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List of abbreviations used
 

APBHP - Area Program-Based Health Planning
 
ARI - Acute Respiratory-Tract Infection
 
131-IS - Barangay I lealth Station
 
CPR - Contraceptive Prevalence Rate
 
CSI) - Child Survival Program
 
DOH - Philippine Department of I lealth
 
EPI - Expanded lProgram on Immunization
 
FI ISIS - Field I lealth Services Information System
 
F[' - Family Planning 
FIPS - Family Pflannin g Service 
IUD - Intrauterine Device 
MCI IS - Maternal and Child I lealth Service 
MO - Municipal I lealth Officer 
O1PI) - Outpatient Department 
ORS - Oral R\ehydration Salts 
ORT - Oral Rehydration Therapy 
I'IN - Public I lealth Nurse 
RI IM - Rural I lealth N idwife 
RI IU - Rural I lealth Unit 
TIBA - Traditional Birth Attendanit 
TT2 - Tetanus Toxoid, 21nd Dose 
UII - University of the Philippines Population Institute 
USAIID - United ,tates Agency for International Development 
VSC - Voluntary Surgical Contraception 
WHO - World Ilealth Organization 
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Executive summarj
 

Clear and measurable objec-
tives are an important manage-
ment tool, particularly in health 
sector programs. This paper 
e\anlines the effect Of setting 
such quantifiable output objec-
fi'es (for eanlhpi, increaing the 
numlber of fully ii mnuni/ed 
children from (i5 percent of 
infants to S5 percent) on the 
I'hilippi ne Child Surv' alI 'ro-
gram ((SlP) and what can be 
learned from the experience. 

[or the concerned organi/a-
tions qua ntitativ' objective.s Can: 
I ) get staff to focns on imp,ortant 
aspicts of service deliver', 
2) hiIp ma nagiers pay more 
attienti to qn(ititative informa-
tion, 3) provide a co1moii vision, 
anid 4)aliow managers at all 
levels to make course corriction.s. 
Some problems may arisc trorm 

having quantifiable targi'ts if: 
I)the objectives are not causally 

linked with the desired impact, 
2) the organizations are fearful of 

committing thenSelves to targets, 
3)quantit' is stresse.d over 
qualitV, and 4) the targets lCad to 
vertical and cent ra lized program 
management. 

The C'SI' quantitative objec
tiVes were output, rathier t0hani 
impact, indicators,, because the 
former are easier to meastUre anid 
are more directlv rela ted to the 
heaItlb s'stem's'lefforts. IXefining 
the oultput objective. in a measur
abhi' anid progranimaticallv 
imp,ortant wayv took a consider
abli' amount Of timi. Thi' final 
Lfiiition, Were accipted more 
than two v\ears after tile ._SP 
bi'gan1. 

Thie )epartmi'nt of I lealth 
(IX) I) and thie United Stites 
Agi'ncV for International )i'vel
opmi'n t (t '.\11) focusi'd ittllention 
on certain key areas of service 
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delivery by choosing only nine 
target objectives. The establish-
ment of qluantitative indicators of 
success had a positive effect on 
managers' collection and use of 
data. For example, a new way of 
doing household surveys was 
created to measure the contracep-
tive prevalence rate. 

Tile CSI' indicators did not 
appear to give a common direc-
tion to )01 Istaff, because tile\' 
were not widely known. The 
targets were infrequently used to 
make course corrections because 
baseline data were not readily 
available, and because there were 
few occasions on which they 
were discussed by top manage-
llent. 

Tile problems that could have 
arisen from the use of quantita-
tive targets did not materialize. 
There were no contentioIs 
arguments about the actual target 
figures because they were de-
rived from pre-existing diirec-
tionaI plans. There was no 
evidence that quantitative targets 
lead to a lack of attention being 
paid to qualitative aspects of 
service delivery. On the contrary, 
issues of qualiy vere explicitly 
addreSsed ii revised definitions 
of the targets and were the 
subject of special studies. The 

vloriI'ru msroxiP 


measurable objectives did not 
interfere with decentralization, 
because nothing explicit or 
implicit in them specified tIle 
means by wihiCh they should be 
accomplished. 

Overall, it appears that trying 
to set clear and quantitative 
objectives is feasible and can have 
important advantages. The 
experience during the (SP sg
gests that: 

I) Much time and effort is 
needed at the beginniiIg of any 
project or program 10 establisfh a 
few easil\' mIeasured, epide
miolo1gicalyV valid, output tidica
tt's. 

2) It is important to spend the 
smlall slm1s of mone v required to 
establish accurate b,.;line figures 
for the selected targets. 

3) For obiective targets to lend 
ICti10n direction h all organi

/ation01 t, ne'd to be widel, 
circulated'anid disctussed. 

4) Qiiantitativ,, indicators 
need to be measured regulrl v, at 
least ainualhv, and preterably 
more oftl. 

;) The review ot progress 
toward accomplishing tarets 
should take place at all levels ot 
the organization, starting wirh 
top managelent. m 
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Introduction
 

Establishing clear and rneasur-
able objectives has long been 
advocated as an important 
management tool in all settings. 
Such objectives may be particu-
larly important in tile social 
sector, where "profit" ,ir"inter-
nal rate of return" does not ha'e 
much meaning in assessing the 
success of a project. This paper 
examines the lesson: learned 
from setting quani tifiable output 
objectives during a large donor-
assisted health project in the 
'hilippines. 

The Child Survial Program 
(CSP) %%'asa four-yeai effort, 
starting in 19Y89, supported by a 
US$45-million grant from the 
United States Agency for Interna-
tional Development (t to the>.\mi) 
Philippine )epartment of I lealth I 
(DOlH). The desired impact of the 
CSP was an overall reduction in 
infant and child mortality rates as 
well as a reduction in the vari-
ance of these rates among the 
regions of the country. 

While decreases in infant and 

child mortality constituted the 
program goals, nine intermedi
ate, output objectives were 
developed by the ID)1 I and tsID. 
Called 'service delivery targets," 
they included indicators such as 
increasing the percentage of 
infants who were fulhv immu
nized by their first birthday from 
15 per, ent to 85 percent. 

The service delivery targets 
had two major advantIlages over 
the CSI1 impact indicators: 

I ) They were easy to measure 
through routine statistics or 
simple and inexpensive house
hold surveys. By comparison, 
tracking mortality rates was more 
technically difficult, time-con
sumiing and expensive. 

2) Besides being easier to 
measure, the service delivery 
targets also had the advantage of 
being more directly related to the 
performance of the health care 
system. Levels of immunization 
coverage wvere unlikely to im
prove without increased efforts 
by the DOH. Mortality rates, by 
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contrast, could have declined (till' 
so-called secular trend) for poorly 
understood reasons that Were 
unrelated to the efforts of the 
DO.)I-I. 

In the Child Survival Program 
the annual disbursement of funds 
to the I)011 was contingent on 
the accomplishment of bench-
marks," which were input or 
process measures. For1eample, 
one benchmark involved the 
implementation of all area 
program-based health planning 
.vim u') process. Accord ing to the 

was miw a prerequisite for the 
release of funds to the DOll. The 
relationship between the service 
deliverV targets and the program 
goals and benchmarks is de
scribed in Table I. 

The accOm11plishmeni of the 
service deli\'er\ targets vill be 
assessed in I) j4, but it already 
appears that some of the targets 
have been achieved. It is unclear, 
however, to What eflent their 
accomiplishment was due to the 
(CSPand its efforts at objective 

Table 1: Relationship of CSP service delivery targets to program 
goals and benchmarks 

"Illp,of illt 110 T / It C, -1It 11111t1 t 

Ft'rmn1i I I o , I t hlk11111,1rk 
used in CSI' 

FIlample IiplemIeiItatioin 
ol an area 

program-basl'd 

health planning 
pr oci ure at all 
levels 

)lful 

it'Veli 'ery 
targel 

I irtiase in 
iniiiiImiii/ation 

cmvrage from 

W; perent to 
S; pt're nt t all 
iii~anls 

I11t111 

I'"ogra in 
go II 

l)eeline in 
infant 

IolrtalitV rate 

I'UTA IIVl[ CALSA I( )N 

logical framework used in de-
signing the CSPW (see Appendi"), 
the benchmarks were meant to 
lead to the achievement of the 
service deliver' targets and 
assure their sustai nabilitv. 
Significantly, the aLcomplishnIent 
of the service delivervy targets 

target setting. I hlnce, this paper 
will e\plore the process by which 
the service delivery targets were 
developed, exami e what ad van
tages the DOII and t sm gained 
from them, aMid look at any 
problems that arose from their 
use. 9 

CA
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1 
Developing 
the service 
delivery targets 

Devising the original defini-
tions 
TI 

ICh nine s.erv'ice deliverV 
targets were Clected p'riiarily 

, tH I)01 I, with i input, 
and CaMe troin existill, ti\Ve-x'ear 
diretlional plan,. All progrms 
with in t I )( I are C\pecttd to 
dte\Vetlop theset metCdiuni-terinL 
Plans ind S..tat their tIpetVLedt 
,accomplishment; in quantitative 
terms. Som1e Of these, indicators 
were selcted to be service 
deliverV targetsts based on1 Liscuis-
s.ions,- be.tweetn an tundersecretalry 

and program mnagtrs. W\hil 
ther, were 110 ex plicit criteria 
Usel ill deciding which iIicator,, 
should be service de0liver I .ar-
gets, an illpoIrtant counsidetration 
was that the indicators sholId 
nlot be, outside Of I )( )I I", cOntl. 
FOr()exunlph,, an indicator oul 
dtcrt'sinlg the iltlllnbtr of nIl dr-

atelv and severely malnourished 
chilIren was not included on th10 
list Of service deliver' targets, 
becaus,-e it was felt tHIat this was 
not solely, Or e'ven primarily, 
dpei.-tInden oin actioln-(o1 thie 
IX)1 I. 

Theoriginal detinitiols of the 
ser\vice LeCli ve%ry target, appear in 
til' hlit-hlInd COItnn of Table 2. 
Ac 1ordingtO t1he I)( )I I staff 
invkolved in the procss, one of 
tile most ditlficIlt ascts ot 
dtvelopinl, the srice delivery' 
targts was getting agreement o1n
the base.tline \'ahite for"each 

Iindicator. 

Revising the definitions 
Atter the ( hild SrvTi 'a I 

I'Irgrla begtan,1)(I)01I and I -,A II 
I 	 reali/,d that ,nt de.finitiols Ot 

thie service de,live.rV targIet 
neeCded Ito be changed r clarified 
ill Order to be iblv to Il 'stii'r 
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Table 2: Definitions and methods for measuring the nine service delivery targets 

( %t I'~cm IIIhdtinItt 

1) i'ercent it all clildren under age 
one %%ho art' full% inlniteni/d 
intcreat,. Irom 7'; (1L'S)to 40' . 

2) Percent t pregnant women wsith 
tetanus toxoid immUtnit/ati1 increases 

from .17'-, f1,48S) to S'' . 

3) Percent of all births attended byi 
trained personnel, including traine 
traditional health personnel, increases 
from 62'- (1984 to 84)'. 

4) Percent ot all pregnant women 
served b%"1301-i with at least three 
prenatal visits increases from 40'; 
(1 S4) to 80';. 

Rez 'i.e',I ,h'tiniti rt" 

I'ercentage tit all hildren at agv one who are 
tullyv inlnun/led increases fron) t5' (4S) to 
S3'; lt) 

'ercentage of pregnant wo tenwith atit 2 
,' , ot tetanu, tixoid ncreases from 5W; 149t1 

houeholdo 

Percentage of all births attended bv trained 
personnel, whether t'rivatcorpublic including 
trained TBAs, increases from 76'; (1441) to 95' 
in 1443. 

Percentage ot all pregnaat women served by 
DOI with at least three prenatal visits increase, 
from 48', 41441 household survev) to So'; by 
1493. 

,Actlhdtor mhra.~,impig nictor " 

)ata will come from the1I ISIS. Numerouscluster 
so rvvs hae shown good agreemnt between the 
routine reporting systetm and survev results. 

The data will come from the 1493 household 
urve. 

progres tward accomplishtinig 
the indicator can be done using the Ft ISIS and 
employ ing the following formula: 

TF2 TT3 - "1"4 - ]-F 

Population x 3.5'1;* 

To be consistent, the data will come from a 
fillow-on household survev in 1993. 

F1ISIS could be used to monitor progress 
toward the target based on the formula: 

Birthsattended bv trained tzilot or DOI I personnel 

Total population , 3"-

The data will come from the 1993 household 
surveY. Fl ISIS can be used to monitor progress 
employing the following formula: 

No. of women receiving third prenatal visit
 
Population 
x 3.5'; 

Parts in italics indicate changes from the original definition 
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)ril,7zih dc, i I, ''ethi' 't ii, d? htor" i t lntidhthuator 

5) P'ercent of all 1)1 I outr',1h I'Crtcnt,iLge (u11DOI outrCaCth 'orkers.trained to

workers trained to dliver a %%idk 


)ata will :om from hollow-on h, it h tacilitv
dc cr a x.ide r.ange of IlT ecr\ ices incra-r n using tilealiz t' F P ste'r c e ,i n ct ' t !t "O ' 'l e) [ 

" S Iriv in Uw'3, saintmethod as thc%i r ea,l fro m r n ) 0 I T u r x \ 1,11%dV L l~ l t r %''v % ,' L e c n a e ~ td b %V T l[ I tf e l h w ~k rra 161otII1k ois irci- t oin-;ni13 I'i)[bsrcoan cdoPI'I24': (lqSi i 73'; ~ I sir Thei percentage tit hiealtitworkersto 7- . l~IP traiined
would be calculated a-stit average of 

lhllowing percentlages:theti
h,,, o 
hrlh ,iio'... ,;; :., :p A;,,iu it tEt>w.. No. of trained RI I\1 \i 

ill ,!. tz;flip1di' 

AllRR.li\ 
'c -,th
" ua,,',i it ./;ti.a! t', "Noof trainc'd I'ItIN s ot 

a.d ruhr,/I ' l' 'Iwo'r',tti i,h r"''r,i ',p, N,. ,t trained MfIL)\ lii)ill!) i'i.'t,t it:,I c 'il NlI"-
Ml110lot RI ILI, ,tmzcI ,. pIll-1,1,tf \l~l~tIO 

0lifi l '~h#'l'l 
° 

I111) 
frti-, t i',-'':ti, si',:,",;..RtIl1Ii: tu I,,, ' No o ho'.pitals w ith I trained MD, 

, lZt;, I t, l I\. tu '.eI Alldi.trtithospital, 

W 'rcent if IX I health kenttr., trk titagi' Of1)(l I htlti 1hti, it tel 'ing a Data will orncddti'iritig a broald raingout. F|it k 
trom tillois -on health facility

Ir\
broad rantloOf!i' ' '. appr'ropri.ite to tile -urve% iliI'i'Planning or'. ices ilncroass trim S2' t\ PCotOt lit111, i incril -. ' 
FP 

"", Uslng tihe sant. mitlhcd as tle 
Isv
'i [I tr\V .ini I\Id b l'i'l 

ffSM1 to 97'; 

[..t t 1-ta,,t! 41I'l IA)i!,tt', N alm~to 25.; 

it,mti ng II o 

Iart', i italici i iCatC .ig I•~ ~ ~ ~~ n ui.ih iond-td~ntromn
0 fat.miacthe. original] deflinition Table 2 conttinue'l 
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Scltilgz Quanttitatiiv, (Iiccti'cs in I hcalth Sector I1'r amns 

them properly, and in a way that 
would make programmatic 
sense. Starting in early I L)l 
discussions were held within the 
DO-l to clarify and refine the 
definitions of the service delivery 
targets. These discussions took 
many months, since many of tile 
issues came back to basic objec-
tives of the programs, technical 
details of program implementa-
tion, and the method of measure-
meint. 

The example of tetanus toxoid 
coverage 

The service delivery target 
concerning tetanus toxoid cover-
age (Table 2, indicator 2) needed 
to be changed so that it specified 
that a pregnant woman should 
have received two or ,uorC doses 
of Z 1tanustoxoid by the time she 
gave birth. This clarification 
reflected more accurately what 
the program wanted to accom-
plish, i.e. lifetime protection of 
women and all their babies. 
Tetanus toxoid must be given 
five times to a woman over the 
course of at least three years to 
ensure lifetime immunity. I lence,
focusing on only two doses was 
not in keeping with the goals of 
the Expanded Program on 
Immu nization. 

During discussions with the 
Maternal and Child I lealth 
Service, the question also arose 
whether pregnant women alone 
should be the target group for 

tetanus immunization or whether 
the target should be expanded to 
include all women of child
bearing age. This very important 
issue was raised as a result of 
discussing the service delivery 
target. At that time tile decision 
was made to focus OlyV on 
pregnant wromen because of a 
vaccine shortage. 

The method used to measure 
tile tetanus toxoid coverage also 
required much idiscussion. 
Women hn the lPhilippines had 
rarel, received an immunization 
card, making it difficult to know 
how many lifetime doses the, 
had been given. Partly as a result 
of tile discussions aboLt the 
service delivery target, an immu
nization card for w~omen was 
developed and distributed 
nationwide. 

Changes in definitions 
Overall six of the nine service 

delivery targets (indicators 2, 5, 6, 
7, 8, 9) needed substantial 
changes or clarifications for them 
to be measurable and meaningful 
operationally. 

Measuring the baseline 
Three of the nine service 

delivery targets (indicators 3, 5, 6) 
needed substantial changes in the 
baseline figures used in the 
definitions. The biggest change 
was needed in indicator 6, the 
percentage of DOI I facilities that 
were providing a "broad range" 
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of family planning services. The 
baseline originally used, 82 
percent, turned out to be much 
too high as tile DOH's own data 
subsequently showed. A health 
facility survey found that only 1.9 
percent of Barangay Health 
Stations and 0.5 percent of Rural 
Health Units were judged by the 
DOH to be meeting the opera-
tional definition of providing a 
"broad range" of services. 

In October 1991 an independ-
ent market research firm con-
ducted a large household survey 

Developing tile Service,Deliveryt Targets 

(sample size = 14,400) which 
provided the first accurate, 
national estimates for four out of 
the nine indicators (indicators 2, 
3, 4, 8). The survey cost 
US$70,000, representing 0.14 
percent of tile total cost of the 
CSP. 

The changes in the definitions 
of the service delivery targets 
were finalized by the DOI- in 
October 1991 and officially 
agreed upon by USAID in May 
1992, almost three years after the 
CSP started. n 
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2 
Advantages 
of the service 
delivery targets 

1. Common direction 

Strategic targets may help 
ensure that managers and health 

'orker- haVe a COlnn1n id. o 
what constituttes success. lhi, 
can proVide the health care 
system WithIa shared'Visi n that 
may increas'elh,'vels 'fstaftf 
Corn intlnien t. .ilInp[h bw kin \v-

ing e\acth' what is e\pCited oit 
them, health workeCr a 1iir-
prove their perormalce g,,reatl.l 
A recent, controlled studv in the 
I'hilippilIes sl\V'tCd that S1.pri-
sion which aide1epl iCt1it 
the ta.sks of heaIth workers were, 
led to a large i mprt tvenien t in 
objective 1i ua 0 tIirfor1 re, 
ance. 

Il order fbr strategic objectives 
to 10ndla ct11imton directioln to 
an o,,,niztiol,they need to be 
widely known, perciveiVlI as 
being important, a1d seell to 

2(0 

represent the strategic vision of 
the leadership. In-depthI inter
vi\ews were cond ucted with 
difleren t kinds (i health workers 
illto1r rei,4lns ot the countllll'V to) 
ea ini ii' t iLextent to wh ichIthey 
knew anILpa iidat tention to the 
sevice deliV\'rv targ',ets. \Ia nV 
had lt clear idIiea ( what the iii . 
servic, deliver\ illdiC,ltors weret. 
Hiere had been01 little orientation 
0t tield !tatl ulthe service 
diiver\' targets anil there were 
110 wVritten llaterhals that the\' 
ciuIM easil\ refer to. 

\10ost ot tihe healIthI workers 
itrl'itrveei con ftseld tihe service 
diel i\'v Iargits with the inl ica
t ,rs, sed ill tile IAi'C nra, 
tBasiLI I health Planning ( \ltl') 
niiethOd aloptUdLby the I)(1 I. ll 
thi \It i Itial health manag,,ers 
selected t iliihi'attt br each 
Pt'ro)granl (11tlie I ( )1I, adil st ti 
tI the inlicators chsei were the 
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same as CSP service delivery 
targets. Illparticular, tile three 
indicators on immunization and 
prenatal care (indicators 1,2, 4) 
were often used, but tile other 
indicators tended not to be 
included in the area plans. It is 
hard to see how field staff could 
ha\e considered the service 
deliver' indicators important if 
they weren't sure What they' 
were. 

The situation in tile 1)O I 
central office was better. Program 
managers hdd to be aware only of 
tile service deli'ery targets of 
their programs, and the targets 
came from their own directional 
plans. Central office staff also 
had more direct involvement in 
the CSP, partly because consider-
able resources were made avail-
able to them. 

2. Focus 
Large development projects 

often lack focus and ma, get 
sidetracked by trying to do too 
man\y things. A related problem 
is the establishment of a large 
series of indicators, few of which 
can be achieved or measured, 
This kind of "indicator inflation" 
lessens tile value of each idica-
tor arid means that the organiza-
tions involved will likely pay less 
attention to achieving anv of 
them. 

One of the big adVantages of 
the CSIP service delivery targets 
was that there were relatively 

Aidvanita's of tw Scvi/ I0')cliocri' ts 

few of them. The DO IIavoided 
"indicator inflation" by concen
trating on just tile most important 
output indices for each program. 
Formal criteria were not needed 
in order for top DO Imanage
ment to limit the nmber Of 
indicators. 

3. Course correction 
Another major advantage of 

objective targets is that they 
enable managers to make "course 
corrections" based on the results 
of baseline anid subsequnent 
evaluations. If progress onl tile 
selected indicator is not adeluate, 
managers can ariaI ze \what tile 
problems are and take action. 
Traditionlally, evalulatiol of 
projects has been done at tile end, 
separate from ongoing project 
ma nagement. WVell-defined and 
easi l'measu red targets may help 
break dow\\n 0t false dichotom\, 
between project m1anagement 
and evduation. 
A few prerequisites are needed 

for strategic objectives to be uised 
for course correction: Biaseline 
figures must be clear; the data on 
each indicator must be available 
regularly to all the managers who 
need to take action; tile indicator 
must be able to change mleasur
ably in the period between 
reviews; arid there must be a 
regular and influential forum for 
discussing tile current status of 
each major indicator. 

It is difficult to know the 
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extent to which progral manag-
ers in Manila and managers in 
the field used the service deliv-
cry targets. But there is circum-
stantial evidence that the targets 
were not used to make course 
corrections. As mentioned 
earlier, three of the service 
delivery targets had baseline 
figures that were substantially 
revised when better data became 
availab.e in late 9) l. 

For four of the service deliv-
cry targets, information could 
have been obtained from the 
routine reporting system (the 
Field Health Services Informatiotn 
System, or i i-;.). Of tIle other 
five service deliv'erv targets, two 
(on the number of Iealth workers 
trained in acute respiratorv-tract 
infection and family planning) 
could have been measured 
regularly vithout much extra 
effort. Only the indicaiors on the 
use rate of oral rehvdration 
therapy, contraceptive prevalence 
rate, and percentage (f health 
facilities providing a broad range 
of family planning, needed 
special surveys, 

Although six of the nine 
service deliverV targets could 
have been readilv measured 
without resorting to surveVs, 
interviews with health workers 
suggest that data were not 
regularly sought, or reviewed, 
0nv the indicators on immuni-
zation and prenatal care were 
analyzed ,nnuallv by field 

managers. 
Some of the indicators would 

ha'e been difficult to monitor 
regularly because the expect2d 
changes were small. [or exam
pie, to measure changes in the 
contraceptive prevalence rate 
from year to \,ear would have 
required fairly large household 
surveys. Detecting a 3-percent
age-point change in the CIPR 
annuall\' would have needed a 
sample of 3,201 couples, while 
looking for even a 5-percentage
point change would require 
surveys of 1,200 couples. Given 
the di fficulties in measuring CR, 
some other indicator (e.g. the 
number of new acceptors of IUD) 
that could be monitored fre
quentlv Might hlave been more 
useful. 

I:very year, there was a high
level meeting bet\wleen Officials of 
tile )OIIand I I\][) to discuss the 
accomplishment of tile bench
marks that serVed as tile b-lsis for 
the release of CSI' funds. At none 
of these meetings was thelre any 
discussion of tle status of the 
nine service delivery targets. 
Besides tle annual meetings, 
lower-le el, quarterly me'etillgs 
were also hc, to discuss 
progress toward attaining tile 
atnnual perforna nce benchmarks. 
At only a few (f these meetings 
was there an\ discussion of the 
service delivery targets. 

Overall, data on the service 
delivery targets did not appear to 
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be regularly evaluated and used 
for course correction, even 
though information on six of 
them was at hand. 

4. Improving the quality and 
use of data 

Bv getting organizations to 
deal explicitly with issues of 
Measurement, quantifiable 
targets may' increase the qual itv, 
appropriatleness aild use of data 
that are collected. This in tlurn 
may provide managers with new 
insights into their programs. For 
example, the I\panded IProgromn 
on Immunization (FII) has used 
a simple survv tech niqtc'based 
on cluster samp-,ling to 1t',asure 
vaccinatit m co erage le'vtels. 
These surve\'s ha\ve provided 
program ma nagers with a gener-
ally high-quality"vardstick 
against which to compare tile 
routine reporting s\'sten. lhil' 
survtvs have also eretl Isa 
way for 111,1nagt'rs to learn more 
about their target audienIce, their 
reasons 1r not gettilng Vact(i-
nattd, a1d wher' the 
unvacci na tedtclhildren are likel' 
to be found. 


-lit'serv'ice dtiliverY targets 
were very successful in getiIg 
prograin staff thinking about 
measurement issues and the 
generation of high-quality infor-
mation. For exaLmnple, distussions 
aboult thit' service delivery target 
ol the coitraceptivt prt'alt'nce 
rate (CIR) led the )01Ito 

1,1'inta'es of 1he Scrice I )e'liner.1 Iag',ts 

develop a survey method to 
measure the CI'U On a pro'incial 
level. This approach, based ol 
the EII 30 cluster surveys ptopu
larized by WI 10, Wass used by
provincial and national managers 
to get a better idea of the actual 
level of the ('IR. l)ata from the 
routine reporting svstem tended 
to overesti nia te the real CIR. 

Some of the attention paid to
 
measuring the service delivery
 
targets led to better program
 
nia nagemen t. For example,
 
inldicator 0 ol the proportion of
 
health facilities able to deliver a
 
"broad range' of family planning 
'ervices torced centr, officeo 
I.nagers to define operationally
 
What this meant. The idea that a
 
health facilit, had to ha\'e trained
 
staff, elough famil planning
 
su pplits to last at least two
 
months, and be reporting and
 
recording correctl', helped the
 
llnagers Iocus oilelnsulring tht'se
 

basic CoiditiolS w're m1et.
 
I T1he resulIts of a healIth fatCilitv 

su rv'v showed that Iw\ 'i)()l I 
fati Iitiets e1 lhe criteria for 
proiding I "broad range (f 
.ervces." These data gave family

planning malnagers criticl
 
informatito about their prograin.
 
Rather than being set'n as a
 
threat, the resullt wt're rt'ad ily

aCCepted and tsed, demomstrat
ing the in fltItrce LnuanlitatiVe
 
dalta can havt on managers'
 
perceptions. 0
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3 
Potential problems 
with quantifiable 
output objectives 

W hile there were many 
obvious attractions to having 
measurable objectives, there were 
also some potential problems: 

I. Epidemiological validity 
One critical issue was whet her 

the target indicators were caus-
al 1V related to the desired impacl. 
For some of the ,ervice delivery 
targets such as infant imrnuiii/a-
tion, immu ni/,ation ot mothers 
with tetanus to\oid, and increaS-
ing the contraceptive prevah.lIt' 
rate, the evideIc'e was tairlv, 
compelling. For other targets, 
such as the indicator on three 
prenatal visits, the hlear evidence 
linking output and in pact Was 
not available. A recenl review 
Spllsonsred 1\VWI 1() founil itthe 
evidence tlhat pwrnltal care w, 
related to a reductioI in poor 
maternal tlcmllL" (there was., 
little evidence one, way or the 
other). 

For some ot the indicators 

example, the manager of thi 
Maternal and Child I lealth 
Serv'icU wanted to ensure that 
increasing the number of trai ned 
hiloI, or traditional birth attend
anlts (indicator 3), would make a 
difCIrence to materna, and child 
mortalityv. A stnr\'Tv Vwas done 
,lowi ng Hat trained hiiit knew 
moR and had bether[ -reported,Ult 
obstetrica practices than hilots 
wh hadlelVor beII trailned. 
This on' ,\wered part ot the 
(ILu",tioli, so a re ,earch project 
wa,, contracted out to a lnliver
sit'vt eto e t lIeVini tct of 
ateld,ncO at delivery on mater

[ nalI niorta lit*. 
Il tle absence oI clear rsu lts 

trom rig(1os studie,,, there will 
a1wavs bV ,-,Ol., cllt 'rsv 
abut the epidemiL'ogical valid
itV o any indictor. \onethehlss, 
taken a, a whole, accomplish

[ieit (1 the service delivery' 
targets will probabl, have had an 
illportanlt illlpla t oi tht' hlth,11h ot 

where a causad link to the desird CI children and their mothers. 
impact was, lacking, progr,im 
nanagers Isutred thati urtlher 2. Fear of not achieving targets 

research was carried out. For Another potential difficulty 
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Poht'lialI'roblh'oswith Qua lifialbh' Output )bilclime's 

was that the organizations 
involved could have been appre-
hensive about setting specific 
targetS because they risked being, 
embarrassed publicly if the 
targets were not met. 

The problem that managers at 
all levels would try to set targets 
as low as possible ill order to 
avoid being embarrassed was 
avoided in the CS!'. The targets 
came from five-ear directional 
plans that tile services themselves 
had developed. The services 
tended to exaggerate their ex-
pected accolplishlments in order 
to get a greater call oil resources. 
When resolrces becamLe more 
readilv available tinder tilt' C1Sli, 
it \Vas difficu lt for managers to go 
back oil their Cililllillllenls. 

1:0r both central office ald 
field llal1agers, anxiety V,1V alis 
have beeLil llaVed I'ct'use tilt' 
top mnanag emlent of the ))l I 
treated the service deliv\erV 
targets as notional rather than 
exact. A chlange ill tetallltils thxid 
coverage trom 37 percent to 45 
percent was IlOt goiIg to be 
judged acceptable, bult an in-
crease from 37 pertenlt to 75 
percent wo\lId be considered a 
great success even if the SI 
percent target was not reached, 

Some field maalnagel'S at the 
provincial level were hesitant to 
COmmllit themsel\ves in writinig ti 
accolmplishiig specific targets. 
This diffidence was o\vercole 
partly b the fact that agreeing oin 

such targets was one of the 
benchmarks of tile CSIP. The 
provincial managers knew that 
tile release of CSP funds de
pended on achieving this bench
mark and that somne of tile CSIP 
funds would go to them. 

3. Quantity over quality 
()ne concern that was ex

pressed explicitly during the 
mid-term re'iewV of tile CSI' was 
that quantit,ltive objectives, like 
tile service dtelivery targets, 
\would redIce tilt, lttention paid 
to qualitati\'e aspects of service 
deli\'er\'. For some of the indica
tors, Such as ilmuni/ation 
coveraLge, this issue did not reallV 
arise. lut this was certainly a 
potLenli,l difficull\'v hen itca me 
to tilt indicators oil training and 
oil prenatal care. 

(T1e of tilt' creative wVavs tile 
progran nima nagers in lietI )epart
iment Of I leath dealt with thIiis 
isstue was to include ill tile 
re\'ised definiitions if ti service 
delivery targets explicit delinea
tion of what training was ex
pecLedItL accom plisl. For exam
phe, tilt SetiT delivery target 
coceL'lling traiining health 
Workers ill tHIe neV approach to 
the llalag1ent Of actie respira
tiry-tract inlettiolls (ARD), 
stiplulated exactl "ilt' desired 
outcome if tile training. Thus, 
midwi\es were expected ti be 
able to classify cases Of pneumo
nia accordillg to tilt' degree (if 
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Setting Qui titati.'eObiectin's inI lallh Sector I'r,,ralis 

severity and know the e\act 
means of treating mild 
pneumonias. In order to ascer-
tain whether the midwives going 
through the Dl 1 training 
program actuali, knew what 
they were supposed to, an in-
depth evaluation was carried out 
with assistance frol I . This 
showed that 48 percent of health 
workers receiving the training 
could correctlv classihtv A,I cases 
and 76 percent knew the appro-
priate treatment. 

When it came to the qualita-
tive aspects of prenatal visits a 
different approach was required. 
Having at least three prenatal 
visits was in itself a good start, 
but the question arose about 
what those visits slhould include. 
The Maternal and Chil I lealth 
Serv'ice developed a I lome-Based 
Mothers Record, a card that 
svstema ti/ed whlt was done 
diuring prenatal visits. With help 
from the Child Survival Program, 
the CaId has been iIlplenieL ted 
countr\wide. 

Given the e\perience with 
these two indicators it appears 

4. Emphasizing vertical 
programming and hindering 
decentralization 

Another apprehension about 
selecting a limited nmber of 
quantitati'e targets was that they 
might lead to excessi'elv vertical 
progIramIs in which services were 
lot integrated. Similarly, the 
selection of targets, primarily by 
the D01I central office, might 
hax'e centralized decision-making 
unnecessarily. 

If the serx'ice deliver targets 
posed any threat to tiheintegra
tion of health care it was not 
apparent during the CSIP. This 
may hLav, L basicblee becluse 
elemnIlt of the CSl Nas the 
promotion of serv\ice integration. 
A ('lW belhmark was the deve
lopment of policies aid a mnual 
aimed at ince',asilg integration. 

The servxice delivery targets 
alsi did nt appear to jeotpardi/e 
decentra li/a tion in anv ieanling
fill way. I lealth stat ffrom1 each 
prox'i nce ,eg iOtia ted with central 
office staf the actual quantitative 
targets tor their own area. More 
important, there was nothing 

that ilua nt itatiVe targets were not, e' plicit or impliiit in the service 
the enemy of imp.rvtements in 
qualitv. 0On the coi trarv, ster\vice 
delivery targets my,have act01-
ally helped managers conlentrate 
on issues oIf qua lity of are. BV 
focusing On certaiin areas of 
service deliverv, the issue Of 
qua lity became n re apparent. 

deliverY targets that specifieid the 
means1w which they slu lld be 
accOmplisheid. This was left to 
local health c, icils to decide on. 
S whether !ocal health workers 
Leciield to iil,,ove i mmiini/a
tion coverage by using health 
vo'lunteers or by using the mass 
media was entirely up to them. M 

c2,3
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Conclusion
 

The service delivery targets 
selected b, tile DOI IandisAID 
bore the characteristics of good 
output inidicators. The were, 
after some refinemlent, relati ve'V 
easv to mIealsuire aild monifr. 
The'V were liso selected so that 
their accomplishment was pri-
marily dependenlt Oilthe lD)0 I, 
they were few illIinmbeL, Iik'h, 
to Iave a r(al impact if ICCOl11-
plisheld, and attainable within tile 
resource constraints faced by tile 
IX)l I. 

The problems that couldIIave. 
arisen from til'list' of ilnailita-
tiri .sirvici' dlivirV targets did 
not materiali/i. The' were nI 
arguments about tile actual target
figures, there w\'as no evidenli'e 
that quantiLaltive targets lead to a 

lack of attention being paid to 
qualitative aspects of service 
delivery,, an1d the service deliverv 
targets did not lead to vertical 
programming or interfere with 
L,
decentrali/atioll.
 

The sirvice deliIer targets
 
did have IMajor iinlpact on 
improving thl quality of informa
tion, atl didiigi' managers 
insiglhts into their programs that 
tile\' might othervise not haI'e 
hal. 

Two important li'allltages of 
servicei leliv'ery targets dii lot
mnateriali/ e. They iil not appear 
to serve as a comon11 idirection 
f10thedrispa rati partsof the D)01 1. 
The servici deli'very targets also 
Were not Used by mlanagers to 
make COllrse corrections. N 
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Recommendations
 

1)M uch time and effort needs 
to be invested at the beginning of 
any health project or program to 
develop a few easily measured, 
epidemiologically valid, quantita-
tive output indicators, 

2) It is important to spend the 
small sums of mney0V reluired to 
establish accurate baseline figures 
for the selected objecives be-
cause the figures will be essential 
for evaluatiing the program and 
making course corrections along 
the way'. The very process of 
trying to measure the indicators 
will also Iikelhv help clarify their 
definition and assist in the design 
of the program. 

3) To lend a common direction 

to an organization, service 
delivery targets need to be 
widel\ circulated and discussed. 
The use of newsletters, circulars 
and meetings at all levels will 
ensure there is a consensus that 
the indicators are important and 
achievable. 

4) The rieV of progress 
toward accomaplisling service 
targets should take place at high 
level- withinl the organi/ation, 
and all the way down to the 
municipal level. 
5)For targets to be neaning

ful, they must receive attention 
at least yearly, and preferably 
more often. M 
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