions with MRC indicate that the overall signifi—

cance of diarrheal disease in The Gambia may be lower than in Honduras. There

seems:to be less diarrhea overall and what there is seems to contributeiless
to mortality. While there is pronounced seasonality in both countries, MRC
reports that only dry season diarrhea (acute, watery diarrhea, probably
Rotavirus) is a serious cause of dehydration deaths that might be preventable
through.oral rehydration; the wet-season diarrhea is chronic and contrihutes'
to mortality by wasting rather than acute dehydration. The two governments
have‘diverged on their response to oral rehydration as well, with Honduras
opting for a full WHO formula in packets distributed primarily through the
health care system, andbwith.The Gambia choosing a simple sugar and salt
solution to be mixed in the home using locally available materials.

The above differences, combined with more general climatic, agricultural,
and wealth.differences, provide an adequate cross-cultural test of the inter-
vention’methodology.' It ‘also means that the intervention and the evaluation
will have to adapt to local circumstances, thereby sacrificingpsome of the
parallelism between the two implementations. The following subsections will

describe'thetways:in which these adaptations are being made.

B. Sampling Plan

l. Definition of Target Population and Unit of Analysis
Examination of the contexts in The Gambia and Honduras has served as

the basis for considering whether it is reasonable to maintain parallel
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structures betveen the research in the two locations. In the case of
defining the target population for the survey, we have been able to retain
almost complete parallelism. We are interested in women,with responsibility
- for - the care of children.» In Honduras, this criterion was met if either of
the following two conditions were met: the household included ‘one or more
children between 0 and 60 months of age, or the household included a woman’
between*the ages of 15 and 45 years. These criteria are also being applied
in The Gambia, with the exception that we now focus on the children for whom
a mother has primary responsibility, rather than all the children present
in the compound, "Primary responsibility" is operationalized as those
children'for whom the mother claims to have reSponsibility; they need not
be.herdonn children.. This change was necessary because thﬁ?@ocial patterns‘
and thé*size of the compounds make it very difficult either to assume
intra;compound fiomogeneity in practices or to measure all the children in
a‘given compound

. For related reasons, the definition of the unit of analysis has been.
changed ~The Honduras unit of analysis is a "household," which is defined i
as a living unit that contains a place for cooking and a place for sleeping.
In The'Gambialtﬁe unitvof'analysis is defined as a "mother-children group,"
which.is defined as"éfﬁomaﬁ and those children for whom she has primary
responsibility.- This change was necessitated by the characteristics of a
compound whicﬁcotherwise would have met the "household" criteria, since it
has bothsa common cooking ﬁut and sleeping places. The size of compounds
varies‘tremendously, with a relatively low average size (perhaps 7-10 people),
but with‘compounds of 40 or.more being common occurences. It appears that
there)is‘much‘more variability in child care within a compound than within
theveouivalent "household" in Honduras, and that it would'be impossible to

get an accurate measure of the actual care children receive by asking the
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_ranking woman of tﬁe compound .THErefore'we"have 1imited the'unit oi
banalysis to groups within the compound where the behaviors are likely to
‘be consistent and~accurately measureable. For those variables that actually
operate at a compound level (e.g., water supply, food availability and prep-f"i
aration, compound sanitation) we will still be able to analyze at the level
‘of‘the{compound.

Z:AjStructuring the Sample

We haveitried to retain as much as possible the intent of the Honduras
sampling plan, which was'a multi-stage design incorporating purposive, strati-
fied, and random sampling at the various stages. 'The objective of the sampling
in both cases is to be able to generalize to the full range of conditions
that are represented in the country, rather than to be able to make precise
statements;aBout the aggregate national levels in a given country. This
tactic‘pas developed because of the importance of being able to generalize
to conditions that might prevail in many developing countries.
|  We therefore set about trying -to determine what the likely range of
variability in The Gambia would include, and what sampling frames might
exist or be developed that could reflect this range. One of the first
steps was to develop a list of "stratification variables," or things we
would,eXpectxto‘be.related in some way to the outcome variables. A very
lengthy list emerged, a somewhat shortened version of which is presented in
Figure 2. The general categories along which we wished to ensure representa-
.tivenessfincluded‘health care services available, tribal identity, language
of preference, radio coverage, location relative to the river and the main
roads, administrative div151on (since services are 1mplemented andvadministered
on a divisional basis), type of livelihood, types of non—health community

services available, ‘and size of community.
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* FIGURE 2

"Stratification Variables"

. ‘Health Care Level
Hospital
Health Center
Dispensary
Sub-Dispensary
Maternal-Child Health.
Team Visits
Peace Corps Volunteer .
Village Health
Worker
Nothing

Tribe

Mandinka
Wolof
Fula
Jola

. Sarahule
Other
Mixed

- Language of Preference

Wolof
Mandinka

Radio Reception.

Banjul transmitter
Basse transmitter

Location

North Bank
South Bank

Administrative Division

North Bank Div.
McCarthy Island Div.
Upper River Div.
Lower River Div.
Western Div.

City of Banjul

Liveiihood

Groundnuts

Rice

Millet

Cotton

Retail Services

Vegetables

Cassava

Livestock (and
Cattle Herding)

Fishing

Community Services

Paved Road

Bus Service

Taxi Service
Telephone
Telegraph
Electricity
Water Taps
Wharf Town
Ferry

Primary School
Secondary School
Weekly Markets
Daily Market
Shops in Houses
Rainy Season Access
Post Office

Population

/7



It was obvious from the. beginning that no sampling plan was possible
that would adequately represent the potential combinations of these factors -
there aren't enough villages in The Gambia, and the resources required would
'have been enormous. We therefore followed the precedent we established in

Honduras of purposively selecting comzunities that encompassed the full range

of characteristics in which we were interested. A major constraint on - this-t

was to ensure a clustering of research.communities that would enable a
single field data collector to live in one of the communities and travel to
nearby ones to collect additional data; this constraint was required by
resource limitations and the scarcity of qualified people who could be
employed as survey workers.

The available information on which choices could be based was rather
sparse"the Census Bureau had lists of the ‘communities that existed and the |
local populations, tribal identity could sometimes be deduced from the names
of villages, maps of soil type and agricultural activ1ty as well as maps
showing road access and public services were available; and local language -
of preference:could be»inferred with considerable accuracy by informants

in the capital.

3. Sitegéelection

The first step in site selection was to establish.loose quotas for:
the values of the "stratification variables" felt to be the most important,
in order to guide the purposive sampling of communities. In roughly
descending order of application, they were radio reception, acministrative
division, health care service availability, tribal identity, and language
of preference, with livelihood and non—health community serv1ces being
thought of not as quotas but as parameters along which maximum variability

within the other constraints was*to be the objective.
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The country is divided into six administrative divisions -~ .= North Bank
McCarthy Island Upper River, Lower River, Western Division, and the City

of Banjul The Upper River Division was excluded because its radio reception

'is via the’unreliable Basse relay transmitter and we reasoned that there.
was 1itt1e point in studying a division in which the 1ntervention might
not penetrate.: The City of Banjul was eliminated because of the focus of
the project on‘the rural poor and because the high levels of available
health care resources in the metropolitan area reduce the relevance of the
home—mix sugar and salt solution that is being promoted We decided to
station a full-time field'data collector in each of the four remaining ,
administrative divisions.

| The_next step was to. select cluSters of sites‘that could be serviced
by a.single worker and thatxwould still reflect the full range of variability
withﬂwhich we were concerned. The highest priority wasygiven to level of |
health care services available in this selection. The process proved to
be an iterative one, selecting potential clusters of 81tes, tabulating the
characteristics’they represented, and trading off sites for alternatives f
until an acceptaBle balance of characteristics was attained. Figure 3 shows
the locations and characteristics of the sites finally selected by this
process. The next step, now in process, is the\determlnation that the
site characteristics we expect are in fact accurate, and securing the per-

.mission of the village headman, or alkalo, to part1c1pate in the study.,

4 Sampling of Individuals

| The decisions about how to sample particular compounds and mothers
.have been guided by a series of sometimes contradictory principles.j We. have
wanted to maintain a roughly .equal 1ikelihood for every eliglble woman in

a village to selected into the cohort. However, because compounds vary
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FIGURE 3:

Villages and Characteristics

Health Care Census Bureau Tribes Access to
Level. Population Figure Primary Secondary Services - Main Road
North Bank Division N
Kerewan Health Center 2166 M W) ,fMarket ferry,school :T‘mAIn‘roAdj
S T B , _ ’ phone - - .
Kuntair f 'Dispensary;:MCHv' 375-540 W (» PCV(not in health),;u¢1>main road-
- R : - . -school, ag. sub-stn.  _ - i
Jissa jSub—Dispensary 175-420 W SRR N t4 1/2 km‘;
Kebbeh, a.k. a.‘rNone : 2234 W -? 53 1/2 km.
Tuba Gumbaya & , S = :
Ker Ngor ~ None - o .221 "W_' "1
Lowor River Diviaion  {"Lg N ;ﬂ: R
Bureng For prncticnl pur- : 483 M- 7 '31/2 km.
poses, Health Center, . S T
Jassong VHW? 640 M T £ » 2 km. -
Baro Kunda VHW? 1322 - M " Rice swamp® farming - ©21/2 km.
Jalangberch VHW? 667 M (S 1 km,
Budayell None? 176 F 7 1 km.
Western Division , 2 _ » ,
Gunjur Health Center,"-f 4677 M J) v'j1° 2° schools,vtech. good road
Health PCV - o = " school” i
Jambajelly Sub~Dispensary, MCHz' 1326 M 3 School, mixed;farm.ctr. small road
Berending MCH L 342 - M ~ -~ School small road
Nyofelleh MCH 411 - M J) SRR small road
Kachuma None <100 J ' ? small road
McCarthy Island Div. :
Bansang Hospital 2119 .M Phone, school, garage, main road
. e T R :ferry R
Kunting Dispensary, MCH . 668 ‘M L 20 . small road, 6
S e " ' ' iy km from ferry
Medina Umfally None o S [ . :
Ndikiri Kunda None 423 =87 1 5 km on main
o B C rd, then 2° rd
Nibras None 202 S ST 8 km from main
o , _ rd on small rd
Key: ' MCH = Maternal Child Health Team visits; VHW = Village Health Worker; PCV = Peace_Cofps?Yeiﬁq;eer; ‘M = Mandinka;

W= Wnlnf: F =

Tiilar Q = Qarahalnae.

T = Tala
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widely in size within a community and because ‘we are constrained to an
1ntermed1ate step of sampling from lists of compounds because they are the
only sampling frame available at that level we have been forced to set
'some limitations on the numbers of women taken from any given compound On,»
the one hand, we want if possible to have at least two women from each com; E
pound»in order to be able to make an estimate.of "compound level" behaviors -
or characteristics, and to reduce the.amount of "overhead" time spend by
field workers in‘the protocol interactions prior to‘gaining entrance to

a compound. We also want to draw more women from larger compounds so that
each woman has a roughly equal chance of selection. On the other hand, we
have a sample size target of 40 women in each community, which is important
if we are to be able to make reasonable "community level" estimates. If a
randomly sampled compound happened to be very large, it could easily’dominate
the'village sample if all the eligible women in that compound were included.
We have therefore set the following conditions for sampling of individuals.

Our first objective in sampling individuals is to get individuals from
as many different compounds in a village as possible, up to a maximum of
20 compounds in a village. Our second objective is to sample 40 womenbper
v111age, Or ‘as many as possible, if the village has fewer than 40 women of
fertile age.

Women are eligible‘to Be in the;sample if they'are between lSTand 45’
years of age, or if they are. the primary caretaker of a Chlld between 0-5
years of age., This will include young women who might bear a child during
the period of’the study, plus women older than 45 who are the primary care~
takers of children included in the study, e. g grandmothers responsible. for
children whose mothers have dled or are permanently absent, |

The,procedure:for draw1ng.this.sample~is as follows. When the: compound

2/



lists for a. village have been drawn up, compounds will be sampled randomly
without replacement until the list is exhausted or 20 compounds have ‘been
selected The entire population of a sampled compound will be enumerated,
including 1nformation required for identifying women eligible for sampling.
Within a compound the sampling frame for individuals will be the list of
eligible women.: From each compound, one half of the eligible women will be
sampled with a minimum sample of two, or one if there is only one. Thus
in compounds with four or more eligible women, one-half of the eligible womet
will be sampled. 1In compounds with two or three women, two will be sampled
In compounds with only one eligible woman, she will be sampled. In some
cases the target of 40 women per village will be over- or under—shot; if
those cases are extreme_values, they will be dealt with on a case by case4

basis; moderate variation in village sample size is acceptable.

.5, Summary of Sampling Plan

The sampling plan devised for this project is a multi—stage plan with
different sampling rules applied at each stage. Flgure 4 presents the
different steps and rules. This combination of criteria is designed to

produce a sample.with a total size of 800, averaging 40 women in each of

twenty villages. A total sample of this size should give us room for the x

inev1table attrition without falling below the contractually required sample
size of 600. It will give us a group of women representing the 1argest
possiBle range of characteristics found in The Gambia, while at the same time

being unbiased representatives of their particular chaxacteristics.

~

S. Instrument Development-

The general set of variables Specified earlier in the paper we elabor-

ated- into specific measurement items in preparation for adminlstration in



"FIGURE 4f

fSummar&'of Saﬁpliﬁg Plaﬂ

Stage or Unit ..

Administrative Division

Main Town

Adjacent Village

Compouﬁdsv

Individuals

‘Purposive -

PuprSing’

Random

R?ndbm_within
quotas '

‘Method " Sampling Frame
Purposive “Map

'List and map, guided by

health care facility available

List and map, guided by lists
of other stratificatiom -
characteristics

Tax lists

Enumeration lists
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Honduras. The items were grouped into questionnaire units according to
the‘content tﬁe frequency with which the variable should be measured, and’
the limited attention span.that can be expected from a busy rural mother.
The objective was to produce a set of separate questionnaires that focused
on different topics, could be administered at appropriate periodicity, and.
took roughly equal amounts of time to administer. In Honduras, this has
resulted in 22 questionnaires administered to the longitudinal study cohort.
The names of the instruments are given in Figure 5. These questionnaires
are repeated on differing schedules, according to the frequency with which
the relevant variable should be measured. Some questionnaires about the
message content of the intervention are administered on half the sample

(a continuing, randomly selected subset) so that the other half of the sample
can be used later for a "post-only" control group on message impact. We
have done this to protect against a bias caused by sensitizing the cohort
to the specific messages by repeatedly asking them about recognition and
acceptance of them. These questionnaires, taken as a whole, contain items
measuring the entire range of variables that we have specified earlier. A
list showing the set of.variables being measured and the particular items
that meusurevthe variable on the different questionnaires is included as
Appendix D.

. The Honduras instruments have been described in detail here because
they have been used as the initial input for instrument development in. The
“Gambia.k The first step was to translate the Spanish language items into
'fEnglish The second scep was to modify questions so that they refer to
’trelevant’parameters in The Gambia, and to add and delete items to make
isure the full range of variables is measured and there are no irrelevant
if,:carry--;overs from Honduras. This stage of modification, addition, and

deletion is in process now, with reviews by personnel of the Gambian Ministry
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FIGURE 5 .

‘Questionnaires Administered in the
" Longitudinal Study in Honduras

.Questionnaire Questionnaire

Number Title
0181-02 Register
.0181-03 Household Census ‘ ‘
0181-04 Diarrhea - Morbidity, Beliefs
) : and Practices
0181-05 Socioeconomic Status
. 0181-06 Family Health Status
0181-07 Communications - Access to
, Media, Literacy, Mobility
"0181508 Hygiene and Water Quality
0181-09 Breastfeeding and Nutrition.
0181-10 , Nutrition ’
| 0181-11 Emigrants and Student ansﬁs
0181-12 Childhood Mortality =
- 0181-14 PROCOMSI Messages
0381-01 ‘Anthropometry
0581-02 Morbidity
0781-06 Communications - Actions
:0781-00g,‘ Communications -~ Contacts. .
0781‘08if Communications - Posters
ib781-05£‘* Communications - Recognition
et Knowledge
,Q781'07 Communications - Radio
- 0881-03 o Nutrition and Breastfeeding -
o Ny Mother/Children t
0881+02f”: Nutrition and Breastfeeding -
LRI - Children younger than 3 years
 °881701,1¢ Nutrition and Breastfeeding -

Children over 3 and less than 5 years
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ofiHealth‘andlthexﬁedical.Research Council

; The resulting set of items will probably be regrouped into appropriate
slzed units for ease of administration. The new instruments will then be B
'translated from English into Wolof and Mandinka. The resulting translations
will be given to new translators for translation back into English, so that
possible confusions in the translation can be eliminated. Final versions
of thehquestionnaires will be duplicated in Wolof and Mandinka for use by
the data collectors according the the language preference of the individual
being interviewed.

Obviously, there will be major differences between the Honduran and
‘Gambian instruments, particularly in the sections covering current practices,
pre-intervention measures on preventive and therapeutic behaviors, and the
learning and adoption measures related to specific target behaviors in the
intervention. These modifications are being coordinated by the local
staffs of the implementation and evaluation contractors in The Gambia.
However, the general thrust of the effort has been to maintain the maximum,

amount of comparability between the two projects.

D. The Issue of Controls

In the planning of ‘the Honduras project evaluation, we devoted con-
rsiderable effort to the question of whether and how appropriate control
groups could be included We concluded at that time that .a range of possible
internal controls existed (e. g., the household as its own control staged
1mplementation, natural variations in exposure, and self—determination of
exposure) These internal controls, while flawed, prov1ded a certain meas-
ure of protection in our interpretation of changes.a In the Honduras case,
we also discussed possible external or non-treatment controls. The reader

interested in more detail should consult the - section on "Provision of Control
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Groups" in the September 1980vpaper entitled Draft Evaluation Design -

Mass Media and Health Practices Project.

The situation in The Gambia is somewhat different in that the entire
country is included in the treatment area, rather than Just one region
as in,Honduras. This has made the question of external non-treatment
controls moot. The other internal controls ‘remain available, although
they are hardly a perfect solution. We will pursue the strategy in The
Gambia of using-post-only controls to try to assess the effect of the measure
ment itself on the longitudinal cohort's behavior. The plans are still
somewhat in flux, but we are leaning toward further random sampling of com~
pounds within the communities where our field workers have been interviewing.
This will not completely control for the impact of the interviewer 5
presence, since it will be in a community which he or she has visited regu—
larly., However, it will ensure the comparability of the. post-only group,
as they will be a random sample of the same universe. Since we expect that
therinterevillage variability is high, it appears;atpthis‘point that intra-
village controls.are preferable to new villages of unknown comparability.
We will also follow the Honduras’precedent of limiting the administration
of the nessage—related questionnaires to a randomly selected half of the
cohort,nsolthat we can get a "post-only" measure on message recall, recog-
nition:and adoption from a groupkon which we have full data over time on

thevrestgofathe_variaﬁlesf

ORGANIZATION AND Locisncs

Implicit in much of the foregoing description has. been a consideration
)f the impact of different alternatives on logistics and the cost of carry-

Lng out the evaluation. The purpose of this section 1s to. spell out the
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organizational structure that has ultimately been arrived at, and to note
where compromises have been made.i The section has three main parts - field

data collection plans, data handling plans, and the cycle of administration}

'A. Field Data Collection Plan53

The main structure of. the field data collection effort was outlined in

the section on Site Selection. There will be four»d‘tapcollection clusters

consisting of five villages each A full-time data collector will live in .

one. of the villages and travel to the other four,‘collecting data from a
total of 200 mothers, distributed as closely to 40 mothers ner villaee ‘as
possible.'

The criteria used to select the adjacent villages required that they be

quite different from the main village, in order to get our”desired range

of tribal linguistic,andother characteristics. This resulted in villages
1ocated a fair distance from the residence village.- In the absence of
reliable public transportation we have been forced to provide a2 means of
transportation to the field workers. Each will be supplied with a project-
owned Suzuki motorbike of 50cc displacement.: Gas, oil and maintenance will
be paid by the project, and use of the motorbike w111 be restricted to
official business.

| Data collection cycles will be approximately one month.each with -
ifroughly three weeks devoted to data collection anc¢ one week devoted to data
1fcoding -and retraining. At least some portion of the data coding and re—lf
,;training activity will be carried out in Banjul at the project office._i({

| Recruitment and training of the field data collectors has already been
:{carried out. A pool of over. lOO applicants was . screened to select qualified

cpeople who were literate in Wolof Mandinka, and English A two-week train—

iing‘session was held for eighteen of the applicantS° they were . given intenSive
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trainingzin'the:theory'and‘practice of data collection, with a special
emphasis on Jtaining object ivity and avoiding bias in questioning,

and on supervised practice in administration of questionnaires. Four
.permanent data collectors and four alternates were selected at the end of
the training session, they will be given additional training during the
process of pretesting the questionnaire draft and enumerating compounds
and families. The four alternates will be employed temporarily to collect
as much data as quickly as possible during the baseline sweeps, and may be
available as already trained replacements in the event that any of the
data collectors'terminates early. The trainees who were not selected at the
end of'the training course were also quite well qudlified. They have been
reﬁerred to an MRC project studying malarial prophylaxis that has similar

data collection requirements.

B. Data Handling Plans

| The data collected during each administration cycle of each instrument
will Be treated for logistical purposes as a separate file. Responses ior
each mother will be prefaced with a unique code so that the files can
eventually»be merged. The data will Be transcribed onto standard program-
ming code sheets and mailed to Stanford to be keyed into the computer. This
procedure represents a substantial departure from the path we have followed
in Honduras, where we have used AID's local computer to input data in
Tegucigalpa; for preparation of a tape that is mailed to Stanford. One reason
for thisicﬁange is that no convenient computer facilities exist in The Gambia.
Otner?reasons:are that experience with the Honduras computer system has been
quite nixed: there are undocumented incompatabilities Between the data format
output bf the Honduras computer (WANG) and the input expected by the

Stanford computer (IBM); the turn-around time for checking miscodes against
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thebinput datathasqﬁeen‘a minimum of two months because of lop~ 1 delays;
and tne=file'strnctnre~established in Honduras has been diffa a. natch<
with the'file structnre-documentation used to createithe Stanford file -
structnres; These problems are now resolved with the exception of the mail .
delays, but the impact has been a great deal of lost time. The system for
The Gambia will make a virtue of necess1ty by transferring all of ‘the

computer responsibility to ore locus.

C. Cyecle of Administration

Plans for the cycle of administration of questionnaires are still in
flux and will not become final until we have final versions of the trans-
lated items and some experience with the length of.time it takes to com~
plefe’a cycle. lhe general plan, at the moment, calls for a laxge scale
sweepwat the beginning of the period, just prior to the start of the inter-
‘vention, to collect "basepoint" data on a large range of variables, including
demographics, current knowledge and practice, morbidity; etn. Some of the
items from that sweep, plus a large number of items not included in the
initial sweep will be administered in repeat visits to the cohoxrt over
the following year. For example, our present plans call for the administra-
tion ofianthropOmetric*meaSUres‘shortly after the sweep and them at six-month
intervals thereafter for;two additional cycles. Similarly, questionnaires
on;sugar—salt-solution knowledge and mixing behaviors, on exposure to,
recognition, and‘recall of the communication messages, on diarrheal morbidity,
on nutrition and breastfeeding, and on other preventive and treatment
Behaniors would Be‘administered a total of three times each, with a schedul-
ing as close to "beginning, middle, and end" of intervention as possible..

At the end of the broadcast period, a second major sweep noul& be mounted,
collecting post-intervention levels on essentially all the variables. For

thevpre— and post-intervention sweeps, additional field staff will be required

30



B

to- collect the necessary data in the available time, for the other question-
naires, the permanent field staff will be able to handle the workload
by themselves. The actual content of and periodicity of each questionnaire
will depend in part on decisions yet to be made about grouping together
different items, but . the outcome should: ‘closely resemble the structure
outlined above.. |

lThe total time available for data collection is approximatelj 15
months, Beginning one month before the intervention and continuing for
roughly two months after the twelve-month intervention ceases. This time-
table permits full bracketing of the intervention with pre- and'postemeasures

and should give us the best possible portrayal of change over time during

the intervention period.
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' APPENDIX A

THE PROCESS MODEL

The Mass Media and Health Practices Project campaigns will attempt

to change knowledge, attitudes and behaviors relating to the prevention and

the treatment’of infant diarrhea. The intervention is expected to result

in changed health practices which in’ turn will lead to changes in health
status.: ThlS conception of how the intervention is expected to. work is'
vdiagrammed in Figure 1.

- Any comprehensive approach to evaluation requires that each successive

link be monitored so that useful 1essons can be learned from the outcome of

this project., In this way,onei“an de‘irmine where weak links occur, or :'

where the next step requires particular attention, and use that information

to guide the planning and execution of similar projects.”':o”that end we

- have elaborated ‘the general structure shown in Figure l into azmore detailed
version shown in Figure 2

| We will illustrate this underlying conception of the path from treat-”
ment to changed health.status using as an example one specific practice the
dimplementation campaign will probably advocate continued breast feeding during
‘”a diarrheal episode. We describe the connections as though they were sequen-'
vftial links although we realize that this is an oversimplification. Links
1;1 and 2 concern the existence of the treatment links 3 to 5 the cognitive‘
,and attitudinalichanges that are postulated to precede practice change,vji.v'v
?links 6 and 7 describe adoption of new behaviors and finally, link 7-1is

~the change in health status expected to result from the treatment.

_nl. Existence of the intervention. The‘first step is to establish thel
existence of campaign elements related to the topic under considera-

tior. We will examine the extent to which the implementation.effort
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is devoted to the topic of: breast feeding whether radio programs
or.spots concern breast feeding, to what extent relevant content
is incorporated in the printed materials ‘whether health care‘

worker training includes instruction about the topc and instruc-

tion in how to present it to mothers.

2'Exposure to the intervention. At this level, the potential exposu

to thefintervention components is assessed, including the number of

'radio programs broadcast; times of day of broadcast; listening

patterns of target audience; successful physical distribution of
printed materials; posting or circulation of printed materials;
numbers of client contacts with health care workers in which .

continuation of breast feeding is mentioned' and proportion of time :

devoted or relative emphasis given to this practice by health care

workers.

Awareness of the intervention. This step tries to determine whether

any of the potential exposure to the intervention actually "got

through' to the target audience. It measures consciousness of

actual exposure to intervention components.‘ For example, we will

.ask members of the target audience to report topics of the campaign,

ﬂor to recognize theme music or specific intervention messages. We

will also ask target audience members to judge the frequency or

frelative exposure to specific components and to judge whether that

7exposure'was sufficient.

anowledge of specific content. At this stage, amount and accuracy

of learning resulting from the actual exposure is measured, using
such approaches as: recall of message content, that is, asking the

respondent to~generate a description of the content of a message
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rather than merely recognize it; understanding of the content and
reasons for adopting the behavior, accuracy and level of detail of

knowledge of the advocated practice;- and ability to exercise new skills.

o Attitude toward specific content. At this stage we focus on accept-

‘ ;ance of ‘or reaction to advocated behaviors. Typical topics for

measurement include; recognition of the current practice as a prob-
lem; beliefs about the current practice and the consequences of
adOpting the advocated practice; level of desire to depart from the
status ouo; perception of own position in relation to community norms;
perceived conflict of advocated behavior with other valued beliefs

or practices; and attitudes towards message sources.

Trial of advocated behavior. This next stage is to discover whether,

~hen confronting an appropriate context, mothers have ever accurately
erformed the behavior. For some behaviors this can be measured
y observation, but in the case of continued breast feeding during a
iarrheal episode, we will depend on self-report, along with adequate
escription of the context and corroboration by other sources.

Habitual performance of advocated behavior. This step Investigates

’whether there has been repeated or habitual performance, and the

_—‘conditions required for maintaining the behavior. When possible,

'the‘behavior will be observed. In the present case we will depend

on self-report, as noted above. Accuracy of performance and rate of

'display of the behavior under appropriate circumstances need to be

measured. This investigation will attempt to determine the conditions
that lead to continued practice of the new behavior.

Change in health status. The final stage involves the measurement

of whether the changes in health behaviors produce a detectable

37
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féﬁfé;giéh,ﬁéalthAsﬁatﬁs. In the case of continued breast feeding,
ig'likélj;gffégé is a cﬁange in nutritional éfatus or growth
d&él@éifjé«fF6r othér advocated behaviors, morbidity or mortality
méaéﬁféévmightlfé better suited. (Note that we are only describing
;éﬁﬁf;pfiaéé méésufes, not suggesting wavs of demonstratine nnn§=1
\félatibnships.)

Meésuring the impact of each of these successive links in the chain will
provide information of a detailed nature about exactly where the program is
successful, and what types of remedial action to take to improve the situation.
Tne information obtained in these‘measurements has a value that exten&s to
other projects as well, because this model is quite general.

The actual structure of the evaluation does not follow the structure of
the model; instead, the evaluation strﬁcture is dictated by methodological
and logistical issues. The model of the proéess involved is interwoven
throﬁghout the e—aluation because it serves as the basis for criteria for

decision making among methodological alternatives.
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APPENDIX B

'VARTABLE . CLUSTERS -

"/ Characteristics of the femiiy<

;;A;QjEnnmeretioniof&the'household'

"For each person in household (as appropriEte)

age
sex.

‘relationship‘to,head of household
ciyil status

leﬁel'of education®

occunation

religion
2. For each child under five

- where born (home, hospital)
who attended birth
»}hoﬁ long breast fed

. when weaning food started
B;;:Enumeration -of non—resident family members
1. Adults liv1ng elsewhere (where’)
52r Children living elsewhere (where? school’)

'5;‘ Dead children ~ what was cause of death?

“ Cu, nRelationship‘to others in community

“Communication Veriables

‘A, Radio Use

,1.1 If radio in home

a) functioning?
.is it working now?
does it break often?
where do you get batteries?
where do vou get it fixed?

3



III. ©SES ' Socioeconomic level of howsehold
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b) hours listened?
“:jwhen is radio turnmed on?
‘ what programs’

c). decisions about use .
“ v for mzjor listening time- (am, pm)
who decides when the radio is turneu ‘om,
to which stations?

2. If no radio in horme, access elsewhere in
. community? S e

fIBEigbther media
1. Books, magzzines in hooe7
,2.7 See a newepaoer7 ‘

‘Cm ,Literacy
‘ify iéport oo'whO'can rezd.
fé. Report on who can “rlte

3. theracy test of person coﬁ51aered nost
- literate (can be chllo)

D. Mobility and travel

'l,'§V151ts to caoecera - how. often,“ﬁ

'fV151ts to. capltel - how often uho’ o

,351rFamlllar1ty v1th bus schedules, routes
:415?Who comes _1 iroo out id ? H"*‘o‘*“-”

5.}'Where does news coze from?

"'Al. Lland tenure an< use
1. How meny manzznes coes fzmily own?

‘2., How many renzenzs coes femily rent?

h
)

o

-~

3. How meny Canzznas does femily

“ B house ovoers hig
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1. Who owns nouse’

'JAC%;5House construction and quality

';Floor tvpe :
fWall type. .
QRoos«type"
# rooxs znd divisions

:Furnitc-e
). Employment zaé occupationzl chatatﬁefiSticst

Prizesry, =econda*y occupatlon
Subsistexnce, farming, cash cropplng
Sezsonzl occupztion for work

Agricuvlzurel wzge labor
E. Remittzaces znd salaries

‘Money Z£:-oz non-resident farily wmenmberrs

Wage ezrmed, regularly, sezsomally
f?; ixpenscs by Sezson
’1;1 Hedi;al
2;:s$¢h§olin"

COIVLSS

‘b) How o ten is z new one’ ercnased7
2. '1f n h:s qcuseho1d ‘hed soap in‘past‘

" Toilet Taciiizies

1. Wnat kizg
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.2;“‘Chamber pots used?

fa) If yes, Lhere emptied9

”5Water Purity

.fWater source‘
’a) Where does weter c0me from (by season)’
‘b) How often is it obtalned° 7

5¢)‘;Eve;,boiled?

ij(”fHoy is;vétgr stor€d?v*‘

; General Bellefs and Pr¢Cu_ces =oout Dlarrhea R
'Begln with aescrlptlcn o; last eplsoae

fHow long’ »
-What caused it?

What did you do? -

A.

ﬁ4i7‘ASSéss¢éht‘ of seve-1t>

S;iience"bf;dia:fheéﬁ

‘i.?:How 1mportant a health problem 1s dlarrhea?_

.r

w20 How often do ¢hiliézen in househola have 5

”Vfdiarrhea

\'3{<~How is exisicuce oz anm. -epasode cefined?

”*ﬁ}p 1tment Lo fo1-' C‘cal S>S~eﬁ

:ﬁi . Cause of dlar

.

{SZ;H«Usq'of;MOH,meéical system .

gF
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Do
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2. TFeeding practices during episode

3. Use of medicines

'Aii‘égv Use or oral rehydration

Decismons to qppb PO

k “?Gene*al nutr1t10na1 level in family

}A‘ Food Variety

Gf}ii Foods eaten last week (check list)

»f[fQZ;;fOther foods sometimes eaten

B. Food Quality
(children, 2ursing mothers)
# eggs eaten per week
wben and if chicken, when mezt ezten
teple quentity, if corn, rice, beans

fruits eaten?

Genergl health leve1 in fémily

A_Ount of 51ckness

"i.iwﬂfWho gets sick most often? FHow often?

2.g'What have been mzjor hezlth problens?

3. How mzny tirmes have femily nezbers been
' taken to hosp1t=

ﬁBH'ste of traditionzl hezlth czre system

;If>¢hildnhés 0jo, who do you go to for trezrmenr?

nav;eras
Eplcnt remedies

fa:uly nember who mzkes decisions?

H\

modern hezlth ceare systenm

_visits to c;*nlc, hosa*tal

c-.»C c1n=tlcr\ ce*'t:.::.ca..e
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medicine in house
visits to personnel - doctors, pharmacists
travel time to clinic

VIII;;CC; ~ Child Care Practices
A, Leﬁelvof responsibility of catetakers

1. Who feeds, cooks for, dresses, wetches
chlld’

B. Exposure to contenination

1. Does child have (wezr) shoes? adequate
clothing?

2. With whon cdoes chile sleep?

vas
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APPENDIX C

 RESEARCH. QUESTIONs

As the description of the genesis of this project makes clear, it is

Lnot a simple experiment testing a limited range of hypothoses. It is, instead

. ia very broad rhrust in the direction of developing effective, affordable
'methodologies for producing significant progress in major problem areas. It
represents the synthesis of a diverse set of experiences and the application
of that synthesis to a problem with many different facets. In this context,
any attempt to make concise statements of.the major research ouestions
addressed in the project denies the potential richness of the information
availahle*to us. However, it is clear that some relatively general organiza_
tion ef'the issues of interest is required in order to guide both the‘plan-
ning”of the research and the preSentation of the findings.

In grappling with.this problem, we have concluded that ‘the research
questions can be organized along two different dimensions - the community
‘to whom the information is of interest, and the level of generality of the

‘,question itself

.wCommunities of Interest
| .dnetof the features that characterizes this project is that a variety
iiofiprofessional communities (or disciplines or constituencies) have an inter-
| estiin the results.‘ Each discipline regards the probllem from its own unigqie
-V_perspective and requires an answer that is phrased in terms familiar to the
flicommunity An 1nitial attempt to identify the various constituencies for
;the evaluation findings resulted in a very long and not terribly useful list.
_;?Examination of the list however, revealed that the disciplines tended to

‘{have one of a few perspectives in common. - We have organized the communities
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into three groups with differing perspectives on the project. bihefgroups,
with examples of their membership are as follows. |
”j- social science perspective, including disciplines such as
‘communication research, rural sociology, anthropology, and

socialkmarketing;

health perspective, including nutrition, pediatric medicine, :

»public health. and health education,

‘development planning perspectives, including project design
and management health planning, water and sanitation planning,
manpower planning and training, and resource allocation
decision—making. |

Eacﬁ group can be expected to be interested in different aspects of tne:

problem, ‘and to desire an. answer- that is expressed in familiai terms.

Levels of Generality

In addition to the range of questions posed by the constituencies for
this research there is variabilityﬂwithin groups as to the levels of “
generality of the questions tkey ask. For example, someone in the develop-
ment planning persepctive might legitimately ask the following types of
questions about this project: "What personnel and financial resources do I
have to put intozaproject'of this sort?" "What payoffs do I get for putting
‘more of one': of the components (say, more formative evaluation or more face—
k’o—fage"communicationl into the_mix?"; and "How does this use of resources
.compare to’other‘possible applications?" 'Similarly, someone in the health
community might ask a series of questions of thlS sort: "Are mothers who
receive instruction under this project using oral rehydration therapy in

their homes?"" "Did children who received oral rehydration therapy show

nutritional or ﬁealth gains?"'h and "Can oral rehydration therapy applied

/6
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| outside'a‘clinic-setting-be a powerful public health measure?"

These sets of questions are intended to 1llustrate the range of levels

of generality of questions the evaluztion might hope to address.< For. the o

sake of simplicity, we have categorized them into three 1evels.
-:planning and implementation questions. These are questions
f, that are essentially descriptive of the actions of the
lkproject and the environment within which it is operating.
They have to do mostly with the specific process of this

intervention.

- impact questions. This category included questions relating
to what happened in this project in terms of cognitive,
behavioral, and health.statns changes, This is the usual
level of generality for evaluation questions, which typically

ask, '"What happened as a result of this project?"

' generalizaBility or policy questions. This level of questions
extrapolates from tHe project at hand to try to formulate
lessons for Eroader application. The Mass Media and Health ‘Practices
Project has the unique advantage of having two similar imple-
mentatfons in differing culturasl contexts that will create a
solid Base for the extrapolation and permit us to address
the question, "How do projects of this type generally work?"
Atpeacﬁrhigher level of generality, measurement problems increase and
thexconfidence with which one can state results or relationships diminishes.
At the lowest level it is possible to measure and describe the environment
and project actions with con51derable accuracy. At the.impact level
measures of the change on some dependent variables, such as knowledge gain,

- are straightforward and likely to show a change. On ‘othere. citvh ae haaleh

4]



status change, the probable change is nuch smaller and may be difficult

to detect. It may Be close to impossible to say with much confidence that
whatever changes are oBserved should be attributed to the intervention.
Finally, at the highest level of generality, the connection to hard data is .
at its most tenuous state. - Much of what can be said must be based not only
on the specific data from this proJect but also on such nebulous quantities
as ,professional judgement,"” or "synthesis of experience."

| In the research.plan presented in subsequent sections, we have triedvto
strike a reasonable balance in allocating evaluation resources in order to
maximize the return on the investment in evaluation. We have used three
criteria for making these judgements:

Hon likely are ne to get a definitive answer?
Who‘nants to know the answer?
Honimuchfnill\it cost to get the answer?.

' Although-we are‘forced to list these questions linearly, they are not
in orderﬁofginportance. In fact, deciding how much weight to give to each
of then willvBe“extraordinarily difiicult. In general, we will find that the
answers of nost interest to inportant audiences are the hardest and most

expensive to come by.

Primary Research Questions

| Having said all that, it is now possible to state the research questions
~ of primary interest to each community. These can be expressed most economic-
ally at the highest level of generality - - at the louer levels, the questions
"multiply into an unmanageaBle array of detail.
n The following expression of the questions is not meant to be definitive,
abut to indicate the realm of information that is ~% primary interest. For

ifeach different disciplinary perspective, the primary \esearch questions are:

7



- social scienceoperspectiVe: "What are the processes and
ﬁfeonstreints;tﬁet:influence the adoption and maintenance
';fof'new’beﬁaviors, and what implications do those processes
Sr?,and constraints have for the design of interventions to
’.iT;change behavior?"
,i}:heéltﬁ‘perspective" “Can a decentralized program on the
‘fprevention and treatment of infant diarrhea, including as
a major component. the use of oral rehydration therapy in a
non-clinic setting, have an appreciable impact on aggregat1

ohealtﬁ.status’"

-'denelopment planning perspective: "Is this methodology

effective, affordaﬁle, and manageable as a means of attacking
developnent proﬁlems?"

Thefmore detailed questions, the answers to which are required in order
to anproximate an answer tovtﬁe primary question, are too numerous to .list
exhaustively. In Table 1, illustrative questions at each. level of general-
ity are given for each. of the communities of interest. Previous reports
on the evaluation planning have presented some of the issues in tabular
form; ~The interested'reader is referred to project reports, "Evaluation
Planning Report Specification of Variables and Measures," January, 1980;
'"Evaluation Issues and Preliminary Planning," April, 1980; and '"Draft

Evaluation Design," September, 1980.
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TABLE 1

ILLUSTRATIVE RESEARCH QUESTIONS BY LEVEL OF GENERALITY AND COMMUNITY OF INTEREST

LEVEL OF -]

COMMUNITY OF INTEREST

and formal education?

To what print materials are rural
people routinely exposed?

llow great a penctration do the
varlous components of the cap-
paign achlieve 1n the country-
side? '

What messages can people recall
or recognize from the campaign?

What are aspects of family struc-
ture, community organization,
or economic activity that are
relevant?

What social or economic con-
straints limit current practices?

llow prevalent are: functioning radio?
availablity of soap? infant for-
mula? diarrheal medicines other
than oral rchydration therapy?
vegetables? treated water?
latrines? wage employment?

What are traditional res-
ponses to diarrheal
disease?

What are current infant
feeding and weaning
practices?

What are current attitudes
toward the Western medi-
cal system?

What preventive measures
are now practiced?

What health services are
currently avallable to
campesinos and what is
the level of use?

What are current practices
in the areas of domestic
water supply, human waste
disposal, personal hy-
glene, food preparation?

Do people perceive diarrhea
as a salient problem?

GENERALITY |
Social>SéiehcevPerspective Health Perspective Development = - R
' Planning Perspective - °
Planning Who listens to what on the radio? What are current infor- What resources in terms .
‘and llow are decisions made within the mation levels about of trained or experi-
- Implomen- family? Who takes carc of small health matters? From cnced personnel exist
tation children? what sources does the for media, logistical,
* Questions What are the levels of literacy information come? medical, and research

components,.of the
project?

What 18 the magnitude of
the current diarrheal
problem?
table problem from a
public health pers-
pective?

Is it a trac-

=ty


http:components.of

S

~ Impact‘
" "Questions

TABLE 1 (cont.)

Were changes in levels of morbi-
dity, mortality, or nutrition
related to the amount of expo-
sure to the campaign elements?
to any particular element?

What role did the formative
evaluation play in improving
messages?

Can any systematic relation-
ships between format or struc-
ture of messages and effec—
tiveness be detected?

What role did the planning
research play in shaping the
project? in improving its
effectiveness?

Do different tasks Ffunction
best when assigned to par-
ticular channels of communi-
cation?

What arce the influcnces of
secondary transmission of
information within the
community?

What aspects of the diarrheal
disease problem appeat to be
information problems rather
than environment or resource
problems?

Did morbidity levels drop?

'Did nutritional levels
rise?

Did attitudes toward tradi—

tional or modern medical
systems change?

What is the relationship

between gastrointestinal
Infection and growth velo-
cities? between chronic
malnutrition and pre-
dispcsition to infection?
between participation in
preventive measures and
morbidity levels?

Does early oral rehydration
therapy prevent or reduce -

the severity of dehydra-
tion? give quicker appe-
tite rccovery? give
qulcker return to nor-
mal intestinal absorp-
tion?

How - safe and effective does

adminlatration of oral
rehydration therapy bLased
on home-mix appear to be?

What is the relation- .
ship between use of."
different levels of
health care facility
and health status?

Were the logistics of
the delivery system
successfuly handled?

How does the absolute
level of impact com-:
pare to a comparable
investment'in, say,
water supply systemsg?

-E?r_
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‘Policy
: Ques tions

What are the processes and

constraints that influence
the adoption and mainten-
ance of new behaviors, and
what dimplications do those
processes and constraincs
have for the design of
interventions to change
behavior?

TABLE 1 (cont.)

Can a decentralized program

on the treatment and pre-
vention of infant diarrhea
including as a major com-
ponent the use of oral re-
hydration therapy in a non-
clinic setting, have an
appreciable impact on
agpregate health status?

Is this methodology
effective, affor-

dable, and manage-
able as a means of -
attacking develop-.

ment problems?
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APPENDIX D

" 'LIST OF VARIABLES AND THEIR LOCATIONS IN QUESTIONNAIRES

'Tﬁe following is a breakdown of pertinent variables by subject and

lbcatidn in instruments developed by Evaluacion PROCOMSI. The variables

were chosen from the '"Medidas de las Variables" (Measurement of the

Variablés) given in the Annual Report and updated to include the instruments

up to'Februéry 1982,

Variable

Questionnaire

1.

Diarrhea

a. episodes (morbidity)

b. folk beliefs

c. causing mortality

d. causes of

e. treatment

. Dehydration

a. knowledge of

b. signs of

c.‘xradiOwspots about

Diarrhea -~ 7a
Morbilidad ~ 1la - 2b, 22a-c

Diarrhea - 13, 20-23, 18

Nivel de Salud - 6, 9, 10, 12
Medidas de Conocimiento - 27, 28
Mensajes de PROCOMSI - 10-13, 1-9

Ninos Yuertos - reason for death
Medidas de Conocimiento - 3, 4
Hojas de Ninos Muertos

Diarrhea - 10

Mensajes de PROCOMSI - 2, 9, 11
Diarrhea - 4

Acciones de Entrevistado - 13b
Nivel de Salud - 10

Mensajes de PROCOMSI - 13

Nivel de Salud ~ 6

Morbilidad - 16, 19, 20, 21, 22e,
22f, 22g, 22h, 22i

Amam/Nutr. de Madre - 3, 4

Acciones del Entrevistado - 13a, 14, 18

Diarrhea - 8, 9, 11

Medidas de Conocimiento - 1, 2
Para Expertos (only administered to
health workers)

Diarrhea - 7a
Morbilidad - 10-14

Medidas de Conocimiento - 11, 15, 16
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Variable
3. Litrosol
a. use .of
:ﬁg:-KnGWlédQé:ofvnreparatipn‘
"é}fmradib spots about
d.. opinions about
‘e.’ distribution
’f. exposure (courses,
posters, etc.)
4. Messages from PROCOMSI
a. racognition of radio
messages
b. exposure to posters
c. recall of posters
-d. 24-hour radio recall
5.‘ Communication Characteristics
. of the Community
a. who are they visited by
b. mobility to cities
c. possession of radio
;d;fffé&ioilistening
é.v‘Literacy and exposure to
- .7 written materials
6;13He51tﬁ.Characteristics of

a.

B.

Community

water source and use

visits by health repre-
sentative or promotor

a.

' Morbilidad - 16, 16a-d

' Questionnaire

, Zoc

Acciones de Entrevistado - 14, 18 19
Medidas de Conocimiento - 39 Y

Acciones de Entrevistado - 16a—f l7a-f
Medidas de Conocimiento - 22

Medidas de Conocimiento - 15, 20
Medidas de Conocimiento - 40, 41

Morbilidad ~ 16¢-d

Datos Generales de la Comunidad
(administered once a month in the
community)

Medicion de Afiches - 3, 4
Acciones de Entrevistado - 17
Contactos Posibles - 9a.5, 9b.5

Medidas de Conocimiento - 9-25
Conteo Radial

Medicion de Afiches - 3a-g, 4a-g
Medicion de Afiches - 3a-g, 4a-g
Conteo Radial

Comunicacion ~ 18

Contactos Posibles - 9a.1-9, 9b.1-9

Comunicacion ~ 16, 17
Datos Generales de Comunicacion
(administered every momth in the town)

Contactos Posibles - 1-4
Comunicacion -~ 1-4
Socio~Economico - 22

Contactos Posibles - 5,6
Comunicacion - 7-10

Comunicacion - 11-15.

Hygiene - 1, la, 2,3,5
Acciones de Entrevistad - 1

Contactos Posibles - 9b.1-9
Information from "Datos de Nivel
de Cesar" about visits of doctors,
nurses, and auxiliary nurses in the
community.
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Questionnaire

Variable
7. Hygiene Practices
" a. boiling and storage
of water
_b. soap use
}e} “boil cow's milk
~d. use and storage of diapers
- e. hygiene and food prepara-
: tion
f. waste and garbage
disposal
8. General Health Status of
Family
a. hospitalization
b. c¢pinions of children's
health
c. who attended child's
birth
d. who gets sickest of
the family
O, Breastfeeding and Mixed
Feeding
a. breastfeeding only,

times per day

bottlefeeding only,
times per day

Breastfeeding and bottle-
feeding simultaneously

in relation to diarrhea

'iin relation to diet or

FAnA vacted )ﬂ--h)ns .

c.

Nivel de Salud - 8

Higiene - 4-9

Acciones de Entrevistado - 2,3
Medidas de Conocimiento - 31~33

Acciones de Entrevistado - 4,5 6a—c, 7
Higiene - 9 ’
Socio-Economico - 48d

Mensajes de PROCOMSI - 5 (Yusc. /Danli]

Amamantamiento - 12
Acciones de Entrevistado - §, 9, 10a-t

Acciones de Entrevistado - 12
Medidas de Conocimiento - 36, 37

Socio-Economico - 16, 17
Higiene - 11, 12

Nivel de Salud - 4, 5
Amamantamiento ~ 8, 9, 10

‘Contactos.Posibles - 9%9a.3

Nivel de Salud - 3
Nivel de Salud - 7

Amam/Nutr. menores de 3 anos - 1-3,
8, 14-16

Amam/Nutr - mayores de 3 anos - 1,2
Amamantamiento - 1, 5

Amam/Nutr. menores de 3 - 4a-b, 6a-b,
7-10

Amam/Nutr. meyores de 3 - 3,4,5, 6a
Amamantamiento - 5

Amam/Nutr. menores de 3 - 11

Amamantamiento - 1

Amam/Nutr de la Madre - 2
Diarrhea ~ 16 ,
Morbilidad - 15, 15a, 15b

Apam/Nutr. de madre - 6, 7, 10, 11, 12
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e Variable

Questionnaire

10, Nutrition Recall aﬁd
Eating Habits
a. during and after episodes ‘a.
of diarrhea and other illness
b. diet for pregnant women ~ b.
¢. diet for breastfeeding. SRR N
S, women : ,_’,“ -
d. recall for children under .
- three years : '

e. recall for childfen'3€6:years e.
f. one week family consumption f.
of food R ‘

g. preparation of food for : g,

- household ’
11. Mortality
a. infant mortality a.
12. Demography and Household Census ,
a. enumeration, birthdays, marital a.’
status, relationship to head
of household, occupation,
education
b. who studies of send money b.
and lives away from the
family
~¢. changes in household c.
' (deaths, migration, immigra-
tion, births, changes of houses
13. Socio-Economic Characteristics
~a. type of house lived in ‘a.
b.  possessions in house ": b,
;c,"lighting in house o c.
d. quantity of land owned and d.
’“'»jcultivated oy =
fé;v production of householdjﬁﬁ e.

(crops and foodstuffs)

Amam/Nutr. de Madre ~ 3 4 S
Morbilidad - 18a-k s
Diarrhea ~ 11, 14, 15—17

Amam/Nutr., de Madre - 6-9
Amam/Nutr de Madre -~ 6 7 10 1]

Amam/Nutr de menores de 3 - 4a—g,
6a-g, 12 L
Amamantamiento - 4

Amam/Nutr. de mayores de 3 - 6a~g
Amamantamiento - 4 . ST

Nutricion - 1a—dd,52_6' "

Amamantamiento — 2 3 6 7 )
Amam/Xutr de la Madre“f‘ll

.fNinos Muertos , o
NHOJa de Ninos Muertos

Enumeracion de la Familia .

‘Socio I

Estudiante y Imigrantes

Estudiantes y Imigrantes

/NQevbs_Datos de Ehume:acion-

_Socio—Economico I1 - 1?13 15

Soc1o-Economico 1T - 14 17 22 23,

24, 46.a, 46.b, 46.d,. 46 e, 46. g
46.h, 46.4.

Socio-Economico - 21

‘Socio~Economico - 34-38

,Sdcib—Economico -f393§é};4i—45
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vVariable

Questionnaire

number of animals owned

weekly and yearly expen-
ditures of household

occupation and salary of
workers in household

money received from
relatives living outside home

_Growth and Development

- a.

height, weight, head

-~ c¢ircumference, arm circum-

ference, sub-scapular skin-
fold, triceps skinfold

and arm length measurement
for each child under 5 years

Signs of edema

a.

Socio-Economic - 40a-d

Socio-Economic - 48a-m, 49-51

Socio-I - 31.1, 32.1

Estudiantes y Imigrantes - 10-

Antropometrica

Antropometrica

&
)



