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EXECUTIVE SUMMARY 

The evaluation team agrees that the concept underlying PRICOR 
II is exciting and original. The attention focused on the 
process of service delivery is all too rare; no one has ever 
attemped to develop a systematic approach or tools to 
identify implementation problems and develop solutivns to 
those problems at the periphery. The level of support 
received from the individual country missions in the form of 
buy-ins speaks well of the project given the competing 
demands against funds available to missions. The team 
concludes that there is compelling evidence of the need for 
the PRICOR II project concept and approach. The report 
outlines how the project has been conducted to date and makes 
recommendations on how performance can be improved. 

Concept 

The Midterm Evaluation Report on PRICOR II is divided into seven 
sections which deal with different aspects of the project; they are the 
PRICOR II concept, the Thesaurus, systems analysis, operations 
research, comparative analysis, dissemination, and 
implementation/institutionalization. The Findings and Conclusions and 
the Recommendations ~hich follo~ are divided into the same seven 
sections. The concept has resulted in an ambitious and challenging 
project. Because there is no precedent in the field to follow, there 
is no easily accessed reservoir of knowledge and experience to tap. 
However, there are precedents in other fields of research which could 
provide examples and guidelines for PRICOR II staff. For example, 
PRISM staff have incorporated some organizational attributes (from the 
organization theory literature) into their analyses. 

One difficulty that has come to the evaluation team's attention is 
the natural tension between the social scientist focusing on rigorous 
research and the manager focusing on the practical realities of day to 
day operations. With regard to this project, the social scientist and 
the manager are further separated by the fact that the manager is local 
and the social scientist in charge of the study ~ypically is not. 
Also, there are complaints that the project is too centrally drlven. 
This normal tensi0n is probably heightened by the fact that PRI~OR II 
is breaking new ground. A better balance between scientific and 
practical managerial considerations can be developed as both sides gain 
confidence in the concept and the approach itself. The recommendations 
for the concept are intended in part to suggest ways to deal with the 
bold scope and the complexity of the PRICOR II approach. 

~ile concentrating evaluative efforts at the periphery may 
correctly identify problems in the process of health care service 
delivery, unless the methodology requires a co~current macroanalysis of 
the system as a whole, generic or system-wide causes of these 
deficiencies may not be identified. 



Comparability among the studies included in PRICOR II may be 
compromised because there are five different contracting and 
subcontractillg organizations, each following different approaches, and 
because the buy-ins, in some cases. have resulted in efforts which do 
not fit into the general PRICOR II approach. 

It is not absolutely clear whether the goal of PRICOR II is to 
carry out OR studies in order to identify common problems or to 
institutionalize a capacity on the part of host country program 
managers to identify and solve problems in a systematic manner. If the 
latter is a goal, then the training component should be an essential 
part of the PRICOR II approach. 

Thesaurus 

The Thesaurus, a compilation of the steps followed in each of the 
seven child survival interventions for service delivery to the client, 
is uniformly cited by PRICOR II subcontractors and country personnel as 
a useful reference. The PRICOR staff have used it most extensively to 
develop data collection instruments for studies in several c.ountries. 
Subcontractors have also used it as a reference and it has been used 
for training activities. 

At the same time, the Thesaurus has been criticized as 
intimidating and cumbersome. The evaluation team noted that Volume II 
of the The~aurus is very detailed and overwhelming to consider, 
especially as d single volume. The team could find no evidence that 
any other programs, such as the centrally-funded projects of PRITECH 
and REACH, had found the Thesaurus useful or had adopted it. In 
addition, there appear to be no written instructions on how to use the 
Thesaurus in the field. 

Svstems Analvsis 

The systems analysis is intended to be a problem finding step in 
the PRICOR II approach. Data collection instruments are created with 
the help of the Thesaurus, data are collected and analyzed to determine 
where problems exist in the service delivery system and what the 
magnitude of those problems may be. The systems analyses that have 
been conuucted have tended to be expensive exercises largely directed 
by Washington-based contractor staff. They will undoubtedly not be 
repeated. Ideally the systems analysis should be repeated periodically 
to determine if the solutions developed and implemented following the 
operations research studies have improved the situation. 

In addition to identifying problems with the service delivery 
systems, the systems analyses in several instances have resulted in 
serendipitous findings. The benefit of such results should not be 
ignored in the overall assessment of the PRICOR II project. 

As would be expected, the subcontractors on the PRICOR II project 
have each handled their portion of the project differently. PRISM and 
HIID, in particular, have developed tools that could be incorporated 
into other studies in PRICOR II. PRISM has included an emphasis on 
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organizational attributes as independent variables which significantly 
influence the delivery process. In addition, they rely more heavily 
than CHS on local focus groups to determine the problems to be 
addressed in the systems analysis. On the basis of some a priori 
assumptions, they aggregate data elements into constructs giving their 
DCI a more macro definition than CHS. They use role playing se~sions 
with health workers as the focal points for observation rather than 
directed field observations. They also use Likert-type forced choice 
rating scales. 

HIID has developed and tested the application of Lot Quality 
Assurance Sampling (LQAS) to measure the adequacy of coverage in the 
delivery of primary care services. LQAS activities do not fit the 
rubric of SA in the strict sense as defined by PRICOR II; however, they 
are an important quantitative refinement to the SA process which can 
yield more efficient, less costly sampling through the innovative 
application of indu£tri3l quality control theory and practice to 
peripheral health facjlities. 

Further deviations from the PRICOR II concept and model have 
occurred as a result of mission buy-ins. While some of these 
activities deviate from the rigorous PRICOR II model, they also 
represent the need for flexibility in securing the cooperation of 
Mission and Ministry officials in the host countries. 

Operations Research Studies 

The operations research studies are intended to test solutions to 
the proble~s identified as a result of the systems analyses. These 
studies ~ere further intended to be smaller in scope and less costly 
than the OR studies conducted as a part of PRICOR I. According to 
information provided by CHS, they are. By the most conservative 
estimate, the PRICOR II OR studies are almost six times ch~aper than 
the comparable PRICOR I studies. The PRICOR II OR studies are also 
completed over t~ice as quickly as the PRICOR I studies. 

The PRICOR II project calls for 30 different OR studies in each of 
12 countries, 360 OR studies in all. PRICOR II has funded 47 OR 
studies in six different countries to date. It is not always easy to 
determine exactly what problem these studies are addressing because 
there is no clear statement or description of the problem being 
addressed. Eighty-five percent of the studies are to focus on services 
provided by nonprofessionals and the lowest ranking category of 
professional health worker. Sixty-one percent of all studies meet that 
criterion. 

If one considers the 14 possible subsystems to be addressed by 
PRICOR II (the seven child survival interventions and the seven 
accompanying support subsystems which include planning, training, 
supervision, community organization, logistical support, financial 
management, and information system, monitoring, and evaluation), four 
subsystems (acllte respiratory infections, ORT, malaria, and 
immunization) are receiving a greater share of the funding than 
expected if we assume that each of the subsystems should receive an 
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equal proportion of the funding. At the same time it should be noted 
that 12 of the 14 subsystems are the subject of at least one OR study 
and 10 of the subsystems are the subject of multiple OR studies. Only 
the maternal health and child spacing subsystems have no OR studies 
underway to date. 

Most (71%) OR studies have originated from the systems analyses. 
Most (76%) OR studies follow the three steps in the general OR process, 
problem analysis, solution development, solution testing and 
validation. A variety of research methods are being employed in the OR 
studies. 

Comparative Analysis 

Comparative analysis of the systems analyses and the operations 
research studies are also a part of the PRICOR II proj~ct. These 
analyses are in the early planning stage; no comprehensive plan for 
conducting these analyses has been produced yet. The recommendations 
section provides some suggestions for proceeding. 

Dissemination 

PRICOR II staff have developed a mailing list of over 900 
individuals and groups. A combined total of 640 copies of the two 
volumes of the Thesaurus have b8en distributed. Two major 
publico~ions of the PRICOR II project are the PRICOR Report with two 
issues published and the Child Survival Report with six issues 
published. Other dissemination activities include a 10 minute 
slide/video and a more extensive 30 minute video which is in 
production. Various PRICOR II staff have presented papers at 
conferences and briefings have been held for AID, CDC, and several of 
the centrally funded projects such as REACH. One subcontractor also 
publishes its own Peru PRICOR Report. 

Three levels of dissemination are considered, within a project 
country, within the project, and outside the project. Outside the 
project has been PRICOR's primary focus. 

Implementation/Institutionalization 

The implementation and institutionalization of the PRICOR II 
concept, approach, and tools will depend on PRICOR II being perceived 
as having a high potential for functional utility and efficiency. It 
must be perceived as a process built on solid, objective research 
methodologies, not as a research project operated from a centa11y based 
contrator staff. 

~~atever its considerable merits as a research effort, the more 
important characteristic is the capacity building aspect of PRICOR II. 
By its emphasis on the analysis and improvement in process components 
at the most peripheral delivery levels of the primary care system, it 
has the potential for building the management and resource allocation 
infrastructure necessrry to assure the efficient and effective delivery 
of primary health care. It would be a serious error to assume that the 
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SA/OR approach could be an adequate substitute for managerial exper
ience and judgment. The recommendations for the institutionalization 
of PRICOR II refIts and findings recognize their potential utility to 
managers in foctsing and enhancing that judgement factor, not as a 
substitute for it. 

The evaluation team's recommendations are provided in Section IX 
of the report. 
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I. INTRODUCTION/BACKGROUND 

A. Objective 

The Cooperative Agreement for the PRICOR II Project was signed at 
the end of September 1985. The agreement called for a midterm review 
of the project's activities, including site visits, during the third 
year of the project. The Scope of Work for the· evaluation team is 
attached (Annex I). The basic objective of the midterm evaluation was 
to determine the current status of the project activities, and compare 
that with the project objectives as stated in the Cooperative 
Agreement. The team was requested to review, challenge and critique 
the conceptual and operational foundations of PRICOR II. We were 
expected to assess the process and products of the prime contractor as 
well as of the four relatively independent subcontractors. We were 
afforded access not only to the contractors, but had an opportunity to 
spend time with project, program and AID staff in Peru and Zaire as 
well as in ~ashington. 

To conduct this ruidterm review, OIH/PHS/DHHS and S&T/Health of 
USAID selected a team consisting of professionals experienced in study 
of the delivery of health services. Special efforts were made to 
include individuals on the team who had extensive experience in the 
U.S. health services. ~ith the exception of the Team Leader who has 
spent almost 20 years studying the problems of implementation of 
community-based health interventions in Third ~orld countries, the rest 
of the team had primarily domestic experience. Much of this experience 
was in health service delivery research; one of the team members had 
special expertise in evaluation methodology and another on 
organizational development. The objective was to assess PRICOR II 
against the standards of objective rigor and systematic development 
which apply to operations research in health in the United States. 

B. Background 

The overall objective of PRICOR II was similar to that of the 
PRICOR I Project in that it attempted to improve the cost-effectiveness 
of health service delivery. The manner whereby this was to be 
accomplished differed radically. PRICOR I WAS essentially a grants 
program which focused on four topical areas: 

o Community health workers; 

o Community financing of PHC Services; 

o Community organizations to support PHC; and 

o Community-based distribution of PHC commodities. 
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Approximately 50 operations research studies were funded under 
PRICOR I, and they were scattered in over 30 countries. These studies 
were typically small, unrelated, isolated and not attached to any 
large-scale program, and thus had limited impact on the improvement of 
the quality of service delivery for the population at large. 

PRICOR II developed a methodology and an approach to improve the 
cost-effectiveness of a large-scale Primary Health Care service 
delivery program. According to the design of the project, PRICOR II 
was to develop an approach and instruments to enable those responsible 
for the management of the delivery of health services to deal more 
effectively with the process aspects; i.e., the factors influencing the 
implementation of the interventions. The project design also focused 
attention on the periphery or the point at which the services reach the 
client or beneficiary. Finally, the decision was made that PRICOR II 
would concentrate its energies on Child Survival interventions. This 
meant that immunization and Oral Rehydration Therapy (ORT) along with 
interventions lik~ malaria, Acute Respiratory Infection (ARIJ, and 
growth monitoring promotion were given priority while child spacing and 
maternal health have received much less attention. 

It should be emphasized that what PRICOR II was attempting to do 
was experimental in nature; attention to the process of service 
delivery is all too rare and no one had ever attempted to develop a 
systematic approach to the subject or tools to assist those charged 
with the task. Thus, there was no precedent to follow, no reservoir of 
knowledge or experience to tap. PRICOR had to chart its own course and 
test various approaches and methods to identify and develop some useful 
tools. 

C. Evaluation Methodology 

The evaluation team met in Washington in early November to review 
project documents, interview AID officials (from S&T/Health as well as 
the regional bureaus), hear briefings from the subcontractors on their 
respective field projects, and discuss the approach and project 
progress to date with the PRICOR staff at the CHS. The team then split 
into two groups with one (Hudson and Pyle) going to Zaire and the other 
(Hendricks and Marshall) visiting Peru. It should be pointed out that 
AID selected the sites to be visited; they wanted to have the team 
observe one CHS and one subcontractor site. Annex II gives a list of 
the individuals contacted in Washington and in the course of the site 
visits. It should also be noted that AID arranged the schedule of 
appointments in Washington, determining the individuals the team would 
meet. This was part;ally required because of the limited time 
available to the team, but the outcome of the review might have been 
affected by the lack of time to interview others who might have had 
views on and experience with PRICOR that might have been relevant. 
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The site visits took rlace between 4 and 12 November. This time 
in the field was found to be very useful, enabling the team members to 
translate the theoretical, methodological descriptions received in 
Washington into a practical, more operationally oriented idea of what 
the PRICOR approach was meant to be. However, in the case of both Peru 
and Zaire, the field site visits were arranged by the PRICOR 
subcontractor (in Peru) or CHS representative (in Zaire). This again 
precluded a totally independent appraisal, but despite th:s fact the 
team members felt confident that they received an accurate and 
objective assessment of what PRICOR was doing ~nd attempting to achieve 
in the field. 

D. Report Format 

The midterm evaluation report is divided into nine sections, with 
individual team members taking responsibility for each. The team had 
several opportunities to meet and discuss as a group to ensure that 
everyone's opinions and obse=vations were included. Following the 
Introduction/Background (Pyle), the concept underlying PRICOR II is 
spelled out (Hudson). Chapter III discusses the development, testing 
and application of the Thesaurus (Hudson). Next is a chapter on the 
Systems Analysis approach as developed and applied by PRICOR II 
(Marshall). This is followed by a discussiull of the Operations 
Research Studies being carried out under PRICOk iI (Hendricks). 
Chapter VI focuses on the comparative analysis and how the PRICOR II 
Project should address this difficult issue (Hendricks). This is 
followed by a chapter on the dissemination of information on PRICOR II 
methodolo~y and approach in technical reports, house publications, 
briefings and presentations (Pyle). Chapter VIII consists of a 
discussio~ of irrplementation/institutionalization/operationalization 
issues U:a l'shal l). The final chapter reiterates the recommendations 
that are rradc in the individual sections (Ferry). 



II. CONCEPT 

A. Rationale 

The objective of PRICOR II, initiated in 1985, is to develop an 
organized system of operations research projects, comparable across a 
number of developing countries, designed to provide information for use 
in the improvement of primary health care programs. It represents a 
new approach in terms of its scope of services studied uniformly and in 
terms of the detail to which discrete steps in the process of care are 
investiga~ed. It is designed to provide the manager/evaluator precise 
information about the internal operations of the entire system that 
lead ultimately to identifying results. This is the first time such a 
detailed microanalysis has been attempted on such a large scale. If 
successful, the method should not only provide health care managers 
with a basis of program evaluation but also provide personnel in the 
field the means to make frequent, informed, on-the-spot modifications 
in program design. 

B. Descrip::ion 

PRICOR I was essentially an operations research project carried 
out through a Cooperative Agreement with the Center for Human Services 
(CHS) beginning in 1981. The research program was limited to four 
topical areas: community health workers, community finallcing of primary 
care services, community organization to support primary health care 
and community-based distribution of primary health care commodities. 
Approxima::ely 50 studies were funded in 30 countries. By April, 1985, 
Virtually all of PRICOR's research budget had been committed. The 
studies that had been developed were unrelated in terms of overall 
correlation and were carried out in relative isolation. The external 
evaluation of 1984 identified a number of studies dealing with issues 
of questionable priority. At the same time it was felt that some 
topics appearing to be quite important for the overall effectivenes~ of 
primary care programs had received inadequate attention. The diverse 
approaches taken by different studies limited the opportunity to 
compare one study with another. 

PRICOR II project calls for the implementation of large scale 
primary health care support projects in 12 separate countries, with the 
goal of completing approximately 30 studies in each country. The 
objective is to incorporate operations research studies to the extent 
that a complete understanding can be ascertained as to the processes of 
primary h~alth care rather than assessing only outcome variables, as 
was the case in PRICOR I. It is expected that these studies will 
consist of a series of small-scale OR studies focused on a variety of 
specific, circumscribed service delivery activities. Thus, the focus 
of PRICOR II is on the periphery. In the past, traditional operations 
research studies and program evaluations have focused on measuring 
program inputs (e.g., training and supplies) and on outcomes (e.g., the 
number of children immunized). Much less attention has been devoted to 
describing the actual service delivery activities that, when provided 
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in a given sequence, produce a given outcome. PRICOR II aims to 
balance the emphasis on process compared to the previous emphasis on 
inputs and outcomes. 

C. Applica t ion 

The activities of PRICOR II are not to simply duplicate the 
PRICOR I program but to use the previous experience as a base for 
further advances in operations research. It is expected that the 
activities will incorporate many of the successful elements of the 
PRICOR I program such as a systems approach to health problems and 
detailed attention as to how operations research should be conducted. 
The system should provide an objective approach to identifying the most 
important service delivery problems, and should ultimately, through 
appropriate operations research activities, help local providers 
identify appropriate intervention strategies to improve services. 
Several methodological approaches incorporating assessment instruments 
have been established to achieve the objectives of improved service 
delivery: 

1. Thesaurus 

This is to be developed as a tool to assist program managers 
to identify exactly where the delivery of primary health care services 
for child survival breaks down. It consists of a set of operational 
definitions of the activities logically necessary to deliver a limited 
range of basic health services. It is divided into service and support 
indicators. 

2. Svstems AnAlvsis 

With the help of the Thesaurus, a health care manager will be 
able to develop the data collection instruments (DCIs) to determine 
the nature and extent of the delivery problem. The systems analysis 
describes in detail basic service delivery in a region or entire 
country. The findings of the systems analysis are to be used to 
provide a basis for selecting specific service delivery problems for 
subsequent operations research studies. The Thesaurus should serve to 
standardize descriptions among various programs and may also be used to 
direct attention to the very functions that may be entirely absent from 
a given program. 

3. Operations Research Studies 

Based on results of the systems analysis, specific operations 
research studies will' be designed with the objective ,of overcoming the 
problems identified. The studies would include a lalige range of 
methodologies and approaches, including descriptive studies, 
prospective interventions in service delivery, and longitudinal studies 
with multiple observations of the same variable. For the most part, 
the scale of individual studies should be designed to reflect the level 
of precision required for a specific management declsion. Compared to 
previous operations research programs, this project is to emphasize 
small-scale, relatively unsophisticated studies of brief duration. 
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4. Comparative Analyses 

It is expected that at the end of the project results from 
studies in the 12 countries can be compared objectively. Lessons 
learn£d in the 12 countries could be consolidated and could serve as a 
basis for promoting the systems analysis/operations research approach 
to process monitoring in other primary health care programs in the 
Third World. One of the purposes of the Thesaurus is to facilitate 
standardized systems analysis exercises in the l2 PRICOR countries. 

5. Dissemination 

The findings of these discrete operations research studies 
are to be shared ... ith others in the country where they are carried out, 
among other PRICOR countries by means of workshops and publications and 
in non-PRICOR countries who might be interested in the problem 
identification/solving approach developed by PRICOR II. 

D. Critique of the General ConcEill.! 

Analysis of operations in the 12 countries under the PRICOR II 
projort ... ill focus on process of care at the periphery. Such an 
approach is intended to provide evaluators and managers ... ith a clear 
and precise picture of what is working well ard what is not. The 
analyses should provide aggregate data for overall evaluation while at 
the sam~ tim~ the derived information should provide managers ... ith the 
facts necessary to facilitate effective changes on the spot. While 
offering the potential for providing much more useful information than 
obtained from traditional outcome studies, both the scope and emphasis 
of this methodology present theoretical problems, some of ... hich have 
been identified already in the field. 

1. Macroanalv£is vs. analysis at the periphery 

There is a danger of missing the forest for the trees. 
Excessive resource commitment to exhaustive studies of discrete 
processes of care might jeopardize the capacity to evaluate completely 
system-wide problems. Concentration of evaluative efforts at the 
periphery may identify co~rectly the links in the process chain where 
supervision or accountability or understanding is lacking, but unless 
the method calls for a concurrent macroanalysis of the system as a 
whole, generic or system-wide causes of these deficiencies may not be 
identified. 

2. Problems of comparability 

PRICOR II involves sub-contracting with four organizations, 
each follo ... ing different approaches. Provided that the operations 
research studies are described accurately ar.d the methodologies 
utilized in each can be classified in some comparable manner, and 
provided that the discrete processes of care aie measureo in a uniform 
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manner, useful comparative analyses are possible. The Thesaurus has 
been developed to address the latter problem. Careful descriptive 
statements and explanation of the studies across the four contractors 
seem critical. 

3. The need for balance between competing goals in PRICOR II 

One goal of the project might be to develop centrally the 
most sophisticated, yet practical evaluative methodology applicable to 
large scale field studies, to test this under field conditions until it 
was perfected, and then to apply this to the improvement of health 
services. Another goal might be to spend resources primarily in the 
training of local managers/evaluators in the methodological design, 
with the objective of facilitating locally designed and executed 
studies of uniform format to assure some inter-country or inter-region 
comparison. There exist sufficient differences in these two goals as 
to result in rather marked differences in the scientific rigor of the 
systems analyses and operations research studies that should be 
anticipated from each methodology. Lack of clarity in the overall 
goals could result in serious disappointment in ter.ms of the ultimate 
products. 

4. The question of relevance 

If one of the major goals of the PRICOR II project is to 
provide local field managers with an instrument to identify areas in 
the process of care where immediate corrections can be made, one must 
be aware and take into consideration the capacity and limitations for 
the managers to make such decisions withir their program jurisdictions. 
For example, it is difficult to envision how field managers in many 
typical ministry of health programs co',ld effectively use the PRICOR II 
approach in this manner. These managers typically have little control 
or authority to make management decisions at the local level. 

E. Findings and Recommendations 

Discussions during the briefings in Washington and during on-site 
visits to Peru and Zaire underscore, to varying degrees, these 
concerns: 

1. Macroanalysis vs. analysis at the per.iphery 

Although detailed systems analyses had been completed on a 
large scale in Zaire, and on a more circumscribed scale in Peru, no 
objective macroana1ysis had been completed in either country. A macro 
analysis of sort has'been completed in Zaire by local PRICOR staff. It 
is, however, normative and lacking in analysis, and it provides nothing 
more than a description of the program and structure. Whereas a number 
of operations and research studies are underway in Zaire, the ultimate 
impact of such studies may be reduced unless proper account is taken of 
the environmental and contextual (e.g., organization and political) 
variables that might be better understood through a more analytic macro 
study. Presumably, the same concern will be applicable in other 
countries where PRICOR II operations research studies will be underway. 
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RECOMMENDATION: Serious attention should be given to the 
development of a uniform format to conduct macroanalyses to 
complement the extensive process studies at the "periphery" as 
featured by the PRICOR II concept. The PRICOR II work done in 
Thailand was primarily of a macro nature and could be used as a 
starting point. 

2. Problems of comparability 

Because of the different approaches made by the four 
different sub-contracting organizations, problems relating to 
comparability are evident. The Harvard Institute for International 
Development (HIID) approach starts with problem identification and then 
determines the nature/extent of the problem so that it can be 
corrected. The Western Consortium for Public Health (WCPH) in 
Indonesia is following more of an epidemiologic approach. This is far 
more traditional and not necessarily in keeping with the PRICOR II 
emphasis on small, relatively uncomplicated operations research 
studies. The Logical Technical Services (LTS) activity in Togo was 
assumed b~ PRICOR originally as a contracting mechanism to continue A 

project started under a RSSA with OIH funded by S&T/Nutrition when this 
came to an end; they have since adopted the PRICOR II approach and 
completed a S~stems Analysis utilizing the Thesaurus. LTS also 
contriu~:.~L to the development and testing of the Growth Monitoring/ 
Promotion (G~/P) section of the Thesaurus. In Peru, PRISM has carried 
out a systems analysis project with some use of the Thesaurus. 

Within the CHS-managed projects there is tremendous variety as 
well. In Columbia, the systems analysis has been carried out rela(ing 
to child survival activities undertaken by community volunteers. Here 
the Thesaurus has been used in the early design of the systems 
analysis. In Peru, likewise, a systems analysis has been carried out 
with extensive local use of the Thesaurus. In Thailand, the evaluation 
has been concentrated mainly at the macro level in an effort to improve 
the general management information systems and to facilitate 
decentralization of health services activity. In Haiti, the systems 
analysis had been completed; but the government would not approve the 
next stage of operations research efforts. Projects just DOW being 
launched in Niger and Senegal are focused more on support systems, 
especially on supervision. In Zaire ar.d in the Philippines, systems 
analyses have been completed. Operations research studies have been 
identified ~nd initiated in Zaire, and several are just beginning in 
the Philippines. In these latter two countries, the prototype PRICOR 
II approach seems to be ~2~eloped most extensively. 

Local condi tions al:,,' ~,rpede comparability across programs. The 
relationship of priorities held by ministers of health and workers in 
the field may cause disparity of goals from one program to the other. 
Decentralization of authority and responsibility in one region may 
allow for different processes for utilizing the methodology. 
Differences in local capability to organize and support research of 
this nature may make cross-country comparability difficult. 
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The extent of local funding for the systems analysis and 
operations research studies to-date demonstrates, for the most part, an 
enthusiastic "buy in" to the concept by local authorities. Never
theless, the site visit in Zaire uncovered complaints that PRICOR i~ 

too driven from the sub-contractor's central offices in Washington 
(e.g., the approach is developed by the prime contractor and then 
imposed upon the field). Some of the mission's high-priority needs are 
not included (for example, AIDS in Zaire), because they do not fall 
within the Child Survival Interventions. The explanation for this 
centralized direction is made on the basis of having to provide a 
standardized approach which can be applied elsewhere. 

This, however, is contradicted by the inclusion of numerous 
country efforts which do not fit into the general PRICOR II approach. 
One example is Indonesia where the mission works very closely with the 
School of Public lIealth. If PRICOR wanted to work in that country, it 
hnd no ~hoice but to work with the School. In addition, it had to 
begin its activities evaluating management of acute respiratory 
infections. I-nen centering its attention on acute respiratory 
infections. it was found that there was no existing program with 
service delivery to study. As a result, the PRICOR activity in 
Indonesia became more of an epidemiologic pilot stu~y which identified 
effective intervention approaches for acute respiratory infection, 
somewhat different from the primary goal of PRICOR II. 

RECOMMENDATION: Attention should be directed towards methods that 
can improve the comparability of study design and data collection 
methods from country to country. Clearer descriptions of the 
operations research and systems analyses studies would be useful. 

3. The rol~ of local training and local studv desi&n 

There appears yet to be a question within the PRICOR program 
about the p~oject's ultimate goal. It is not absolutely certain 
whether the goal is to carry out 30 operations research st\ldies in 12 
countries in order to identify common problems, or to institutionalize 
a capacity to identify and solve problems in a systemati~ manner in 
each country so that after PRICOR II is completed, the host country 
program manager will continue to manage operations effectively. These 
two goals are quite different, and the ultimate decision between the 
two goals must be resolved before the projec~ goes any further. A case 
in point, uncovered during the Zaire site visit, was the apparent 
difficulty that the Zaire office had in getting permission to carry out 
its own approach to conducting workshops for the orientation to 
operations research. The local project office was told that PRICOR was 
not in the training business. If it is true that PR1COR is interested 
only in generating a number of studies to improve knowledge of the 
service delivery process and to make improvements in program 
effectiveness, this raises concerns about the viability of the program 
in local regions after PRICOR II is completed. If the ability to carry 
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out the type of operations research studies PRICOR II advocate is to be 
institutionalized locally, the tr~ining component should be an 
essential part of the PRICOR ,_ approach. 

RECOMMENDATION: AID should determine the emphasis to be placed on 
training local managers in the design and carrying out of local 
studies. If this is an essential part of the overall project 
goal, then the sub-contractors must be so informed and directed 
toward this end. Institutionalization of the process should be a 
priority objective for the last two years ·of PRICOR II. 

4. Problems of definitions and objectives 

There exists a tension between rigorous research on the one 
hand and operationally relevant and feasible methodologies on the 
other. Those with more formal academic training or associations are 
critical of operations research studies carried out under PRICOR II. 
For example. the sampling designs may not meet normal operations 
research standards. Yet the type of problem identification and solving 
methods required by a field manager must be necessarily simple, quick, 
and inexpensive if they are to be utilized as a regular feature of the 
operation. It might be helpful to consider using another term. If one 
might drop the word "research," one could lower expectations in terms 
of rigorous study methodology. Possibly a more appropriate term would 
be "operational analysis." In the classic industrial model for 
evaluating product quality or the classic medical quality assurance 
model, the following steps are generally described: 

1. Problem identification 

a. Is there a problem? 

b. ~~ere in the system does the problem exist? 

c. ~~at is the magnitude of the problem (in terms of 
variants from expected performance)? 

2. Problem prioritization 

a. How important is the problem in effecting desirable 
outcomes? 

b. How easily can these tentative problems be ascertained? 

c. Do we have the capacity to correct the problem? 

3. Identification of possible corrective actions 

4. Specific evaluative study 

a. Establishment of baseline data on part of the system be 
corrected. 
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b. Statement of expected improvement potential (expected 
level of performance after corrective intervention has 
been affected). 

5. Application of corrective action 

6. Re-evnluation after corrective action 

7. Continuing monitoring to make sure that corrections have been 
maintained. 

It appears that "systems analysis" ill the context of PRICOR II 
project encompasses step 1 as outlined above. This activity, as 
envisioned, should establish an objective means for verifying and 
documenting the magnitude of process problems system-wide. From a 
practical and feasibility point of view the question is really how 
extensive and how detailed this initial system analysis can be. How 
much can the project afford in terms of time and human resources? 
Should the analysis be area-wide or merely involve one or two health 
centers? Would th3 application of further methodology, for example 
LQAS, improve the (:fficiency of this operation? ShouJ.d this process be 
preceded by some regional prioritization activity in order to determine 
the boundaries and confines of the original systems analysis? 

The "operations research" segment of PRICOR II would seem to 
encompass steFs 2, 3, 4, 5, and 6 in the above outline. In general, 
this set of activities would be less extensive in scope than the 
"systems analysis" and would involve discrete studies of individual 
parts of the primary care process. Tbe importance of step 7 should be 
emphasized in the planning for regional or national information 
systems. 

The ultimate success of PRICOR II will rest in large measure on 
its ability to engender capability within the host country to self
initiate and carry out all steps de~cribed above. This includes both 
the "systems analysis" portion and the "operations research" portion. 
The concept of promoting the capability for continuous monitoring is an 
important aspect in the PRICOR II total effort. The Thesaurus should 
be useful to those designing the systems analysis portion as well as 
the operations rese~rch portion, and should serve as an easily 
availab Ie "on the sh(~lf" resource document. 

RECOMMENDATION: AID should insist that ::~'e participating 
contractors continue to refine and field test the methodologies 
for the systems .analysis and operations research studies of PRICOR 
II. This refinement and experimentation should encourage better 
local und~rstanding and application of the methodologies. 
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III. THESAURUS 

A. Rationale 

The PRICOR II Project has for its major objective the development 
of a systematic comprehensive evaluation of the process by which 
primary health care is provided at the delivery site (clinic, home, 
field unit, etc.). An important objective of this effort, as stated 
under the Cooperative Agreement between the Agepcy for International 
Development (AID) and the contractor, Center for Human Services (CHS) 
is "to improve the cost-effectiveness of basic health services by 
documenting and analyzing prevailing problems and by applying 
operations research techniques to resolve them." There exists, 
therefore, a need to develop a methodology to gain precise information 
about the internal operations in the health system that lead to 
identified results. This information is to be gained at the local 
level through the development and subsequent measure of objective 
indicators for day-to-day primary care activities. 

The 12 country PRICOR project will not attempt to analyze and 
evaluate all primary care services, but rather will concentrate on a 
series of efforts directed towards child survival. The evaluation 
methodology should be able to demonstrate an objective assessment of 
the various processes associated with child survival services and 
should demonstrate huw training, supervision, management information 
and other systems support can improve the basic tasks associated with 
such services. The methodology should allow analysis to focus on 
direct observation at peripheral levels in the primary health care 
system. Such observations may involve direct recording of care, 
instruction or supervision as it is being given; participation in and 
recording of activities performed during simulation exercises; the 
recording of notations made in the medical record, clinic logs, home 
records, etc.; and/or direct query of supervisors, practitioners, or 
mothers. 

The total effort in PRICOR II envlSlons a development of a large 
number of relatively uniform studies analyzing processes of primary 
care across a number of countries. Never before has such a detailed 
microanalysis been attempted on such a large scale. The project is, 
indeed, "breaking new ground" in this effort. The goal is to produce a 
number of operations research studies among a number of countries on a 
standardized rather than ad hoc basis. In order to accomplish this, 
the evaluation methodology and its instruments must: 

1. Assure, as closely as possible, uniformity of standards in 
measures; 

2. Provide reminders to those establishing local studies of the 
various steps and sub-steps of the process of primary care being 
evaluated; 

3. Facilitate the design and early implementation of studies 
(systems analyses and operation research studies) in the field; 
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4. Provide sufficient general guidance so as to avoid the need 
for extensive effort in "reinventing the wheel" for each initial study 
and subsequent study. 

In order to meet these methodological demands, the contractor, 
CHS, has developed the Thesaurus. This instrument identifies and 
describes the logical steps involved in the provision of care either by 
the health worker or by the mother upon instruction by the health 
worker. 

B. Description 

The Thesaurus is a comprehensive listing of discrete primary 
health care services, support service activities, along with 
quantitative indicators and data sources by which the indicators can be 
measured. It provides not only activity lists but also indicators for 
planning, training, supervision, community organization, logistics, 
financial management, and information systems. 

The indicators for performance are considered to be one of the 
most important outputs of the Thesaurus development. As stated in the 
preface to the document preparect by CHS, "the Thesaurus, in sum, 
enumerates and operationally defines service delivery and support 
activities and provides ubjectively measurable indicators for them." 

Although comprehensive in scope, the instrument is not purported 
to be all inclusive or exhaustive. To do so would result in an 
unmanageably long instrument. In order to concentrate upon and include 
the activities believed to be important in delivering primary care, the 
contractor consulted with numerous experts, and referred to a large 
list of WHO guidelines and committee reports. 

The instrument is divided into two (eventually to be three) 
volumes: 

o Vol. I. Key service delivery and support activities, tasks, 
and sub-tasks. 

o Vol. II. A list of service and support indicators - for 
seven interventions: 

a. Immunizations 
b. Oral rehydration therapy 
c. Malaria treatment 
d. Acute respiratory infections 
e. Maternal health 
f. Child spacing 
g. Growth monitoring promotion 
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The support systems include: 

a. Training 
b. Supervision 
c. Logistic support 
d. Planning 
e. Financial management 
f. Monitoring and evaluation 
g. Community organization 

o Vol. III. Abridged List of Selected Critical Activities and 
Indicators for Rapid Field Use In Ongoing District-Level 
MIS/HIS Systems (not yet developed) 

C. Application 

. The sub-contractors suggest that the Thesaurus be used as a 
research tool to "1) identify problems that require operations 
research*. 2) identify the strongest correlations between program 
effects and specific activities**, and 3) permit objective comparison 
between programs***." It is to be applied in all the countries where 
PRICOR II activities are developed and should streamline study design 
and permit the gathering of data within a standardized framework. It 
is proposed also to be used as a management tool, helping managers 
design programs and initial small ad hoc assessments of program 
activities. 

Thus, thE Thesaurus is proposed for use extensively: 

1. Both centrally (at the sub-contractor level) and in the field 
(at the local country planning level) in thE design of area-wide 
systems analysEs studies. 

2. At the local level in the design of numerous small scale 
operations research studies. 

3. Centrally, in the ultimate analysis of the 12 country PRICOR 
effort. 

D. Evaluation 

The Center for Human Services states, in the preface to the 
Thesaurus. Vol. 2: 

"The field response to systems analyses based on the Thesaurus has 
been uniformly enthusiastic. Managers have benefitted greatly 

* Presumably to be used extensively in the design of systems 
analysis studies and development of data collection instruments. 

** Presumably effective in the design of operations research studies. 
*** Presumably useful in establishing uniform data for ultimate PRICOR 

comparative analyses studies. 
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from direct observation of the old activities, especially at 
peripheral levels that they do not normally research. 
Researchers have appreciated the thoroughn~ss of observation and 
documentation. Activities have been measured objectively, rather 
than impressionistically and subjectively. Problems have been 
looked at from multiple points of view; problem clusters have 
quickly emerged even with limited data analysis. Everyone 
involved has gained understanding of how the programs operate and 
how the various components relate to each other. The effort, 
though substantial, has proven worthwhile in every country in 
which PRICOR has worked . .. ff 

One must be careful to distinguish between success, as measured by 
enthusiasm for the systems analysis based on the Thesaurus versus 
enthusiasm for the Thesaurus itself in the design of the systems 
analyses studies. Efforts were made to make this distinction by the 
evaluation team during the site visits to Peru and Zaire. Anecdotal 
information was gained on-site at both locations. 

In Peru, the team found that the Thesaurus (English version) had 
been used extensively by PRISM workers in the design of an initial 
systems analysis study. The systems analysis, however, was 
specifically designed to encompass only one limited segment of the 
primary health carp delivery system. In other words, the systems 
analysis did not encompass a large-scale, multi-regional analysis of 
numerous health interventions. The workers reported that the Thesaurus 
was quite useful in the study design. It allowed them to be 
comprehensive in the scope of the study and assured that essential 
steps in primar~ care delivery were not overlooked in the analysis. 

In Zaire, the Thesaurus was not used locally. It was used 
extensively in the ~ashington-based CHS office to design the survey 
instruments developed for the original large scale systems analysis of 
multiple facets of the entire primary care process. It is unknown how 
much time and effort went into the utilization of this Thesaurus at the 
central headquarter level. Presumably, it required a considerable use 
of time and resources but ultimately was deemed extremely helpful by 
central staff in designing the proposed surveying instrument. Once in 
the field, the instrwnent was modified to a moderate degree by local 
workers in order to be certain that it was appropriate to local 
conditions. The survey was then translated into French for widespread 
use. Thus, the Thesaurus itself was not used initially in Zaire. 
Workers there have not seen a copy of the Thesaurus or any part of it 
translated into French. An English version of the Thesaurus is 
available in Zaire. ,The PRICOR staff there made use of the Thesaurus 
in consulting with local primary care providers as they (the providers) 
developed their own local operations research studies based on the 
original systems analysis. 

One can conclude at this point that the Thesaurus has as yet 
received only limited use in the field. The entire Thesaurus in its 
present form was completed only by mid-1988, although it was used 
extensively by the central office staff as it was being developed. The 
time for distribution and utilization has thus been limited. 
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The team understands that the Oral Rehydration Therapy portion of 
the Thesaurus has been translated into French and Spanish, and that 
translation for the other sections is progressing rapidly. In 
briefings at the central office, the team could find no evidence that 
the centrally-funded projects supporting field efforts in oral 
rehydration therapy (PRITECH) and immunizations (REACH) find the 
Thesaurus to be a useful edition. Except for the PRICOR project, no 
one has adopted it in their program. 

The development of the Thesaurus took much longer than originally 
anticipated (over two years versus six months). It contains over 2,000 
variables. There appear to be no clear written instructions as yet on 
how the Thesaurus is to be used in the field. Some members in the 
field have commented that the Thesaurus does not take into 
consideration some of the softer, yet vitally important, aspects of 
primary care (e.g., sociological, cultural, political, organizational). 

In addition to its primary pur~~se as a resource for systems 
analysis and operations research instrument design, the Thesaurus has 
the potential to serve an additional important function in the field. 
Managers are likely to find it useful in the training and supervision 
of health workers. Through its use as a reference document managers 
can feel comfortable that everything is included (or at least no 
important elements are missed) in terms of training and supervision 
details. 

The comprehensive identification of services delivery and support 
process activities contained in the Thesaurus creates a foundation for 
the identification and analysis of effective positive behav_or by 
service delivery personnel in both the public and private sectors. 
This function of the Thesaurus should be more highly emphasized in the 
design of DCls. 

The Thesaurus has been envisioned as a critically important aid to 
those assigned to analysis studies both at the central office and in 
the field. With proper use it should reduce non-uniformity of terms 
and data and should ultimately save considerable time and effort by 
allowing comparable analyses to be organized without "reinventing the 
wheel u at the time of each initial and subsequent study. It's design 
and refinement, however, has been such an enormous task that it has 
consumed considerable time and effort in its initial development. 

Some have criticized the Thesaurus as being too extensive, too 
comprehensive, too exhaustive. No priority is given to the various 
steps in the processes included. The evaluation team recognizes these 
potential faults, and understands that plans are being made to abridge 
it. This may not be necessary, since the instrument is designed to be 
a ushelfu reference document and should, of necessity, be extensive and 
inclusive. 
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RECOMMENDATION: Efforts should be extended to make the Thesaurus 
more user-friendly. For example, the large volume should be 
disaggregated into specific topics, e.g., oral rehydration 
therapy, immunizations, acute respiratory infections, etc. The 
team understands that this process is already underway. 

RECOMKENDATION: Completion of the translation into Spanish and 
French and appropriate distribution in the field should constitute 
the next priority; however, efforts to abridge the Thesaurus 
should be delayed for the time being. 

RECOMMENDATION: Guidance should be provided to assist managers in 
the field to ~pplV the Thc~aur\ls to the design and implementation 
of systems analyses and operations research studies. Managers 
will use the Thesaurus only if they understand how it fits into 
the process of systems analysis and/or operations research 
studies, and appreciate what it can contribute to both. 
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IV. SYSTEMS ANALYSIS 

Primary health care systems analysis has been defined by PRISM as: 

o The systematic and selective measurement of structure and 
process variables; 

o Evaluated within an analytical framework which generates 
useful indicators of both quality and quantity of care 
linked to attributes of the delivering organization; and 

o Directed toward the identification of effective actions that 
can be taken to correct deficiencies or otherwise improve 
performance of individuals and of the organization. 

In its most simple representation, CHS describes Systems Analysis 
(SA) as an attempt to identify and describe, based on the most 
objective possible observational measurements, the essential basic 
elements in a process. A generic graphic representation of the key 
elements in a system would appear as 

INPUTS + PROCESS~ OUTPUTS~ EFFECTS (OUTCOMES)~ IMPACT. 

Once the micro-elements are described anrl objectively measured, 
the dynamics of the model, it is assumed, will chen be revealed to the 
analyst. This assumption is predicated on a belief that the dynamics 
of systems are orderly and maintain at least some approxim~tion of 
equilibrium over time. A further assumption is required which holds 
that the effects on OUTPUTS of changes to INPUT and PROCESS variables 
can be predictably tracked. 

For PRICOR II, the legitimacy and utility of the SA are derived 
from the validity of the Thesaurus and its subsequent translation into 
a Data Collection Instrument (DCI). The Thesaurus represents the 
conceptual model which optimizes the equilibrium of the system, making 
possible the predictive function of the OperatiJns Research approach to 
the improvement of primary care delivery. 

There is little question but that a rigorous, objective assessment 
of the basic elements of a system and their interaction is the key to 
the analysis of how effectively th~ ~y~tcm is funcrioning. Similarly, 
it follows that such a diagnostic analysis is imperative to the design 
of any therapeutic intervention intended to improve operations within 
the system. 

As detailed in the previous section, the Thesaurus represents a 
comprehensive and detailed compendium of the process elements essential 
to the primary care process for the six primary health care 
interventions originally included in the scope.of work as well as for 
maternal health which was added later to the original intervention 
elements (ORT, immunization, growth monitoring and nutrition, malaria 
management, ARI and child spacing). 
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The analysis of process variables as the focus of the SA 
represents an origina1 and exciting approach t~ services delivery 
improve~ent. The inclusion in the SA of the essential support services 
including supervision, training, logistics and information reinforces 
awareness of the fundamental reliance on these subsystems if quality 
control is to be achieved and maintained in the delivery system. These 
elements are particularly critical in decentralized and remote settings 
where supervision of workers with low levels of technical training is 
likely to be marginal. 

Unfortunately, fidelity to that model in PRICOR II has led to DCls 
which are sometimes so complex and burdensome as to compromise their 
utility as efficient functional tools for field application. As a 
result, some of the SA work which has been undertaken has not been 
completed. Much of what should be initiated, according to the original 
plan, may never be initiated or completed if the DCI is totally driven 
by the thesaurus. Time and budget constraints will not permit 
processes as laborious as those observed in Zaire and to a lesser 
extent in Peru. 

This state ot affairs is not, however, necessarily cause either 
for despair or for augmented funding in order to complete the ambitious 
schedule originally designed to require SA studies of each of the six 
primary care interventions for each of the 12 countries in the program. 
If there was an underlying assumption to the PRICOR II ~ffort which 
held that with sufficient rigor in the design and implementation of t~e 
Thesaurus, DCI, SA a~d OR studies, the results could be aggregated iJto 
a gestalt more powerful than the sum of its individual parts, that ",ust 
be regarded as virtually unattainable. However, this does not preclude 
generalization and comparability from one study to other settings cr 
countries. The CA approach described in Chapter 6 will permit a 
determination of the confidence limits which would apply to such 
generalizations. 

This is not to argue that the broad scope of PRICOR II was 
inappropriate. The boldness and complexity of the approach required a 
sufficient critical mass of host country participation. The 
utilization of four contractors, and the reliance on cooperative 
funding from a large number of individual AID Missions has somewhat 
compromised the potential for methodological uniformity and subsequent 
comparability of the individual SA and OR studies. But, that loss has 
been offset by a diversity of approaches which will benefit 
adaptability of the findings to mUltiple health settings in countries 
with diverse cultures and organizational styles. 
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A. SA Models In PRICOR II 

1. CHS 

CHS has developed the SA approach most consistent with the 
model as originally conceived in the initial PRICOR II development. It 
derives very closely from the Thesaurus and has been highly centralized 
in its development, although with a series of iterative interactions 
with field personnel, in Thailand, Haiti, Zaire, Columbia and in the 
Philippines. A major SA addressed to supervision is present1y being 
initiated in Senegal. 

The CHS approach involves four distinct phases, each of which has 
considerable implications for time and effort. 

Phase I begins with discussions and negotiations between the CHS 
central office staff and the host country, AID mission staff, and 
potential participating institutions. The purpose of these is to: 

o Secure approval to proceed, 

o Identify interventions, support activities and geographic 
areas of principal interest; and 

o E~list the collaboration of locally experienced research 
personnel. 

CHS estimates that this Phase ~ill require a mInImum of two months with 
at least t~o or three visits by PRICOR staff from CHS headquarters. 

Phase II is for detailed planning and pretesting preliminary to 
data collection. The Phase II objectives are to: 

o Develop. translate, pretest and produce data collection 
instruments; 

o Schedule and make logistical arrangements for fieldwork; 
and 

o Hire and train interviewers and observers. 

A critical element at this stage is the co~laboration between external 
advisors and local staff. CHS believes that external advisors are not 
likely to have adequate knowledge of local conditions and resources, 
while local staff require extensive orientation to SA techniques and 
instruments. CHS estimates about six weeks and one PRICOR staff visit 
for this phase. 
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Phase III involves the data collection in peripheral areas with 
heavy supervision of observers, interviewers and daily tabulation with 
cross-checking of their completed forms. Although not explicitly 
stated, we can assume a heavy CHS staff role in these activities. Up 
to four "team months" are estimated for this phase, although the use 0 

multiple teams can shorten this estimate. The costs in additional 
training. and inter-team observer reliability would be factors in a 
decision to use mUltiple teams. 

Phase IV is describ~d as transitional to the OR activities. This 
final phase involves data analysis (dBase), calculation of indicators, 
and tentative exploration of management questions. 

It is not likely, based on observations of the Evaluation Team in 
Zaire, that the model would be applied in a host country absent strong 
intervention and support from CHS. 

A more detailed descri~tion of the CHS approach (October 1988), 
together with summaries of the SA activities undertaken by CHS in 
Colombia. Haiti. Niger. Pakistan. Philippines. Senegal, Thailand. and 
Zaire are in Annex 3. 

2. PRIS!1 

~~ile not as closely derived and tightly driven by the 
Thesaurus as the CHS model, the PRISM approach to SA also spawns 
complex DCI demands resulting in an enormous data burden. The PRISM 
model dLffers from that of CHS primarily along four dimensions. 

First is its add:tional emphasis on the influence of 
organizational attributes as independent variables which significantly 
influencE the delivery process. These are important issues, but the 
danger is that the PRISM work could focus on the explication of 
organizational theory more than is appropriate. 

Second. PRISM relies much more heavily than does CHS on locally 
convened focus groups in determining the problems to be addressed in 
the SA. The Thesaurus may b~ used as part of that interaction, or may 
only be used in preparation for the focus group sessions. But, the 
process is perceived as much more driven by local issues, including the 
needs of project, district, regional, and Ministry of Health (MOH) 
managers, than is the more centrally derived CHS approach. 

Third, in its conceptual model, PRISM makes a priori assumptions 
as a basis for aggregating some of t~e data elements into constructs. 
This results in a slightly more macro definition to its DCI than is 
characteristic of the CHS efforts. 

Finally, PRISM has introduced two unique social science methods 
into thp SA process. These are role playing sessions with health 
workers as focal points for observation rather than directed field 
observations. and the use of Likert-type forced choice rating scales. 
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Like CHS, PRISM has at times allowed issues of research 
methodology to preempt the services delivery focus of the work under 
PRICOR II. CHS has digressed into the application of academic research 
standards for what is intended as an application of simple SA/OR 
methodologies to improving primary care services delivery. PRISM 
appears, at times, preoccupied with breaking new social science and 
organizational theory ground. 

A more complete description of the PRISM model is attached in 
Annex 4. 

3. Harvard Institute for International Development 

Although HIID used the Thesaurus as a reference guide for an 
SA of the measles immunization subsystem in December, 1987, the PRICOR 
II SA methodology is not a principal focus of the Costa Rica effort. 
The objective of the HIID activity is to develop and test the 
application of Lot Quality Assurance Sampling (LQAS) to measure the 
adequacy of coverage in the .:elivery of primary care services. 

Defined broadly, LQAS activities can be construed as fitting under 
the rubric of SA, although not in the strict sense as defined by PRICOR 
II. Rather, they represent an important quantitative refinement to the 
SA process which can yield more efficient, less costly sampling through 
the innovative application to peripheral health facilities adapted from 
industrial quality control theory and practice. 

The HIID approach provides a generalized snap-shot which can, with 
minimal sample size and data collection efforts target deficiencies in 
service delivery coverage. It cannot, however, yield identification of 
the causes for those deficiencies. OR studies will be necessary for 
that diagnostic step. 

Using a sample of only 28 households (in which there were children 
under the age of 24 months) for each of 60 randomly chosen health 
outposts over a two month period, the SA was able to estimate the 
levels of: 

o Immunization Status (p~lio, OPT, measles); 

o Knowledge of the recipe for home-mix ORT; 

o Referrals of pregnant women and newborns; and 

o Home visits made by the health worker. 

This process, at a cost of approximately $3/household, permitted 
analysis not only of overall performance, but also identified the 
effectiveness of each center against specific performance criteria. 
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A serious deficiency with respect to measles immunization was 
identified through a further SA which focused just on that process. One 
problem identified in the preliminary analysis is of a large waste of 
vaccine which is supplied in 10 cc vials but only one or two doses are 
given from each vial since immunizations are almost always provided 
only during home visits. 

4. Western Consortium for Public Health 

This activity is based on an epidemiologic dpproach to clinical 
outputs for ARI. There is no focus on process variables. WCPH does 
not use the Thesaurus and has no commitment to the PRICOR II approach. 
The work does not meet even the most loose criteria for Systems 
Analysis. 

However deviant from the rigorous PRICOR II model these activities 
may be, they do represent the need for flexibility in securing the 
cooperation of Mission and Ministry officials in the host country even 
when that may lead to some compromise from the PRICOR II concept and 
model. 

A similar deviation from the strict PRICOR II model also exists in 
Togo which involves PRICOR II as a funding mechanism for completion of 
a project started under other auspices. 

RECOMMENDATION: Although mission buy-ins should continue to be 
sought and encouraged, S&T/Health should attempt to maintain 
greater consonance with the PRICOR II conceptual model in 
arranging future buy-in activities. 

B. Discussion 

What is needed as PRICOR II moves into the latter portion of its 
half-lif.e, is a comparison of the relative validitj, efficiency, and 
efficacy of the various approaches taken by the individual contractors 
to SA. The standard for comparison should be their utility for 
application in the field by indigenous personnel with only a bare 
minimum of outside technical assistance. 

The proposed analysis would not necessarily require a controlled 
experiment. It might include longitudinal analysis to ascertain and 
document changes in delivery process tracked to variations resulting 
from natural experiments occurring as a result of local conditions 
during implementation of the SA. A retrospective critical incidents 
analysis might be structured to provide this type of information. The 
expected yield should be applications guidelines for each of the SA 
approaches which had been differentiated, including intra-contractor 
differences, over time between sites and studies. 
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As described above, three of the four contractors applied models 
which, although they were basically derived from the Thesaurus, 
differed significantly in their formal reliance on the ideal model, the 
size and complexity of the DCI, and the level of detail in the data 
base. 

The SA activities have represented a significant, heavy 
expenditure not only of PRICOR dollars, but of other resources as 
well. All are highly labor intensive not only for the primary data 
collection through application of the DCI, but'in the planning and 
negotiating which precede data collection. The Ministry of Health 
(MOH) in the Host Country, the AID Mission and in some cases, local 
educational institutions all make major commitments of time and 
resources. 

It has been an impression of the Evaluation Team that the SA 
activity has a potential for becoming too research oriented. There is 
a danger that it could become autonomous of the larger goals of PRICOR 
II. 

The SA completed in Zaire may be a case in point. It addressed 
four interventions (ORT, immunization, growth monitoring and malaria). 
The SA took almost 10 months to complete at a cost to the contract of 
approximately $200,000. It included only 4 of the 319 health zones in 
the Country. These were selected because they were believed to have 
the best performing health centers, of which there were a total of 18. 
The SA involved 72 villages and 648 families. 

The sampling frame for the Zaire SA effort has been criticized for 
failure to observe random, and perhaps representative sampling. That 
is far from the most serious of its deficiencies. In fact, it can be 
argued that in terms of the design of management interventions to 
improve performance, it can be safely assumed that the worst centers 
have all of the problems of the best ones. Therefore, corrective 
actions derived from observations of good projects will also have a 
salutatory effect on those centers which have less good performance. 

Most telling was that after complex analysis of the 3.1 million 
bites of data which were collected and analyzed from this SA, the 
problems were presented at a NprioritizationN workshop. A list of 36 
topics were identified as priorities. Six of these came from the floor 
rather than from the SA. 

On the other hand, there are many situations where valid 
observations and descrip~ions of problems are made, based on sound 
program knowledge and experience, but which are subsequently rejected 
because they are not quantified. Numbers are convincing, but at what 
cost? 

This is not to argue that the Zaire SA products should not have 
been developed. There was a need for a totally compr~hensive model. 
That model should be available as a guide to those designing future 
efforts. It should not, however, be promulgated as a standard without 
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which an SA exercise would not produce useful diagnostic information or 
afford a basis for the design of OR studies. 

RECOMMENDATION: PRICOR II must develop, validate and disseminate 
simplified SA methodologies which are less complex, burdensome and 
costly than the single rigid model which reflects the entire level 
of detail contained i.n the Thesaurus. 

RECOMMENDATION: Future work on PRICOR II should not be directed 
toward further SA and DCI refinements. Rather, the objective 
should be toward developing instruments which will focus on "need 
to know" from the manager's perspective rather than what is "nice 
to know" in terms of the niceties of social science. 

If PRICOR II is to have a significant impact on primary care 
delivery consistent with the level of effort and aggregate expenditures 
which it has consumed, it must provide analytic methods and instruments 
consistent with local organizational imperatives, resources and 
operational requirements. 

PRICOR II represents an innovative and creative approach to that 
applica~ion of objectively-based, analytical methodologies drawn from 
a~ademic and applied research. But, whatever its considerable merits 
as a research effort, the more important characteristic is the capacity 
building aspect of PRICOR II. By its emphasis on the analysis and 
improvement in process components at the most peripheral delivery 
levels of the primary care system, it has the potential for building 
the management and resource allocation infrastructure necessary to 
assure the efficient and effective delivery of PHC. 

Unless specific strategies are developed, during the remainder of 
the contract period, for maintaining an appropriate balance between the 
research focus and the needs of the PHC r.~livery system, PRICOR II will 
not contribute to the development of the necessary infrastructure. The 
recommendations for implementation and institutionalization, including 
tralnlng, are addressed at Section VIII. Unless these are emphasized, 
the prospects for a long-range impact from PRICOR II will be minimized. 

RECOMMENDATION: S&T/Health must develop specific strategies, to 
be applied during the remainder of the contract period, to 
maintain an appropriate balance in PRICOR II between the research 
focus and the needs of the PHC delivery system. Formation of a 
Technical Advisory Group (TAG) which represents not only research 
perspectives, b~t individuals with experience and sensitivity to 
technical skills, political factors and resource limitations in 
field operations would be an important step toward that end. 

RECOMMENDATION: In order to assure optimum parsimony, consistent 
with practical constraints likely to be operativp. in any LOC PHC 
system, the remaining SA projects should be designed and 
implemented within a fixed budget for: 
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o Time; 

o Money; and 

o Data burden. 

RECOMMENDATION: The Thesaurus should be available as a reference 
for SA design, but alternative approaches should be encouraged so 
long as they are sufficiently documented ~o permit application in 
other settings. 

RECOMMENDATION: CHS should prepare generic, broad instructions 
for SA implementation to permit SA activities less directed by CHS 
headquarters. The objective should be to allow host country SA 
activities with no more than five days of contractor support. 

These instructions should address: 

o Sampling strategies; 

o Options for collection instruments; and 

o Options for analytic plans. 

RECOMMENDATION: PRISM should prepare a non-technical handbook to 
document the process for convening focus group activities as a 
basis for SA. These guidelines should address: 

o Construct libraries for organizational attributes; 

o Panel selection; 

o Facilitator role and activities; 

o Scoring and interpretation; and 

o Translation to OR activities. 

Such documents should be generic rather than limited in their 
focus to Peru and should be formatted for translation. 

RECOMMENDATION: HIID should develop non-technical material 
descriptive of other potential applications of LQAS to SA of PHC. 
These materials should be appropriate both for application at the 
periphery as well as at other levels of management within the 
health sector of potential client countries. Again, these 
materials should lend themselves to translation to local 
vernacular. 
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V. OPERATIONS RESEARCH STuDIES 

This chapter evaluates tht operations research (OR) studies funded 
under PRICOR II. It addresses a number of issues within three broad 
questions: (1) What OR studies have been funded? (2) What problems are 
being addressed by these studies? and (3) How are these studies 
designed? This chapter also makes a number of recommendations for AID 
to consider. 

Information for this chapter was obtained from a five-day site 
visit to the PRICOR project in Peru, from a desk review of PRICOR 
project documents and descriptions of each of 47 funded OR studies, and 
from personal and telephone interviews with key persons at the 
University Research Corporation/Center for Human Services (CHS): 
David Nicholas, Stewart Blumenfeld, Lani Marquez, Pat Sayer, and Wayne 
Stinson. In addition, CHS staff reviewed preliminary versions of 
Tables I, 2, and 5 for accuracy and completeness. 

Some of the data elements in Tables 1-6 have been extracted 
directly from documents, but others have been interpreted more 
subjectively. These latter elements are, of course, more subject to 
error, and they should bt viewed accordingly. 

A. \..'hat OR Studies Are Being Funded Under PRICOR II? 

1. ~umber of studies funded 

According to official documents, a goal of PRICOR II is to 
fund approximately 30 different OR studies in each of 12 countries, for 
a total of aprroximately 360 studies in all: 

"Twelve program-specific studies addressing an average of 30 
service delivery issues each."l 

Table 1 contains information provided to the evaluation team by 
CHS. It lists, by country, each OR study funded as of November 14, 
1988. This table shows that PRICOR II has funded 47 OR studies, or 13% 
of the original goal. CHS directly manages 31 of these studies, and 
two subcontractors manage the remaining 16 studies. (The Harvard 
Institute for International Development manages three studies, and the 
Western Consortium for Public Health manages 13 studies.) 

RECOMMENDATION: AID should consider its original goal of funding 
a total of 360 different OR studies. If this goal is still 
important, specific plans should be made to fund an additional 313 
studies in the remaining two years of the project. 

1 "Project Design Summary Logical Framework: Primary Health Care 
Operations Research, 936-5920" (Washington, DC: USAID/S&T/Health, 
undated) . 
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TI\BIE 1: 

PlUCDR OPffiNrTCH> ~El\IKlI S'IoonS -~ 14, 1988 

axJNI'RY mDE TTI'I.E OF OPERATIONS RESEAROi SIUDY 

Part I - studies Directly Managed by PRIQ)R 

Colombia 

zaire 

C-1 
C-2 
C-3 
C-4 
C-5 
Z-1 
Z-2 

Z-3 
Z-4 

Z-5 
Z-6 
Z-7 
Z-8 
Z-9 

Z-10 
Z-11 
Z-12 
Z-13 
Z-14 
Z-15 
Z-16 
Z-17 

Z-18 
Z-19 
Z-20 

Z-21 

Z-22 

Volunteer supervision and Support 
Volunteer Activities and Task Planning 
Volunteer Activities in Growth Monitoring and Nutrition Programs 
Volunteer Tasks and Training in Acute Respiratory Infections 
l.Dc:al Infonnation System for Health Volunteers 
Inventory, Description and Rapid Evaluation of Type of Growth Monitoring sessions in Zaire 
Description and Testing of 'Ihree Models of Growth Monitoring Sessions in the Rural Health Zone 
of Mcmgernbo 
Irrprovement of Re<X)rding of Growth Data in Ma.ternities and Health Centers by Health Workers 
~velcpnent of an Effective Tool to Routinely Monitor the KAP of Mothers' Hane Treat:Irent of Malaria 
in Olildren Urner 5 Years of /'~';Je 
Factors Affecting the utilization of mc Services 
Recru.itment and Motivation of a-IWs and Health Ccmni.ttee Members 
Develcpnent of an Appropriate Message and Health Education strategy to Train Mothers in ORr (Kirotshe) 

" "" " """ " """ " " " (Panzi) 
Develcpnent of an Appropriate Message and Health Education strategy to Teach Mothers the Correct Use 
of O1loroquine for Febrile Olildren (Basobe) 

" " " " " (Kingasan i) 
Study of the Financial Needs and Sources of Income for Health Zone Central Offices (Kinshasa) 

" " " " " " " " " " " " " " (Nord-Kivu) 
study of Factors Related to Utilization of Olild Survival services (Walikale) 
"" " "" " " " " "( Zongo) 
"" " "" " " " " "(Kenge) 
"" " "" " " " " "(Kasai) 

Analysis of the Problem of MotJlers Who Ixm't Give Home Chloroquine Treatment to their Febrile 
Olildren or Who Give an Inadequate Ibsage (Kinshasa) 

" """" " "(Haut-zaire) 
Study to Irrprove the Management of Acute Diarrhea Cases in Olildren in Health Centers 
Development of a Method for Health F.ducators and Their Supervisors to Evaluate the Efficacy of 'lheir 
Health Education Sessions in Health Centers 
Study of Discordance between Reported Vaccination Coverage and the Reported Morbidity for Immunizable 
Diseases 
Study of the causes of low DTP and Pol io VaccinaU on Completion R..,tes and How to Increase Them 



CODE 

P-l 
T-l 
T-2 
T-3 

'1'l\BlE 1 (CDlrllUFD): 

PRICDR O~TICH> ~ S'IUDIES -~ 14, 1988 

TITlE OF OPERATIONS RESEAROI SIUDY 

Mansehra Ccmnunity Health Worker Pilot Project 
A Study of Alternatives to the mc Volunteer ard Community Organization strategy 
Developne.nt of Decentralized Management Support for mc 
Development of a Medel HIS/MIS in Srisaket Province 

Part II - Studies Managed by SUbcontractors 

Costa Rica 

I rrlones ia 

ffi-l 
ffi-2 
ffi-3 
I-I 
1-2 

1-3 
1-4 

1-5 
1-6 

1-7 

1-8 

1-9 

1-10 

1-11 
1-12 
1-13 

SUpervision 
Mothers' ORr KAP 
ORr Infonnation 
'l11e Feasibility of Warung Distribution of ORS - ORALIT 
Research on Nutritional ~rovement for Olildren under Five 'Ihrough Inprcvement of SUR>lenentary 
Focxl for Families of l.£:M Socia-Economic Group 
'l11e Efficacy of Infant calendar Action RJster as Reminder for Continuity of care 
Developne.nt arrl Testing Cornmunity-B3sed Methods to Increase Tetanus Toxoid IImrunization Coverage of 
Pregnant Waren 
CUrrent Practices of SUpervision for Posyandu's Health Kaders 
Relative Effectiveness of Group ard Irrlividual Health Education to Reduce EPI Drc:pJuts - Or Reasons 
for Drop o.rt: of Immunizations 
Inprovement of Birth Reporting by Experimenting with 'l11ree Different AWroadles in Ccmnunity Coop:rred 
with Traditional Method 
Randomized Control Trial of Antibiotic Treatment for Mild Acute Respiratory Infecticns (AR!) in 
Irrlonesia 
Effect of an Adequate SUpply of Antibiotics ard I<r1<::Mledge of AR! case-Management Procedures on the 
Clinical Progression of Moderate ard Severe ARI 
Effect of a Letter of Order arrl Active supervision in Decreasing the Use of Antibiotics for Treating 
Hild AR! 
Training Kaders to Provide a COmmunity Health Education Approadt to AR! case Management 
A Clinic-B3sed Health Education Approach to ARI case-Management 
Training Kaders for Home-Diagnosis and Referral of ARI cases 



Of the 47 studies funded, 12 studies (all in Zaire) involve 
duplicate sites for the same study. For example, Table 1 shows that 
four different rural health zones in Zaire are involved in a 
simultaneous "Study o.f Factors Related to Utilization of Child Survival 
Services" (studies Z-13 through Z-16). These four sites are each 
counted as a separate OR study. If the 7 duplicate sites are not 
counted as separate studies, PRICOR II has funded only 40 OR studies, 
or 11% of the original goal. 

RECOKHENDATION: AID should determine whether the same OR study 
conducted in four different sites should be considered to be one 
study or four separate studies. This decision has implications 
for both (a) how OR studies are conceptualized and conducted, and 
(b) how PRICOR II performance is ultimately evaluated. 

2. Countries in which studies are funded 

The 47 OR studies have been funded in six different 
countries: Zaire (22 studies), Indonesia (13 studies), Colombia (5 
studies), Costa Rica (3 studies), Thailand (3 studies), and Pakistan (1 
study). This figure represents 50% of the original goal of 12 
countries. 

RECOKHENDATION: AID should consider its original goal of funding 
OR studies in 12 different countries. If this goal is still 
important, specific plans should be made to fund studies in six 
additional countries in the remaining two years of the project. 

B. What problems are being addressed by the OR Studies? 

1. Size of problems being addressed 

According to official documents, a goal of PRICOR II is to 
fund OR studies which focus on smaller, more circumscribed problems 
than did those studies funded by PRICOR I: 

"Studies will generally be limited to a very circumscribed 
portion of the program or even to a discrete, individual service 
delivery activity.,,2 

" ... the detailed observations of the systems analysis will 
facilitate development of studies that focus on relatively small, 
circumscribed problems in service delivery." 3 

2 "Statement of Work for PRICOR Project" (Washington, DC: 
USAID/S&T/Health, undated). 

3 "Scope of Work for the Mid-Term Evaluation Team: Primary Health 
Care Operations Research-II Project (PRICOR II)" (Washington, DC: 
USAID/S&T/Health, October 1988). 
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"OR studies focused on smaller, more specific components of the 
delivery system also take advantage of the considerable similari
ties that clearly exist among PHC programs, even in widely 
differing programs.,,4 

Table 2 attempts to list the specific problem being addressed by 
each of the 47 OR studies, even though this is often difficult to 
determine. In fact, we were originally unable to determine what 
problem is being addressed by nine studies, seven of which are in 
Indonesia. As a result, we asked CHS staff to 'complete the missing 
sections of Table 2. 

RECOHMENDATION: AID should require proposals for all future OR 
studies to contain a very simple, very specific description of the 
"problem being addressed by this study". This will help in both 
(a) conceptualizing, developing, and implementing the study, and 
(b) monitoring and evaluating the entire array of studies. 

Comparing t:.is list of problems '.:ith the titles of the 45 OR 
studies funded by PRICOR 15 , it appears clear that PRICOR II is. in 
fact, funding "smaller, more specific components of the delivery 
system". 

For example, while PRICOR I funded an OR study of "Health Care 
Utiliza:io~ in Bangladesh", PRICOR II is funding an OR study to solve 
the problem that "Only 40% of children receive all 3 DPT and antipolio 
vaccinations." Similarly, while PRICOR I funded an OR study of 
"Training Mothers to Use aRT", PRICOR II is funding an OR study to 
solve the problem that "Mothers do not know the correct recipes or 
amounts for home ORT." 

2. Types of problems being addressed 

According to official documents, a goal of PRICOR II is to 
fund a significant percentage of OR studies addressing activities which 
are currently not being done adequately: 

4 "Primary Health Care Operations Research Project Paper 
Amendment" (Washington, DC: USAID/S&T/Health, March 1987). 

5 "Solving Operational Problems in Primary Health Care 1981-1987: 
Final Report of the PRICOR Project" (Chevy Chase, MD: Center for Human 
Services, undated). 
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TI\mE 2: 

OJDE rnoBrm BEING ADDRESSED 

Part I - studies Directly Managed by PRICOR 

C-l 
C-2 
C-3 

C-4 
C-5 

Z-l 
Z-2 
Z-3 
Z-4 
Z-5 
Z-6 
Z-7 
Z-8 
Z-9 
Z-lO 
Z-ll 
Z-12 
Z-13 
Z-14 
Z-15 
Z-16 
Z-17 
Z-18 
Z-19 
Z-20 
Z-21 
Z-22 

Volunteers are px>rly am irregularly supervised 
Volunteers engage in diffuse am px>rly planned activities 
Volunteers do not distribute foed or weigh children in a 
starrlardized manner 

Volunteers display weak knowledge am interventions in ARI 
Family health record not used for planning or guidi.rg heme visits 

Health workers do not educate rrothers about their child's grcMth 

" " " " " " " " " " 
Health workers report widely varying mean weights for age 
Mothers cannot provide effective early home treabnent of malaria 
PHC utilization rates vary widely within Kinshasa 
OMs am health camri.ttee members are hard to recruit am retain 
Mothers do not know the correct recipes or amounts for heme ORr 

" " " " " " " " " " " " 
Mothe.":."S administer chloroquine in doses too ION to be effective 

" " " " " " " " " " 
Health offices recover only 60% of their costs fran receipts 

" " " " " " " " " " 
Many health zones cover only 25-30% of their under-5 population 
" 
" 
" 

" 
" 
" 

" 
" 
" 

" 
" 
" 

" 
" 
" 

" 
" 
" 

" " " " 
" " " " 
" " " " 

Mothers give inadequate or no chloroquine treabnent at home 
" " " " " " " " " 

Health centers treat 90% of diarrhea cases incorrectly 
Mothers underestimate their role in prevention and home treabnent 
Measles is increasing, even though vaccination coverage has risen 
Only 40% of children receive all 3 DTP and antipolio vaccinations 

SUBSYSTEM 
BEING SlUDIED 

Supervision 
Planni.rg 
Growth Moni tori.rg 

ORIGIN 
OF SlUDY 'IDPIC 

Systems Analysis 
Systems Analysis 
Systems Analysis 

ARI Systems Analysis 
Infonnation System, Systems Analysis 
Monitori.rg & Evaluation 

Growth Monitori.rg 
Growth Monitori.rg 
Growth Monitori.rg 
Malaria 
All 
Corm1unity Organization 
OR!' 
ORr 
Malaria 
Malaria 
Financial Management 
Financial Management 
All 
All 
All 
All 
Malaria 
Malaria 
ORr 
All 
Imnrunization 
Irnnn.mization 

Systems Analysis 
Systems Analysis 
Group Discussionc:; 
Systems Analysis 
Group Discussions 
Group DLc:alssions 
Systems ~.nalysis 
Systems Analysis 
Systems Analysis 
Systems Analysis 
Group Discussions 
Group Discussions 
Group Discussions 
Group Disa..I...~ions 
Group Discussions 
Group Discussions 
Systems Analysis 
Systems Analysis 
Systems Analysis 
Systems Analysis 
Group Discussions 
Systems Analysis 
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(DOE 

P-l 
T-l 
T-2 

T-) 

'l7\B[E 2 (a:NJ'INUFD): 

moBllM BEING 1'illI:EESSED 

How to in1;>lement a successful comlm.mi ty health worker scheme 
Volunteers are not well recruited, selected, or retained 
Urnnet management needs exist at the provincial and central levels 

Present MIS collects conside:rable unused data 

Part II - Studies Managed by Subcontractors 

CR-l 
CR-2 
CR-) 

I-I 
1-2 
1-) 
1-4 
1-5 
1-6 
1-7 

1-8 
1-9 
1-10 
I-II 
1-12 
1-13 

'lhere is no effective supervision system 
Mothers have poor knc:Mledge of how to prepare home mix ORr 
Many hanes with no register of H.A. home visits and problem 

Inaccessibility of ORS inhibits timely home care 
SUWlementary feeding is not as effective as anticipated 
Mothers do not bring dlildren for irnrmmization at scheduled ages 
'IT coverage is low 
Health kader effectiveness is weak at the Posyarx:la 
Immunization dropout rates are unacceptably high 
vital events rePJrt~ (births, in this case) is unreliable 

Rlysicians contimIe to treat mild cases of ARI with antibiotics 
Health centers often have an inadequate supply of antibiotics 
Physicians use scarce antibiotics to treat mild cases of ARI 
Kaders are not effectively training mothers to handle ARI correctly 

" " " " " " " " " " 
" " " " " " " " " " 

SUBSYSTEM 
BEING SIUDIED 

Training: SUpervision 
Community OVganization 
Planning; Logistics: 
Financial Management 

ORIGrn 
OF SIUDY 'lUPIC 

National Plan 
Systems Analysis 
Systems Analysis 

Information System, Systems Analysis 
Monitoring & Evaluation 

SUpervision 
OR!' 
Information System, 
Monitoring & 
Evaluation: OR!' 

Systems Analysis 
Systems Analysis 
Systems Analysis 

OR!' PreviCAlS study 
Nutrition (?) PreviCAlS study 
Irnrrunization PreviCAlS study 
Immunization _ PreviCAlS study 
SUpervision PreviCAlS study 
Immunization PreviCAlS study 
Information System, PreviCAlS study 
Monitor~ & Evaluation 

ARI Systems Analysis 
ARI Systems Analysis 
ARI Systems Analysis 
ARI Systems Analysis 
ARI Systems Analysis 
ARI Systems Analysis 



"A major area of concern for the OR studies involves service 
activities that are found to be minimal or absent."6 

Table 2 shows that 40 of the 47 OR studies (85%) do, in fact, 
focus on activities which are "minimal or absent". For eXi~:l1ple, many 
studies focus on the low levels of recruitment, supervision, planning, 
knowledge, educational activities, diagnosis, and treatment. 

3. Location of health services being studied 

According to official documents, a goal of PRICOR II is to fund a 
significant percentage of OR studies addressing the "periphery" of 
health services: 

"Eighty-five percent of studies will address services provided by 
non-professionals and the lowest ranking category of professional 
health worker, including relevant support activities such as 
training and supervision. Fifteen percent of studies will address 
issues limited to clinical facilities.,,7 

Table 2 shows that 29 of the 47 OR studies focus on volunteers 
(six studies), community health workers (four studies), or mothers (19 
studies). This represents 62% of all studies, or approximately 
three-fourths of the original goal of 85% of all studies. 

At the same time, 18 of the 47 studies focus on health centers and 
higher-level institutions. This represents 38% of all studies, or more 
than twice the original goal of lS% of all studies. In other words, 
PRICOR II appears to be funding fewer OR studies focusing on low-level 
workers and illQ£g OR studies focusing on clinical facilities than was 
originally intended. 

Rl·COMMENDATION: AID should consider its original goal that 85% of 
all OR studies should focus on low-level workers and 15% on 
clinical facilities. If this goal is still important, specific 
plans should be made to alter the current funding mix in the 
remaining two years of the project. 

6 "Scope of Work for the Mid-Term Evaluation Team: Primary Health 
Care Operations Research-II Project (PRICOR II) (Washington, DC: 
USAID/S&T/Hea1th, October 1988). 

7 "Statement of Work for PRICOR Project" (Washington, DC: 
USAID/S&T/Health, Sept. 30, 1985). 
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4. Subsystems in which OR studies are being funded 

PRICOR II's Thesaurus con~ains separate sections for seven 
"subsystems" (also called "components" or "interventions") of ... 't'imary 
health care: (1) immunization, (2) oral rehydration therapy, (3) 
malaria, (4) acute respiratory infections, (5) maternal health, (6) 
child spacing, and (7) growth monitoring promotion. The Thesaurus also 
includes seven different "support subsystems": (8) planning, (9) 
training, (10) supervision, (11) community organizati_on, (12) 
logis tical support, (13) financial management, ·and e'l) information 
system, monitoring, and evaluation. An implicit goal of PRICOR II is 
to fund OR studies in several of these 14 subsystems, not just a few. 

Table 2 lists the subsystem involved in the 47 OR studies. These 
data show that PRICOR II is, in fact, funding OR studies across many 
subsystems. Table 3 lists each of the 14 subsystems and the number of 
OR studies being funded in each. 

TABLE 3 

Subsystems Involved In PRICOR II OR Studies 

Service Delivery #- of OR Support #- of OR 
Subsystems Studies Subsystems Studies 

Immunization 5 Planning 2 
Oral Rehydration 6 Training 1 

Therapy 
Malaria 5 Supervision 4 
Acute Respiratory 7 Community 2 

Infections Organization 
Maternal Health 0 Logistical Support 1 
Child Spacing 0 Financial Management 3 
Growth Monitoring 4 Information System, 4 

Promotion Monitoring, and 
Evaluation 

Table 3 shows that PRICOR II is funding OR studies in 12 sub
systems, or 86% of the subsystems possible to be funded. In contrast, 
only the two subsystems of maternal health and child spacing have no 
studies funded. Furthermore, PRICOR II is funding multiple studies in 
10 subsystems, or 71% of the subsystems possible to be funded. (These 
numbers and percentages would be even higher if we included the six OR 
studies which, according to CHS, involve all 14 subsystems.) 

From a different perspective, though, it could be argued that a 
disproportionate number of OR studies are being funded in four 
subsystems: acute respiratory infections (7), oral rehydratiun therapy 
(6), malaria (5), and immunization (5). If the studies were being 
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distributed equally into all 14 subsystems, each subsystem would 
contain approximately 7% of the studies. These four subsystems, 
however, contain 52% of the studies, or almost twice their "expected" 
percentage of 28%. How~ver, this disproportionate representation is 
not necessarily inappropriate, given the priorities of AID. 

RECOMMENDATION: AID should determine if the current mix of 
subsystem-specific OR studies is sufficient for individual country 
studies and for later comparative analyses. If not, specific 
plans should be made to alter the current funding mix in the 
remaining two years of the project. 

5. Origin of the study topics being funded 

According to official documents, a goal of PRICOR II is to 
fund OR studies which flow directly from the problems identified during 
a systems analysis. This was partly a reaction to the fact tnat 
studies funded by PRICOR I were not always directly related to the most 
pressing pro~lems of primary health care. 

"The research activities to be carried out by the CA should 
therefoL~ include a systematic effort to identify specific, 
highly prevalent shortcomings in PHC programs. It is on these 
issues that subsequent studies should focus."8 

" ... OR studies to explicitly address problems identified through 
the systems ana1ysis."9 

" ... encourage health managers to conduct a systems analysis to 
identify priority problems. Ideally, this should be done prior 
to selecting any OR project. nlD 

Table 2 lists the origin of the study topic for the 47 OR 
studies. These data show that most PRICOR II OR studies have, in fact, 
been derived from a systems analysis. Twenty-nine of the 47 studies 
(62%) originated from a systems analysis. However, 10 studies (21%) 
originated from group discussions about problems, seven (15%) 
originated from a previous study, and one (3%) originated directly from 
a national development plan. It is an open question, however, whether 

8 Ibid. 

9 "Scope of Work for the Mid-Term Evaluation Team: Primary Health 
Care Operations Research-II Project (PRICOR II) (Washington, DC: 
USAID/S&T/Hea1th, October !988). 

10 "Solving Operational Problems in Primary Health Care 1981-1987: 
Final Report of the PRICOR Project" (Bethesda, MD: Center for Human 
Services, March 31, 1987). 
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OR studies originating from Systems Analysis are 
than OR studie~ originating from other sources. 
profitably address this important issue. 

in any way "better" 
Future studies might 

PJECOMMENDATION: AID should determine if the current mix of 
origins of OR studies is acceptable. If not, specific plans 
should be made to ensure that more future OR studies flow directly 
from the results of systems analyses. 

C. How are the OR Studies Designed? 

1. Number of phases involved 

According to official documents, a goal of PRICOR II is to 
fund research which follows the three-phase approach to operations 
research which was developed during PRICOR I. Specifically, OR studies 
(or the combination of OR studies preceded by systems analyses) are to 
folIo .. : th(~: 

" ... standardized model for OR developed by the project staff. 
This methodology begins ~ith a previously identified problem in 
service delivery and guides the investigator through a series of 
steps to analyze the problem, develop possible solutions, and test 
the solutions."ll 

Table 4 lists these three distinctive phases of the PRICOR II 
approach (problem analysis, solution development, and solution 
validation) and their 13 discrete steps. 

11 "Statement of Work for PRICOR Project" (Washington, DC: 
USAID/S&T/Health, Sept. 30, 1985). 
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TABLE 4 

Steps In A General Approach To Operations Research 

Phase I: Problem Analysis 

1. Define the problem 
2. Analyze the problem, divide it into smaller operational 

problems, collect needed data 
3. Set priorities and select the problem for study 

Phase II: Solution Development 

4. Specify the objective for the solution to each problem 
5. Identify the controllable (decision) variables and uncon

trollable factors (constraints) of each problem 
6. Select and construct an appropriate model for solving each 

problem 
7. Collect required data 
8. Us~ the model to develop the optimal solution(s) for each 

problem 
9. Conduct a sensitivity analysis of each problem 

Phase Ill:So1ution Testing and Validation 

10. Design the test of the solution(s) 
11. Conduct the test and collect needed data 
12. Evaluate and modify/adjust the solution(s) 
13. Integrate the solution into the larger system 

An important question (and one on which there is disagreement) is 
whether research funded by PRICOR II needs to include all three of 
these phases to be considered a "true" OR study within the intent of 
the PRICOR project. On the one hand, perhaps it is an essential 
element of the "PRICOR approach" that decision makers should (1) 
analyze their problems at a very specific level of detail, and (2) 
consider which of the actions available to them has the greatest 
likelihood to solve the problem, and (3) implement that solution and 
monitor the results. From this perspective, perhaps it is not possible 
to justify PRICOR II research which does not involve each of these 
three phases. 

On r~e other hand, perhaps it is only necessary that the "overall 
portfolio" of PRICOR II research provides opportunities to learn about 
problem analysis, solution development, and solution validation. From 
this perspective, perhaps each and every PRICOR research project need 
not include all three phases. 
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Table 5 lists, for 42 of the 47 OR studies, whether the study 
includes all three phases as outlined above. These data show that 32 
of these 42 studies (76%) involve all three phases of problem analysis, 
solution development, and solution validation, while 10 studies (24%) 
include only one or two phases. 

RECOMMENDATION: AID should determine whether or not, as a 
condition for funding under PRICOR II, a research project needs to 
include problem analysis, solution development, and solution 
validation. If so, specific plans should'be made to ensure that 
all future projects include all three of these phases. 

2. Whether the study explores the cause of the proLlem 

An implicit requirement of the "problem analysis" phase 
discussed above is that deci£ion makers, as part of their detailed 
analysis of the problem, need to determine why the problem has 
developed and exists. For example, if the problem is that "Mothers 
administer chloroquine in doses too low to be effective", it seems 
difficult to d~sign an effective corrective strategy until the decision 
makers determine why mothers are administering low doses. Similarly, 
if the problem is that "Mothers are incapable of delivering ORT" , then 
one of the first steps in problem analysis must be to determine ~ 
mothers are incapable. 

Table 5 lists, for 29 of the 47 OR studies, whether the OR study 
(or its preceding systems analysis) includes a specific research 
strategy to determin~ the reason for the problem. These data show that 
12 of these 29 studies (41%) do explore the reasons why the problem 
exists, but that 17 (59%) do not. 

RECOMMENDATION: AID should determine whether or not, as a 
condition for funding under PRICOR II, a research project (i.e., 
OR study or OR study plus systems analysis) needs to determine the 
reasons why the problem has developed and exists. If so, specific 
plans should be made to ensure that all future projects include 
this element. 

3. Research methods being used 

According to official documents, a goal of PRICOR II is to 
fund OR studies which utilize a variety of different research methods: 

"Studies will include a range of methodologies and 
approaches, including descriptive studies, prospective 

interventions in service delivery, and longitudinal studies with 
mUltiple observations of the same variable. H12 

12 Ibid. 
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TI\mE 5: 

msIrns OF PRIOJR OPElWI'IOOS RE5EARClI SlUDIE5 

INCIDDE EXPIDRE 
ALL 3 RFASONS FOR ESTIMATED ESTIMATED aJRRENl' 

CODE fHASES? FROBLEM? RESEA.RGI MEIl-IOffi USED COSTS UJRATION STA'lUS 

Part I - Studies Directly Managed by PRICOR 

C-1 Yes Yes Interviews, obse.l:vations, record $13,000 13 Urrlerway 
reviews, sw:veys 

C-2 Yes No D:x::I..mlent analyses, inte!:v iews, 7,700 7 Catpleted 
observations, silnu} ations 

C-3 Yes No Interviews, observations, record reviews 10,900 12 Urrlerway 
sinn..llations 

C-4 Yes Yes Interviews , observat.:ions, record reviews, 14,400 12 Urrlerway 
sw:veys 

C-5 Yes Yes D:x::I..mlent analyses, interviews, sinn..llations 9,200 6 Urrlerway 
~ Z-1 No Yes SUrveys, observations 4,000 2 catpleted co 

Z-2 Yes No Surveys 4,900 7 Urrlerway 
Z-3 Yes Yes SUrveys, observations, record reviews 3,700 4 Urrlerway 
Z-4 No No Interviews 5,900 5 Urrlerway 
Z-5 Yes Yes Surveys, interviews, observations 12,000 7 Urrlerway 
Z-6 Yes Yes SUrveys, interviews , observations 14,500 7 umerway 
Z-7 Yes No Interviews, observations, record reviews, 4,900 5 Urrlerway 

sw:veys 
Z-8 Yes No Interviews, obse.l:vations, record reviews, 5,800 5 Urrlerway 

sw:veys 
Z-9 Yes No Interviews, record reviews, sw:veys 5,200 5 Urrlerway 
Z-10 Yes No Interviews, record reviews, sw:veys 3,700 5 Urrlerway 
Z-11 No N/A Workshop, analysis 2,900 6 Urrlerway 
Z-12 No N/A Workshop, analysis 3,300 6 Urrlerway 
Z-13 Yes No Workshop, analysis, field test 2,900 12+ Urrlerway 
Z-14 Yes No Workshop, analysis, field test 3,300 12+ Urrlerway 
Z-15 Yes No Workshop, analysis, field test 3,400 12+ Urderway 
Z-16 Yes No Workshop, analysis, field test 2,500 12+ Urrlerway 
Z-17 Yes Yes Surveys, workshop, analysis, field test 5,600 12 Urrlerway 
Z-18 Yes Yes Surveys 5,800 12 Urrlerway 
Z-19 Yes Yes Observations, record reviews 4,600 9 Underway 
Z-20 Yes No Workshop, field test 3,600 4 Undenvay 

0 
Z-21 No Yes Interviews, observations, workshop 2,300 6 Underway _ .... Z-22 Yes Yes Interviews, record reviews 2,500 3 Underway 



T1\BI.E 5 (a:NrlHJFD): 

rnCI.lJDE EXPIDRE 
ALL 3 RFASONS FOR ESTIMATED ESTIMATED aJRRENl' 

mOE RiASES? PROBUM? RESFARCl-I MEIHQI:E USED coors ruRATIOO STA'IUS 

P-l No N/A Interviews, observations $214,375 12 Umerway 
T-l No No Document analyses, surveys 9,200 11 ~leted 
T-2 No N/A Interviews, observations, record 50,000 14 In Design 

reviews, secondary data analysis 
T-3 Yes N/A Interviews 49,400 12 Umerway 

Part II - Studies Managed by SUbcontractors 

(R-l Yes ? ? ? ? Urrlerway 
(R-2 No ? ? ? ? Umerway 

.c- (R-3 No ? ? ? ? In Design 
\0 I-I ? ? Interviews , record reviews 7,500 ? Umerway 

1-2 ? ? Interviews, observations 7,500 ? Umerway 
1-3 ? ? Record reviews 7,500 ? Umerway 
1-4 Yes ? ? 7,500 ? catt>leted 
1-5 Yes ? Interviews 7,500 ? Umerway 
1-6 ? ? Interviews 7,500 ? In Design " 
1-7 ? ? ? 7,500 ? Umerway 
1-8 Yes No Observations 8,100 7 Umerway 
1-9 Yes No Interviews, record reviews 8,200 7 Urrlerway 
I-II Yes No Record reviews, surveys 7,600 7 Umerway 
I-I. Yes ? Record reviews 6,600 7 Umetway 
I-I: Yes ? Record reviews 7,800 6 Umerway 
I-L Yes ? Record reviews 7,900 6 Umerway 



Table 5 lists the research methods used in 42 of the 47 OR 
studies, and Table 6 summarizes the number of studies using each 
method. These data show that 40% of studies use interviews (17 of 42), 
33% use observations and surveys (14 of 42 for each), and 26% use 
record reviews (11 of 42). Fewer studies use document analyses and 
simulations (3) or secondary data analyses (1). No studies use either 
unobtrusive measures or case studies. (Some of these numbers and 
percentages might be higher if we included research methods which CHS 
labels "fie 1d tes t" . ) 

TABLE 6 

Research Methods Used In PRICOR II OR Studies 

Research Method 

Interviews 
Observations 
Surveys 
Record Reviews 
Document Analyses 
Simulations 
Secondary Data Analyses 
Unobtrusive Measures 
Case Studies 

Frequency 

17 
14 
14 
11 

3 
3 
1 
o 
o 

RECOMMENDATION: AID should determine if the curre~t mix of 
research methods is acceptable. If not, specific plans should be 
made to teach OR researchers about other, less-used methods and to 
encourage their use when appropriate. 

RECOMMENDATION: AID should determine if it is important to 
monitor the research methods being used in individual OR studies. 
Available documentation provides this information for 42 of 47 
studies (89%), but only with great difficulty. If this type of 
information is important, AID should require proposals for all 
future OR studies to contain a very simple, very specific 
description (pe~haps even a checklist) of the "research methods 
being used in this study". This will help in both (a) 
conceptualizing, developing, and implementing the study, and (b) 
monitoring and evaluating the array of studies. 
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4. Expected cost of studie~ 

According to official documents, another goal of PRICOR II is 
to fund OR studies which are less expensive than those funded under 
PRICOR I: 

"To address these discrete problems, the project will develop a 
series 0f F~all scale, rapid-turnov~r OR studies within a given 
country program. These studies will have a low average cost."13 

Table 5 lists the esti~ated cost of 44 of the 47 OR studies. 
These costs total to $584,175, for an average of $13,277 per study (all 
figures in US$). Compared to the $79,526 average cost for PRICOR I 
studies, a PRICOR II study costs only 17% as much. Put another way, 
PRICOR II studies are almost 6 times cheaper than PRICOR I studies. 

These figures become even more dramatic if we withhold from our 
calculations three OR studies which are strikingly more costly than the 
average. These three studies (P-l, T-2, and T-3) cost $214,375, 
$50,000, and $49,400 respectively, for a total of $313,775. The next 
most expensive study costs $14,500, a difference ranging from $35,000 
to $200,000. Omitting these three unusual studies from our 
calculations reduces the average cost to $6,595, or over 12 times 
cheaper than PRICOR I studies. 

It is also inter~sting to note that these three unusually costly 
studies absorb 54{ of the total fundf being spent on OR studies. In 
other words, these three studies are costing more than the other 41 OR 
studies combined. 

RECOMMENDATION: AID should determine whether there is an 
effective "upper funding limit" for a PRICOR II OR study. This 
decision will affect both the conceptualization and administration 
of OR studies. If there is such a limit, specific plans should be 
developed to ensure that future proposals and funding decisions 
adhere to this limit. 

5. Expected duration of studies 

According to official documents, another goal of PRICOR II is 
to fund OR studies which are completed more quickly than those funded 
under PRICOR I: 

13 "Primary Health Care Operations Research Project Paper 
Jl~endment" (~ashington, DC: USAID/S&T/Health, March 1987). 
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"Many of the PRICOR studies took 18-24 months to complete, while 
PHC managers often require results in much shorter periods of 
time. Priority should be given to designing smaller and much 
more rapid OR studies to provide managers with timely 
solutions.,,14 

"Compared to previous OR programs, this project will emphasize 
small-scale, relatively unsophisticated studies of brief dura
tion."15 

Table 5 lists the estimated duration of 37 of the 47 OR studies. 
These estimates range from two months to 14 months, with an average 
duration of 8.0 months. Compared to the 21-month average duration of 
PRICOR I studies, a PRICOR II study takes only 38% as long. Put 
another way, PRICOR II studies are being completed over two and 
one-half times faster than PRICOR I studies. 

However, eight months is still a significant amount of time in a 
policy em.'ironment, and it is higher than even the upper limits 
estimated by key persons. Furthermore, 11 of the 37 studies (30%) 
require a year or more to complete. This may not be as "rapid" as 
PRICOR II documents originally intended: 

"The research results could therefore be rapidly available to 
service delivery personnel, often within weeks.,,16 

RECOMMENDATION: AID should determine how quickly OR studies 
should be completed. If eight months is not "rapid" enough, 
guidance should be given to OR researchers. This decision affects 
both (d) the conceptualization, development, and implementation of 
the OR studies, and (b) monitoring and evaluation of the entire 
arrav of studies. 

14 "Solving Operational Problems in Primary Health Care 1981-1987: 
Final Report of the PRICOR Project (Bethesda, MD: Center for Human 
Services, March 31, 1987). 

15 "Statement ot Work for PRICOR Project" (Washington, DC: 
USAID/S&T/Hea1th, Sept. 3D, 1985). 

16 "Primary Health Care Operations Research Project Paper 
Amendment" (Washington, DC: USAID/S&T/Hea1th, March 1987). 
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6. Current status of studies 

Table 5 lists the current status of each of the 47 OR 
studies. Only four studies (9%) have been completed, while 40 studies 
(85%) are underway and three more (6%) are in the design stage. 

RECOMMENDATION: AID should encourage and assist PRICOR II 
researchers to complete OR studies as soon as possible. The 
comparative analyses of OR studies is dependent on the 
availability of a sufficient base of comp~eted studies, and this 
base does not currently exist. 

53 



VI. COMPARATIVE ANALYSES 

This chapter evaluates the comparative analyses (CAs) funded under 
PRICOR II. It first outlines the CAs called for in the official 
project documents. It then briefly describes the planning which the 
Center for Human Services (CHS) has done for the CA~. Since this 
planning is still incomplete, however, this chapter chen offers a 
conceptual framework for how CHS might approach the CAs during the 
remaining two years of the project. This chapter then concludes with 
several additional concerns regarding the CAs. Throughout, it makes a 
number of recommendations for AID to consider. 

Information for this chapter was o~tained from a five-day site 
visit to the PRICOR project in Peru, from a desk review of PRICOR 
project documents and CHS written materials regarding the CAs, and from 
two personal interviews with the CHS staff responsible for CAs (Wayne 
Stinson). 

A. ~~at comparative analyses are expected from PRICOR II? 

According to official documents, it is an explicit goal of PRICOR 
II to make "comparative analyses" among the different systems analyses 
(SAs) and operations research (OR) studies funded: 

"The level of effort estimated for systems analyses and 
country studies includes ana'yses of trends and patterns among 
programs in addition to those limited to an individual program. 
The design of information-gathering activities should be 
sufficiently standardized to facilitate such comparisons. 
Subagreements will specify a common research strategy and the 
entry of data into an archive maintained by the [cooperative 
agreement). Comparisons among programs will take place throughout 
the project and include identification of issues requiring 
additional research."l 

Beyond this paragraph, however, there is little guidance on what 
AID wants from the CAs or how CHS should conduct the CAs. An official 
AID amendment to the PRICOR II contract discusses SAs and OR 

1 "Statement of Work for PRICOR Project" (Washington, DC: 
USAID/S&T/Health, Sept. 30, 1985). 
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studies, but it makes no mention of CAs2. Similarly, the Scope of Work 
for the mid-term evaluation team directs the team's attention to seven 
aspects of the implementation of the project, but comparative analyses 
is not one of the seven aspects. 3 

RECOMMENDATION: AID should determine (a) what it wants to 
accomplish with the comparative analyses and (b) any advice it has 
for approaches which might be helpful. This information should be 
conveyed to CHS as clearly and as soon as possible. 

B. What are CHS' plans for comparative analyses? 

In CHS' original proposal, it recognizes the requirement to 
conduct CAs of both the SAs and the OR studies funded under PRICOR II: 

"The results of the systems analyses and country studies will 
form the basis for the comparative analyses and will also be used 
to refine the Thesaurus. p4 (emphasis in original) 

"In the PHC-OR project, comparative analyses are one of the major 
tasks and will begin early with rapid dissemination of results to 
ensure timely and optimal impact on other studies and programs."5 

Unfortunately, the timetable for conducting the CAs is far behind 
schedule, for a variety of reasons. The CHS proposed Project Workplan 
estimated that CAs would begin in the first half of Year 2 and would be 
conducted regularly throughout the project. To date, no CAs have been 
conducted. 

Perhaps even more significant, only a limited amount of planning 
for these CAs has been done. The CHS proposed Personloading Summary 
allocates 18 person-months of effort to the CAs by the end of Year 3. 

2 "Primary Health Care Operations Research Project Paper 
Amendment" (Washington, DC: USAID/S&T/Health, March 1987). 

3 "Scope of Work for the Mid-Term Evaluation Team: Primary Health 
Care Operations Research-II Project (PRICOR II)" (Washington, DC: 
USAID/S&T/Health, October 1988). 

4 "3.0 TechnicaJ Approach". 
Research. Technical Application. 
Services, July 1985). 

5 Ibid. 
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To date, however, products of this effort appear to be two separate 
two-page memoranda and three separate lists of "management questions" 
which could be compared (one 1i£t each for oral rehydration therapy, 
growth monitoring, and immunizations.) A fourth list is planned for 
the topic of malaria treatment. 6 ,7 

RECOMMENDATION: AID should decide if it is comfortable limiting 
the comparative analyses to the four subsystems of ORT, growth 
monitoring, immunizations, and malaria. If not, plans need to be 
made immediately for the other subsystems., 

Also, the FY88 Workp1an indicates that comparative analyses in 
these four subsystems are already underway, even though the preceding 
assignment to "Develop CA strategy" has not yet begun. 8 It is 
difficult to justify beginning these comparative analyses (due March 
31, 1989) without first having an overall strategy in place. 

RECOMMENDATION: AID should immediately require from CHS a 
more-detailed description of the conceptual framework, proposed 
methodology, and implementation plan for the comparative analyses 
of the systems analyses and the OR studies funded under PRICOR II. 

CHS currently plans to conduct two types of CAs among the SAs 
completed or underway in several countries. (CHS currently is not 
p1annir.b tc compare OR studies, an issue addressed in section IV of 
this chapter.) 

The first type of CA currently planned will attempt to identify 
common problems across countries. These CAs will produce information 
on "the quality of performance of individual Child Survival tasks.,,9 

6 "Draft Comparative Analysis Plan" ( Bethesda, MD: Center for 
Human Services, February 1988). 

7 "Compal.·ative Analysis Workp1cn". Memorandum from Wayne Stinson 
to Michael Hendricks. (Bethesda, MD: Center for Human Services, 
November 15, 1988). 

8 "FY88 Workplan." Memorandum from D. Nichols to Mid-Term 
Evaluation Team. (Bethesda, MD: Center for Human Services, November 
11, 1988). 

9 "Comparative Analysis Workp1an." Memorandum from Wayne Stinson 
to Michael Hendricks. (Bethesda, MD: Center for Human Services, 
November 15. 1988). 
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The second type of CA currently planned will attempt to determine 
correlates of strong vs. weak parts of subsystems within a given 
country. These CAs will ~roduce information on "differences between 
strong and weak programs" 0 and what factors seem to correlate with 
each. (CHS plans this as a non-statistical version of discriminant 
function analysis.) 

Both thp.se types of CAs plan to use, as their raw data, the management 
questions mentioned above, since they represent an intermediate level 
of generalization about a subsystem (ORT, etc.), somewhere in between a 
generic assessment of a subsystem and the detailed indicators of the 
SA. 

While these plans seem fine as far as they go, we believe that 
comprehensive planning can produce additional useful approaches to 
conducting CAs during the next two yedrs. In an attempt to provide 
stimulating ideas to AID and to CHS, the next section of this chapter 
suggests one conceptual framework for conducting these comparative 
analyses. 

C. How might PRICOR II approach its compaLative analysis? 

I. ~nat information would be useful to compare? 

The first step in planning for CAs might be to determine what 
types of information about SAs it would be useful to compare. Certainly 
it is important to compare the problems identified by the various SAs, 
since that is the purpose and main product of each SA. 

However, it might also be useful to compare other features of the 
SAs in addition to the problems identified. For example, it might also 
be useful to compare (a) the contexts in which the SAs are conducted 
(economy, politics, etc.), (b) the designs of the SAs (issues, methods, 
etc.), and (c) the implementation required to actually conduct the SA 
(revisions necessary, cOSts, etc.). It seems quite reasonable that 
comparing and contrasting these other features of the SAs could also 
lead to interesting insights. 

Table 7 lists these four features of a sy~tems analysis (context, 
design, implementation, and problems identified) and offers some 
suggested types of useful information about each feature. These 
suggestions are for illustrative purposes only and can no doubt be 
improved by AID and CHS staff. 

10 Ibid. 
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TABLE 7 

Useful Information About The Systems Analyses 

Features of the 
Analyses 

Context/ 
Environment 

Research 
Design 

Implementation 

Problems 
Identified 

* 
* 
* 
* 
* 
* 
* 
* 

* 
* 
* 
* 
* 
* 
* 

* 
* 
* 
* 
* 
* 

* 
* 
* 
* 

Sample Types of Useful Information Systems 
to Study About Each of These Features 

What were the politics of the topic? 
How was the economy operating? 
Were important decisions pending? 
Were there time pressure!;? 
How visible was the topic? 
How cooperative were key host officials? 
What were the government policies in the 
topic area? 
Etc. 

What subsystem was studied? 
What management questions were studied? 
How broad was the scope? 
What were the sources of information? 
~~at methods were used? 
~~at was the sampling strategy? 
Etc. 

Was the design implemented as planned? 
If not, what revisions were necessary? 
Who participated and in what roles? 
How long did it take? 
How much did it cost? 
Etc. 

How many problem areas were identified? 
Which specific areas had problems? 
How serious was each problem? 
Etc. 

RECOKKENDATION: AID should require that CHS' comparative analysis 
plan include a discussion of the types of information which would 
be useful to compare. Explicit attention should be given to 
identifying useful information in addition to the problems 
identified by the SA. 
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2. What exactly does it mean to "compare"? 

A second step in planning CAs might be to determine exactly 
what it means to "comllare" information. While all the written 
documents seem to assume that this point is obvious and understood by 
all, perhaps this is not the case. Perhaps an explicit consideration 
of the meaning of "compare" might highlight new possibilities and might 
help to focus the upcoming CAs. 

We suggest that it might be useful to think of "comparing" SAs as 
two separate activities: (1) describi~ the different features of SAs, 
and (2) searching for relationships among these different features. 
Each of these two activities is discussed below. 

Describing the SAs is simply the process of presenting the 
information from the different SAs in such a way as to convey what 
occurred and what was learned. There seem to be at least four useful 
ways to "describe" a SA: 

* Compile the separate items of i~formation from each of 
the different SAs; 

* Calculate the typical response to each item of information; 

* Determine the range of responses; and 

~. Identify unusual responses. 

Methodologists will recognize that these categories are exactly 
analogous to the quantitative procedures of presenting raw data, 
calculating a measure of central tendency (mean, median, mode), 
determining the variability (standard deviation), and identitying 
outliers. These concepts seem just as useful for describing a set of 
SA information as for describing a set of numerical data. 

Table 8 shows some of the possibilities which result when we 
recognize that each of these four different ways of describing the SAs 
might be applied to any of the four different features of the SAs which 
we discussed earlier. The 16 cells of this 4x4 matrix appear to 
produce m~ny interesting questions. (As with Table 7, these questions 
are for illustrative purposes only and can no doubt be improved by AID 
and CHS staff.) 

Searching for relationships among the different features of the 
SAs might also he useful, especially when we expand the features beyond 
simply the problems identified. Table 9 shows some of the 
possibilicies which result when we recognize that each of the four 
features might be related to any of the other three. For example, it 
is not 0nly useful to see if the design of the SAs relate to which 
problems are identified; it might also be useful to see to what the 
context or implementation of the SAs are related. 
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'I7\BlE 8: 

context/Errvirorunent Researrll Design Implementation Problems Identified 
of the for the of the by the 

Systems Analyses Systems Analyses Systems A.Tlalyses Systems Analyses 

* What time * What subsystems * What d'larqes had * What problems 
pressures did the were examined to be made to were identified 

catt>ile SAs have to face? in the SAs? implement the SAs? by the SAs? 
Irrlividual 
~ta Items * What gove:rnment * What management * Who was involved * How serious were the 

policies existed questions were in implementing problems identified 
on this tq>ic? pursued? theSAs? by the SAs? 

* What were JroSt * What was the * What did the * How many problems 
econanies like typical scope SAs typically did the SAs 

C" 
calculate 
Typical 

duri.n;J the SAs? of the SAs? cost? typically identify? 

~ta Items * How visible did * What were the * How long did * What ccmnon problems 
the tq>ic areas common sources the SAs did the SAs 
terrl to be? of infornation? typically take? typically identify? 

* How variable * What range of * How variable * What range of 
were the levels sarnpli.n;J strategies were the costs problems were 

Detennine of cooperation? were used? of the SAs? identified? 
Range of 
~ta Items * How extrene * What range of * How variable were * How variable 

were economic research methods the durations were the rn.nnber 
circumstances? were used? of the SAs? of problem areas? 

* What was the * Which SA examined * Which SA was * Which SA identified 
harshest time the most management imple.l'llented with the fewest number 

Identify pressure faced? questions? the fE:West changes? of problems? 
Unusual 
Data Items * What political * Which SA used the * Which SA h?'i the , * Which SA identified 

> situation was most rigorous hjghest-level thr most serious - least stable? sampling strateqy? involvement? problems? 



Context/Envirof1l'PO...Jlt 
of the 

Systems Analyses 
seem to influence the 

Research Design 
for the 

Systems Analyses 

Irrple:rtentation 
of the 

S}'Stems Analyses 

Problems Identified 
by the 

Systems Analyses 

Context/Envirornrent 
of the 

Systems Analyses 

* IX> government policies 
relate to economic 
corrlitions? 

* IX> inpenjing decisions 
require 1imi ting 

politics of the topic? 

TI\BIE 9: 

Research Design 
for the 

Systems Analyses 

* D:>2s cooperation 
lead to stronger 
research designs? 

* IX> time pressures 
conceITlS increase 
the SA's scope? 

* What subsystems 
can be studied 
with more rigor? 

* What management 
questions require 
a broad scope? 

Irrplementation 
of the 

Systems Analyses 

* Is there higher
level involvement 
in visible topics? 

'* Ib political 
policies predict 
the time r.eeded? 

* Are rnore rigora.IS 
SA's harder to 
inplement intact? 

* Does it CXJSt rnore 
to address nore 
nanagement questions? 

* Does high-level 
involvement lead 
to fewer changes? 

* Does it cost rnore 
to cornuct a 
longer SA? 

Problems Identified 
by the 

Systems Analyses 

ok IX> rxx>r econanies 
have rrore serialS 
SA problems? 

* Do goverrnrent 

aertain problems? 

* IX> rnore rigo:ralS 
$As identify rnore 
problems? 

* Whidl infonnation 
SOJrOeS know of 
serialS problems? 

* Do rnore expensive 
$As identify rnore 
serialS problems? 

* [t) certain problem 
only surface with 
longer SAs? 

* IX> "many problems" 
also i.rrq:>ly "seriou 
problems"? 

* Whic."rt problem area 
suggest problems 



Table 9 also reminds us that it might be useful to see how 
different measures of the same feature relate with each other. For 
example, what management questions seem to require a broad scope in the 
SAs? This example represents two measures of the research design. As 
another example, do those SAs which identify a large number of problems 
also tend to identify problems as being more serious? This example 
represents two measures of the problems identified. 

There are several different ways to search for relationships among 
the features of the SAs. Table 10 shows some af the possibilities 
which result when we recognize that the information from the SAs might 
be coded as nominal categories or levels and that the search for 
relationships might be done graphically or statistically. 

TABLE 10 

Different Ways To Search For 

Relationships Among Features Of The Systems Analyses 

Graphic 
Relationships 

Statistical 
Relationships 

Nominal 
Categories 

* Profiles of "winners" 
vs. "losers", etc. 

* Non-parametric 
tests, etc. 

Different 
Levels 

* Scatterplots, 
etc. 

* Parametric 
tests, etc. 

RECOMMENDATION: AID should require that CHS' comparative analysis 
plan include a discussion of what it means to "compare" 
information. Explicit attention should be given to (a) ways to 
describe the features of SAs, (b) ways to search for relationships 
among these features, and (c) any other ways CHS can develop to 
"compare" the SAs. 
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D. Additional concerns regarding the comparative analyses 

1. Should CAs also be conducted on the OR studies being funded? 

In its original proposal, CHS recognized the need to conduct 
CAs of OR studies, especially the second and third phases of solution 
development and solution validation: 

"Where similarities exist in systems or subsystems, solutions that 
are successfully developed and tested may be applicable across 
programs."ll 

"Both the models used to develop and evaluate options and the 
results obtained will be of great interest to others .... ,,12 

As of now, however, CHS is not planning to conduct CAs on the OR 
~tudies, but instead to limit its CAs only to systems analyses. This 
is difficult to justify, since the ability to generalize workable 
solutions across several countries seems to be one of the basic goals 
of PRICOR II. 

RECOMMENDATION: AID should clarify with CHS that the CAs are to 
involve both the systems analyses and the individual OR studies. 
All of the suggestions offered in section III of this chapter 
apply equally well to OR studies as they do to systems analyses. 

2. Should there be methodological standards for including SAs or 
OR studies in the CAs? 

In gathering the different SAs and OR studies for comparison, 
CHS will need to decide whether to include every study, or if there 
need to be criteria for including a study in the comparisons. For 
example, should only those SAs conducted at more than one service 
delivery site be included, or is this not important? Should only those 
OR studies which gather data from more than one information source be 
included, or is this not important? In other words, should SAs or OR 
studies be excluded if they do not meet some accepted level of 
methodological rigor? 

RECOMMENDATION: AID should decide if it has a preference on this 
issue. If so, this should be conveyed to CHS as soon as possible. 

11 "3.0 Technical Approach". 
Research. Technical Application. 
Services, July 1985). 

12 Ibid. 

Primary Health Care Operations 
(Bethesda, MD: Center for Human 
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Should only PRICOR II-funded studies be compared, or should other 
information be used when appropriate? 

In gAthering the studies to compare, CHS will need to decide 
whether to limit the CAs to only those SAs or OR studies funded by 
PRICOR II or if other information can usefully be incorporated into the 
analyses. The decision is whether the ~As are to compare (a) only 
information actually funded by PRICOR II, or (b) any studies which 
usefully complement that information funded by PRICOR II. 

RECOMMENDATION: AID should decide if it has a preference on this 
issue. If so, this should be conveyed to CHS as soon as possible. 
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VII. DISSEMINATION 

A. Description of Current Status 

Yith the first two and a half years of the PRICOR II Project being 
consumed by the development and testing of the Thesaurus, there was 
nothing in the way of systems analyses or operations research studies 
available for dissemination before the spring of 1988. PRICOR's 
Dissemination Plan was not developed until February 1988, a month 
before the first issue of the PRICOR Report newsletter was distributed. 

The first PRICOR II publication to be distributed 
Thesaurus Volume I (activity list). Approximately 265 
technical report were disseminated by the end of FY88. 
(activities, indicators and data sources) was published 
and some 375 copies were distributed in the four months 
release. 

was the 
copies of this 

Volume II 
in May 1988, 
after its 

PRICOR has developed a mailing list of over 900 individuals and 
groups which can be divided into four categories: 

o Developing country health officials (decision makers and 
operational personnel in government and PVOs; 

o AID health program managers (at missions and regional offices 
abroad and in Washington); 

o PHC researchers and analysts; and 

o Others (including other donor agencies, PVOs, universities). 

It is this audience that receives the two major publications of 
the PRICOR II Froject, PRICOR Report and Child Survival Report. Two 
issues of the former have been produced, the first being in March 1988, 
the second in May. The first issue gave an overview of the PRICOR II 
Project, describing its objective, what Systems Analysis is, what the 
Thesaurus is and how it could be used, and short comments on specific 
country activities (Zaire, Thailand, Costa Rica, Columbia). The second 
edition of the PRICOR Report focused on systems analysis and some of 
the findings derived from PRICOR system analyses; discuss five 
different countries (Columbia, Zaire, Costa Rica, Ecuador, Thailand) 
while one addresses problems relating more generally to Oral 
Rehydration Therapy programs. Several of the subcontractors have 
published monographs/reports on their respective PRICOR II-supported 
activities, HIID on their LQAS use in Costa Rica and PRISM on the Cono 
Sur Project in Peru. 

Other dissemination activities of PRICOR II include the production 
by CHS of a 10-minute slide/video show which informs the audience about 
the SA/OR approach as being carried out by the project. They are 
currently in the process of producing a 30-minute video on its 
operations in the Philippines and Zaire which is supposed to 
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demonstrate how the PRICOR approach works in the field with the hope of 
giving the viewer a better understanding of the methodology. In 
addition, the subcontractor PRISM is doing a video on the role playing 
and interviewing methodologies they utilized in the Systems Analysis 
they conducted in Peru. Finally, various members of the PRICOR team 
presented papers at the conferences. In 1988, for example, two papers 
(out of nine submitted) were given at the National Council for 
International Health (NCIH) annual conference and another five were 
presented at the American Public Health Association Conference. 

B. Effectiveness 

The evaluation team identified three levels of dissemination that 
must be considered: 

o Within a project country - Each country having PRICOR II 
Project activities must have a dissemination plan of its own 
to ensure that all those who should be familiar with the 
approach are kept informed of developments. Several 
mechanisms have been utilized. In Zaire, for example, the 
project has conducted a series of workshops in which 
participants receive an orientation on what SA is and the 
findings of the SA carried out in Zaire. The OR methodology 
is also described and participants are given an opportunity 
to develop their own OR study protocols. Although none of 
the OR studies have been completed to date, the PRICOR Office 
in Kinshasa has plans to discuss the findings at the annual 
SANRU Conference and at the Zairian Public Health Association 
Annual Meeting. In addition, the relevant findings will be 
incorporated into the MPH course at the School of Public 
Health so that all the students enrolled in the program will 
be exposed to and familiar with the findings in the future 
and the chances of reinventing the wheel (i.e., carrying out 
the same or similar study) will be reduced. 

o Within the project - The approach and findings from the 
various PRICOR countries should be shared between the 
countries. This is particularly important considering the 
diversity of approaches being followed and the results being 
achieved. The evaluatil)n team found that the information in 
the project countries was limited to the major PRICOR 
publications (i.e., Thesaurus, PRICOR Report and the Child 
Survival Report); the monographs containing the more detailed 
information pertaining especially to methodologies and 
techniques have not been circulated. For example, the PRICOR 
office in ~inshasa had not received any of the reports on 
PRICOR activities in other countries, including those on the 
LQAS techniques as being developed in Costa Rica, an approach 
which could be of great interest and value to Zaire. Such a 
sharing would improve the comparability exercise and help tie 
the disparate activities together. 
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RECOMMENDATION: PRICOR II should make greater efforts to 
distribute PRICOR monographs and reports on specific country 
activities and findings (including subcontractors) to other PRICOR 
II countries. 

o Outside the project - This is the primary focus of PRICOR 
II's dissemination efforts. In addition to the technical 
reports (e.g., the various versions of the Thesaurus), PRICOR 
II has four other principal means of disseminating 
information on what is taking or has .t.aken place in the 
project. 

House publications - According to the Dissemination Plan, the 
PRICOR Report and Child Survival Report will be published three times a 
year and every sIx weeks, respectively. Because of the delay in 
initiatinb field activities (especially OR studies), these publications 
were not published until March of 1988. The CSRs were then issued in 
groups of three in March and again in May. Five out of the six CSRs 
feature CHS activities, while one reviews the Costa Rican work of one 
of the subcontractors. Nothing to date has been published on the work 
being done in Peru, Indonesia or logo by the subcontractors. PRISM has 
published its own PERU PRICOR REPORT which describes in some detail 
what is being done in their project and the findings. The use of 
different vehicles to publicize subcontractor's activities reinforces 
the im~r~~~ion that they are operating with little relation to the 
overall PRICOR II approach. 

RECOMMENDATION: PRICOR II should publish under the direction of 
the respective participating subcontractor, the subcontractor's 
reports and findings in the PRICOR house publications/reports 
series. 

Videos - PRICOR II has produced a lO-minut~ slides/video which 
informs the audience about the SA/OR approach. While technically ~lell 
done, it has a somewhat negative and threatening tone in that it refers 
to identifying problems that exist in the service delivery operations. 
The evaluation team thought that the message could be presented more 
effectively and positively if put in terms of assisting managers to 
solve service delivery problems. 

Briefings - PRICOR II has held a few briefings for AID and CDC and 
several of the centrally-funded projects (e.g., REACH and PRITECH). 
Despite the effort, the evaluation team identified a general lack of 
familiarity and support for the PRICOR II approach. This concern is 
present even within S&T/Health itself. Various members of the office 
do not fully understand the methodology or appreciate what has been or 
could potentially be produced through the PRICOR II Project; at this 
point they see it as an expensive undertaking with very little to show 
for the resources expended. While the Africa Bureau seemed generally 
conversant with the project, the other regions had very little 
knowledge about it. 
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RECOKMENDATION: PRICOR II should conduct more frequent briefings 
for S&T/Hea1th, the regional bureaus and the centrally-funded 
projects on the SA/OR approach and on relevant findings from the 
field projects. 

Centrally-funded projects - Finally, the centrally-funded projects 
expressed little support for what PRICOR II had done to date. It is a 
concern that REACH with a focus on immunization and PRITECH with a 
focus on ORT have not found the PRICOR work on these two interventions 
helpful or collaborated more closely with PRICOR in the development of 
the sections of the Thesaurus on these two interventions. It is 
unfortunate that the proposed joint effort with REACH in Bangladesh 
never materialized. Finally, CCCD personnel in the field expressed a 
concern that CDC in Atlanta did not fully appreciate and support the 
PRICOR approach; it is thought that the more technical focus of CDC 
could profit from the process orientation being developed by PRICOR II. 

RECOMMENDATION: PRICOR II and the centrally-funded projects and 
CDC should develop a closer working relationship and, where 
possible, collaborate in field-level operations. 

Presentations - PRICOR II has a list of some 46 presentations 
given various staff members at professional conferences and workshops 
between January 1986 and November 1988. Many of these are given as 
part of project orientation in program countries and several to other 
organizations (e.g., ~~O, UNICEF, CARE). Several people mentioned that 
PRICOR's presentations at conferences such as NCIH was the best means 
of gaining an understanding of the SA/OR approach that PRICOR was 
developing and to appreciate what was going on in the field. 
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VIII. IMPLEMENTATION/INSTITUTIONALIZATION 

The complexity of PRICOR II affords the opportunity for objectives 
to be realized at a variety of levels. Given the cost and level of 
effort invested in PRICOR II, the impact of the exercise should extend 
far beyond any short-term benefits to the individual projects and 
countries involved. 

At a minimum, there should be documented evidence of improvements 
at the health centers which were the objects of study and analysis. 
Beyond that, functionally adequate documentation should be completed 
based on that experience. This will serve as future reference material 
for the application of SA/OR principles to improving primary care 
services delivery. 

RECOMMENDATION: There should be documented evidence of 
improvements at the health centers which were the objects of study 
and analysis to serve as future reference material for the 
application of SA/OR principles to improving primary care services 
delivery. 

However, more important is the objective of implementing the SA/OR 
philosophy and approach, with the capacity for its implementation at 
all levels of the health sector. These would include use by managers at 
the levels of: 

o Health station or center; 

o Districts and/or regions; 

o Ministry of Health; 

o AID Mission; and 

o AID geographic Bureaus. 

What the SA/OR approach offers is a tool for converting data, 
whether impressionistic or objective, or whether qualitative or 
quantitative, into information. The objective of that transformation is 
to create a knowledge base which will optimize resource allocation 
decisions at all levels in the health care delivery system. 

While that effort appropriately must start at the peripheral 
level, it should not be allowed to end its development there. Unless it 
has utility for managers at superordinate levels, PRICOR II will not 
have been worth the development costs because its full potential will 
never be realized. 

The importance of the PRICOR II approach derives not just from the 
specific analytic tools which are being tested across an array of 
countries, organizations and delivery systems. Its more significant 
implications can be potentiated only to the extent that it is accepted 
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as an objective and equitable approach to efficient management of 
resources. It should not be regarded simply as a research project but 
must be marketed as a movement. 

Three objectives must be achieved if PRICOR II is to have a long
range and widespread impact. 

A. PRICOR II must be perceived as a process built on solid, objective 
research methodologies rather than as a research project. PRICOR II is 
presently presented much more emphatically as a research project than 
as a process leading to a functionally useful management tool for 
improving health services delivery. 

Scientists (research personnel) can be characterized as wanting to 
know more and more about less and less. Managers, in contrast, operate 
in a world where least sum of squares solutions must be resolved under 
the inexorable pressures of real time. Scientists can postpone 
decisions until more data; i.e., another replication, can be available. 

Managers must decide based on the fragments of information 
available at the moment. What they want is to feel more comfortable; 
i.e., that the risk of error is less, and that the available 
information will provide a post hoc rationalization for the choices 
made and the decision which was taken. To be sure, it is important, 
even for managers in a bureaucratic setting, to believe that decisions 
are consistent with personal values and program objectives including 
the extent to which they will be perceived with approval by 
subordinates. 

To the extent that a process results in information which a 
manager perceives to have systematic and objective origins, the 
confidence level will be higher, and so will be the level of comfort 
and the likelihood that future use of that process will have a high 
probability of occurrence. For scientists, the comfort; i.e., risk of 
error, derives from confidence in the design of the experiment and the 
degree to which that de~ign permits one to discard alternative 
explanatory hypotheses. 

B. PRICOR II must be perceived as having a high potential for 
functional utility and efficiency. 

Put another way, it must generate expectations that the resulting 
process will be useful in field settings. These settings are likely to 
have the following characteri~tics: 

o High demand for seL'vices which leaves staff with little time 
or energy for additional tasks; 

o Scant additional resources to commit to SA/OR; 

o Low level of research or data collection and analysis 
sophistication; 
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o At the distal end of a long and tenuous supervision chain; 
and 

o High resistance to change. 

If an SA/OR approach is to be adopted in these settings, then it 
must be adapted to them. They will not adapt to the PRICOR II 
me'hodologies as represented in the current Thesaurus and DCls. Future 
PRICOR II efforts must be shifted aW4Y from further refinement and 
validation of current SA and DCI methodologies.' Rather, there should be 
a heavy focus in the remaining contract period on the translation of 
research findings into practical guidelines for application at mUltiple 
management and decision making levels in the health sectors of the 
target countries. 

The following tasks appear to be of high priority: 

RECOMMENDATION: Prioritize the major elements of the Thesaurus 
into a free standing document with the full Thesaurus as a 
reference guide. The P~ISM construct library appears to be a 
potential useful basis from which to start. 

RECOMMENDATION: Develop, validate, document and disseminate 
simplified versions of both macroanalytic and microanalytic tools 
for SA. The validation efforts should focus on face validity and 
predictive validity rather than on theoretical validation. The 
standards for practical validity are much different than those for 
scientific validity which demands more capacity for replication. 

The underlying assumptions for this exercise should emphasize the 
identification of: 

o Only the critical elements in the organizational attributes 
and delivery process which have a high potential for 
intervention given to practical realities and resource 
restraints of the settings in which the process will be 
applied. 

o The minimum data elements necessary for functional 
effectiveness. Measurement is crude in the real world and 
calculated precision is irrelevant. Beyond that, our ability 
to effect change in most delivery systems is even more 
limited than is our ability to measure the dynamics of the 
delivery process. 

o Alternative options likely to conform to local political and 
operational realities; i.e., staffing levels, physical plant, 
communications skills, and political influences, including 
the degree of centralized relative to decentralized decision 
making. 

C. PRICOR II represents an innovative and creative approach to that 
application of objectively-based, analyticcil methodologies drawn frolo~ 

academic and applied research. But, whatever its considerable merits as 
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a research effort, the more important characteristic is the capacity 
building aspect of PRICOR II. By its emphasis on the analysis and 
improvement in process components at the most peripheral delivery 
levels of the primary care system, it has the potential for building 
the management and resource allocation infra-structure necessary to 
assure the efficient and effective delivery of PHC. 

Unless specific strategies are developed, during the remainder of 
the contract period, for maintaining an appropriate balance between the 
research focus and the needs of the PHC delivery system, PRICOR II will 
not contribute to the development of the necessary infrastructure. 

RECOMMENDATION: Develop strategies for institutionalization of 
the SA/OR approach at all levels in each host country health 
sector. Identify focal points for responsibility at every 
management and resource allocation level from the health station 
through the MOH. 

To accomplish this, it will be necessary to create a set of 
expectations that the SA/OR process will be applied to program 
analysis, evaluation and resource allocation decisions. Reinforce those 
expectations by creating incentives associated with the use of SA/OR 
methodologies. Incentives might include allocation of additional 
resources or waivers from some reporting requirements. 

One of the sub-ministry managers interviewed in the field shared 
his perception that the SA was useful for problem identification, ~ut 
that he saw little utility to the cumbersome and time consuming OR 
steps for problem resolution. His perspective was of a need for help 
with problem identification, but that he and his staff had the skill to 
fix things once it could be demonstrated that they were broken. That 
view should not be discounted by those of us wanting to bring 
scientific methods to bear on management. 

The most serious erroneous underlying assumption which could 
seriously compromise the utility of PRICOR II would be that of assuming 
the SA/OR approach to be an adequate substitute for managerial 
experience and judgement. SA/OR can focus and enhance that judgement 
factor. It can never be a substitute. 

Training must be given a higher priority as an essential activity 
during the remainder of PRICOR II. It was reported in Zaire, for 
example, that training was relegated to a very subordinate role. That 
emphasis was driven by the research orientation of CHS and was contrary 
to the perceived need~ of the field staff. 

RECOMMENDATION: Training should be given high priority when 
soliciting funds for mission buy-ins to PRICOR II. 
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A training the trainor approach would be appropriate given the 
need to install competence and enthusiastic commitment at all levels 
from MOH down to the health station level, but with the most important 
operational locations being at the periphery and levels immediately 
above. 

RECOKHENDATION: Mechanisms should be developed within AID to use 
results from PRICOR II as a way of improving the targeting and 
focus of Technical Assistance (TA) provided by PRITECH and REACH. 

TA is a scarce commodity and an expensive resource. Its impact can 
be enhanced if it is directed to the highest priority problems. PRICOR 
II could be positioned to provide mechanisms to accomplish that 
enhancement, perhaps not in terms of selecting countries, but in 
bringing a more tight focus to TA activities. 

RECOMMENDATION: The PRICOR II contractors should also be creating 
linkages and exporting SA/OR to Private Voluntary Organizations 
(PVO) and other U.S. Government activities (CDC) in host 
countries. 

RECOMMENDATION: A technical advisory group (TAG) should be 
established at the S&T/H level to advise in the optimization of 
PRICOR II efforts during the remainder of this contract. The role 
of the TAG should focus more on the translation into operational 
effectiveness of the results of the PRICOR II activities than on 
the research components of PRICOR II. 
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IX. RECOMMENDATIONS 

Based on the findings of the evaluation of PRICOR II the team 
makes the following recommendations which correspond to respective 
sections of the report. 

Concept The overall recommendation regarding the concept is that 
it should not be changed; however, the goals and expectations of the 
PRICOR II project should be reexamined to reassess and clarify what AID 
thinks the balance between research and operations should be. 

1. Attention should be given to the development of a uniform 
format to conduct macro analyses to complement the extensive process 
studies at the periphery as featured by the PRICOR II concept. 

2. Steps should be taken to improve the comparability of study 
designs and data collection methods from country to country. 

3. AID should determine and communicate the degree of emphasis 
to be placed on training local managers in the design and execution of 
local studies. Institutionalization of the process should be a priority 
for the last two years of PRICOR II. 

4. AID should inBist that the subcontractors continue to define 
~nd field test the overall conceptual methodologies embodied in the 
~ystems analysis and operations research stu~ies of PRICOR II. 

5. AID should recognize the tension between rigorous research 
and operational practicalities and establish a dialogue with CHS and 
the subcontractors to determine how best to introduce objective 
research methodologies to practicing health care service delivery 
managers. 

Thesaurus The overall recommendation regarding the Thesaurus is 
that no additional time be spent developing, refining, or abridging it. 

1. The Thesaurus should be published in sections, as planned, to 
make it less intimidating to potential users. 

2. Each section of the Thesaurus should be translated into 
French and Spanish to make it more accessible to potential users for 
designing their own studies. At least one section, on ORT, has already 
been translated and others are in process. 

3. Guidelines for using the Thesaurus to create data collection 
instrum~nts for systems analysis and,lor OR studies should be developed. 

Systems Analysis 

1. Mission buy-ins should continue to be sought and encouraged; 
however, gr~ater consonanc~ with the PRICOR II conceptual model should 
be maintained in arranging future buy-in activities. 
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2. Future work on PRICOR II should focus on the manager's 
perspective rather than the niceties of operations research and social 
science. 

3. PRICOR II must develop, validate, and disseminate simplified 
systems analysis methodologies. 

4. The remaining SA projects should be designed and implemented 
within a fixed budget for time, money, and data burden. 

5. While the Thesaurus should be available as a reference for SA 
design, alternative approaches should be encouraged so long as they are 
sufficiently documented to permit application in other settings. 

6. CHS should prepare generic, broad instructions for SA 
implementation to permit SA activities at the local level, less 
directed by CHS headquarters. 

7. PRISM should prepare a nontechnical handbook to document the 
aspects of their process which differ from the model used by CHS. 
Dor.wne~tation on the focus group activities and the construct libraries 
for organizational attributes, among other things, should be included. 

8. HIID should develop nontechnical material descriptive of 
other potential applications of Lot Quality Assurance Sampling to 
systems analysis of primary health care. 

Operations Research studies. The overall recommendation regarding 
the operations research studies is that AID should reconsider the goals 
of this portion of the project to determine what is important in PRICOR 
II and proceed aC('Grdingly. 

1. If the goal of 360 different OR studies is important, then 
plans should be made to fund an additional 313 studies in the remaining 
two years of the project. 

2. AID should determine what actually qualifies to be counted as 
an OR study. 

3. If th~ goal of having OR studies in 12 different countries is 
important, then plans should be made to fund studies in six additional 
countries in the remaining two years of the project. 

4. All future OR studies should contain a simple, specific 
description of the "J:1roblem being addressed by this study." 

5. If the goal of having 85% of the OR studies focus on low
level workers and 15% on clinical facilities, then plans should be made 
to alter the current funding mix in the remaining two years of the 
project. 
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6. If the current mix of subsystem-specific OR studies is not 
sufficient for individual country studies and for later comparative 
analyses, then plans should be made to alter the current funding mix in 
the remaining two years of the project. 

7. If the current origins of OR studies are not acceptable, then 
plans should be made to ensure that all future OR studies flow directly 
from the results of systems analyses. 

8. If, as a condition for funding under PRICOR II, a research 
project needs to include problem analysis, solution development, and 
solution validation, then plans should be made to ensure that all 
future projects include all three of these phases. 

9. If, as a condition for funding under PRICOR II, a research 
project needs to determine the reasons why the problem identified has 
developed and exists, then plans should be made to ensure that all 
future projects include this element. 

10. If the current mix of research methods is not acceptable, 
then plans should be made to teach OR researchers about other, less 
used methods and to encourage their use when appropriate. 

11. If it is important to monitor the research methods being used 
in individual OR studies, then AID should require proposals for all 
future OR studies to contain a simple, specific description of the 
"research methods being used in this study." 

12. If there is an effective "upper funding limit" for a PRICOR 
II OR study, then plans should be developed to ensure that future 
proposals and funding decisions adherp. to that limit. 

13. AID should determine how quickly OR studies should be 
completed and provide guidance to OR researchers in that regard. 

14. Because comparative analyses of OR studies are dependent on 
the availability of a sufficient base of completed studies, AID should 
encourage And assist the PRICOR II researchers to complete OR studies 
as soon a~ possible. 

Comparative Analysis. The overall recommendation regarding the 
comparative analyses is that AID and CHS should reassess and clarify 
the goals of these analyses. 

1. AID should determine what it 
comparative analyses and any advice it 
be helpful and convey this information 
possible. 

wants to accomplish with 
has for approache~ which 
to CHS as clearly and as 

the 
might 
soon as 

2. If AID is not satisfied with limitinc the comparative 
analyses to the four subsystems of ORT, growth monitoring, 
immunizations, and malaria, then plans should be made immediately for 
the other subsystems. 
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3. AID should immediately require from CHS a more detailed 
descripti'.:m of the conceptual framework, proposed methodology, and 
implementation plan for the comparative analyses of the systems 
analyses and the OR studies funded under PRICOR II. 

4. AID should require that CHS' comparative analysis plan 
include a discussion of the types of information which would be useful 
to compare. Explicit attention should be given to identifying useful 
information resulting from the systems analyses in addition to the 
problems identified by them. 

5. AID should require that CHS' comparative analysis plan 
include a discussion of,what it means \:0 "compare" information. 
Explicit attention should be given to ways to describe the features of 
systems analyses, ways to search for relationships among these 
features, and any other ways CHS can develop to "compare" the systems 
analyses. 

6. AID should clarify with CHS that the comparative analyses are 
to involve both the systems analyses and the individual OR studies. 

7. If AID has some criteria for determining whether a study 
should be included in the comparative studies, then these should be 
conveyed to CHS as soon as possible. 

8. If AID has a preference for including only PRICOR II funded 
studies in the comparative analyses or for including other information 
when appropriate, then this preference should be conveyed to CHS as 
soon as possible. 

Dissemination 

1. PRICOR II should make greater efforts to distribute PRICOR 
monographs and reports on specific country activities and findings to 
other PRICOR countries. 

2. Subcontractor's work should be more integrated into the 
PRICOR house publications and report series. 

3. PRICOR II should conduct more frequent briefings for 
S&T/Health and the regional bureaus on the systems analyses and 
operations research approach and on relevant findings from the field 
projects. 

4. PRICOR II and the centrally funded projects and CUC should 
develop a closer working relationship and where possible collaborate in 
field-level operation~. 

Implementation/Institutionalization 

1. Evidence of improvements at the health centers which were the 
objects of study and analysis should be documented to serve as 
reference material for the application of SA/OR principles. 
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2. Prioritize the major elements of the Thesaurus into a free 
standing document with the full Thesaurus as a reference guide. The 
PRISM construct library appears to be a useful basis from which to 
start. 

3. Develop, validate, document, and disseminate simplified 
versions of both macroanalytic and microanalytic tools for SA. 

4. Develop strategies for institutionali2ing the systems 
analysis/operations research approach at all levels in each host 
country health sector. 

5. Training should be gJ ven a high priority when soliciting 
funds for mission buy-ins to FRICOR II. 

6. Mechanisms should be developed within AID to use results from 
PRICOR II as a way of improving the targeting and focus of technical 
assistance provided by PRITECH and REACH. 

7. PRICOR II contractors should create linkages and export SA/OR 
to PVOs and other U. S. Government activities (such as CDC) in host 
countries. 

8. A technical advisory group (TAG) should be established at the 
S&T/H level to advise in the optimization of PRICOR II efforts during 
the remainder of this contract. The focus of the TAG should be on 
translating the results of PRICOR II into operati0nally effective 
activities rather than on the research components. 
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ANNEX 1 

SCOPE OF WOR K FOR THE ~UDTERM EVALUATION TEAM 

PRI~IARY HEALTH CARE OPERATIONS RESEARCH - II PROJECT (PRICOR II) 

I. ISTRODVCTlOl'i: In the summer of 1985, about the timethat the PRICOR II project 
was being developed, the parents of a three-year old girl brought their daughter to a 
rural health clinic in the Souiheast of Pakistan. There, the health worker, trained iQ 
an A.LD. -sponsored program, diagnosed acute watery diarrhea with moderate 
dehydration, and instituted oral rehydration therapy (ORT). Later, the health worker 
learned that, after leaving the clinic. the child continued to purge and died. What went 
wrong? In this case, it appears that WHO recommendations for patient follow-up were 
not effectively carried out. ~10re systematic studies, such as that of Walker (AJPH, 
1988,149-152) confirm the impression that the impact of such programs is related to the 
details of service deli very. The PRICOR II project is attempting to develop a research 
program to increase our understanding of how the staff of child survival programs 
provide these senices. The project has a fairly specific research strategy for pursuing 
this objective. The mandate of tue midterm evaluation team includes an assessment of 
the project"s oV(:rall strategy, a$ well as of progress in carrying out that strategy. 

II. BACKGROt:',D: A.LD. has traditionally used the term "operations research" in the 
broad sense of research related to the delivery of health programs. In recent years, 
Agency surport for health program5 has been increasi['gly focused on a "child survival;' 
strategy that emphasizes a small number of low-cost services thought to have the 
greatest potential for mortality reduction, particularly ORT, childhood immunizations, 
growth monitoring and nutrition education. clinical treatment of acute lower respiratory 
tract infections (ARI) and presumptive treatment of malaria. A number of A.J.D. 
projects have supported operations research acti dties, including PRICOR I, the Applied 
Diarrheal Disease Research Project. and the Combating Childhood Communicable 
Diseases Project. These projects have '111 taken somewhat different approaches to OR. 
Without que~tioning the value of these efforts, the stratf,gy of the PRICOR II project 
attempts to address an area that has been largely neglected, the service deli \I!:~ 
activities of health program staff (and the activities toat support them). 

A larl!e bodv of research deals with the effect ,')f interventions in term5 of 
epidezi;iologi~al or KAP surveys. To a large degree, h,')wever, these studies treat the 
program delivery system largely as a "black box," a P,)orly- understood entity that 
somehow produces the effects that are so carefully stll~ied. Thus, little research 
addresses issues such as how to assure appropriate follow-up of a child treated \I. ith 
ORT. The managers of the Pakistan program mentioned earlier had virtually no 
literature upon wcid to base their efforts in this area. Indl'ed, in contrast to thl! 
refined tools available to measure the effect of programs, m:thodologie!t for 
describing the process of service delivery are poorly developed. 

['.:~ "'inly, program evaluations r.arried out by A.I.D. ar.d others have exaruined 
'.:'!·:~·ice delivery. But these eva'uations have largely tlepended on the subjectIve 
i4!sigtJts of expert teams. They are more art than science. 

If investigators lack comprehensible detailed information on what progr3t.3 
personnel do, it is not surprising tilat few OR studies address the effectiveness of 
these activities. One objective of PRICOR II is to develop methodologies for 
studying these activities, and then generate a corresponding body of knowled£e 
from a variety of programs. 

The ctesign o~ the project also leflects skepticism about the degree to which local 
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managers themselves know the details of service delivery activities. While sen'ice 
statistics are often collected rou:inely, managers' knowledge of the actual activities 
of their staff are largely unsystematic, if not casual, and highly incomplete. 
Ironically, it is generally these very activities that are most susceptible to corrective 
action where the program is not having the desired effect. A District physician 
may know the n umber of packets of ORS distributed each month, but such data 
provide limited guidance on what to do next. Contrast this with the potential of, 
for example, information describing the efforts of field supervisors to monitor the 
follow- up of cases of diarrhea-associated dehydration. Thus, a central premise of 
the project is that the development of practical methodologies for gathering process 
information also has potential management applications, in addition to its role in 
OR. 

Compared to other OR efforts, the PRICOR II Strategy has shifted tbe focus from 
the overall design of _ a program - what it is generally supposed to do - to 
implementation - the details of what program personnel actually do in practice. 
In part, this re flects the view that we need a beller understanding of the details 
of implementation to adequately assess a program's design. It is doubt ful if we can 
adequately assess, for example, the potential of a village health worker program 
without an understanding of the effectiveness of training or knowledge of what 
their supen-isors are doing. Certainly. large scale quasi-experimental research allows 
investigators to rigorously test the effect of modifying one or two elements of a 
complex delivery system, but this is a slow and expensive process that has had only 
limited practical impact. 

III. CHARACTERISTICS OF THE PROCESS I:\'FOR!'-fATION SOUGHT IS PRICOR II: 
The project's mandate is expressed in reductionist terms: the project's strategy 
emphasizes the description of discrete, concrete service delivery activities, such as the 
efforts of a health worker to explain to a mother the significance of her child's growth 
pallern. Taken individually, such activities appear approachable as a research topic 
(although, as discussed below, there can be difficult conceptual challenges in dealing 
with a single, ostensibly straight forward activiry.) Conversely, one could argue that 
if we are unable to understand these individual elements of service deliven-, it is 
difficult to imagine how research will lead to broader improvements such as l~wered 
rates of malnutrition. 

This focus on service delivery activities, as outlined In the project's statement oi 
work, has several implications: 

A. PRICOR II is concerned with what program personnel do, concrete behavior th3t 
either directly or indirectly, can be observed, as distinguished from abstractions 
such as supervisory styles. 

B. The project seeks to describe service delivery activities in terms of variables that 
allow the objective measurement of change in that activity. We want to be able to 
determine if the health worker's advice to the mother who has brought her child 
for immunization has gOllen beller, worse, or stayed the same since tbe last time 
it was examined. This measurement process should not be dependent on the 
subjective assessment of an expert, but rather should rely on a weB-defined 
methodology. However e ffecti ve the expert with a notebook may be, the project's 
mandate is to develop a methodology with the potential for application by a wide 
range of professionals. 

C. In order to develop such a methodology, it is necessary to make an educated guess 
regarding what is worth knowing about. Project resources are certainly not 
adequate to study every conceivable service delivery activity for even the simplest 
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program. Data on the relationship of service delivery activities and health effects 
are not extensive. Even the correlation of related activities, such as the CC'lmpone!'.or5 
of clinically assessing a child with acute diarrhea, are not established. The project 
must start somewhere and expert opinion is a reasonable point of depa.rture. In 
developing a strategy for selecting the variables to be measured, the project must 
also consider the costs of data collection for di fferent variables. At best, the 
project can examine only a sample of the potenti"lly relevant variables. We expect 
this to be an iterative process in which some variables turn out to be relatively 
unimportant. 

Sheer size is certainly a potential problem. If too many variables are studied, the 
o\'erall measurement effort can become technically unwieldy and too expensive to 
be practical. I f the project can successfully characterize even a modest number of 
service delivery activities, this would in itself represent a considerable advance in 
the state of the art and could establish the basis for a more detailed examination 
of service delivery activities. From this perspective, it is more important that 
individual indicators stand up to scrutiny than it is to include very large numbers 
of variables. 

D. The project should anticipate finding that a substantial number of the service 
deli\er~ activities selected for examination will prove to be neglected or virtually 
nonexistent. Even where certain activities are widelv known to be lacking, there 
may be \alue in documenting this. It is likely that many supervisory activities, for 
eXJmpk will show such a pattern. 

E. The project statement of work views child survival programs from a "systems" 
perspective. This view h')lds thaI program activities can be usefully grouped into 
sys::::r:;: :!1at are, for the most part, qualitatively distinct. The project's areas of 
interest are not limited to clinical sen'ices such as immunizing a child. Of equal 
interest are efforts to educate p?tients, follow-up, and promotion activities. 
Similarly, the array of systems that support service provision fall within the 
project" mandate, such as supervision and training. 

The project is explicitly focused on the peripheral elements of the involved delivery 
~ystems. This feature i, intendec: simply to limit the scope of an already complex 
task. Even with this limital;;..n, the various support systems appear critically 
important. The tl!am should consider the degree to which the project has addressed 
the following broad areas: 

a. Sen-ice Provision Acth·ities: Based on field observations elsewhere, one 
broad area of interest is the degree to which service providers recognize 
specific service delivery activities as their responsibility. Corresponding 
efforts by the program to convey specific responsibilities are also of 
interest. If, for example, no one has explicit responsibility for explaining 
the implications of in fant growth patterns, it would be use ful to establish 
th is. 

The technical competence of health workers to execute specific activities 
is also of interest and comparatively easy to collect. The actual quality of 
clinical care is also an area oi concern, along with activities to reach the 
population in need of the involved service. 

Similarly, the effectiveness of educational activities and efforts to reach 
the appropriate target population are central to the project. 

The implication of the project's reductionist orientation is that these broad 
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areas can be characterized through a sample of discrete, concrete activities. 
The statement of work takes a similar approach to support services. In this 
formulation, a measure such as the frequency with which supervisors 
observe immunization sessions would be considered relatively broad and 
abstract. More concrete measures might include the extent to which 
supervisors effectively apply specific information-gathering techniques to 
a discrete element of imm unization, such as educating mothers about 
subsequent immunizations. 

b. First·Level Supenlsion: The PRICOR II project paper emphasizes the 
critical role of this poorly-understood support system. To "supervise" is 
itself an abstraction that must be reduced to operational terms that permit 
objective measurement. The project paper focuses on the role of primary 
supervisors in identifying shortcomings in individual service delivery 
activities, and the corresponding efforts to resolve these shortcomings. In 
many respects, this role of supervisors parallels the efforts of the project 
to identify and resolve specific service delivery problems. From this 
perspective, supervisor efforts to identify and resolve problems can be 
subdivided into distinct, observable techniques which are in turn applied 
to discrete sen'ice delivery activities. Thus, the project might estimate the 
extent to which supervisors use role-playing to assess health provider 
competence in explaining the administratiou of oral antibiotics in a case 
of ARI. 

This is clearly a challenging area conceptually as well as at the level of 
field work. At the s!!me time, it is difficult to over-emphasize the 
importance of understanding the effectiveness of supervisor efforts to 
monitor and support service delivery activities. Indeed, a detailed catalogue 
of shortcomings in service delivery is of limited practical utility if the 
project is unable to clari fy how the supervisory system can deal with them 
effectively. 

c. Higber LenIs of Supenision: Even at peripheral levels of service delivery, 
field supervisors are themselves in some sense supenised. Here, the major 
challenge to the project is to characterize the efforts of higher level 
supervisors to monitor and support prohlem-:dentification and 
problem-solving by their subordinants. Conceptually, both the supervisory 
techniques available and the se.rvice delivery activities at issue are identical 
to those for first level supervisors. The major additional considerations 
are the previous or current efforts of the primary supervisor. 

d. Training: Competency-based training is a widely-accepted approach in child 
survival programs. Borh the technical competence of program staff, based 
on direct assessment by PRICOR II investigators and program 
documentation of competence are of interest. Here again, the project's 
overall strategy suggests that competencies be defined in terms of selected, 
concrete acti vities. Relc-vant areas include not only clinical services, but 
educational activities, follow-up, promotion, supervision, training, logistics 
management, and management in formation. These variables are among the 
more straig~tforward that the project is to (,ddress. 

e. Management Information: The management of each of the program areas 
outlined above is probably influenced by the information available to 
decision makers. If the district physician has little in formation on the 
quality of care for specific service activities or is unaware of the 
effectiveness of field supervisors in problem solving, lie is unlikely to do 
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anytbing about it. As witb otber systems, tbe project's reference point 
remains speci fic, selected service deli very activities. Since in formation of 
this nature is potentially subject to verification, the degree to which this 
is done is also of interest. 

f. Program OUr\'iew: The focus of the PRICOR II research stratelZV is clearlv 
on a detailed examination of s'elected service delivery activities at the 
periphery. To place these observations in perspective, it is useful to include 
more general in formation as background, including the overall structure and 
organization of the program, major policy and strategic considerations, 
financing, and community relations. 

F. Child survival programs do not vary widely in the services they attempt to provide, 
but the complexity of these programs, combined with their varied settings, renders 
each program unique to a large degree. One rationale for the project's focus on 
discrete activities is the premise that many of these individual activities are highly 
comparable even when the corresponding programs are obviously not comparable 
overall. The overall success of a program in the Philippines based on traditional 
midwi\'es pro\'ides lillie basis for carrying out a similar program in Zaire. In 
contrast, insights into specific activities, such as the role of supervisors in 
monitoring the follow- up of ORT, may be directly relevant in Zaire. 

G. A major objective of the PRICOR II strategy is to support research that has valid 
applications in other programs, For many areas of service delivery there is 
essentially no literature on which to base management decisions. Thus, the project's 
approach to studying service delivery in different programs should be conducive 
to comparisons among the involved programs and the application of finding more 
broadly. 

H. The design of PRICOR II anticipates that a systematic review of program activities 
will reveal a range of problems that were not previously recognized by managers. 
Conversely, local innovations and unusually successful activities may also emerge. 
To the extent that program staff were already aware of t,he problems identified 
through project efforts, the overall approach would be called into question. 

I. The project must be able to accommodate strategic variants where programs take 
fundamentally different approaches to a similar objective. For example, EPI 
programs may employ different combinations of mobile teams, vaccination 
I:ampaigns, and various clinic schedules to immunize children. 

IV. IMPLE~1ESTA TlON OF THE PROJECT: The PRICOR II Statement of Work outlines 
the nature of the activities to be supported through the project. As provided for in the 
Cooperative Agreement, A.I.D. has had substantial involvement in the development of 
project activities. Because the S.O.W. requires the development of a basically new 
approach to OR, it is to be expected that this will be an iterative process with false 
starts and revised strategies. To the degree that project staff draw lessons from this 
experimentation, the overall project is likely to be strengthened. The team should 
comment on the fundamental process by which the project is evolving. 

A. The PRICOR II Primary Health Care Thesaurus. The S.O.W. asks the recipient of 
the Cooperative Agreement (the Center for Human Services, 7200 Wisconsin Ave., 
Bethesda, Maryland) to develop a formal list of the speci fic activities that are to 
be studied in the field, including support activities. This is a generic list based on 
expert opinion and its development preceded the identification of the programs to 
be studied. It is a list of what the project staff believes is worth knowing about 
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service delivery activities such as treating diarrhea or training health workers in 
nutrition education. The implication if> that, for example, for any child survival 
program that provides ORT, we want to know something about how effectively 
supervisors monitor the follow-up of cases. Further, this is to be done in 
measurable terms - quantitative or scaled indicators. (The actual collection of data 
on the activities listed in the thesaurus, referred tQ as a "systems analysis· is 
discussed below.) . 

This list is, of course, intended to facilitate comparisons among the twelve programs 
to be studied through the project. Thus, if ten of the studies included ORT, the 
project would have a framework to compare supervisory monitoring of OR T 
follow-up in ten programs, as well as perhaps twenty or thirty other process 
measures. 

The team shollid comment 011 the basic premise of the thesaurus and its intended 
fllllctioll. A related issue is the degree of specificity that appears feasible and 
useful. Within PRICOR II, the systems analysis based on the thesaurus serves a 
screening test function. Once a problem has be.:n detec:ted, it is likely that more 
detailed studies. possibly including OR, wtll be needed '.0 characterize the problem 
before managers can respond. If, for example, clinicians are generally 
under-treating pneumonia, it would be risky to assume that this is a straight 
forward training problem without additional information. It is not necessary for 
the thesaurus to anticipate problems to the point that their cause can be specified 
by the systems analysis. 

The current version of the thesaurus identifies on the order of 2000 service deliven' 
activities involved in seven child survival services: (1) immunization, (::!o) or~1 
rehydration therapy, (3) malaria, (~) acute respiratory tract infections, (5) maternal 
health, (6) child spacing, and (7) growth monitoring and promotion. For 
immunizations. for example, 316 distinct activities are listed, with quantitative 
indicators proposed for ::!o14 of them. Immunizations, ORT, and growth monitorin!Z. 
and ARI have been most widely studied in the project and it would be appropriate 
for the team [0 focus on these. Given the limited time available, it may be 
appropriate for the team to examine subsamples of this sizable list rather than 
atlempt a comprehensive review. 

For illdividual indicators or related groups, the validity and reliability of the 
proposed measures merits comment, including samples from the various program 
areas discussed ill section III.E. For example, do the indicators proposed to describe 
field supervisor efforts to identify problems in the quality of care in ORT appear 
adequate~ Does the team propose modificatiolls in this group of indicators? The 
team's detailed assessment of a relatively small number of such areas will provide 
guidance to the project that can then serve as a model for areas that the team is 
unable to address specifically. 

The team may also wish to comment on the overall scale and distribution of 
indicators. If the number of l'ariables appear unwieldy, should the thesaurus 
provide explicit guidallce for arriving at a sample to be collected in the systems 
analysis? Alternatively, if the ol'era/l approach would be strengthened by reducing 
the number of indicators, it would be useful to illustrate how this reduction in scale 
could be achieved, using selected sections of the thesaurus. The team may 
neverthele_~s identify areas where additional indicators are warranted or propose 
modifications in those listed. 

B. Systems Analysis. While the thesaurus will provide a framework for comparing 
specific delivery activities in different programs, systeml' analysis refers to the 
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actual collection and analysis of these data. The statement of work does not speci fy 
the process by which the project moves from a generic list of indicators to the 
systems analyses. A number of factors have influenced this transition (which 
appears to ha\'e varied from country to country), including: The development of 
the thesaurus over the first half of the project overlapped with several systems 
analyses; local interest in the standard indicators varied; subagreements generally 
did not require specifically that the thesaurus indicators be used in the systems 
analysis. 

It is important that the team arri\'e at an overall impression of the projecT's basic 
strategy of generic process indicators as a basis for'systems analysis. Thus, the team 
should examine the role of the Thesaurus in systems analyses carried out by C.H.S. 
and throllgh SIIbagreements. Is the prospect for comparisons of different sen'ice 
deli\'ery acti\'ities encouraging.' 

1. Participating Countries: The project S.D.W. anticipates approximately 12 systems 
analyses in less developed countries in the three A.I.D. regions. Four of these, 
and the operations research studies to follow, were to be carried out through 
subagreements technically independent of CHS but responsi ve to the overall 
project S.D.\\'. A.I.D. concurred in all of these studies: 

Counlrv ~ Re5[!Qn~iQle A.I.D Mis~iQn 
Dq;anization Fundin!: 

Haiti completed CHS partial 
Zaire ongoing CHS partial 
Colombia ongoing CHS complete 
Thailand ongoing CHS partial 
Indonesia ongoing WCPH proposed 
Peru ongoing PRIS:"1 proposed 
Costa Rica ongoing HIID 
Togo ongoing LTS/CRS complete 
Philippines ongoing CHS 
Seneeal pending CHS partia 1 
Pakistan pending CHS complete 
Kiger pending CHS complete 

Each s\'stems anal \'sis included only 
local p~iorities. . 

selected child survival services, according to 

2. Methodologies used in Data Collection (or tbe Systems Analyses: Within the 
project's resources, there are no restrictions placed on how a systems analysis 
is to be carried oul. Investigators are free to schedule data collection acti\'ities 
as they see fit, make use of local personnel, and apply any methodology they 
like within the broad mandate of the .project. The team should commenT on 
the merits of different data collection techniques, including potentially useful 
apploaches that are missing or IInderutilized. The CHS approach to systems 
analysis has evolved somewhat over the project. The team should consider the 
basis for these clJanges in design, along with the larger issue of what lessons 
the staff have learned from these efforts to describe the process of sen'ice 
delivery. The sllbagreemcnts provide examples of alternative approaches upon 
which the team may wish to comment. The following techniques are used to 
widely di ffering degrees in collecting process data: 

1. Observation of clinic service deli very 
2. Observation of support or secondary facilities 
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3. Observation of home visits 
4. Record review 
S. Key in formant interview 

a. clinic staff 
b. non-professional health workers 

6. Client interviews 
a. household 
b. exit (from clinic) 

7. Role playing observation 
8. Review of clinic facilities 
9. Training course observation 
10. Observation of supervisory contacts 
11. Supervisor interview 
12. Communitv kev informant interview 
13. Population'-based surveys 

For a selected group of serl'ice delh'ery activities, tire team should consider if 
the data collectioll techniqlles alld instruments actually used in the systems 
allalysis appear to be satisfactor),. The team may wish to address the following 

a. Cost \·s. benefit: Techlliques sllch as interl'iewing are easier to carry Ollt 
thall those mc" as obserl'ing superrisory \·isits. In the course of refining 
the systems allalysis, it may be desirable to compare the results of such 
differellt techlliqlles. Has the project pllrsued mc" efforts? 

b. Reliability & Validity (for several specific topics): Several critical delirery 
areas present particularly difficult measurement problems: (1) Ha\'e the 
Systems Allalyses illclllded colIl'illcing efforts to characteri;e the nature and 
effecll\'eness of sllperl'isory problem soh'ing? COllid the staff plausibly 
argile tllat by repeatillg these same obserl'atiolls in the future, they could 
say with confidellce that mperl'isors' effectiveness in solvillg certain 
problems has gOltel1 belter, worse, or stayed the same? 'What immediate, 
practical ad\'ice could we presently give a supervisor regarding the 
idelltification of problems ill certain acti\'ities alld what cOllcrete ad\'ice 
about promising responses to those problems? (2) Are there specific 
edllcatiollal actidties in prodding child SllrI'ival services for which a 
systems analysis pro\'ides a clear assessmellt of coverage and effectireness? 
Ha\'e the systems analyses pro\'ided an equivalent IInderstanding of the 
effecti\'eness of superl'isors and trainers for suc" activities? (3) Are there 
activities for which a systems analysis has convincingly estohlished the 
le\'ei of co\'eragc of the corresponding target popUlation for the first time? 
Do these estimates adequately address high risk subgroups based on factors 
such as nutrition, po\'erty, remoteness, or recent illness? (4) Have the 
systems analyses dealt effecti\'ely with describing the adequacy of 
management information related to specific activities, including quality of 
care, coverage, educational activities and supervision? Are program efforts 
to \Wify such information or otherwise monitor its quality addressed in 
the systems analyses? 

c. Sampling: ,The leam should comment on the approach to sampling selected 
activities. WlIat level of precisiol1 appears appropriate for characterizing 
program performance in areas such as the quality of care of ORT or the 
contmt of super\'ision of nutrition edllcation activities: Have system 
analyses explored alternati\'e sampling strategies such as serial sampling, 
convenience samples, purposeful samples, record-based sampling, and quota 
sampling? Are thert program areas that are particularly well-suited to such 
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altematil'es? Hal'e efforts to compare regions perceil'ed to be strong and 
those thollght 10 be weak prol'ed to be useful? 

d, Inten-Iews: Tltis is a widel\'-used and cOnl'enient methodology for gathering 
a range of information, 'For selected activities, the team should consider 
the ,'alidity of tlris_ approach for charac,erizing the concrete activities 
which are tlte foclls of tlte project. For example, do interviews of clinic 
personnel prol'ide a satisfuctory estimate of ORT follow-up practices? 
Shollid suclt estimates be I'erified through otller techniques? Should 
interl'iews foclls on actllal examples poten.tially subject to verification or 
on more general descripr:';...'Is of reported practice? 

e. Obsen'atlon: The S.O.U: emphasizes obsen'ation as distinct from subjective 
reporting by program personnel, bllt does not prescribe direct a r upposed 
to indirect obsen'ations. The team sllould comment on the likely obuT\'er 
effcct for selected applicatiolls of this techniqlle, Does this seriously 
undermille the results of tile systems Ilnulysis? Are there additional 
measures that should be taken to el'aillate or minimize the impact of the 
presel!ce of obseT\'ers? Is there a need to examine obseT\'er variation? The 
team may lI'ish to comment specifically en the use of self-reporting in the 
Indonesia sllldy to characterize tile clinical management of ARI. 

The team should also comment on altematil'e formulations for exactly what 
is obserl'ed alld recorded for selected areas. For example, some systems 
analyses include obser\'ation of group or individual educational activities 
that address home administration of ORT, a common objective in child 
sur\'i\'al programs. This acti\'ity includes several distinct content areas such 
a~ the rate of administration, the correct response in cas~ of vomiting, and 
indication for return to the clinic, There are also distinct methudological 
elements such as ascertaining the mothers' comprehension through questions 
in these areas and actual demonstration of administration by mothers. The 
currently proposed approach is to simply summarize the session as correct 
or incorrect. Alternativelv, distinct elements could be described in the same 
way or a scale could be applied to the entire session or to each element. 
An additional option would be to select one or more speci fic elements to 
represent the entire group of activities. In this case, effectively conveying 
the appropriate response to vomiting might be taken as adequate evidence. 
that related elements are alsl) likely to be adequate. 

f. Distribution of Effort: The relatil'e level of effort inl'ested in field work 
for different program areas such as quality of care, training, or supen'isory 
problem solving also merits comment. Since collecting data on some 
indicators is considerably more di fficult than others, simply comparing 
numbers of indicators measured per :.\rea may be mislead:ng. Are some 
areas relatively under- or over-emphaJi::.ed? For example, compared to the 
level of effort devoted to examining quality of care in adulinistering 
immunizations, does the systems analysis appear to give propr,rtional 
attention to other areas, such as supervision of promotional activities? 

g. Poteotial ror Routine Use: Apart from its research objective, systems 
analysis as developed by this project is intended to be a potentially routine 
management tool. The team should comment on the potential utility of this 
approach. Are al'ailal,le materials conducive to the routine use of systems 
analysis in the fUlllre? 

C. Analysis (Analytical Framework): The team should also evaluate the strategies used 
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for analyzing these data. The S.O.W. does not specify any particular analytical 
approach. Analysis i!l h.ece used to mean all procedures and methods that are used 
to translate the data from its raw form to the form in which it is presented. What 
is clear is that so much data is collected in even the most simple systems analysis 
that some form of analysis or condensation must be used to make the data 
understandable. This could range from simple cross-tabs or some form of graphical 
presentation to complex multi-variate analysis. The various country projects have 
taken different approaches to analysis, tire actual results should suggest refinements 
in future systems analyses. 

Furthermore, the ·systems" aspect of the studies demands some type of analytical 
framework to describe the connections among the various aspects of the health 
system (i.e. how does supervision tie into service delivery?). The rigor brought to 
the study by a well-defined analytical framework lets one test hypotheses (or 
confirm suspicions). This question of how the parts interact in relation to 
preconcei\'ed notions of how the system should work (based on previous experience) 
is defined in psychometric theory as c.;onstruct validity. The team may wish to 
discuss tile degree to wllicll tile relationship among indicators follows the expected 
pattern. For example, are different elements of the clinical assessment of a 
dehydrated child closely correlat~d~ Are there specific activities that appear to be 
problematic in all or most programs examined? Within a supervisory unit, does 
heaith work performance vary widely for particular indicators? 

D. Systems Analysis Findings: Tile team shollid review the findings of systems analyses 
as presented in al'ai/able reports. Ol'erall, Irave these efforts provided additional 
insigl:rs into the process of serl'ice delil'ery, compared to less elaborate, traditional 
evaluations? Tile team should also discuss the extent to which a systems perspective 
is apparent in the reported data. In particular, do reports effectil'ely conl'ey a 
systematic review of program elements at tile level of concrete obserl'able actil fties? 
Are aClllal or potential comparisons of different programs suggested by the 
presentation of data or by explicit referellce to such a framework? Do the reports 
address the performance of discrete, obserl'able service delivery activities in terms 
that allow cllange in tllese actil'ities to be measured in the future? 

For acti\'ities that fall in the support systems, the corresponding service pro\,ider 
activity provides a relatively accessible measure of outcome. For example, for the 
efforts of the health worker to provide nutrition education to mothers of growth 
- faltering children, one support acti vity is supervision. Field supervisors in turn 
could apply different problem- identification techniques wit.h certain frequencies, 
correctly identify problems at a given rate, and go on to resolve them with a range 
of techniques, each with a success rate. Distinctions among these patterns may 
prove trivial or important. At a minimum, we should be interested in the 
relationship between such efforts and the nutrition education actually provided by 
the health worker. A number of other support services are also of interest with 
regard to this specific service delivery activity. These include the content of 
training related to specific nutritional messages and techniques and documentation 
of health worker competence. Program efforts to communicate this specific 
responsibility to the health worker are also relevant. Where nutrition education is 
of particular interest or demonstrates se.rious deficiencies, the analyo;is may be 
extended to the tra'ining and role de finition of field supervisors in this area and 
to the role of second level supervisors in monitoring and supporting problem solving 
in nutrition education. 

Tire team may also wish to address tire extent to which systems analysis findings 
poillt to concrete, straight forward management interventions. Have such 
inten'entions aCll/ally resultel1 from suc" findings? The team may be able to 
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mggest steps to exploit this potential t/' Juglt more explicit recommendations, 
workshops, technical assistance, or analy', :01 reports. 

E. Operations Research Studies: The S.O.W. outlines a strategy of developing a series 
of OR studies to explicitly address problems idenli fied through the systems analysis. 
The S.O.\\'. anticipates that the detailed observations of the system~ analysis will 
facilitate development of studies that focus on relath:ely small, circumscribed 
problems in service deli\'ery. A further expectation is that by virtue of their focus 
on simple units of acti\'ity and their orientation toward practical management 
inter\'entions, these studies can be smaller, cheaper, simpler in design, and more 
rapidly carried out than traditional OR studie5. Streamlined administrati\'e 
arrangements are central to such a strategy' if investigators are to be attracted to 
small scale studies. The team may wish !O comment on the procedural requirements 
for funding sllch stlldies il/ selected cOllntry programs. The team may also wish to 
comment on the feasibility of developing still smaller studies. Is there a realistic 
prospect that IIseful stlldies could be del'eloped with costs and designs that arc 
compatible with routine /lse by regular program personnel? 

1. Transition from Systems Analysis to Operations Research Studies: While the 
S.O.\\'. anticipates that OR studies will address problems identified in the 
systems analysis. the interests and priorities of program officials must of course 
be accommodated. The manner in which the findings of the systems analysis 
arc presented to local officials as well as the n!1ll1re of the findings should, 
however, influence the degree to which aClllal OR studies reflect the projec:'s 
overall strategy. The team should redew this process for selected country 
stlldies. To "'hat extent do the sl/idics derire from specific findings in thr 
systems analysis? If there is a research agel/do that is drh'en by the systems 
analysis, the team should also examine the proposed or potential research areas 
that hal'e not beel/ developed. Do the sllldies that were developed appear to 
represent a reasonable sct of priorities? 

The team may also wish to comment on the mallner in which the syHt"ms 
analysis findings were presellted. If certain findings were highlighted by In." 
PRICOR inl'esrigators, did this lead to OR studies? A major area of concern 
for the OR studies in\'olves ser\'ice acti\'ities that are found to be minimal or 
absent. If, for instance, second le\'el supervisor attention to problem sol\'ing 
in ORT is non-existent, active OR int!!r\'ention studies will be needed to clarify 
the effectiveness of different approaches; the systems analysis can provide onl;' 
,: ·.,ited insights where there is nothing to describe. 

The team's assessment of the design of a sample of OR studies as also of 
interest. To what extent do these Sill dies reflect the project's objecti\'e of 
expanding the body of knowledge related to the implementation of cllild 
survival services, wit" an emphasis 011 specific potential management actions. 
Do t"ese studies seem likely to contribute to an information base of more 
general interest, or is the foclls limited to strictly local issues? The leam may 
also wish to comment on the execlllion of the studies, the degree to ..... hich 
findings are adequately documented, analyzed, and presented to program 
officials in a clear and persuasive form. Do the studies examined by the ieam 
represent a reasonqble balance between methodological rigor and management 
needs (such as rapid, low cost information on a Jorge number of activities).' 

F. Tec:bDlcal Assistance: The project S.O.W. provides for limited techDical assistance 
to programs iD systems analysis and operations research, but without funding from 
the project to carry out these activities. The most pertinent of these acti\'tties have 
centered on programs in Guatemala. The team should particularly address the 
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desirability of more acti\'ely promoting the a\'ailability of such assistance within 
A.I.D. 

G. Project Documeotatlon and DissemlDatloD: The overall strategy of PRICOR II is 
novel and relatively complex. The team should assess tlae degree to which available 
project dOCllments clearly communicate the findings of tile project and their 
relationship to its larger straregy. Which documents appear most appropriate as an 
introduction to tile project for policy-level staff in A.I.D. local health staff, child 
sun'iral program managers, and V.S. and lor.al investigators? Are se\'eral documents 
needed? 

V. E"aluation Team aDd Schedule 

The Team Leader is David F. Pvle, Ph.D., Senior Associate, International Health 
Dh'ision, John Snow Public Health' Group, Inc. 

Members include: 
James I. Hudson, ~LD., Associate Dean for Academic Administration, University of 
~lan'land. 
Joh~ E, ~lar~hall, Ph.D., Private Consultant. Washington, D.C. 
Michael Henrlricks, Ph.D., MH Associates, Washington. D.C. 
Diane L. Ferry, Ph,D., Associate Professor, Business Administration Department, 
L'!li\'ersity of Delaware. 

Chief contacts for the team are: 
James Heiby, ~.I.D., Cognizant Technical Officer for the PRICOR II Project, Office of 
Health. Bureau for Science and Technology, Agency for International Development. 
Chris Grundmacn, Consultant to STATISTICA, Inc., and Evaluation Facilitator. 
Cindy Reeser, Deveres, Inc., Administrator of the evaluation. 
Dadd >:icholas. ~LD .. Center for Human Services, Director of the PRICOR II Project. 
Patricia ~lacDonald, CHS Coordinator for the evaluation. 

Schedule 

Monday, October 31, 1988 
?:30 a.m.: Introduction by Cindy Reeser, Deveres, Inc. 

10:30 a.m.: 
12:00 p.m.: 
2:00 p.m.: 
4:00 p.m.: 

Team introductions, followed by a brief discussion of the background 
of the evaluation led by Chris Grundmann. 

Overview of PRICOR II from A.I.D.'s perspective by Dr. James Heiby 
Lunch in Rosslvn 
Overview of PRICOR II by Dr. David Nicholas, Project Director. 
Team planning meeting. 

Tuesday, November 1, 1988 
9:00 a.m.: Discussion of the project in Peru by Dr. Paul Skillicorn of PRISM; convene 

11:00 a.m.: 

12:00 p.m.: 
1:30 p.m.: 
3:00 p.m.: 
4:00 p.m.: 

in Dr. Heiby's office. 
Discussion with Patricia Moser, A.l.D. Latin America Bureau on Project 
issues from a regional bureau perspective. 
Lunch 
Discussions with Dr. Nicholas on projects in Haiti and Zaire. 
Discussion of the recently finalized study in Senegal. 
Discussion of the Thailand study; overviews of pending studies. 

WedDesday, November 2, 1988 
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9:00 a.m.: 

9:15 a.m.: 

10:45 a.m.: 

12:00 p.m.: 
1:00 p.m.: 

3:00 p.m.: 

Convene in the offices of the Center for Human Services, 7200 Wisconsin 
A venue, Bethesda, Maryland (parking in building; near Bethesda Metro). 
Discussion of the Philippine study with Dr. Stewart Blumenfield and 
Maridor de los Santos. 
Discussion of the Colombia study and technical assistance in the region 
with Lani Marquez. 
Lunch; PRICOR II Video (10 minutes) 
Discussion of the Costa Rica Study with Dr. Joseph Valadez, Harvard 
Institute for International Development. 
Overview of the Thesaurus a'!d Systems Analysis by C.H.S. staff. 

Thursday, ~ovember 3, 1988 
9:00 a.m.: Convene at :-';ew State to discuss initial impressions and additional team 

planning as needed. 
Discussions of the Indonesia Project. (Rm. 1406) 
Discussion with Asiail'ear East representatives. 
Lunch 
Discussion with representatives of the Africa Bureau. 

9:30 a.m.: 
11:30 a.m.: 
12:00 p.m.: 
1:00 p.m.: 
::30 p.m.: Presentation on comparative analysis of country findings by Dr. Wayne 

Stinson, C.H.S. (Rosslyn) 
3:30 p.m.: Flexible tirr.e for reading. team discussions or additional staff interviews. 

Friday. ~o\'ember 4, 1988 
1'0 scheduled appointments. 

~o\'fmber 4·12. 1988 
Team splits and travels to Peru and Zaire (Dr. Ferry will not travel) as follows: 

1. Kinshasa. Zaire: Team members Dr. P\'le ~nd Dr. Hudson; local contact wi:! be 
Loren Greenberger, CHS representative' in Kinshasa who will make local travel 
arrangements and schedule appointments over an estimated 4·5 working days . 

., Lima, Peru: Team members Dr. Michael Hendricks and Dr. John Marshall; local 
contact will be Dr. William Spira, of Johns Hopkins University, who will make local 
travel arrangements and sched ule appointments over an estimated 4·5 working days. 

~o\'ember 12 • December IS, 1988 
During this period, subject to team discussions, the team will meet to coordinate preparation 
of a draft report. Estimated requirements are 1·5 days per team member. A formal A.I.D. 
debriefing, as permitted by the budget, will be scheduled following finalization of the 
report. 
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WASHINGTON 

James Heiby 
Roxann Van Dusen 
Ann Tinker 
Patricia Moser 
James Sheppard 
Maryann Micka 
Neen Alrutz 
Chris Crundmann 

ANNEX 2 

List of Persons Contacted 

S&T/Health, Cognizant Technical Officer 
S&T/Health, Deputy Director 
S&T/Health, Chief of Health Services Div. 
LAC Bureau 
Africa Bureau 
Africa Bureau 
Africa Bureau, Child Survival Fellow 
Consultant, Statistica, Inc. 

CENTER FOR HUMA~ SERVICE~ (PRICOR Staff) 

David Nicholas 
Steward Blumenfeld 
Wayne Stinson 
Lani Marques 
Patricia McDonald 
Jeane Newman 

Project Director 
Deputy Director 
Senior Scientist 
Associate Scientist 
Research Associate 
Senior Scientist 

HIID (Harvard Institute for International Development) 

Joseph Valadez Principal Investigator, Costa Rica 

Western Consortium for Public Health 

Ralph Frerichs 

Paul Skillicorn 

Charles Teller 

USAlD/Lima 

Linda Lyon 
Rita Fairbanks 
Edgar Necochea 

Principal Investigator, Indonesia 

President 

Director, International Nutrition Unit 

Health Officer 
Population and Health Office 
Child Survival Coordinator 



Ministry of Health 

Dr. Tomas Pinna 

Hugo Gotelli Molina 

Dr. Jose Seminario 
Dr. Hipolito Cruz 

Dr. Carlos Diaz 
Rafael Caceres 

Dr. Redhead 

Director General. District Health Office 
(UDES-South 

Director. Sub-District Health Office 
(EEP 003) 

Director of epidemiologic Surveillance 
Director of National Diar~neal Disease 

Control Program 
Director of National Immunization Program 
Director of Information. Documentation 

and Logistics 
Director. National Program for Child 

Survival 
The Vice Minister for Health 
The Directo~. National Material Health Program 
The Director. National ARI Program 
The Director. National Child Spacing Program 

PRISM-PRISM 

Dr. William Spira 
Donna Stultz. RN. MPH 
Jo Gilman 
Dr. Eliana Chavez 

Karen Cavenaugh 

University of Peru 

Luis Benavente 

Maria Auxiliadora Hospital 

Dr. Carozzi 

Sante Rural (SANRU) 

Dr. Dwale 
Frank Baer 

USAID/Kinshasa 

Chris McDermott 

PRICOR 

Lauren Greenberger 

Director. PRISM 
Research Associate 
Director. PRISM 
Research Associate 

Associate Director 

Assistant Professor 

Vice-President 

Director 
Deputy Director 

Project Officer 

Country Representative 



William Bertrand 
Melinda Moore 
Toko Alphonse Lhay 
Kiyulu ~'Yanga Nzo 
Kambamba Sola Ami 
Matamba Tshing 
Lukwasa Gize 

PEV/CCCD 

Andrew Vernon 
Paluku Kalenga 

CEPLA!\1.1T 

Kembe 
Vanga 

SantE' Pour Tous 

Makamba Mbonariba 

Co-Director 
Professor 
OR Study P. 1. 
OR Study P. 1. 
OR Study P. 1. 
OR Study P. 1. 
OR Study P. 1. 

Epidemiologist 
Head of Research 

Researcher 
Researcher 

Director 
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ANNEX :3 

CHS Approach to Systems Analvsis 

DRAFT DRAFT DRAFT 

I. 1r(&I'oductlon 

In 1981, the AID/Bureau for Science and Technology/Office of Health (ST /H) entered Into a Cooperative 
Agreement with the Center for Human Services to deveiop and implement a project aimed at helping 
researchers and managers In developing countries apply operations research (OR) methods to resolve 
problems in their primary health care programs. Over a 5-year period, the PRICOR (Primary Health Care 
Operations Research) Project provided funding and technical assistance to 49 projects in 32 countries. 1 In 
the course of assisting these projects, the PRICOR staff adapted a number of OR techniques to better suit 
the the PHC situation in terms of the nature of the pro~ems encountered, the nature of data that could be 
obtained to help anaiyze the problems and evaluate altematlve solutions, and the quantitative skill levels of 
many LDe declslonmakers. Related to the last point was the need to provide intuitively logical solution 
methods so that appropriate declslonmakers could participate in the analytic process, helping to ensure 
that they internalized both the decislonrnaklng process and the r8Slitant solution. 

In 1985, ST /H extended the Cooperative Agreement for another 5 years. However, while calling for 
PRICOR to continue to prOvide assistance In solving operational problems In PHC service delivery, the new 
Agreement called for a more systematic approach to identifying those problems. In particular, It directed 
that special attention be paid to the activities of the most peripheral service providers and their supervisors. 
The methodology developed by PRICOR to describe and analyze system performance and Identify 
operationa! problems Is termed systems analysis.2 This document describes the methodology and 
provides some background as to how It was developed, details of Its implementation, key findings of 
systems analyses already carried out .. and discussion of current issues in further development of the 
methodology. The reader is directed to an important companion document to this report which describes 
the basic tool developed for implementing the systems analysis, the PRICOR thesaurus.3 

II. Overview of the Approach 

Thl? system analysis of a PHC service system is intended to serve three broad purposes: 

• To describe the components of the system 
• To clarify the Interaction of the components In operational terms 
• To Identify signiiicant operational problems 

, PRICOR Project Final Report: Solving Operational Problems in Primary Health Care, 1981-1987. Center 
for Human Services, Chevy Chase, Md., 1987. 

2 Although in some respects, both systems analysis and operations research could be viewed as forms of 
evaluation (If evaluation Is defined broadly as assessment), PRICOR treats these three technologies, as 
distinctive, though complementary, In purpose and Implementation. Each Is Intended to answer a different 
tyr.le of managment question. Briefly, an evaluation is intended to answer the question "are the goals and 
objectives of the system being met?" To respond to such a ql!8stion, evaluation focuses on Impacts, 
outcomes, and oUiputs of the system. Systems analysis answers the question, "given that goals and 
obJectlves are not being met, where is the dy~unction in the system and what are the causes?" Systems 
analysis focuses on the inputs and process of the system. Operations research answers the question, 
"given that a dysfunction (i.e., an operational problem) has been identified, under the circumstances that 
exist what Is the best solution to this problem?" Thus, the manager may call on these methodologies in 
sequence: an evaluation to find out If there Is a problem, a systems analysis to see where and what It is, 
and finally, an operations research study to resolve It. 

3 PRICOR Project Mid-term Thesaurus Report. Center for Human Services, Bethesda, Md., October 1988. 



2. 

There are two basic assumptions undertying PRICOR's approach to developing this methodology. One Is 
that health service delivery programs ~n bti conceptualized and analyzed In terms of a cfasslc systems 
model. The other Is that the ~oc8S1 component of the model equates to the activities and tasks carried 
out by the workers who staff the seMee system and that those activities and tasks can ty, disaggregated 
Into obj.alvely verifiable components; It Is assumed that Inputs to the system can be verified as well. 

SYStems Assumptions. Managers Focus 

The systems analysis methodlogy Is grounded In a conceptualization of the primary health care delivery 
system as a system In the classic sense. Briefly, the system model states that a speclfJcally desired Impact 
Is derived from a combination of effects (or outcomes), which In tum derive from a pa,1lcular set of outputs, 
and that the specific outputs required are obtained when certain process activities are carried out and 
certain Inputs are supplied to the system. Graphically: 

Inputs + Process->Outputs-> Effects (or Outcomes)-> Impact 

In programmatic terms, Inputs are resources required by the system (human, material-Including plans and 
procedures-and financial), processes are the activities and tasks carried out in the program, outJ)uts are 
the immediate result of those activities, effects are the next level of results, and Impacts are the more distal 
results, both planned and desired as well as unplanned and undesired. To use an example from oral 
rehydration: trained service staff, children with diarrhea, and ORS packets are ~ to the system; the 
interaction between service providers and the children and their mothers are process activities; children 
treated with ORT and mothers educated about ORT are outPuts of the system; children treated ear1lar and 
more effectively in future episodes are one~; and reduced mortality due to diarrheal disease Is an 
~. To show the relationship between evaluation and the systems model, note that goals correspond 
to Impacts and objectives correspond to effects. 

It Is the acceptance of this model that allows the systems analysis to focus so heavily on the process (I.e., 
health worker activities) component of the system, for it says that that process is a powerful determinant of 
the outputs of the system and, therefore, of the outcomes and impact. 

Another advantage of !he systems model Is Its recognition of interlocking systems. For example, trained 
personnel-an input to the system described above-Is the output of the training system. Thus, the model 
underscores for the decision maker the Importance of the training program to the ORT program: a weak 
training program denies necessary Inputs to the service system. 

Perhaps most important of all, the acceptance of the system model Is the Intellectual underpinning that 
allows one to focus so heavMy In the systems analysis on the process component of the system, for it says 
that tho process Is a powerful determinant of the the output of the system, and that from the output then 
flows the outcomes and Impact delivered by the system. 

PRICOR's primary focus Is that of the service system (I.e., program) manager. For t~l8t reason, In the 
implementation of the method, the systems framework Is moved Into the background and the analysis and 
Interpretation of the data are cast In management, rather than systems, terminology.3 The manager/user 
deals with sets of data that relate directly to familiar questions such as "Do mothers know about using oral 
rehydration therapy and how to prepare oral rehydration solution at home" and "Do supervisors check on 
what health worksn:'o actually tell mothers about using and preparing ORS". The use of a more familiar 
format Is expected to make the technique easier for program managers to grasp, Intemallze, and use. 

In the near term, the mElthod being developed will enable program managers, on an as-needed basis, to 
Identify operational problems that are having, or eventually will have, serious effects on the objectives and 
goals of the program. 'n the longer run, however, we expect to refine the systems analysis so that It can 

t \ ~'" 
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become part of the monitoring component of the rnanagement Information system and thus provide early 
warning of Impending problems. 

EmphasIs on ActivitIes and Tlsks of the PHC SeM" Providers 

As noted, the Cooperative Agreement for the current phase of PRICOR places emphasis on asse~lng the 
actMtles of primary health care service providers. Many experts famMlar with service delivery prt:lQrams at 
the periphery of the health care system are convinced that actual periormance of these workers falls far 
short of plans and standard operating procedures and that this Is a r,18jor contributor to the poor 
performance records of so many service systems. However, there has been little systematic study of this 
problem, In part because reliable, objective, cost-effective techniques have not been available. Therefore, 
the new Agreement specified that the Project was to develop practical techniques for describing and 
analyzing the activities of the health workers. 

The Key Tool: The PRICOR Thesaurus 

A sizable body of work exists on techniques for measuring Inputs, outputs, effects, and even Impact of 
primary health care services. Much less, however, has been done to Identify comprehensively the many 
Individual activities that PHC workers must carry out well In order to make primary health care effective In 
meeting Its objec(lves and goals. Even less has been done to dlsaggregate those large activities Into the 
component tasks and subtasks that comprise the operational definition of an activity. And finally, very little 
has been done to devise objective Indicators of how well health workers perform this myriad of small tasks 
and subtasks. Yet, when evaluation shows that the goals and objectives of a service delivery system are 
not being met, It Is often this level of analysis that is necessary In order for the system manager to know 
what exactly Is going wrong, Information that Is the foundation of well-reasoned corrective action. 

PRICOR's approach to developing Its systems analysis methodology required a tool that makes this 
Information readily accessible. To meet this need, PRICOR has produced a thesaurus of opel'i\tional 
definitions, essentially J compendium of activities dlsaggregated Into component tasks and, as 
appropriate, subtasks. In addition, tt-~ thesaurus pro'/ides quantitative indicators of task performance. 
Because of the level of disaggregation employed, It has been possible to select Indicators of maximum 
objectivity, that Is, requiring a minimum of subjective judgment. This high level of objectivity greatly 
facilitates the use of non-expert field staff in data collection, reducing costs and giving the program 
manager more leeway In selecting staff to carry out the task anc: more confidence In the data turned In. 

The thesaurus was compiled by the PRICOR staff and conSUltants, drawing on their own experience and 
relevant written materials such as WHO guidelines. It has been field-tested In systems analyses in Thailand, 
Haiti, Zaire. Colombia, and the PhHippines; It served as a partial basis for other systems analyses In 
Indonesia, Peru, and Costa Rica carried out by subcontract organizations to PRICOR. Significant 
modlficatioris In scope and presentation format have been made In the course of this testing, and It Is 
expected that Its use In additional syster",s analyses wUI result In further refinement of this tool. 

Focus of the SYStems Anawes 

The Cooperative Agreement specifies that the Project focus on six primary health care Interventions: oral 
rehydration therapy, child and matemallmmunizatlon.growthmonltorlngandnutrltlon.cllnlcal 
management of malaria. management of pneumonia (which was expanded to management of acute 
respiratory Infections), and non-cllnlcal family planning. Maternal health was later added as a result of 
growing Interest by the primary health care community In this Important area. 

4 PRICOR Project Primary H68lth eare Thesaurus, Vols. I and II. Center for Human Services, Chevy 
Chase, Md., May 1988. 
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The Cooperative Agreement also specifies that the Project should consider the role of support systems 
such as supervision, training, logistics, and Infonnatlon in promoting effective delivery of PHC services. To 
these the Project also added planning. community organization, and financial management. 

The Cooperative Agreement stipulates that approximately twelve countries would be developed as country 
studies, a country study being a package: a systems analysis to Identify a group of significant operational 
problems, followed by a series of operations research studies designed to resolve those problems. The 
countries were selected by the Project staff, with the concurrence of the ST /H Project Manager, largely on 
the basis of previous experience In the country (In a number of cases In the first phase of PRICOR) and a 
consequent knowtedge of the country situation with respect to the primary health care system and Its 
managers and declslonmakers. Concurrence by the USAlO Mission In each case was required. 

Four of the country studies were to be subcontracted to other organizations In order to widen the range of 
approaches to designing an effective systems analysis rnethodlogy. Country studies have been 
subcontracted for Indonesia, Costa Rica, and Peru. 

III. Planning and Implementing a System. AnalYllI 

Planning the Systems Analysis 

There are at least four major phases in the planning Dnd organization of systems analysis, and the amount 
of time and effort required for each wUI depend on local conditions. 

First come lengthy discussions with host country officials, USAIO staff, and potential collaborating 
institutions. The objectives of this phase are (1) to secure agreement to proceed. (2) to Identify 
interventions, support activities and perhaps geographic areas of principal interest, and (3) to enlist the 
active collaboration of locally experienced researchers. Generally, two or three visits from Chevy Chase 
staff have been required: one to introduce concepts and issues, the others, often several months later, to 
plan the systems analysis. Negotiation and Signature of sub-agreements may take additional visits and 
exchange of correspondence. Phase 1 appears to require a minimum of two months and somatimes 
more. 

The second phase is for detailed planning and pretesting preliminary to data collection. Objectives are: 

(1) to develop, translate, pretest, and produce data collection instruments; 
(2) to schedule, and make logistical arrangements, for fieldwork; and 
(3) to hire and train interviewers and observers. 

The activities to be studied must be defined in both scope anc' content; activity lists and indicators adapted 
to local conditions yet kept internationally comparable; observational procedures tested then taught. The 
quality of local support and of PRICOR Input are both critical. Externally based advisors rarely have 
adequate knowledge of local conditions and resources, while local staff need extensive orientation to 
systems analysis techniques and Instruments; cdlaboratlon between the two Is essential. About six weeks 
and at least one PRICOR staff visit are required for this phase. 

The third phase is for data colleCtion in peripheral areas. Study sites, observees, and respondents are 
selected and their PHC activities, tasks and subtasks recorded. Data collection Is constantly supervised. 
Record forms are checked and possibly tabulated nightly. Observations are closely monitored for 
consistency. Events become more subject to the vagaries of local transport, political conditions, and 
worker reliability. The quality of local resources becomes paramount in determining how smoothly data 
collection proceeds. Up to four "team-months· may be required for this phase, but work can be greatly 
expedited by using multipl9 teams. 

The final phase is for data processing, analysis and utilization. It Is the transitional stage to operations 
research. Data are ontered, verified, and cleaned. Indicators are calculated and management questions 
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tentatively Inswered. Results are presented to managers at a1lleve/s. Reports are written, workshops held, 
and topics Ilor further research identified. The most Important aspects ~ this phase should be completed 
within 6 wee~s or so after data collection, but report-writing and workshops are likely to continue longer. 

ManPOWer Requirements 

Systems analyses require skUled manpower, Including: 

• central and/or local PRICOR staff 
• host country research collaborators 
• local and International technical advisors 
• Interviewers, observers, fieldwork supervisors, data analysts, and drivers. 

Experienced PRICOR staff are critical for Initial orientation and COI'lC"..eptuallzation, for adapting both 
Instruments and procedures to local conditions, for ensuring adequate fieldwork arrangements, and for 
Interpreting results. Our experience to date Is that a core PRICOR staff person will visit the country once 
during each of the four phases and will be present for about half of phases 2 and 3. Time requirements 
may be reduced H there is a resident advisor with significant experience In other PRICOR systems 
analyses. 

In addition to visiting help, systems analysis may require a local person onslte for at least phases 2 through 
4 leading up to OR studies. This person keeps work flowing smoothly and provides ongoing technical 
guidance. He or she also handles many production and logistical details and greatly increases the 
effectiveness of central staff visits. 

Collaboration ':'!~h one or more experienced host country researchers Is almost always essential. Every 
aspect of systems analysis is sensitive to local conditions. Data collection instruments must be adapted to 
local systems, job titles, and work methods. Observational and interviewing procedures must reflect 
demographic and cultural factors, as well as clinic flow patterns. Production and logistics details can be 
overwhelming, and local residents are familiar with obstacles and options. Someone closely linked to 
Ministry of Health and other health delivery managers will help keep systems analysis relevant to program 
needs as well as facilitate application of results to program management. 

Numerous data collection and management staff may also be required, Including: 

• field work supervisor(s) 

• trainers 

• translators 

• community liaison personnel 

• Interviewers 

• observers 

• secretary 

• bookkeeper 

• driver(s) 

• data entry personnel 

• statistician/data analyst. 

Other Essential Resources 

Researchers need assured access to photo reproduction, to paper supplies, to data processing 
equipment, and to vehicles and petrol. Computer software wUI also be required for data entry (d8ase III 
Plus) and statistical processing. 

.' I) , 
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Development of Data Collection Instruments 

Development ~ data collection Instruments (DCI) for each country requires a number of specific steps, 
Including: 

1. Determination ~ what Interventions and support activities to study 
2. Review ~ Thesaurus activity lists: (a) exclusion ~ Irrelevant sections; (b) local adaptation and 

specification ~ sections to bo Included; (c) addition ~ uncovered areas 
3. Review and local adaptation ~ Thesaurus Indicators . 
4. First draft ~ data collection instruments (DCI), based on review of available models and Instruments 

from prior systems analyses plus local additions 
5. Translation Into vernacular language(s) 
6. Pretesting and refinement 
7. Production. 

Selection of Systems for Analysis 

The preferences of local officials and AID are necessarily paramount in selecting systems for study, but 
experience Indicates that PRICOR staff can Influence decisions. The following guidelines may be 
presented for host country discussion: 

1. Systems should be analyzed even if managers already think they know what OR studies they want. 
The systems analysis may change their minds and will In any case provide valuable background 
data. 

2. Systems analyses differ significantly from evaluations and other assessments and are worth doing 
even if other studies have recently been completed. 

3. Analyses should cover support as well as delivery systems for the Interventions being studied. 
4. Analysts should suggest study of ORT and immunizations be.Aluse AID considers these to be the 

two key Child Survival interventions. 
5. There are economies of scale In field observation and Interviewing (but NOT in data analysis). 

Systems analvses can be done on only one or two subsystems at a time, but It may be possible to 
do more at relatively little 9);tra cost. Systems analyses to dat& t~ve covered an average of about 
four Intervention systems. 

AdaPtation of Activity Lists 

Activity lists deve! JPOO In Bethesda should apply broadly to each systems analysis but must be adapted to 
local needs. Local systems and analyses are likely to differ from "standard" ones in: 

• The scope of activities to be examined 
• The degree of emphasis given to Individual subsystems 
• Strategic variants, such as between ORS packets and home mixes 
• The training, education, roles, and titles of health workers 
• Policy detaUs concerning child spacing methods offered, Immunization scheduling, ARI treatments, 

etc. 
• The role ~ paraprofessional and community health workers 
• Service delivery modalities, as between fixed !acillty and mobile approaches to immunizations. 

In reviewing PRICOR activity lists, local researchers may find omissions or other refinements that should be 
Included In the standard Thesaurus. They may also identify Items that unduly lengthen fieldwork and do 
not appear to add significantly to analyses. All local modifications, Including those suggested above, 
should be made cautiously to balance the need for local appropriateness with the need for comparability of 
data. 
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Adaptation requires great famMlartty with local systems and Is best done In collaboration with local experts. 
The adaptation process has also proven to be an excellent way to orient local staff to systems analysis 
objectives and methods. 

First Draft of Data Collection Instruments 

Data collection Instruments (DCI) are of three types: observation InstrumfJnts (Including some for role 
plays), Interview Instruments, and document abstracts. 

Thesaurus Indicators developed to date Imply the following DCI: 

• Instruments for observation of service delivery sessions, Individual treatment encounters, health 
education sessions, home visits, training courses, supervision encounters, service delivery 
Inventories 

• Questionnaires for Interviews of service delivery personnel, community health workers, caretakers 
exiting treatment sessions, caretakers at home, community key Informants, supervisors 

• Forms for document reviews at support facHltles and service delivery facllltl~s. 

The first step In developing data collection Instruments Is to review Indicator ilsts and identify required 
observations and Interviews. Consideration should be given to changing or dropping a few Indicators If 
they Imply significant additional data collection with little economy of scale. Instruments not on the above 
list may be considered. 

Instrument design is best done by a comoir.ation of (a) locally Informed persons, (b) primary health care 
specialists, and (c) specialists in instrument design. Persons without training In Instrument design, 
however well educated and motivated, are likely to underestimate the misinterpretations and confusion that 
faulty instruments may cause respondents and data collectors. SA managers without such training should 
obtain appropriate technical assistance. 

PRICOR's emphasis on quantitative analysis necessitates maximum possible use of closed (ie., multiple 
choice) response codes at the data entry stage. Questions/observation Items may be left open during 
data collection but costs of subsequent coding (and demand on technical time) are likely to be great. A 
few open questions may be unavoidable, but analysts have found that many r.an be closed during 
pretesting. 

The way In which questions are closed, that Is, the selection and phrasing of precoded responses, has 
considerable bearing on the international comparability of results. Mothers' knowtedge of the symptoms of 
dehydration, for examoie, should be based as much as possible on the same specific knowledge points In 
every analysis. Coding before going to the field is especially Important for questions or observations 
dealing with drug dosages, volume and froquency of home ORT, etc. Much thought and technical advice 
Is necessary to assure appropriate question design and response coding. If not phrased appropriately, 
results wUl be difficult to Interpret or compare between various locations. 

Translation 

Observation Instruments must generally be t!"dil~atad Into the national language, while questionnaires must 
be In the language In which the responder;(s feel most comfortable. Interviews with mothers and 
community health workers will usually be conducted In a non-European language, often several different 
ones within the same country. Translations must be made beforehand, and In writing, .rather than being left 
to the ad hoc Interpretation of individual Interviewers. All documents should be reverse translated to 
confirm that the Intended meaning has been preserved. 
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Pretesting 

Pretesting 01 the entire systems analysis process, not just data collection Instruments, Is ess&ntiaJ in every 
study country and may take up to six weeks (including subsequent redesign). Subjects for pretesting or 
confirmation include: 

• the phrasing of Individual questions 
• question flow, skip patterns, and Interviewer ease with the format 
• the observabUIty of key tasks and subtasks 
• the duration of Interviews and observations 
• the frequency of certain critical events, such as SDF treatment of diarrhea 
• the practicality of planned observational methods 
• site and respondent selection processes 
• logistics and scheduling 
• interviewer, observer and supervisor competence. 

Refinement 

Data collection procedures and instruments should be thoroughly reviewed and possibly revised in the final 
weeks between pretesting and full fieldwork. In particular: 

• confusing or unhelpful questions/observations should be dropped or rephrased 
• open-ended questions should again be reviewed and, if at all possible, converted to a closej set of 

options 
• all DCI should be precoded and a data field established for each variable to reduce errors during 

data entry 
• time requirements for data collection should be re-estimated 
• plans for training and on the job supervision of Interviewers and observers should be confirmed 
• logistical arrangements and scheduling details should be finalized. 

Selection of Stuctv Sites. Observers. and ResQondents 

In developing its selection process, PRICOR has had to confront a very important issue: that of 
reprelientativeness and statistical rigor. Early in the development of the systems analysis methodology, 
PRICOR re-.li1.ed that enormous resources would be required if all data had to be obtained so as to assure 
random sampling and national representativeness or if all conclusions had to be based o!'l the application 
of parametric statistical tests. The thoroughness and flexibility of the approach would be greatly limited. 

We concluded that such representativeness and statistical rigor were generally not required. Many, if not 
most, managerial decisions are based on meager data, especially data concerning the activities and tasks 
that PRICOR is interested in. We are not trying to determine the confidence interval of an estimate of 
disease prevalence, nor prove that treatment A is superior to treatment B. Rather we are interested In 
results that wUI provide sufficient reliability (as judged by managers) for making certain managerial 
decisions. Interpretations of results wMI be based then on logic but often a different form of logic than 
statistics. For example: one may assume that If task A is not being carried out in four of the best health 
centers of a district, It is probably not being carried out in any significant number of health centers in a 
district: thus, a district health officer may decide to assure the performance of task A In the entire district 
(e.g. by improving training and/or supervision) based on these results. 

We must realize and accept that data can aid logical analysis and subsequent managerial decision making 
but that not all data must be randomly collected nor do all conclusions have to be based on the application 
of statistical tests. It is important however that we understand the logical basis for our selections and 
conclusions. 
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It may be dlfflc~ for researchers whose background Is that of experimental research or epidemiology to 
accept a selec\1on methodology not based on parametric statistics. It will require careful explanation by 
PRICOR staff to foster acceptance of this new approach. It will twa liiipmant to frequently remind them 
(and oursetves) that we are not trying to make estimates of a universe based on random sampling but 
rather to provide logical Insights Into how a PHC system Is operating to as to Improve task perfonnance 
and ultimately program Impact. 

Two Issues arise In sample selection: (a) the number of observations and Interviews to be sought, and (b) 
the process for selecting study units. 

Selection of study sites, observees, and respondents occurs at multiple levels, namely, regions, districts, 
facUlties, vWlages, and households. In some situations, key Infonnants must also be selected. Selection 
criteria and processes may vary at the different levels. 

Selecting Regions 

Most PRICOR analysts have started by identifying one (ThaUand, Philippines) to five (Senegal) regions or 
prOvinces In which to work. Considerations In deciding how many regions have Included: logistics, the 
number of fieldwork teams likely to be available, the desire for comparisons between regions, and the 
wishes of host country personnel and AID. 

Criteria for selecting specific regions may Include: 

• accessibility 
• Interest of regional medical officers 
• representativeness (In terms of soclo-economlc status, rural/urban distributions, public/private 

sector mixes, ethnlclty, etc.) 
• national policy or priorities 
• specific program characteristics (such as prior donor funding, experimental programs, exceptionally 

good PHC performance, etc.) 
• political/security considerations. 

Selecting Districts 

Districts or zones are of different sizes In different countries, but are generally the highest unit for direct 
study (the support facility level) In systems analysis. Analysts have generally selected a total of three 
(Colombia) to six (ThaUand) districts for study with the norm being about four. 

While there are no fixed guidelines, It may be useful to select the best district In each region to get a good 
Idea of how systems work at their best. In Thailand, districts were grouped by PHC achievement (high, 
medium, low) and two of each group selected. 

Selecting Facilities 

Within each geographic area and system, PRICOR's primary Interest Is In peripheral service delivery 
facilities (SDFs), and It may be at this level that site selection Is most critical. SA tools require session and 
enCC . .'·ter observation plus Interviewing at each service delivery facMIty studied, and this Is likely to limit the 
number that can be Included. Numbers selected have ranged from 2 to 6 per district, or 3 to 36 (Thailand) 
total. In the absence of unusual factors, analysts should aim for a total of 10 to 20 service delivery facllhies. 

Performance Is the primary selection criterion, especially where facMltles are of highly varying quality. 
(Where quality differences are not great, random selection may be preferred.) Analysts may deliberately 
select the best facilities to better understand how systems operate under good r:ondltlons, but they should 
then also select one or two average centers and a bad one as well. Several analysts have stratified 
facilities, using performance statistics or group consensus, and then selected one or two from each strata. 
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Selected facYlt1es should be ones where activities that need to be observed will take place while the SA 
team is in the area. Clinic ard supervfslon schedules may have to be checked in cases of doubt. In some 
cases, It may be possible to reschedule sessions to coincide with team visits. 

Selecting Vii/ages 

While villagGC: ~re not units for systems analysis, they do represent clusters for use in selecting households 
and community key informants. Analysts have generally selected 2 to 6 per service delivery facUlty. 

Selected vUlages should be broadly representative of the SOF catchment area, but selection need not be 
random. Most analysts have first selected the village where the facHIty wa~ located, then one at a distance 
and one or two in between. In Zaire, the second vWlage was the farthest away from the SOF on the main 
road, the third in between, and the fourth a remote village not on the road. In Haiti, all villages within two 
hours travel time of the SOF were selected. 

Selection will be greatly affected by the availability of maps and population data, local settlement patterns, 
and logistics. Sampling procedures may vary even within a single country because of varying cultural, 
geographic and infrastructural factors. 

Selecting Households 

At the household leVel, separato samples may be required for interviewing and for observation of home 
visits. In three analyses conducted to date, the number of household interviews has ranged from 504 to 
664, but desired sample sizes have not been rigorously calculated. These total sample sizes have 
generally led to selection of 3 to 9 households per selected village. 

Within villages, population registers were used for random selection in Colombia and Ccsta Rica and 
·random walk· techniques in Zaire, Haiti, and Thailand. For the random walk technique, analysts spin a 
bottle or stick In the village center, then contact every third (for example) household in that direction. If the 
household does not contain an eligible child (generally defined as under age 5), the next eligible household 
is taken. Households within one kilometer of the service delivery facility may be oxcluded as 
unrepresentative (Zaire). The random walk technique requires close supervision to ensure that interviewers 
do not follow their personal preferences. 

Manpower and Logistics for Data Col/ection 

Systems analyses are major data collection efforts, usually in remote areas, and planners should not 
underestimate their complexity. As outlined above, multiple data sources and sites are involved. Oata 
sources include observations, role plays, Interviews, document reviews, and focus groups. Review of 
existing reports, evaluations and studies will also contribute substantially to interpretation of results. Study 
sites Include service delivery facUlties (SOFs), support facilities (SFs), training centers, communities and 
households. 

TYDes of Manpower Required 

Skilled personnel are needed fOj observation, Interviewing, and supervision, and most teams will need one 
or more drivers as well. 

Observers must generally have a strong health background and perhaps some knowtedge of 
medicine/nursing as well. This has been especially true for those observing service delivery sessions and 
encounters, less true for home visit, supervision, and training observation. In Haiti, planners considered It 
essential to have physicians conduct observation, though It is likely that skilled nurses might have done the 
same work had they been available. PRICOR staff have participated significantly in observations, at least 
during pretesting and the first few facility sessions, but in one case throughout the analYSis. Experienced 
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health wor1<ers can be trained for observation. ProfessJonallnterviewers without health background can 
also be trained for certain limited kinds of observation (e.g., Immunization encounters), but this must be 
confirmed by pretesting In each locality. 

Interviewing Is an acquired skil best performed by experienced interviewers If they are avaYabie. Different 
personnel may be required for Interviewing mothers In households and for Interviewing health workers; 
horne Interviews may have to be done by women, whYe Interviews of senior professional staff may have to 
be conducted by relatively senior staff. (Doctors, for example, may only wish to be Interviewed by 
doctors.) In most systems analyses to date, at least some of the Interviewers have had a university 
background, while In one case, recently trained health wori<ers wer~ used. PRICOR staff usually assist in 
key Informant Interviewing, especially at the support facMIty level. 

Skills for supervision of fieldwork are rare and valuable, especially given our emphasis on observation. 
PRICOR staff and senior host country counterparts may need to supervise because others may not 
understand our unfamUlar technology. DaNy supervision Is atways required because completed DCI must 
be checked and logl! .leal arrangements ensured. Thus, supervisors must be able and willing to work In the 
field for the duration. Each flefdwori< team should have Its own supervisor. 

Teams generally consist of a driver, a supervisor, and four to five observer jlntervlewers. (Normally, at least 
two counting the supervisor must have observational skills.) A locally hired community liaison person may 
also be helpful in arranging Interviews and managing protocol. The size and number of fieldwork teams Is 
largely determined by vehicle capa;,;ity, and this should obviously be checked early on. Use of multiple 
teams greatly expedites fieldwork but requires multiple vehicles and supervisors. It also requires 
coordination to ensure that data collection procedures are managed as nearly identically as possible In 
different regions. 

Training 

Skilled personnel as well as others require strong orientation to PRICOR systems analysis as well as to 
specific data collection techniques. Additional training may be needed for those unfamiliar with basic 
Interviewing and observational methods. Training should Include detailed discussion of each data 
collection Instrument and how It will be used. Trainees should also practice the use of each Instrument. 

Training In observational techniques may be particularly difficult because trainers themselves are likely to 
have limited experience. Role plays, video tapes, and especially direct field observation should be used for 
practice scoring. It Is particularly Important that Judgmental differences among observers (even senior 
supervisory ones!) be reconciled before data collection begins to ensure that results are reasonably 
consistent. 

Liaison and Schedulina 

Considerable advance wori< Is needed to secure required permissions, to schedule specific data collection 
activities, and to make necessary logistical arrangements (see below). Regional and district officials must 
be contacted and systems analysis explained to them. In some countries, Interviewers may be required to 
wear badges or have letters to show the police. Dates and times for each type of session and encounter 
that Is to be observed must be either ascertained or 3rrangect. Specific arrangements may be required for 
observation of such rare events as training courses and supervision. It may also be advisable to contact 
community leaders and even Individual households one or two days In advance to schedule specific 
Interview times. Unannounced visits (to determine, for example, whether supervisors make scheduled 
appointments or health wor1<ers come to clinic) should only be considered if It Is certain that enough 
definite observation~ can be made. 
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Prior to arranging schedules, analysts should outline the types d data collection required at aach location 
and the amount of time likely to be required for each. The following retlect current versions of the 
Thesaurus and may not appty In all cases: 

• Service delivery tacllty: observation of at least one session for each PHC Intervention being studied; 
observation d supervision encounter; Inventory and document review; multiple Interviews with 
different types d heatth wor1<ers; multiple exit Interviews with caretakers; one key Informant 
Interview; Inventory review. 

• Support facUlty: observation d training course (one per SA); Interview with supervisor; Interview 
with SF key informant; document review. 

• Community: Multiple household Interviews; multiple home visit observations; multiple key Informant 
interviews; multiple interviews with community health workers; Inventory review. 

For resource planning, the number d observations or interviews and the amount d time required for each 
must be calculated. Interviews may be expedited by using multi-member teams, but observations 
generally cannot be. Some observations may require multiple observers. 

Dara Collecrion Processes 

The quality of data collection - the objectivity of observations, the accuracy of recording, the 
"informativeness" of key Informant Interviewing - obviously have great bearing on the success or failure of 
systems analyses. Quality needs to be planned for and enforced In the field; It also needs to be rewarded 
to keep worker morale high. 

Observarions 

Though unavoidably obtrusive In some cases, observations are the heart of PRICOR systems analyses and 
the preferred method of data collection whenever there is a choice. Observations show what workers 
actually do as (possibly) contrasted with what they say. They tend to show wor1<ers at their best, a bias 
that makes it easier to gain local acceptance (but which, of course, has to be discounted during analysis). 
Observations may be hard to do - perhaps the reason they have been avoided for so long - but they 
contribute immensely to our understanding of how programs operate. 

The generally recommended method for observing patients as they move through service delivery facilities 
i; to follow Individual clients from station to station. An alternative in some cases may be to post observers 
at strategic locations within the clinic and thus observe repeated Instances of the same task. (Since data 
collection Instruments are patient-specific, they will have to be passed from observer to observer.) In either 
case, the selected method should be pretested. 

Observers should explain their purposes to both clients and workers. First observations of each wor1<er 
may be systematically discarded (as they were in Colombia) If It is thought that those observed become 
more comfortable after they get used to the idea. Observers should note actMtles as they occur but 
complete forms afterwards (preferably immediately) so as to reduce distractions during the encounter. 

Malaria snd diarrhea treatments, as well as supervision encounters, have proven difficult to observe In 
some locations because of their infrequency. Suggestions to overcome this problem have Included: 

• leaving a single observer on site after other observations to collect sufficient cases; 
• retrospective review of medical records (where patient charts are available); 
• role plays; 
• interviews with mothers of recent patients. 

The laner two methods would yield retrospective data which should not be mixed with data from direct 
observations. 
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There are two options for observing supervision: (a) to follow the supervisor on his or her rounds and 
perhaps observe several encounters on a single day or (b) to walt for the supervisor to arrive at the service 
delivery facUlty. The first option Is more dependable because It Increases the likelihood th at supervision 
will actually occur, but It may be more biased If supervisors learn what observers are Interested In. The 
second method fits more easily with other aspects of SDF observation but generally yields fewer 
measurements. Again, pretesting may help planners decide which method to use. 

Group Process Techniques 

While not directly linked to Thesaurus Indicators, focus groups, nominal groups and other group process 
techniques may provide Invaluable non-statistical data. They may be partlcular1y useful for more In~epth 
analysis of problems Identified through quantitative data collection. 

The Idea of a focus group Is to bring people together In a casual non-threatening environment to discuss 
complex or sensitive subjects. It Is very Important that participants feel rEWced and free to say whatever 
they wish. Groups work best with five to eight participants of slmMar background or perspective; multiple 
groups may be needed to represent different population or worker segments. The purpose Is to generate 
Ideas, not to gather statistics or teach participants. 

Discussion is started by a facilitator, who Introduces the subject and explains the purpose of the meeting. 
The facilitator should then playa background role, raising occasional questions to keep discussion moving 
In the right direction but otherwise letting participants do the talking. Discussion should generally last one 
to a maximum of two hours; a shorter time may be Inadequate to put participants at ease, but longer may 
not maintain participant interest. 

Field Supervision 

All completed data collection Instruments should be checked for completeness and Internal consistency as 
they are filled In. Certain errors detected during an evening review In the field can be rectified by re
Interview or re-examination of health center records. Supervisors should personally re-intervlew a portion 
of respondents to verify interviewers' work; the proportion for which this Is done should reflect their 
confidence in the individual interviewer but might stJrt at about 20% and fall to 5 or 10% as problems are 
worked out. Supervisors may be able to validate observational data by standing behind observers during 
clinic sessions. 

Care should be taken to ensure proper storage and transport of completed data collection Instruments to 
the central data entry facility. Often inexpensive metal boxes or trunks can be purchased locally and used 
for this purpose. 

Data Management and Ana/ysis 

Data entry, processing and analysis occur chronologically near the end of a study but will be extremely 
time consuming If not planned well In advance, whMe Instruments are being developed. Subjec.1S for ear1y 
planning Include: 

• personnel 
• equipment 
• software 
• precoding of data collection Instruments 
• types of analyses to be conducted. 

Data cleaning and entry should also begin ear1y during data collection since many errors can be rectified or 
prevented If problems are detected quickly. 
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All data entry and Initial analysis should occur locally, where there Is at least some possibility of rectifying 
errors and Interpreting results. Work may either be done In·house or contracted to an outside group. 
though the first option may give analysts greater control aver deadlines. Maintenance of tight tumaround 
schedules Is likely to be critical. Data wUI eventually be submitted to Bethesda (Ideally within two months 
after data collection ends) for use In comparative studies. 

EQuipment 

It Is likely that all necessary work can be managed on an IBM-compatible 640K mlcro-computer with a hard 
drive. Analysts wMi need assured access to such a machine for at least two months. PRICOR can help 
expand a machine's capacity or furnish additional equipment but only In cases where there Is clearty no 
alternative. 

Sofr.Nace 

dBase 3 Is our preferred program for data entry and cleaning. 

There Is no preferred program as yet for analysis, though both SPSS and Systat have been recommended. 
It may be desirable to use software with which local researchers are already familiar. Copies of 
recommended software may be obtained from Bethesda. 

Systems analysis yields a rfch data base which may be usad for multiple studies and reports. Both simple 
and highly sophistiCdted analyses may be conducted. Certain analyses should be performed immediately, 
even while teams are still in the field, but others may be reserved for OR studies or for comparative 
analyses In Chevy Chase. 

AnaMical Plan 

Analyses are required for three purposes: 

1. To describe how health systems actually operate (as compared to how they are supposed to 
operate) 

2. To Identify and help prioritize) problems for operations research 
3. To establish ·correlations· among indicators and hence Identify the most useful Indicators for routine 

systems analyses. 

Analyses should exploit SA's strengthS, namely, (a) direct observation of service delivery activities and (b) 
hierarchical linkages between support facilities, service delivery facilities, communities, and households. 
Quick turnaround is essential· especially for initial country reports. 

Analyses and Interpretations should reflect the sample design. Most samples (Thailand excepted) have 
focused on service delivery facilities and only secondarHy on households. (Households, In other words, 
represent selected SDF catchment areas rather than the country or pravince.) Service delivery facilities 
were randomly selected only within certain strata, eg., high/low performing facilities 'within pravlnce. 

It may be best to start by tabula\lng data separately for each service delivery facility and then using ianges 
and modes (rather thah means) for aggregation, Aspeclally where It is clear that SDF results are highly 
variable. Means should be calculated only If we have a good Idea what the ·average· health facility looks 
like. 

Describing the Service Delivery SYStem 

Systems analysis gives managers a unique opportunity to learn more about how basic services are actually 
provided In the field. Thus, our first reports should use observational data to describe delivery activities 
and contrast observed reality with norms. 

" 1· ( \v 
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Analysis wUI generally start with univariate distributions, eg., proportion of diarrhea encounters In which 
ORS preparation Is demonstrated. These "marginal" distributions need only be calculatod for Indicators of 
most Interest to program managers and should be Interpretted cautiously. 

Analyses are likely to become more Interesting and Interpretable when dlsaggregated by facility or facility 
group. FacUlties may be grouped by pre-determlned characteristics, eg., project/non-project or 
hlgh/medlum/low performance. Or they may be grouped by characteristics identified In the data 
themselves, eg .• facilities with and without regular supervision. Marginal distributions may then be 
calculated within each of these groups. 

Indicators of greatest Interest should be calculated facNIty by facHIty because It Is likely that averages will 
hide enormous performance differences. Results on any given Indicator may range from 10 to 90% with 
few facUlties In mid-range, yet the mean might be a misleading 50%. Where this occurs, grouped data 
should be In terms of modes and ranges so that variations are preserved. 

Household data must be cautiously analyzed and presented In cases where respondents were selected to 
represent service delivery facilities rather than geographic regions. It Is suggested that key Indicators be 
calculated facility by facility and then aggregated using ranges and modes rather than means. 

Problem identification and analysis 

Problems susceptible to operations research may be Identif'ied In three ways: 

1. As discrepancies between expectations and reality, eg., shortfalls In achieving targets; 
2. As differences between high and low performing areas: and 
3, As breakdowns within systems. eg .• major gaps between what health workers teach and mothers 

practice. 

Not all problems so Identified warrant operations research, though analysts should be wary of "obvious' 
solutions which simply haven't been Implemented. Otten there is a deeper probiGm that Is not so easily 
resolved: health workers may fall to teach ORS preparation, for example, not because they don't know any 
better but because their supervisor thinks ORT doesn't work. It Is Important to identify the fundamental 
problem, using either extended analyses of existing SA data or some rapid assessment technique such as 
focus groups. 

OR studies are likely to focus either on major gaps within systems or on significant differences between 
groups of service delivery facilities with different performance characteristics. "workers know how to mix 
ORS, for example, but fall to teach It to mothers, one OR study might analyze possible reasons and 
consider ways of overcoming them. If analysts Identify activities that seem to be critical for performance, 
another study might re-examine the contrasting facility groups and look for ways to make the low 
performance group more !Ike the high performance one. Identification of relationships between variables 
(or absence of relationships between variables when they should be present) will greatly sharpen problem 
analysis and expedite solution development. 

Results may also contribute to problem analysis once OR begins. logical chains of tasks and outcomes 
can then be more fully explored. The links between training, supervision, clinic activities, health education, 
and practices at home (for example) can then be more fully explored. Otten the presenting problem (eg., 
CHW failure to teach ORn Is not the fundamental one, which may lie back In the design of the training 
program or the fact that community organizations do not support local workers. These detailed studies, 
akin to classical systems analysis, should be conducted for specific problems during OR. 
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Analyses Qf System" 

A major PAICOR task Is to simplify the Thesaurus and produce an abridged version that lists only the most 
essential Indicators. These Indicators should be ones that "flag" system breakdowns ear1y enough In 
program Implementation to prevent major performance shortfalls. Expert opinion Is widely used for this 
purpose, but we have empirical dam and should use It. (Because of their complexity. however. analyses 
described here may be done In Bethesda rather than In the field.) 

Fo; any given activity. there Is likely to be a logical chain of events which should lead up to a desired 
outcome, eg., maternal preparation of OAT In the home. Elements of this, often labeled as Inputs. 
processes. and outputs, Include: 

• trainee Instruction In OAS preparation 
• worker practice of OAT during training 
• supervisory reinforcement for OAS Instruction on the Job 
• support facUity provision of OAS packets to service delivery facUlties 
• maternal visit to service delivery facility during diarrhea episode 
• worker demonstration of OAS preparation to mother of sick child 
• reinforcement of OAS knowtedge through health education 
• maternal access to ORS packets in the home or community 
• maternal recognition of dehydration 
• maternal treatment. 

The activities listed above are somewhat sequential In that failure to perform anyone Is likely to affect 
performance of activities that follow. When workers fall to teach ORT. for example. mothers may be 
unlikely to have essential knowfedge and hence fail to practice It. Workers may fall to teach ORT because 
of shortcomings in training and/or supervision. Current data collection Instruments assess most or all of 
these activities, but abridged ones should include only those Indicators which best distinguish high 
performing from low performing systems. The Question is what to drop. 

The best way to determine what to drop will be to classify facilities by performance and then construct 
·'ogica' activity chains· using Thesaurus indicators. Initial comparisons may have to be facility by facility. 
but data may be grouped If their key Indicators are ·reasonably" similar. (Considerable non-statistical 
judgement will be required.) It Is likely that poor1y performing systems will show breakdowns and that 
activities which logically follow will be poorly performed. The point of the breakdown Is critical; ther:J may 
be little need to measure subsequent indicators once this point Is identified. 

In comparing data within and possibly between countries, we hope that a sm3" number of Indicators will 
distinguish high from low performing systems. These Indicators will be emphasized for the abridged 
Thesaurus. 

Dissemination and Use of Findings 

Systems analysis results are Intended primarily for local use. but they are of great International Interest sa 
well because of the Innovative methodology and the need to know If and how child survival services are 
actually being delivered In the field. Analysts need to plan dissemination from the start through close 
collaboration with host country Personnel. They then need to ensure that data are quickly analyzed. 
different reports written for different audiences. and management workshops held. 

There are multiple audiences for dlssemlnatlor! and different approaches may be required for each. 
Perhaps the most Important consists of program managers, ranging from district medical officers to senior 
ministry personnel. A related audience Includes local researchers who will do follow-up studies. USAID 
health staff, both local and in Washington constitute another Important audience. Other audiences Include 
International health consultants and researchers and the development community at large. Reports to 
local officials and to AID Oocal and Washington) are the rec;ponsibility of the SA team. The full SA report for 
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wide external dissemination wli be I central PRICOR responsibility but requires thorough and 
unambiguous basic documentation. 

Immediate Results 

Managers tend to be Interested In systems analysis results even as data are being collected, and their 
support will be Increased If ways can be found to respond. "at all possible, Immediate preliminary 
debrleflngs should be held, describing the methodology and first Impressions about what has been 
learned. These may be based on hand tabulations of critical Indicators. All "first Impressions· must be 
cautiously phrased and verbal rather than written, especially If negative. Debrieflngs should occur at the 
district, regional and national levels. 

More formal workshops should be held soon after data have been entered, cleaned, and converted to 
Indicators. Workshops should Include both managers and researchers; their objectives should be to assist 
In the Interpretation of results and to prioritize problems for further operations research. National 
workshops may last up to two days; they are likely to be the most Important dissemination vehicle for 
senior staff. 

There Is an urgent need for PRICOR to disseminate SA results to central AID staff. The Bethesda country 
monitor should conduct a public seminar soon after reasonably solid results are available. 

The Full Report 

The PRICOR scientist and the national principal Investigator must also prepare a full written report 
describing both SA methods and procedures and principal findings. The audience for this report consists 
of persons interested in the detailed story: this wUI Include senior program staff and AID Oocally and In 
Washington). The full report will serve as the basis for briefer dissemination sfforts for wider audiences. 

The methodological section of the full report should describe processes In detail so that others can learn 
from the experience. The table of contents of this manual may serve as an outline. The findings section 
should In most cases review service delivery and support systems one by one, concluding with 
recommendations for further research. 

The full report should also Include a two page (single-spaced) executive summary Intended for wide local 
and international dissemination. It should be freestanding, that Is, not dependent on references to the full 
repon. About one third of Its length should be devoted to the systems analysis methodology and should 
be wril1en for those without previous knowledge. 

IV. Open Issues In Methodology 

The systems analysis methodology, though clearly usable and effective already, Is not a finished product. 
A number of Issues remain. some of which we expect to resolve on the basis of additional experience In the 
field, some of which may not be completely resolved even by the end of this phase of PRICOR. 

Sampling and RepresentatNeness 

The systems analysis Is Intended to portray the reality of the service system as contrasted to the plans for 
It, and, as a corollary, to identify operational problems. At the same time, the method Is supposed to be a 
practical tool for managers to use. As a practical matter. levels of resources (paopIe, lransportatlon. data 
.. ·chlvlng/processing facilities) usually available to managers In developing countries militate against 
£ ,pie sizes that allow traditional statistical analyses with high confidence levels.5 Thus. we are faced with 

5 It might be argued that larger, more heterogeneous samples.lue required by managers at higher levels of 
the system who are responsible for large segments of tlie population. e.g., national or regional level, but 
that managers at lower levels who are responsible for lesser parts, e.g., province, district, or even the 
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finding the proper trade-off betw"n sample size In terms of numbent and diversity representing facUlties, 
health workers, and service recipients. There Is also the related question of how many observations and 
Interviews to make per facUlty or worker. 

For the time being, PRICOR has sidestepped this Issue to a degree by noting that for now we are looking to 
identify rather egregious deficiencies In the process of service delivery. Our experience to date I~ lhat 
these can be detected with relatively small numbers of cases, which Is not to say that these problems could 
be identified without any systematic analysis at all. Such Is not the case. For the longer run, we are 
examining the utility of lot quality acceptance sampling (LeAS). LeAS Is a sampling technique based on 
the Bernoulli distribution that sacrifices the power of point estimation In favor of estimating whether a 
particular characteristic has a value above or below a speclfled threshhokt. The return Is the ability to work 
with extremely spare sample sizes. LeAS has been used In Industry for many years, but Is only recently 
being considered as a sampling approach In health seMces research. A subcontracted PRICOR study In 
Costa Rica Is employing LeAS with great success. Having demonstrated Its basic feaslbglty In the field, the 
Principle Investigator now Is working CH1 techniques to pare down requisite sample sizes even further. This 
Is an extremely promising development. 

Numbers of Indicators 

The number of Indicators for which to collect data is a major question In the design of each systems 
analysis. Each systems analysis treats one or more PHC Interventions, plus four or fIVe supporting 
systems. Based on the indlcators--many of which are multi-elem~nt Indexes-offered In the PRICOR 
thesaurus, anyone intervention system and its support systems could produce 200 to 300 variables for 
data collection. Three or four interventions thus would generate a very unwieldy dataset. 

PRICOR's philosophy in data collection is one of minimalism, that Is, to try to identify the absolute minimum 
dataset required to answer a manager's questions. A large dataset requirement for implementing the 
systems analysis is likely to discourage its use. On the other hand, there Is some minimum below which 
important details of worker activities and key inputs can not be discemed. PRICOR does not believe there 
Is a fixed answer to the trade-off between the amount of data collected and analyzed, the resources 
required to do this, and the comprehensiveness and certainty of the information produced by the effort. 
Each manager must make his own utility assessment based on his needs and his situation. One goal, 
however, of PRICOR's tr?nsnational comparative analysis is the production of a suggested set of core data 
re!ow which the usefulness of the systems analysis becomes questionable. 

V. Problem. of POllible Gene,..1 Prevalenc. Identified to Olt. 

Since data analysis has been completed for only a few systems analyses, there has not yet been a 
systematic effort In comparative analysis. Thus, at this time identification of operational problems of a 
widespread and general nature Is somewhat Impressionistic and is based on review of data 
compartmentalized by country. 

One very strong perception Is that health workers have problems communicating with mothers, whether It 
be In cautioning mothers to expect side-effects following Immunization, failing to provide any guidance to 
mothers while treating a child with ORT, or taking the opportunity to reinforce mothers' understanding of 
their child's growth chart. 

The picture for logistics In both ORS and Immunizations Is mixed, with some analyses reporting problems 
and others specifically stating that such problems were not seen. 

catchment area of one facility, are better off because they do not have to deal In large numbers. The 
obvious response Is that the lower one goes In the system, the fewer the resources available to that 
manager. 
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Finally, atthough not well-reflected yet In the data sets that already have been analyzed, there is a clear 
perception that supervision Is a major weakness In the primary heaJth care system. In Colombia, the data 
show that supervisors have a very different Idea of what the order d task priorities Is for health workers 
than do either the workers themselves or the mothers with whom the workers Interact. In the Philippines, 
supervisors are of the opinion that their charges do a much bettr job in taking histories and doing physicals 
for ARI than observation d the workers bears out. And In ThaUand, the assessment showed that 
supervisors regarded supervision largely as assuring that records are IUled out, and had little Interest In 
performance assessment or on-the Job-training. 

VI. Sylt.m. ARIIly ... Completed. In Progr.lI •• nd Planned 

Country 

Thailand 
Zaire 
Haiti 
Costa Rica· 
Colombia 
Indoneslab 

Philippines 
Peruc 

Niger 
Pakistan 
Senegal 

Interventions 

Imm,GM,ORT,FamPlan,W&S 
Imm,GM,ORT,Malaria 
Imm,GM,ORT,Malaria 
[LQAS],lmm(Measles) 
Imm,GM,ORT,ARI 
ARI,lmm(TetTox) 
Imm,GM,ORT,ARI 
Imm,GM,DDC/ORT,MatHlth 
ORT,Malarla,MatHlth 
Imm,GM/N,CDD,HeaEd 
ORT,Malaria (Supervision) 

·Subcontracted to Harvard Institute for International Development 
bSubcontracted to Western Consortium for Public Health 
cSubcontracted to PRISM/PRISMA 

4~/86,6-11 /87 
4~/87 
11/87-2/88 
13-7/87],12/87-3/88 
5-8/87 
1-3/88,9-10/88 
5-9/88 
5,7,10/88 
1-3/89 
1-3/89 
1-4/89 

Annex A contain •• ummary .heet. providing pertinent detail. of methodology.nd findIng. for 
.Yltem •• llIly.e. completed or In progrell. 
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COLOMBIA SYSTEMS ANALYSIS SUMMARY 

Intervention Systems Analyzed 

The systems analysis was carried out by a private Colombian organization, the Fundaclon Santa Fe de 
Bogota (FSFB), to assess the child survival-related activities of volunteer health promoters who were 
trained by the FSFB and who work in perl-urban neighborhoods of Bogota. The systems analysis of the 
health volunteer program of the FSFB examined the inputs, processes,' outputs and effects of the 
volunteers' health promotion, education, and referral tasks In support of diarrheal disease control (ORT), 
prevention and management of acute respiratory Infections (ARI), growth monitoring/nutrition (GM/N), 
and immunizations (EPI). These four service delivery areas plus the FSFB's general support activities 
(mainly training and supervision) to direct the volunteers comprised the flve subsystems that were 
studied in the SA. Additionally, one of the objectives of the SA was to compare the child survival-related 
knowledge and practices of mothers served by the volunteers with those of mothers with similar socia
demographic characteristics but not served by the volunteers, in order to gauge the relative Impact of 
the volunteers' activities. As part 01 the system overview, a brief study was conducted to compare the 
volunteers' profile with that of two other primary health agents that operate in marginal urban areas in 
Bogota: Vigias de la Salud and the MOH urban health promoters. Also, the system overview included 
analysis of trends in the use of health services at three health centers and posts In the FSFB area of 
influence and analysis of data from other health surveys previously conducted by the FSFB. 

Field Methods 

Data colleciion instruments were developed by two research staff of the FSFB Community Health 
Division, with assistance from PRICOR. Indicators were first developed for the elements of Interest in the 
selected subsystems. Questions and Items for the data collection Instruments were then developed from 
these indicators. The instruments were pre-tested and refined over a four week period. 

The systems analysis was carried out by ftve contracted Interviewers and one data collection supervisor. 
The interviewers were not health professionals and had previous experience In conducting surveys. Two 
observers were hired to observe the volunteer home visits: one was a nurse and the other a graduate 
student in anthropology. Three PRICOR staff provided approximately eight person-weeks of technical 
guidance in instrument design and data analysiS. 

Planning and instrument development for the systems analysis were carried out during three months 
(late January throug~. April 1987). Data were collected from May 9-August 14, 1987. The major data 
collection activities were: survey of 504 hous~holds (304 in FSFB area of influence and 200 In control 
area): survey of 92 volunteers: observation of 137 home visits by 28 volunteers: survey of 7 FSFB 
professional staff (self-applied questionnaire): survey of 16 health service providers in FS;:B area of 
Influence: and interviews with 28 MOH health promoters and 62 V1glas de la Salud. 

The total ~ost of the systems analysis was $97,663, of which $39,010 comprised direct expenditures by 
the FSFB, Including data analysis and report production. 

Major Findings 

The systems analysis revealed that while volunteer knowledge of Interventions such as ORT and 
immunizations was very good, in practice the volunteers were generally not skmed at communicating 
what they knew to mothers. For example, while 75% of the volunteers know the Importance of continued 
feeding and liquids during diarrhea, In only one case (of 18 visits where a chHd had diarrhea) did the 
volunteer talk about diarrhea management. 

·,0, 
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The observed visits indicated that the majority of volunteers, who are mostly women aged 18·50, do not 
recognize or use opportunities for health education and Instead tend to follow an established routine In 
the visits, without necessarily responding to what they find In the household. This finding was 
unexpected and signaled the need for greater attention to and supervision of the volunteers In health 
education activities. A positive outcome d the observations was the eagerness of the volunteers to learn 
what they could do to be more effect health agents In their communities. 

The systems analysis also showed that while the most prevalent health problem of children under 5 Is 
acute respiratory infections (65% In last two weeks), 19% of active volunteers have not received any 
training in prevention and management d ARI. Moreover, the treatment most recommended by 
volunteers (cited by 67%) was steam Inhalation, a practice now discouraged by the MOH. Of 36 home 
visits to children with acute respiratory Infections, volunteers examined child In 7 cases and made 
recommendations about ARI prevention In only 5. 

Operations Research Studies 

Deficiencies in supervisor and volunteer practices uncovered arw:J/or documented by the systems 
analysis caused FSFB decision makers to seriously examine the gap between their 'model' program and 
its actual performance. This led to expressed commitment to m&ke changes In the program and backing 
of operations research to develop solution altematlves that overcome key problems and for ongoing 
evaluation of changes in volunteer performance. 

Five operations research studies have been initiated by the FSFB as a result of the systems analysis 
findings. FSFB decided to develop a new supervision strategy and allocate more resources to 
supervision in order to provide more individual supervision to volunteers in areas of health education and 
promotion. The first OR study is developing and testing the new supervision scheme. Documentation of 
volunteers' overemphasis on administrative anct curative tasks led to a second OR study to develop and 
test a planning mechanism which focuses volunteer tasks on prevention of most prevalent health 
problems. The third study seeks to Improve the technical performance of volunteers in relation to food 
supplementation programs. Gaps in volunteer knowledge and practice in area of acute respiratory 
infections (ARI) led to a fourth OR study to design, implement, and evaluate a more effective training 
scheme in ARI with greater emphasis on training in communication and education skills, practice of new 
skills, competency assessment. and linkage with official health services. A fifth OR study will develop a 
new family health record and other forms for use by volunteers to generate information for planning, 
monitoring and evaluating their activities. 



HAITI SYSTEMS ANALYSIS SUMMARY 

cooperating Agencies 

In Haiti, PRICOR worked under the overall direction of the 
Ministry of Public Health and Population (MSPP) and focussed 
on MSPP-supported facilities. Relation~ with the central 
ministry were generally weak, however, due to political 
difficulties between Haiti and the United States, and were 
in the end terminated due to U.S. policy decisions. PRICOR 
staff were based at the Child Health Institute, a private 
organization, and took advantage of CHI's resources, both 
staff and personnel. 

Intervention Systems Analyzed 

Analyses were conducted of service delivery activities for 
ORT, immunizations, malaria, and growth monitoring. 
Interesting and extensive data were collected on community 
organization, especially relating to voluntary health 
workers ("colaborateurs-voluntaires"). Limited data were 
collected on other sUpport systems as well. 

Field Methods 

The Haiti analysis was initiated soon after the Zaire study 
and reflected a similar approach to indicator selection and 
instrument design. 

Analyses were conducted at both the national ("macro") and 
peripheral ("micro") levels, the first focussing on plans, 
policies and procedures, the second on performance and 
impact. The macroanalysi~ used strategic interviews and 
existing reports, evaluations and data, and was guided by a 
general PRICOR protocol. 

The microanalysis was guided by an early version of the 
PRICOR Thesaurus. Activity lists, though not fully 
developed at the time, proved invaluable in identifying the 
observations and interviews needed. 

Data were collected through: 

• interviews of health workers, caretakers of 
children, and cqmmunity members; 

• reviews of health facility records and 
reports; and 

• observation of service delivery facilities 
and activities. 

The 16 instruments developed for these data collection 
processes were largely based on those used in Zaire. 



Prior to commencing the data collection stage of the systems 
analysis, a pre-test was carried out in Port au Prince to 
field test the data collection instruments and the logistics 
for the microanalysis. 

The microanalysis was carried out in the Transverse and the 
Southern Regions. In each case, the systems analysis team 
met with the regional and district directors and selected 
the best district plus one other. The participants at this 
meeting were also asked to categorize health establishments 
in the selected districts into 3 groups: best, average and 
poor. In each district one health center and three 
dispensaries were chosen. In the best district the best 
health center was chosen and in the other district an 
average center was studied. In each district 3 dispensaries 
were selected; the best, an average and a poor. In the 
Southern region, it was possible only to complete the 
district of Cayes, considered to be the best district. 

Field work commenced in early November 1987 after numerous 
delays due to administratitve difficulties and political 
problems in the country. The data collection took 2 to 2 
1/2 days per health facility and although it was originally 
anticipated that the field work would be concluded in 2 
months, because of political unrest in the country it was 
not completed until the beginning of February, 1988. 

Major Findings 
Oral Rehydration Therapy 

Over 40% of the caretakers whose children had had diarrhea 
in the past 30 days either gave ORS directly or took their 
child to the health center for treatment. At the health 
facilities, over 50% of health health workers had received 
ORT training and most knew the appropriate ORS treatment 
schedule. Health worker training appears was found to be 
associated with appropriate caretaker behavior. Over 80% of 
the caretakers identified health workers and health centers 
as the source of information on ORS preparation. Health 
centers were the major source of ORS packets and were 
generally well supplied. 

At the facility level, nevertheless, it appears that 
categorization by, weight and severity of cases is not being 
practiced. There appears to be a high rate of use of 
medications other than oral rehydration solutions to treat 
diarrhea amongst all levels of health workers. Health 
education does not appear to involve demonstration of ORS 
preparation at the health facility. 

Despite a relatively high recognition rate (73%) for ORS 
packets, moreover, relatively few mothers (24%) were able to 
give the correct recipe for its preparation. Currently, 
clean water rather than boiled water is recommended for the 



preparation of ORS. Many mothers suggested that the water 
should be boiled and many of these said that the water 
needed to be reduced by a significant amount - often from 
the correct value of 1 liter to something much less. It 
would appear that mothers have probably received varying 
educational messages in the past few years and that t~e 
result is a relatively high frequency of possibly dangerous 
solutions. 

Immunizations 

A very positive feature of the Haitian immunization program 
is that health workers appear to practice good sterile 
technique, as judging by 83 observed immunization encounters 
without a single error on this critical technical point. 
All but 6 nurses/auxiliaries mentioned numerous 

: contra indications to vaccinatic~ apart from high fever - the 
sole contraindication set by MSPP - but observation of 
immunization encounters indicated that this incorrect 
knowledge may be rarely applied. 

There are serious cold-chain problems within the program. 
In several facilities the refrigerators either were not 
functioning or experienced interuptions in electricity or 
propane. In those facilities with working fridges, only 3 
or 4 had temperature logs and for 1/3 of the time during the 
previous month the temperature was above the safe range. 
Six of the 7 refrigerators had cold dogs, but in only 4 of 
these were th~y frozen. 

Six of 12 observed facilities had breaks in supply of 
vaccines which had resulted in the cancellation of 
vaccination sessions during the previous year. The major 
difficulty ~as in obtaining supplies of BCG. Vaccination 
cards were unavailable or ran out during 2 of 8 observed 
immunization sessions. Also, the vaccination register was 
not completed in 2 sessions. 

Malaria 

Except for 1 facility, there is no means of obtaining 
emergency stocks of chloroquine if the facility runs out. 
Fifty percent of interviewed mothers said that they had paid 
for malaria treatment even though care by col-vols is 
supposed to be free. 

~Jwth Monitoring 

Weighing occurs with children wearing varying quantities of 
clothing: in some cases they are fully clothed and wearing 
shoes. The weighing process becomes a production line with 
little interaction between parents and health workers. 
Minimal attention is paid to obviously ill or malnourished 
children. Their weights are recorded and graphed but 
understanding of the growth curve and its application to the 



clinical situation seems limited. Road to health cards are 
often not available. 

operations Research Studies 

Five studies were designed prior to completion of the 
systems analysis (based on an earlier PRICOR-supported 
management study). In the end, none of these studies was 
implemented due to the cutoff in American assistance to the 
Haitian Government. 

~ 
,~ \ 



NIGER SYSTEMS ANALYSIS SUMMARY 

Cooperating Agencies 

In Niger, PRICOR is assisting the Ministry of Health, Social 
Welfare and Women's Affairs to conduct an analysis of the 
national village health worker program .. Results of this 
analysis and subsequent operations research will guide major 
program revisions expected during 1989. 

Implementing units within the Ministry are the Direction des 
Etablissement des Soins and the Direction des Etudes and de 
Planification. 

Intervention Systems Analyzed 

The focus of this study is on overall program management, 
especially with regard to three key primary health care 
interventions: ORT, malaria, and maternal health. 
Nutrition education and water and sanitation activities will 
be analyzed in lesser detail. Support systems of major 
concer~ include supervision, training, logistics, financial 
management, and information systems. 

Field Methods 

This study is currently (October 1988) being designed and is 
scheduled for field implementation in January-February 1989. 
A two person Ministry team has been formed, consisting of 
one person each from the two involved units. A locally
based PRICOR consultant with wide field research experience 
in West Africa provides ongoing support, assisted by u.s.
based staff. 

Data collection instruments are being drafted in both Niamey 
and Bethesda and will be partially translated into Hausa and 
Djerma as well as French. Innovative techniques for 
measuring the overall workload of village health teams will 
be developed and tc~ted. Interviews will be conducted at 
the departmental, arrondissement, dispensary and village 
levels, while observations will focus on the two lowest 
levels. 

It is planned to use two five-member teams. Three 
departments -Dosso, Maradi and Tahoua - will be studied. 
The teams will work alongside each other in each department, 
spending thre~ weeks in each. 



PAKISTAN SYSTEMS ANALYSIS SUMMARY 

CooperatinK AKencies 

The Primary Hf'.alth Care Project of the Federal Ministry of Health (Basic Hel\lth Services Cell) has sought 
the assistance of PRICOR in improving the operation of rural health services in Pakistan through a number 
of related operations research activities. One of these, undertalcen at the' request of and in collaboration with 
the Ministry of Health of Punjab Province, is a systems analysis of the activities of the Multi.Purpose Health 
Workers (MPHW), a cadre unique to Punjab, and of the Basic Health Units (BHUs) (in some cases Rural 
Health Centers or RHCs) to which they relate. Responsibility for the study is lodged within the 
Epidemiology Dhision of the provincial directorate, under the direction of Dr. Mohammed Rafique Ch., 
Deputy Director of Health Services (Epidemiology). Technical assistance may also be given to this project by 
the Pakistan Medical Research Council. 

Intervention S\'~tem5 Analyzed 

The cadre of staff now termed MPHWs was established in 1985 from three formerly single-purpose outreach 
workers: mobile vaccinators, malaria control workers, and dispe.nsers, each of whom carried out specific 
acti .. ities and tasks in their respective areas of responsibility. In an effort to expand coverage in the rural 
areas, the decision was taken to retrain each of these single-purpose workers in the skills of the other two, 
plus new training in additional aspecr:. of primary health care, and transform them aU into mUlti-purpose 
workers. Tbe authorities of tbe Punjab Ministry of Health have serious questions about how effcctivdy this 
program is working at the rural c0;nmunity level. They want to know what activities are in fact being carried 
out in tbe field by these worker", how well, and whether there are gaps and/or duplication of effort, v.ith a 
\iew toward a possible reaUocation of tasks and responsibilities among the outreach workers and between 
them and the staff of the RHC/BHU. 

Accordingly, although theoretically the MPHWs are responsible for aU eight components of primary health 
care, the specific inter\'entions to be analyzed will include those of highest priority: immunization, diarrhea. 
malaria, and health education, includini nutrition and sanitation. In addition, note will be made of any other 
acti\;ties the MPHWs engage in during the observation period, but detailed analyses of these are not 
anticipated during the initial observation period. The supervisory activities of the RHC/BHU male Health 
Technician and/or Sanitary Ir,spector with respect to these workers will also be studied. 

Field Methods 

The study will be carried out in three widely separated and ecologically distinct Districts of Punjab pro";nce: 
Sheikbupura, Sargoda, and Jhelum. In each District, an attempt will be made to examine and compare 
activities of MPHWs from functioning and non.functioning BHUs, as identified through.a combination of 
expert opinion and available data on immunization coverage and/or other outcome mea~ures. Data 
collection instruments will be developed in Pakistan by the PRICOR.Punjab Representative and staff of the 
Epidemiology Di";sion, with assistance from the PRICOR/Bethesda Technical Monitor. Indicators will first 
be developed for relevant elements in the selected subsystems, using the PRICOR Thesaurus. Questions and 
specific items for the data collection instruments will then be developed for these indicators; reference v.ill 
be made to sample instruments from other PRICOR systems analyses, where appropriate. Instruments v.ill 
be translated into the appropriate loca1language, tested in the ficlc.i, IlDU Illodified a.~. necessary. 

Two teams of four-five observer/interviewers plus a supervisor are anticipated for each District; agreement 
in principle has been reached on training students from the Health Technicians Schools for these teams, each 
team obser.ing workers in a District other than their home District, hut details have yet to be finalized. 
There has also been discussion of invohing social scientists from the Pakistan Medical Research Council in 



training and supervising tbe teams, but this has not yet been decided. UNlCEF bas been planning an 
evaluation of the impact of these MPHWs; it is likely that the two studies will collaborate in r.ertain activities. 
Again, details of sucb collaboration will be worked out during tbe next few weeks. 

Recruitment for the PRICOR-Punjab Representative is continuing, with a decision expected at the visit to 
Pakistan of the PRICOR Technical Monitor in the last week of November. Planning and instrument 
development for the systems analysis are expected to continue during December and into January, with data 
collection now tentatively scheduled for late January-February. The goal is to be able to prO\ide the 
provincial authoritie5 with a preliminary analysis and tentative identification of operational problem areas in 
the MPHW program in March, 1989. Should the Pakistan Primary Health Care Project be extended through 
September 1989, it is anticipated that the PRICOR-Punjab project will tben help the Ministry to carry out 
problem-solving studies to address some of the operational problems identified. 

'bjor Findings 

7'ot yet applicable 

Operations Research Studies 

;-':ot yet applicable 



PHILIPPINES SYSTEMS ANALYSIS SUMMARY 

Cooperating Agencies 

By agreement with the Secretary of Health, the country study Is being carried out as a project of two 
Undersecretariat components of the Department of Health, the Undersecretariats for Public Health and for 
Management. The former deals with the substantive areas of primary health services in the country, while 
the latter deals with all aspects of management such as logistics, personnel, and information. While the 
relevance of the Unclersecretariat for Public Heaith Is obvious, the Secretary also felt that the PRICOR 
Project should be viewed as an opportunity to institutionalize the scientific management technologies of 
systems analysis and operations research in the DOH. Both Undersecretaries serve as counterparts to the 
PRICOR country study manager. 

Intervention Systems Analvzed 

On the basis of recent evaluations, data available from the HIMiS, and field observations of the 
Undersecretary for Public Health, It was agreed that the focus of the systems analysis wouid be In acute 
respiratory infections (ARI), ORT, gmwth monltc~ng, and immunization. As these are major child survival 
interventions, USAID gave its concurrence. 

Field Methods 

Data collection instruments (DCI) were developed using the version of the thesaurus that was available in 
February 1988; this is very similar to latest version of the thesaurus (May 1988). Initial draft DCI were 
prepared by PRICOR staff. These were then taken to the Philippines and modified at a workshop 
comprising staff of the central DOH, the Region, and the Province In which the systems analysis would take 
place. Modifications consisted mainly of some additional data desired by regional and DOH staff and re
wording of some questions to be more culturally sensitive. 

The systems analysis field team consisted of 7 BA level people, 4 of whom had degrees in nutrition, the 
others in various social sciences. Five had had some previous experience as field interviewers, but none 
as ·observers·. Training required 10 days, and comprised an Initial orientation to the Philippine primary 
health care system, a review of the instruments Item by item, and field experience with the instruments. 
Besides serving as training for the staff, the fieid experience also served as a final tune-up of the DCI 
concerning standardized language (in Tagolog), culturai appropriateness to the rural setting, and feasibility 
in the clinical settings encountered. 

The systems anaiysis was carried out in one (of 79) province which had been selected because 
knowledgable DOH staff deemed It reasonably representative in terms of available resources, quailty and 
scope of services, and SES distribution of the population. It was also fairly accessible from Manila. The 
sampling unit was the Rural Health Unit (RHU), the second level up in the system from the periphery. 
Rather than attempt to develop a tight statistical sampling frame for the province, a more management
oriented approach was taken in which RHUs were ranked on the basis of existing performance data 
(service outputs and outcomes) and 6 at or near the top, 6 at or near the bottom, and 6 roughly In the 
middle of the rankings were selected. Those 18 RHUs and their satellite 80 Barangay Health Stations 
(BHS) comprised the sample. Although the Philippines docs have community health workers, this cadre 
was not Inch;JPd because their activities are limited to non-care tasks in the BHS and the Secretary does 
not view them favorably. 

Collection of data began in mid-May and concluded in early September. The last part of the data have just 
been entered into the dBasel" archive. The systems analysis cost approximately $21,000, not including the 
time and travel expenses of the PRICOR country study monitor. 



MalOr Findings 

As data entry Is Just concluding. no analysis has yet been done. However. on the basis of brief scans of 
raw forms. obsei'Vationai conlments by the systems analysis team. and quick counts of available dBaselll 
files. It Is anticipated that operational problems will be found In every one of the interventions and In some 
of the support areas. For example. many BHS sUff do not understand tho proper use of the growth card. 
lnadequato explanations to mothers of anticipated slde-effacts of Immunization (drop-out rates are known 
to be high). and there Is a considerable discrepancy between what supervisors think their charges do In 
taking histories and physicals In ARI and what the workers are actually observed to do. 

Operations Research Studies 

Systems aoolysls findings will be presented to PHC program managers and members of the DOH 
Research and Development Coordinating Unit at a workshop in January 1989. Operations research 
studies will specified and prioritized by that group. It is anticipated that the first group of OR studies will get 
~nder way shortly thereafter. 



SENEGAL SYSTEMS ANALYSIS REPORT 

Cooperating Agnecies 

This PRICOR study Is based on an subagreement with the MInIstry of Public Health In Senegal. Two 
units with the MOPH will be involved In the design and implementation of the systems analysis: 
Directorate of Research. Planning and Training (DRPF) and Directorate of Hygiene and Sanitary 
Protection (DHPS). 

Intervention System Analyzed 

The objective of this project is to improve the cost-effectiveness fo teh system of PHC supervision 
presently used in the USAID-supported Rural Health Services II Project so that this system may be used 
as a modei for PHC supervision nationwide. Both administrative and technical supervision will be 
examined; analysis of technical supervision will focus on two major child survival interventions. ORT and 
Malaria Treatment/Prevention. 

Field Methods 

An Initial set of dat'] collection Instruments (DCls) were developed in Senegal by the Senegalese 
researchers and sent to the PRICOR staff for review. In addition the PRICOR staff developed a set of 
DCls based on the Thesaurus (May 1988 version). The instruments developed by the Senegalese focus 
primarily on administrative supervision issues. while those developed by the PRiCOR staff are directed to 
technical supervision issues. 

Two PRICOR staff will travel to Senegal in ear1y November to conduct a workshop on Systems Analysis. 
and continue working with the Senegalese research team on development and pretesting of the 
supervision data collection instruments. 

Data collection will involve both direct observation of supervisory activities. as well as in-depth interviews 
with supervisors. trainers. supervisees. and other key informants In the PCH system. The project will be 
headed by a Principal Investigator and a Technlcal,Research Associate. In each region. the Regional 
Medical Officer will be involved and Regional Research Coordinators will be appointed. These research 
leaders will all work together during the pre-test and will train their regional research teams. 

The full systems analysIs will take place In the two USAID-supported health regions of Kaolack and 
Fatlck. and in three other regions Tambakounda. Zingulnchor. and Louga. In preparation for the 
systems analysIs. the research team visited each of the S Project regions and, with the regional teams 
(Regional Medical Officers and Regional PHC Supervisors). selected the medical circumscriptions (CM) 
In each region will be studIed. Three CMs were selected In each of the two USAID-supported regions, 
and two CM in each of the three other regions. 

The pretest will take place in the region of Dfourbel which borders the region of Kaolack and Is not one of 
the 5 regions covered by the PRICOR Project. The pretest will be conducied during the TA visit (Nov
Dec 88), and the systems analysis Is expected to begin February 89. 

Malor FIndIng. 

1 



There are no findings at this time. The pretest will take place December 1988. and the systems analysis 
will follow in February 1989. 

2 



THAILAND SYSTEMS ANALYSIS SUMMARY 

Cooperating Agencies 

In 1986. the Ministry CJf Public Health (MOPH) and USAIO(Thaliand requested technical assistance in 
conducting a management needs assessment. At the conclusion of the management needs assessment, 
MOPH asked PRICOR to provide asslstanc() In research aimed at funher analyzing specific needs and 
devloplng appropriate responses. PRICOR offered this a~lstance In the form a systems analysis. The Thai 
cooperating agency was the Office of Primary Health Care of MOPH: A special unit. the Management 
Improvement Unit (MIU), was set up In the OffIce of Primary Health Care to guide the systems analysis and 
subsequent operations research. 

Intervention Systems AnalYZ~ 

Subsequent to the management neeeds assesment. the analysis focused on the Immunization. growth 
monitoring, oral rehydration, family planning, and water/sanitation service systems. These areas were 
mutually agreed upon by the central MOPH and the Provincial Medical OffIce of Srlsaket Province. in which 
the systems analysis would take place. 

Field Methods 

MOPH requested that the systems analysis In Thailand identify problems not only In direct service delivery 
at the periphery, but in support systems at higher levels In the systgm as well. Therefore, the systems 
analysis was conducted in two phases. The first was a "macro" (or contextual) analysis based largely on 
focused Interviews with decisionmakers at the central and prnvlnciallevels. This was designed to Identify 
organizational components and their relationships and Interactions as these bear on the service delivery 
level. The second was a "micro· analysis designed to analyze service delivery operations. particularly the 
activities of the several different kinds of health workers. A literature review also was undertaken to 
document organizational problems reported In the recent past by various research grOUfJS in the country. 

The macro analysis was done befol e the thesaurlls was very well~eveloped. Moreover. the thesaurus 
focuses on the periphery of the system. while the macro analysis focused on higher levels. However, 
opportunity was taken to test portions of the thesaurus that were In early stages of development. This test 
led to greater emphasis on simplification of the thesaurus. 

The macro analysis was carried out from April to June 1986. The micro systems analysis was carried out 
from June to November 1987. 

Malar Findings 

The macro analysis (management needs assessment) identified the following broad problems: 

A. The basic community-orlented concept of PHC Is not really well-understood by many health workers 
and managers; 

B. Contrary to the stated policy of promoting PHC. planning Is highly centralized. 
C. Training of workers and volunteers at the primary care level is poor. probably traceable In part to their 

own poor training as trainers. 
O. Supervision of health workers is weak. 
E. The village health volunteer program suffers from high attrition and may be fundamentally unsound. 
F. The HIS is cumbersome at the peripheral level. and the data are underused by managers and 

policymakers. possibly because they view It as unreliable. 



The micro analysis indicated that: 

A. Most children do not :eceive their immunizations on schedule and that this is traceable to mothers' 
indifference to the schedule, which in tum derived from health worker's inadequate communication 
skills. 

B. Most mothers did not know benefit of ORT. which was traceable to the Village Health Voluntoers' 
inadequate knowfedge; many mothers accept diarrhea as "normal"; there were also problems in 
local supply of ORS. 

C. Only 20% of mothers Obtained the prescribed four prenatal visits, 59% none or one; may be related to 
inadequate obstetrical skills of many midwives. 

D. Less than 50% of children are weighed effectively; only 11 % of children had a growth card and only 
30% of mothers knew how to interpret II growth card 

Operations Research Studies 

Ohe major study (contracted to Mahldol University) on alternative approaches to the existing village health 
volunteer program has been completed. A large study is being carried out under the auspices of the Office 
of Primary Health Care Management Improvement Unit to investigate and test decentralization strategies 
using one province as a laboratory/pilot. Another OR study is under way to develop a streamlined. 
effective MIS in the same province; this dtudy is integrated with th~l overall decentralization study. 



ZAIRE SYSTEMS ANALYSIS SUMMARY 

Pro/ect Descriotion 

The PRICOR project In Zaire Is being carried out with the collaboration of the various agencies and 
Institutions ;nvolved In planning or Implementing PHC programs In Zaire and with buy-In financial 
support from SANRU/USAID. The project Is being carried out In two parts: Part lis the analyses 
of the PHC system, identification of operatlorial problems and elaboration of the OR agendas. This 
part was carried out with the collaboration of the School of Public Health (SPH); Part II Is the 
execution of approximately 30 OR studies. 15 of which will be managed by the SPH. 

Intervention Systems Analyzed 

Although PHC organization was analyzed In general, there was special emphasis placed on 
Immunization, treatment of diarrhea (ORT), treatment of m,,1lADI and growth monnoring. 

Field Methods 

Data collection instruments (DC) were developed using the version of the thesaurus that was 
available In February 1987. That version was based on pre-test work done In Haiti In December 
1986. The th.:saurus was modified substantially after the Zaire systems analysis. Initial draft DC! 
were prepared by PRICOR staff. These were then taken to lairs and modified at a workshop 
compriSing staff of PRICOR, the SANRU project, FONAMES and the EPI/CCCD project. 
Modifications consisted mainly of additional data desired by USAID/Kinshasa on community 
participation. 

Two teams of 9 persons each were used to analyze PHC activities In health centers and their 
catchment areas in 4 rural health zones, each in 4 different regions of Zaire (Kinshasa, Bandundu, 
Equateur and Shaba). Each field team was composed of a supervisor, a deputy supervisor, 5 
observers/interviewers, and 2 drivers. "he supervisor was a PRICOR staff person, the deputy field 
supervisor was a Zairois with experience in field survey research and PHC. Three 
observer /interviewers were regional supervisors in either the EPI/CCCD or CEPLANUT programs; 
2 Interviewers were secunded from the field interview staff of the National Institute of Statistics. 
The supervisors had all participated in a 6-week pre-test in Zaire done 2 months prior to the 
systems analysis. The other observers/interviewers were trained in a 5-day training session which 
took place in each zone Just prior to the systems analysis. The observers/interviewers were fluent 
In the local language prevalent in the zone where they worked. Training included field practice with 
the instruments and full discussion of each Item. 

Zaire Is a very large country with 300 health zones, each of which may have from 25 to 50 health 
centers. These centers serve from 10-30 villages and a population of about 100,000. Resources 
did not pennlt, nor did the systems analysis objective require a representative natlona! sample In 
collecting systems analysis data. Four regions were selected and a nominal group method was 
used to select the best zone from each region. 

In each zone we selected 4 of the best health centers (HC) and one poorly functioning center, 
based on the assessment of the Medecln Chef de Zone. For household IUrv,YI we selected 4 
villages. One village was the village In which the HC was located. A second was furthest away 
from the HC on the main road, a third was midway between the first and second on the main road, 
and the fourth was far away from the HC but not on a main road. In each vUlage 9 households 
were randomly selected for Interviews. 



The data collection took place from mld.April to mld.June, 1987. Not Including PRICOR staff and 
pre-test expenses, the cost was $48,000. 

Major Ejndjngs 

The systems analysis confirmed that the Zaire's SANRU project has made great progress In 
expanding child survival programs In the zones studied. Coverage of target groups with 
Immuruzatlons and growth monitoring Is consistently high. There Is also active community 
participation. Direct observations reveal that volunteers from local village health committees 
ensure that mothers attend growth monitoring and immunization sessions, as well as selected 
technical tasks. 

The systems analysis also enabled researchers :0 identify areas requiring Improvements. For 
example, most data sources Indicated that health workers often did not adequately educate 
mothers regarding the key child survival tasks they should perform. Most mothers did not 
correctly perform basic home· based treatments. With the Malaria program, 35% of mothers gave 
chloroquine for children with fever, yet most gave ineffective doses. With ORT, though 90% of 
mothers knew about ORT, the great majority were not administering ORT correctly or eHectively to 
their children with diarrhea. Since only a small percentage of children are brought to health 
centers for diarrhea management or malaria treatment, correct performance of PHC tasks by 
mothers at home Is critical to program impact. 

Operations Research Studies 

A workshop was held in September 1987 to review the findings of the systems analysis. About 100 
representatives of various PHC agencies and donor groups helped select 34 priority problems. 
Negotiations were then undertaken with the School of Public Health, SANRU, Sante Pour Tous, 
CEPLANUT and EPljCCCD to supervise a series of OR studies to solve these problems. 
Workshops were held in April and July 1988 to develop protocols of these studies and a third is 
planned for November 1988. Twenty-one stlJdies are underway as of October 1988, covering 15 of 
the priority problem topics. 



PRICOR/ZAIRE UST OF OR STUPIES 

1. Inventory, Description and Rapid Evaluation of Type of Growth Monitoring 
Sessions in Zaire. 

2. Z-88/01/33OO: Description and Testing of Three Models of Growth 
Monitoring Sessions in the Rurel Health Zone of Mangembo. 

3. Z-88/02/33OO: Improvement of Recording of Growth Data in Maternities 
and Health Centers by Health Workers. 

4. Z-88/03/88: Development of an Effective Tool that can be Used by 
Health Center Personnel to Routinely Monitor The KAP. 

5. Z-88/04/3300: Factors Affecting the Utilization of PHC Services 

6. Z-f.8/05/88: Recruitment and Motivation of CHWs and Health Committee 
Mflmbers 

7. Z/SPH/01: Development of an Appropriate Message and Health 
Education Strategy to Train Mothers in ORT. 

8. Z/SPH/02: Development of an Appropriate Message and Heaith 
Education Strategy to Train Mothers In ORT. 

9. Z/SPH/03: Development of an Appropriate Message and Health 
Education Strategy to Teach Mothers the COrrect Use of Chloroquine for 
Febrile Children. 

10. Z/SPH/04: Development of an Appropriate Message and Health 
Education Strategy to Teach Mothers the Correct Use of Chloroquine for 
Febrile Children. 

11. Z /SPH/05: Study l)f the Financial Needs and Source. of Income for 
Health Zone Central Offices. 

12. Z/SPH/06: Study of the Financial Needs and Sources of Income for 
Health Zone Central Offices. 

13. Z/SPH/07: Study of Factors Related to Utilization of Child Survival 
Services. 

14. Z/SPH/08: Study of Factors Related to Utilization of Child Survival 
Services. 

15. Z/SPH/09: Study of Factors Related to Utilization of Child Survival 
Services. 

16. Z/SPH/l0: Study of Factors Related to Utilization of Child Survival 
C:ap\'ll"a~ 



17. Z/SPH/11: Analysis of th~ Problem of Mothers Who don't Give Home 
Chloroquine Treatment to their Febrile. 

1B. Z/SPH/12: Analysis of the Problem of Mothers Who don't Give Home 
Chloroquine Treatment to their Febrile. 

19. Z/SPH/13: Study to Improve the Management of Acute Diarrhea Cases 
in Children in Health Centers. 

20. Z/SPH/14: Development of a Method for Health Educators and Their 
Supervisors to Evaluate the Efficacy of Their Health Education Sessions in 
Health Centers. 

21. Z/SPH/15: Study of the Discordance between Reported Vaccination for 
Immunizable Diseases. 

22. Z/SPH/16: Study of the Causes of Low DTP and Polio Vaccination 
Completion Rates and How to Increase Them. 
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A~NEX 4 

The PRISM Systems Analysis Model 
A Summary with Emphasis on the Framework of Analysis 

INTRODUCTION 

The PQI~M Group has undertaken a country study in Peru to assess primary health 
care (pH C) programs under the tenns of a subcontract to U.S.A.I.D. Cooperative 
Agreement #DPE-5920-A-00-5056-00: Primary Health Care Operations Research 
(PRICOR) Project. The PRISM Can a Sur PRICOR Project is being done in 
collaboration with the Peru Ministry of Health and focuses on PHC service 
delivery in 14 health centers located in the southern peri-urban fringe (the "Cono 
Sur") of Lima, Peru. 

One of the tenns of the subcontract called for PRISM to produce, if it chose, an 
alternative to the existing PRICOR approach to systems analysis. We have 
exercised this option and have developed the PRISM Systems Analysis Model, or 
PPJSM SAM, which is summarized below. We have given particular emphasis to 
the framework of analysis since this is where the PRISM SAM and the existing 
PRICOR approach differ most. 

BACKGROUND 

1,Ve try to view "PHC systems analysis" from the perspective of the health systems 
manager as well as that of the scientist. The following definition is intended to 
capture this concern for both sound theory and practical utility: 

PBe .yftem, anal~~ I.: 

I) the .ntematlc and .electlve meanrement o/.tractare. 
proce •• and oatcome indicator. en com "a • .mg the 
performance olprimU7 health care .ernce or(l8lli6atlon.; 

tJralaated Jrithin 

8) an analrtical Inmework ."blch .peclfjfl~ relevant and te.,.ble 
relation.JUp. between the three cla'~fI~ of indicator.: 

3) 

and directed toward 

the/dentillcation o/ellectlve action. th.t can be taken by 
opentlon. management to correct delfcJencle. or othenrl.e 
Improve indlvidaal or or(l8lli6atlon performance. 
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The three classes of indicators referred to in the first paragraph of this definition 
were first distinguished with precision by Donabedian.' Structural indicator. 
are those organizational attributes which detennine an organization's potential or 
capacity for effective work (e.g., proportion of registered nurses, average 
educational level of health auxiliaries). 

Proce •• indicators have dimensions of quality and quantity and relate to 
members' activities in carrying on their work. Process indicators apply both to 
direct services such as care and patient education and to support services such 
as supervision, logistics, etc. 

Outcome indicators refer to the status of the objects on whom the work is 
perfonned. Changes in characteristics that can be attributed to the work 
perfonned upon them can be interpreted as impact. The most common 
examples of outcome indicators are morbidity and mortality. 

The steps required for implementing such a systems analysis are: 1) develop an 
analytical framework; 2) construct a set of measurement instruments; and 3) 
define and put into action a process for implementation. These steps are 
sununarized in more detail in the following sections. 

Many of the ideas and approaches that have gone into creating the current PRISM 
SAM have been developed and proven by others. We have gleaned much of this 
material from the U.S. domestic literature on management, organization theory 
and behavior, information systems and cybernetics, education, and 
psychometrics. The writings of Donabedian on quality assessment, which we 
referenced earlier, plus those of Van de Ven and Feary on organization 
assessment, and Shortell on health care management have been particularly 
noteworthy as sources of much of what has been incorporated into the theoretical 
framework of the current SAM. 

DIFFERENCES BETWEEN THE PRISM SAM AND THE EXISTING 
PRICOR APPROACH 

Though some theoretical aspects of the PRISM SAM remain sketchy and many 
analytical components remain to be operationalized and tested, it is already clear 
from our experience that the model is both sound and powerful. It shares with 
the existing PRICOR approach a special emphasis on process indicators in the 
measurement of performance. In a number of important respects, however, it 
represents a significant departure from the existing model: 

Donabedian. A. Evaluating the qumty or medical care. Milbank Memorial Fund Quarterly. 44(2): 188·208. 1988. 
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a. The SAM has, at its core, a comprehensive model of the Health 
Center as a complete operating system (Figure I, described in more 
detail below). This system model comprises six distinct modules, 
three of which are concerned with structure, two with process and 
one with outcome. The model describes relationships between 
these six modules and CI;;ltes a rigorous framework for analysis. 

TlIe existing PRICOR approacll embodies a defmedpror:ess model (i.e., 110'" to C3l7Y out an 
evaluation), but nosystsm model beyond tlle undifferentllJted InputlPror:esslOutput model of General 
Systsms'TlIeory. 

b. The SAM is designed from the point of view of the Health Center 
Director: primarily to meet his or her needs at the health center 
level for routine performance infonnation linked to activities and 
infrastructure that are Wlder his or her control. 

The eJdsdng PRICOR approacll is unclear as to its pnrmuy constituency but "ppears to trike a 
perspective similar to L'uJt ofa member ofan ad 1I0c evaluation tsam. TlIe measures used are aimed at a 
Vluiety of cliIferent lemls of analysis (i.e., tlle lIealth center, tlIe supra-organization, and tlIe community) 
",ithout being dearly difTerentiated in this regard. 

c. The development of analytical instruments nows directly from the 
comprehensive systems model and the perspective just mentioned. 
This process has five main steps: 

1) Each of the six modules in the system model of Figure 1 is 
described by a limited set of concepts. For example, the 
Support Service Structure, which is Module II, is described by 
IS concepts having to do with job design (e.g., task difficulty) 
and job incumbent characteristics (e.g., expertise). 

Ideally, each of these concepts will possess a unique meaning 
in the set and this meaning will be consistent when the 
concept is applied to different PHC programs or to the same 
program in different cOWltries. 

2) Each concept is operationalized by defining an indicator and 
establishing the rules for its use and interpretation. 
Examples of indicators range from a single-item evaluation 
(e.g., on the socioemotive behavior scale "uninvolved/ bored 
to interested/concerned") to a score for the perfonnance of a 
complex task tested by a shllulation exercise (e.g. ability to 
diagnosis dehydration status during a role-playing exercise), 

Nevertheless, each indicator is assumed to be measuring a 
urrique dimension. Whenever Dossible, indicators are 
adapted from successful, published methodologies. 
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3) The specific maIUler in which each dimension is measured is 
chosen to meet local conditions. This step includes the 
designation of which items are to be used to measure a 
dimension, how they are to be presented (e.g., the phrasing of 
a question), and from whom the data is to be collected. 

In the Cono Sur analysis, items are chosen in close 
collaboration with the local 'PHC-providers in the Cono Sur. 
For performance dimensions, international and national nonns 
of good performance in specific program areas are 
interpreted for the loc-a! reality by working groups of 
physicians, nurses, nurse-midwives, and health awtiliaries 
operating under the guidance of PRICOR Project staff. This is 
a highly interactive process with many iterations. 

The Project staff's function is to enE.'Ul'e that the integrity of the 
system model and its concepts are maintained during this 
process, that significant deviations from the norms are limited 
to cases of absolute necessity. and that all accepted items are 
clearly defined with respect to their role as measures and 
unambiguous in their presentation. 

4) Instruments are prepared and pilot tested in health centers 
other than those involved in the primary systems analysis. 

5) The reliability and validity of indicators is evaluated using 
accepted psychometric techniques. Modifications are 
brought back to the working groups for their concurrence at 
all stages of the evaluation and final writing of the instruments. 

In conlrBst to the process described in Steps J throu~h E. the Jarge set ofitems used in the existing 
PRICOR approach (and compiled in the PRICOR Thesaurus) were produced by groups ofinlflmationaJ 
experts working without an explicit system model, The content validity of prop06ed ite11Uf I'f'&f usually 
the only theoretical cn'lfln'on for their acceptance and Jtems wers expre5S9d in Iflnns that wers 
d elibe 11IIflJ y Jrr-pt as general as possible. 

Ths ilflms found in the PRICOR Thesaurus are conceptually isolated from one another and can only be 
trsated as independent measures. In their c:lllT6nt state. they cannot properly be a ggregalfld or 
colJapJild to gene11l1fl valid indiclltar:J of the concepts usually used in discussing PHC. As II rssult, the 
product of early PRICOR country studies has been a JIU'{19 body of dllta that has been cJ.jJfjcu1t to digest 
and sununlllire elIectiveJy. The early analyses have been limited to ilflm-tJpecjfic error 11Ites and C1'O.'U
tabulations that do not produce many althe hoped-for uzsights into the process of health CIll'8 delivery. 
Once the tabulations.rs complelfld, thers is no conceptual b&sis on which to procsfld Jrith an 
• .rII17ZinIJtion ofpo.ss.ibJe ralationships between process and outcOli.e. 

d. The SAM process model assumes the participation of one or more 
working groups from the system under study in all phases of SAM 
implementation. These groups det,=rmine the goals of the analysis 
and the criteria to be used and actions to be taken to resolve 
problems should they be identifiefJ. 

The process model is heavily committed to the rapid feedback of 
swnrnary infonnation to these worl:ing groups in order that they 
might advise on subsequent iterations of the systems analysis. As a 
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result, many problems will be resolved during systems analysis and 
will not require dedicated operations research projects as a follow
up. The SAM is ultimately intended to become a routine part of the 
PMOH management/health information system. 

The existing PRICOR proc9/1S model i3 dosel to II tradJoonallld hoc evalullooon teamllpprOllch in '. '''ich 
II .mgle cycle of systems lI1Iltlysis is carried outo Thf: results IIT9 then used :0 pinpoint upeets of HI" jce 
dehovery needing IINention, ."Jtjch IIT9 subsequentlr IIddressed by individulll op61fJti01l!l reHarch 
projectso Client ."orking groups, /gedback loops. and structunJl6lJPports for routine implementation of 
systems 1IMlysj.! IIT9 not &xpJicitly II part of the existulf1 PRICOR approacho 

I 

TH,E ASSESSMENT OF PRIMARY HEALTH CARE SERVICE 
DE:LIVERY: Need. and Goal. 

It is em error to believe that, since the content of PHC comprises "simple" 
activities, the system for delivering PHC must also be relatively simple in its basic 
nature. From a management perspective, nothing could be farther from the 
truth. Peripheral service systems that deliver PHC are highly decentralized, 
variable, and incentive- and resource-limited; they are anything but simple. 

Rapid and superficial evaluation schemes based on output and outcome 
indicators are often advocated in the assessment of PHC services. The argument 
given is usually that of limited financial, logistic. or human resources. 

Such evaluations tell us whether a program is meeting its goals or not but they 
reveal nothing about how a system is actually functioning or where the problems 
might be. For this, the importance of assessing structure and process as well as 
outcome must be recognized in evaluating a health care organization. 

There is also a need to develop methods that adequately measure performance 
among systems that vary widely in their programs, resources, or environment. 
As a start, this calls for standardized, replicable analytical instruments that have 
undergone rigorous testing. The development of such instruments is a 
sophisticated process but the ultimate products must be relatively simple to use. 

The final "kits" for system analysis should consist of proven indicators and 
instruments, clear step-by-step application protocols, and efficient heuristics for 
determining what approach to take as the analysis proceeds and problems are 
encountered. With such kits, a system's local operations managers would have 
the tools necessary to monitor the performance of their own units, identify 
problems, and remedy many of them without having to call on outside expert 
assistance. At the same time, expert evaluation teamH from higher levels in the 
same system coulci use the same or more sophisticated kits to augment and 
monitor these management efforts. 
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SAM FRAMEWORK OF ANALYSIS 

LEVEL OF ANALYSIS AND CONSTITUENCY 

The level of analysis employed in the PRISM SAM is the health center, the lowest 
level in the PMOH system that provides integrated PHC services as an 
independently functioning operational unit. In general, the health center is 
directed by a physician and has a number of ancillary health posts (staffed by 
health auxiliaries) that are managed and supervised from the health center. 

Even though the health center is the focus, the SAM must take into accoWlt 
certain relationships between the health center and its supra-organization and 
between the health center and the community it serves. Flow of resources to the 
health center and the geographical location of physical facilities are obvious 
examples of such relationships. 

We have chosen the health center directors as the primary constituency for the 
PRISM SAM. Other, higher-level, managers in the PMOH system could have 
been chosen (they will still benefit from the information produced in any case) 
but keeping our perspective on the health center director's needs and desires 
seems most in keeping with the operations-level focus of the original PRICOR 
scope of work. 

Effective management at the health center level is. by far, the most important 
detenninant in successful service delivery. Furthermore, systems analysis aimed 
primarily at this level can be "aggregated" with relative ease to serve the needs 
of higher level management as well. By concentrating most of its attention on the 
process of service delivery, the PRISM SAM aims to provide a set of useful tools 
to health system managers to use in their efforts to promote better health care. 

THE DOMAIN OF ANALYSIS AND OPERATIONAL MODEL 

As Figure I illustrates, the focal point of the PRISM ~ I\M is the set of activities 
associated with service delivery, both Support Service Activities (Module IV) and 
Direct Service Activities (Module V). Support Services comprises three 
elements: supervision, logistics, and information system/training. Direct 
Services comprises two elements: care-giving and promotion/education. All 
process indicators in the PRISM SAM are contained in these two modules. 

An example of a set of process indicators is that used to describe Care-giving, 
one of the two elements in the Direct Services module: 

CONTBN'l' KNOWLEDGE 

CLINICAL ASSESSMENT 
PhysicaleDmin8tion 
HI.tory-t.Jdng 
Par.c~cal.erYic •• 
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DIAGNOSIS 
'l'heoretlcal re •• onlng .blllty 
Practical prollclency 

REA'rMBNT 
Choice 
"eclmlque 

SOCIOEMOTIVE BEHAVIOR 
Uninvolved/Bored -Intere6ted/Concemed 
Angry/IrrItated -Friendly/Warm 
~oa./Nerroa.-Calm/Rel ... d 
Arrogant/Belltt1lng - Egalitarian/Re.pectfal 

FOLLOWUP 

MA1N7'BNANCE OF MATERIEL 

PREPAREDNESS 

RECORD-KEEPING 

COVERAGE 
Percent olpenon. needing care who received It 
Namber olper.on. tre.ted 

All but the last of the indicators on the list are measures of quality. Coverage, the 
final indicator, is a measure of the quantity of service provided. In casual 
thinking about health service delivery, coverage is sometimes mistakenly treated 
as an outcome, perhB.ps because it is often measured by community survey along 
with true outcomes such as morbidity. Nevertheless, coverage is a measure of 
the quantity of service output or work done and is. therefore, a process indicator. 

The specific items employed to measure each of these dimerisions are specific to 
the PHC program under study (e.g., inununizations, control of diarrhea, growth 
monitoring). For example, the three dimen~~ion~ which comprise "Clinical 
Assessment" (under Care-giving) for the Diarrhea Control Program are measured 
by the items listed below: 

Hi_tory 

Bacce .. tally obtained inlorm.tlon aboat
put tfiarrh .. 
romiting 
IJIiMtion 
thint 
blood or ma~ in "001 
dru8tion 0/ tlivrlr .. 

(_ell Ita," a.-la frail! CHIaI d_. I~_ b.1 ... poorl, ala b. a •• I ... I· dGw wI'-I IIIuIaa an .. b.t 
wtlhaal gaII1na canee! cWa.lo u_ canaetI,) 

Phy_leal.am 

Correctly determined the mte 01-
pnenl pIr~t2l."t • . ~. 
moatJr and longue 
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n.pintion 
d:intargor 
"w.e 
fontaneHe 
tNigllt 1.,.. due to dell~tion 
nutritional"'" 
,.mpenllun 

(~._ • ..a. rr- 1101; _ ...... far m.t~ 

PuacUnlca1.~mc •• 

Not rei. rant lor lb. c1Jarrh •• prognm ill. h • .J1b center t:Dllt.zt 

These items are all given local.operational definitions so they can be used as 
measures in the analytical instruments being developed. An example of such an 
operational definition would be expressing "past diarrhea" as the nwnber of 
stools passed in the past 24 hours irrespective of their physical state (the norms of 
another country's health system may define diarrhea in terms of the excretion of 
liquid stool, for example). These definitions are included in the training package 
given to each of the raters or observers using the instrument. 

Referring to the two dimensions and their measures just listed, it is obvious that 
error rates for individual items may be calculated, but that it is also possible to 
score indicators and use these scores in a variety of ways to give an in-depth 
picture of performance in these dimensions. 

Individual health workers can, for example, be scored on how well they got a 
history or did a physical examination. Their performance can be compared to 
other workers in the same health center. Average health center performance CaI1 
be compared to that of other health centers and scores can continue to be 
aggregated and compared at even higher levels in the health system. 

Scores for a given set of process indicators can also be correlated with scores for 
other indicators to look for significant relationships. 'I'his is an important power 01 
the SAM: to be able to look for factors that appear to be closely associated with 
noteworthy performance, either good or bad. For health center managers, such 
relationships would generally focus on process indicators while higher-level 
management in the PMOH would more likely focus on outcomes. At either level, 
once significant associations are identified, they can be profitably used in 
managing for improved performance. The same indicators can then be used to 
monitor performance changes in response to this effort. 

The s!ructural indicators, or organizational attributes, in Fig. I are divided 
among three modules: I - Organizational Functional Structure, IT - Support 
Service Structure, and m -Direct Service Structure. Module 1 contains all genera 
indicators of a unit's structural character (e.g .. distribution of unit authority, 
nwnber of job titles in unit). It also includes indicators of intra-unit and inter-unit 
relationships (e.g., intraunit communication, inter-unit resource dependence). 
Inter-unit relationships consider the health center as the focus in its dealing with 
either the supra-organization or the communit~; 

Support or Direct Services Structure (Modules II and III) contain indicators that 
relate to the job design or job incumbent characteristics of the work positions 
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and personnel assigned to either support or direct services. The elements in 
these structural modules parallel those in the Activities Modules (IV and V): 
supervision, logistics and information systems/training elements in Support 
Service Structure and care-giving and promotion/education elements in the 
Direct Service Structure. 

The same set of indicators is used to describe each of the five elements in the two 
modules. There are 15 dimensions overall. Examples of some of them are: job 
specialization, job standardization, job pressure. task difficulty, age of and job 
incumbent. 

The outcome indicators contained in Module VI include only those 
characteristics in the population served that can be thought of as related to the 
direct service activities Wlder study. Outcomes in the PRISM SAM refer strictly 
to what are traditionally called "impacts" (Simple coverage measures are treated 
above as process indicators, i.e., quantity of work done ). 

The arrows connecting modules in Figure I, and their directions, indicate the 
potential relationships being hypothesized in the domain of analysis. The 
intention in establishing these hypotheses is to create a basis for testing 
associations once data is available. 

In selecting items to measure the dimensions discussed above, the SAM, much 
like the existing PRICOR approach, starts with items that have significant content
validity based on international and local consensus criteria. The model proceeds 
from there, however, to create a context in which to establish the predictive 
validity of key jndicators in the structural and process modules. 

Establishing predictive validity must be done within the framework of 
relationships established by the theoretical model. We do not exclude the 
possibility of accepting empirical generalizations based on statistical 
associations that cannot be successfully explained by our existing theoretical 
model In establishing predictive validity, process measures can fWlction both as 
independent variables (to outcome indicators as dependent variables) and as 
dependent variables (to structural or other process indicators as independent 
variables). 

METHODOLOGY OF INSTRUMENT CONSTRUCTION 

The methodology we use for constructing and applying the actual analytical 
instruments based on the SAM is relatively traditional and needs little 
explanation. A set of instruments is required for each of the specific programs 
included in the systems analysis. The basic structure of the instruments and their 
indicators is maintained for each program, but soecific items employed and the 
operational definition of the indicators will obviously be program-dependent. 
The instruments mainly employed are given in the following list: 

QUESTIONNAIRES 
General.tnJctaral (anlt de.Jgn.lnter-anit rel.tiouhlp.) 
lob de.Jgn (lor npport ud direct .enlce penonnel) 
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EXAMINATION OF CONTENT KNOWLEDGE AND THEORETICAL REASONING 
Sapem.ory 
c.re-glrinl1 

SIMULATION EXERCI8f;S (lOLE-PLATING) 
Sa~nI.Jon 
ftalninl1 
c.r.-gJrinl1 
PromodonlBdac.don 

DC om REVIEW AND IN'l'ERVIEW WOIESHEET 
Saperrilr/on 
Loglltlc. Sernc •• 
br/o.Sp.l'l'nlJnJn11 
c.r.-gJrinl1 
Prom odtmlBda c. don 

ACTUAL SITUATION CHECnIST 
Cu.-gJrlnl1 
PromodonlBdac.don 

PATIENT EXIT INTERVIEW 
COMMUNITY MEMBER INTERVIEW 

The major innovation we have introduced in methodology is an attempt to get 
around the limitations imposed by observations of actual patient encounters by 
using a battery of instruments whose validity, individually, is less open to 
question. This is in contrast to the existing PRICOR approach which places 
heavy emphasis on the use of observation of actual encounter sessions as the 
source of data for perfonnance evaluation. 

While actual encounter observation has Wldeniable strengths, it has serious 
disadvantages in that: 1) observations are made in an uncontrolled and non
standard situation so compari&or.s between workers are difficult; 2) observing 
many types of encounters depends on waiting (perhaps long periods) for 
unscheduled clinic visits; 3) it is often impossible to collect "negative" 
observations of the health worker (e.g., that helshe notes that the child does not 
have a rash or a cough or a broken arm); and 4) procedural reactivity (the effect 
of the observation process on subject behavior) Wldercuts, to an unknown extent, 
the assumption that typical performance is being observed. 

Our approach has been to employ simulation exercises, or role-playing, with 
standardized vignettes to test the perfonnance of health service delivery 
persQIUlel in basic care-giving and educational activities. The evaluation is done 
within a non-threatening context in which the exercise is treated as the first stage 
of a personalized in-service training session. It is made clear to the subject that 
he or she is being asked to perform as well as possible so that the 
observer/trainer can .;ee what the person's real strengths and lor weaknesses are 
in the topic activity. Such simulation exercises carried out in this way avoid most, 
if not all, of the theoretical and practical weaknesses of direct encounter 
observation. 

The data obtained from simulation exercises clearly represents maximal as 
opposed to typical perfonnance. Two points ar'? important, however. The first is 
that inadequate maximal perfonnance (a fairly cammon result in our testing so 
far) can be taken as an excellent indicator of inadequate typical performance. 
This has been confinned both by direct encoWlter observations and by 
interviews with the supervisors of these individuals. Workers who routinely fail 
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to do something right in their day-to-day activity are wilikely to be able to change 
when challenged by the reasonably fast-paced simulation exercise we have 
designed. 

The second point is that maximal perfonnance data is not interpreted in isolation. 
The complete battery of instruments for individual performance appraisal 
includes the simulation exercise, a verbal examination of content knowledge and 
theoretical reasoning ability, a record review and interview session with the 
worker, and the "actual situation checklist". 

This last innovation is based on the principle of critical incidents monitoring. The 
checklist contains items that can be observed quickly and unambiguously during 
a short, surprise visit to the health center or health post. Each item selected also 
is considered as a useful measure of whether or not the health worker is able to 
give adequate service. Of the indicators listed on Page 6 for Care-giving, for 
example, "MaiIllenance of Materiel" and "Preparedness" are measured using an 
Actual Situation Checklist which would include items such as availability of 
necessary drugs, instruments, etc. and the state in which they were found. 

Our approach to individual performance evaluation assumes that any significant 
failure in typical performance will show up in at least one of the measures used in 
the battery of instruments we employ. We believe. in fact, that the battery 
approach will prove far more sensitive, since many more observations can be 
made with the same commitment oi resources. 
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BASIC MATRIX FOR FRAMEWORK OF ANALYSIS 

SYSTEM ELEMENTS 

-----------------
Functional Elements (FE) 

HEALTH CENTER 

SUPER-ORGANIZAT. 

COMMUNITY 

Program Elements (PE) 

Support Service (SS) 

SUPERVISION 

LOGISTICS 

INFO.SYS.lTRAINING 

Direct Service (OS) 

CARE 

PROMOTION lEDUC. 

Headings: 
Org. Attrib. -

IMaxPerf
IActPerf -
UnitPerf-

IndivLink
UnitLink-

---ANALYTICAL GROUPINGS IN INDICATOR CLASS:---
STRUCTURE PROCESS -OUTCOME-
Org.Attrib. IMaxPerf ~ctPerf UnitPerf IndivLink UnitLink 

O·OAI) 

JU (a ,b)· III CI DI EI 

A2(cy. 112 D2 

A3(c)· 113 D3 

0I·0A2) 

A4(d) I 
A8(d) 

AB(d) 

on·OAl) 

A7(d) 

A8(d) 

OV. PAl) 

B4 

BS 

86 

(V. PA2) 

B7 

B8 

C4 

C~ 

CF 

C7 

CB 

Dr 
D8-

Organizational Attributes: 

E4 

(VI·IAI) 

E7 

E8 

(a) Macroorganizational Design 
(b) Unit Design 
(c) Inter-Unit Relations 
(d) Job Design 

Individual Maximum Performance 
Individual Actual Performance 
Unit Performance 

Linked to Performance of an Individual 
Linked tc Unit Performance 

Fl 

F2 

F3 

F4" 

F6 

F6 

FB-

Other: Boxes represent Modules defined in Figure I - Domain of Analysis. The figure in 
parenthesis above each box gives the Module number in Roman numerals and the type of 
instruments employed in the evaluation of each: OAI - Organization Assessment; PAI
Performance Assessment; and IAI - Impact A~~essment. 

Redlined Groupings 

• 

-
IImaIJ PrInt 

Pseudo-Grout:'ln::rs: indicatozs taken from other analytical 
groupings 

FE Indicators in Module I may be derived by aggregating 
PE Indicators in Modules II and III 

Unit Indicators may be derived by aggregating Individual 
Indicators within the same Module and Element 

Analytical Grouping is not relevant to cUllent framework of 
analysis 
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