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ABSTRACT

Evaluation is an essential lllanagellleJ1[ tool Illr the illlpr()\'Cment of public health programs or
projects. As malaria morbidity and mortality continue to increase in most countries in Atrica, interna­
tional agencies and malaria control program managers have identilied the strengthening of program
evaluation as an important strategy Il)r improving the efficiency and etlCctiveness of malaria control
programs.

Program evaluation in public 11Lalth un be detined as the systematic collection and use of data to
improve health programs and guide the allocation of program resources. Program evaluation's
primarv purpose is to contribute to the achievement of program objectives. This is accomplished
when evaluation activities result in timel\' inl()rmation that can be used by managers to make
decisions about program design, program operations, Jnd resource allocations.

Managers can develop a program evaluation strategy only alter they have dctined program objectives
Jnd planned specitic program activities. Indicators should be directly related to program objectives,
~llld should be selected on the basis of their I) validity, 2) reliability, 3) ability to detect change
within J reasonable time period ~lI1d as a result of successti.J1 program implementation, 4) ,Ibilitv to be
interpreted, and 5) useti.I1ness in guiding program change. Only those indicators that can he mea·
sured, given a\'ailable program resources, should be selected. Managers will also need to identity the
sources of indicator data and to determine how olten each indicator will be measured.

Program mJnagers should develop criteria or indicators t()r I) program policies and plans, 2) the
process of program implementation, 3) the outcomes of malaria control interventions in disease
management and prevention, Jnd 4) program impact in terms of reductions in malaria-related
mortality and morbidity, Key issues related to the management of evaluation activities within a
national program include the need to begin with available resources and build incrementally; to
explore options Il)r administering evaluation activities; to select, train and supervise statr who carry
out evaluation activities; to develop qualitv control strategies; and to ensure that data are managed
and communicated in ways that support ctlCctive program decision making.

To lead to improvements in malaria control programs, e\'aluation must be clearly detined as a part of
the program management process. Program managers should lead this developmental process,
ensuring that evaluation methods produce the int()rmation they need to monitor and improve their
programs at reasonable cost.

INTRODUCTION AND BACKGROUND

Inadequate implementation of control programs has limired dforts to address an already serious
malaria problem in Africa. I In response to this problem, a 1992 minisrerial Conterence on Malaria
and issued a global strategy tiJl" malaria COntrol.! Both this report and the experiences of African
malaria control program managers highlight rhe strengthening of program evaluation as a priority
step in improving control programs and reducing malaria-related morbidity and mortality.

Program evaluation in public health can be detined as the systematic collection and use of data to
improve health programs and guide the allocation of program resources.·1 ~ Program managers
must evaluate their programs to determine whether rhey are achieving their objectives and ro make
decisions abour program design, program operations, and resource allocations. 5 Figure I shows rhe
components of malaria control programs. A strong malaria policy and program plan, supported by an
effective public health intrastructure, provides the basis for rhe implementation of appropriate disease
management and prevention interventions. These interventions then result in measurable program
impact on malaria-related mortality and morbidity.b Evaluation activities are designed to track
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progress in achieving this impact, providing managers with timely information on program operations
and outcomes.

FIGURE 1: COMPONENTS OF MALARIA CONTROL PROGRAMS
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Responsibility for program evaluation rests with national malaria cuntrol program managers,~ Jnd
every effort should be made to strengthen their capacity in this area. Program reviews conducted by
external evaluators are often geared toward the requirements of international organizations. AJ­
though frequently tied to the provision of resources, these external evaluations may not build
managers' skills or promote the frequent and continual evaluation needed !()r dlCctive management
ofcontrol programs. Regiunal and international agencies and organizations need to establish evalua­
tion systems for malaria control as programs begin to !lourish within countries. This need can be met
by abstracting information from that collected for use at the country level.

The purpose of this paper is to present and discuss issues related to the evaluation of malaria control
programs in Africa. We discuss the importance of program planning and the development of program
objectives as bases for sound evaluation; we present guidelines and sample indicators for the evalua­
tion of malaria control policies, plans, and programs; we discuss the challenges of measuring the
epidemiologic impact of program interventions; and we review key issues in the management of
evaluation activities.
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EVALUATION AS PART OF PROGRAM PLANNING

Evaluation is a critical element of malaria control programming. Three planning activities essential to
sound evaluation practice arc 1) defining program objectives, 2) selecting appropriate evaluation
criteria and indicators, and 3) identifYing appropriate data sources and determining how often
indicators will be measured. Each of these activities is discussed below.

DefIning Program Objectives. A prerequisite tor evaluation is the development of a program plan
with measurable process, outcome, and impact objectives that arc logicallv related to one another
and to goals and interventions ddined in the national malaria control policy. Impact objectives
target changes in mortality and morbidity expected to result trom program activities and should
correspond to the priority goal of the program (e.g., mortality reduction) as stated in the national
policy. Outcome objectives target changes in knowledge, attitudes, behaviors, or availability of
needed services or commodities that result trom program activities and should be directly related to
the priority intervention (e.g., disease management or prevention), The priority target population
(e.g., children less than 5 vears of age), or those charged with the care of the target popuLuion
(health care workers, mothers, tamily members, etc.). Process objectives specifY the actions needed
l()r program implementation and should correspond to the various activities (training, supervision,
commodity supply. surveillance, health education, operational research, etc.) necessary to achieve the
intended outcomes and impact.

The selection of program objectives is intluenced by
• their direct relationship to national policy;
• their tCasibility and practicality given available resources, including the likelihood that they

can be achieved within the stated time period; and
• their amenability to measurement and observation; including the availability of baseline

intormation against which to assess progress.

Selecting Criteria and Indicators. Once measurable objectives have been defined, managers can
make plans t()r evaluation on the basis of specitic criteria and indicators. Criteria arc technical stan­
dards that can be used as the basis t()r making judgments about the quality of a policy, plan, or
program component. For example, criteria tor a program plan might be whether it includes measur­
able objectives or whether planned activities are likely to lead to the achievement of stated objectives.

Indicators arc quantified measurements that can be repeated over time to track progress toward the
achievement of objectives. Selection of indicators should be based on their 1) validity, defined as the
extent to which the indicator is a tme and accurate measure of the phenomenon under study;' 8 2)
reliability, defined as the extent to which indicator measurements arc consistent and dependable
across applications or over time; '83) ability to detect change within a reasonable time period and as
a result of successful program implementation; 4) ability to produce data that can be easily inter­
preted; and 5) usefulness in guiding program change. In addition, only those indicators that can be
measured with available program resources should be selected.

IdentifYing Data Sources and Determining How Often Indicators will be Measured. Once
program objectives have been defined and criteria and indicators selected, managers must identitY the
best sources of data and determine how often indicators and criteria will be measured. Reports and
records collected as a routine part of service delivery, such as health information systems, reports by
supervisors, or srock inventories, can be important sources of evaluation data if they are of sufficient
accuracy. Where such data do not exist or are not yet accurate, special surveys or audits may be
necessary. Managers should also investigate whether data collected for other purposes or programs
may be available and appropriate for usc in evaluating malaria control program activities. For ex­
ample, large-scale surveys conducted for other child survival or family planning programs may
provide an opportunity ro obtain community-based indicator data.

I;
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, While desirable, amenability to measurement docs not justifY indicator selection in the
absence of the previous two criteria.
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Managers must also determine how often indicators will be measured. Considerations include 1) the
resources needed to collect data t()r that specific indicator (e.g., data from supervisory reports can be
collected more frequently than data from a survey of the population), 2) when indicator data \\~J1 be
needed to guide program decision making (e.g., data should be collected, analyzed, and prepared for
dissemination before rather than atter a program review exercise), and 3) when meaningti.ll changes in
indicator levels can be expected given program activities (e .g .. there is no need to measure the
availability ot'tlrst-line antimalarial drugs in tacilities if none have been available t()r distribution for
the past 6 months).

EVALUATION CRITERIA AND INDICATORS

In program evaluation, there must be a direct relationship between planned program activities (as
rdlected in process objectives and indicators or criteria) and anticipated results (as rdlected in out­
come objecti\'cs and indicators). Important criteria f()r evaluating program quality include the extent
to which program activities are logical, cohesive, and sutncient to achieve anticipated outcomes and
impact.

Program Policies and Pfans. The evaluation of program policies and plans may be judged on the
basis of a set of predetermined criteria.~ Criteria rhar mav be useful as a starting point arc presented in
Table 1.

Table 1: Criteria for Malaria Control Program Policies and Plans

POLICY

• Is there a written malaria control policy?
• Docs the malaria control policy rdlect the national epidemiologic situation?
• Is the policy realistic given current resources t()r malaria control?
• Does the policy include specific guidelines t()r disease management and

prevention of malaria in the facility and at horne?

PROGRAM PLAN

• Docs the program plan include measurable objectives for program prOl:esses,
outcomes, and impact related to malaria cuntrol?

• Do objectives reflect national malaria control policy and resource levels?
• Are indicators included in the plan?
• Does the plan include a description of major program activities (c .g., training,

supervision) to be implemented, including a timetable?
• If implemented as planned, are activities likely to lead to the achievement of stated

program objectives?
• Is there a program budget? Is it both specific and realistic given planned program

activities?

Program Implementation. Program managers are ultimately concerned with the achievement of
outcome and impact objectives. Of more immediate concern, however, is tracking the shorter-term
process of program implementation, or monitoring. The achievement of process objectives, which
focus on the routine and continuous operational and management concerns of program managers, is
a precursor of medium- and long-term results. Improving program monitoring is an urgent need in
Africa and should be the first step in building the evaluation capacity of ministries of health.
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ror process objectives, managers should select criteria or indicators that will provide evidence that the
program is being implemented as planned. Criteria often include e\;dence that activities have been
completed, such as the publication of a training curriculum, the installation of a computer in the statistics
unit, or the redesign of a supervisory system. Process indicators that can be monitored to track progress
toward successful implementation might address the number of personnel trained, the percentage of
needed posters that are printed and distributed, or the number ofchloroquine tablets received at the
central warehouse. Specific examples of process indicators are presented in Table 2.

Table 2: Indicators for Malaria Control Program Implementation

Training: Proportion of health facilities with at least one currently practicing health worker who
was trained (or retrained) in malaria disease management in the previous 3 years.

Proportion of health workcrs trained in the past 3 years who report that training
included supervised practice of malaria disease management.

-')
"·-'1
,.,..-.... ~
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Supervision: Proportion of personnel who report onc or more visits bv their supervisor in the
previous 3 months.

Proportion of personnel supervised in the previous 3 months who report that the
visit included observation of interactions with patients with lever.

Health Information
System: Proportion of reports (facility to district, district to national) received within the

required time period.

Proportion of district-level managers who report that they receive feedback on their
health inf()rmation system reports within 3 months of report submission.

Drugs: Proportion of antimalarial drugs ordered by peripheral flCilities that were shipped out
from the central storehouse.

Health
Education: Proportion of caregivers having visited a health tacility in the last 3 months who report

that the health worker explained how to administer the antimalarial drug at home.

Program Outcomes. Examples of possible outcome indicators are presented here for both disease
management and malaria prevention; specific indicators will vary based on the objectives of individual
country programs.

Disease Management. Disease management is a priority intervention in most countries in sub­
Saharan Africa because it represents the most direct and feasible approach to reducing malaria
morbidity and mortality. Correct disease management is a complex process.') 10 Health providers must
make a correct diagnosis, provide treatment in accordance with national guidelines, educate patients
about compliance with treatment regimens, and refer a patient when necessary. To achieve desired
performance levels, facilities must have well-defined and understood procedures (diagnostic, treat­
ment, and referral), adequate supplies and equipment, access to a laboratory tor microscopic confir­
mation of malaria if needed, and standard guidelines and drugs tor disease management. In addition,
health workers must manage their clinics efficiently and carry out needed administrative duties.
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Similarly, appropriate disease management in the home requires that patients or caretakers correctly
recognize dangerous symptoms, take recommended action in initiating home treatment or seeking
health services, and comply with the treatment regimen prescribed. Appropriate home management
of disease, therefore, requires access to antimalarial drugs.

Sample indicators for case management are presenred in Table 3.

Table 3: Outcome Indicators for the Case Management of Malaria

Provider Performance:

Dia~qnosis:

Treatment:

Patimt
education:

Referral:

Proportion of patients seen by the provider, and who meet national diagnostic
criteria f<)r malaria, who arc diagnosed correctly.

Proportion of patients diagnosed with malaria by the prO\-ider who arc prescribed
treatment in accordance with national policv.

Proportion of patients diagnosed with malaria bv the prm·ider who arc given
an explJnation of the treatment regimen_

Proportion of patients seen by the provider, and who meet national
criteria f<)r rcterral, who are given an appropriate referral.

Patient/Caretaker Performance:

Recolfnition: Proportion of caretakers who state that tCver in a child requires prompt treatment.

Action: Proportion of children with fever seen in health facilities whose caretakers report that
the child was treated at home or taken to a health facility \\ithin 24 hours offever onset.

Compliance: Proportion ofcaretakers ofchildren seen for fever in a health facility in the past 2 weeks
who report that the child completed the nationally-recommended course of treatment.

Facility Resources:

Treatment
guidelines:

Supplies/
equipment:

Referral:

Access to
laboratory:

Drugs:

Proportion of facilities in Which providers can produce a written copy of the
national guidelines for disease management of malaria.

Proportion of health facilities having needed supplies and equipment
(e.g., at least one thermometer in working order).

Proportion of facilities in which providers can identitY the closest referral facility.

Proportion of facilities where microscopic confirmation of malaria is possible
within 2 hours of request.

Proportion of facilities reporting that stocks of antimalarial drugs present in
the clinic during the past 3 months were sufficient to treat all patients
appropriately during that time period.

Home/Community Resources:

I

-I.,

Drugs: Proportion of patients who were prescribed antimalarial drugs who report that
they know where to obtain a fuU treatment dose at a cost they consider affordable.
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In Figure 2, results collected through a 1991 facility-based assessm:.-nt of malaria disease manage­
ment in Cote d'Ivoire illustrate how the use of outcome indicators can alert managers to specific
operational problems. Here, for example, shortages of chloroquine in health facilities limited health
workers' ability to provide on-site treatment with antimalarial drugs; this evaluation allowed Ivoirian
authorities to take action and rectify the situation. I I

FIGURE 2: CASE MANAGEMENT OF CHILDREN WITH FEVER (N = 47) SEEN

DURING 1 DAY OF SERVICE IN A RANDOM SAMPLE OF 39 PUBLIC HEALTH

FACILITIES IN C6TE D'lvOIRE, 1991.
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Prevention. The three major strategies tor the prevention of malaria include chemoprophylaxis,
personal protection measures, and vector coorrol. Sample outcome indicators t()r prevention objec­
tives arc presented in Table 4.

Table 4: Outcome Indicators for Malaria Prevention

Chemo- Proportion of targeted women who report at delivery that they han: completed a
prophylaxis: full course of chemopropln'l.lXis in accordance with the national policy.

Proportion of ;lntenaraJ clinics with recommended antimalarial drugs t()r
chemoprophylaxis in srock.

Personal
Protection:

Vector
Control:

Proportion of households t.ugeted t<)r usc of impregnated bed nets that report n:ady
access to bednets.

Proportion of households tJ.rgeted t()r usc of insecticide-impregnated hednets that
l1Jve ~lt least one impregnated bednet per bed (or local equivalent).

Proportion of targeted households with impregnated bednets in which there is
physical evidelKe of routine hednet usc.

Proportion of targeted households with impregnated bed nets reporting impregnation
during the past 6 months (or the prescribed intervals between impregnations).

Proportion of targeted households that arc sprayed during a single spraying cycle.

Proportion of health/environmental control lacilities with:

• insecticides selected in the national policy.
• sutRcieor spray pumps in working order.
• adequately trained statf.
• adequate transportation resources to complete previous spraying cycle,

as reported by tield personnel responsible t()r cJrrying out spraying.

Proportion of targeted households that report having received a message about source
reduction during the past year.

Program Impact. The evaluation of the impact of malaria control programs on mortality and
morbidity in Mrica is hindered by the absence of a unitorm case definition of malaria and by inad­
equate diagnostic and laboratory capabilities. In addition, most malaria-related morbidity and
mortality in Africa occur in the community and are not seen and reported through facility-based
sentinel or routine surveillance systems. 12 Despite these operational limitations, mortality· and
morbidity-reduction goals remain important, and impact objectives should be included in national
program policies and plans. Until more meaningful impact measurements are possible, emphasis in
program evaluation activities should be directed to the careful assessment of intermediate outcomes
of program activities that are considered to be associated with morbidity and mortality.
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Sample indicators of program impact are presented in Table 5. with a particular t<)Cus on those
indicators that can be collected through routine sources. Program managers will often be more
successful in interpreting impact data when multiple indicators are reviewed together. frequently,
;lVaiiable data on outpatient visits or hospital admissions or deaths attributed to malaria are ditllcult to
interpret individually but can be usdlll when interpreted together. for example, an increasing trend
in malaria hospital admissions is more n:liable if corroborated by a parallel increase in malaria outpa­
tient visits.1.l A useful strategy f()r identifYing and interpreting fluctuations in such indicator denomi­
nators is the use of "tracer diseases," unrelated to malaria, as indicators of the sensitivity of the disease
reporting system. If reported levels of the tracer disease remain flat while reported malaria incidence
rises, for example, this can suggest that increases in reported malaria reflect a true increase in disease
instead of more complete reporting or changes in health services utilization. Chickenpox has been a
usen" tracer disease in Burundi and Rwanda.'~

Table 5: Indicators of Malaria Control Program Impact

Morbidity:

Patients with diagnosed malaria in public-sector tJcilities during one vear. *
Proportion of children with diagnosed malaria among patients seen at public-senor clinics.;;
Proportion of population reporting a kbrile episode in the previous 2 weeks.
Patients \\ith microscopicallv-confirmed severe malaria seen in referral tacilities during 1 year.§
Proportion of children with severe anemia among pediatric admissions in health facilities. r
Proportion of babies delivered in health facilities who have low birth weight (<2500 gms).

Mortality:

Deaths following a malaria-like illness" occurring in tacilities during a 1 year period.
Deaths following a malaria-like illness, contirmed microscopically, occurring in referral
facilities during 1 year.
Proportion of all deaths in health facilities that follow a malaria-like illness. r
Proportion of patients hospitalized with a malaria-like illness who die in the hospital.'
Number of children dying with severe anemia in health facilities during a I year period .

• This and several other indicators in this section arc not expressed as proponions, as is desirable. The most uscl\11
denominator would Dc "the population served bv the health facilities," but in most malaria-endemic countries population
estimates arc unavailable or outdated, utilization rates fi)! health bcilities may vary over time, and the resulting proportion
would be imprecise.

t This indicator can be difficult to interpret Decause dunges may be due mainlv to a change in the denominator. These
changes may be unrelated to malaria.

~. More complete reponing is often available Irom public-sector than Irom private-sector lacilities. This may vary by country.
and program managers using this indicator will need to define the types oi facilities to sample tor indicator measurement.

§ In this example, measurement of the indicator is limited to rclerral health facilities because they arc most likely to have
microscopes available and receive a major share of severe malaria cases.

II Malaria·like can be defined regionallv or at country level but might include fcver alone, seizure, coma, or anemia without
other apparent cause.

, This indicator may reflect community bclicls and atlillJdes related to health system utilization, health worker per/ormance,
or quality of hospital procedures, as well as disease severitv or outcome.
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MANAGEMENT OF PROGRAM EVALUATION ACTIVITIES

Just as with other components of malaria control programs (e.g., training, supervision, commodities
distribution), evaluation must be planned and implemented through the use of sound management
principles. Because evaluation may be a relatively new or untamiliar dement in many public health
programs, there may be only limited experience among malaria control program staff in administer­
ing evaluation-related activi.ries. We highlight key challenges in the management of evaluation. (her
time, the experiences of national programs should be documented and shared as the basis tor identi­
tYing the most etfective approaches.

Developing Feasible Evaluation Strategies: Where to Start? Most national malaria control
programs do not presently have the personnel or financial resources to design and implement com­
prehensive evaluations of their programs. A practical approach to this dilemma is to proceed incre­
mentally, beginning with what is possible now and gradually increasing evaluation activities as the
program develops. Programs should strive to evaluate a few components well, rather than many
poorly or not at all.

Malaria program managers in Africa mav want to f<:>cus their short-term evaluation dIeJrts on the
process and outcomes of malaria disease mJnagement in public-sector health tJcilities, the priority
intervention in most countries in Africa. hom an evaluation perspective, a f<Jeus on the quality of
case management in t3.cilities is advantageous because rclativdv inexpensive and straightfell"\vard
methods for observJtion-based assessments of the quality of disease management exist and have been
used successfully to evaluate Primary Health Care services, including malaria, by ministries of health
in Mrica.I;'?

A limited set of indicators useful to managers at each level of the health system should be identified
in an overall plan for evaluation. The plan should specitY the data sources and how often indicators
will be measured. 'priority indicators will vary from country to country, on the basis of their program
plans and specific objectives. One illustration of a country-specific plan is presented in Table 6. This
plan focuses on cases management and on the usc of routine sources of indicator data whenever
possible. In some countries, supervisory systems may not provide adequate data on health worker
performance; in others, indicators of rderral may be more important than those reflecting diagnostic
performance. Managers should systematically select the indicators Jppropriate fe)r their program as a
part of the planning process.

Developing an Administrative Structure for Evaluation. There is no single, "corn:ct" administra­
tive structure for program evaluation at the national level. Managers should build on existing organi­
zational resources and the experiences of other countries and disease programs to design a functional
system. In Nigeria, with 30 states and 589 semi-autonomous districts, the Federal Ministry of Health
has developed a national monitoring and evaluation unit for primary health care. This unit is charged
with designing an evaluation plan, testing it in selected geographic areas, and undertaking the
development of forms and the training of personneL IS This level of investment, decentralization, and
integration across programs may not be possible or desirable in other countries. In the Central
African Republic, involvement of district-level personnel in the definition of standards for disease
management has led to the incorporation of outcome indicators into standard national supervisory
checklists. The system is now being strengthened to support use of evaluation data for local-level
monitoring before they are forwarded to the district and national levels for use in program evaluation
and replanning.
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Table 6: Sample Country-Level Evaluation Plan for a Malaria Control Program·

"This plan. and the indicators sdected. are lor purposes of illustration only.
Priority indicators must be sc:lecled by program managers on the basis of program objectives,
resources available lor measurement, and level of program development.

PRIORITY INDICATOR

PROCESS:
Proportion of health tacilities with at least one
current/v-practicing health worker who was trained
(or retrained) in malaria disease management in
the prC\·ioliS 3 years.

Proportion of personnel who report one or more
visits bv their supervisor in the previous 3 months.

Proportion of Hcalth Intormation System (HIS)
reports (facility to district. district to national)
received \\;thin the required time.

Proportion of health tacilities with at least onc
copy of national malaria policy.

OUTCOME:
Proportion of patients seen by the provider and
who meet national diagnostic criteria tor malaria
whose malaria is diagnosed correctly.

Proportion of patients with malaria
diagnosed by the provider who are prescribed
treatment in accordance \\;th national policy.

Proportion of facility directors who report that
stocks of antimalarial drugs present in the clinic
during the past 3 months were sufficient to treat
all patients appropriately.

Proportion of patients with malaria diagnosed by
the provider who are given an explanation of the
treatment rcgimen.

Proportion of children with fever seen in
health tacilities whose caretakers report
that the child was treated at home or taken to a
health tacility within 24 hours of fever onset.

IMPACT:
Patients with diagnosed malaria in public-sector
facilities during 1 year.

Proportion of children \\;th diagnosed malaria
among patients seen at public-sector facilities.

Deaths following a malaria-like illness occurring
in facilities during a 1 year period.

DATA SOURCE

T raining Records

Facilitv- Based Assessment

Records of Health
Information System

Supervisors' Reports/
racilitv- Based Assessment

Supervisors' Reports/
Facilitv- Based Assessment

Supervisors' Reports/
Facility- Based Assessment

Supervisors' Reports/
Facility- Based Assessment

Supervisors· Reports/
Facility- Based Assessment

Intake Interviews

Health Information System

Health Information System

Health Information System

FREQUENCY

Annual

Annual

Annual

Annual

Annual

Annual

Quarterly/
Annual

Annual

Annual

Annual

Annual

Annual
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Staff Selection, Training, and Supervision. Program managers will need to select, train, Jnd
superyise the staff who will carry out evaluation activities. Statf can be additional personnel dedicated
to e\'aluation or existing personnel whose responsibilities are modified to include evaluation duties.
Too otten, however, evaluation tasks arc added to the responsibilitics of already overburdened stall~

with little additional training or support.

Concrete actions should bc included in the program plan to ensure that evaluation activitics arc
implemented, such as:

• developing or modi~'ing job descriptions to include the cvaluation tasks of dara coJlection,
management, analysis, usc, and feedback.

• training staffto carry out evaluation tasks needed at different levels of the health system.
• developing and implementing a strategy to ensure supervision of evaluation responsibilities

including on-the-job observation and tCedback.

Data Quality Control Strategies. Program managers must ensure thc quality of evaluation results. This
can be accomplished by periodic re\;ews, :llIditing uf records during supel\;sory visits, or special quality
conrroI activities (e.g., re-inrel\'iews ,,;th random subsamples of sUl\'ey respondents). Developing qualitv
assurance mechanisms \\;11 be a critical challenge in most countries because ofshortages of stall' trained in
resean:h methods and analytic skills.

Data Management and Communication. Evaluation dara obtained from diller-ent sources must be
svstematically transf()rmed into accessible and usefi.11 inf()rmation and presented to managers at
ditlerenr program levels. This transt()rmation requires skills in the management of quantitative data,
data quality assessment, communication, and planning. Because most programs will draw their
evaluation data from a variety of sources, those who collect and analyze the original data may not be
able to conduct all the analyses needed f()r evaluation purposes. To facilitate this integrative process,
it may be assigned to a specif1c individual or organizational unit. To perform effectively, this unit
needs managerial authority to request timely submission of data and to work with personnel in other
programs in order to coordinate data access and usc. The unit should also be an active participant in
program review and replanning activities, to ensure that information is correctly interpreted and that
additional data needs are incorporated. into the evaluation plan.

Evaluation Results in Program Decision Making. Even the best evaluation data arc worthless
unless the resulting information is used in making program decisions. Sometimes evaluation data arc
not llsed because they arc madc available to decision makers roo late or in a lorm that docs nut
directly address the decision. Even when timely and appropriate data arc available, other factors (e.g.,
political considerations, individual skills and experiences, and administrative and organizational
arrangements) may limit their usc in decision making. One purpose of evaluation is to improve the
decision-making process by assuring that available data arc used. This assurance can be obtained in a
variety of ways, including participation by the evaluation staff in program review and planning
activities, preparation of specific data summaries for review by program planners, and regularly
scheduled meetings between managers and evaluation personnel to share inf()rmation and discuss
needs. :--:ational malaria control programs should develop both mechanisms and timetables for the
review and revision of their evaluation plans.
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CONCLUSIONS

Program evaluation is essential to improving the quality and d}i:ni\'eness of malaria control programs
in Mrica. The tirst step in the deYelopment of appropriate evaluation ;H:tiyities is to incorporate an
evaluation strategy into the program planning process. This strategy should include a limited set of
criteria and indicators with which to eyaluate the process and outcomes of one or more priority
program objectives. ~or example, the adoption of criteria t()r the e\'aluation of malaria control
policies and plans and the selection and use of a limited number of indicators of the process and
outcomes of malaria disease management in public-sector tacilities are within the reach of most
African countries.

To lead to improvements in malaria control programs, evaluation must be clearly ddined as a part of
the program management process. Program managers can increase the yield from their program
evaluation activities by working collaboratively with other countries and with regional and interna­
tional agencies to define appropriate guidelines, indicators, and methods. A coordinated approach
will conserve resources and allow comparisons among various approaches. Program managers should
lead this developmental process and ensure that evaluation activities produce the int()rn1Jtion managers
need to monitor and improve their programs at reasonable cost.
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