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v i i  

Foreword 

The unanimous agreement of one 's  col leagues would be d e s i r a b l e  t o  
ob ta in  p r i o r  t o  f i n a l  publ ica t ion  of such a methodological s ta tement  a s  is 
represented  by t h i s  document. The lack  of such complete agreement is 
i n d i c a t i v e  of r a p i d l y  evolving conceptual and methodological approaches t o  
eva lua t ing  h e a l t h  a c t i v i t i e s  i n  developing coun t r i e s .  This  s ta tement  has  
attempted t o  capture  many of these  ideas  over  i t s  2-year evo lu t iona ry  l i f e ,  
but undoubtedly st i l l  r ep resen t s  only a p a r t i a l  s ta tement .  A s  a conse- 
quence, e i t h e r  a more complete rev ised  vers ion  o r  an e n t i r e l y  "new" 
approach is  s t i l l  l i k e l y  t o  emerge. 

Th i s  p a r t i c u l a r  vers ion ,  a s  i t s  t i t le  impl ies ,  makes no claim t o  com- 
p le teness .  Nonetheless,  i t  has moved from "d ra f t "  t o  "published" s t a t u s  t o  
s t imu la t e  a broader audience t o  "do b e t t e r "  and t o  improve the  present  r a t e  
of new knowledge development about the  impact and ope ra t ion  of h e a l t h  
p ro j ec t s .  To appea l  t o  the  p r a c t i c a l i t i e s  of l i f e  and t o  paraphrase a w e l l  
worn dictum, "the bes t  paper is  the  done paper." By d e f i n i t i o n  t h i s  paper 
i s  now "done ." 

The author  acknowledges the  many who reviewed, commented on, o r  argued 
wi th  p r i o r  d r a f t s  of t h i s  paper. The present  vers ion  has improved 
m a t e r i a l l y  a s  a r e s u l t  of these many previous comments. The s e c r e t a r i a l  
a s s i s t a n c e  from the  Off ice  of Heal th (SCT), Nu t r i t i on  (SCT) and PPC is 
acknowledged with g r a t i t u d e  and apprec ia t ion .  I f  h e a l t h  ca re  i n t e r v e n t i o n s  
improve as a consequence of t h i s  e f f o r t  t o  systematize c o l l e c t i v e  thoughts  
and percept ions about a complex human process ,  the  present  e f f o r t  w i l l  have 
been worthwhile. 
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Preface 

Over the last two and one-half years, an informal working group of 
interested AID professionals has been addressing the issue of health 
project evaluation. This paper, written and revised by David W. Dunlop 
with the assistance of this AID working group, provides a constructive 
beginning to the establishment of an evaluation framework for primary 
health care interventions in developing countries. 

This paper is presented via the Office of Evaluation's discussion 
paper series to enhance the focus of ideas under consideration in this 
important area of human service program evaluation. It is the office's 
view that the paper will provide considerable guidance to many who will 
work in this area. 

Richard Blue 
AAA/ PRC/E 
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I. Introduction 

With the introduction of the United Nations second development decade 
in  1970, increased emphasis was focused on improvi the health and basic 
human needs of people residing in  poor countries. lY Throughout the 1970s. 
th i s  emphasis has been gradually translated into specif ic  actions by coun- 
t r i e s  and international donors. Many developing countries, for  example. 
have expanded the i r  development expenditures for improvements i n  heal th  
care programs. The World Bank expl ic i t ly  debated the merits of such activ- 
i t i e s  rough (a) an ar t iculat ion of a human resource approach to  develop- 
mt. 8 (b) the expressed recognition of he inherent logic of income 

35 equity as an imperative for  development. - and (c) i t s  i n t e  a1 discus- n sions about the rationale for  d i rec t  health sector lending. - 

The of f i c i a l  U.S. position toward these winds of change is manifested 
i n  the 1974 amendments to  the Foreign Assistance Act that  gave the Agency 
for International Development (AID) the mandate to  ingyve  the qual i ty  of 
l i f e  of the most disenfranchised mmbers of society. - The recently held 
World Health Organization (WHO)-UNICEF conference on Primary Health Care a t  
Alma Ata, USSR, represented an attempt by the m r l d ' s  health c o m n i t y  to  
more specifically address the broad s t ra teg ic  steps requir t o  make a %9 signif icant  improvement i n  an en t i re  population's health. - 

AID Commitment t o  Health 

Based on AID'S changed congressional mandate as  expressed i n  the 1974 
amendments, human needs programming, including health, has expanded. Since 
tha t  t i m e ,  A I D  has been a cooperating partner with and a pioneer among 
countries and donors in  promoting health programs. Since the mandate 
changes, A I D  and its regional b r e a u s  have systematically ycfdressed numer- 
ous issues in  order to  define the i r  health sector policy. - AID'S  support 
for  health a c t i v i t i e s  has increased s ignif icant ly  during the past 7 years. 
It is nar supporting health ac t iv i t i e s  in  68 countries i n  four basic areas: 
(a)  primary health care delivery; (b) control of tropical diseases; (c) 
improvements i n  water and sani ta t ion;  and (d) health planning and manage- 
ment. 

A I D  Commitment to  Evaluation 

Despite the increasing acceptance of health programs, there is l i t t l e  
hard evidence that they lead t o  improved health s ta tus .  In particular,  i t  
is unclear whether primary health care delivery systems involving outreach 
workers, paraprofessionals, and t r iage are more effect ive i n  improving the 
health s ta tus  of larger numbers of people or i n  assuring more effective use 
of limited resources allocated to  health than are urban-based, highly 
specialized hospital  systems. It seeme that t h i s  should be so; however, 
the evidence to date is inconclusive a t  best. 



Given the increasingly d i f f i c u l t  economic s i tua t ion  i n  the United 
States ,  the Congress has become w r e  interested i n  the success, effective- 
ness, and efficency of the program that  it funds, including those i n  the 
foreign assistance area. Independently of,  though in  agreement with, con- 
gressional concerns, a number of AID health professionals have addressed 
these issues i n  an intra-agency health evaluation working group. In  con- 
junction with AID'S own response to  congressional inquiry (the Bennett and 
now McPherson impact evaluation study i n i t i a t i v e ) ,  they are  interested i n  
determining i f  primary health care is working as e f f i c i en t ly  as has been 
anticipated. The prac t ica l  measurement d i f f i c u l t i e s  i n  discerning changes 
i n  f i n a l  health indicators i n  the short t i m e  periods over which AID nor- 
mally funds projects ( i r respect ive of the problems of theoret ical  implausi- 
b i l i t y  and misspecified a t t r ibu t ion)  have provided the impetus for  t h i s  
reexamination. Perhaps th i s  individual and col lect ive concern by health 
professionals i n  AID is the single greatest  indicator of its commitment t o  
health project evaluation. 

Purpose of This Paeer - 

Much can be writ ten from a conceptual and technical perspective about 
health project evaluation. Each group of evaluation users has d i f fe r ing  
needs and requirements for information. However, t h i s  paper addresses 
several  topics of concern to  those most d i rec t ly  involved i n  he design, 
implementation, and evaluation of health projectslprograms. d These 
topics, i n  the i r  order of presentation, are  br ief ly  described below. F i r s t  
are  the problems rela ted to  current health project or program evaluation, 
including: (a )  the assumed l inear  flow of impacts (the concept of system); 
(b) a t t r ibu t ion ;  (c) feedback and indirect  impacts; and (d) time a s  an 
important variable i n  evaluation. 

The paper then considers f ive concepts for  inclusion i n  health project  
evaluation. (1) Given the present congressional mandate t o  provide for  the 
basic human needs of the poorest people i n  poor countries, it is important 
to  reconsider the relevancy of such often enunciated f i n a l  impact measures 
as  w r t a l i t y  or morbidity decline. In conducting such a reconsideration. 
an a l ternat ive conceptualization of impacts, using the taxonoq of ew-  
nomics i n  the form of investment and consumption impact measures, is devel- 
oped. (2) The importance of context and constraint  analysis is developed. 
(3) Health programlproject costs have become an increasingly important 
issue,  par t icular ly  i n  countries that  have t rad i t iona l ly  financed a large 
proportion of recurrent costs from cent ra l  government resources. (4) 
Equity considerations are  reviewed for  inclusion i n  evaluation a c t i v i t i e s .  
(5) A dynamic systems framework is deemed essen t ia l  for evaluation, and 
systematic treatment of the problem and issues involved i n  implementing 
such a framework are  reviewed. The framework incorporates the ideas 
presented above. 

Finally,  the paper addresses a s e r i e s  of pract ical  issues  that  mst be 
resolved before any evaluation strategy or  s e t  of measures is defined for  



use in ascertaining impact. These issues include the problems of 
attribution of impact, timing of impact measurement, audience differences. 
data availability,. and cost of information considerations. A summary and a 
set of recommndations conclude the paper. 



11. Problem of Current Approaches to  Health 
Project/Program Evaluation - 

The Linear Evaluation Model 

Most evaluation exercises are conducted using a l inear  mental con- 
s t ruc t  as follows: combining a s e t  of resources (inputs " i")  i n  a par t ic-  
u l a r  manner (technology " j")  leads to  a se r ies  of changes i n  masures of 
impact (output/outcom "k") that  are ascertainable a t  various points i n  the 
future. This approach represents a standard production m d e l  as exempli- 
fied by the assembly l ine  or by the standard project appraisal methods 
undertaken by for-profit enterprises. A schematic representation of th i s  
model is shown i n  Figure 1. In t h i s  f igure,  the assumed process of 
ac t iv i ty  suggests that  inputs are combined to  produce services that  are 
"consumed" by the target  population whose health s ta tus  i s  improved as a 
consequence of consuming these services. 

Although such an analyt ical  construct may be appropriate for use i n  
cer ta in  s i tuat ions ,  i t  can often misspecify the nature of the evaluation 
problem i n  health. To best understand the health evaluation problem, con- 
s ider  the following statement. A positive s t a t e  of good health resu l t s  
from a complex interweaving of many factors (inputs). The acquisit ion of 
health care services i s  only one of these factors. Other factors  include 
agr icul tural  production, family income, and sanitation.  This is not to  say 
that  the ava i lab i l i ty  of health services i s  not important to  a population 
but rather to  point out that  such services operate i n  a context and as  par t  
of a complex system. 

A t  the present t i m e  i n  developing countries, many of the inputs that  
can improve the health of a population are  provided by categorical  delivery 
systems, for  example, through separate immunization campaigns fo r  individ- 
ual diseases. Health planners are attempting to  reshape the concept of 
primary health care by welding the present disparate delivery systems with 
outreach and education services in to  a unified and more productive s t ra tegy 
fo r  health improvement. 

Many of the services embodied i n  t h i s  broader primary health care 
approach are not limited direct ly  to  the health sector and may not t rad i -  
t ional ly  have been considered part  of that  sector a t  a l l .  Among these are  
food production and dis t r ibut ion,  safer  and more f reely available water for  
household use, sanitation,  education and housing. Even though a par t icular  
health program may choose not to  tackle a l l  these multifaceted problems, i t  
is valuable t o  incorporate them in to  the broad concept of primary health 
care. Knowledge of these broad-ranging components a s s i s t s  policy makers i n  
(a) accounting for  the large number of variables influencing the health 
s ta tus  of any given population, (b) understanding the wide range of  options 
available for improving that  s ta tus ,  and (c) focusing on the possible com- 
plementarities or synergisms between those options. 



Flgure 1. An Example of a Llnear Evaluation Model 

Nu t r l t l on  Education PostproJect 
Pro ject  l np r t s  

PROVIDERS CHARACTERISTICS PROV I DED POPULAT l ON POPULATION 

Examples of Measurable (Xltput Indicators For Each Chanae 

Personnel Trained 

National d l rec to r  
School d l r e d o r  
School professors 

Prov lnc la l  m n l t w  
Monltr lces - selected - t ra ined 

School Created 

Support ive Supervisory Lbnthly Educatlon Maternal Knowledge Ma lnu t r l t l on  
Systan 

Regular v i s l t l n g  39 lessons 
Problem solvlng Act lve par t l c lpa t lon  
Educational focus Systemat l c  coverage 

Repet l t lon 
l n l t l a t l v e  enwuraged 

Upf lw lng  lnformatlon 
Systan 

In-Servlce/Contlnu 1ng 
Educat lon/Tra 1 n I ng  
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Cur r i cu la  Developed of educatlon 

F l e x l b l l l t y  
School curricular Encwrage per 1 phera l 
CSE f iches techn. l n i t l a t l v e  Ref e r ra  I s  

Coverage 

Access1 b l  l l t y  

Note: A = change I n  - . 

Vacclnatlon 
Weaning 
Cheap n u t r l t l o n  $ Underweight 

Home Rx diarrhea for  Age 

Maternal Capacity 

To welgh food cholces 
To use social  servlces 
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Source: Adapted f r a  The World Health Orgenlzatlon. The Evaluatlon of Fami l y  Plannlng A c t l v l t l e s  Conducted In  Health 
Servlces. Technical Report Series No. 569 (Geneva: Ui0, 1975). 



Other Linear-Model Problems 

Attribution 

If  a change of "y" i n  measure "x" is achieved, tut i f  "a, " "b, " "c. " 
and "d"-"h have also been changing, to  what i s  the change in  measure "x" 
at t r ibutable:  to  changes in  "a," or i n  "b," or i n  "h," or i n  a l l  of them; 
and, i n  what proportion? 

It is also important to  dist inguish between s t a t i s t i c a l  correlation 
and ascribed causality. In many instances, par t icular ly  when simultaneous 
a c t i v i t i e s  are underway in  the same area or locale,  i t  i s  not c lear  whether 
the e f fo r t s  made by one program or intervention are a t t r ibu tab le  i n  an 
indirect  way to  another intervention or s e t  of interventions i n  the same 
locale. While the occurrence of such multiple e f f ec t s  can potent ia l ly  be 
s t a t i s t i c a l l y  disentangled, the program or the project information system 
is generally not designed to accumulate the information about the larger  
environment and the changes in  that  environment that  my be the actual  
reason for  the success of the program. 

In  two countries where infant mortality and subsequent b i r t h  r a t e  
declines have been studied--Kerala s t a t e  of India and S r i  Lanka--the 
observed declines have generally been a t t r ibu ted  to  a commitment by both 
governments to  minimize f l u c t  t ions  i n  food consumption, and not solely t o  
health program intervention. !? A t  the same t i m e ,  these countries (or 
parts thereof) have made a po l i t i ca l  commitment to  address expl ic i t ly  the 
dis t r ibut ion of wealth and income. Thus, to  a t t r i bu t e  causali ty or d i rec t  
impact t o  a par t icular  program intervention such as health may not be val id  
given the larger context in  which the program operates. 

Feedback and Indirect  Impacts 

Another'linear-model problem is that  of indirect  effects .  The term 
"program impact" generally denotes a change i n  a direct  outcome measure 
tha t  is a t t r ibu tab le  t o  a par t icular  intervention. As i n  most human 
resource programs, however, the d i rec t  e f fec t s  are often not the only 
effects .  There are  many i rec t  e f fec t s  as well, and these may be e i t he r  
desirable or  undesirable. PBf The t*l following examples are  suggestive of 
the uu l t ip le  impacts a t t r ibutable  t o  improved education. For example, 
increased educstion has generally been assumed to  improve labor produc- 
t i v i t y .  However, the benefits  of increased labor productivity not only may 
accrue to  specif ic  individuals but also to  society (assuming a demand f o r  
labor). 

Increased education is also associated s t a t i s t i c a l l y  with household 
decisions to  l i m i t  family s ize .  A t  the same time, there is a high correla- 
t ion between educational s t a tu s  and the probability of d g r a t i o n  from ru ra l  



to  urban areas that ,  i n  cer ta in  s i tuat ions ,  may yield negative externali-  
t i e s .  In  areas where economic growth is slow or stagnating, such migration 
patterns often exacerbate l iv ing conditions for both urban and ru ra l  
dwellers. 

In  the case of health, program outcomes may manifest themselves i n  
numerous ways both i n  direct  improvements i n  health s ta tus  ( i r respect ive of 
the measure used) and i n  human resource measures (such as  ra tes  of learn- 
ing, at tentiveness,  anthropometric measures, and changes i n  desired family 
s ize) .  Clearly the impact of a par t icular  health intervention factor  may 
spread i n  many directions and take many forms. Thus, a person's c r ea t iv i ty  
i n  se t t ing  up a program and the a b i l i t y  to  monitor i t ,  adrnowledging budget 
constraints,  may be the only reins on the possible outcome indicators.  

There are  two important ways i n  which time is s ignif icant  i n  the 
evaluation process. F i r s t ,  t i m e  i s  often an important variable i n  the 
dynamics of the diffusion of an intervention throughout a given population, 
i n  the way indirect  impacts and feedback processes operate on desired 
outcomes within a household or a community. In the health care delivery 
context, t i m e  is also an important resource that  individuals attempt t o  
conserve. In many societ ies ,  time-use considerations are more important 
factors i n  health care u t i l i za t ion  choices (where and whether to  u t i l i z e  
and i f  so 

1PP" 
mch) than are other resource use considerations such as user 

changes. - 
Second, time is c r i t i c a l  i n  determining when t o  conduct an evaluation. 

Some outcome measures such as the v i t a l  events of a population may not be 
affected during the i n i t i a l  intervention period. Programs may require a 
long gestation period before any measured change occurs. The impact may be 
cumulative and may peak subsequent t o  the assessment. In such a case, when 
the evaluation occurs before the peak impact, the evidence may indicate 
"fai lure ,"  yet had the assessment been conducted a f t e r  the peak impact of a 
particular intervention, the progrrrm would have been considered successful. 
The opposite can also occur. A program i n  the short ru y appear more P2T successful than its longer term ef fec t s  would warrant. - 

Current project design standards imply that  an evaluation be conducted 
within 4 years of project inception and that  projects are rarely  evaluated 
for  impact a f t e r  termination and, thus, the impacts are not documented. In 
addition, because the impact may be greater or l ess  than they were a t  the 
point of evaluation, the evaluation resu l t s  may also be biased. 



111. Concepts f o r  Incorporat ion i n t o  
Health P ro jec t  Evaluation 

The Economic Rationale f o r  Choosing 
Health Project/Program Evaluat ion Measures 

While changes i n  v i t a l  event measures a r e  important i n d i c a t o r s  of a 
h e a l t h  program's e f f ec t iveness ,  i n  the  present  development context o the r  
hea l th  impact i n d i c a t o r s  must a l s o  be used. The Alma Ata conference 
imperat ive,  "hea l th  f o r  a l l  by the year 2000," i s  only i n t e r p r e t a b l e  i n  the  
broader context of bas ic  human needs and the  q u a l i t y  of l i f e  r a t h e r  than i n  
t h e  context of economic growth mximiza t ion .  The present  human needs con- 
t e x t  s t r e s s e s  consumption imperat ives,  whereas the growth maximization 
approach has tended t o  s t r e s s  investment a c t i v i t i e s  necessary t o  a t t a i n  
t h a t  growth ob jec t ive .  

Because benefi t -cost  ana lys i s ,  one of the  most of ten  used a n a l y t i c a l  
frameworks, has t r a d i t i o n a l l y  measured s o c i a l  investment flows i n  the  form 
of l o s t  o r  reduced labor  p roduc t iv i ty  due t o  high mor ta l i ty  and morbidity 
( the  c l a s s i c  human c a p i t a l  approach), consumption b e n e f i t s  measured by 
u t i l i z a t i o n ,  wi l l ingness  t o  pay, and revealed preferences have not gener- 
a l l y  been incorporated i n t o  the ana lys i s .  Thus, the human c a p i t a l  approach 
t o  measuring the bene f i t s  of hea l th  programs i s  considere o be an overly 
circumscribed approach f o r  eva lua t ing  h e a l t h  a c t i v i t i e s .  b5 This approach 
is a l s o  weak i n  i t s  cons idera t ions  of the  s y n e r g i s t i c ,  demographic ex te r -  
n a l i t i e s  of hea l th  a c t i v i t i e s  where such impacts can have a r a t h e r  long 
g e s t a t i o n  period,  can feedback on emselves, and can a l t e r  an e n t i r e  

1 0 s o c i e t y ' s  demographic s t r u c t u r e .  - 

Health Impact &asures  and Economic Benef i t s  

Health has both investment and consumption a t t r i b u t e s .  Ind iv idua l s  
and households demand m d i c a l  care  when they perceive a reasonable prob- 
a b i l i t y  of a l l e v i a t i n g  pain and su f fe r ing  e i t h e r  by themselves or  by s ig -  
n i f i c a n t  others .  Households commonly attempt t o  a v e r t  t h e  death of t h e i r  
members t o  the ex ten t  t h e i r  knowledge and resources allow, not  simply f o r  
human c a p i t a l  investment reasons,  but a l s o  f o r  the  consumption reason of 
improved q u a l i t y  of family l i f e .  

More formally s t a t e d ,  impact eva lua t ion  a c t i v i t i e s  have suggested t h a t  
changes i n  v i t a l  events  r a t e s ,  such a s  i n f a n t  mor t a l i t y  o r  crude dea th  
r a t e s ,  a r e  the  only appropia te  f i n a l  outcome measures on which t o  focus 
a t t en t ion .  Changes i n  these r a t e s  have been used as  the c r i t e r i a  f o r  an 
in t e rven t ion ' s  success,  l a rge ly  because the  t r a d i t i o n a l  r a t i o n a l e  f o r  donor 
involvement i n  development a c t i v i t i e s  focused on the ex ten t  t o  which meas- 
ured economic output  was or  would be increased a s  a consequence of t h e  
in tervent ion .  Considerations of consumer s a t i s f a c t i o n  o r  q u a l i t y  of l i f e  



in  such instances have been deemed an incidental  benefit.  However, meas- 
ures of health services consumption benefits and the i r  valuation are 
increasingly important. Figure 2 summarizes these ideas and concepts. 

For example, the information presented i n  Figure 2 shows that  a change 
i n  a v i t a l  event ra te  such as infant mortality can lead to  a se r ies  of con- 
sumption as we11 as investment benefits. Similarly, other measures such as 
health service u t i l i za t ion  ra tes  and indication f consumer sa t i s fac t ion  
have both investment and consumption benefits. k9 The timing of benefit 
onset magnitudes and duration is yet to be empirically determined for vir -  
tual ly  a l l  of these measures. A substantive case ca hus be made for  

765 future empirical work that  focuses on these issues. - 

Given that  di f ferent  types of investment and consumption benefits  are 
derived from health projects/programs when various project impact measures 
change (as indicated i n  Figure 2) .  i t  is important that  m r e  than one 
impact indicator be used i n  health project evaluation. Further, to  the 
extent that  basic human needs and quali ty of l i f e  considerations are 
believed to be important development goals, health impact measures, such as  
u t i l i za t ion ,  and indicators of consumer sat isfact ion wi l l  warrant increased 
at tent ion i n  terms of measurement and analysis. Because a l l  indicators 
presented i n  Figbre 2 have investment benefits ,  there is a fur ther  ration- 
a l e  for engaging i n  improved measurement and analysis of indicators. These 
changes would improve the standard benefit-cost analyses by including a 
more complete s e t  of benefits i n  the analysis. 

In  recent years considerable progress has 
health s ta tus .  of Katz e t  a l .  
Gibson a1. ( 1 E ; ) z 7  Densen 
( 1 9 7 9 1 2 1  among others, has charted a clear path through the theroret ical  
measurement problems and has established pract ical  solutions for functional 
health s ta tus  indexes. Survey research techniques have been developed and 
tested for  mnitor ing the changes in  social ,  psychological, and physical 
measures of functioning. These measures have been scaled and tested for 
r e l i a b i l i t y  and discriminatory power on a number of dif ferent  populations 
and have become generally accepted. While most of the instruments have 
only recently been developed, the i r  use has been increasing i n  health pro- 
gram evaluation i n  the United States i n  such diverse areas as ambulatory. 
nursing home, and home-based health care. 

While conceptual and measurement development has greatly enhanced the 
f ea s ib i l i t y  of improving the monitoring of morbidity and debi l i ty  changes 
in  the developing country context, mortality impact continues to  be an 
important component of a health intervention program. In many countries, 
one of the primary objectives of health program interventions is t o  improve 
maternal and child health. One primary masure of such improvement is a 
reduction i n  infant mortality, irrespective of the reason for  the reduc- 
tion. Thus, for cer ta in  selected intervention purposes, the use of simple 
surveys or v i t a l  event regis t ra t ion continues to  be a mportant part  of 

931 health s ta tus  measurement and outcome determination. - 



Figure 2. Relatlonshlps Between Econanlc Benef i ts and Health lmpact Measures 

- - 

Health Impact Measures 
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In order to  measure a health outcome, whether i n  t e r m  of the mor- 
t a l i t y ,  a functional health s ta tus  index, or via maternal and child health 
measures such as infant mortality, a survey of the target population is 
required. Program ut i l iza t ion  data are not suff ic ient  for t h i s  purpose. 
Where intervention programs have not been designed with baseline surveys, 
or where some wni tor ing  of the target population i s  not included i n  the 
project design, a great deal of analyt ical  power is los t  for ascribing 
cer ta in  impacts to the intervention program. Thus, an important general 
recommendation is that i f  a program is to be evaluated on f i n a l  outcome 
measures, an appropriate information collection system m s t  be designed and 
used throughout the l i f e  of the project. 

The Role of Util ization and Other Indicators 

Util ization ra tes  and other indicators of consumer sat isfact ion can 
provide insight into the problem of the nonsustainability of i n i t i a t ed  
programs. Without sustainabi l i ty ,  other desired or anticipated impacts 
cannot be obtained. Util ization pattern s h i f t s  are not uncommon i n  health 
programs. They are understandable given the often competitive forces that  
ex is t  i n  health care markets, despite the g ral lack of perception of 
such forces by international design teams. %? Traditional as well a s  
"modern" providers of health care are very jealous of the i r  patients and 
often react i n  individual and collective ways to  new health interventions 
that  are an t i the t ica l  to  the long-run sustainabi l i ty  of their  effor ts .  The 
reasons underlying consumer choice of a l ternat ive service providers is an 
important area for  continued study. 

If a health intervention is intended to  increase awareness and adop- 
tion of prevention health practices (family planning represents one special  
subset) ,  i t  may be appropriate to  w n i t o r  changes in  the knowledge, a t t i -  
tudes, and practices that underlie acceptance of that particular type of 
service (as is done i n  the KAP surveys by the Office of Population). 
Examples using this  approach in  the health area are the ev ation of the 4 9  Tanzanian rmss health education program conducted in  1973- and, more 
recently, the evaluation health education ac t iv i t i e s  i n i t i a t ed  i n  

sf1 Honduras and the Gambia. - 
Several approaches used i n  the United States t o  measure changes in  

sat isfact ion result ing from changes i n  the use (consumption) of health 
services can be adapted for  use in  developing countries. One is the house- 
hold-based health interview survey that  has been conducted i n  the United 

ce 1957 t o  obtain population-based health service u t i l i za t ion  %: More precise estimates of u t i l i za t ion  rates are  possible when 
the numerical information is related e i ther  t o  changes i n  consumer sa t i s -  
faction that are established through survey i n  uments such as those 
developed by John Ware, J i m  Bush, and others, o r  t o  changes i n  willing- 
ness-to-pay responses that  are e l i c i t  through methods suggested by Ed 

541 Clarke, Joseph Lipscomb, and others. - 



Ocher i n f e r e n t i a l  information about changes i n  consumer s a t i s f a c t i o n  
t h a t  reveal  changes i n  the  qua l i ty  of l i f e  can be obtained by w n i t o r i n g  
the a l l o c a t i o n  of time t onsumption, production, and l e i s u r e  a c t i v i t i e s  
a t  the  household level .  k7 Analyses of time a l l o c a t i o n  can reveal  h e a l t h  
program investment bene f i t s  a s  well.  For ins tance ,  i n  a g r i c u l t u r e ,  it i s  
poss ib le  t o  obta in  information about household members' a l l o c a t i o n  of time 
among various a c t i v i t i e s  when the demand f o r  farm labor is  the greatest--at  
p l an t ing ,  weeding, and harvest ing.  I n  f a c t ,  t he re  have been a number of 
farm management s t u d i e s  t h a t  have obtained such information a t the  a l l o -  Snr ca t ion  of t i m e  from season t o  season f o r  various a c t i v i t i e s .  - 
Furthermore, information ava i l ab le  from primary hea l th  care f a c i l i t i e s  i n  
o the r  count r ies  confirms a u t i l i z a t i  n pa t t e rn  t h a t  is inverse ly  r e l a t e d  t o  
peak ag r i cu l tu re  demands fo r  labor.  q2/ A s  farming system research  
develops, information regarding the  time a l loca t ions  of r u r a l  household 
m e m b e r s  t o  s p e c i f i c  a g r i c u l t u r a l  t a sks  over the  production cycle,  given the  
func t iona l  hea l th  s t a t u s  of each member, w i l l  provide f u r t h e r  i n s i g h t  i n t o  
the nature of the  opportunity cos t s  involved. Whether they be foregone 
a g r i c u l t u r a l  output  or  a d d i t i o n a l  nonhousehold labor cos t s  incurred t o  
obta in  the same production l e v e l ,  they could be avoided i f  succ W f U 1 Y  implemented and sus ta inab le  hea l th  p r o j e c t s  were i n  operat ion.-  

Seasonali ty f a c t o r s  provide o ther  use fu l  hea l th  impact measures. I n  
many r u r a l  a r e a s ,  p a t t e r n s  of abundance o r  s c a r d t y  of t i m e ,  money, o r  
ba r t e r  goods may a l s o  follow a g r i c u l t u r a l  production pa t t e rns .  The number 
of people su f fe r ing  c e r t a i n  hea l th  problems, such a s  seasonal  m l n u t r i t i o n ,  
could be used t o  pred labor product iv i ty  changes, e spec ia l ly  during 
periods of sca rc i ty .  s5 Further ,  i f  t r a d i t i o n a l  hea l th  p rac t i ces  are  
employed o r  "modern" hea l th  se rv ices  a r e  sought based on a seasonal  
pa t t e rn ,  such a p a t t e r n  might manifest changes i n  the pa t t e rn  of d i sease  
and i n  how people perceive the r e l a t i v e  therapeut ic  value of one provider  
type o r  another. By knowing the  t o t a l  u t i l i z a t i o n  pa t t e rn  fo r  a l l  pro- 
v iders  i n  an area  over time, t rends  i n  t o t a l  impact a re  more l i k e l y  t o  be 
uncovered. 

The above discussion i n d i c a t e s  the  value i n  giving such m a s u r e s  as 
u t i l i z a t i o n  more p r i o r i t y  i n  pro jec t  evalua t ion  than they have been given 
i n  the  past .  The purpose of A I D  and o the r  donor development programs i s  
not  t o  provide unending support t o  count r ies  so le ly  t o  increase  t h e i r  con- 
sumption of goods and serv ices .  However, evidence from developing coun- 
t r i e s  increas ingly  suggests tha t  unless  a minimum leve l  of consumption of 
bas i c  goods and se rv ices  is  reached, investment r e tu rns  i n  the  form of 
product iv i ty  gains w i l l  not be forthcoming due t o  mental and phys ica l  
capaci ty and motivat ional  reasons. Because human resource augmentation 
through education and hea l th  programs is occurring,  such measures a s  u t i l i -  
za t ion  ind ica to r s  t o  monitor short-run consumption can provide an i n i t i a l  
determination of whether program may y ie ld  equ i t ab le ,  longer run inves t -  

i ts, which are  se l f -sus ta in ing ,  and address bas ic  human r%?Ef It may be important i n  se l ec ted  p ro jec t s  t o  monitor the  
r e l a t i o n s h i p  between a u t i l i z a t i o n  ind ica to r  and v i t a l  events  measures t o  
reconfirm the p a r t i a l l y  supported hypothesis discussed above concerning 
consumption l e v e l s  and investment returns.  



Social Valuation of Consumption and Investment Benefits 

Assuming the ava i lab i l i ty  of an appropriate masure of the outcome of 
health program ac t iv i t i e s  such as those suggested above, a valuation of the 
outcomes that allows comparieons across program ac t iv i t i e s  within and 
external to  the health f i e ld  is also needed. Traditionally, the main eco- 
nomic benefit included i n  benefit-cost analyses of social  services programs 
has been the discounted present value of foregone output. In health, the 
foregone output has been due t o  e i ther  premature death or a lower level of 
productivity result ing from i l lness .  In industrialized societ ies  with 
negligible unemployment ra tes ,  the assumed measure of valuation has been 
the wage rate ,  with education, occupation, age, and sex a l l  held constant. 

While a number of authors have been c r i t i c a l  of the above approach to 
valuation of benefits on theoretical  as well as empirical grounds, l i t t l e  
has been undertaken t o  a l t e r  the si tuation. Jan Acton reviewed a number of 

ve methods of valuation from a conceptual and theoretical  perspec- ::;fngf He not only pointed out the deficiencies in  the "human capi ta l"  
approach mentioned above but also described the inherent problems of other 
valuation approaches as well. Perhaps the most serious problem with the 
human capital  valuation approach i s  that ,  to  date, i t  has not incorporated 
the possibi l i ty  that  other people may value an individual's contribution 
quite independently of the value of the i t e m  which that individual pro- 
duces for the market. 

Other valuation approaches also have measurement d i f f icu l t ies .  For 
example, judicial  awards and financial  allocations by leg is la t ive  bodies t o  
prevent the death of various subsets of the population facing a r i sk  of 
death have revealed a range of social values on human l i f e .  The ranges 
obtained are often quite substantial  and are not consistent over time rela- 
t ive ei ther  to themselves or to  other subsets i n  the population, based on 
age, race, sex, or occupational grounds. 

More recently. Ed Clarke, and Tideman and Tullock, 37' have developed 
a methodological approach for  operationalizing the willingness-to-pay 
concept. This approach, the demand-revealing process, uses survey research 
techniques of populations or the i r  representatives to  e l i c i t  "true" 
willingness-to-pay statements. Thus, the "free-rider" problem is handled 
theoretically by a tax on an individual or group that  i s  "equal t o  the net 
benefits sacrificed by others as a resul t  of taking that person's [or 
group's] preferences into account. [This amount i s ]  i n  contrast  t o  the 
compensating variation, which sures net benefits sacrificed by each 
individual a t  the margin.. . ." B7 This demand-revealing process fur ther  
penalizes those individuals or groups who "misrepresent t he i r  preferences 
by the amount of the los t  benefit tha uld occur i f  a solution other than 
his preferred choice were selected." Thus, th i s  approach not only cap- 
tures the value to  someone who is a direct  beneficiary of a health inter-  
vention or program, but also the value of a positive health outcome that  
accrues to secondary beneficiaries due to  individual or collective action. 



Efforts 15'1 being made to build upon the initial work conducted by Jan Acton (1973)- to improve the empirical methodology that will elicit 
appropriate willingness-to-pay responses from the public. A multidiscipli- 
nary research effort is obviously implied because of the psychological and 
sociological implications to the measurement problem. 

Given the present empirical difficulties of attaching values to the 
benefit streams of health programs, the continued use of benefit-cost anal- 
ysis in program evaluation and planning is seriously constrained. A more 
tractable position for program evaluation purposes is to detail the set of 
benefits, effects, or impacts that arise out of a particular health program 
intervention and compare them to the costs incurred; that is, conduct an 
ex-post cost-effectiveness analysis. The primary problem with such an 
approach is the general lack of comparative situations. Without reasonable 
comparative situations, it is difficult to determine the relative cost- 
effectiveness of the intervention under review. 

Health Project Context 

A serious flaw of many evaluations is their lack of context analysis, 
the context being the environment in which the project "lives and 
breathes." The context can often be the source of mny difficulties, but 
it can also be the reason behind the success of a particular intervention. 
To improve the likelihood of achieving the intended outcome of a project, a 
comprehensive understanding is necessary of the relationship between a 
project's environment and each of the particular activities undertaken. 

For analytical purposes, it is useful to classify the contextual or 
environmental variables into two categories, intraprogrammatic and extra- 
programmatic or nonprogrammatic, i.e.. situational. These terms coincide 
with the endogenoua and exogenous variables of systems terminology. 

Intraprogrammatic Context 

The programmatic context is defined as those variables that are within 
the administrative or managerial control of a health sector or project 
decision maker. There are a number of such contextual factors that warrant 
discussion. These factors include (a) the design and choice of health 
sector technology; (b) the management of personnel, logistics, and supply 
maintenance; and (c) the timing of service delivery. 

An example of a relevant choice of technology in a developing country 
is what type of nonelectric-powered refrigeration unit should be purchased 
for use in rural facilities for maintaining the freshness of live measles 
vaccine. If refrigeration is unavailable, then either alternative storage 
technologies =st be considered or an improved logistics supply network 
developed in order to launch an effective measles immunization program. 



The initial refrigeration technology choice made by the decision maker 
represents an intraprogrammatic contextual variable that defines the 
capacity of that health care system to provide efficacious measles 
immunizations at a given cost. 

The immunization example can be extended one step further to deal with 
the issue of the importance of timing of service delivery. Often, multiple 
vaccine doses are required to bild up the appropriate immunity levels in 
the population. If the timing of the repeat doses does not adhere strictly 
to the required schedule, the positive externalities accruing to a popula- 
tion from the immunization program will not be forthcoming. Similarly when 
a drug supply and distribution system is not successfully implemented 
within a health care delivery system, fluctating utilization patterns 
occur; in the longer run, total utilization levels fall. 

Nonprogrammatic or Situational Context 

There are many nonprogrammatic or situational contextual factors 
affecting a particular intervention. These factors, more often than intra- 
programmatic ones, determine the character and impact of a particular pro- 
ject. A brief enumeration of some types of nonprogrammatic factors 
provides ample indication of the scope of potential "slips between the cup 
and the lip." These many factors can be categorized in the following ways: 
(a) macroeconomic, (b) political, (c) biological. (d) environmental, (e) 
demographic. (f) cultural, and (g) individual socioeconomic and health 
status characteristics, including education, household dependency patterns. 
income sources, and level of physical and mental functioning. 

Some examples of situational factors that can affect the design. 
implementation, and impact of health projects are sketched out below. 
Within the economic context, the distribution of income, the rate of eco- 
nomic growth and its distribution across sectors and to individual benefi- 
ciaries, the foreign exchange situation, including price trends of 
principle export commodities, import quotas, the level of food production, 
agricultural price policy, international energy price and production, and 
distribution policies, all affect the health care sector and the imple- 
mentation of a given health activity. 

From a politacal perspective, a variety of factors could help to 
explain the relative success of a particular project. For example, a 
health program with a fee-for-service medical care policy would not be 
appropriate for a country that has determined that medical care is a "aerit 
want" or basic "right" of citizenship. In another case, if a project 
requires political leadership and commitment to implement a larger rural 
primary health care program, an analysis of the likelihood of this commit- 
ment, particularly with respect to the government's willingness to allocate 
scarce recurrent costs in its annual budget to this activity, is necessary. 
Finally, if the project requires nutual cooperation from several f.mple- 
menting ministries, as is generally true for nutrition interventions, it is 



important to determine what types of organizational mechanisms most facili- 
tate the cooperation required for successful intervention. 

With respect to potential biological and environmental considerations, 
seasonal and other weather differences can influence the prevalence of a 
disease vector, as in the case of malaria or schistosodasis. The initial 
physical health status of the population, another biological variable, can 
facilitate or impede a mass immunization campaign. Further, cultural and 
religious considerations often affect the implementation of projects. 

The demographic context of the country, especially at the local level, 
can also be an important situational variable to be considered. A program 
launched where there are 10 people per square kilometer rather than 1.000 
has different demographic factors to address. Similarly, different age 
structures, fertility, and mortality patterns and migration flows can alter 
the implementation strategy and final outcome of a health project. 

Finally, education, income, and ethnic differences of the target 
population can influence the success of project implementatio s has been 
demonstrated on many occasions in the family planning field. k7 Finally, 
for donor-funded programs, it is important to distinguish between contex- 
tual factors found in the particular country where the program is being 
implemented and those intrinsic to the Eureaucracy of the donor agency or 
its larger social context. 

Today, most projects considered for funding by AID undergo a social 
soundness analysis in which some of the constraints outlined above are 
investigated. However, most data systems are based on a need for evalua- 
tion and managerial control and rarely gather information on the above- 
described program or situational constraints. Furthermore, the reasons for 
choosing certain strategies or incorporating certain technologies into a 
project are rarely well documented. This lack of documentation is partic- 
ularly true when design changes occur in a project over time. As a conse- 
quence, "success" or lack thereof is difficult to attribute clearly to 
either the management of a project or the environmental variables outside 
the control of the project. 

One implication of this discussion is the importance of a well articu- 
lated, applied research agenda that can monitor these potential constraints 
or facilitating variables and improve the knowledge base upon which future 
projects can be developed. Sow operational research has been conducted on 
health care progr in developing countries and additional studies are now 
being initiated. - Continued and systematic experimentation with alter- 
native health care programs in different countries and regions is necessary 
to determine hov a given intervention will perform in a given environment. 



Cost and Financial  Analysis (Economic Sus ta inab i l i ty )  

It has become increasingly c l e a r  tha t  one of the most se r ious  con- 
s t r a i n t s  t o  the  achievement of heal th  projec t  impact has been the  problem 
of longtetm economic s u s t a i n a b i l i t y .  An increasing number of countr ies  a r e  
facing severe balance of payments and recur r t z )  budget d e f i c i t  problems. 
which have become l a rge r  during the 1970's. - These economic problems 
have necess i ta ted  wre ca re fu l  a t t e n t i o n  t o  the  cos t  of hea l th  care  provi- 
sion and t o  a l t e r n a t i v e  mechanisms other  than t r a d i t i o n a l  government budge- 
t a r y  sources f o r  f i n a n c i a l  support. Recause WHO'S primary hea l th  care 
s t r a t egy  f o r  achieving hea l th  f o r  a l l  by the  year 2000 has been i n i t i a t e d  
i n  an e r a  of increasingly scarce resources,  WHO has given i n c r  ed a t t en -  
t ion  t o  the cost  and f inancing i ssues  of primary heal th  care. g7 I n  t h i s  
present  mil ieu,  more considerat ion is being given t o  seeking f i n a n c i a l  
resources f r &  individual  pa t i en t s  through fee-for-service o r  prepaid 
insurance schemes and from l o c a l  community sources through such s o c i a l  
mechanism as l o c a l  taxes or  cooperative s o c i a l  welfare funds which are 
developed v ia  c h a r g ~ g  imposed on a g r i c u l t u r a l  input and output p r i ces  paid 

/ by and t o  farmers. - 
Today, i n  developing countr ies ,  few i f  any exemplary primary hea l th  

care de l ivery  s y s t e m  e x i s t  tha t  a r e  self-financing. A l l  s y s t e m  requ i re  
some government f i n a n c i a l  support,  e i t h e r  d i r e c t l y  o r  i n d i r e c t l y  ( f o r  
example, through subsidized insurance premiums). The important i s sue  today 
is t o  a sce r t a in  how m c h  government support is necessary t o  s u s t a i n  a 
heal th  care system a t  given u t i l i z a t i o n ,  q u a l i t y ,  and cos t  l e v e l s  and what 
kind of a l t e r n a t i v e  self-f inancing mechanism mixes a r e  required t o  provide 
any remaining port ion of support.  

A ca re fu l  analys is  of the microeconomic s i t u a t i o n  of the hea l th  care 
system includes an analys is  of (a)  recurrent  cos t  flows, (b) incent ive  
s t r u c t u r e s  of a l l  provider and consumer cons t i tuents  including o ther  hea l th  
care providers not being a s s i s t e d  by the pa r t i cu la r  projec t .  ( c )  r e a l  
opportunity cos ts  of resources used i n  the provision of hea l th  care serv- 
i c e s ,  (d) charges i n  resource use i n  r e l a t i o n  t o  u t i l i z a t i o n  charges, and 
(e )  cos t s  and benef i t s  of the a l t e r n a t i v e  financing mechanisms employed. 
Without such an ana lys i s ,  knowledge concerning the long-run s u s t a i n a b i l i  t y  
of the  projec t  o r  in tervent ion ,  including its presumed b e n e f i c i a l  impacts, 
w i l l  be incomplete. An analys is  of each c onent a s  out l ined above must 
be conducted t o  determine sus ta inab i l i ty .  E9 The answer t o  the  question 
of s u s t a i n a b i l i t y  is not immediately obvious and requi res  analyses of the  
r e l a t i v e  importance of s p e c i f i c  demand and supply f a c t o r s  i n  each country 
and perhaps i n  each region. The impact evaluat ion s tud ies  i n  Senegal and 
Korea a s  w e l l  as  ecent  hea l th  f inancing study conducted i n  Nepal empha- 

$87 s i z e  t h i s  point.  - 



Equity Considerations 

The present  l e g i s l a t i v e  mandate under which AID operates def ines  a 
c l e a r  objec t ive  f o r  a l l  of i t s  p ro jec t s .  It c l e a r l y  requi res  t h a t  p r o j e c t s  
be designed t o  focus a t t e n t i o n  on the mst disenfranchised members of 
socie ty  t o  achieve self-sus ned growth tha t  is  equi tably  d i s t r i b u t e d  
throughout the population. gj Most of AID'S  pro jec t  p o r t f o l i o  is so  
focused. The impl ic i t  assumption underlying t h i s  mandate i s  t h a t  by 
t a rge t ing  p ro jec t s  t o  improve the welfare of the poorest subset  of society.  
equi ty  w i l l  be enhanced. 

Since 1974, however, there  has been considerable f r u s t r a t i o n  among 
those i n  the hea l th  and other  s o c i a l  and economic sec to r s  charged wi th  
implementing and sus ta in ing  a c t i v i t i e s  t h a t  address the bas ic  human needs 
of the poorest groups i n  a given society.  Given the n o b i l i t y  of an equi ty  
ob jec t ive ,  how can one a s c e r t a i n  the r e l a t i v e  attainment of such an objec- 
t i v e  during an ex post evaluat ion of a hea l th  projec t?  To the extent  t h a t  
equi ty  has been e x p l i c i t y  considered by heal th  p ro jec t  planners, it has 
general ly been assumed t h a t  equi ty  of access t o  hea l th  care se rv ices  a s  
measured by the d i s t r i b u t i o n  of hea l th  care  providing resources ( input  
equi ty) ,  would lead,  over time, t o  a more u i t a b l e  hea l th  s t a t u s  d i s t r i b u -  
t i o n  i n  the population (outcome equi ty) .  A9 Unfortunately, the assumed 
linkage between input  and outcome equity has not been empir ica l ly  substan- 
t i a t e d ,  p a r t i c u l a r l y  given the lag  i n  response time between the at tainment 
of one objec t ive  and another. 

There a re  other  d i f f i c u l t  i ssues  t o  consider a s  well  i n  analyses of 
equity.  For example, t o  the extent  tha t  any one subset of the populat ion 
has a poorer hea l th  s t a t u s  than another group a t  the beginning of a pro- 
gram, is it equ i t ab le  t o  d i s t r i b u t e  hea l th  care-providing o r  heal th-  
augmenting resources from an access o r  input  equi ty  perspective? In  t h i s  
case, i f  one seeks eventual  improvements i n  outcome equi ty  subsequent t o  a 
p a r t i c u l a r  in tervent ion ,  unequal d i s t r i b u t i o n  of resources during the  l i f e  
of the p ro jec t  i n  favor of the r e l a t i v e l y  disadvantaged group may be 
required.  

It  is important a l so  t o  consider the time dimension of the equi ty  
i ssue ,  p a r t i c u l a r l y  with respect  t o  the economic s u s t a i n a b i l i t y  of a given 
hea l th  intervention.  Two equi ty  i s sues  a r i s e  i n  t h i s  context.  F i r s t ,  what 
is  the d i s t r i b u t i o n  of cost  bearing across groups in  r e l a t i o n  t o  the d is -  
t r i b u t i o n  of the benef i t s ,  or ,  t o  what extent  do those who benef i t  from the  
p ro jec t  sus ta in  the cos ts  of the projec t?  Secondly, an equi ty  issue is 
involved when a given hea l th  a c t i v i t y  is i n i t i a t e d  without p r i o r  considera- 
t ion  being devoted t o  the development of a plan of economic s u s t a i n a  51 j i t Y  t o  maintain the  progress i n i t i a t e d  with development of the projec t .  - 

Fina l ly ,  it is important tha t  information on resource d i s t r i b u t i o n  and 
measures of in tervent ion  impact be disaggregated f o r  purposes of equi ty  
analys is .  Geographic, age, sex, and income c h a r a c t e r i s t i c s  of t h e  
population c o n s t i t u t e  the minimum disaggregation necessary f o r  conducting 
such an ana lys i s  within an evaluat ion  study. 



A Systems Approach t o  Health Project Evaluation 

Conceptual Rationale 

In the past, an ex-post benefit cost model has been used implicity in  
project evaluation. The goals of a project as defined, for  example, i n  the 
"log-frame" of an A I D  project paper, were considered as the appropriate s e t  
of benefit measures to  be used for  comparison with the costs. However, 
both theoretical  and pract ical  reasons ex i s t  for  not using such a framework 
for health project evaluation. From a theoretical  5 q y p e c t i v e ,  benefit- 
cost analysis is basically a micro-oriented tool.- To the extent that  
it is used to  analyze programs or interventions with marginal impacts on 
the en t i re  economic, social ,  and demographic s t ructure  of society. it may 
yield analytically sound conclusions. Benefit-cost analysis assumes no 
changes in  prices, in  quantit ies of the factors of production, or i n  the 
pattern of demand as a consequence of a particular health program. 
Unfortunately, th i s  basic microstructural assumption makes benefit-cost 
analysis par t icular ly  vulnerable when used to  analyze health-related inter-  
ventions that may a l t e r  a number of social  variables including demographic 
structure. In developing countries, where health interventions are often 
aimed a t  significantly reducing the incidence of major health problems such 
as malaria or schistosomiasis, supply and demand relationships i n  a number 
of markets are l ikely t o  be al tered over time. 

Equally important from the perspective of health program planners and 
managers is the fac t  that  the technology of primary health care is s t i l l  in  
an early evolutionary s t a t e ,  where similar input combinations may yield 
different  resu l t s  in  different  locations. For example, volunteer workers 
in  some countries have been more effective than in  others. Community 
participation, that  keystone to the success of primary health care pro- 
grams, has occurred in  some countries and not i n  others. Propharmacies 
have worked as planned in  some contexts and not i n  others. Referral sys- 
tem have operated with varying success across programs. These examples 
provide but a p a r t i a l  l i s t i n g  of the technology design issues confronting 
primary health care programs. 

A further question regarding the variable success of the technology of 
primary health care is whether contextual or environmental variables lead 
t o  the relat ive f a i lu re  of the technology or some aspects of it, or whether 
there is a basic technology design problem. As an analogy, consider the 
many possible reasons for  the nonstarting of a motor i n  the Arctic. 
Environmental reasons, such as  the cold weather, could be responsible for  
i ts  fa i lure  to  s t a r t ,  or, it my be that an engine in  cold climates m s t  
have a s l igh t ly  different s t ructural  configuration or fue l  mixture, or 
both. These l a t t e r  problems represent technological design problems. 

To answer such pract ical  issues on the working of a primary health 
care program, it is useful t o  consider an evaluation framework that incor- 
porates analyses of the underlying causal machanisue connecting input 



resources, a c t i v i t i e s ,  and outcomes i n  an environmental context.  The use 
of a systems approach f a c i l i t a t e s  an understanding of the  reasons why a 
p ro jec t ' s  goals were or were not achieved. Such an understanding is a l s o  
important as a bas i s  f o r  making i n i t i a l  d i s t i n c t i o n s  between cases i n  which 
a s e t  of s imi la r  inputs  produces a given r e s u l t  i n  one a rea ,  but not i n  
another t h a t  may be characterized by somewhat d i f f e r e n t  circumstances. 
Hence, there is a need t o  know more about the e n t i r e  system, both i t s  com- 
ponents and t h e i r  in t e rac t ions .  

Towards a Systems Design 

I n  Figure 3, a h e u r i s t i c  design of a hea l th  sec tor  in tervent ion  
projec t  o r  program evaluat ion system i s  provided. It attempts t o  incorpo- 
r a t e  most of the ideas  and concepts developed above. In the paragraphs 
tha t  follow, the p r inc ipa l  c h a r a c t e r i s t i c s  of the envisioned system a r e  
outl ined.  It is only within the context of a s p e c i f i c  p ro jec t  or h e a l t h  
sec to r  in tervent ion  tha t  operat ional  d e f i n i t i o n s  of the program, i t s  tech- 
nology, the s i t u a t i o n  and process and program ind ica to r s ,  and the  r e s u l t i n g  
benef i t s  and costs  (impacts) a r e  forthcoming. For pedagogical purposes an 
example follows tha t  w i l l  provide an ou t l ine  of t h i s  system. 

Assume tha t  a r u r a l  primary heal th  care service  system, which uses  
paraprofessionals  t o  supervise volunteer hea l th  workers, is being estab- 
l i shed i n  the poorest region of a poor country. This se rv ice  system 
requires  various inputs  (top of f igure )  combined i n  a p a r t i c u l a r  way ( l a t e r  
technology and design) and organized, administered, and supervised accord- 
ing  t o  some defined c r i t e r i a  (see intraprogrammatic context) .  

The primary hea l th  care program has been es tabl i shed i n  a p a r t i c u l a r  
poor ru ra l  context tha t  is ,  however, r e l a t ed  t o  a l o c a l  and na t iona l  s e t  of 
economic, p o l i t i c a l ,  b io log ica l ,  and demographic contextual  var iables  t h a t  
def ine  the l a rge r  environment (see the r i g h t  hand s i d e  of Figure 3).  
Further ,  the program has entered a p a r t i c u l a r  market context f o r  hea l th  
se rv ice  provision i n  t h a t  region. F ina l ly ,  consumers have s p e c i f i c  charac- 
t e r i s t i c s ,  preferences,  and resources tha t  order t h e i r  behavior and def ine  
how they r e l a t e  t o  the new program. The consumers a re  f u r t h e r  disaggre- 
gated i n t o  policy-relevant groups f o r  purposes of equity ana lys i s ,  based on 
resource d i s t r i b u t i o n ,  outcome, o r  cost  bearing indica tors .  Thus, both 
s ides  of the market f o r  heal th  care services  a re  defined i n  a contextual  
way. (Al l  of these r e l a t ionsh ips  a re  defined i n  Figure 3, and a r e  marked 
by the arrows joining the s i t u a t i o n a l  context and the market i n t e r a c t i o n s  
among consumers, the primary hea l th  care system, and the other  hea l th  care  
providers. ) 

Both cos t s  and l o c a l  f inancing of the hea l th  care system a r e  monitored 
a t  the appropriate points  i n  the system and the r e s u l t a n t  information i s  
t ransmit ted  as indicated t o  o ther  points  i n  the system f o r  da i ly  decision- 
making purposes. This information i s  addi t ional ly  used f o r  per iodic  com- 
para t ive  purposes a s  indica ted  a t  the bottom of Figure 3. 
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Figure 3. Health Sector Intervention Evaluation System 
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'see Appendix B for a more detailed l i s t  of indicators within each vector. 



Finally, there are three classes of objective attainment indicators:  
program execution, intermediate outcome, and f i n a l  outcome. A review of 
Figure 2 provides an indication of the types of benefits (consumption 
and/or investment) that  are derived from spec i f ic  indicators whose informa- 
t ion a t  base i s  consumer or provider located. (See Appendix B for  disag- 
gregation of potent ia l  indicators.)  The values of these measures a lso flow 
back to  various sectors (as indicated by the flow arrows), including the 
health care system, and may a l t e r  the subsequent ac t iv i ty  of the i n i t i a t e d  
health care system. The arrows for  each class  of indicators are  a lso 
defined i n  such a way as to  suggest, as Mohapatra has, that  a 

. . . heirarachy of objectives i s  linked together i n  a 
se r ies  of input-output chains i n  which lower-order out- 
puts . . . become inputs i n  higher-order ac t iv i t i e s .  Any 
program can be analyzed i n  terms of the large number of 
input-out chains of which it is composed; indeed, the 
soundness of a program can be judged by the realism 8 5  the assumptions . . . used to  construct these linkages. - 

To summarize, Figure 3 emphasizes the importance of integrat ing f i n a l  
outcome and intermediate or process evaluation e f for t s  by determining the 
extent t o  which both nonprogrammatic s i tua t iona l  and intraprogrammatic con- 
s t r a i n t s  have aided or impeded a project ' s  development. Besides basic lack 
of program resources, other intraprogram constraints,  such as managerial 
problems, the i n i t i a l  design, and the technology embodied i n  a program are  
examples of topics for  "process evaluation." Evaluations that  analyze 
po l i t i ca l ,  socioeconomic, and income dis t r ibut ion variables a s s i s t  i n  
determining the extent to  which such constraints a l t e r  the course of the 
program, and thus, define the extent to  which the program can be expected 
t o  achieve f i n a l  outcome goals. 

Further, it is important to  point out that  Figure 3 implies a s e t  of 
functional relationships between f i n a l  and intermediate outcome indicators ,  
as  well as s e t s  of relationships with inputs and constraints.  These rela- 
tionships are indicated by the arrow from one se t  to the other. For each 
s e t  of indicators,  it i s  possible to  hypothesize the sign of the relation- 
ship between. two variables or indicators,  holding a l l  other things con- 
s tant .  In practice,  however, many relationships have l i t t l e  empirical 
support. Where theoret ical  relationships are not supported by empirical 
s tudies ,  addit ional research work is implied. 

Why These Indicators? 

There are  several  reasons for  recommending the use of the taxonomy 
outlined i n  Figure 3 and delineated i n  greater de t a i l  i n  Appendix B. 
F i r s t ,  by developing and using a larger  number of indicators,  the subtle- 
t i e s  of causal chains and the re la t ive  importance of constraints can be 
investigated more systematically. Simplist ic assert ions of cause and 
effect  can be avoided. 



Second, provider indicators are, for the most part, related to suc- 
cessful performance of administrative and managerial functions. Systematic 
monitoring of the administrative and managerial context can provide program 
decisionmakers with improved knowledge regarding program execution problems 
and a better understanding of their cause. 

Third, each evaluation level proposes one or more indicators of con- 
sumer response. These measures give an additional set of criteria for 
evaluating AID activites which address basic human needs. In such 
instances evaluation of consumption outcomes acquires added importance. 

Fourth, this set of measures enables the monitoring of programs at an 
earlier point using program execution and intermediate indicators. Thus, 
earlier adjustments in project implementation can occur. Because each set 
of indicators measures a number of different attributes of program activ- 
ity, they can be used to more clearly ascertain where a potential problem 
might exist. 

Fifth, data gathered from household surveys are not generally required 
for many of the proposed measures. A well-designed, program-specific 
information system can be provided a significant proportion of the informa- 
tion required for the intermediate outcome measures as well as some of the 
consumer-oriented final outcome masures. Much of the constraint informa- 
tion can be obtained through existing documents or well designed interviews 
with a selected set of informants. Often, very little information requires 
collection using a household survey; thus, the cost of early evaluation 
efforts may be modest. If specific case studies are strategically picked, 
househhold-based data may already exist, as, for example, in the Bicol 
region in the Philippines. 

Finally, the existence of a mltiple set of measures and indicators 
that can be used in short, intermediate, or long-term evaluation contexts. 
means that various reporting and evaluation requirements can be met using 
appropriate measures without conducting exercises simply because changes in 
final outcome measure were established as the long-range raison d'etre of -- 
the endeavor. More focused and, therefore, less expensive evaluation 
efforts can take place throughout the life of the project, thus increasing 
the feedback usefulness of such evaluation activities. 

While all suggested measures suffer from a certain amount of measure- 
ment bias and other data-gathering limitations, many problems can be 
circumvented or minimized earlier in the life of the project by having the 
program-specific information system more closely integrated into the 
evaluation process. 



1V. Other Evaluation Considerations 

There a re  th ree  add i t iona l  i ssues  t o  address i n  determining the  feas-  
i b i l i t y  of using an a n a l y t i c a l  approach and the respect ive  Impact measures 
t o  employ i n  a hea l th  sec to r  evaluat ion.  These i s s u e s ,  s t a t e d  i n  a ques- 
t i o n  format include: ( a )  For whom (audience) is the evaluat ion being 
conducted? (b)  Is data  ava i l ab le  (information q u a l i t y  and quant i ty)?  ( c )  
What does it cos t  t o  obta in  and analyze the information i n  an evalua t ion  
study? These i ssues  a re  addressed below. 

Audience Appropriateness 

No one impact ind ica to r  i s  appropr ia te  f o r  a l l  audiences, nor does any 
one aq~dience normally r equ i re  a l l  i n d i c a t o r s  t o  answer quest ions r e l evan t  
t o  i ts  i n t e r e s t .  As one evalua tor  has commented, "even when the re  is a 
c l e a r  commitment t o  evalua t ion ,  per  se ,  t he re  must be c l e a r  understanding 
of  why [a  given] evalua t ion  is being ca r r i ed  out . . . [Tlhe decis ions  
which a r e  t o  be made on the bas is  of information t e co l l ec ted  must be 3 47 known f o r  the  r i g h t  information t o  be col lected."  - -- 

There a r e  a number of s p e c i f i c  audiences tha t  request evalua t ions  of 
hea l th  pro jec ts .  In mny ins tances ,  these varying audiences de f ine  the 
scope of inqui ry  and the relevance of various ind ica to r s .  There a r e  a t  
l e a s t  seven d i s t i n c t  audiences who may request  an evalua t ion  repor t :  ( a )  
ex te rna l  donor organizations--for themselves (po l i cy )  o r  f o r  t h e i r  indiv id-  
u a l  cons t i tuencies ,  fo r  example, AID request ing an evaluat ion f o r  presenta- 
t i on  t o  Congress ( j u s t i f i c a t i o n ) ;  (b)  the na t ional  government o r  the  
re levant  ministry with j u r i s d i c t i o n  over the  p ro jec t ;  ( c )  the  regional  
(p rov inc ia l )  subset of tha t  ministry;  (d) the l o c a l  adminis t ra t ive  o f f i c e  
o r  person responsible t o  the ndnis t ry ,  fo r  example, the  d i s t r i c t  medical 
o f f i c e r ;  (e )  the leadership of the  l o c a l  community; ( f )  the p ro jec t  o r  
program d i r e c t o r ;  and (g)  the  workers involved i n  the  development and per- 
formance of the p ro jec t .  

I n  genera l ,  those most removed from the  da i ly  operat ion of the  ac t iv -  
i t y  a r e  i n t e r e s t e d  i n  knowing the extent  t o  which the p ro jec t ' s  f i n a l  out- 
come has been achieved, fo r  example, the  extent  t o  which i n f a n t  m r t a l i t y  
has been lowered. On the o ther  hand, program adminis t ra tors  and s e r v i c e  
providers  a r e  mst i n t e r e s t e d  i n  measures of d i r e c t  program a c t i v i t y  such 
as u t i l i z a t i o n .  They requi re  information f o r  supervisory purposes. Thus. 
i t  i s  not  su rp r i s ing  tha t  more than one evaluat ion or  m l t i p u r p o s e  evalua- 
t i ons  may be required.  Fur ther ,  applied research is necessary t o  determine 
t h e  extent  t o  which changes i n  one ind ica to r  a r e  necessary t o  determine the  
ex ten t  t o  which those changes a re  co r re l a t ed  with changes i n  o the r  ind i -  
ca to r s  t h a t  may be of i n t e r e s t  t o  o the r  audiences. 



Data Avai labi l i tz  

The data for many measures can be obtained not only from a project 
managerial information system, but also from other available sources. It 
is useful to  review these sources before launching new e f fo r t s  to  obtain 
data. 

Some data, such as baseline inf t ion,  can be obtained only through 
periodic, population-based surveys. '51pa Baseline information is needed on 
the character is t ics  of the target  population so that  the "true" changes i n  
specif ic  impact measures over the l i f e  of a project can be ascertained. 
For example, research conducted Honduras indicated a 60 percent under- 
regis t ra t ion of infant deaths. Since there may be considerable 
variance i n  underreporting throughout a countly because of differences i n  
e thnici ty ,  income, and other social  and cul tural  factors ,  health programs 
may have l i t t l e  choice but to derive independent estimates of v i t a l  events 
i n  the target population by using survey techniques to  obtain the desired 
policy guidance. 

One potentially cost-effective survey mechanism, the mltipurpose,  
household-based 'interview, is being used i n  certain selected sites through- 
out the world. For example, a rmltipurpose data collection e f fo r t  funded 
by AID in  the Bicol region of the Philippines has incorp ted health- Sf? s t a tu s  and time-allocation questions into  the protocol.- 

To conclude, there are several other sources of information available 
t o  evaluators other than project-specific information systems. Many 
government reports and documents are available from the national,  regional, 
and local  governments. Many nongovernmental agencies and in s t i t u t i ons  have 
similar reports and studies available. Universities and related research 
in s t i t u t e s ,  h r e a u s ,  or centers have often conducted studies related to  the 
issue under consideration. A par t icular ly  neglected source of information 
i s  student papers, theses, and dissertations.  Finally, i n  laany countries, 
ongoing consumer-based household-interview surveys exis t .  Whether new 
survey instruments require development, or whether exis t ing rnchanisms can 
be tapped for  use in  obtaining consumer-based program impact data, i s  a 
question requiring case by case determination. 

Cost of Information 

Finally,  the cost of obtaining accurate information to  evaluate health 
program is a serious concern. Vital  events data are par t icular ly  costly 
t o  obtain with accuracy for large areas. Epidemiologists and other survey 
research experts have pointed out that ,  without expensive survey research 
procedures and careful records maintenance, such information i s  v i r tua l ly  
unobtainable. 



Although it is often desirable to have as much information as possi- 
ble, basic resource constraints require that every information gathering 
and analyzing endeavor be subject to its own benefit-cost analysis. The 
costs should be disaggregated into three basic categories: (a) estimates 
of financial resources required as a proportion of total project costs, (b) 
estimates of minimum manpower skills required to obtain reliable and timely 
information, and (c) estimates of time required to obtain the data and make 
them available for evaluation and decision-making uses. 

When considering if collecting a particular kind of information is 
worth the costs, both the expected utility of that information to the pro- 
gram and the opportunity cost of not collecting that information must be 
estimated. The costs of opportunities foregone by not collecting certain 
information stand out more clearly than do future costs, which can only be 
anticipated in part. For AID, the nature of past opportunity costs is 
quite clear; many AID projects face evaluation obstacles that are almost 
insurmountable and that would not exist if more investment had been made in 
information collection, analysis, and storage. With more information. the 
ambiguity of what constitutes appropriate technology for a given service 
under particular conditions would be reduced. 

Neither the successes nor the failures of the past will improve the 
chances of future success without evaluation efforts that base their inter- 
pretations on sound information. Both those within a country who make 
resource allocation decisions and donor agencies must be fully apprised of 
the need to be "willing to pay" in order to obtain the information required 
to assess their program portfolio development. System for collecting 
program information, both routinely and periodically, m s t  be carefully 
planned and executed. Greater considerations (and special funding) should 
be given to designing fewer h t  m r e  precise information systems to collect 
final outcome data that would be applicable to more than one development 
activity. 



V. Summary and Recommendations 

Summary 

This paper emphasizes that the evaluation process is subtle and long 
term-a process that requires integration with other health and development 
activities. It involves the management and development of information- 
gathering, coordinating, analyzing, and disseminating systems. This docu- 
ment analyzes the past health project evaluation focus on vital-events 
changes and suggests a more eclectic focus, one that is more consistent 
with the present socioeconomic development goals as defined by the basic 
human needs strategy of development. It also recognizes the need to con- 
form to the increased practical budget-constraint realities of conducting 
such studies. It outlines a number of evaluation activities that can pro- 
vide policy-relevant information depending on time, personnel, audience, 
data and availability, and other constraints. These evaluation activities 
are integrated into a system framework that shows how partial analytical 
studies can be useful in addressing more general outcome issues and con- 
cerns. 

Recommendations 

(1) Vital-events rate changes have been overemphasized as the neasure 
of success of health care interventions. As a consequence, many other 
impacts of such projects often go unnoticed. An alternative, more plural- 
istic approach to the definition of success is recommended. Such an 
approach has been developed in this paper. It suggests that both consump- 
tion and investment benefits can be derived from various indicators of 
change. A number of alternative indicators have been proposed as additions 
to, or, in some cases, as substitutes for vital-events changes. An accu- 
rate appraisal of success in the health sector requires their incorpora- 
tion. 

(2) Evaluative studies of past and ongoing health endeavors provide 
many lessons from studies of past and ongoing health endeavors to improve 
future activities. Recommendations to improve evaluation studies include 
the following : 

(a) In their design phase, management information systeme in 
health projects should be made as compatible as possible with 
short- and intermediate-run evaluation needs. 

(b) Multipurpose, population-based survey instruments should be 
designed and implemented in selected primary health care delivery 
projects to monitor the general welfare impact of basic human 
needs investments as measured from various perspectives on target 
populations. 



(c) Measurement and evaluation ac t iv i ty  should be undertaken 
periodically; several repeated observations should be taken on 
each measure over a suff ic ient ly  long period that the dynamic 
nature of the changes can be ascertained. 

(3) A recommendation complementary t o  those in  ( 2 )  above is that  the 
primary health care operations research agenda under present consideration 
should focus its attention on cost-effectiveness analyses of a l te rna t ive  
technologies for  low-cost, primary-health care delivery systems. It should 
also examine the impact of a l ternat ive financial  mechansim on the several  
health care systems outcome indicators discussed in  th i s  paper. The sys- 
t e m  evaluation framework defined in  th i s  paper could be used as a general 
guide for  overall  research pr ior i ty  definition. 

(4) Evaluation s tudies ,  analytical  work, and information flow a l l  
imply that additional resources w i l l  be mde available and that a long-run 
commitment w i l l  be forthcoming not only from AID but also from its funder. 
the United States Congress. If Congress wants to know what programs or 
program elements are successful and i f  research ac t iv i t i e s  on health serv- 
ices  effectiveness are to  be undertaken in  as systematic a way as,  for 
example, those to find a cure for malaria, schistosomiasis, heart disease, 
or cancer, then there m s t  be a willingness to  pay for these ac t iv i t ies .  
Because evaluation ac t iv i t i e s  are cost-effective, (the redesign of the Sine 
Saloum Project i n  Senegal based on an evaluation i s  a case in  point) ,  it is 
recommended that the necessary commitments be made. 

( 5 )  The log-frame presently used in  vir tual ly  a l l  A I D  projects has 
several important flaws as it applies to  health projects. In par t icular  i t  
provides no means to  incorporate any of the following elements: (a) 
intermediate measures of impact, (b) r e a l i s t i c  expectations for achieving 
such changes. (c) important assumptions of or constraints on project activ- 
i t i e s ,  and (d) integration of e f fec ts  and outcomes to define a " c r i t i c a l  
path" toward f i n a l  outcome achievement. It i s  recommended that  appropriate 
variations on the log-frame be developed. 
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APPENDIX A 

GENERIC QITESTIONS FOR AN ECONOMIC EVALUATION OF PRIMARY HEALTH CARE 
PROJECTS : 

What and how mch of each service is being received (consumed. 
u t i l i zed )  by the "target population"? 

What are the dis t r ibut ion issues involved i n  what is being received; 
for example, who are the beneficiaries of the service? Included i n  
t h i s  question is the dis t inct ion between d i rec t  and indirect  benefi- 
c ia r ies .  

What is the t o t a l  s e t  of resources used i n  the provision (delivery) of 
the services? Included i n  t h i s  t a l l y  are resources paid and unpaid and 
provided by government, private groups, or individuals. (An example of 
such a resource would be t i m e  used i n  the consumption process.) 

How are these resources mobilized? Who pays for what? (The financing 
question.) 

What are the specif ic  resource requirements to produce (make, del iver ,  
serve) each spec i f ic  service provided? (The technology def in i t ion  
question; for example, how much of what personnel, what equipment, and 
what and how much drugs? How much consumer time?) 

What other larger ,  contextual issues influenced i n  a posit ive or nega- 
t ive  way the design, development, implementation, or susta inabi l i ty  of 
the project? Included i n  th i s  group are po l i t i ca l ,  social ,  cul tural .  
macro-economic, managerial, and administrative factors.  To what extent 
did any or a l l  of these factors a f fec t  the above? 

Can the project be sustained? Of particular importance is the long- 
range f inancial  v iab i l i ty  of the proposition. 

If a project is approaching its intended i n i t i a l  goal, namely, tha t  
services are being and wi l l  continue to  be received (consumed, u t i -  
l ized)  by consumers, to  what extent w i l l  it "break down other develop- 
ment bottlenecks"? (For example, wi l l  productivity increase and i f  so, 
how and how much?) 



APPENDIX B 

A PROPOSED SET OF MEASURES/INDICATORS FOR 
HEALTH PROJECT/PROGRAM EVALUATION 

Four sets of program measures are presented below. Three of these 
sets of oeasures conform to a particular "level of evaluation," such as 
program execution or intermediate or final outcome. The fourth set is a 
proposed set of "constraint" or "environmental" indicators. 

Before using any of the proposed sets of indicators--or others 
designed for a particular intervention--they should be evaluated according 
to general criteria so that the set most applicable to a given evaluation 
exercise can be selected. The proposed evaluation criteria for indicators 
are defined by the answers to the following questions: (a) Does the 
measure/indicator focus on the key issues of concern to the primary 
audiences of the evaluation study? (b) Can the measure/indicator be meas- 
ured without significant bias at this point in the life of the project or 
must nore time pass before it appears as a measurable item? (c) What data 
or informational sources are required to measure the indicator, and is that 
type of data available? and (d) How much will it cost in terms of finan- 
cial resources, manpower skills, and time requirements to obtain the data 
necessary to develop a measure of the indicator? In certain cases one 
indicator may be preferred theoretically but is not selected for use in the 
evaluation study for reasons enumerated above. 



I. Health Program Execution Measures/Indicators 

A. Consumer-Based Indicators 
1. Community participation in project identification design 

and implementation 

B. Provider-Based Indicators 
1. Output measures 

a. services provided (by type) 
2. Input measures 

a. inputs available for service provision 
b. personnel trained and recruited 
c. transport available 
d. job tasks and technology understood by personnel 
e. service protocols in existence 
f. administrative and managerial systems and personnel 

in place 

11. Intermediate Health Rogram Measures/Indicators 

A. Consumer-Based Indicators 
1. Perceived reduction in mortality and morbidity in target 

population 
2. Satisfaction measures 
3. Changes in health behavior 

B. Provider-Based Indicators 
1. Number of contacts in community by outreach workers 

(disaggregated by type) 
2. Indicators of service quality 
3. Access of target population to clinics 

a. financial 
b. distance 
c. time 

4. Geographical coverage per standards 
5. Provider satisfaction (derived by survey and interview) 

111. Final Outcome Health Program Measures/Indicators 

A. Utilization rates/indicators disaggregated by 
1. User charges (prices) 
2. Program 
3. Service provided 
4. Alternative delivery system 

B. Consumer satisfaction (via ex post survey methods) 

C. Changes in vital events 
1. Infant mortality 



2. Death rate (perhaps disaggregated on an age and sex 
basis) 

3. Life expectancy 
4. Morbitity (general rate and possibly on a disease- 

specific 
basis) 
a. restricted activity days 
b. bed disability days 
c. illness episodes 
d. functional capacity 

D. Other indicators 
1. Employment status changes 
2. Work impairment 
3. Provider satisfaction 
4. Equity-resource distribution 
5. Cost per unit of change in other indicators 
6. Percent of financial and other resources generated 

IV. Health Program Contextual Indicators 

A. Intraprogrammatic 
1. Technological 

a. capital or labor bias (recurrent cost implications) 
b. key imported inputs 
c. timing of input combination 

2. Administrative and managerial 
a. information system 
b. logistics 
c. personnel 
d. financing and budgeting 
e. leadership 
f. structural organization 
g. evaluation and planning 

B. Situational 
1. Economic 

a. balance of payments 
b. import quotas 
c. foreign exchange 
d. employment growth 
e. government financial picture 
f. distribution of income 
g. sectoral commitments, e.g., defense 

2. Political 
a. distribution of benefits and costs 
b. ideological consistency 
c. political leadership capacity 



d. political commitment (budget) 
e. government structure 

3. Biological and environmental 
a. vector prevalence 

b. initial health status of population 
c. seasonality considerations 
d. cultural (specify) 

4. Market context 
a. nature of competition among providers 
b. nature of competition among input producers, e.g., 

drugs, manpower 

5. Community demographic contexts 

6. Socioeconomic characteristics of individuals in target 
populations 
a. education 
b. income 
c. access to land 
d. age 
e. ethnic origin 
f. sex 
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