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I NTRODUCTION 

This paper will build on the foundation laid in Chapter VII, "Research 

and Evaluation Procedures" in A Review of Field Experience of Community Based 

Distribution of Contraception. Briefly, the principles discussed in that chap

ter 	are:
 

1. 	 CBD programs need to develop an evaluative strategy that provides insights
 

that are 
timely and practicable, yet adequately tested and generalizable.
 

2. 	 CBD programs, by their nature and setting, cio not usually have the ability
 

to pursue full-fledged research, or even evaluation, but offer a unique
 

opportunity for adequate documentation of whatever experience evolves
 

and very focused evaluaticn for feedback.
 

3. 	 CBD programs might greatly benefit from simplification and standardiza

tion of the data gathering and analysis.
 

There are three possible and not mutually exclusive major approaches to
 

the evaluation of health interventions in Community Based Distribution Pro

ajects:
 

1. 	 To evaluate the Contributions of the health interventions to the health:
 

status of the population; 

2." To evaluate the contributions the health interventions make 	 to;family 

planning acceptance and practice;
 

3. 	 To evaluate the plan and implementation of the health interventions.
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pkcitih than othok faiily Planning Pojects of experimental and quapi-exeov

tnontal designs. But even so, few have the necessary set-up that would include
 

three experimental groups--one with health interventions and family planning,
 

one with family planning only, and one control to evaluate the contributions
 

of the health interventions to family planning. Moreover, the limited dura

tion (an average of three years) of most OR-FP projects leaves little hope
 

of evaluating the impact on health status.
 

We will therefore limit ourselves to the common need of evaluators, plan

ners, and managers to use evaluation for the improvement of the health inter

ventions before, during, and after implementation and continuously throughout
 

the life of a program. Too often there is no link between planning, implemen

tation, and evaluation of health activities.
 

In the following sections, we:will.posit a generic framework for the evalu

ation of health interventions and discuss within this framework What might 

be most applicable to health interventions in CBD programs. 

AIMS AND PHASES
 

Evaluation has definite costs and opportunity.csts,,'and:itself needs
 

to be subjected to c6st effectiveness considerations. Only that information:• 

which can beousedifor ,the resolution of planning or managment decisions 

should be collected. The major aim of evaluation is therefore the-refine

ment of planning or management decisions by obtaining ihformation. The nature 

of the decisions changes with the life of a project orprogram. It'the-., 

fore follows that the specific priority aims of evaluation will vary from 

refining the design of the services in.the preprogram evaluation to moniXor
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review in a matUre programs
 

The different phases of the life of a proqram are associated with three
 

types of evaluation concurrent with themi
 

1. 	 Preprogram evaluation for planninq purposes: What is the actual nature
 

and magnitude of the health needs? Can we assess the efficacy, appro

priateness, and adequacy of the planned program? In other words, are,
 

the planned services likely to lead to the fulfillment of the proposed
 

objectives? Do they respond to priority needs?
 

2. 	 Monitoring of services and support systems/process evaluation lforimanage

ment purposes continuously or periodically during implementation and run

ning of the program to assure that the planned targets are'.being reahed. 

Criteria: accessibility and acceptability measured together by coverage,
 

flexibility, integration/coordination, community involvement, efficacy,
 

equity of input and output, comparative norms for process.
 

3. 	 Program review/impact analysis for planning purposes: After implementatio
 

assess whether the plan was feasible, affordable, efficient, and effective
 

and led to equity of input, output, and outcome.... This should be done'
 

periodically as indicated by the results of the monitoring. 

Comprehensive program evaluation encompasses all three evaluation'phases 

above. In CBD programs they should take a different emphasis. 

Preprogram evaluation usually will have received some attention. The C6D 

projects might benefit tremendously if "model" microplan modules for specific 

health interventions were fully developed and were available' for different 

epidemiological patterns, economic levels, and population distributiontpat

terns. This would facilitate meaningful preprogram evaluation without nece5
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The monitoring of servides and suppott aytenig, the prodosa evaluation#
 

seeks to answer direct'y management questions. This phase of the evaluation
 

would merit the greatest effort of individual CBD programs. Some standardiza

tion 	of the monitoring is possible, but even more than the preprogram evalua

tion, 	it demands care, attention, and evaluation skill within the CBD project.
 

Because of its high potential for immediate feedback into the services, the 

motivation for monitoring can be more easily aroused.
 

The program review of CBD programs cannot, in view of the constraints men

tioned above, concentrate only on effectiveness and cost effectiveness instead 

it should focus on the feasibility, affordability, and equity of the health 

interventions. Only in selected cases will an estimate of effectiveness be
 

available.
 

THE EVALUATION PROCESS
 

As evaluation is the handmaiden of decisionmaking, the-:choice.of infor

mation and analytical methods as well as the choice of participants in the
 

interpretation and formulation of alternative solutions need to be considered
 

carefully to optimize the resulting decisions. We will first discuss the
 

choice of participants in the evaluation.
 

A. 	 Wherever potential decisions are involved ,that will, seek to change com

munity participation or the nature or frequency of service delivery or 

the intensity of supervision, the widest possible participation should 

be sought in the interpretation of the data and formulation of alternative 
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freewheelihg, bkaihst0tmith mtieethdj thdO dda be staff meetinqgi vil

lage meetings, or combined staff and village meetings, The complexity of 

the process should depend upon the nature of the problem, its "serious

ness," and the need to avoid staff versus village cleavage or staff domi

nation of the process. 

B. Wherever the decisions are related-to manageMent approachessuch as record
 

keeping, which are unlikely to affect the community's participation or
 

the delivery of services, the participation in decision making and inter

pretation should be limited to those workers who will be affected or will
 

have to institute the change.
 

C. Wherever decisions are "purely technical" such as the frequency of evalua

tion or other such specialized technical matters, only the informed tech

nicians should be involved, and whenever possible, algrithms should be
 

constructed, formalizing these decisions for a Specific program and speci

fic program phases and components. 

We will discuss the more formalized part of evaluation and decisionmaking 

that relates to these technical matters (See Table l,'Appendix' 

Step I: Specify the Management/Planning Questions andK,lated Decision:Options
 

'These fall mostly into one of the following Zcategories, shown in Column I,
 

uicunely:
 

a. Health problem definition.
 

b. Planned activities.
 

c. Performance of health activities.
 

d. Impact of health activities.
 

e. Satisfaction with health activities.
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to be oolledted and what analysis is most appropriate, Clearly the range of
 

decision options vaties with the phase of the program, as indicated in Column If.
 

Step Ili Specify the Evaluation Question
 

To define whether it is a management or planning question and translate
 

it into an evaluation topic, we need a conceptual framework for which we pro

pose to use a two step process making use of systems and functional analysis
 

approaches. Evaluation topics are therefore expressed in the same terms as
 

the characteristics or criteria of the health services or their plans and
 

t:keir components.
 

Step III: Explore the Context of the Evaluation ,Question
 

The "microplan" framework of health interventions can be used to .identify
 

the context of the evaluation question..If the evaluation topic belongs in
 

one specific systems component, it is necessary to explore at least tentatively
 

whether the entire systems component is possibly disturbed, or there are,other
 

components which also need exploration. 

For example, if measles are reported while vaccinations are theoretically 

going on, the evaluation topic might be the coverage with measles vaccination. 

This points to an intuitive belief that coverage may be deficient, therefore.;, 

the context of the evaluation topic is output, Subsidiary questions to be 

explored during evaluation planning are within the systems component:

a. -Is output of vaccinations in general in,doubt?
 

b. 1'Is output of.other services in doubt? 

Subsidiaryquestions across components are, for each output in doubt: 
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thig will help to define whether the Original management ahd plaihing queatioh 

is truly the major or only problem that needs evaluation, It will also help 

to determine the linkages of the original question or other aspects of the 

proqram and therefore help to construct a "gestalt" of evaluation topics and
 

to operationalize them.
 

Step 	IV: Select the Study Design: Five Substeps
 

i. Choose indicators that measure or are proxies for the evaluation,question(s) 

and the overall performance of the primary health care services.- These 

indicators can be derived from the "objectives" as stated in the micro -

plan, and the location of the evaluation question in the system and -func

tional analysis. 

ii. Where evaluation of process or out tis indicated, choose mutually agreed 

upon evaluation criteria, which.are::"qualities" of the services we are 

after, 	which mostly are assumed, but rarely stated explicitly.
 

iii. 	 Where evaluation questions relate to specific stated targets, use them
 

as standards; where that has not been explicitly stated, agree on speci

fic standards to be used. 

iv. 	 Design the analytical steps to transform the'data into information,,and' 

the:information into meaningful interpretations., 

v. 	 Decide who wili participate at what :stages', ad'how,feedback will'be organized. 

StepV: ,Choose an.Information System Methodology 

Choose an ;information system methodology, preferably an integratied,:infor

mation system'to collect all the necessary information periodically"or continu
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ItO4okMATtON METHObOLOGV
 

The information methodology chosen should be the cheapest, with a level 

of accuracy that satisfies the information needs for the decision involved.
 

The nature of the decisions and the speed with which they have to be made tend
 

to vary with the phase of the program.
 

Table 2 (Appendix) shows the availability of sources of information in
 

the different phases of the program. The costs of the different methodologies
 

are very different. The more informal methods such as key informants or par

ticipant observation tend to be the cheapest, and give the richest quality
 

of information in the hands of skilled investigators, but they are difficult
 

to quantify. In many cases they yield sufficient information in and of them

selves. .In those cases where they are insufficient, they should be complemented
 

with more formal methodologies. We will follow with a brief discussion of the
 

specific formal methodologies that are applicable to thedifferent phases.
 

PREPROGRAM EVALUATION
 

1. For health problem assessment: cross-sectional or retrospective,survey.
 

2. For causes and intervention possibilities: expert group consensus
 

Delphi or nominal group method, or participant observation.
 

3. For appropriateness of objectives and targets:: expert group consensus,
 

Delphi or nominal group method.,
 

4. For resources assessment: FIRE data (Fast, Informal, Relevant, Efficient).
 

MONITORING 

lonitoring is continuous longitudinal collection of a minimal amount-'f 

key indicators that permit management by exception.
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workers' logbooks.
 

3. 	For individual surveillancet monitoring agreement with standing orders
 

and outcome indicators, high risk files.
 

The data in managemen- .nformation systems for monitoring have traditionall
 

been so underdeveloped in most developing countries that they provide an abun

dance of totally unreliable, unstructures, seldom analyzed data. Therefore,
 

the greatest need is to economize on data collection and organize meaningful
 

analysis and reporting.
 

PROGRAM REVIEW 

Ideally CBD programs would apply :a, functional analysis to build up their" 

program review. The full-fledged functional analysis includes:.
 

--health record analysis
 

--work sampling
 

--sample household surveys,
 

--cost and time analysis..
 

This 	method .has been well developed in recent years by the Department of Inter

national Health, Johns Hopkins Oniversity, .but has'some limitations:. 

--It is usually cross-sectional, thus giving aofie-shot picture. 

--It therefore asstnies continuous skill levels and productivity ofthe 

health workers.
 

--It is relatively expensive, and therefore :seldom .indicated in its full
 

form,because the cost of evaluating should be axiom never exceed the
 

cost of not evaluiating,. i.e, the loss.of-efficiency resulting from
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mation methodologies are entirely determined by the phav,: of the program tand 

the ad hoc dictation of a decision, In fact, we want to enter a plea for both 

a core integrated information system that serves the basic needs of moni

toring, program review, and future preprogram evaluation and a variable set of 

quick and temporary or intermittent information efforts that respond to unfore

seen decision points. 

INTEGRATED INFORMATION SYSTEM
 

Most often, separate information systems have been used for:
 

1. 	 Preprogram evaluation
 

2. 	 Monitoring
 

3. Program review.
 

The reasons for this are that:
 

1. 	 Different aims and designs give rise 'to different infomnation needs.
 

2. 	 Often the responsibility for evaiuation in different phases is given
 

to different groups: consultants, managers, donors, etc.
 

3. 	 Data sources and methods used are different in different phases and
 

tend to come from different disciplines.
 

Very often there is no internal consistency between these different information
 
systems, available information'is not analyzed and/or not usedfr program deci

sions, and there areeusually'enormous gaps, especially in preprogramevaluation
 

and monitoring.
 

o_prevent these problems,and develop ,an evaluation that is -focused on 

planning and management needs'on a continuing basis, we suggest that the fol
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I, 	 Rtdi keep it sithple, kaightftardi hihimal atftou of data qathed, 

the dite of samples depends upon numbers necessary fo reliability and 

accuracy (sensitivity and specificity versus feasibility and cost). gave 

overloading of-peripheral workers. Amount of information per unit of time
 

neods to be limited.
 

2. 	 INTEGRATED! Internally comparable core data information system for pre

program evaluation, monitoring, and program review.
 

3. 	 INTERNAL: CBD workers themselves gather and compile information using
 

standard methods and standard forms and simple analytical approaches;
 

information immediately used for both individual patient care and program
 

whenever possible.
 

4. 	 COMMUNITY BASED: Information should reflect the ealth status, services,
 

etc. present in the community as Well as receive its interpretation in
 

collaboration with the community.
 

5. 	 SAMPLING: For data only used in overall program decisions 'appropriate
 

samples of community or records are use'd. The'validity of any data,gath

ering and compilation is verified through random:sampling'and checkingby
 

supervisors.
 

6. 	 FEEDBACK: Rapid. As far as possible, make feedback immediate, involving
 

supervisors, health workers, and the community, who will be involved in
 

the decisions.
 

7. 	 MANAGEMENT BY OBJECTIVES: The routine data:gathering provides'information
 

on the position of the'system components.in relation to the objectives.:
 

MANAGEMENT BY EXCEPTION:. Action: taken if the-indicators show a deviation
 

from the expected.
 

.,l/
 

http:components.in
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ofteh to repeat the teasureffient, what program actions to conisider. 

The choice of the degree of leanness of this integrated information aya

tem depends strongly upon 'he complexity of the project programl breadth of
 

functions, number of priority problems, number of categories of workers.
 

Moreover, it depends upon the nature of the program: 
 routine, demonstra

tion, or formal field research. The different categories of programs have
 

evaluation either as a handmaiden (routine) or as a major desired objective
 

(field research). Most CBD programs have few health interventions and are 

routine or demonstration programs. It has been estimated from the Narangwal 

experience that the acceptable costs of evaluation are very different and in 

the range of: 

--Routine services: 10% of service costs. 

--CBD projects: 10-40% of service costs. 

--Demonstration projects: 30-40% of service costs 

--Formal field research: 300-400% of service costs. 

The steps to formulate the core evaluation topics have' t6 proceed-by listing 

the predictable planning and management questi6ns thatlwill need formal data' 

gathering. In fact, three such lists are indicated. Firs't -a ist forcon

tinuous^ data gathering; second, a list of intermittent data: needs; Ithird,:a
 

list 	 of predictable, data needs with unpredictable timing. The first 'list of: 

questions is chosen by the following criteria:
 

1 The question must necessitate the use of longitudinal data (sample
 

or universe) and can be gatheredlcheaply, or;
 

2. 	 The question necessitates data which are also used for continuity
 

of individual patient care or for accountability and are therefore
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i. 	Needs assesment or outeome.
 

2. 	 Community initiated activities. 

3. 	Resource assessment.
 

4. Process evaluation.
 

The third list for predictable data gathering may have to be started on an
 

unpredictable timing and have to be triggered by some signals within the con

tinuous or intermittent data. Such questions are likely to relate tos
 

1. 	Epiden'iological surveillance of seasonal diseases (diarrhea, pneu

monia, etc.) or epidemic diseases (meningitis).
 

2. Performance of individual workers or communities
 

These three lists together will form the core for the conceptualization of
 

the integrated information system.
 

In CBD programs, the emphasis of ,evaluation of health interventions is
 

probably best placed on:
 

1. 	Cost accounting through continuous 'data gathering by the support
 

system.
 

2. 	 Coverage/equity,through continuous data gathering by the service
 

personnel.
 

3. 	Community initiated health activities'through intermittent data, 

gathering. 

4. 	 Individual/community performance by occasional -data gathering trig

gered by any "abfiormalr findings in the first,three categories of 

data. 

:/
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Ptdqdaf Monitoring and individual duveillandee ate the hiod importan
 

toold for evaluation of health interventions in CMb program. It ia also the
 

phase of evaluation with the greatest need for innovative analytical approaches
 

in CBD programs.
 

The overriding purpose of any data collection and analysis for monitoring
 

is to provide quick feedback of information into program management decisions.
 

The primary focus is therefore on the subsystem of health delivery, with the
 

data base reflecting its input, output, and outcome. Part of this monitoring
 

can be done by direct supervision, but equally important is the systematic
 

gathering of data to provide a built-in, quick feedback. The individual sur

veillance has as its primary purpose good quality and continuity of care to
 

individuals.
 

Programmatic monitoring and individual surveillance need to be closely
 

coordinated since their aims are mutually reinforcing. Although iwe will dis

cuss them sepai.-ately for ease of understanding, they are inseparable in,most
 

field situations. In fact, whereas program monitoring can be directed at input,
 

output, or outcome measurements, monitoring at the.outcome level principally,
 

relies on individual surveillance methods. Individual surveillance gains in
 

importance as overall program monitoring indicates high levels of performance
 

at the input and output level.
 

Program monitoring should help to increase coverage and impact of the
 

program. Whereas this dual objective is constant, the focus of data gather

ing should shift in order to maintain a lean'system with clear and quick 

feedback. The first level of monitoring is at the input level. If person-

nel, drugs, and so on are at or near targeted levels, it-becomes,more worth
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while to analyze the output in terms of coverageby type of service provided. 

Similarly, if coverage is significant,' then outcome measures can play an 

increasingly important role in refining the quality of services and .further
 

targeting.coverage.
 

Most health'systems routinely gather data-at the :input; and output level.
 

If necessary, one can use these routine service.data for monitoring. If one
 

has the freedom to design a monitoring system, then it is-usually possible to
 

simplify and refine measurements of input and output and tailor them to speci

fic program objectives. For example, any CBD program, that aims, at equity in 

service delivery should include meaningful measures of it in-its collection of
 

data characterizing the output (sex, socioeconomic ,level or some proxy, etc.)
 

linked with appropriate feedback mechanisms. Few systems, however, give'one 

the ability to do this on the basis of routine data. Similarly, a CBD.program
 

that aims at coverage of pregnant women by providing-at least two prenatal
 

visits needs to distinguish between first, second, and subsequent visits for 

each woman rather than; count only the number of women attending for prenatal 

services. 

To permit meaningful feedback, the results of monitoring need to be Avail

able on a regular short-term basis., For-outcome surveillance one can use 

simple alarm signals that alert one to possible problems in the performance 

vis-a-vis high risk groups, significant diseases, or uiiacceptable health pra 

tices. These.serve as proxies for total performance ,in -population coverage 

and can readily feed back into in-service training and management.
 

Some examples from our system of program monitoring in field projects 

in Narangwal, India ,will illustrate possible approaches. First is an example 

of the' high: risk group approach.. Cases'of anemia detected ini the clinic kor.on 



routine screening were kept in a special high-risk index card system. The
 

supervisor would check on a monthly basis whether all had received treatment
 

and monthly checkups (nutput) and whether their hemoglobins had individually. 

improved significantly. Each case ;that was not provided with expected services. 

or did not improve was investigated thoroughly. The supervisor discussed.with
 

the worker the steps to be taken in individual cases as well as programmatic
 

implications. If programmatic implications seemed of interest to..thewhole
 

program, the finding was also fed back in overall procedures and in-service 

training.
 

Second follows an-example of the significant disease approach." The Naran

qwal program aimed at total eradication of tetanus. Therefore, a system needed 

to be developed to detect and report cases. In this specific case it imeant 

a quick reporting of all'neonatal deaths (high sensitivity, low specificity) 

and investigation of all of them. If tetanus neonatorum was found to be the 

probable cause of death, the case was explored to expose how and why the healIth 

system did not prevent tetanus and feedback was carried through. Because of 

.
the persistent finding that some pregnant women were not being immunized, we 

finally decided to vaccinate all women of reproductive age rather than persis 

in trying to immunize them in.the third trimester of pregnancy. Indeed, this 

surveillance for tetanus also turned up other findingris important to the refi4 

rhent of those components of the, program thataimeidat lowering neonatal death. 

in general. 
Third is an example of surveillance of detrimental practices. Late sup

plementation of ' breastfed children was a problem in Narangwal, and this tends 

to flatten growth curves. Individual growth curves are thus evidence of this
 

Dractice and:can be used ,for nutrition education as well as program 'monitoring. 
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From the examples iis very :ciear' that program monitoring of'outcomes 

is in fact based on samples of individual records, selected by different cri

teria. It therefore easily merges withindividual surveillance and is.largely 

based on the same data. 

Individual surveillance conceptually aims at providing early detection 

and appropriate treatment for a number of significant diseases to all in the
 

target population. Growth and morbiditysurveillancie therefore looks at, a
 

limited number of selected indicators that can and should trigger health'edu

cation or curative care. Fertility surveillance for early detection of preg

nancyis a somewhat special case as it looks for physiological rather than
 

pathological indicators for the provision of,services.
 

In developed countries it is usual to aim for the best possible sensitivity
 

and specificity by submitting the whole population to less expensive, highly
 

sensitive, but not so specific screening or surveillance and follow this uip, 

with more expensive "definitive" tests that are highly specific and sensitive 

and eliminate most false positives. In .developing countries, in order to'limi_ 

opportunity costs to-.the actual provision of servicesj it is usually more 

advantageous to select.only one indicator of an acceptable level of specificity
 

and sensitivity. 
Such indicators are: strongly determined by.the environment. 

Where malaria affects most people, fever may be a good enough indicator to 

trigger malaria t reatment; where malaria is less common, other surveillance: 

methods need to be devised. 

Most outcome indicators discussed under-program monitoring were also used 

... adicators in individual surveillance. They give,'n idea. of, the range of 

indicators that may be useful. Analysis of surveillance data can in many cases 

be limited to numerator,analysis or use ofsimple proportions. Use of more , 



sophisticated statistical methods is 'only rarely indicated.
 

It should be pointed: out that where the general, principles ,of monitor

ing and surveillance are clear, the methodology-of program monitoring and indi

viduaisurveillance needs further•refinement and formalization. Many programs 

suffer either under a burden of monitoring/surveillance data that are too 

cumbersome and costly and do not lead'to quick decisions or ,instead have vir

tually no data -that keeps.-them on target.
 

Table 3 gives the range, of possible indicators for, selected heaith inter

ventions under a modified 1functional analysis approach. In fact, this scheme 

can be used as the core for indicators in the 'different phases of evaluatiIon

preprogram, monitoring, and program review--even though their analytical trans

formation may have to be adapted. 

CONSTRAINTS TO EVALUATION INCBD PROGRAMS
 

Financial
 

Available funds for health interventionsln some ieveloping: countrie :are 

'.
as low as $1.00pex capitaper year,making .the opportunity cost of the full 

fledged evaluation too high. Accepting.that,.evaluation costs should be 10-30% 

of the costs of routine services gives in some countries as little as $.10-. 30 

.per capita per year for evaliuation. In some:projects, there is no budget for 

evaluation at all. We feel ,that at least a.l0% commitmentiS necessary, and '- : 

special sampling methods are needed to deal with financial constraints rather 

than putting too stringent constraints on the.range of,data to be obtained in
 

CBD programs.
 

Political 

Implementation .of services Is politically, and emotionally., more attractive 
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than-,evalu, . it. is more seems "useful,".iation; tangible: and more but well targeted 

evaluation with quick feedback to the app opriate decisionmakers has some / 

chances ,of being acceptable. 

Sociological
 

Program review (usually from the outside) is often perceived as imperial

istic. Even monitoring from the inside is perceived by many workers and mana

gers to be very threatening due to fear of negative sanctions if inevitable
 

weaknesses come to light'. This constraint needs to lead 'to careful manage

ment of participation in the:,intderpretation of the evaluotion-and 'the necessary 

decision making.
 

Technological
 

Few cheap, reliable instruments are available for valid evaluation Of 

health interventions in developing countries on an ongoing basis. Locally
 

devised instruments are probably most indicated, using some basic principles.
 

Professional 

The community oriented/community based'-approach' in health interventions 

is fundamentally different from the classical curative., individually oriented 

approach of the physicians who are traditionally responsible for health ser

vices and evaluation in developing countries. This will demand retraining ,of 

these key decisionmakers. 

Structural 

%scommunication is a:,vital prerequisite for evaluation, theIlabk of 

team approaches and infrastructures in many projects is a -major obstacle. 

Also,. very.: few CBD programs have functioning evaluation' units. 
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Training 

.Too few centers providing the'inecessary iskills for the ',design and imple-!
 

mentation of integrated evaluation of health'interventions exist.
 

Managerial;
 

Evaluation with participation of the community iand:health workers as 

well as health service managers presupposes, as well as contributes to, manage.
 

ment by objectives based on mutual trust. Most managers unfortunately still
 

function on distrust of villagers and workers;, this attitude-dates from colo

nial times.
 

CONCLUS IONS 

The evaluation of healthinterventions in CBD programs shbuld primarily 

serve the purpose of assuring optimal planning of each intervention and opti

mal implementation ofie.plan. This puts ful emphasis.on preprogram :evalua

tion and monitoring.
 

The evaluation -process has to-proceed systematically throuIghfive steps 

starting from the specification of management or planning questions to be, 

resolved by the evaluation. Of equal importance with 'the'technical content 

of the evaluation is the choice, of participants in its formulation and inter 

pretation. 

The information methodology to be considered should range from rythevery 

informal, to .surveys on random samples, to well-coordinated functi6nal analy

sis batteries of surveys. Simplification and econom'y of'information'should 

be sought by the use of samples and sources of information with multiple, pur

poses (accountability, continuity, or quality of care). The characteristics ; 

of such an information system are discussed. Analytical approaches, particularly 

to monitoring and surveillance, need to be innovative and rely on simple quanti
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tative decision procedures rather than sophisticated statistics. The high
 

risk and significant disease approach heip to increase the specificity of:
 

monitoring.
 

The constraints on evaluation are financial, sociological, technological,. 

professional, educational, and managerial. Even so, the awareness of the 

nature of the constraints should invite effective activity. 

In particular, we believe that if evaluation of health interventions 

were based on this generic framework and tried out in a variety of settings 

for a year or two, one would be able to-evaluate the evaluation and'be able 

to design modules and algorithms for the evaluation of health initerventions 

in CBD programs. 
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