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the effectiveness of international health projects?
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programs i. developing nations

" How can the management of health services be adequately
 

evaluated?
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IN130OUCTION 

Since 1973, the National Council for International Health (UCIN) has 
sponsored several conferences to address the major issues in iiyroving 
tqorlJwide health conditions, especially for ths doveloplwi nations. Past 
corfetenc's have concentrated an such topics as OThe Healm of the ramily,6 
OChL~d Health in a Charging World,' "Health and International Develogmart,a 
and *The Private Sect r in Primary nealth Care.0 The tepic of the 19Uf 
Conf2rence %as "Measuring Progress," with a primsry focus on th? 
international health efforts of the prtvate sector. 

Private sector organizations, especially the private and voluntary 
organizations (PVOs), play an important role in funding and/or managing 
health projects in the developing world. Yet moet of these organizations 
ate manageO on tight budgets, with often insufficient funding for achieving 
their goals. The economic Aupact of recession and inflation has further 
limited ftnancial contributions by a generous public. Thus these 
organizations must demonstrate efficient program operation to maintain 
public donor support. At the sam time, they must ensure hest-country 
government input and self-reliance to advance the cor,:ept of Primary Health 
Care, the World Hralth Organization strategy for achieving OeHalth for All 
by the Year 2000.' In addition, the Lmp-._t of their projects must be 
assessed by the beneficiaries of health projects, in or&'r to assure two-way 
responsibility for health improvefient. 

Private sector hea).th projects represent a wide diversity of management 
styles, program o-.wsations, staff capabilities and geographic-cultural 
locales. This heterogeneous quality of the private sector resultb in a 
diversity of evaluation strategies ranging from the impressionistic to the 
highly quantitative. Measurement strategies often differ depending upon 
whether the evaluation is for the funding agencies, management, field 
workers or ti'e benOficiaries. In adition, concern for the social and 
political conwequences of evaluation often influences evaluation design. 
This variety of evaluation purposes and methodologies requires a thorough 
examination not only by each private se".tor organization, but by the 
international health community at large, because reliable measurements of 
progress are crucial and integral elements of program design. 

In general, evaluation procedures serve to monitor ongoing program 
operation, measure the actual Impact of a program ,n local health conditions 
and provide management with information for pcr._-inaking. These purposes 
raise questions of both process and outcome measurements, as well as the use 
of such measures by those at all levels of decision-making. Thus the 1980 
MCIH Conference participants focused their attention on the forum topics: 
"Outcomes -- What in Useful?" "Process Indicators: Coverage, .quity and 
Commnity Participation, OCost/Densfit Concepts," and sManagement and 
Services." As the following proceedings demonstrate, these topics provoke 
many divers* opinions. Yet thay also demonstrate the critical and complex 
thinking required in developing adequate and appropriate measures of 
progress. 

The MCIN hopes that the publication of these conference proceedings wi.& 
stimulate further action to improve international health efforts and 
increase mutual trust among donors, participating nations, project staff 
and, oat importantly, the coiunties served. 
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1. KKVUOTK ADORSV.S 

The measurement of progress is an indicator of
 
comimtmont to achieving "Health for Ali." If 
evaluation in excluded from the program plan, 
then the comitment mst be questioned. At the 
technical level, evaluation is essentially a
 
management tool for planning and adaptation, 
revealing programe failures and solutions. It 
can also lead to a clearer understanding of 
problems and perhaps a redefinition of objectives 
and target groups. Thus evaluation is crucial to
 
progress in health and development.
 

Susan Cole-King 

Those associated with any review or evaluation 
process often make an overarching assumption 
that the performance of a project can be 
enhanced ad infinitum. 
This stems from belief
 
in the credo that "there is always room for
 
improvement." On the other hand proponents of 
the 3tatus quo are not blind obstructionists
 
when they state, "If it works, don't fix it." 
Change is not synonymous with advancement and 
measurements of change, no matter how accurate, 
are not necessarily indices of progress.
 

Calvin H. Sinnette
 



HEALTH AND DLVIIfNT
 
ANATff or De-ISIOn-NAKIMG
 

Susan Cole-King
 

Keynote Speaker
 

In 1lO one of the moat historically significant evaluation reports waspublished in this country, uhanqing the whole basis of medical education and
placing it on a sound scientific footing. The Flexner Report Y awas
major contribution to the development of more effective scientific clinical
medicine both in the United States and in Europe. Yet today, the system of
medical education itself is increasingly recognized as a serious cnnstraint 
to the development relevant health theof care for world's people. One is
reminded of a line from an English hymn, *Time sakes ancient good uncouth." 

Real progress can be made only if accepted are
practices critically

examined and fundamental questions asked about even the most "sacred cows." 
Evaluation is not a technique, but an attitude--a willingness 
to te

open-minded and critical. In the health field one must constantly ask 
whether policies and procedures are relevant to the health problems of today. 

During the past year, the international health community, through the
World Health Assembly, has established a staggeringly courageous target of 
achieving "Health for All by the Year 
2000." It could be said that this is

either another example of World Health Organization "globaloney," or a
serious and exciting challenge to mankind. Without going into the complex
and perhaps contentious issues implied by the goal "health for all," in a 
general way one knows 
what that means and that it Is technically possible.
The rcal problem is whether "Health for All" is socially and politically
possible. The solution requires profound changes in attitudes and behaviour 
at all levels of society and within the health sector itself, in both rich 
and poor countries.
 

Evaluation greatly contributes to attitude change and should be regarded
as part of the change process, as part of programme development itself.
Evaluators, 
like planners, should be change agents. Measurement of progress

toward "Health for All" 
 is actually a tool for achieving it. Such
 
masurem-nt can be a motivating influence to generate new ideas and sharpen
objectives. Evaluation of Primary Health Care can clarify the meaning and 
practical content of that concept.
 

Evaluation can also serve as a political lever to illustrate inequity and
injustice. For instance, demonstrating regional and socio-ecoomic

differences in Infant Mortality Rates or reasons for programe failures

force national decision-makers 

can
 
to take action. Evaluation results can be

used as weapons by those without power, such as minority groups and poor
sn, to achieve social This one whyjustice. is reason evaluation is sothreatening for those hoping to maintain the status quo. At the

international level, if the politicians of a country find it has an average

Infant Mortality Rate two-thirds highs- than another country with similara 
per capita income, they may be moved to take action. Also health Indicators 
are increasingly recognized indicators overallas of development
measures of quality of life, social progress and the extent to which 

and 
basic

needs are being mt. Evaluation of health progress, then, can be a powerful
political weapon for achieving social justice. 
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The wmasurement of progress is also an indicator of commitment to 
achieving "Health for Al1." If evaluation is excluded from the program 
plan, then the comitment must be questioned. At the technical level, 
evaluation is essentially a management tool for planning and adaptation, 
revealing programme failures and solutions. It can also lead to a clearer 
understanding of problem and perhaps a redefinition of objectives and 

target groups. Thus evaluation is crucial to progress in halth and 

development. 

What exactly is meant by *evaluation"? At its simplest level,
 

evaluation involves value judgements -- asking whether collected information
 

is any 'good.' The crucial issue, of course, is what in meant by 'good." 

There are essentially two main approaches to health programme evaluation. 

The first approach is 'achievement' oriented, the second is 'process' 
oriented. These have been aptly characterized as autopsy and check-up. 

Autopey is used, for example, to test an approach or strategy and to 
generate theories, while check-up is used primarily as an ongoing managerial
 

tool for adaptive control. They are not, however, mutually exclusive: both
 

are appropriate and relevant, dependinq upon the evaluation questions and
 

the reason for the ?valuation. The autopsy approach is related to larger
 

policy issues and questions of useful planning alternatives and appropriate
 

interventions. The check-up approach is related more to day-to-day 
decision-making, but there really is no clear-cut borderline. It is 

probably a false dichotomy. Both are needed. 

Decision-making
 

Central to the concept of evaluation is the notion of feedback. *Our
 

purpose is not merely to understand the world but to change it.* Evaluation
 

in isolation from decision-making is meaningless. The title of this address
 

refers, somewhat obscurely perhaps, to the anatomy of decision-making. 

Perhaps it would be more accurate to refer to the *pathology" of decision

mnkinq. 

Decision-making for heaith development is rarely based on rational
 

criteria or information feedback. It is governed by vested interests,
 

prejudice, outcomes of power struggles, culture of bureaucracies and
 

preconceived assumptions about interventions, particularly of the
 

technico-edical kind. One of the most critical problems is the lack of 

communication between individuals and groups within a bureaucracy, between 

the periphery and the technical managerial functions at different levels, 

and between all these and the policy decision-makers at the top. Many of 

the problems in health services planning resulting in inappropriate, 

unutilized services are derived from the lack of communication about needs 

and demands at the periphery. In some cases no decision-making occurs at 

all -- merely a blind momentum. The real challenge for evaluation experts 

tonay is to use evaluation to improve decision-making. 

Evaluation for Whom?
 

In considering an evaluation, crucial questions are: who is the 

evaluation for? Whose questions will be answered? Are they those of the 

external funding agency? The programme managers or top level planners? The 

health workers involved at the intermediate and field levels? The 

beneficiaries themselves? Which beneficiaries? The poor? The women? All 

these groups have a legitimate right to ask questions. There may be 

overlapping interests, but the questions each group deems important are 

likely to differ. The emphasis today on a participatory approach to 

evaluation recognizes that investigators and their subjects perceive 

different realities. There are different views of public good, 
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social reality and even definitions of health. It is arrogant, exploitative
 
and counter-productive for researchers, funding agencies or health planners

alone to determine what should be investigated. All have their biases and
 
value systems. Some would argue that if different groups have such
 
conflicting interests, thin consensus among professionals, managers and
 
consumers is unlikely in the real world. In an evaluation concerning the
 
allocation of a scarce and highly valued good, there 
 is likely to be
 
considerable conflict in objectives. 
Much depends on who defined the health
 
needs in the first place. There are many groups in society who have major
 
health needs, but no voice, such as women. This conflict is cne reason why
 
objectives and targets are so often ill-defined: hidden conflicts are
 
manageable if they remain vague, incoherent and mystified. To sharpen them
 
would be to expose these conflicting interests. While consensus is a goal,
 
let it be recognized that different actors have different preceptions of
 
need and objectives. Those concerned about evaluation must be sensitive to
 
different groups, particularly those who have few means to articulate 
their
 
needs.
 

Evaluation is a learning process and learninq takes place through
 
involvement, which influences attitudes. Which of the various interest
 
groups has a prior claim for learning? which changes in attitudes 
must
 
precede programme changes? International and/or funding aqen.:es must learn
 
the answers to determine how and wh, re to spend their money more
 
effectively. Planners and programme managers need to know whether
 
objectives are being reached and, in the light of experience, if the
 
objectives are right. They need to know what strategies to adopt; for
 
example, whether innovative health worker training programmes 
 are
 
appropriate and effective. The health workers themselves also need to get
 
feedback: 
 Are they reaching the mothers at risk for antenatal care? flow
 
msny of the children have been vaccinated? Most importantly, who has not
 
been vaccinated? Is malnutrition decreasing? If not, why not? What are
 
the underlying causes? 
What can health workers do to change the situation?
 

The people themselves will want to ask a range of similar questions from
 
which to learn. Are they getting what they think they need from this health
 
programme? What do they really need? Has anything improved for them? Do
 
less children die each year? 
 Are there less poor people in their
 
community? How is sickness contributing to their poverty? What can they
 
themselves do to change the situation? How can 
they get more power to
 
influence decisions about access to public resources? Priorities regarding
 
the various interests served by 
the evaluation must be known at the outset.
 
P.valuation for whom? Whose indicators? Whose objectives?
 

Obeciity
 

There is an assumption that evaluation must be scientifically objective. 
Such an assumption implies a lack of involvement in and commitment to a 
programme. But identification with a programe is not only compatible with 
objectivity but is essential for a sympathetic grasp of the intentions and 
problems posed by the programme. A critical perspective is required, but
 
the physician is not necessarily less objective in his diagnosis because he
 
has made a positive commitment to his patient's health.
 

Furthermore, it is increasingly clear that there is no such thing as
 
objective evaluation. Objectivity tends to be defined within the limits of
 
the priorities and perceptions of the evaluators. Decisions 
about the
 
in'ormation to be collected, choice 
of samples, selection of criteria,
 
.elative weighting, methods of statistical treatment and prerentation of 
results all involve value judgments which need to be made explicit.
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There is another tzend in evaluation in che health field: a tendency to 
reject information which is not in the form of hard statistical data. Some 
of tle Aost important aspects of a programme may not be measurable. In the 
words of one social scientist, "Truth in the fiell of hunan affairs is 
better approximated by statements that are rich with a sense of human 
encounter.°2- This ay be particularly important in the comunication of 
evaluatior, results whete graphs and tables are meaningless to many people.
 

Too rigid an evaluation framework may turn out to be erro:-.ous. 
Evaluation ran yield new questions cluring the course of the inquiry,
 
provided invt, igators have an open mind. A sense of open inquiry and a 
willingness LO learn must be fostered.
 

Evaluation as Management Tool 

Over the past few /ears the health sector has suffered from a divisive 
process separating different management functions into isolated 
compartmentalized systems. Independent disciplines with their own 
specialists hav p-.liferated in the area of health planning, health 
management, evaluation and communications. This has been disastrous and has 
led to overly theoretical and elaborate concepts divorced from reality and 
practice, and often counter-Vzoductive. Particularly disastrous for primary

health care is the divorce of health planning from implementation experience 
and early, continuous feed-back. Primary health is relatively
care 

uncharted. It is a process th-t must be adapted 
 to experience over time, 
particularty as new actors (such as peripheral health workers, comunities 
and other sector agencies at the local level) become more involved in
 
decision-saking. The United States, especially 
its academic institutions,
 
is the main contributor to this over-specialization and complexity. There
 
is urgent need to integra-e these managerial functions to simplify and 
demystify them, .. uking healt!. planning, health management and evaluation a 
tingle process of health ccvelopment which everyone can use and uoderstand.
 

Health ievelopment reqgjirse less narrrm specialization of health planners 
and health planning units, evaluation expertF and evaluation units, and
 
health management experts. More ceneralistF are needed.
 

Approaches to Evaluation of Primary Health Care -- Criteria and Questions 

The systems approach is often utilized as a framework for evaluation.
 
Thin includes classifying and selecting indicators in the form of 
inputs,
 
pr -cess, outputs and outcomes or impact. While this is conceptually useful,
 
a more practical approach for the evaluation of primary health care would be
 
first to define the criteria for assessing the value of the programme and 
then to ask specific questions.
 

What is meant by the term *qood programme"? The )udgment is made by 
applying a number of criteria. These include: perceptions of what is
 
desirable 
in a health programme, value sys:ems and btasen; definitions of 
health; and assumptions about the process for achieving it. Programme 
objectives are obviously ar important startinl point. Yet there iR nothing 
sacred about objectives. Evaluation shou.d also be structured so as to 
challenge the stated or implied programme objectives.
 

It is important to distinguish between objectives and targets. The 
latter are milestones which ore assumed to lead toward objectives. It is 
"assumed" because targets can also be inappropriate o- misleading. While 
targets can serve as a valuable motivating function, 1.)re are dangers in 
basing evaluation solely on them. For example, many countries have set 
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targets for achieving specific levels of health manpower in terms of health 
workers to ppulation ratios. A recently visited 
African country has

viit1Ally achieved the doctor/p9pulation ratio target it set for itself ten 
years ago, that is one doctor to 12,000 persons. However, because the
doctors are grossly
so maldistributed 
 there are many administrative

districts of 150,000 population o: more where there are no doctors at all. 
Thus, evaluation 
must not be solely based on the achievement of stated
 
target..
 

The Priaary Health Care concept, as outlined at Alma-Ata, offers criteria
 
for determining 
the value of a programme, although different groups would

give the* a different priority. A list may 
include: (1) relevance to
 
priority health problems; (2) effectiveness; (3) technical efficacy (whether

.urrent scientific knowledge is 
being applied correctly); (4) efficiency and
 
cost-effectiveness; 
(5) acceptability and accessibilitl, socio-econoic 

as phynical; (6) non-dependent 
. aswell comunity developmeot enhancement; (7)

flexibility (the capacity 
to respond to dynamic changes such as new
technology and increasing 
 community involvement in management; (8)
contribution to community economic development; and 191 attitude changes and
development of collective spirit. Everyone 
could list a
such series of
 
criteria by which to judge a 
good health programe. Are these universal?
 
Or are some culturally deternined-
 Where is the-e consensus and conflict?
 

Knowing these criteria, the next 
step is to define the questians for
 
evaluatic Because 
there 
are an almost infinite number of qu-stions,

priority questions must be identified. 'Whose priorities' and "how
 
priorities are determined' are issues in 
planning evaluation. One of the
 
most important questions to 
be asked is the question of equity. Indicators
 
must be selective. 
 Equity sh,uld be a primary focus of all health proqr.xme
evaluation. *Health for All" is particularly concerned with those who tio
 
not at present have "health." So the question is not merely has health 
improved, but has it 
irproved for 
the poorest section of the community? How
 
many members of the most disadvantaged groups 
are 
covered by the programme?

How many of their children have 
been immuni:ed? Are women's health problems
 
being properly addressed?
 

The approach is then to define the evaluation questions. 
 Main questions

will need to be subdivided into further questions. 
 It is r-latively easy to
 
see what information needs to 
be 
collected and the alternative ways of

obtaining it. For example, in relation to community involvement, one main
question might be: 
 'hat is the nature and 
 extent of community

participation?" Sub-questions would ',e: 
 -Is the community involved in

plbnning, managew-t and control of the health pi'oqramme at both peripheral
and central leve s? Are 
local resources used? What kinds 
of resources?

(Labour, cash, buildings, mass activities?) Is there a ccmunity health 
worker? 
 How are these workers selected? What proportion of the community

participates 
 in health activities and from which socio-econoaic groups dothey belong? Do women participate? Have any community projects 
been
 
initiated?
 

These kinds of questions can become indicators. It is possible 
to
 
%>erform this exercise for other 
areas of primary health care, such as: the
 
assessment of coverage and accessibility of primary health 
care components,

intersectoral coordination, 
integration and support 
by the health systen,

cost-effectiveness, 
 resource allocation and quality .f 
health care

services. There is also a need to ask other types of questions about the 
processes affecting 
helth: food supply and distribution; purchasing power;
income and wages in relation to prices; means to earn incomes; and land 
distribition. 
 Are health programmes influencing any of these, 
and vice
 
versa? If one is really interested in evaluation of 
health development,
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evaluation questions mist go beyond the health secto. a..4 L., specifics of 
halth proqrammes. more generalizable truths can be used at a higher level 
of decision-mahing than those which describe merely the health sector. The 
entire hierarchy of management must be influenced to achieve ".ealth for All 

ts the Year 2000.' Evaluation information about health programs should be 

combined with other sources of information for broader 'ecision-making about 
development policy. 

In determining questions for evaluation, clearly the piacticability of 
obtaining answers must be considered. Feasibility an,' cost will determine 
what information can be collected and, perhaps more iupo-tantly, what can be 
analyzed and interpreted. More information can be col.ected than can be 
diqested and presented in a timely manner. Evaluation results are too often 
available only years after the optimal time tor decision-making has passed. 

Simpler, more manageable evaluation can be performed by those actually
 
involved in the proqra~es, and thus preferable to the rigor.-us and more 
technicall-, sound studies which have to be carried out by academic 
researchers. Like primary health care and health planning, e,!aluation is
 
best conceived as a process. Fvaluation should be built into ongoing
 

management, rather than used as a time-limited exercise carried out by 
outside experts. The latter is a particularly threatening situation and 
explains such of the resistance to evaluation. The word 'evaluation* itself 
has cone to have emotive overtones for many people, synonymous with words 
like 'police.* But if it beco,.es a anaqement tool controlled by those 
involved, this threat is removed.
 

However, this does not mean that there is no role for external 
evaluation. Evaluators must be sensitive to and feed into the political 

process. They must recognize the forces opposing change and not merely 
serve the needs of those wishing to maintain the status quo. This may prove 

a difficult role for those involved. Fresh and, possibly, more objective 
insiqhts, brought in by external evaluators, can be useful, provided there 
is a viable mechanism for feedback into the decision-making process. Lack 

of such feedback is usually the main problem in external evaluations. 

Evaluation is often misused by decision-makers. Further research and
 
evaluation is ofte.n called for as an alternative to action or a postponement 
of a difficult jecr:ion. Suchman _1 has outlined various forms of
 

evaluation abuse: "e,. -ash* (an attempt to justify a bad programme by
 
selecting only those aspects that 'look good*1 "whitewash" (an attempt to
 
cover up programae failure by avoiding objective appraisal and soliciting 
testimonials ; and *submarine' (the attempt to torpedo a programme 

regardless of its worth). 

Sumar y 

In summary, while everyone recognizes the need, evaluation is rarely 
done. Evaluation does not require sophisticated techniques, but an
 
attitude. All organizations, be they international agencies, governments or
 
private voluntary agencies, need to develop a critical perspective. Only in
 
this way can change take place. Learning can be a painful and humiliating
 
experience for individuals. This applies to orqantia.ions too.
 

Experiences need to be cnoaunicated. Comuni-ation is the essonce of 
evaluation. Voluntary agencies have a special responsiblity to 
comunicate. They have been pioneers in developing new and alternative 
low-cost health programwes. Because of their flexibility, they have been
 
able to experiment and develop innovative approaches which could not be done 
by governments or international agencies. Bu.t results need to be evaluated
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using the kind of criteria indicated above. Reasons for success or failure 
need to be better understood before .n athese approaches can be replicated 

wide scale.
 

Health professionals must stimulate each otter to be more open and 
critical, Lore successful in evaluating their efforts. They must discuss
 
how they can stimulate others 
to adopt these kinds of attitudes whether they
 
be villago health workers or government planners. They can demonstrate the

contribution of evaluation to more effective day-to-day work and to job
satiAfaction. 
These ideas should be applied to the tremendous challenge of
 
-Health tor All by the Year 2000."
 

NOTES 

In his 1910 report entitled, 'Medical Education in the United States
and Canada, Dr. Abraham Flexner presented data from a survey on the

academic rigor and medico-technical viability of medical schools in Worth 
America. He concluded that the quality of the North American medical 
education was being sacrificed to produce a larae quantity of physicians.
 

1/ Stake, R., 'The Case Study Method in Social Enquiry," The Occasional 
Researcher, American Education Research Association, (Feoruary 1976).
 

1/ Suchnan, E.A., Evaluative Research, 
 New York: Russell Sage
 
Pcundation, (196"..
 



BVALUATION: A NASURCHM DILW 

Calvin H. Sinnette
 

Reactor to Keynote Speaker 

rew of tLose seeking to improve the health status of communities can be 
labelled as :veing either so anti-intellectual or so self-satisfied that they
fail to graso the value of critical analysis and review. If for no other 
reason than narrow self-interest, they should welcome opportunities to 
participate in the scrutiny of our programs and to engage in a rollegial 
exchange of views with experienced and informed analysts. A concern, 
however, arises from a perception that evaluation new has the trappings of 
dogma and is being promoted as an instrument beyond its intended purpose or 
potential. From both the perspective of the evaluator and the *evaluatae 
(if that is the proper term), certain impressions lead to the opinion that 
evaluation poses . measurement dilema. 

Thop' associated with any review or evaluation process ofton make an 
oveT.rching assumption that the performance of a project can be enhanced ad 
in'initum. This stems from belief in the credo that 'there is always room 
fcr improvement." on the other hand proponents of the status quo are not 
tiind obstructinnists when they state, *If it works, don't fix it." Ciange 
is not synonymous w-'th advancement and measurements of change, no matter how 
accurate, are not ntcessearily indices of progress.
 

Problem of Terminology 

Contemporary literature on the subject refers to planning, process and 
impact evaluation. These terms are meant to identify the particular time 
within the span of a given project during which evaluation takes place. The 
literature also mentions formative and sumative evaluation. The former 
refers to evaluation directed at program or project inrovement while the 
latter focuses on cumulative assessment. But these term present problems. 
How does one differentiate formative evaluation from planning evaluation or 
sumative evaluation from impact evaluation? Rather than a scrutiny of the 
somewhat contrived components of the system, evaluation must be examined 
from a broad, generic perspective. 

The Realpolitik of Evaluation
 

Robert C. Hornik, of the School of Communications, the University of 
Pennsylvania. states that it is wishful thinking to believe that evaluation 
is an objective, apolitical activity providing unbiased information to
 
decision makers as they strive to optimize their decisions.Y Although 
referring specifically to the conduct 
 of evaluations of educaitional
 
broadcasting projects in developing countries, his arguments are relevant to 
health program evaluations. Professor 
Hornik points out that program

implementation depends on the outcome of negotiations among competing 
constituencies. Unless these competing and often conflicting forces are 
understood and taken into account as an integril part of the evaluation 
process, the evaluation conclusions will be at variance with reality. As 
the remarkable African leader, Amilcar Cabral, said to meers of his 
political organization, 'De not confuse the reality you live with the ideas 
you have in your mind.* When the dynamic interplay of powerful political, 
societal and cultural forces are disregarded or inadequately considered, 
evaluation distorts reality. Such distortion renders evaluation meaningless. 
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In a similar vein, evaluation serves a variety of constituenCies. Most
 
often evaluation is required or requested by the funding agency e.ipecially 
the fiscal administrators who are interested in t' :t-effectiveness and cost 
benefits. Evaluation should also scrrve tht -ecoject siaff, the population 
the project is designed to assist and finally, the community c,f scholars 
whose research contribute to the body of evaluation literature. Within each
 
of these constituencies, however, exist often draaatic,lly opposite vested 
interests. For instance, the policy into eats of the funding agency may 
have maternal and child health as a principal focus. wflereas the population 
perceives improved grain storage as the paramount cocern. In theory, at 
least, these divergent interests are reconciled during the period of program 
planning. In reality, while the local population may not oppose the health 
project, its interest in the evaluation results will often be wini=al. Due 
to such varying needs and concerns, an evaluation report cannot satisfy each
 
constituent, and hence its usefulness may be considerably less than desired.
 

Elusive Evaluation Objectives 

A troublesome feature of evsluation is its failure to identify the 
factors which made or are making a project succeed. Adequate funding and 
good pl3nning, in and of themselves, should not be presumed the sole 
deterninants of success. The enormous importance of managerial leadership 
is often expressed. But how does one measure the level of supervisory 
efficiency, team resourcefulness, staff adaptability or program 
flexibility? When the vocabulary of contemporary evaluations research is 
replete with such term as quantification and replicability and 
verifiability, is it not reasonable to expect that the process would provide 
measurable characteristics of these important outcome elements? The ability 
of present instruments to measure them with precision in doubtful.
 

The Dilema of Timing
 

Quite frequently project staff have complained that evalution occurred 
too early in the life of the project to detect important favorable or 
adverse trends. This argument might be advanced as a defense against 
negative criticism. Nevertheless, the first two or three years of a 
five-year health project may be spent in developing operational cohesion, 
building comunity cooperation or coping with the aftermath of a totally 
ur.expected local, national or even international event. An Overseas 
Development Council report alludes to this problem as follows: 

,-e experience of these projects suggests that developing 
country villagas sore often than not differ from one another 
in ways that are potentially important for infant and child 
mortality, but which are often not obvious to even thi most 
astute observers until they've actually been on the scene for 
a year, two years, or more. Some of these differences can be 
partly controlled for by statistical means. But the application
 
of such controls req irea considerably larger samples than has
 
hitherto been the normi and,.., even then their use only rarely 

2/
 leads to fully persuasive results.


Additionally, many months may lapse after project inceptio.%before many 
of the assumptions made during the sta~es of project design are judged 
untrte or t;.at baseline data are found to be incorrect. 
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Evaluation Cost
 

Evaluation of international health programs can be a costly affair, 
especially if the programs are complex in design. In order to satisfy an 
important evaluation requirement, namely acceptable statistical methodology, 
the project designers will include or may be obliged to include a number of 
procedures. For instance if the numbers in collected baseline data are to 
!.ave statistical significance, the sample population(s) will have to be 
sufficiently large. If interviews are to be conducted, then adequate staff 
will have to be selected and trained. A pilot study may be required

following which a certain amount of staff retraining many be necessary. 
Finally, the data may have to be sent abroad, prepared and analysed before 
it is useable. Thes expeaditures can be referred to as indirect evaluation
 
costs.
 

Inclusion of a control population adds another layer of costs beyond 
those previously men.ioned. It is politically difficult and morally 
unconscionable not to provide a measure of health services for the control 
population. Expenditures for these services are further indirect evaluation 
costs. Provision of even tle moat basic health services to the control 
population introduces new variables for which due crrection must be made in 
the statistical analyses. Direct evaluation ,jstq are those expenditures

for conduct of the actual evaluation and include such items as consultant 
travLl, per diem expenses, visas. In most, but not all instances, these 
costs are borne by the sponsoring agency. Aggregate evaluation costs 
therefore, are not inconsequential and these costs may assume a significant 
proportion of the overall budget.
 

The Ultimate Dilemma
 

Perhaps most troublesome is Professor Hornik's implicit conte:ition that 
evaluation is a questionable instrument of analysis. He states, "... the 
recent history of evaluation tells us tha !nferences from most evaluations 
are open to methodological challenge. A determined critic (ev.n the most 
self-critical evaluator) can develop alternative interpretations of data 
that open any conclusion to doubt.., whether the critique is sut:ztntive, 
methodological or statistical it will create doubt about the evaluatr's 
conclusion.' Evaluation lacking procedural credibility is very sesspect as 
an instrument of measurement. However, its value should be regarded as one 
of many techniques to improve project performance. 

Discard the Bath Water but Not the Baby
 

An evaluation team consisting of individuals with extensive first-hand 
experience in international health can provide valuable assistance to a 
project staff. This "formative evaluation' should highlight measures to
 
strengthen management performance. In such instances, the evaluation will 
be based more on individual and collective inferences than or a set of 
complex statistical analyses. Policymakers and their advisors should 
recognize the need for striking a balance between the conclusions drawn in 
an evaluation report and the contextual factors which I.,1luence project 
outcomes. This, of course, presupposes that policymakers will have intimate 
familiarity with the contextual milieu of any given project. If 
policymakers lack this familiarity and accept an evaluation report at face 
value, errors may be compounded and attempts at replication have disastrous 
results. 
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WOMDSA LIJMMI IO NWALYN
 
AM 70 QURMON Or EVALATION
 

John Rvans
 

Speaker for Closing massif..
 

In 1979 a formal decision was made by the World Bank to lend for specific
health activities. Until that time its activities in health had been 
components of other projects in population. urban and rural development,
water supply and sanitation. When the decided to lendBank directly for
health projects, it established a new Department of Population, Health and
Nutrition, including the staff from the Population Department and those who
had been working in nutrition. The initiative in health does not mean that
the Bank has in any way reduced the priority which it attaches to population
and nutrition. 

The Bak is not a grqnting agencyl it lands money on favorable terma. It 
can only deal with governmental it cannot deal directly with
non-governsqntal organizations or private institutions, although it may act 
as advocate with governments for such groups. The Bank sets asie a very
small share of its profits in order to subsidize agricultural research 
activities and certain collaborative projects such as the onctocerciasis 
control program in West Africa. The aa,-unt of money used for such purposes
is very small, since the prime use of Bank profits is to reduct interest 
payments on loans to the poorest countries. 

The Bank's objective in international health in to provide basic health
services to the poorest populations, rural and semi-urban. It will support
the concept of primary health care, namely, simple methods of diagnosis and 
treatment managed within the limited resources which developing countries 
can devote to health. To operate on a recurrent cost of four or five 
dollars per capita per annum imposes severe constraints. The emphasis will
 
be on building simple facilities, training middle-level and community health
 
workers, and improving support services, including dependable supplies of
essential drugs and vaccines, supervision, referral, evaluation and 
management at all levels. 

What does primary health care man? If primary health care concentrates 
exclusively on the peripheral aspects of health care, at the comunity
level, without at the same time strengthening the back-up resources and 
support services, it would be difficult to maintain the credibility of
health personnel, the supply of essential materials and the quality of
services. The goal of primary health care of Worldthe Health Organization
(WHO}, "Health for All by the Year 2000,0 may be taken to mean a balanced
health care system. At the present time, this system is sadly out of
balance with neglect of its peripheral parts, but will only function 
effectively if the entire system is strengthened. 

The Bank to not under the illusion that primary health care can be
pre-packaged for export. It has to be developed on site. It depends on the
development of human resources to a very large extent. Health projects can
be expected to have heavy local costs rather than foreign exchange, and they
may include subsidy of recurrent costs, but with a provision for phasing
out. The experience of the Bank in other sectors of development Is that
strengthening of institutions is a slow, but essential element of
development and What care must be taken to avoid unreasonable expectations
of early results from the investments. 
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One of the most important chz.1lenqes is to raise the priorities attached 
to health by the government, their economic planning depertments and key 
decision-makers in donor agencies. Ministries of Health in many developing 
countries may rot be effective ir. presentinq their case Wu the central 
planning agency. Their case a handicapped by the long time intervals 
between investment and impact. Furthermore, the value of health, often 
taken for granted, can have quantitatively expected social and economic 
benefits. Health has a direct impact on productivity and educability as 
Well as on the quality of life of individuals. There is a special argument 
for the health of women because of the secondary benefits to their 
children. It is important, therefore, to marshal the evidence which will 
legitimately raisc the priority given to health by planning ministries in 

the developing countries and by the donor aqencies that deal with them. 

A secondary category of evidence is of importance to the Bank and other 
donor agencies: the relative cost-effectiveness of various approaches and 
health interventions. Uncertainty exists about how to implement primary 
health care and the -ost implications of alternate strategies are highly 
significant due to the rultiplier-factor. 

Comunity mobilization is obviouikly a ke, issue in view of the limited 
resources that these countries are likely to devote to health through the 
public sector. In addition, there is evidence that some of the most
 
successful primary health care projects have been executed by
 

non-governmental organizations. These observations underline the need to 
understand the process of mobiliiation of comunity resources and community 
participation and to determine how to scale-up this process from 
demonstration projects to programs for a . ?ulation of 5 to 10 milliop. 

Extensive experience with small pilot projects has taught a great deal about
 

the way to deliver orimary health inexpensively and effectively. But pilot
 
projects exist in a political vacuum. The challerv'e is to translate the 
results of this experience into larqe-scale implementation with the
 

attendant political, administrative and financial realities. India, with
 

its rich intellectual resources and generous supply of health professionals, 
still had an infant mortality rate uf 124 in the 1970s: the large number of
 

pilot projects have only had a marginal influence or the health status of 
the population of 650 million.
 

A third important question is the interface between government-operated 
services and the community. Comunity movements may be feared by 
governments in some of these countries; in others, success leads to 
takeover. The same characteristics that account for the strength of 
non-governmental organizations and community movements may not survive the 
centralizing processes of coordination and regulation. There is a tendency 
in most developing countries to socialize the supply-aide of the health 
system (i ., the delivery of health services). Recognizing the
 

difficulties that !hese governments have in management of public services, 
it may be more logical for governments to focus their attention on 
socializing the demand-side, namely by assisting the poorest of the 
community to purchase necessary health services and facilitate access to 
services. 

Several observations on evaluation of health services arise, based
 

largely on the experience of the submission of tO Advisory Committee on 
Medical Research. First, the issues for evaluation really need to be chosen 
on the basis of their importance to policy questions or program decisions in 
the developing countries themselves. Secondly, the time schedule for 
evaluation should coincide with the time schedule of the decision-makers in 
those settings.
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Moet evaluations will have to occur in a time schedule ot weeks: we are not 
amoustomad to thinking of evaluation in that brief time frm, but that Is
the most common type of evaluation needed by decision-makers. The questions 
are: Can a critical review of evidence be done quickly and in a systematic
way? Are there people available who could perform the task? 

valuations that provid* timely information will serve to build the
interest and confidence of decision-makers in more detailed aspects of 
evaluation that, with time, can be executed in qreater detail. There will 
be little interest, however, in the results of protracted evaluation,
because the intervening march of events will render the exercise otuolete. 
The object of evaluation is to influence isportant csions, not to produce 
publications. 

During recent discussions in one developing country, senior 
representatives of the Ministry of Health expressed little interest in 
health services research since it was all retrospective, focusing on what
had been done, and it often proved to be more embarrassing than 
constructive. On the other hand, they expressed considerable interest in 
prospective health services research concerned with evidence bearing on 
important decisions to be taken in the coming months. 

In meeting the needs for evaluation and health services research, the 
shortage of trained personnel in developing countries is a critical 
limitation. If this need is met by formal training to meet academic 
standards, five 
or six years will lapse before personnel are finally

educated. Therefore, other apjroaches are necessary, with more immediate 
results such as short, intensive retraining courses for established health
professionals, economists and islanners. Individuals with credibility in 
their professional field often can be "re-treated" quickly for new careers 
in a matter of months.
 

For coordination of evaluation efforts, one must search for mechanisms to
 
increase the sharing of resources for, and results of, evaluation. Widely

diverse evaluation approaches within a country perait few comparisons of
results and no mechanism for dissemination or retention of results in the 
"institutional memory' of the country. Different centers in these countries 
necessitate a network or linkage of evaluation activities. Donor agencies,
includiaq the Bank, should reinforce this network, strengthen the evaluation
 
capability in the institutions, link the evaluation of their activities with
 
those 
 in the country and move away from exclusive investment in
 
project-specific evaluation. *on-governmental 
organizations should also

join this network for the evaluation of their projects in order that the 
valuable results of these pilot projects will serve a broader purpose.
 

This country has an unusually rich resource to participate in evaluation 
in international health. If this resource can be made available in 
partnership with counterparts in developing countries, with the evaluation 
done on site and the data retained in the developing country, and with 
techniques of evaluation which are appropriate to the circumstances and 
resources of the country concerned, then a serious deficiency will be 
rectified in meeting health neds with such limited resources. 

A sense of renewed commitment to improve health exists in many developing
countries. Much of the credit for mobilizing the political will of
 
governments should be given to NNO for focusing the attention of developed
and developing countries on primary health care and the goal of 'Health for
All by the Year 2000." Now the challenge of delivering the results mist be 
faced. The meers of the National Council for International Health have an 
Important role in meeting the challenge, raising in this country the 
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priorities attached to this goal and promoting the greater utilization of 
this country's unique resources and personnel in partnership vith the 
developing world. 
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LUITUD STATUS IWTMTIOUAL EALYTHIKITIATIVlSa
 
A VIEW FlO COHOWESS 

Congressmen Andrew Naguire*
 

Speaker for Closing Session
 

It is a pleasure to participate in this panel during this 1960International Health Conference and provide some insight into theCongressional perspective on international health issues. The World Health
Organization (WHO) goal of assuring health for all by the year 2000 isclearly an important and significant one. Achieving that goal will require

effective planning and cooperation across 
the public and private sector.
 

This conference attempts 
to look at the problems in international health
from multiple perspectives including that of 
the workers in the field, the program 
managers, the policymakers 
 and probably most important, the
recipients. The following observations are from the perspective of a member

of Congress who has 
to make decisions on international health legislation
interspersed with decisions about labor, 
insurance, taxes, petroleum and themultitude of other issues which 
come before the Congress every year. Mostof these other issues are supported by very effective lobbyists who purport
to represent a Ia. 
 group of citizens who vote regularly. Unfortunately,

international health, which is equally important, does not enjoy that kind
of constituent support so it is difficult to maintain the Congress' interest
 
in this crucial area.
 

Too frequently in 
this country, international health initiatives are
presented to the Congress either 
as L portion of the overall foreign aidpackage or as a form of charity. Viewed as 
a part of foreign aid, the
primary objective is to reward those 
whom we see as real or potentialalIIes. When making decisions on allocation of foreign aid resources, the

major factor is the potential for influencing the recipient's 
 foreign
policy. Unfortunately, in this scenario, need is relegated to a minor role.
 

Other than foreign aid expenditures, United States 
international health

initiatives are all too frequently made in response to major disasters such
as epidemics, floods or famines. While these efforts are laudable, theyalso constitute locking the 
barn after the horse is stolen. The interest
generated usually wanes as the event fades from the 
front pages. This isnot the way to deal with something so important as international health. Acarefully planned, well-coordinated approach will reap greater benefits 
from
the tesources expended and in the 
final balance will do more to 
favorably

influence foreign policy decisions than the carrot-and-stick approach which 
is so favored in Congress now.
 

While a more orderly and humane approach to this important area isneeded, the Congress 
does not have the technical expertise to devise aproper program 
of its own. This is where the meers of the National 
Council for International Health become important. 
They can help establish
a reasonable set of priorities in order to attack the areas of greatest needfirst. They can provide the technical advice the government requires todesign and evaluate federal assistance programs in international health.NeIers of the NCIH are among those actually working in the field caLiryingout the programs the Congress mandates, so they can help by supplying
first-hand information required 

the 
to make the on-line adjustments which are 

always necessary when new programs are developing.
 

* Presented by Dr. 
Nartin G. Dillard, Rcbert Wood Johnson Health 
Policy Fellow. 
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It is very difficult for members of Congress or their staffs to develo, 

l*7islation designed to aid developing and unfamiliar nations with multiple 

problems. In many of these countries the annual health expenditure is $2-$3 

per capita rising to 810 per capita in some of the more affluent ones. How 

can efforts be targeted so as not to flood the recipient with resources 

which he is not in any way prepared to use? In this country people have 

been accustomed to thinking big (and expensive) when thinking of hoalth 

care. Only recently has the view energed that this may not be the
 

appropriate way to approach health problems 
even in this country, but
 

difficulty apparently exists in scaling down plans to make them appropriate 

to nations whose resources are presently very limited.
 

This country's planning resources for international health are
 

unfortunately small and scattered. The government does not have a large
 

cadre of persons trained in this area. When compared with the mass of 

experts who constantly tell how to run the domestic health programs, the 

numers with interest and training in international health is pitifully 

small. To compound the problem, this small ;lusber of persons is scattered 

throughout several agencies in the Departments of State, Defense, 
There isAgriculture, Health and Human Services, and other agencies. 


currently no effective organizational structure to bring these persons
 

efforts and share their resources. Consideringtogether to coordinate their 
there is no excuse for the duplicationthe magnitude of the job to be done, 

of effort and expenditure which frequently happens under today's fragmented 

administrative system. Such an organizational restructuring has been
 

proposed as part of a bill introduced by Senator Javits. It can be achieved 

at little or no cost and represents the kini of thing this country should be 

doing if it is serious about making a real impact on this world's health 

problems. 

The pool of people with training and experience in international health 

needs to be increased. In today's climate of fiscal restraint, any direct 

new governmental expenditure for this would, of necessity, have to be 

small. However, it should be possible to find some fund3 for this purpose 

by redirecting money from other programs which are funded beyond their needs 

or by providing some incentives to attract private money for this purpose. 

This area deserves further study as creative planning should at least allow
 

for a modest increase in the support for train.Ing in international health.
 

Probably the best way to attract new resources into the international 

health arena is to be able to clearly demonstrate the effectiveness of the 

programs currently in place. Therefore, evaluation tools must continue to 

be developed and refined. Certainly it is politically advantageous to be 

able to show logislators that they are getting something for their 
emphasizinginvestment, but that should not become the primary reason for 

evaluation tools. Far more important is the ability to direct limited 

resources wisely to avoid the pitfall of wasting time and efforts on 

ineffective projects. Certainly there are many federal programs that could 

have profitted from proper evaluation tools built into their development
 

phase. International health efforts should profit from that experience.
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II. OUTCUES -- WIAT IS USFUiL? 

[Outcomes claimed by three of six evaluated
 
nutrition studies| couzld e),ther not be verified 
or the magnitude of those effects were less than 
those indicated by the principal investigators. 
The major reasons for the conflicting interpret
ations of data are that: (1). . .too little
 
attention was 
paid. . .to selection of valid
 
controls. . .and 
 (2) the method of analysis...
 
stopped short of sophisticated analysis.
 

Clayton A. Ajello
 

Traditionally, nutrition evaluation has been
 
carried out in a complex way, with sophisticated 
instruments. 
 It is then urqent to find accept
ance and understanding of simple techniqu-,. at 
the cmmnity level...
 

Maria C. Bustillo
 

Indicator selection is an evolutionary process
which will change as needs and methods are better 
understood. 
 It is doubtful that the indicators
 
selected today will be used in the year 2000. 

Stanley 0. Foster 



OUTCOM EVALUATION Of THE UNDER FIVES CLINIC 

Nicholas Cunningham 

Plenary Speak r 

Three out of four deaths in the developing world are preventable. Halfof the deaths 
are in young children and most 
of the children live in rural 
Of the surviving children, 2/3 are significantly
un srnourished.Y Their subsequetit growth and development are likely to bepermanently stunted._/ For example, in one of the richests parts f India,

3/4 of rural children were found to be below the United States 3rd
percentile 
 in height ,y age three. w.hile 84 percent were below in
weight.-/ 
 What does this mean? The Director oC the 
 World Health
 
Organization !WHO) has answered this question:
 

The send-off in life-pregancy, birt. ,id baby's 
first years
equips 
the individual both physically and psychologically for
 
the rest of his existence. 
 At this period, nutritional short
comings are so comon in many countries as to affect, in my
opinion, the entire life of the nation. There are not only many
 
cases of acute deficiency in 
infants who mostly, even if they 
were given optimal medicz.1 care -- and only a small proportion 2re 
so treated -- would not be saved, but also, of course, the far more
 
numerous cases of 
'hidden hunger', children whose growth is
hampered, who, if they ever do get to school, would not be ex
pected to do well, and whose working capacity in adulthood, if
 
they become adults, is no doubt also diminished.5/
 

What. if anythinq. can be done? Delivering primary health services to young children and 
 their mothers on a target population basis isincreasingly recognized as perhaps the most effective health program for the
rural developing 
world.--/ The most widespread model for delivery 
of
 
such services is the Under 
Fives Clinic.
 

Under Fives Clinics (UFCs) were developed in Nigeria in 1956-57 by Morley
and Woodland _/to do three things:
 

1. Supervise the health of a'l 
children up to age fiver
 

2. Prevent malnutrition, malaria, measles, whooping cough, tuberculowis, 
and smallpox; and
 

3. 
 Provide simple treatment for diarrhea, pneumonia, and the comn 
skin
 
conditions.
 

The ovtrall goal was to piomote children's health by a combination oftreatment, prevention and education and thereby to prevent all the childhood

diseases that can be prevent&J at reasonable cost and with available
personnel. Fight such clinics were organized to meet the needs of childrenliving in arounJand Ilesha in Western Nigeria. Policies directed that theclinics : (1) Offer services daily and encourage attendance both of sick and
well children and siblings. (2) Reduce waiting time to encourage atttndv;,ce
and allow busy mothers to go about their business. (3) Reduce personnel 
seen by each mother to three: registration clerk, weighing clerk and 
nurseor midwife, .o provides the care and medicine; this cuts the waiting time.
(4) Weigh children on each visit or monthly, and graph the weights so that
the growth curve can be readily assessed. (5) Make the mother custodian of
the growth card and clinic contract cardl this saves time, money (no 

18 



filing), and loss of records (motherw rarely lose them). It also provides 
information for other caretakers if the mother Lravels. This Under Fives 

card or RoaA to Health chart provides a record of growth velocity, malaria 

prophylaxis, imunization, indications for special care (risk factors), and 

past medical history. The ccst of the card in Nigeria was about five cents 

including a plastic envelope. (6) Use siiple, low-:-ost medicines dispensed 

by the nurse according to written instructions for the common conditons. 

(7) Use each consultation betweer, mother, nurse, and doctor as a method of 

maint3ining and raising che quality of care; less than 10 percent normally 

need 	referral to the doctor.
 

Does this kind of primary care make a difference? It seemed importa- to
 

find out, in view of the widespread proliferation of child health services
 

based on the Under 
 Fives Clinic model /0/L1/12/13/ and the fact
 

that 	 so little is still known about the cost-effectiveness of this or any 

other mod, o- the deiivery of primary health services in rural areas.
 

This stidy vas designed to find out: (1) Whether one of these clinics in
 

the village of Imesi lIe was, in 1966-67, achieving its objectives as stated
 

stove; (2i Whether the under-five-year-old children of Lhis village were
 

healthier than other children in tne area; and (3) Wh.ether any differences 

found were attributable to other characteristics of the village or the 

children, or primarily to the activities of the Imesi Under Fives Clinic.
 

In addition, two other questions were asked: (I) How much did the UPC 

services cost? 12) What are the implications of the program for child health 

elsewhere in Nigeria and the developing world? 

Five methods were used: (1) Examination of Imesi children and comparison 

with children from Oke Mesi, a village nearby; (2) Recording of vital 

statistics over a one-year period in both villages; (3) Re-examination of 

the 	children and questioning of their mothers; (4) Review of clinic and
 

patient records to clarify clinic methods, determine costs, and measure 

utilization and immunization status; and (5) RevAew of available information
 

about the two villages relevant to child health.
 

The population of I-eui Ile and Oke Mesi at the time of this study wP.

5,850 and 8,343 respectively. One-sixth of the population was unde. rive 

years old. All 2,362 under-five children from both villages ",ere given 

appointments for examination. After repeated efforts, 2,010 rr 85 percent 

were finally examined. The primary reason for failure to appear was that 

large numbers of infants at Oke Hesi were at the rice farms with their 

mothers. Also, women traders in both villages tended to take their babies 

with ttem to the daily village markets in the area. Laboratory and other 

special examinations were carried out several months later on a 30 percent 

subsample of those who had previously been examined in each village.
 

In general the results, reported more completely elsewhere,--/were
 

favour--ble:
 

1. 	 The objectives of the Imesi UPC were being achieved. Of Imesi 

0-5 childrp" , 96.3 percent were req.stered at the Under Fives Clinic 

and wert iting it on the average 24.4 times a year. The 

children s growth was being closely monitored and it 'was found that 

there were half as many children below 60 percent of standard weight 

for age as ii the comparison village. Immunization r.tes were 

extremely high: Smallpox 99.6 percent, DPT series 88.' percent, 

Measles (age 6-60 months) 77.9 pcrcent, BCG 90.8 percent. Malaria 
was being controlled by regular prophylaxis and treatment. 
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2. The health of the Imesi children, in rutcome 
terms, was demonstrably

better than the children of the comparison village. Mortality
 
rates among the 1-4 
years old were significantly lower. Imesi
 
infants alse had lower mortality rates. Aw,.g survivors, there were
 
significant differences in growth as 
indicated by percent of standard
 
weight for age. 
Study children also had significantly greater height

for age, triceps skinfold thickness and upper arm circusference. De
velopmentally, there were significant differences. 
There was
 
significantly less hepatosegaly, slenomegaly, and better oral
 
hygiene. Finally, there were significantly lower malaria (14
 
percent compared to 52.5 percent) and Ascaris rates and significantly
 
less anemia was found.
 

3. 
 While important differences between the two villages exist, as
 
well as a variety of study limitations, they did not 
seem to
 
explain the inter-village differences in 
the health of the
 
children: (a) Imesi education levels were hig'.er than at 
the
 
comparison village, yet child weight for age was significantly

superior independent of this factor; 
(b) Comparison village children
 
were getting a suostntial 
amount of care (9000 visits or 7.2
 
visit/child) irom a variety of health systems, which probably
 
reduced inter-village diff.'rences in 
child health status; (c)

Other differences favoring the comparison village included maternal
 
height and weight 
(both of which correlated significantly with child
 
weight) and mortality after age 
five; and (d) Overall, the villages
 
appeared to be by and 
large well matched geographically, culturally
 
and socio-econovically.
 

In sum, the consistency, diversity, and extent of 
the observed inter
village differences 
in child health, the overall similarity of the
 
study and comparison populations, and the observed effectiveness of
 
the IMESI UFC i,.vices stronlly suggested that the UFC primary
was a 

factor 
to which the sup':rior health of the Imesi under-five children
 
could be attributed.
 

4. 
 The cost of sorvices was estimated at about 15 cents per 
visit or

14.43 per child per year, or almost ten times what tle Nigerian
 
Government was spending per capita on health. 
 Whether the same
 
results could be achieved at lower cost was 
not clear from the data.
 
In any case, at the government-operated health center 
in the same
 
town, costs of care were estimated at about $14.00 per visit.
 

In conclusion, 
the goal of this study was 
i:o see if the UPC made adifference, rather than 
to analyze why. Nevertheless, questions arise: What
 
were the most important components of the UFC system at liesi? And What
relevance do hey have for care elsewhere? Several key components deserve 
emphasis: (1) Available 
resources 
were used to meet the major health needs
 
of the vast majority at highest risk, the
(i.e. under fives). The most
 
important resources 
at Imesi were the Grade I midwives who lived and seemed
 
to work happily 
in the small, isolated village. Costs were kept low. (2)

Preventive 
and curative services were integrated for under-five chilren 
on
 
an accessible, high frequency visit 
basis, together with maternal health
 
service; care of other 
 family cembers was a second priority. (3) A

home-based health record and growth chart, owned and 
carried by the mothers
 
was used; this system had many benefits and fewer records were lost than in
 
most conventional systems. Also 
it provided a unique opportunity to collect
 
target community-based data on 
clinic utilization, malaria treatment 
and

immunization levels. (4) There was reliable delivery of simple drugs and
 
supplies; though obviously essential, this is probably 
the major stumbling

block in most primary health systems. (5) There was 
adequate supervision and
 
referral.
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Family planning was one important care element included but not stressed 
at Imesi. The observed high dependency ratio (117 percent at Imeai compared 
to 86 percent at Oke Mesi) suggests the need for earlier and better 

integrated child-spacing services. 

In terms of institutionalization, the Inesi experience suggests that if 
the UPC is to provide hope for iafe in a developing co.ntry it must 

contribute to community development. 

This requires (I a system of cost-uharing by central and local
 

governments for primary health services; (2) active involvement of the
 

target community so that the primary care system is seen as "theirs and
 
(3) recruitment of committed workers who, like the Iesi midwives, can
 

relate successfully to both the professional and village worlds and who stay
 

1 n in the latter 
noutgh to understand and be understood by the people.
 

Finally. what was learned from the evaluation itself? Several
 

conclusions may be tentatively drawn in the hope that they will be tested in
 
other settings:
 

1. 	 Young child msrtality is extremely hard to measure ii develcping 

areas. For age 1-4 mortality, enumeration and physio'al 
examinations, done twice at appropriate intervals, may be are 

useful and easier than weekly registration of vital events. 

2. 	 If vital events are monitored, community acceptance of the workers
 
(older, trusted citizens) may outweigh literacy (usually younger
 
people) in terms of reliability of data.
 

3. 	 The growth chart (Road to Health Card or Home Based Medical Record),
 
if incorporated into the child health care system, provides a unique
 
tool for community based assessment of services used, immunization
 
status and growth. In addition, it provides useful family planning
 
outcome data in terms of birth intervals.
 

4. 	 Criteria for -ompari..g villages need refinement but should be
 

included in all outcome studies as protection against confounding
 

environental, demographic, cultural, economic and sociopolitical
 
variables.
 

5. 	 The impact of endemic diseases such as onchocerciasis, tuberculosis
 
or trachoma must be assessed. In this study, the effective malaria
 

control was probably a major factor which would have been missed
 

without the malaria smears.
 

6. 	 Evaluations need be neither complex in design nor expensive. This
 

study was kept relatively simple and only cost about $15,000, ex
cluding fellowship stipends.
 

7. 	 When to do the evaluation is aritical. Health outcomes are slow to
 

change. Yet if institutionalization is the goal, that outcome
 
cannot be studied until stable funding and support are assured.
 
How many evaluations wait that long?
 

8. 	 Sometimes the outcome is delayed and secondary. In this case, even 
while the survival of the original Imesi UPC was threatened by take

over from its parent hospital, the *Under Fives" concept was 

spreadi. widely over Africa and Asia. 

21 



Data from this study suggests that Under Fives Clinics can in fact make a 
reds difference in young child survival and health status. 
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OUTCOU TIDICATORS TO NIJTRITIGN rwrzVmNIcN
 
PMOJWT EVALUATION
 

Clayton A. Ajallo
 

Panel Speaker
 

The 	 purpose of this paper is to present in outline form a methodology 
used to evaluate six nutrition intervention studies, with special emphasis 
on useful outcome measures and then to present a short outline of pertinent 
avpects of evaluation which different organizations shnuld address. This 
presentation serves to: 

1. 	 Illustrate the necessary steps before any sorvice program or
 
applied research study is instituted;
 

2. 	 Denionstrate the need for planning ongoing project evaluation 
rather than post facto evaluation, 

3. 	 Illustrate that even appropriate outcome measures can be useiess 
at best and misleading at worst if other aspects of a project ere 
ill-conceived; 

4. 	 Demonstrate that evaluation should not be thought of as an *asy
 
task; and
 

.5. 	Suggest that rigorous program or project eva".jation may not be 
accomplished for projects, but that careful project design
 
and planning can and should be accomplished if there is a real 
desire for project impact. In short, careful project design and 
planning, particularly in the case of service programs, can make 
the lack of an evaluation component less anxiety producing.
 

In planning for future nutrition intervention projects, specific
 
objectives should be: 

1. To determine whether enough information is now available to conclude 
that nutrition interventions c-n have significant beneficial effects
 
on nutritional status and mortality of newborn children and children
 
under five years of age;
 

2. 	 To define some of the major weaknesses which seem to have been re
peated in recently executed studies (e.g., methodological problems 
and gaps in information); and 

3. To recoend guidelines for future program design and evaluation. 

Three criteria guided the selection of nutrition studies for review: 

1. 	 Ready availability and acessibility of data either in published
 
form or through the principal investigator(s):
 

2. 	 Inclusion of a wide rpectrum of nutrition interventions, as tech
nically feasible witjin the constraints of the grant budget; and
 

Co-authors are Dr. A.A. Kielman &d Krs. Nandita S. Kielman. 
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3. 	 Primary concentration on research efforts and inclusion* of service 
projects on.y if information from research efforts for the particu
lar intervention package was not available. 

The 	 evaluation of each project involved severql steps which attempted toavoid the pitfall of so many assessments of the work of 	 others: a Limple
reiteration of the effects of a project as stated by the 	 principal
investigator(s). A systematic evaluation comrie? the 	following:
 

1. Familiarization with the available projects or studies relevant to
 
future programs through:
 

a) Review of published and unpublished project materials;
 

b) Discussions with 
principal investigators where possible, 

c) Site visit where necessary and feasible;
 

d) Identification of project objectives (research and/or service);
 

e) Characteization of the project design 
(input, output, and
 
outcome)1 and
 

f) 	Study of verifiable projects results (primary and secondary
 
analysis).
 

2. 	 Epidemioloqical appraisal of:
 

a) The validity of the project. 
How was it determined, when was
it determined and by whom was it determined that a nutritional
 
problem existed and that it was of a magnitude that this project

could address? Is the selected intervention appropriate 
as 
determined by a pilot study, evidence from an earlier or parallel

study(s), laboratory or clinical evidence? 
Has 	the study design

taken 
into account the target population which the intervention
 
is to have an im.act upon in 
terms of age groupings, vulnerabil
ity of the age group to the problem attempting to be ameliorated,

vulnerability of the prolem to 
the interiention, and population
 
selection?
 

b) 	The validity of the results. Is the method of analysis 3ppro
priate and sufficient? Do the results come from 
the comparison
of true study and control groups compared over time at several 
intervals including before and after the intervention was
 
affected? 
How were the persons included in the different study
 
groups selected? 
Are the groups comparable?
 

c) The applicability of the results on a broad scal 
in terms of
 
cost, technical feasibility and acceptability.
 

3. Secondary analysis
 

Each project evaluation utilized 
the 	 major results of the primary
investigators themselves, verifiable 
 results, the major results of a
secondary analysis of original data, and an analysis of major limitations. 

Verification of most 	 (but nct all) effects enumerated by the principal
investigators were obtained in only three of the six 	 studies. In theremaining three, tte (ffects (in most cases expressed in otherwise reliableoutcome measures) could either not 	 be verified or the magnitude of those 
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effects wore markedly lees than indicated by the princ.pal lvestigators.
The major reasons for the conflicting interpretations el the same data are 
that:
 

1. In tba study design in general, too little attention sema to have 
been paid by the planners of the study to selection o& valid
 
controls. Five projects used either 
no control group, invalid or
 
weak controls to establish overall or selective program
 
effects; and
 

2. 	 The method of analysis useJ by the investigators stopped short of
 
sophisticated analysis. In one study positive results were found
 
to become completely wiped out when the results were adjusted for 
co-variables through multivariate analysis. In another study the 
secondary analysis substantially redoced (but did not completely
negate) the magnitude of the intervention effects. It should be 
noted that in two studies Secondary analysis further strengthened 
or uncovered unknown effects. Only Iwo of the studies ascertained
 
cost information.
 

Not every project can or even e-uld be evaluated on a continuing or post
fa, :-basis. This is particularly true of projects funded by the small 
ip-rvate voluntary organizations. In general, large donor agencies should 
rigorously evaluate most applied research projects and many of their service 
pL -ravj. Even the mall private voluntary organizations should be 
enck-uraged to evaluate at least some of their projects. Such ev# .uation is
 
essential for improving the effectiveness of any intervention if the program
 
or study is to have a genuine impact upon tfe population. Rigorous
 
evaluation is especially important where funding is derived from public
 
taxation.
 

This paper has served to demonstrate a methodology for assessing
potential projects and their design, as well as the available evidence used
 
as a basis for a project. While this in-depth view and extensive
 
re-analysis are not possible for every project started, those contemplatirg
 
the initiatio. of any health program or applied research project should ask
 
the following questions:
 

Service Programs
 

1. 	 Ot hat importance is the proposal in its potential contribution 
tc. the community? 

2. 	 Has the program been done before? Tf so, what were the results? 

3. 	 Are the underlying assus;.ilos of the intervention clearly identi
fied? Is there evidence to justify the validity of the assumptions?
 

4. 	 Are the objectives clearll stated and is there any evidence that the
 
project inputs can be expected to cause those objectives to be ful
filled? If evidence ts available is it clear that those who gathered
 
that evidence asked the same questions listed here?
 

5. Will this project last for a sufficiently long time and/or is this
 
project innovative and likely to influence others to replicate the
 
project and/or is this project so costly that an evaluation of the
 
project could contribute in a significant way to af. irming or re
futing a new concept of intervention?
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6. mave adequate provisions been made to be able to document all costs 

of the intervention? 

Applied Resarch Project@ 

1. 	 Of what importance is the proposal in its potential contribution to 

the comanity? 

2. 	 Has the program been dovd oetore? If so, what were the results? 

3. 	 Are the underlying assumptions of the intervention clearly identi
fied? Is there evidence to justify the validity of the assumptions? 

4. 	 Are the objectives clearly stated ant is there any evidence that the 

•-voject input can be expected to cause those objectives to be ful

illed? If evidence Is available, is it clear that those who 

gathered that evidence asked the same questions listed here? 

5. 	 Is (was) the study design adequate to achieve the statid objectives? 

Particularly, are the following adequate to determine conclusively 
the presence or absence of intervention effectst sample sine, control 

groups, criteria for effects, and methods of analysii. 

6. 	 Is (was) a pilot study planned (carried out)? 

7. 	 How valid and replicable will (are) the rc;.,,i• in terms of adequacy 

of controls, adequacy of analysis, captive r voluntary 'benefi

ciaries*, and cost and resource requirements. 

S. 	 Does (did) the study design include and permit sonitoring of over

all project cost? Of service versus research costs? 

9. 	 Is (was) the budget adequate to perform appropriate analysis? 
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0OU 8St MAT IS IWOWAJW? MAT IS USEPU?
 
fAT Is REALISTIC?
 

A RSPONSE
 

0. Wyaga Gakuru* 

Panel Speaker
 

The Tototo-Kilemba Program 

From 1978-1910. the National Christian Council of Kenya and World 
Education, Inc., both private voluntary agencies, implemented and evaluated 
a nonformal education pogra- for women of six rural villages in the coastal 
area of Kenya. The villagers were helped to develop their abilities in 
whatever areas they chose. Clinical services were not delivered, nor the 
content of learning predetermined. For example, rather than 
 deliver 
specific health information, the task was to help people see, wherever 
possible, a connection between their learning priorities and positive health
 
practices.
 

The program was based on these premises, 

1. 	 People are most motivated to learn things of immediate interest
 
and use to them;
 

2. 	 Peeple will tend to choose to learn things that they perceive will
 
improve their social or economic lot;
 

3. 	 The learning choices of rural people contribute to reaching generally 
accepted development goals such as improved health, nutrition and 
agr iculrure; 

4. reope can engage in critical analysis of problems and learn skills 
vital to development without first learning to read and write; 

5. An ongoing learning approach using discussion and group problem 
solving enables learners over time to develop strategies for best
 
utilizing available reswurces. Such an approach inc.eases learner's
 
confidence and willingness to try new things: and
 

6. Engaging in an active learning prccess which involves mobi'lizing
 
available resources, inc.eases o-.e's involvement in comunit.* de
velopment activities in general.
 

Results After Sixteen Months 

Data 	 compiled after eight months and again after 16 months of program 
operation suggest that the basic project premises are accurate. In five of 
the six villages the coined elemeats of the approach were successfully
implesonted. In these villages, women's groups identified objectives and 
moved significantly toward reaching group goals. Although the specific 
goals of %inch group differ, the learning process is generally the same in 
each 	village.
 

• 	 Co-authors are Dr. Noreen N. Clark, Ms. Catherine D. Crone and Ms. 
Elvina Mutua.
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In one village, women chose to build a blocks-and-mortar nursery school. 
In four comunities, women chose to establish businesses. These included 
building coops for broilers and layers, beginning egg and poultry farming, 
and 	constructing and operating a bakery -- the first of its kind in this 
area. while no project chosen was specifically related to health, 
evaluatimoe results indicate that earh project ultimately improved
 

environment&l sanitation, nutrition and health. In five villages, other 
outcomes were deemed important for community development and the situatio, 
of rural women. For example, in 16 months time there was significantly more 
participation among all group members in haranbee 1/ and additional 
members who held office in cammnity councils, comittees or organizations. 

The expressed confidence of women in all five villages to earn income, 
attain their own goals, and participate in harambee increased fourfold. 
Five groups raimed significant amounts of capital to invest in their 
projects. The majority of participants actively participated in collective 
efforts to earn incomw and were less likely to engage in subsistence farming. 

Overall, participants reported significant changes in diet, primarily 
more chicken, eggs and legumes. Other health changes related to 

imunization and sanitation were evident in individual villages according to 
the type of learning project selected. For example, in the two villages 
where women elected to begin egg and poultry selling, group coordinators 
used feeding and care of healthy chicks as an analogy for disease prevention 
and proper diet for families. Women in both groups who before had rarely 

used eggs as part of the family diet began to do so when they realised some 

eggs from every harvest would be damaged and could not be sold. From this 
they moved to sharing on a regular basis & number of eggs and chickens for 
family use in lieu of part of their earnings. In another group that 
constructed and operated a bakery, the women, as required by law for such a 
commercial venture, installed sanitary latrines. They also designed a 
system for catching and storing rainwater (the water in the area is 

frequently fouled) and immunized each baker of the family for typhoid 

strains A and B. 

The Evaluation Approach Employed
 

Because the Tototo-Kilemba program was exploratory and involved a complex 

series of activities, data were needed to explain what happened and why. 
Both quantitative and qualitative information was collected. The evaluation 

plan was conducted in five phases: 

1. 	 An extensive interview of each of 100 participants was conducted
 

and observations made of existing conditions in each village at
 
the initiation of the program. Included in the questionnaire were
 

items related to basic health and nutrition practices.
 

2. 	 Formal and informal interviews were again conducted with partic

ipants and program staff members at midpoint with questionnaires
 

focused on the learning approach itself.
 

3. 	 Endpoint data were collected using interviews and observation
 

schedules comparable to those at baseline.
 

4. 	 Onqoing collection of data documenting project events was instituted
 
at the outset including:
 

a) 	 weekly loQs kept by each village coordinatorl
 

b) 	 monthly observations of groups by supervisory staffl
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 quarterly reports by the program director; and 

d) compilation of external events in each village by staff
 
(that is, those events not initiated by the program which 
might influence participants). 

5. An endpoint seminar involving experts from outside the program was 
held and their assistance obtained in analyzing the data collected
 
during the life of the project.
 

The bulk of evaluation procedures were carried out by program staff as 
part of their regular responsibilities. Efforts were mode to maintain 
objectivity. For example, interviews with program participants occurred in 
villages where they were not employed so that learners would be candid in 
their responses. Date were tabulated and analyzed initially by program 
consultants.
 

The evaluation system, as it drew from all program staff and
 
participants, proved very valuable for ongoing program decision-making. It
enabled regular between andcomunication field central staff. Supervisory
personnel were able to pinpoint and often circumvent problems. Data were 
used to determine in-service education needs, and examples from andlogs
observations were often used in teaching. Endpoint data were shared with 
staff and participants, affirming their 
 individual and collective 
achievements. This mctivated the majority to continue and expand their 
work. The evaluation seminar enabled to notice in
staff trends the data
 
they might otherwise have overlooked. 
 It also served to disseminate
 
information about the program to others who could benefit from the 
activities and assist the program. 

These procedures could be utilized by many private voluntary agencies,
the greatest cost involving the addition of data collection and reporting to 
the regular responsibilities of staff. The key is to integrate assessment 
techniques with an ongoing program, so coststhat are manageable. Staff
should use and view the data collected in day to day decision-making. In 
this way, continuous assessment is less threatening to program staff and 
participants and, in fact, becomes part of everyone's job. In addition, a
 
variety of data sources describing a complex program 
increases reliability

and validity of the information itself and provides a more comprehensive 
picture of program processes and outcomes.
 

14OTES
 

YHarambee is Kiswahli for community self-help, a principle widely 
practiced in Kenya.
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OUTCOME INDICATORS USED TO EVALUATE 
THE BOHOL PROJECT
 

Nancy E. Willifmson 

Panel Speaker
 

The Bohol Maternal-and-Child-Health-based 
 Family Planning (MCH-PP)
Project was a five-year (1974-79) project of the Philippine Ministry of 
Health. It operated through the public hoalth 
system in the northwestern
 
half of the island of Bohol, located 350 miles south of Manila. By 1979,
the population of the Project Area was 425,000 and was growinq at about 2 
percent annually. There were 67,000 priority children (ages 0-5) and 47,000
 
priority women (those in the childbearing ages) living in the Project Area.
 
Pour-fifths of the people lived in rural 
areas and almost all (95 percent)
 
were Catholics.
 

The Bohol Project was one of four similar MCH-PP projocts. The others 
were in Indonesia, Turkey, and Nigeria. 
 The Project received technical
 
assistance from the World Health Organization and The Population Council 
which also co-ordinated the international project. External funding of $1.6
 
million came from 
the United Nations Fund for Population Activities.
 

Objectives of the Bohol Project
 

The 1974 project proposal laid out 
the following long-range objectives:
 

1. Improve maternal and child health and regulate fertility.
 

2. 
 Determine and demonstrate effectiveness of a project in
 
which family planning services are delivered through a well
organized maternal and child care program in a large and
 
predominantly rural area.
 

The proposal specified these more 
immediate objectives:
 

1. Develop and provide a 
better quality of health services for
 
mothers and children.
 

2. Introduce and/or improve family planning services in 
the
 
context of an expanded CH program within the general health
 
services.
 

3. 
 Improve MCH-FP training and supervision of health personnel.
 

4. Undertake operational and other studies which will achieve
 
the immediate objectives, includinq the determination of the
 
types and amounts of program investment which give the best 
results, in the light of available resources.
 

Evaluation
 

Evaluation was an important 
 pact of the Bohol Project. Baseline
 
conditions, as well as 
local beliefs and practices, were studied. *Before'
 
and *after' surveys measured changes in 
family planning knowledge, attitudes
 
and practice; MCH practices; morbidity; nutrition; and socio-economic
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conditions. A dual record system was maintained for four years and covered 
8.000 households in the Project area. It estimated levels and trends in 
fertility, mortality, and contraceptive use. Twenty small studies were done 
to imprc'e health and family planning services. Papers were locally 
publisheJ on topics ranging from abortion practices, birth weights and
 
breastfeedino trends, to patterns of migration and age at marriage.
 

Outcome 7ndicators
 

Other BWhol Project documents and publications present the results, 
lessons learned, ard recomendations made by those associated with the Bohol 
Project. Here are presented only the indicators used to evaluate the 
project outcome, organized by topic: general health services, maternal 
health, child health, family planning, morbidity, fertility, and mortality.
 

General health services: Increased number of service providers, trained
 
staff, clinics, and boticas; numbtr of health staff with transportation
 
(horse, bike, motorcycle, boat): number of clinics with basic equipment
 
number of villages visited by wobile audio-visual team; extent of com
munity participation (t._., number of communities building a clinic and
 
supporting adwives, coamunity health workers, boticas); number of non
PCH/FP services (mostly curative) provided monthly.
 

Maternal health: Percentage of priority .cben identified by name: 
percentage of priority women given at least one health service; percei~tage
 
of traditional birth attendants (TEAs) who have been trained; percentage
 
of pregnant women who consulted health staff during pregnancy; percentage
 
of pregnant women receiving prenatal care early in pregnancy; percentage
 
of pregnant women receiving the basic "package" of prenatal services;
 
average number of prenatal visits per woman; percentage of pregnant women
 
receiving FP counselling during pregnancy: percantage of TBA deliveries in
 
which umbilical cord was cut with bamboo sliver; percentage of delivering
 
women (by type of care and attendant) practicing family planning after
 
birth; percentage of women getting postpartum care; percentage of pregnant
 
women seen by trimester; percentage of deliver;,es by t:pe of attendant
 
(doctor, nurse, midwife, trained or untrained crauitional health worker).
 

Child health: Percentage of priority children identified by name; per
centage of priority children given at least one health service; number of
 
sick and well infants seen monthly; number of sick and well children seen
 
monthly; percentage of priority children given BCG and DPT immunizations;
 
mean age (in months) when children first came to t.alth clinir; percentage
 
of last liveborn children who were breastfed; mean duration of breast
feeding; percentAge of children (0-6) who are severely malnourished; and
 
percentage of infants of low birth weight.
 

Family planning: Availability of family planning (FP) services; per
centage of husbands and wives approving of FP; percentage of wives 
approving of sterilization; mean ideal family size; percentage of womn.n 
wanting no more children; knowledoce of FP -Tthods; percentage of elig.,'e 
couples practicing VP (by method); percentage of FP users from more
 
traditional backgrounds; continuation rates by FP method; and pregancy
 
rates ty FP method.
 

Morbidity: number, type, and duration of illnesses in household in
 
specific period.
 

Fertility: Crude Birth Rate; other fertility rates (age-specific, total.
 
grreis ivproduction rate) by ecological areas.
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Mortality: 
 Crude Death Rate; Maternal Mortality Rate; Child Death Rater
Infant Mortality Rate; 
number of stillbirths; Petal Mortality Rate; and
 
number of deaths due to tetanus neonatorum.
 

Reommendation, for Future Evaluations Based on the Bohnl Experience
 

h thorough evaluation of a large-scale health and population project
requires a carefully thought out ccmbination of sample survtys, secondary
analysis of census data, small applied studies, and the ube and improvementof service statistics produced 
by public and private health and family
p:anning programs and 
the vital registration system. 
 Tne first step is
identify indicators 

to
 
which best measure the attainvent of the major
otjoctives 
of the project and to discover what information is already
 

available.
 

The strength of service statistics systems is that 
they can potentially

provide timely information, often monthly, on an ongoing basis for
general population at little additional cost since 

the
 
recording and reporting


are typically routine tasks of 
service providers. 
 Data collected by local
service statistics systems 
can sometimes be compared 
with regional or
national 
data. Finally, for infrequent events such 
as maternal deaths,

there 
ay be no practical alternative to using service ntatistics data.
 

The weakness of service statistics systems 
is that the data they produce
are often incomplete, frequently biased, 
 slow to be available,

inadeqjate and 

as measures of long-term objectives (such improving health).as
Some data produced may be quite accurate (.., payroll or distributionrecords) but many are typically inac'urate (e.g., numbers of current usersof different 
family. planning methods). Furthermore. 
service providers have
 
information only for 
those utilizing the services.
 

Some improvements 
can be made in service statistics systems by training

field staff in record-keeping ani reporting, 
by simplifying forms, by
providing sufficient copies of 
forms, by preparing manuals how to
on fill
out the forms and how to obtain the required information, by reviewing all
the records of clinics 
producing the least accurate 
figures, by holding
frequent refresher courses 
for field staff, and by providing regular

feedback to health staff 
on how the project is going and how their data 
are
being used. Office staff 
need to be instructed 
on how to supervise data
collection and how to prepare timely and useful reports for 
managers.
 

But even under the best of 
circumstances 
and with infusions of money,
expertise and *_ffort, 
data from service statistics systems will be very
limited. Service providers often have 
little aptitude, time or interest in
data collection. 
Nor should they be required to collect all 
the information
 
an evaluation will need.
 

Surveys on representative samples of the 
 project population will be
necessary ti check on the accuracy of the service statistics and 
to collect
 
information unavailable from 
 any other source. Mosr useful is a
multipurpose household :'urvey using a representative sample of sufficient

size to meature 
the levels i.,.tchanges in 
the most important indicators. Inthe Bohol Prc.ect, the indicators were fettility, mortality and family 
planning use.
 

For the first several survey rounds, the household survey could becombined 
 with an independent 
 system to estimate 
 the extent of
under-reperting in the household survey. When it can be demonstrated thatmost "events* are being caught by the household survey, the second system 
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could be dropped and later household survey estimates adjusted for missing 
events. The 'household change" technique should be used in the second and 
subsequent surveys. That is, instead of l sting all household members and 
their characteristics anew at each survey, the focus should be on changes 
since the previous survey. D&Ta retrospectivr to the first survey s1ould be 

collected by both systems but only to improve the accuracy of subsequent 
estimates rather than to yet an estimate prior to the first survey which 
would be likely to be an undercount.
 

The multipurpose househ.ld survey could supplant the "before' and "after* 
design which is not very useful for managers due to the lateness of the 
Z:tc ...... .zusehold survey questionnaire for each round could bdd 

or subtract modules. For example, a module on socioeconomic characteristics
 
of the households might be included in only the first and last rounds
 
whereas nodules on family planning attitudes, IC'H practices and health
 
services utilization =1.ht be included in the first, middle and last
 
surveys. Having family planning use information by method for each round,
 

combined with service statistics data on accertors and contraceptive
 
3upplies distributed, could give a rough kapression oi continuation-rates by
 

method, hence eliminating the need for specJal f, ily planning acceptor 
surveys. Most modules could be &Jsinistered !a only a sample of respondents 
in the master sampling frame -- perhaps only t, those iUving in every third 
sample area. 

The multipurpose survey could be used to identify areas for improvement
 
in service statistics and to estimate how far off they are. Between and 
after the surveys, the only data available may be from serice statisticb,
 

so it is important to measure their accuracy.
 

Smaller applied studies could be done at other imes of th- year using 
the sane matter sampling frame. This eliminates the need to collect 

household information again and allows data to be link -d with other 
surveys. For example, a sample of children in the sample households could 
be selected for studies on nutrition. 

Basic results can sometines by obtained more quickly by hand-tabulation 
than by computer. Sample area3 can be classif.ed and then hand-tabulated by
 

the most important group-ngs in the population--urban/rural, religion,
 

ethnic group, ecological area and the like. Mini-computers many soon make 
analysis easier in remute areas.
 

Needless to say, the results need to be presented quickly and clearli, to
 

managers and policymakers, with generous use of sumaries, graphs, concise 
non-technical language and clear recommendations.
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MEASURING IALNUTRITIOM: 
THE COLOMBIAN POO AND h-TRITION PL N 

Maria C. Bustillo
 

Workshop Speaker for
 
Community Health Workers
 

Community-level surveillance of 
the nutritional statu,, of children under
 
age-five is part of Colombia's Food and Nutrition 
Plan. Program components

have been adopted to
from conventional nutritional evaluation methodologies 

m7. the reality and needs of poor rural and urban comunities. Many of the 
ideas utilized in this work are taken from Dr. Morley's work at Imesi in
 
Nigeria and from other similar experiences in Indonesia, Philippines and
 
India.
 

The Food and Nutrition Plan is a comrcrent of the Government development
 
.trategy, coor. ',iated by the National 
Pl,'n0ing Office. It evhasizes those
 
interventions with nectors
different (airiculture, education, health and
 
sanitation) that have an impact on nutritional status. It is aimed 
at 30
 
percent of the poorest population.
 

The maif purpose of the Surveillance Program i.a to promote adequate 
growth amon] under-fives. In doing so there is ar opportunity to: (1)

collect information reqarding the nutrition and healch of children; 
(2) use
 
that inforration for makinq decisions; and (3) 
 provide educational
 
opportunities for mothers, the community at 
larqe and health workers at all
 
levels.
 

How is 5urveillance Done?
 

The backbone of 
the system is t'.w monthly weighing of lill under-five 
children by a person from the sarae community. The weight is then plotted,
with the help of the mother, on a chart which the mother kekps. There is
 
also information on diarrhea, cough, vomiting, fever, 
skin disease and other
 
qigns that the chil 
 ray have had during the week before the weighing.
 

There are 38 community leaders working in seven different areas. Each
 
one is responsible for about )20 children, a.akin a total 
of about 5000
 
children. The program will be extended to ten areas 
duri:,g the next two
 
months to cover a 
total of about 13,000 children.
 

To help the health promoter decide on the nutritional status of the
 
child, a system has been developed that tells both the worker and the mother
 
when the child is in danger of becoming malnourished and when he should be
 
sent to the doctor.
 

Instruments have been prepared in such a way that they are simple 
to
 
understand and manipulate:
 

The Growth Chart: 
 The project first utilized Morley's Chart, then a
 
modified 
version of the World Health Organization International Growth
 
Chart. The Chart now in use 
is a modified version of both these charts.
 

The Scale: A bar scale -- market scale -- has been designed.
 
Traditionally, people In the rural areas have used these 
for weighing the
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goods they sel. There is no problem with reading it. Same workers 
consider it a biL too heavy, so there is a new model that weighs up to 20 
kilos.
 

Training: Training is emphasized by doing. in general, there are no 
difficulties with training illiterate people in the use of instruments and 
concepts. 1ore difficulties exist with professionals accepting a different 
way of looking at nutritional status. 

In general, difficulties were found when trying to put forward these 
simple techniques for measuring malnutrition. Traditionally, nutrition
 
evaluation has been carried out in a complex way and with sophisticated 
instruments. It is then urgent to find acceptance and understanding of 
simple techniques at the community level to promote adequate growth among 
children. 
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ON MEASURING PROGRESS IN FOOD-AIDED
 
H.AL R-P MNrIING PROGRAMS
 

Jean-Pierre A.C. Dustin
 

Workshop Speaker for Program Nanaqers 
and Consultants 

In oe form or another, food aid has existed throughout the recorded 
history of mankind. But only after World War II did it became a systetmtic 
international activity. This occurred 
in recognition that while large
 
groups of the world's population were chronically malnourished, the moe 
efficient food producing countries 
were grappling with comodity sur-..,ses.

These surpluses were often either donated or sold at concessional prices to 
those countries most visibly requiring assistance. Yet such surpluses

result, at 
least in part, from the considerable international contracts that
 
must be fulfilled, irrespective of the effects of weather variations on 
agricultural yields. Thus food aid tended to be made available on an ad hoc 
rather than a rational basis. 

This approach, generous as it was, usually did 
not take sufficient
 
account of the social and economic consequences in recipient countries. 
The
 
net effect was sometimes to disrupt existing 
trade and commercial exchanges,

discouraqe domestic food production, and promote dependence 
 on food
 
importations. As the poorest countries usually could not afford 
to purchase

food at normal commercial prices, the final result was often a form of 
'addiction" to concessional priced fnod or 
even to free food aid. As these
 
factors came to be recognized in the late 1950s and early 1960s, preventive 
measures were introduced in most bilateral food aid programmes and built 
into the policies of 
the World Food Frogqamme, which began multilateral food
 
aid in 1963.
 

Properly administered food aid programs soon domonstrated that more than
 
just avoid harm, they provided a powerful tool to help countries toward 
economic and social development. Many experimental projects yielded
increased agricultural (and food) production in recipient countries, while
 
others concentrated on developing 
the country's infrastructure. Some even
 
contributed to accelerating some aspect of industrial development. Yet 
their success depended essentially on well thought-out project design,
adequate governmental backstopping (technical and budgetary) and, mast 
important vf all the motivation of those involved in project management and 
implements. 4onT.1 

For example, Chile expanded the coverage of its rural centres to more 
distant artes than the national budget had alluwed. Food aid was granted to 
a group of large uroan hospitals, mainly in Santiago and Valparaiso, with 
the proviso that the savings thus made in their food bills would be set 
aside for the construction of 50 remote health centres which had existing
trained personnel but inadequate buildings. The design of such projects
supporting primary health care structures is critically dependent on the
initiative of health authorities and on the cooperation they can get from 
village leaders and rural 
comunities generally. The evaluation of such 
projects is comparatively easy as it can be based on the net value of the 
food distributed, the number of facilities erected and their utilization 
rate. The "bottom line is then simply expressed in terms of population
served per unit of food aid invested. A similar line of reasoning applies 
to the use of food aid for the establishment of rural comunity water 
supplies where a given amount of food aid can be related to the number of 
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systems installed (wells, catchments, networks) and the population thus 
served with directly available drinking water.
 

However, supplementary feediiq projects for vulnerable malnourished 
groups are much more difficult to set up, monitor and evaluate. The general 

weaknesses of the health services available to such underprivileged groups 
make the judicious distr' bution of food supplements an unfortunately 
haphazard proposition. In addition, even when a functional health facility 
can adequately direct the food supplements specifically to those at greatest
 
risk, health personnei often don't know whether the supplements finally get 
to those inteneed, except if the food is actually prepared and consumed 
directly at the halth post (which is usually more than its personnel can or
 
should undertake tn view of existing health priorities). In most cases the
 

supplement, intenOed for needy individuals, usually ends up being shared 
among the entire hjusehold. This "dilution" effect among households
 

explains the present tendency to consider supplementary feeding operations 
on a family scale rather than on an individual basis, requiring more food 
and correspondingly higher lo.'istic and distribution .xpenses. The actual 
impact on the beneficiaries' nutritional status should be determined.! / 

Yet so far most such programmes have only been examined subjectively, with 
health workers stating that "they see less malnutrition* or schoolteachers
 
saying 'their pupils are =ore attentive" as a result of the ongoing
 
supplementary feeding programme._3/4/ 

When the sugqestion is mLde that measurements should be taken to allow 
some more systematic and scientifically respectable evaluation of the
 
programe's achie;'ements, a fr.'quent response is that this should not be 
imposed upon the beneficiary community or government because they are 

already putting every available effort into running tt.e feeding programme 
itself. This is a fallacious and potentially detriertal line of thought. 
It is fallacious because its oralin stems from the belief that a me-surement 
of nutritional status is inhere-tly difficult to the point of requiring
 
large numbers of nutritionally qualified personnel -- which is not
 

necessarily true.
 

For example, Professor Durnin of Glasgow University recently proposed to 
train a nucleus of Peruvian hellth auxiliaries in making fundamental 
anthropooetric measurements for t - monitoring and evaluation of Peru's 
food-aided projects 1/ (which include a component of supplementary feedinq 
of vulnerable groups) while a Wcrld Health Orqanization (WHO) group 
similarly produced -- as a minimum procedure -- evaluation guidelines based 
on no more thun the age, weight and length or heiqht of pre-school 

/

children.-/2- In both c.-:Z, the training requires tuition by a few 
experts and should include the means to Coiduct self-calibrating exercises 
to ensure consistency and a constant quality of measurements.Y/ On 
that basis, no more than a few super 'surs remain necessary to maintain the 
quality ol data gathering. WHO's guidelines are presented in such a way 
that the interested worker can figure out for himself the significance of 
his own data. 1he biostatistical basis of the procedure will aillow one to 
show to any expert statistician its ruathematical basis. Admittedly, all 
this requires more effort than taking unreliable or ever no measurements at 
all and will mean some expenditure, as uill the data processing. 

Yet this evaluation expenditure is a wise investment mainly because the 
chief beneficiary of an objective evaluation is the recipient country 
itself. Food aid must necessarily be viewed as a temorary phase in a 
country's development; otherwise it evolves into food aid dependency, a 
country's addiction. Consequently, any properly designed food-aided 
operation must 'work itself out of a job', with government and/or local 
authorities progressively taking over the operation, using their own 
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resources. This, in turn, demands that project managers provide their 
planning ministry or their budgeting authorities with convincing documented 
proof that the activity is effective. Short of such pzoof, their chance of 
qetting the necessary allotments for self-sufficient operation will be poor,
their efforts wasted if the activity is discontinued. Furthermore, the 
country will need more external aid, with the corresponding addiction risk.
 

In conclusion, food aid no longer needs to e considered a misdirected 
effort as its pitfalls are recognized and preventive precautions known. The 
measurement of a prolect's nutritional impact should appear less frightening 
than it has so far appeared to many. The effort this measurement requires, 
when kept to the scientifically acceptable minimum, is one that countries 
receiving food aid should undertake themselves because '. is in their best 
interests. Correspondingly, organizations providing food aid should insist 
that along with logistic and distribution costs, an evaluation expenditure
be recognized at appropriate budgetary levels as a legitimate operational 
cost,
 

NOTES
 

1/DustAn, J.-P., and Lavoipierre, G.J., *Food Aid as a Capital
Investment," World Health Organization document FAP/79.1, (1978), (also 
exists in French and Spanish versions). 

2/The same way be said in the case of resettlement operations where it 
is imperative to know that the food aid grant -- helpful as it is to the 
quickest possible development of agricultural capacity -- should certainly
be sufficient to prevent any nutritional deterioration amongst the settlers' 
most sensitive groups. These will be all the more censitive an indicator if
 
the settlers were already malnourished in their oriqinal habitat.
 

!/When they notice instead that their pupils are more playful and run
 
about more enerqetically, the probability exists that they may have a
 
significant observation. How to quantify pt.ysical exertion under field
 
conditions then becomes the next problem.
 

4/The bias inherent in such statements is clearly unavoidable, and 
occasionally leads to harmful consequences. One case of this nature 
occurred when a Ministry of Education, considering its school feeding 
project highly successful, suspended the distribution of anti-anaemic 
ferrous sulfate tablets -- while it was clear that no dietary iron source 
worth mentioning existed in any of the feeding supplements provided.
 

-/Proia-Roncht, Francesca, personal communication, (1980).
 

-/'Waterlow, J.C., et. al., *The Presentation and Use of Height and 
Weight Data for Comparing the Nutritional Status of Groups of Children Under
 
the Age of 10 Years,' Bul, WHO 55(4), pp. 489-498, (1977). 

!/Dustin, J.-P., Lavoipierre, G.J., Dixon, H., and Keller, W., 'A
 
Guideline for the Measurement of Nutritional Impact of Supplementary Feeding 
Programes Aimed at Vulnerable Groups,' World Health Organization document 
FAP/799.1, (1979), (also 
exists in French, a Spanish version is in
 
preparation).
 

8/Habitch, J.P., "Estandarizacion de metodos epidemiologicos cuantita
tivos sobre el terreno," Boletin de la Oficina Sanitaria Panamericana, Ano 
53, Vol. LXXVI, No. 5, pp. 375-384, (Mayo 1974). 
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HEALTH FOR ALL BY THE YEAR 2000
 
ONITORING: tMY, NmIN, WmRlF
 

Stanley 0. Poster
 

WorKshop Speaker for
 
Policy and Decision Makers
 

Introduction
 

In the year 2000, the World Health Organization (WRO) and its membercountries will be judged on their success in achieving the goal set at 
Alma-Ata in 1978, 'Health for All by the Year 2000.0 

This assessment, if it is to be meaningful, will require four types of 
data:
 

1. 
 Baseline data on health status and priority causes of morbidity and
 
mortality;
 

2. Identification of priority areas 
for intervention;
 

3. Establishment of quantitative time 
limited objectivesi and
 

4. 
 Establishment and implementation of monitoring systems to measure
 
progress toward objectives.
 

As discussions on monitoring are frequently 
 confused by different
definitions and interpretations, it is important to differentiate measures
of service delivery (process indicators) from those that measure impact of 
services on health (outcome indicators).
 

Identification of Priority Areas for Intervention
 

The Alma-Ata 
document identifies Primary Health Care (PHC) asoperational strategy to achieve Health for 
the 

.11. It envisions action in all 
of the following seven areas: 

1. 
 Education concerning prevailing health problems and methods of
 
prevention of theml
 

2. Promotion of food supply and proper nutrition;
 

3. Adequate supply of safe water and basic sanitationt
 

4. 
 Maternal and child health care including family planning and
 
imunizations;
 

5. Prevention and control of endemic diseases, including those . tvent
able by immunization:
 

6. Appropriate treatment of commn diseases and injuriest and 

7. Provision of essential drugs.
 

Before imllementing any all
or 
 af the above, it is important tocritically examine each 
area according to the following criteria: (1) needof a population for a specific intervention, (2) desire of a population for 
a specific intervention (3) technical feasibility; (4) logistic
feasibility; (5) effectivenes, (6) cost, and (7) resource availability.
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Although certainly open to challenge, a problem oriented approach to 
primary health care, selected according to the above seven cr).teria, offers 
the greatest hope for significant health improvement between now and the 
year 2000. Once key areas of intervention are selected, specific objectives
 
need to be developed.
 

Establishment of Monitoring System
 

monitoring is not a simple rczording of events, but an active selective 
measurement of key indicaters to measure progress toward specific
 
objectives. It is a dynamic management process by which progress is 
documented and problems are identified. The failure to meet objectives 
provides the single most important potential force for finding better
 
approaches to improve health.
 

MO has identified certain basic principles for selecting indicators:
 

1. Every level of the health system, including the comunity, has its
 
own information requirements concerning primary health care, and 
the same information ay call for a different degree of elabora
tion at each level. 

2. 	 The collection of information has to ,e kept to the minimum
 
required.
 

3. 	 Identify only relevant information that -.s actually used.
 

4. 	 Information reporting from one level to another is a two-way
 
process and should be limited to that which is actually used.
 

5. 	 Data should reveal intensity as well as extensiveness of short
falls from objectives.
 

6. 	 Data should reveal differential effectiveness among different
 

groups within the population.
 

7. 	 Indicator selection is an evolutionary process.
 

Indicator selection is an evolutionary process which will change as needs 
and methods are better understood. It is doubtful that the indicators 
selected today will be used in the year 2000.
 

Monitoring is required at all levels. Probably the most important level
 
is the local level, where local collection and analysis of data can lead 
directly to action. The following are some of the key aspects of local 
monitoring: 

1. 	 Posting of a map, hand-drawn if necessary, introduces to local staff 
the concept of responsibility for an area and a specific group of 
people within a geographic area. 

2. 	 Using best available census data, identify population by geographic 
area. In addition, estimate specific tarqet groups (e.g., pregnant 
women, newborns, one-year 'jlds, two-year olds). 

3. 	 Combining map and population data, determine population with 
reasonable access to available services. Discussion of data with 
consumer and local health staff is the first step in providing 
extension of services.
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4. Service statistics, the number of ;=munizations given, tth nuber 
of deliveries attended, or 
the number of malaria cases treated 
provide a utilization measure of health activity. 

S. 	 Coverage can be measured in tw ways, direct assessment and
 
estimation. 
Direct assessment '..volves the statistical samling 
of an at risk population as to numbers receiving a service, divided 
by those in need of that service. Local, comunity, and health 
staff participation in !.aluation potentially provides a major 
stimulus to the self-sufftciency envisioned at Alma-Ata.
 

6. 	 The feasibility and t'alidity of measuring health status at the local
 
level need exploration. 
Possible areas for experimentation include:
 
(a) local registration of births and deaths; to) recording of birth 
weights; (c) surveillance for high frequency conditions routinely 
seen at health facilities (e.g., measles, pneumonias, diarrhea); (d)

monitoring of nutritional status (*.g., weight for height, weight 
for age); and (e) survey of infant and under-five deaths. 

In developing the monitoring system, it is important to recognize the 
advantages of selective monitoring. Surveys and sentinel bites frequently
provide higher quality data at lover cost than the c~ntinued passive 
non-selective collection of all data. 

Conclusion 

Without a comitment to effective monitoring, the current talk on Ofealth 
for A1 will be only rhetoric. 
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III. PROCESS INDICATORS: COVERAGE,
 
EMl1TY, COOMITY PARfICIPATION 

The use of formal measures, such an n* er of 
people at meetings, patients served, follow-up -. 
appointments kept, and other measure, mandated
 
from above* will 
nut convey the underlying 
qualities that p;ocess indicators measure. With
out the involvement, understandir-I and commitment 
of those r'viding data, the dangers of useless 
and false information will be high.
 

James K. Pines
 

In primary health care there continues to be a
 
rich diversity of practice. The coming decade
 
is likely to see the emergence of an equally rich
 
diversity of more coimunity-centerra evaluation
 
approaches and practices.
 

Marie Therese Feuerstein
 



CRITERIA AND RATING SCALES FOR
 
EVALUATION O? PROGRAM STRUCTURE AND PROCESS
 

Lavrence W. Green*
 

Plenary Speaker
 

Many international health programs emphasize process evaluation rather 
than iupact (or outcome) evaluation due to their particular evaluation 
needs, resources and program setting. 

Three variables often included in process evaluation are equity,
 
coverage, and community participation. Specific indicators may be selected 
to measure each of these variables. For example, citizen participation can 
be exau.iqed in terms of the recruitment process, thi number and background 
of participating citizens and the extent of citizen participation in
 
different situations. Coverage could include the number of persons
 
receiving services and the types or 
range of services offered. Equity could
 
include services offered versus need, access 
to services and type of
 
professional delivering the services. However, it may be more efficient to 
evaluate equity, coverage and community participation across four stages of 
program development: Problem diagnosis, planning, preparation and 
iplementation. 

Problem Diagnosis Staje
 

The first step in this stage involves inforeation gathering and analysis: 
the incidence, prevalence and etiology of the health problems in a given 
population and the most rpcent available demographic, vital and 
socio-cultural characteristics of the sub-populations experiencing the 
health protlem. The problem should be further analyzed on the basis of the 
experience of related agencies and through a literature search and report 
analysis. The views of patients, consumers and health service providers 
should also be included. The second step is a redefiniticn of the health 
problem in behavioral terms and identification of the specific factors 
affecting the behavior. einally, the approprlate interventions are
 
described. Criteria appropriate for evaluating this stage are:
 

1. 	 Data from available sources should have been gathered and
 
consolidated for planning purposes.
 

2. 	 Existing literaturs on the specific problem or population should
 
have 	sjeen reviewei prior to plan. ing.
 

3. 	 Available resouices should hav, been surveyed in the community
 
to avoid overlap and to identAfy individuals and groups with
 
prior experience with the r.oblem.
 

4. 	 Consultation from Federal agencies should have been utilized
 
where specific data, literature, resources or experience were
 
lacking.
 

*Co-author is Dr. Donald C. Iverson. Presented by Dr. Iverson. 
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The Planning Stage
 

This 	stage involves the coordindcion and budgeting of the selected
 
intervention methods into a timetable. Central to planning is constructive
 
participation by potential consumers who, in additicn to understanding and
 
defining the program's intent, also contribute to the jetting of priorities,
 

the 	determination of accetable approaches, the informational content and
 

phraseology, the suggestion of barriers and facilitators to achievement of
 
program objectives, the identification of indigenous resources, and the
 

review of program materials. Participation of lay individuals in this stage
 

enables program planners to incorporate consumer interests, perspectives and 

values into the proqram's activities. This stage involves: (1)
 

identification of priority target populations for specific program
 

components: (2) specification of behavioral objectives; (3) specification of
 

educational objectives which must be accomplished before it is possible to
 
achieve a change in behavior; (4) assessment of barriers and facilitators to 
implementation; and (5) assessment of available resources. Criteria
 

3ppropriate for evaluating this stage are:
 

1. 	 The specific target and transmitter populations should be idertified
 

(e.g., geographic, ethnic, social and economic status and age).
 

2. 	 nepresentatives from the "target" and transmitter population should
 

have been included from the beginning of the formal planning.
 

3. 	 Representatives frov each level and occupational catecory ultim.ately
 

responsible for implementing the program should have been included
 

in the planning.
 

4. 	 Objectives for the program should have been stated from the

consumers' perspective (in terms of their goals and with
 
numerical targets).
 

S. 	 Priorities should have been established among objectives.
 

6. 	 Participating agencies should have been represented throughout the
 

planning.
 

7. 	 Participating personnel within each agency should have been kept
 

informed of proqress in planning.
 

8. 	 Planning sessions should have been varied in format and location to
 

provide opportunities for input from individuals and groups who are
 
more or less responsive under different circumstances.
 

9. 	 Planning should not have ended with submittal of the grant proposal
 

or receipt of the contract.
 

10. 	 As much attention should have been given to the knowledge, attitudes,
 
values and social relationshios of the target population as to the
 

behavior.
 

11. 	 The com'unity at larce should be kept informed of development at all
 

stages of the program.
 

The 	Preparation Stage
 

This 	stage involves: (1) priority setting and selection of program
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strategles; (2) development and assessment of educational methods ane media;(3) orientation and trainih. of staff,9 volunteers, coi'unity aides andcomunity organizations: (4) selecti., of data cllection nethods, records
and fors; and (5) schedulino cF program activit.,s. if concerned persons

are involved and planning is detailed 
and thorough, staff, volunteers and
cooperating agencies should 
aqree aith the program's 
aims and general

strategies. Criteria appropriate for evaluating this stage are:
 

1. 
 Specitic prcgram and service components should be specified

(e.g., kind of prevention, training or treatment).
 

2. All participating staff should have received a 
full orientation
 
to 
the proqrae objectives, philosophy and limitations.
 

3. Volunteers should he recruited and trained, and 
?xisting staff with
 
ma]or responsibilities in 
the program should have been provided in
service training to assume their new 
-oles in the program.
 

4. 
 Supervisory responsibilities should have been clearly delineated.
 

5. Specific staff 
functions should have been clearly delineated.
 

6. Specific audio or 
visual aids c'Alected or produced for 
the program

should have L-en carefully pretested on the populations with which
 
they are to be used.
 

7. 
 Opinion leaders in the co~unity who may not have been directly

involved in the early planning should be involved at this stage

to preclude their opposition during implementation of the program.
 

R. 
 Comitments of personnel, physical facilities, financial assets
 
and supplies should be reasonably firm before implementing program.
 

9. Evaluation ,esign and savpli.tq should be developed.
 

10. All recordkeeping forms for service data in 
tie program should be
 
developed and pretestee.
 

11. 
 Referral sources and cooperating agencies should be 
lined up and
 
informed of the beginn.ng date for the progra,.
 

12. 
 Methods of recruiting :onsumers s':ould be rpecified. 

The Impleentation Staye 

This stage is designed to provide immediate feedbac% to program staff onwhether everything is working satisfactorily. Feedl-..k 
facilitates program

adjustments and replanning. Criteria 
&ppropriate for evaluating this stage
 
are:
 

I. Publicity or promotion of 
the services should be 
limited at first to

avoid creating more demand for 
services than can adequately be met 
at *he outset. 

2. High priority cases or groups should be handled first. 
 Satisfied
 
clients should be a major goal of 
the initial services zendered.
 

3. 
Data collection and reco.Jkeeping procedures a.ould be appropriately
 
applied and monitored.
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4. 	Criteria specific to film showing:
 
a) 	 Films should have been previewed several days in advance of
 

their scheduled showing, with c presentatives of target
 
audience reacting to preview.
 

b) Audiences should be small enough and homogeneous enough
 

to allow intimate discussion following film showing.
 
c) Verbal introduction of films should include a statement
 

on the purpose of showing the film, reasons for selecting
 

it, what to look for and what aspects will be discussed
 

following the film.
 

5. 	Criteria specific to training workshops:
 

a) Develop a normative ratio of project funds per day of
 
training provided. Use this as one index of program support.
 

b) The program should have the active support of health
 

administrators.
 

c) 	 Participants should be allowed release-time (with pay) or
 

receive school ciedit or both.
 

6. 	Staff and supervisors should perform the functions specified in the
 
organization stage.
 

7. 	The program should make appropriate use of volunteers, audio and
 
visual aids, cooperating agencies and referral sources as specified
 

in the o'ianization stage.
 

8. 	Cowunication and teedback snould be maintained oetween personnel at
 
all program levels (vertical) and between cooperating agencies or
 
groups (horizontal).
 

Rating Evaluation Criteria
 

Upon selection of the process criteria, methods must be devised to
 
collect and assess data on each criterion. Questionnaires administered to
 
program participant,, staff, or both are often used to generate data on
 
process criteria. Rating seales should be constructed for all criteria and
 
whenever possible objective responses should be required. This h3s the
 

advantage of facilitating interpretation of results and reducing the 
response burden. Given the subjective nature of criterip and the purpose of 

the evaluation, a tnree-point (0 - 2) Likert-type rating scale is sugqested 
where "I" represents the least desirable outcome. The following is an 

example of rating scales assessing the problem di.a~nosis stage of program 
development. 

1. 	Scale C - Little or no attempt to collect data on problems or
 

population.
 
1 - Some attempt to collect, but no attempt to consolidate
 

or use data; or data collected on population but not on
 
problem, or problem but not population.
 

2 - Reasonable efforts to collect and consolidate data from
 

available sources on both population characteristics and
 

problemv
 

2. 	Scale 0 - No evidence of serious review of scientific literature on
 
the problem prior to planning.
 

I - Some evidence of literature review prior to planning but
 
but not recorded or used in the planning; or literature
 

systematically reviewed on population but not on problem,
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or on problem but not the population. 
2 - Clear documentation of previous research and experi,n.:e 

pertinent to the problem and population. 

3. 	Scale 0  4o effort to interview other agency representatives in
 
the coxunity who way have had prior experience with the
 
problem.
 

I * 	 Some effort to interview others, but some obvious 
omissions, or soxe clearly wasteful overlap in services.
 

2 - Rather thorough nsurvey of available resources 
and
 
individuals with prior experience with tOe problem in the
 
community.
 

4. 	Scale 0 = Mo effort to consult with Federal aqency officials when 
specific data, literature, resources or experience were 
lacking. 

1 - Some assistance or consultation obtained but not actively 
sought or not obtained until after the planning stage. 

2 	 . Consultation fror Federal agency used where specific data, 
literature, resources or experience were lacking. 

It would be iwproper and unjust to use the response on any of the rating
 
scales ,s a sole basis for 4udgrent. A more reasonable approach is to view
 
responses to all rating s:ales in 
relation to one another. An overview of
 
the program's status with 
respect to that group of criteria can then be
 
depicted. Construction of rating scales for the other criteria 
areas would
 
allow for a 
useful and systesatic assessrent of the prograr's perforrance in 
such areas as equity, coveraqc and citizen part-cipation. The number of 
items and rating scales rmay be increased to accouznt for specific program 
enphasis or interest. However, the suggested framework for assessing
 
equity, coverage and community participation includes criteria and rating
 
scales 
 which should satisfy the evaluation needs of most programs.
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EVALUATION -- A TOOL OR A BURDEN? 

Mary V. Annel
 

Panel Speaker
 

Evaluation is a word which greets health workers on every side and often 
strikes terror in their hearts. *We were trained in health care, not in
 
statistics," they say. Evaluation may even come to be hated: at times it 
has stopped a program dead in its tracks. In Huehuetenango, Guatemala, a 
very promising rural women's program was paralyzed by an over-ambitious 
evaluation attempt. Activities in 
 the ;;ogras were suspended for the
 
evaluation effort, first for three months, then for six. By the time the
 
results wer,. presented, the program had lost its 
momentum and stopped
 
abruptly, overwhelmed by evaluation.
 

Despite this negative view of evaluation, health programs need assessment
 
for health personnel to chart future activities. But evaluation must be a
 
tool, not a burden. From A fie'd worker's viewpoint, the ideal evaluation 
scheme would be adapted to the needs of the particular program, incorporated 
easily into the daily running of the program, and made intelligible to 
participants at the village level.
 

In view of the needs and limited resources of rural comtunities in third,

fourth, and fifth-world countries, highly technical evaluation might perhaps 
be abandoned in favor of behavioral 
criteria, borrowed frow educational
 
theory. Teachers 
 today state classroom objectives 'in behavioral, or
 
performance, terms that describe what the learner 
will be DOING when
 
demonstrating his achievement 
of the objective.' 1/ The rural Health
 
Promoters Program of Huehuetenango has borrowed this concept to assist in 
the evaluation of its work.
 

This health program attempts to serve the primary health care 
and
 
preventive medical needs of the 380,000 people 
 of the Department of
 
Huehuetenango, the western-most state of Guatemala. Guatemala has the worst 
health asatistics in Central America, with 80 percenst of its children under 
five suffering from malnutrition. Infectious diseases are rampant,
 
especially tuberculosis and diarrheas. 
The program presently has 400 health 
promoters scattered throughout 7,403 k0 2 

. Its heaslth workers are local to 
the village where they work, have an avertge second-grade education, speak 
one of six Indian lsnquages as well as Spanish, and often have to walk eight 
to twelve hours from their outlying villages to reach the nearest town where 
there is a drugstore. A doctor or a hospital may be another two to eight 
hours bus ride away.
 

Given semi-literate, volunteer workers who are widely separated in tiny, 
mountainous villages, 
the traditional evaluation questionnaires or other
 
techniques would be impossible to complete and counter-productive. Instead, 
the program has adopted behavioral criteria which serve it well: 

1. Does the cosmunity trust and act on the advice received from its 
health promoter? The traditional, Guatemalan-Indian mentality
 
perceives illness as caused by God's will, to be accepted fatal
istically. If members of the comunity follow advice from the
 
health promoter, they are moving 
into a more active control of their
 
own health and lives.
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2. 	 Does the coar nity collaborate with the health promoter in common 

projects, for example building a small health clinic, or helping 
pay for his/her expenses during a training course? All of the 

promoters have been elected by their communities, but monetary 
help or volunteer labor implies a much broader commitment to the 
health program. 

3. 	 no neighborinl, unattended villages ask for their own health pro
moter? It would seem that this is one of the most powerful behav
ioral criterion for judging the impact of a working program. Good 
news 	spreads.
 

4. 	 Do sick people, referred to medical centers by the health promoter, 
actually arrive at the center? Or do they still prefer to die in 
their villages? In the rural area, especially among indigenous 
peoples, a hospital is a place to die. Furthermore, the local 
belief system demands that a person be buried in the cemetery of his 
own village, so that his spirit may not wander. If the community can 
overcome all of these prejudices, it would seem that they have genu
inely changed a deeply-imbedded belief system. 

5. 	 Do the mothers of the village bring their children monthly to be 
weighed in the "well-baby clinic*? (One of the most sensitive 
indicators of early malnutrition.) Preventive medicine is always 
one of the most difficult concepts to communicate. If the promoter 
can convince the mother that a relatively healthy-lookinq child is 
beginning malnutrition when his weight gain falls off. qreat strides 
have been made towaro eliAlsm.Lihg malnutrition in tne village. 

6. Does the health promoter want to learn more? Does he/she regularly
 

attend continuing education courses? Does he/she spend free time
 
during courses studying booklets, or doing optical reading? Does
 
the health promoter stay after class, asking more questions? Does
 
the health promoter bring patients to the courses for consults on
 

difficult cases which were not solved in the village? Does he/she
 

bring lists of patients with their symptoms for consulations?
 

7. 	 Do the health promoters themselves innovate ideas and projects which
 
can be used by other communities also served by health promoters?
 
Or do they simply accept what is brought from oitside?
 

8. 	 Do the health promoters have more responsibility for the adminis

tration, supervision, and continuing education within the program
 
than they did six months, one year, two years ago?
 

Other health programs might use different behavioral criteria for
 
evaluating their impact, but the advantages of behavioral criteria, rather
 
than statistical, are several:
 

1. 	 They are possible in a semi-literate, rural, community-based
 
program, oriented toward broad, low-cost coverage. 

2. 	 They assess attitudes and changes in behavior in the community, 
rather than numbers, or presently available inaccurate statistics. 

3. 	 They make evaluation a tool, not a burden. They are 
meaningful to the workers from the village as well as 
istrators of the program. They ire incorporated as a 
part 	of the program, without interrupting the flow of 
and preventive services offered.
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4. 	 They are inexpensive. Use of behavioral criteria does not require
 
highly trained technicians, long questionnaires, or computer..
 

Perhaps to outside observers, the principal disadvantage of behavioral
 
criteria lies in the difficulty of standardization among programs.
 
Traditional Indian cultural values were considered i, developing the
 
criteria cited for Huehuetenango. Many other programs could not depend on 
community cohesion or cope with a traditional, fatalistic mentality
 
suspicious of change. Further, this program is financed largely by the
 
local sale of inexpensive medicines and does not have to respond to 
pressures from outside funding agencies for an evaluation technique foreign
 
to the local reality.
 

Certain universals appear among the criteria indicated: community
 
involvement; comminity confidence in the health worker; change in
 
deleterious health customs; community participation in preventive
 
activities; and increasing participation of the local healti, worker in 
administration of the program.
 

International health program personnel should 
 find some of these
 
behavioral criteria useful for evaluation. Whatever the approach utilized, 
the field worker hopes that evaluation will improve the program's service. 
not weigh it down.
 

NOTES 

1' Hager, Robert, Preparing Instructional Objectives, Belmont, 
California: Fearon Publishers, (1962). 
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COSUITY PARTICIPATION IN rVALUATION
 
PROBLMS AND POVEVTIALS
 

Mar le-Therese Peuerstein 

Panel Speaker
 

Within the past two decades the concepts &nd practices of community
participation have developed with rapidity and force. People have been 
encouraged to identify their 
own health needs and to help tht.melves fulfill
 
them. Traditional patterns of leadership have been is as
used well new
 
forms such as cadres of com-unity-based 
health workers and specially
 
convened committees.
 

The adoption of these and many other innovations has not been an easy or 
painless process, either 
at the level oz nationwide policymaking, or at the
 
community level where the practical cutting edge of comunity participation 
was really felt. Successful community participation depended to a large
 
extent on various behavioural changes, often of long duration. These new 
ideas and approaches involved seeing man himself in a new way, not iust as a 
'cog in the wheel of life" but rather as a dynamic componer.t of the wheel 
itself. 

'Community" itself was also seen 
in a new way and the view rejected that
 
community was 
some kind of "scmnolent. good-natured giant to be wakened into
 

1
useful activity by well-directed prods.-
 There was increasing awareness
 
of the complexities of comunity structure 
and of the actual dynamics and
 
methods needed to increase community participation in health improvements.
 

In addition, the ever widening context and implications of primary
health 
 care itself were explored. For example, only when the deep

underlying causes of ill-health were tackled, such as problems of uneoual 
distribution of resources basic 
to man's needs -- food, land, water, 
education, justice, freedom of speech -- could health really be improved.
To some extent the cry of *better health for development' gave way to the 
cry of "better develooment for health."
 

Today the concepts and practices of community participation, albeit 
imperfectly understood, have come to suffuse virtually 
all primary health
 
care activities. In 
 fact without community participation, in many
 
instances, there would be no 
health progress to measure.
 

Comunity participation in project evaluation can also be useful in the 
measurement of progress. For example, a *participatory evaluation" approach
is based upon the underlying assumption that the very people involved in
health care are capable, given certain circumstances, of evaluating their 
own work./ This in itself is nothing new. any methods of evaluation, 
of the on-going monitoring type, have been successfully used for some time. 
Many health workers already collect data, particularly statistics relating
 
to their own work. But evidence suggests 
that they do not always understand
 
the basis for collection, and may not collate thee themselves or receive 
feedback regarding their implications. The principles and practices of
 
regular reporting, holding meetings, discussions, and other analytic 
encounters may have been well developed, and this experience and these 
skills can be used in a participatory evaluation process. But in addition,
other specific, appropriate evaluation techniques and procedures are needed 
at the comaunity level.
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In planning for coemunity participation in evaluation, the following ten 
topics for analysis should be explored and the relevant questions addressed:
 

1. Origin of the Stimulus for Participation
 

Catalytic action by an individual or group may have initiated the 
development of the health activities. A similar type of action may need. to 
precede the evaluation activities. Individuals normally external to the 
community may be involved, not in the roles of experts, but rather as 

catalysts, resource persons, co-workers and participants. Recent evidence 
suggests, for example, that if vvaluaticn is seen only as a system of
 
grading performance, resentment can be expected._/
 

Revelant questions include: Who Asked for the evaluation? and How t3 
evaluation itself regardeO by the coeffunity?
 

2. Leadership -- Elioibility and Availability 

Traditionally community participation aims to identity and use
 
leadership and create new leadership patterns. Participatory evaluation may
 
employ a parallel approach, using either an existing or rnecially convened
 
team to carry out the evaluation.
 

Relevant questions include: If the evaluation activitier add to the
 
normal workload of those involved, how will the timing and length of the 
evaluation be affected? Is there a unified leadership capable of carrying 
out qroup decisions? What might happen when curative demands conflict with 

the evaluation activities? (Can a man who arrives with a broken lea be 
told, "Just wait a cinute, we're collating our questionnaires!*) 

3. Self-help and Splf-reliance
 

Relevant questions include: Of the contributions customarily made in
 
time, labour, material or financial resources, what is available for
 

evaluation purposes? How much will the evaluation cotL7 Can the cost be 
met out of current expenditures? If not, who pays? How can the evaluation 
be tailored to fit the costs that the counity can afford -- so that it can 
be considered appropriate technology? 

4. Needs. Values and Attitudes
 

Evaluation is often said to be essentially a subjective process, and as 
such value-laden. *A value is the driving force in a man which determines.
 

shapes and reshapes his attitudes, (and)... it is a man's values, not
 
necessarily his needs that determine his behaviour../
 

Relevant questions include: In response to whose needs is the evaluation
 
being carried out? What priority does the community accord the evaluation 
what do they expect to get out of it; and are they prepared to make whatever 
changes that it may indicate as necessary?
 

5. Methods and Capabilities
 

Most primary health activities involve personnel of differing 
educational and technical abilities. Some members of the Lomunity may have 
limited, if any, skills in literacy and numeracy. The roles of the various 
individuals involved in the evaluation will he determined by the design 
objectives and methods of the evaluation and the experience and capabilities 
of the participants. Many of the admirably rigorous and meticulously 
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developeO evaluation methods wh.ich are used successfully in settiags like 
laboratories, hospitals health systemsor care at macro level, have
 
encountered difficulties at community level.
 

Relevant questions include: Was a baseline study ever established? Is
 
the type and quality of record-keeping already employed usable for
 
evaluation purposes? 
 how can existing skills in leadership, planning,
 
organization, te-hnical practice 
and self analysis be fully utilized in the
 
evaluation: What additional skills are necessary? 
 How can the traditionally
 
acknowiJged norrs of 'good evaluation practice' be retained? Now much, and
 
what type of statistical data ir rocessarv and feasible for 
the evaluation?
 

6. Goals and Oolectives
 

Some health activities, especially the older ones, began with general
 
aims to 'irqrove hoalth', but few ccncrete objectives. Relevant questions
 
include: ho selected the 
health goals? Have they "evolved' over time and
 
altered from the original? Are the goals Iong term or short term 
and
 
specific? How is 'success' or 'failure' to be 
determined and by whom? Can
 
there be, for example, enormous effort, reasonable efficiency but little
 
effect?
 

7. Technical Ability# Training and Education
 

At present a wide variety of training methods and technical ability
 
exists in the field of primary health care. Questions include: Can
 
technical expertise only be evaluated by someone of higher technical level? 
Will the evaluation indicate a desire for further expertise which is likely 
to be unfulfilled? If the evaluation is to be a learning experience for 
the participants, might its speed, where this 
 is dictated by cost or
 
availability of personnel, outstrip the ability of 
the participants to fully
 
understand what is happenino in the evaluation?
 

8. Planning and Administration
 

Five years ago a World Health Organization (WHO) studi commented,
 
*Communities should be involved in 
the designing, staffing and functioning
 
of their local primary health care centres, and in other forms of
 
support.'S/ These ideas have yet to become widespread practices, 
yet the
 
evidence confirms that comunities are generally more coittsd to plans of
 
action which they themselves have helped to develop. The concept of 'shared
 
responsibility for health' then becomes a reality :ather than mere 
rhetoric.
 

Revelant questions include: Can the evaluation improe planning and
 
administrative capabilities of participants? 
 Can it improve (xistino record
 
keeping and monitoring, or 'build in' baseline
a and help to establish more
 
concrete ooals where necessary? Will the comunity be subsequently better
 
able to ms.e decisions in copir-
 with the even changing problems of their
 
own reality?
 

9. Findinos, Feedback and Utilization
 

An unfortunate tendency in *any evaluations has been to remove the data
 
obtained, often long-distance at the conclusion of the evaluation. 
 This
 
complicates the whole issiie of 'feedback' and disrupts a circular process of 
practice-evaluation-feedback-utilization-practice which could be regarded as
 
a dynamic, potentially, self-fuelling learning process.
 

Relevant questions include: Who do the findings belong to if he various
 
participants contributed 
to its cost and execution? Who roo.ts the
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findings and in what style, form and language? Where the whole of an
 
evaluation is marked "confidential,* how can it be used for further study or 
enable others to benefit from its findings and experience?
 

10. Widening Perspectives and Change
 

Health progress is a part of inteorated rural development.
 
Participation in health pruoress has been seen as an encouraging indication 
of 'the building up of the infrastructure within the community -- an 
infrastructure which can in the future be used not only for health services 
hut also for other development purposes."/ But the anticipated
 

consequences of wider participation and mobilization have not always been 
appreciated anJ on occasion hivp resulted in *discrediting of the programme
 
sponsors land al violent repression of the mobilization process they had
 
started. 7/
 

Relevant questions include: How do the health activities relate to
 
other local, reuional and national health and development activities? Will 

the evaluation process result in a better understanding of participation and 
of the possible consequences of the changes resulting?
 

In conclusion, if comwunity participation is to be used as a process 
indicator in evaluation, then evaluation design, methodology and objectives 
will be largely determined by the way community participation is understood
 

and used in a particular context. In primary health care there continues to
 
he a rich diversity of practice. The coming decade is likely to see the 
eergence of an equally rich diversity of wore community-centred evaluation 
approaches and practices. 

Finally, it way then be possible for more communities, rural and urh.in, 
to echo the sentiments of a health promotor who, on the completion of a 
participatory evaluation, said: 'in all the years that we have been workinq,
 
we hive never so clearly seen the value of our own work."
 

NOTES 

1/Wakefield, J., 'Comunity Involvement: Rhetoric or Reality?'
 

Inteinational Journal of Health Education, Vol. 17, No.2, pp. 97-105, (1974).
 

Z/Feuerstein. M.T., "Participatory rvaluation -- An Appropriate
 

Technology for Community Health Proqrammes,* Contact, 55, Christian Medical
 
Covmission, (February 1980).
 

-/Oakley, P., and Winder, D., "An Exploratory iteview of Rural Social
 

Development Projects and the Questions of Their Evaluation, (1980). (Draft
 
of report to be published, late 1980, by Department of Adult and 'igher 
Education, University of Manchester, England.)
 

4_World Health Organization, Regional Office for the Eastern
 
Mediterranean, 'Health Education with Special Reference to the Primary
 
Health Care Approach," International Journal of Health Education, Supplement
 
to Vol. 21, No. 2, p.6. (1978).
 

YJukanovic, V., and Mach, E.P., 'Alternative Approaches to meeting 
Basic Health Needs in Developing Countries,' A Joint UNICEF/WHO Study. p. 
105, (1975).
 

W6/Black, M., 'Deciding in the Daylight: Community Care in Western 
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THE ZSS8E Of EVALUATION RELATES TO 
1TE DECISION IT SERVES 

Theresa F. Miller
 

Panel Speaker
 

Introduction
 

Prior to launching a project evaluation, evaluatorz should be aware of

the type of decisions 
their findings will precipitate. In addition,

evaluators should focus on all relevant components in an evaluation 
situation. 
An evaluation must consider the total experience.
 

The development and implementation of the 
 Indonesian Health 
Centre

Reference Manual demonstrates how an innovation designed primarily to 
effect
 
coverage and quality of health care was also an important catalyst in 
improvinq other, supporting elements in the health care system.
 

The Indonesian Health Centre Reference Manual ais loose-leaf,

four-volume document prepared by 
 the Ministry of Health, Republic of
 
Indonesia. The objectives of the Manual are: (1) to serve as a guide for
Health Centre staff members in carrying out the daily activities, (2) to 
serve as a continuous reference 
for Health Centre staff in policies,

procedures, techniqups, and methods, (3) to serve as a source of information 
for supervisors and teachers about Health Centre activities.1 /
 

Evaluation Perspectives
 

In order for the Ministry of Health to evaluate the Manual 
effectively,

these conditions must be considered: (1) each project activity must be 
clearly defined, (2) the decisions that need to be made must be apparent,
(3) the evaluators must Oelineste what information is reqjired to make each
decision, (4) the evaluators need to select feasible methods to collect the
information within their capacity, and (5) finally, the information must be
analyzed and 
put in'o a form that will communicate clear options to the

Minister of Health ano; the Secretary '---ral of the Directorate of Family
Health who, assisted by ts..findir-d, make the final decision.
 

Another type of evaluation model is 
required when the government wants an
 
answer to the questions: Is 
 the Health Centre Reference Manual a valid
document? Does its use, in fact, increase coverage and improve the quality

of care? After 
 the Manual had been in use for approximately three years

(1976-1979) the Ministry of Health 
studied the expected outcomes defined in

the objectives. This evaluation 
 required a different framework. it

involved an analysis of variables, including (1) the practice of the users
 
(community, 
 health workers, educators, administrators, international

consultants, etc.), (2) the settings in which the Manual was used (e.g.,
health centers, schools), (3) the opinions related to the Manual itself

(e.g., content, site, language, cost), 
 and (4) the expected outcomes
achieved (e.g., incrqased community awareness, increased skills in personnel
and improved quality of services). 

The two evaluation models mentioned are useful primarily to the
Indonesian government. From the perspective of an international agency, theinformation needed about projects such as the Health Centre Manual are quite
different. The evaluator will be primarily interested in how the project
has affected the total system of health care services: What was the value of 
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the input from the various international consultants and agencies? Should 
international agencies support this type of program? Looking only at 

outcomes will limit the understanding of the value of the project. 

For instance, there should be an awareness of the country's style of 

leadership and its decision-making process, as well as knowledge of the 

people available to develop, implement, and maintain the project. Lookinq 
at the Health Centre Reference Manual up might ask: What was occurring in 

the 1970s, when this project was in the initial phases, that made the 

achievement of publishing a comprehensive manual based on Indonesia's own 

problems and available technology important? Why did the Ministry of Health 

in Indonesia decide to write a Health Centre Reference Manual? For what 

purpose did the Indonesians undertake such a long and costly task, a 
departure from using translated materials fros other countries? 

To think of Indonesian decision-making in the early 1970s as a 
coordinated group deciding to prodtice a manual for their health system is an 
over-simplification of what happened. The writing of the Manual was a 
complicated interplay between the abilities of the people available to work
 

on the project, the external environment and culture represented, and the 
national climate of Indonesianism.
 

The case of the Health Centre Reference Manual provides another set of 
clues about evaluating the success )r likelihood of success in health 

projects. An examination of the relationship of the Manual to the 

organizational development of the Ministry of Health itself reveals how the 

Manual stimulated the Ministry's capacity to function more effectively. 

The Manual passed through stages of development along with a 

re-organization of the Ministry of Health itself: (1) a beginning phase 
characterized by high-level lack of clarity about the structure, (2) a 

developmental phase when a great deal of energy went into actual ordering 
details so that the product could be published, and finally (3) the present
 

stage of stabilization in which efforts are consolidated to keep the Manual 
up-to-date and to improve implementation and operational effectiveness. 
During this last phase, complacency can set in and stop the project. Energy 

is needed for continued renewal of the Manual. An awareness of 
developmental phases, Ministerial organization and their effect on projects 
is important for an evaluation of the project. 

Ministry of Health leaders in the early 1970s recognized that in order to
 

change the approach to health, the values of the entire system needed to be 
studied. The health professionals who worked in the Health Centers were not 
a homogeneous group. Each program in the Centre was planned separately, and 

each small group of specialized workers acttl as a single organization. 

As the Health Ministry's new Health Planning Bureau began to function, 
the philosophy of manpower development and utilization began to be 
discussed. It was obvious that Indonesia could not afford to maintain a 
health care model in which services were limited largely to medical 

personnel. Health care coverage was low, and new designs that would provide 
services to larger numbers of people needed to be considered. Since the 
health scheme was not under single management, rew ideas and concepts had to 
be shared between all responsible for the health service - administrators, 
planners, researchers, educators and the workers.
 

A shift occurred in the belief that all health workers can actively 
participate in improving village conditions. The doctors became less 
sensitive about practicing certain treatment roles and began to foster a 
willingness to increase the competency levels of other staff. Through these 
changes in attitudes, and because of changing roles of the health workers. 
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the development of the Health Centre Reference Manual became a logical 
support to the educators and the health planners. The Manual offered
 
direction for providing additional skills, documentattin of new policies 
and procedures for staff comunication. There was interplay in the
 
development of health services and the 
institutes of education.
 

Change in the perspectives about the role of the workers was a forerunner 
to thinidng about what the community could do for itself. The various
 
boundaries of the health structure wer beginning ro change. In April 1976,
 
the Ministry of Health had the first cross-sectoral seminar to study policy
 
papers on the role of the health sector 
in community development and to look
 
for new models to expand the primary health care concepts. As they develop,
 
these chanqes have continued to be incorporated into the Manual.
 

Conclusion
 

Focusino on the evaluation of one project, the Health Centre Reference 
Manual, demonstrates the factors relating to its development and value in 
relationship to improving the quality of 
health care in Indonesia. Some of
 
the changes in the organization of the Ministry of Health and system of 
education 
was a result of the Manual, some influenced the Manual's
 
development, and some occurred concurrently with its development. The
 
central focus of the project was to increase coveraqe and improve the status
 
of health of the people. The 'angles of vision" presented have not given a
 
single evaluation measure related to the percentage coverage increased or 
the degree health improved, but they afford a more complete picture of what 
has happened.
 

It is quite clear in this example that no one isolated factor determined 
the final production of the Health Centre Reference Manual 
or its impact on
 
health and coverage. Politics, the cultural 
situation, the organizational
 
process, the implementors and attitudes were all causal factors which, woven 
together, caused the Health Centre Reference Manual to be an important and 
viable project.
 

Evaluating the Health Centre Reference Manual by measuring increased 
coverage would focus only on 
one set of characteristics related to the
 
project. 
 It would fail to show the Manual's part in the total health 
program, role change on the health centre staff, changing attitudes of 
health workers and organizational growth. Many evaluators fail to identify 
the relevant components 
of an evaluation situation. Therefore, they make
 
decisions based on information 
describing less than the total experience.

Often evaluations simply hang in space, unrelated to the decisions being 
made.
 

At -ach point in the model, a different relationship between the
 
evaluator and decision-maker is required. Thus the "decision to be made" is
 
central to the aim of evaluation and the model selected.
 

NOTES 

1/ Ministry of Health, Republic of Indonesia, Indonesian Health Centre 
Reference Manual, (December 1976). 
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SELECTING PROCESS INDICATORS:
 
A PARTICIPATORY PROCESS
 

James M. Pines
 

Panel Speaker
 

Process indicators reflect how activities are 
being carried cut, not the
results being obtained from them. 
 PoL example, measures of coverage, equity
and community participation can be very favorable without any 
assurance that
health services are effective. The 
 concepts reflected by process
indicators, important goals in themselves, also can serve as intermediate 
measures of content 
or impact. The design of health 
service delivery

systems usually includes an often implicit hypothesis that certain processvariables are essential for achieving desired 
 health-related 
results.

Community participation, for example. may further not only the culturalvalues of self-determination and human dignity, but also the success of thehealth system itself, due to the informed participation by the people
 
expected to benefit.
 

Process indicators are imOortant 
for verifying process outcomes 
that are

preliminarv, intermediate and prerequisite 
to the broader concerns of health
planning. They are not a luxury, but a key element in improving system
designs by using evaluation findings.
 

These indicators 
 lend themselves 
 m;re readily to routine on-site
collection and analysis by community health workers than do indicators ofmorbidity, mortality, 
 and other result variables.- Planners 
 and
administrators need to convey to operatino staffs a sense of how services are to be delivered. Questions of style, courtesy, outreach 
and other less

tangible 
aspects of service delivery are often crucial 
in building the
 
processes necessary for 
effective use of services. 
 Health promoters
other deliverers of primary 

and 
care show more interest in these aspects ofperformance than they do in health status information. When field staffunderstand well the desired processes, they can readily identify useful

indicators 
 for measuring dnd monitoring progress, 
thus assisting persons

interested in formalizing evaluation.
 

'ealth planners should avoid irposing outside judgements about formal
dat. requirements 
 for tracking process indicators. National health
information systems are already overloaded and K.'e difficulty making use of
output measures. The identification and 
 asses ment of process variablesshould flo# from the participation of the staff who, through relationships

with the target population, have 
 direct responsibility 
 for building

*process." Administrators must first create a vision, even a mystique, ofdesirable service and the will 
to achieve it. 
 When this is done, staff will

be sensitive to 
measures of dewiation from 
it. Process indicators are most
valuable at 
the local level and, understandably, more 
easily developed and
 
edministered there than 
through national 'central plans.' 
 The use of formal
 measures, such as number of people at meetings, patients served, follow-upappointments kept, and other measures mandated from above, will not convey
the underlying qualities 
 that process indicators measure. Without the
involvement, understanding and commitment 
of those providing data, the

dangers of useless, misleading and false information will be high.
 

The identification of appropriate process indicators is less a matter of'capital city* expertise than of 
local wisdom. It requires initiation of a
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field-level process for probing the concerns and insights of prLmary 

providers, reducing ;esent-ent and defensiveness, and developing consensus. 

In broad terms, traininc. and supervision need to include discussion of *What 

do we want our services t.)be like?* and *How can we tell when our services 

are not the way we'd like them to be?" Approached this way, the search ft; 

process indicators, and the monitoring of them, become tools for imprwving 

the quality of services. This motivation and education process is critic-al 

for developing humane human hea'th systems.
 

58
 



EVALUATION AS AN EDUCATIONAL PROCESS IN
 
RURAL HEALTH PROGRAMS IN GUATEMALA
 

hary Hamlin de Zuniga
 

Workshop Speaker for
 
Community Health Workers
 

In December 1979, a national seminar on 
rural health was held in
Guatemala co-sponsored by the Guatemalan Associatio. of Community Health
Services (ACICSA) and the eso-Aferican Center for Studies of Appzipriate
Technology (CEMAT). A major discussion theme was 'Evaluation in Rural
Health Programs in Guatemala.' A panel of representatives from programs
involved in the provision of rural health 
 services responded to the
 
following questions:
 

1. 	 What is the meaning of evaluation?
 

2. 	 What purposes are served by evaluation?
 

3. 	 What are the criteria for an evaluation in order that it be
 
educational?
 

4. 	 What are the oostacles to or difficulties involved in an
 
educational evaluation?
 

The 	panelists discussed 
these questions 
from the distinct viewpoints of
 
the physician, administrator, educator, technical advisor, public 
health
 
consultant and village health worker.
 

le this paper the author will summarize the reflections of the panelists
and 	present certain concluqions reoarding 
evaluation as an educational
 
process.
 

The Maning of Evaluation
 

Evaluation was seen by the panelists as a dynamic process in which 
evaluators determine the effects of 
a particular program. it permits health

workers, program personnel and administrators to discover and 	 analyze the 
program's errors or failures. 
 If the results are shared with program

personnel and 
clients, then the evaluation has the potential 
to serv as a

positive educational experience. 
They are then in a more favorable position
 
to make the necessary improvements in their program.
 

Often program personnel view evaluation in a negative way; they fear 
evaluations. The presence of fear .
 . the evaluation is being
used 	 by the directors and administrators to threaten or coerce the staff.

When faced with criticism 
and the need to make changes, the personnel may
become defensive aid resist recommendations made by the evaluators.
 

The Purposes Served byEvaluation
 

*How 	does one evaluate an evaluation?" a panelist asked. 
 An evaluation

serving as an educational tool must be grounded in the reality of the 
situation. The objectives of an evaluation are to: (1) Measure progress
toward clearly defined objectives and goals; (2) Suggest adjustments and/or
changes in the program; (3) Resolve conflicts; (4) Educate program workers; 
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and 	 (5) Provide the basis for 
 ongoing future evaluations. A 'good

evaluation' results in changes in mentality and 
interpersonal relationships.
 

Nos* private rural health programs in Guatemala began with the arrival of 
person. with good will and/or a Christian motivation to serve. They

encountered serious health problems in the population and began providing
medical and preventive services. Few studied the 
community in a scientific
 
way 	 to determine its needs and resources or to establish baseline data. 
Objectives and goals of the programs were not clearly defined. In such a 
situation, evaluation was viewed 
as a 	difficult, often threatening task.
 

Evaluation often takes place only upon the termination of a fundinq-phase 
or 
 during a serious crisis situation. Mechanisms should exist for the
 
periodic or ongoing discharge of conflicts. Evaluation "ay 
serve that 
purpose by relieving the accumulation of internal conflicts. Problems may 
be presented in such a way that, through the participation of the entire
 
program personnel, they may be recognized and resolved. 

Procedures 
that evaluate the middle-level and village workers, and not
 
the management and directors, 
are viewed as unfair, manipulative and e'en
 
paternalistic. All aspects of the 
 program, including the opinion af
 
cramunity members, should be An
included. evaluation that allows
 
participation based on the equality of 
the participants, with dialogue and
 
a spirit of camaraderie, is more likely to be a pleasant, positive learning 
experience.
 

Criteria for an Educational Fvaluation
 

For evaluation to serve as an educational tool, certain necessary
 
criteria were identified by the panelists:
 

1. 	 The evaluation ought to be .rganized systematically with written
 
notes and conclusions.
 

2. 	 It should be dynamic and incomplicated.
 

3. 	 The evaluation ought to be participatory and democratic. There 
should be equality in the weight of the voices of the most and least 
powerful individuals within the organization, and the community being
 
served should be included in the evaluation process.
 

4. 	 The evaluation should create a critical awareness in the group,
 
resulting in a new atage in group consciousness.
 

5. 	 It should be objective, based in the reality, and take into account 
the established objectives of the program. 

6. 	 The results of the evaluation should be available to, sha•2d with
 
and comented and acted upon by the personnel at all levels.
 

Evaluation is central to the activities of any program and basic to its 
functioning. Rural programs often fall into a pattern 
of activism,
measuring only quantifiable results, such as the number of patients seen or 
the amount of medicine dispatched. It is Imperative to reflect upon where 
the prograp is and where it is going: Is it really making a difference in 
the living standards and the 
quality of life of the comunity? That is the 
real 	educational value of the evalution.
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Obstacles and Difficulties in Achieving an Educational Evaluation
 

The panelists discussed certain obstacles to evaluation that they

considered to be typical of the Guatemalan Aituation. The difficulty in 
developing a criticii! awareness consciouess related to the ofor is fear 
hearing criticisms. Gften the individual ot the group becomes defensive and
 
resentful. Participants do not want to Lteo their errors and/or failures 
presented in front of others. Therefore. the primary obstacles to 
evaluation were identified as making unclear observations and confronting 
problems indirectly. 

Another obstacle is the lack of any obligation on the part of the medical
 
profession (therefore most medical programs) to evaluate their work.own 
Because the objectives of some programs have never been clearly defined nor
 
established, there is no basis for evaluation. Also, many workers have not 
defined their own purposes.
 

Other difficulties identified in the Guatemalan rural health programs

included the lack of experience in doing evaluations, and the lack of 
commitment, time and resources to conduct them. It was suggested that 
efforts be made to share experiences among those who have experience in 
doing evaluations and those interested in beginning the process.
 

Conclusion
 

In rural Guatemala. coamunity-based health service personnel are
 
beginninq to understand the value of and need for pereanent systems of 
evaluation. more programs will 
 accept evaluation methodologies when
 
evaluation is viewed as a participative and democratic process. The program
 
personnel will support evaiuatlon to the extent they believe it to be a 
dynamic process detecting problems and suggesting alternative solutions.
 
The task now before the Guatemalan Association of Coiaunity Health Services
 
is to continue promoting evaluation as an educational process among
 
colwunity-based health programs. with 
the overall objective of improving the
 
quality of health services and subsequently the lives of the peoples in
 
rural Guatemala.
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CHILCHINUMt: COMMJNITY INVOLVEMNT IN A
 
RURAL NAVAJO HEALTH PROGRAM
 

Michael W. NCandless 

Workshop Speaker for 
Program Manaqers and Consultants
 

I ntroduct ion 

For the past year Project Concern Interiational (PCI) has been operating 
a rural satellite health clinic in Chilchinbeto, Arizona, a comunity of 
1000-1500 in one of the sore remote areas of the Navajo Nation. It 
represents an attempt to create a relatively low cost health program
 
incrvporating primary care, health education, and development of a local 
governing board, with the goal of achieving complete local administrative 
control and as much financial self-sufficiency as possible within a five 
year plan. If successful, and if replicated successfully in other 
reservation communities, this model may dramatically influence the 
organization of primary heaLth care programs in the Navajo Nation. 

The Model 

PCI's model for its U.S. rural health programs consists of the following 
elements: 

1. 	 Primary care provided by a physician's assistant or nurse practi
tioneri
 

2. 	 Health education, including the training of community service 
promoters (CSPs), local residents - hopefully opinion leaders - who 
receive training in basic health care techniques and who will be 
expected to serve as sources of accurate lay medical knowledge in 
their comunityi 

3. 	 Development and training of a local governing body for the health
 
program;
 

4. 	 Achievement of local administrative and financial self-sufficiency, 
phasing out PCI's involvement within five yearhi and 

S. 	 Replication in other comunities.
 

The Clinical Program
 

The success of the clinical program has exceeded the expectations of PCI 
and the Indian Health Service (IHS). The number of ambulatory patients 
treated at the Chilchinbeto Clinic from June 1979, through March 1980, 
tripled the number treated by IHS staff during the same period of the 
previous year. Over this ten month period the number of ambulatory patients 
averaged 18.4 per clinic day. This represents a 40.5 percent increase in 
patients treated per day at the clinic. 

While data Is not yet available from IHS for the period of Project 
Concern's operation of the Chilchinbeto Clinic, experience indicates that 
health care utilization patterns for Chilchinbeto residents have shifted 
considerably. For Fiscal Year 1977, Chilchinbeto residents received 29 
percent of their ambulatory care at the Chilchinbeto Clinic and 64 percent 
at the Kayenta Health Center. / 
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Reports by the physician preceptor indicate that quality of care given by

the nurse practitioner is high. Error in completing IHS Ambulatory
rate 
Patient Care sheets has been consistently lower than at the Kayenta Health 
Center. The number of no-shows (patients who sign in but are not seen by a 
provider) is miniscule, 0.1 percent. considerably better than at any other 
facility in the Kayenta Service Unit. This reflects the short waiting time 
at the clinic. Although no systematic studies of waiting time have been 
completed, N-Ntlents rarely wait more than one-half hour to see the nurse 
prar.titioner. Based on a number of 
unsolicited reports by community
members, redu(.td vaiting tite is a primary reason many people come to the 
lc-cal clinic, rather than going to Kayenta. Obviously, the price of 
gasoline is another. In addition, no well-grounded complaints have been 
heard about the quality of treatment or the manner of the nurse practitioner 
or the community health nurse.
 

The number of after-hours patients has been a problem. The nurse
 
practitioner lives next 
to the clinic, so it is all too easy for patients to
 
knock on her door. For most of the year about 10 percent of the patients 
ha'- been seen outside of regular hours. The nurse practitioner has had a
 
hard time refusing to treat non-emergency cases evenings and 
weekends.
 
Peceo!y, however, the rate has 
doubled. The Board of Directors has been
 
consulted, the issue was discussed at a recent Chapter meeting and the 
nurse
 
practitioner has begun educating patients to come during regular clinic
 
hours.
 

Health Education
 

The health education component has been slow to get off the ground.
Initiat experience organizing a series of health education sessions for the 
Summer Yoxh Employment Program indicated that a traditional didactic 
instructional approach possessed limited usefulness. Not hiring an
 
administrator trainee, who also would have 
served as an interpreter for the
 
health educator, was one major factor 
which has contributed to delay in
 
implementation of the health education plan. It is hoped that this plan
will be implemented in the near future. Its main focus 
centers on
 
involvement in R-:tient regimens of at least one member of the extended 
family in order to improve compliance and the participation of at least one 
member of each camp willing to participate in CSP training. (A camp is an 
isolated cluster of dwellings occupied by members of an extended family.
Navajo is an extremely decentralized society, with few large towns or 
villages.)
 

Although the Board of Directors 
has not yet adopted the health education
 
plan, members have expressed support for development of a community

first-aid training program. Hopefully, first-aid can be used as the base
 
for introducing much of the content of 
 a CSP program whether or not the 
participants are ever designated CSPs.
 

Board Development
 

Board development and progress toward local administrative 
self-sufficiency is viewed as a five-year process. In this perspective the 
Board of Directors is developing on schedule. PCI's expectations were that
 
in the first year the Board would form, meet 
 fairly regularly and establish 
the organizational framework for future development. That has happened.
The Chapter selected members for the Board, with the understanding that the 
Board would be the governing body for the program. Initially, seven
 
community residents served on the 
 Board; recently membership has been
 
expanded to nine. The administrator serves as a technical advisor to the 
Board but is not a voting member. The Board presently serves without 
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compensation (a rarity on the reservation) and has been meeting regularly 
since June, 1979, often twice a month. Bylaws have been adopted and a 
committee has prepared Article. of Incorporation for consideration by the 
full Board. Plans have been made for a series of formal Board training
sessions and ten Tribe's Division of Health Improvement Services has agreed 
to fund them.
 

Costs and Income
 

Program costs have been divided into three main components- clinical 
operations; community health nursing/health education: and general
adinistration/board development. A systematic effort was made to account 
for hitdcen costs, since a number of services are provided to the program,
but are not included in the budget. However, no attempt has becn made to 
calculate direct or opportunity costs to patients.
 

For the ton-month period under consideration, total program expenses were 
$84,297. On a yearly basis this extrapolates to $101,156. Besides budgeted

items this includes estimates of costs for maintenance, laboratory services,
 
medical backup and o, physician preceptor from INS, labor donated by the 
Chapter, a nurse's aid provided by a local Comprehensive Education Training
Act (CETA) program and a part-time janitor supplied by the Tribal Assistance 
Projects Program. Clinical operations account for 51 percent of the total 
expense. Total n.n-PCI income for the ten months (including hidden income) 
was $28,144. Of this amount over $23,000 ca.e from INS. Based on total 
clinical costs of S43,091 and 3895 total patients visits, cost per 
visit was 
$11.06.
 

Zonclusion
 

Pr,-ject Con-ern International attempts to estaclish programs that can be 
sust!Nined .,y revenue generated locally, reducing or eliminating dependence 
on outside funding sources as such as possible. The Indian Hpalth Service's 
legal obligation Lo provide free health care to Native Americans stands, 
ironically, as a major obstacle to the goal of financial self-sufficiency
for a community like Chilchinbeto. Other barriers include severely limited 
opportunities for third-party reimbursal, relatively accessible sources of
 
other non-fee medical care and a depressed local economy based largely 
on
 
stock raising. In spite of these difficulties, local leaders have begun
 
discussing possibilities for 
raising funds from local resources.
 

To date the community has exhibited resourcefulness and perseverance in 
attracting suitable medical care, and its support of the present program has 
been crucial to its success so far. With continued effort, imagination and 
unity 
of purpose, the Board stands an excellent chance of achieving
administrative self-sufficiency and a measure of financial independence 
remarkable for community-controlled health programs in the Navajo Nation. 

NOTES 

Y Navajo Area Indian Health Service, Navajo Area Patien Distribution 
Report Fiscal Year 1977, (Nay 1979). 

64
 



PRIM=Nt HEALlTH CAM PRMOGAM IN PANAMA: 
AN EVALUATION 

Jorge E. Montalvan
 

Workshop Speaker for 
Policy and Decision Makers 

Introduction
 

This paper presents an evaluation of the performance of 36 health 
assistants working in rural Panama, conducted four years after the start of 
the Primarv Health Cace (PflC) program. 

The Panamanian PHC program is integrated by three 'elements*: the
 
National Health System (WIS). the rural communities and trained health 
assi3tants. Because these elements are in constant interaction, the prooram 
outcome is considered a result of actual health ass*istant actions performed 
within that context. This evaluation work had to focus on the pattern of 
that interaction for results to provide good feedback for decision-makinq at 
the NHS. The evaluation process, which must be permanent, includea the 
cxamination of input, output, outcome and impact phases. Both hiSS and the 
rural coemunities take active parts, even at the 
input phase.
 

The research offer made by KHS to rural comunities was based upon 
certain needs identified in with westernaccoreance health conceptions and,

in a more subtle way, with dominan't norms and values of society at large.
In our PHC program, UISS input pat ticipatlon included the training of new 
health assistants. Naturally, comunities' choices 
actually reflect the
 
local acceptance of the dominant general 
culture and meical concertions.
 
The health assistants are directly from the rural community, thus their
 
training 
included the personal health behavior and the clear perception of
 
their role within NIS.
 

The objectives of the evaluation were (1) to describe the initial impact

of the PHC proqram, and (2) to establish a baseline for future studies. The
 
research includes: 
(1) description of the processes of establishing a new
 
health assistant at his/her post (decision-making, personnel telection and
 
training) related to initial theoretical formulations and acknowledqed needs 
of PHC program: decription of the 
new health assistant profiles description
 
of the established and expected administrative support; (2) survey conducted 
on the 32.9 percent of households of all the ,ural coauunities involved in 
the program; (3) survey of the interviews of every health assistant working 
at the time of the research; (4) survey of the 32.6 percent of local 
personnel whose functions include any relation with a health assistants and
 
(5) inventory of health post supplieR. In this paper, only data obtained 
from the rural communities survey is presented.
 

The survey instrument was a pre-coded questionnaire translated to local 
Indian language -- Gusymi -- and applied by trained indigenous people when 
necesisary. It included varcables 
related to: (1) community data (2)

personnel data of family members; (3) family mortality in the previous year; 
(4) family morbidity in the previous two weeks: (5) maternal-child cares (6)
comunity organizations and head of household participations (7) head of 
household knowledve and participation in health assistant activities; (8) 
satisfaction with health behavior;assistant (9) economic activities of the 
family and possession of household items: (10) housing conditions and (11) 
contact with mass media. All the respondents were the heads of ho'seholds 
or their spouses. 
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Perception of the Health Assistant
 

Villagers were asked about activities carried out in their comunities by 
the health aqsistants. Spontaneous mentions were registered and then a list 

of tasks assigned to the health assistants was read to check if in the 
respondent's opinion they were actually performed. They were also invited 
to mention the health assistant's three most important activities.
 

People's perception of activities actually carried out was confirmed by 
health assistants' records and in general were in accord with the 

expectations of #41S authorities. Nevertheless, preventive tasks were not 
given importance by the majority of the villagers. The non-Indian group 
assigned relatively overwhelming importance to curative actions and gave 

little attention to sanitation and organization. On the contrary. Indiana 
tended to overemphasize organization. As will be shown latter, people 

living in poorer districts tended to declare less morbidity and were perhaps 
prone to give less importance to curative facilities. The paradox of
 

hamlets with little health education and organization simultaneously
 

assigning relatively nore importance to sanitation and organization calls
 
for further research.
 

Health assistant medical attention was sought by 53.2 percent of the
 
families, and 82 percent of the population used their prescriptions.
 

Respondents declared them *always effective' in 54 percent of the cases and
 

'sometimes effective" in 41 percent. Only 5 percent considered them
 

'ineffectual.'
 

When asked, people showed very strong opinions about desirable personal 
characteristics in the health assistant: less than 5 percent gave no opinion
 

about preferred age or sex. Opinions tended to coincide with their actual 
characteristics, except for marital status: poople preferred them to be
 

marr led. 

Data about perception of the health assistants' medical knowledge was 
derived showing that knowledge was appreciated. In addition a Chi-square 
test found a significant association between literacy and knowledge

appreciation variables. 

Selective Utilization of 0'.. Health Assistant 

Villagers' preferences among health assistant services showed consistency 
with the importance they assigned to different areas of activities: curative
 

services were more utilised: sanitation activities received good
 
participation: but preventive actions obtained an attention well below NH0S 
standards.
 

Participation in Health Comaittees
 

Participation in formal health organizations is of course indicative of 
the acceptance of NHS programs. Only 41 percent of respondents knew of the 
existence of a local health comittee (48 percent of these considered 
themselves members). Of these health committee members, only 32 percent had 
attended a meeting in the previous month ard only 26.2 percent had 
participated in some health committee activity in the previous three months. 

Based upon data compar Ing villagers' knowledge of all local 
organizations, there is reason to believe that villagers have moderate 
knowledge of health assistant activities. 

Conclusion
 

There is reason to believe that rural WKS activities of the health 
assistants are reasonably well accepted by villagers. 
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IV-	 CO'/ENFIT CONCEPTS AND THEIR 
APPLICATION TO MEASURING HEALTH 
PROGRANS IN DEVELOPING COUWYRIES 

Cost/benefit and cost/effectiveness analysis,

incomplete and subjective as they may be, offer
 
an understandable analytic framevork for making
 
allocation decisions. 

Roy 	 I. Miller 

In general, beneiit-cost analysis applications

should be limited to use in situations where the
 
real 	conditions correspond to the theoretical
 
assumptions made by the benefit-cost framework.
 
These conditions rarely are satisfied, and certainly
 
do not lend themselves to use 
in support of national
 
resource allocation policy determination.
 

Alan 	W. Pairbank
 



A fhALTO DrVILmQoHU NO= 
APLICATIO TO MRAL JAVA 

Anne Dievler*
 

Panel Speaker
 

wn the governments of developing countries (as well as agencies which 
aid development) decide on policies and allocations of resources in the 
health sector, they have little assistance from quantitative information 
relating costs and effectiveness of health programs. Even in developed
countries, data about the effects on health of alternative courses of action 
are controversial at best. In developing countries, reporting of morbidity
and mortality is incomplete, uncertain and frequently biased because report
collection has been primarily from urban areas and hospitals, with limited 
meaning for the health of the whole population. Information on the costs of
health services in developing countries is fragmented and often ignored
altogether. A research group at The University of Michigan has developed a 
model which takes what is known about the health sector (e.g., indicators of 
health status, 
 types of service utilization, effectiveness of these
 
services, per capita costs and foreseeable resource allocations) and places
these quantities into a systematic framework as a tool for planning. This 
paper describes the development and application of this health resource 
allocation model to Java, Indonesia. 

Java, the most densely populated island in the world, has a population of 
approximately 80 million people. As the Indonesian government further 
develops its rural health care system, questions have arisen around 
alternative health care policies. Current policy provides a health center 
for each administrative unit averaging about 50,000 persons, and questions
about the effectiveness and coverage of this standard have been raised. 
Little knowledge exists about the cost of operating other types of health 
care services and the effects of such program options. In response to these 
questions, the for
Center Health 
 Services Research and Development
(Surabaya, Indonesia) began a collaborative analysis with researchers at The 
University of Michigan to test the usefulness of health
the resource
 
allocation model as an aid in health policy formulation in Java.
 

The first phase of the health resource allocation model activity was to 
develop a 
disease profile of the population. 
This disease profile includes
 
a description 
of the age and sex distribution of the population and
 
information about 
the most prevalent diseases in the population. In
 
Indonesia, 31 diseases were identified as being the most important health
 
problem among the population. During interactive
an exchange between
 
University of Michigan researchers and Indonesian officials, information 
about the population structure and incidence diseaseof was
derived.Y/Y 

First an age-specific attack rate was specified for each disease. Next, 
the proportion of the sick population (by age and sex) who utilize the 
services was determined. Death and disability rates for each disease were
specified separately for those who utilize health services and those who do 
not. 

* Co-authors are Dr. Robert N. Grosse, Dr. Jan L. de Vries, Mr. Robert 
L. Tilden and Ms. Suzanne Rie Day. 
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Estimstes for theme variables were derived by an interdisciplinary team 
through expert Ju(;dent and literature review.-/5-/-i!/ As a 
further check, the estimated age-specific attack rates were reviewed by the 
United States Center for Disease Control. Later the aggregate computed 
outputs from the estimates were checked against published control totals 
such as Crude Death Rate, Infant Mortality and reported health center 
utilization for verification and necessary revisions. 

Once the overall estimated disease profile was established, a matrix of 
alternative programs of prevention and medical care organization was 
specified. The policy alternatives under consideration were -o 1inations of 
nutrition, sanitation and immunization programs, and health centers, 
subhealth centers, and village health workers of varied numbers per 
population unit of 50,000 (e.g., 25 and 200 village health workers). 
Requirements for the delivery of these programs and services were specified 
in full detail. Measures of effectiveness (levels of incidence, 
utilization, and case fatality and disability rates) and cost were developed 
for each of these proyram alternatives.
 

The effectiveness of program alternatives was based on both previous 
experience in Indonesia and more qeneralized epidemiologic data. For 
example, the nutrition program was assumed to be efr'ctive in lowering the 
incidence of mild diarrhea and severe diarrhea, as well as lowering the case 
fatality rate for measles.9_/ 1 0-/ 1/12/ The direct and indirect effect 
of sanitation and immunization programs on certain diseases was specified in 
a similar manner.11l5 

The utilization of medical care services is expected to increase with 
ease of access to a source of trained personnel. Therefore for ea.h type of
 
medical care organization specified, levels of utilization and effectiveness 
were estimated. 16/17/18/ As the number of contact points are 
increased (e.g., by adding mre village health workers), the utilization 
rates would be expected to rise. The effec"'veness of treatment, however, 
would not be expected to rise (" Alrect propot-ion to the number of contact 
points due to differences in level of training and effects of the procedures 
delivered. 

The costs for each type of ktrogras were determined on the basis of 
staffing, rate of utilization, equ..ment, supplies and training needed for 
the establishment and operation of facilities. These costs were determined 
for a five-year period. 9/-26/ 

A computer program was used to examine combinations of programs both in 
terms of the effectiveness levels of programs and particular costs. Program 
alternatives were comparzd at seven levels of expenditure per capita, per 
year ($5, .7 nn, 610, i15, S20, $30), in terms of morbidity and mrtality. 

At each specified budget level, resources were allocated to the program 
alternatives with the amounts of the programs influenced by their costs. 
Since a health center in each administrative unit of about 50,000 people is 
an established part of rural medical care organization in Indonesia, it was 
assumed that first call on the budget would maintain these centers. The 
remaining financial resources would be used to install and operate program 
alternatives in addition to the health center. HoW many 
admininistrative/population units received the proposed alternatives was
 
determined by the cost of the alternatives.
 

Thus the effect on health status of a particular alternative is related 
to the effect of the alternative on disability or death, the available 
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budget and the cost of the program alternative. This relationship af costsand effectiveness provides the basis for comparison of program alterr~Atives. 

When the preferred program inationscm were compared with Crude DeathRate an the criteria, some important findings emerged. First, given theexisting system of one health center for each 50,000 population, the use ofvillage health workers 
without subhealth centers 
 produces the lowest
mortality 
levels at almost every level of expenditure. At the budget levels

of 
$5, 810, $20 per capita, the 25 village health worker 
alternative was
preferable, while at higher levels, $15 and $30 per capita, the 200 villagehealth worker organization was preferred. The exception 
to this is at $7.50
 
per capita when subhealth centers were preferred, and at $25 when bothsubhealth centers with village 
health workers and village 
health workers
 
alone were tried.
 

A second finding was that among the promotional or preventive programs,
immunization 
was always preferred 
when Crude Death Rate was 
the criteria.

Nutrition was next preferred as an additional program when budget permits.
Sanitation was added only at 
the highest budget levels.
 

A third finding was that almost every budget level hJ a differentcombination of medical care organization and promotional programs yieldingthe lowest mortality. The exception was that the same combination of 25village health workers and nutrition appears at the budget level of $20 per 
capita and $25 per capita.
 

The ranking of programs varied by level of asbudget additional
expenditure permits increases in either the number of village health workersper unit of population or coverage by promotional programs each of which
lowers computed mortality. Under tight budgetary constraints, there are

insufficient resources to cover the whole population with expensive programs. 

SIould additional resources become available, either a more effectivehealth program could be implemented with additional resources, or additional resources could be allocated outside tne health sector. Ideally the effectof spending this *excess budget* or, education and transportation should becalculated in order to measure the opportunity cost of selecting a health 
program which uses all the funds. This model and the present information donot permit such calculation. However, 
the increments in health status

associated with increments in expenditures in the health sector are shown.Whether these expenditures are worthwhile depends on the valuation of the 
health results relative to other national objectives.
 

In the final phase of 
the model activity, sensitivity analyses 
were
conducted to identify the important areas of uncertainty in the model,
determine the implication of these results and from these suggest research 
priorities 
for future collaboration 
on the model in developing countries.

In the analysis, the values of selected variables estimated in the model are
altered to determine to which variables the ranking of program alternatives
 
was most sensitive. Examined were the inputs used to describe and quantify
the effects and costs of program alternatives, and the outputs used as
criteria to determine preferences among rural health program alternatives.
 

For the sensitivity analysis of the outputs used as criteria, Crude Death
Rate, Infant Mortality and days of illness were used and the relative
ranking of programs 
 under each criterion were compared. The most
significant change 
was seen in the type of preventive program preferred.
Under the criterion of Crude Death Rate, immunization was the preferred
program. When Infant Mortality was the criterion, nutrition was preferred,
ond with days 
 of illness as the criterion, sanitation was the most 
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cost-effective. The sensitivity of the rankings to the criteria indicates
 

the importance of criteria selection for decision-making in the heiLth 
sector.
 

In addition, the "preferredness" of programs under multiple criteria were 

compared. Given the two criteria of days of illness and mortality, the 

choice of the most cost-effective program depends upon the valuation given 
to each criterion. The health planner can systematically narrow the number 
of alternatives that policy makers have to compare, by identifying the 

"undominated" alternatives. Undominated alternatives are superior to all 

other alternatives in at least one outcome attribute (mortality or 

disability). Dominated alternatives are those which are inferior to some 

other alternative in both days of illness and Crude Death Rate. Undominated 

alternatives are "efficient" because it is impossible to find a different 

program alternative that improves, for instance, the level of days of 

illness without increasing the Crude Death Rate or vice versa. 

The sensitivity analysis tested the inputs that led to the preference of
 

immunization to nutrition and the preference for village health workers,
 

using Crude Death Rate as the criterion. Then the inputs that led to the 

ranking of programs ' ".- f- days of illness were tested. In 

general, the sensitivity analyses indicated that the results were robust
 

with respect to uncertainties or variations in underlying epidemiological 

data, and utilization estimates. Variations of these values produced little 

or no changes in the rankings. The rankings were most sensitive to changes 

in the relative cost, effectiveness, and case fatality rates for diseases 

which are the major cause of death in Indonesia. 

The calculations and the sensitivity analyses which were performed with
 

the model indicated the signal role that the values of policymakers play in
 

determining preferred methods of delivering medical care and selecting
 

promotional or preventive activities. The criteria used for judging
 

programs and policies make substantial difference in selecting preferred
 

alternatives. When the 
criteria have multiple attributes such as mortality
 

and disability, analysis reduces the number of alternatives auun which to
 

choose, and makes estimates of the outcomes. Beyond this, policyakers must 

use their own judgement, albeit informed by the results of the analytic. 

calculations.
 

Preferred programs and policies change, depending upon the level of 

budget allocated to health. While health sector budget levels are in part 

determined by the resources available to society, they are also a function 

of the values assigned to health relative to other sectors of society. 

There is no uniquely technical or analytical answer to optimal or preferred 

policies. Analysis aided by a model estimates effects of policies. The 

valuation of these effects is determined by decision-makers.
 

The results of the sensitivity analysis suggests that serious attention 

should be given to the area of cost analysis: developing cost-estimatinq 

relationships, and designing systems and procedures for reporting and 

estimating costs for each af the health proieram specifications being 

considered. At the same time there is a need for a more intensive research 

in the area of effectiveness of programs. 

The application of the health resource allocation model to rural Java is 

an illustration of the use of a quantitative approach for plgnning,
 

decision-making and establishing research priorities in the health sector. 

Since the tie of this research effort, a time-phasing capability is being 

incorporated into tl.- model, with a projection of population and resources. 

rutute research efforts include examining constraints other than the budget, 
healt., behavior, referral patterns among institutions and the implications
 

of self-care and traditional medicine.
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Introduction 

Benefit-cost analysis is routinely used by both rich and poor countries 
when deciding which industrial and i-fraptructural projects to undertake. 
This method of project analyss is seldom, though increasingly, used to 
evaluate the merits of health programs. This paper discusses some of the 
issues involved in applying the benefit-cost framework to health program
-nd suggests a method for handling them.!/ The methodology is used to 
analyze the performance of the measles vaccination campaign carried out in 
Yaounde, Cameroon in 1971-76 and to show how its results could be ,amed to 
plan future campaigns. Throughout, the difficulties and weaknesses of the 
benefit-cost approach are noted.
 

Background to measles in Yaounde
 

Before laying out the benefit-cost structure, a brief background to the 
study is in order. Yaounde is the capital and second-largest city (1976 
population about 250,000) in Cameroon, Central Africa. Its economy is 
dominated by the government and service sectors. Per capita income was 
about 76,000 Central African Francs (CFA)?

/ 
'US$ 304) in 1976. 

Unemploymient is high, it was about 26.5 percent in 1969/ and is probably 
at a similar level now.
 

Measles is a serious illness in Yaounde. Virtually all children not made
 
immune bY vaccination contract measles by /
age four years.! The
 
relatively young age of onset, malnourishment, and other factors make 
measles in Yaounde a high mortality illness.!_/ Although no data are 
availahle for Yaound,, its measles case-fatality rate is probably on the 
order of the 5 to 10 percent found in other urban African sites.. 

Benefits and Coats of Vaccination
 

The incidence of measles in Yaounde results in four types of costs: 
formal medical care costs (hospital stay& and clinic visits), household care
 
costs (time foregone in households to give care to measles victims), future 
productivity losses (the lost future 
earnings of children who die from
 
measles), and suffering and grief costs 
(the pure utility losses associated
 
with illness and death). 
 These costs are the benefits to measles avoidance.
 

The costs of giving vaccinations also fall into four categories: direct
 
fixed costs (mainly administration), direct costs
variable (vaccines,
 
personnel, and variable transport and materials), indirect costs (time

foregone by parents bringing children to vacc.nation sites as well as their
 
transportation costs), and pure utility colts (the disutility of being 
vaccinated). No cost is charged for the population growth consequences of 
measles avoidance, since it is a policy of Camerooi to not interfere with 
population growth. 

The benefits to avoided measles and the costs of giving vaccinations are 
linked by an epidemiological model which shows how many avoided caseo of 
measles result from each additional immunization produced through
 
vaccination.
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Estimation of Benefits
 

The benefits estimated are the costs avoided by avoiding measles. Each 
of the four costs of measles indicated above i estimated, with the 
exception of the pure utility loss. 

Formal medical care costs per measles case are estimated from data on the 
type, cost, and duration of ca:e. Two types of formal care are given to 
measles victims: hospitalization of severe cases and ambulatory clinic
 
visits for less-serious cases. The hospitalization ratc is ctimated to be
 
5 percent of all cases,2/ the average length of hospitalization 7.5 
days, V/ and the total cost of a day of hospitalization (including actual 
cost paid by patients and a government subsidy) 2,000 CPA._/ An 
adjustment is made to the nominal cost of hospitalization to reflect the 
true scarcity of the foreign exchange 1V used by hospitalization, this 
adjustment brings the real cost per day to 2,062.5 CPA. The average real 
cost of hospitalization per case is 773 CPA (US$ 3.09). 

A similar estimate is made for the cost of clinic visits. An average of 
one clinic visit is made for each less-severe caseAl_-./ the nominal cost of 
a clinic visit is 900 CFA;I Y and the real cost, adjusted for
 
foreign-exchanqs use, is 922.5 CrA (US$ 3.69). The total formal medical
 

care cost per case is 1,696 CPA (US$ 6.78}. 

Household care costs are based on an expected extra 18 to 34 W_/ hours 
of mothers' time spent caring for children with measles. Estimates of the 
marginal value of mothers' time are made fron censusl_/ 

and social 
survey LS/ data on women's workforce activity sttus by age and estimates 
of the earnings2l6 of women in the various sectors of activity. The wage 

paid domestic servants, 8,495 CFA per month,l1/ is used to approximate the 
earnings of women in the non-formal dector and those engaged in 
own-household services. Wosn_.r.nq,4ed tn formal sector work were assumed to 
earn average formal sector wageb, '4,172 CPA per month. women in either 
traditional sector or own-household services represented 68.6 percent of the 
total, those in the formal sector, 7.7 percent, and those unemployed or not 
seeking work, 23.7 ?ercent. Average monthly earnings of women of the age of 
motherhood (15 to 44 years) is calculated as 8,398 CPA. Since mothers are 
less likely than non-mothers to hold formal-sector jobs, this figure
 
calculated for all women is likely an overstatement of mothers' earnings. 
In the absence of d/ita on the extent of this oversf a ment, an arbitrary 25 
percent reduction in the wage is made. The monthly cL-anings of Yaounde 
mothers is 6,298 CrA (USS 25.19). The 18 to 34 Lours of household care 
costs of a case of measles is evaluated at 595 ,j 1,122 CPA (US$2.38 - 4.49). 

The future productivity cost of measles is the present value of future 
earnings of children killed by measles. To estirate the present value of 
future earnings the following data are necessary: current earnings, expected 
growth in productivity, labor force participaton rates by age, survival 
rates, employment ri.tos, and the social rate c0 discount. These data are 
used to calculate the ,!"ductivit- benefit oifavoiding a measles death in a 
given year for a child of a ti-.en age. 

This study will use the lowest estimated benefit per avoided measles 
case, 11,617 CFA (US$ 46.47), in all future calculations. Thus, the results 
should indicate the minimum benefits attainable through vaccination. 
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Costs of Vaccination 

Estimation of the costs of vaccinationiA/ is easier than estimating 
benefits. Direct fixed and variable costs of vaccination are estimated from

1
a past vaccination campaign. ' Foreign exchange spending is adjusted for
 
its undervaluation as before. A similar but downward adjustment is made for 
the cost of unskilled labor used in giving vaccinations, as it must be paid 
a minimum wage which overstates its scarcity value. The results of these 
calculations and adjustments: real annual fixed costs of a vaccination 
campaign are 697,400 CPA (US$ 2,790) and the real variable cost per 
vaccination given is 60.1 CPA (USS 0.24). 

The indirect costs of vaccination are the costs of transporting children 
to vaccination sites and the time foregone by mothers in accompanying them. 
Transport costs are one-half round-trip bus fare (25 CPA), since only some 
vaccinees travel by bus. The value of mother's time foregone is estimated 
as bafore, and the amount of time spent per child comes from a study of 
'wait time."L2 0  This is approximately two hours, making the time-foreqone 
cost 91 CPA and the total variabie cost of vaccination 151.1 CPA (USS 0.604). 

The costs of vaccination and the benefits from avoiding measles have been
 
presented. However, there is a link that must be made between giving 
vaccinations and preventing measles. Since nearly all unvaccinated children
 
in Yaounde get measles, each effective vaccination prevents at least one
 
case of measles. in addition, each child ade Immune through vaccination 
reduces the number of infectious children in the population, hence reduces 
the chances of susceptible children contracting the illness. This external
 
benefit to vaccinations may be captured by an appropriately specified 
epidemioloqical model.
 

A modified Reed-Frost model of measles-spread with the following case 
generating equation is used:
 

Ct-I 
a t  C t " St - (1 - tII ) 
Pt 

where Ct is the number of measles cases occurring in month ty St is the 
number of susceptibles; et is the average number of effective contacts 
between individuals; and Pt is the total population size. Effective 
vaccination's impact e.i .monthly case incidence is modelled by substracting 
susceptibles.
 

Base-line population data from census records, estimates of
 
susceptibility from serological surveys, ?_2/records of reported cases, and 
estimates of vaccination effectiveness are used to find the pirameters of 
the model. An annual pattern of effective contacts was found, v.ith a peak 
in December and a trough in September.
 

Benefit-Cost Estimates
 

This epidemialogical model is used to simulate the incidence of measles 
that would have occurred without vaccinations otter the years 1971-1976. 
Without-vaccination incidence is compared with actual incidence; the
 
difference in cases multiplied by the benefit per case avoided Is the 
benefit attributable to the vaccination given. The cost of the 68,809
vaccinations actually given is estimated, then compared with the benefits, 
producing 322 million CTA (USS 1.2 million) in net benefits and a 23.3:1 
benefit-cost ratio. Clearly measles vaccinations are socially profitable. 
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The analysis of the actual 1971-76 vaccinations indicated that had more 
vaccinations been given, even net
greater benefits could have been 
attained. The only limit on producing benefits over coats by vaccinating
would seem to be that there be cases to be prevented. 

In a given population there may be a level of ib-'unity sufficient to 
choke off the spread of an infectious disease for lack of a':sceptibles.
This is called the level of "herd immunity." Once thii levo: of immunity
is reached there would be no more casu, avoidance possib> by additional 
vaccination. Hence, the epidemiological model was used to find the heird
immunity level for Yaounde. At a sustained level of immunity of 59 percent
in the population 
aged 6-36 months, the incidence of measles would
 
eventually fall to zero, At higher levels, incidence would drop off more 
rapidly, at lower 
levels measles would continue to be endemic.
 

Calculation of net benefits arising from vaccinations given to reach and 
exceed the 
herd immunity level, show that benefits in excess of costs may be 
earned for additional vaccinations until virtually every child is 
effectively vaccinsted.L_/ These calculations are mad, using two critical 
assumptions: (1) vaccination effectiveness could be maintained 
at 48.5
 
percent as it had during the actual 1971- 76 program and (2) the cost of 
giving additional vaccinations would remain constant.
 

There are reasons to believe that effectiveness might decline and the 
cost might rise as more vaccinations 
 are given in a time period.

Effectiveness might 
 fall as the probability of mistakenly vaccinating 
someone already immune rises and as additional, less-experienced vaccination
 
workers are hired. In addition, to protect all susceptibles it becomes 
necessary to vaccinate children closer to the age at which they are 
protected by maternal antibodiesI4/vaccination 
of those who are still

protected by the antibodies renders the vaccination useless. The cost of 
giving vaccinations may rise as the difficulty of finding susceptibles

increases. If 
the quality of vaccination workers is to be maintained, it 
may be necessary to increase training, pay, or both.
 

Given rising costs or falling effectiveness of vaccination and the
 
possibility of herd immunity, the 
 rising marginal cost may meet the
 
declining marginal benefits of an effective vaccination short of vaccinating 
to the level of complete Immunity.-7/ No data are available on rising

vaccination costs and 
 only point data are for
known vaccination
 
effectiveness. Economically optimal (i.e., net 
 benefit maximizing) levels

of vaccination were estimated. The benefit-cost analysis of the actual
 
annual average vaccination 
program carried out in 1971-76 with an optimal

level program vas 
calculated assuming an intermediate rate of decline in 
vaccination effectivenens. The 82 percent increase in the number of 
vaccinations given produces a 53 percent decline in measles cases, but any

additional vaccinations 
 would cost more than the additional benefit tt y
would produce and net benefit would decline from 83 million CPA. 

SenwIitivity ests
 

The results 4emonstrate that measles vaccinations were socially

profitable for Yaounde in 1971-76 and that they could have 
been even more
 
profitable if an optimal level of vaccination had been used. These results 
are produced using the lowest of the measles-avoidance benefit measuresi 
using any of the other estimates of benefits would produc- even larger
social profits. However, there are some assumptions embodied evenin the
smallest benefit estimate that might be questioned. Therefore, analysis of
the benefits and costs of an optimal vaccination scheme for 1976, assuming a 
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rapid rate of decline in effectiveness, is done with even more restrictive 
assumptions about benefits. It is assumed that no gain in future
productivity will result from the avoidance of measles deaths, that the 
marginal value of household time is zero, and that there are negative
population consequences of savinn lives which cause the expenditure of
12,500 CPA for birth control as the result of each life saved. These 
assumptions severely reduce the benefits and raise the costs of vaccination. 
but leave intact the conclusion that vaccinations produce social net 
benefits. 

Conclusion 

Benefit-cost analysis may be applied to health programe like measles 
vaccinations. mesasles vaccinations in Yaounde appear to be an 
overwhelmingly favorable project, no matter what restrictions are placed on 
benefits. This result suggests that there may be a broad underallocation of
 
funds to health projects, so that wider application of benefit-cost analysis 
to health programs may result in bigger health budgets, hence better health.
 

YThis paper is a sumary of the methodology and conclusions of the 
author's doctoral dissertation, Makinen, W.N., *A Social Benefit-Cust 
Analysis of Anti-Measles Vaccinations in Yaounde, Cameroon* (unpublished 
Ph.D. dissertation), University of Michigan, (1979).
 

-/250 CPA - US$S.00. 

Ycameroon Government, Direction de la Statistique et de la
 
Comptabilite Nationale, La Population de Yaounde en 1969, pp. 22 and 52,
 
(June 1970).
 

Y/Guyer, B., McBean, 
A.N., and Nakano, J., *Surveillance of Urban
 
Measles in Yaounde, 
Cameroon (Central Africa), 1968-1975,* (unpublished
 
document of l'Organization de Coordination pour 
Ia lutte contre le endemies
 
en Afrique Central*), (1976).
 

Y-Average age of onset 
is less than two years. See Guyer, et. al.
 

-/Makinen, 'A Social Benefit-Cost Analysis.' pp. 80-84.
 

-A conservative estimate for urban Yaounde, based on the findings of a 
study of Central Africa as 
a whole, Gateff C., and Durand, B., "Rentabilite
 
Sconowique de la Vaccination Antirougouleuse dans les 
 Cinq Etats d'Afrique 
Centrale," Afrigue Medicale. Vol. 14, pp. 319-323, (1975).
 

8/Agboton, Y., *La Vaccination Contre Is Rougeole en Afrique
Tropicale," (unpublished medical thesis, University of Dakar, 1969) and Rey, 
N., Diop I.i, I., and Sow, A., "Rentabilite de Deux Vaccinations de Masse en 
Afrique," Courtier Centre International de l'Enfarce, pp. 246-50, (1972).
 

-/Based on estimates made by Gateff and 
 Durand, ORentabilite
 
Economique," Agboton, "La Vaccination Contre la Rougeole," Mbarga, J.R.,

'Les Aspects Particuliers de lM'v-/ ie Medicale 
en Republique Unie du 
Cameroon," Medicine d'Afrigue Noire, pp. 904-17, (1974), and Cameroon 
Government, Direction de Ia Statistique, Bulletin Nensuel de Statistiue, 
Yaounde, (1973-1976).
 

1-/This adjustment process or "shadow pricing" is necessary when 
countries ho..d the exchange rate for their domer.tic currency artificially 
high, thus uaIderstating the true value of impot.., 
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il--Gateff and Durand, *Rentabilite Ecomique, Agboton, .la 

Vaccination Contre Ia Rougeolt.' and Cameroon Government, Bulletin Nensuel 
de Ia Statistique. 

iL/2ibid.
 

_L/The average duration of measles illness is nine days. The lower 
time estioate is two hours per day of illnessg the higher is ten hours for 
each of two days. then two hours each for the remaining seven days. 

l3Acaseroon Government, Direction do la Statistique et do la
 

Comptability Nationals, La Population do Yaounde en 1969, yaounde, (June 
1970).
 

.Ycameroon Government, Direction do Ia Statintique, Znquete Sur 1.
 
liveau do Vie a Yaounde 1964-1965, Paris, (1965).
 

16/Earnings or the wage are assumed to represent the marginal value of 

time, whether lost time is taken from leisure or productive activities. 

U-Cameroon Crvernmnnt, bulletin Mensuel de l Statisti[qe, (1976). 

L-/Again, the pure utility costs of vaccination are ignored because of 
measurement difficulties. 

.- !Guyer B., and Atangana, S., "A Program of Multiple Antigen Childhood 
Immunization in Yaounde, Cameroon.* (unpublished manuscript), Yaounde. 
(1977).
 

!_/Ibid. 

2IAn effective vaccination is one which confers immunity to the 
vaccines. 

?/Guyer, B., *Results of Sero-epidemiological Evoluation of a 
Measles-Smallpox Vaccination Program in Yaounde -- June 1975," (unpublished 
OCEAC report) , Yaounde, 19761 and Djogdom, P., Nakano, J., and Heymann, 
D.L., 'The Expanded Program in Immunization -- Yaounde, Evaluation of the 
Pirst Two Years,* (unpublished OCEAC report), Yaounde, (1978). 

_-/Reported cases and vaccinati-n effectiveness data come from 
unpublished statistics gathered by B. Guyer and D.L. Heymann at OCEAC, 
Yaounde. 

2/Only 33,344 vaccinations were considered effectively given, or 48.5 
percent. 

1_.Vhe highest benefit-cw~st ratio is reached at vaccinations producing 
60 percent immunity among the 6-36 months age group. 

_6/Usually six to nine months.
 

2--Vwhere rising marginal costs are equal to declining arginal 
benefits, net benefits are maximized. 
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UENEFIT-CCST ANALYSIS IN TIE NYULTION ARft 
A CAM STUDY IN 'TE PHILIPPINIS 

Barry N. Popkin*
 

Panel Speaker 

By studying first the epidemiology and prevalence of vitamin A 
deficiency, planning and Impleenting three alternate interventions in 
Filipino areas, then evaluating the effectiveness of each intervention and 
conducting a benefit-cost analysis, the stag, has been @at in the 
Philippines for a national fortification program to prevent vitamin A 
deficiency and its aftermath, blindness. This study represents one of the 
few projects in the nutrition area which have attempted benefit-cost 
analysis. The goal of this study was to determine which of three
 
interventions should be promoted in the Philippines.1/
 

Xerophthalmia, the clinical aspect of vitamin A deficiency, affects 
millions of 
children and blinds or kills tens of thousands. Xerophthalmia

is ranked as one of the four major nutritional problems in the world.?/ it 
has been found to be most prevalent in the rice, white corn and 
cbsaia-eating areas of the world where the staple contains no carotene (the 
precursor of vitamin A) and where children consume few animal products and 
little in the way of carotene-rich fruits and vegetables. 

While all age groups are affected by this deficiency, young children and
 
adolescents appear to have a greater prevalence of xerophthalmia and so 
become blind or 
die from factors associated with xerophthalmia. An initial
 
baseline multipurpose survey was conducted to establish the magnitude and 
determinants of xerophth3lmia and design potential programs for eliminating 
it. The init'al survey was conducted in June-July, 1973 on 626 households 
and 1,715 children. The survey was conducted in four ecological zones 
representative of different food and labor market and socio-economic
 
conditions. These four zones were: (1) the urban densely populated squatter 
areas: (2) urban fringe, semi-industrialized barrios: (3) rural coastal, 
fishing and lowland farming barrios; and (4) rural hinterland barrios,
 
located in upland, hilly areas. In each zone, three barrios were selected 
and households were selected on a random basis within each of ten 
segments. 3/
 

Based on this baseline survey, three alternate preventive programs were 
designed. These program were (1) the provision of a mass dosage capsule of
 
200,000 IU of vitamin 
 A every six months to children ('capsule program")l 
(2) the fortification of onosodium glutamate with vitamin A (*kSGI)y and 
(3) a public health and horticulture intervention (PHI) which used
 
paraprofessionals plus village volunteers to carry out health and nutrition 
education, disease pr.vention 
 (sanitation, immunization) and limited 
curative work .Y/ Each intervention was monitored in four different 
areas, one for each ecological zone, for almost two years. Similar
 
exAminations were performed before and after the intervention period to 
determine program effectiveness. No control group was employed for 
comparison, rather statistical controls vere followed. A separate 
epidemiological survey of blindness among all residents of these twelve 
areas plus the detailed socio-economic data from the final 1975 survey are 
used to determine program benefits. 

* Co-authors are Dr. Florentino S. Solon. Dr. Thomas L. Fernandez, and 
Dr. Michael C. Latham.
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benefits and Coats 

The model developed considers pecuniary costs and benefits for both 
individuals (private) and the public (social). Only private monetary
benefits are considered. These represent the additional income earned over 
the lifetie of an individual as a result of completely eliminating 
xerophthalmia .!/ 

Social benefits are the sum of all effective expected private benefits 
and any benefits accruing to society which in this case are the treatment 
costs no longer needed with the elimination of xerophthalmia. These 
benefits are calculated for 900 childre:. in each barrio. The age and sex 
distributions of these 900 children are based on the 1970 Philippine Census 
distribution of children for the Province of Cebu. Of the 900 children, 167 
are males age 1-6, 175 are females age 1-6. 272 are &ales age 7-16 and 286 
are females age 7-16. Each program's effective expected private benefits 
are the sum of the benefits for each aqe-sex cohort times the present value 
of their benefits times the age-sex relevant program's age-sex specific
effectiveness parameter. 

The direct costs include the purchase of materials such as toilet bowls,
medical supplies, and seeds or fertilizer for the home gardening program.

The indirect costs 
 include the value of the time devoted to attendance at 
nutrition and health education meetings, additional time devoted to home 
gardening, travel and waiting time to see paraprofessionals or physicians.
Social costs are the sum of private costs plus all public investments in 
facilities and the operating and maintenance costs for each program. For 
the capsule and fortification programs, no private costs were incurred. 
Research costs, which could be viewed as joint costs with the application 
costs analyzed here, are excluded.
 

Cost calculations incorporate economy of scale considerations. These are
 
most 
 relevant with regard to training of personnel for the PHI program, the 
purchabe of supplies for all these programs, and the purchase of equipment 
for the fortification program.
 

Also program costs are not evenly spread out over a time span. Some 
programs incur major costs in five-year intervals when major retraining
efforts or equipment purchases are required. Costs will be calculated for a 
five-year and a fifteen-year program.
 

In computing the specific costs of each program several assumptions are 
made. First, the target population of 300 househrlds in each barrio Is 
assumed to have three children par household. Second, the costs are based 
on the present salary structure and nature of medical technology available 
in the Philippines. For example, new tuberculosis chemotherapy used in 
other countries which is more cost-effective, but unused at present in the 
Philippines. was excluded.
 

The mass dosage capsule was provided twice each year to each child. The 
social costs calculated included only the capsule costs and the cost of the 
delivery system. This is the least expensive program and costs about US $62
each year for each barrio (300 households). This may represent an 
under-estimation of the costs of the capsule program as no user time was 
included. There was a significantly greater probability that children of 
mothers engaged in market work missed at least one of the capsule deliveries 
compared to children of mothers engaged only in home production. 
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To fortify MUG, a mixture of vitamin A was combined with the MSG in a
large mixer along with ailicic acid, a flov-enhancing agent. The major 
expense was for the vitamin A. The cost of the mixer, vitamin A, silicic 
acid and personnel to do the mixing war calculated for peak annual capacity
for one "chine and prorated to the costs for 300 households. The costs for 
the firct year are S173 per barrio and decrease sliqhtly to S168 in the 
second year. The mixer is purchased in the first year. 

The public health intervention required both time or monetary investments 
to be made by each household. Private costs include the construction of 
toilet housing, sharing in the establishment of a small pharmacy in each 
barrio and the time to attend nutrition education classes and implement the 
new ideas. These private costs were estimated at 16.12 for the first year 
and nothing for the 
 second year of the project. The much lower 
effectiveness of the PHI may reflect the time and money expenditures which 
households must incur if they are to benefit from the PHI program.
 

The social costs provided for a physician and auxiliaries to visit each 
barrio one day per week, a part-time horticulture consultant, tuberculosis 
and antihelminthic drugs, 

-'
seeds and cuttings, and various educational 


medical 
 supplies. The costs for volunteer assistants in each area were also 
included. This essential
was and was reflected by the much greater

difficulty in getting volunteer assistance in the coastal areas where the
 
market value of time for women was much higher. In all cases, the mean 
market value of time was used for thexe time costs. The total social costs 
per barrio were US$ 2,840 for the first year. Over 65 percen. of these 
costs were private household costs. 
 These social costs dropped to USS 947
 
in year-two when no private costs were 
incurred.
 

Benefit-Cost Analysis 

Social benefit-cost ratios were calculated for these three programs. The 
project costs for 15 years are compared with social benefits for an entire 
age 1-16 year cohort. In other words, it is assumed that the benefits of 
coverage to a 12-year old for four years plus 11 years of coverage to a 
child who enters the program during his fifth year of operation and is 
covered by it for 11 years are equivalent to coverage provided to one child 
for 15 years. The resulting benefit-cost ratios show that both the capsule
and fortification programs produce significant net benefits while the PHI's 
costs are 
greater than its benefits.
 

In many ways, it is inappropriate to compare these three programs. The 
benefits of the PHI program are different. -he SG fortification and 
capsule programs will provide benefits 
only while their program are
 
operating. In other words, it is 
possible to consider that the benefits of
 
these two programs are transitory as they would disappear if the
 
interventions were interrupted. 
 On the other hand, the education,

sanitation, horticulture and other aspects of the PHI program could produce
benefits for a much longer period. Consideration| of longer term benefits, 
even intergenerational ones, could 
significantly enhance the economic
 
benefits attributed to the PHI program. Of course, the need for consumer
 
involvement 
 may be the reason why the PHI program's effectiveness was so 
much lower.
 

Additional health and nutrition benefits accounted for in this analysis 
accrue to children covered by the PHI program. This analysis has focused on 
the economic benefits of the prevention of xerophthalmia, but the PHI had 
other benefits. For instance, hemoglobin levels of PHI children increased 
while those of MG and capsule children decreased during ths intervention 
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period. moreover, the overall current nutritional status of PHI children 
(measured as percentage weight for height of a weight for height 
international st3-dard) increased significantly relative to the other 

areas. Other benefits include the elimination of tuberculosis and the 

imunir3tion of most of the children. If these additional and longer term 
PHI benefits are conaidered, it would be possible that the PHI benefits 
would outweight the PHI costs. If not, the key question is whether these 
intangible health and nutritional benefits are worth the difference between 

the economic costs and benefits. This difference rep.esents the economic
 

price for the intangible benefits of the PHI program.
 

Additional research would be needed to quantify these non-xerophthalmia 

related health and nutritional status benefits of the PHI. It is obvious, 

however, that a different ordering of project priorities would exist if 
these were viewed as health rather than as nutritional projects. 

The private economic benefits of these programs may be significantly 
understated. The estimated probability of having xerophthalmia is very 

conservative and a level r- xerophthalmia much higher than that used is 

possible. In fact, if the level of deficient and low vitamin A in the blood
 

(serum A) were urea. as the measure of xerophthalmia, 57 percent of the 

sample children would fall in this category. Also the earnings of children 

and the value of time of women are significantly underestimated. If a 

definition of the total economic contribution of womer were employed, their 
/


income would have increased by about 74.1 percent.-


The selection of the most feasible program for the Philippines from this 

pilot proect must be done with great caution. Different age-earnings 

profiles, probabilities of having xerophthalmia, and program costs and 

effectiveness would be expected for a national program. The program costs 

of the PHI and capsule distribution would be expected to increase relative 

to that of the MSG fortification program. Cebu is a densely .opul~ted
 

island with an extensive primary and secondary road system which has
 

facilitated the use of person to person delivery systems such as the PHI and 

capsule programs. Few other areas in the Philippines are as dense as Cebu 

or have road systems as well developed. 

The effectiveness of each program will vary not only when the ecological 

area changes but as the program is expanded from a pilot project to a 

national pr-gram. To protect itself from some of the problems involved in 

this transition, the Philippine nutrition program is testing the efficacy of 
fortification in a three-province pilot project before it decides whether a 

national program would be appropriate.
 

Sumsary
 

This paper has sumarized a benefit-cost analysis comparing three 

alternate programs for eliminating xerophthalmia, a nutritional problem
 

prevalent throughout much of the world. The Irivate economic benefits for 

the total population, including those without xerophthalmia, served by each 

program were calculated. Use of an effectiveness parameter allowed 

conside.:ation of factors related to the utilization and effectiveness of 

each of the programs. The only relevant social benefit, the elimination of 
the government's costs of treating children with xerophthalmia in hospital 
and outpatient settings, was included among these benefits. 

The total effective benefits accruing to children served over a 15-year 

period in different ecological zones were compared with the costs of each 

program. Costs included the direct and indirect private costs and the costs 
to the govsrnment. It is noteworthy that the PHI intervention,
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the least effective program when henefits related only to the elimination of 
xerophthalmia are used, had the major direct and indirect private (user? 
costs. 

Based on strict economic criteria and dmaling with 
the limited objective

of eliminatinq xerophthalmia, 
either the capsule or MSG fortification
 
program should be selected. On the other hand, if 
the other nutritional and
health benefits associated with the PHI program are considercd, this program 
might be strongly considered. The capsule and MSG fortification programs 
(and this pilot project's research design) were developed with the focused 
goal of eliminating xerophthalmia, whereas the Philippine Nutritic. 
Program

has a broader set 
 of qoals. Thus it is not surprising that the 
village-level nutrition delivery system being developed in the Philippines
includes elements of the PHI syster. Also, MSG fortification is beirri 
tested in a three-province area in the Philippines before being considerid 
fnr expansion to a national program.
 

NOTES 

11

Cost-effectiveness analysis could have 
been used except that each
 

program was felt to have a differential impact on vitamin A deficiency and,
in turn, each program, it was felt, would be associated with very different 
streams of economic benefits. An expanded version of this paper will be 
published in Social Science and 4edicine 
(Economics Section, in press).
 

l-/Benqoa, J.M., -Siqnificance of Malnutrition 
 and Priorities for
 
Prevention,* Proceedings of International Conference on Nutrition and
 
National Development and Planning, (Edited by 
Berg, A., Call, D.K., and
 
Scrimshaw, H.S.). MIT Press, Cambridge, Massachusetts, (1973).
 

!/Solon, F.S., Popkin, B., Fernandez, R., and Latham, M.C., "Vitamin A 
Deficiency in the Philippines: A Study of Xerorhthalmia in Cebu," American 
Journal of Cl.nical Nutrition, Vol. 31, pp. 360-361, (1978).
 

4

/Solon, S., Fernandez, T.L., Latham, N.C., and Popkin, B., "An
 

Evaluation of Strategies to Control Vitamin A 
 Deficiency in the
 
Philippines, American Journal 
of Clinical Nutritrion , Vol. 32, pp.
 
144%-1453, (1979).
 

!/Solon, S., Fernandez, T., Latham, M.C., and Popkin, B., 'The
 
Planning, Implementation and Fvaluation 
of a Fortification Program: The
 
Control of Vitamin A Deficiency in the Philippines," Journal of the American
 
Dietetic Association, Vol. 74, pp. 112-118, (1979).
 

6
 
For an in-depth presentation of this benefit-cost analysis, see
 

Popkin, Barry M., Solon, F.S.. 
 Fernandez, T., and Latham, N.C.,
 
-Benefit-Cost Analysis in the Nutrition Area: 
 A Pilot Project in the
 
Philippines,' Social Science and Medicine (Economics Section, in press).
 

Z/Evenson, 
 R.R., Popkin, B., and Quizon, B., 'Nutrition Work and
 
Demographic Behavior in 
Rural Philippine Households,' Rural Asian Household
 
Studies, (Edited by Evenson, R.E.0 and hite, B.), Singapore University 
Press, Singapore, (1979). Also reprinted by 
Yale Growth Center, Yale
 
University, New Haven, Connecticut.
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COST/WMFIT AND THE COMMNITY 
H.ALTH WdRKER 

Roy I. Miller
 

Workshop Speaker for
 
Comunity Health Workers
 

A first reaction to the idea of discussing cost/benefit analysis withcomunity health workers 
is: 'What a mistake.-
 There were several reasons
for this reaction. The 
technique of cost/benefit analysis 
is really a
management and/or planning technique applied before a proqram reaches thecommunity level. 
 In addition, the 
 notion of quantifying benefit and
comparing the value of programs based on the "numbers" divined is terriblydifficult and 
quite unattractive 
in the health field. (What value is 
a
 
child's life?)
 

The concept of cost/benefit and 
the related concept of cost/effectiveness

are relevant 
 at all levels 
 of program planning, management and
implementation. Furthermore, 
the role of the comunity health worker
management's efforts tn co 

in 
cost/benefit studies should not be small. Thus,
community her.1th workers should understand this concept and appreciate their 

role.
 

The Concept of Cost/Benefit Analysis
 

Although the jargon of 
cost/benefit analysis 
as articulated by academictypes can Ie confusing, cost/benefit is a truly intuitive and simplenotion. 
 An informal form of cost/benefit analysis is applied every time one
asks is 
it %orth spending money on any particular purchase or activity? One
enumerates the anticipated benefits and expected 
costs associated with a
planned proqram in 
an effort to decide whether the program is worth tackling.
 

The need to perform such analysis in the health sector arises in responseto two *truths.* First, resources for health care in all countries arelimited; therefore, some 
hard choiceu must 
be made with regard to the
allocation ,f those resources. Second, the once basic assumption of health
practitioners that *more is better' is 
cc-sing under serious attack.
 

*A g:owing body of evidence calls into question ti? assumption
that the relationship between health status and health care 
services is a proportional one.-l/
 

This citation comes from an article concerning health care in the UnitedStates; however, the developing world offers exaplns where simply providing
more food or building more health posts solves nothing.
 

Cost/benefit 
 implies the question 'Should we tackle a given task?"
cost/effectiveness suggests 
ye


the question *How can we maximize effectiveness
given costs and how much must we spend to achieve a certain level ofeffectiveness?' 
 More importantly, cost/effectiveness has been used as aretrospective evaluation technique and not just as a planning technique. Itcertainly makes sense to compare the effectiveness of two programs relative 
to their costs in an effort to learn what works best. 

To some degree, a cost/benefit analysis assumes trat thecost/effectiveness 
ratios of various alternatives ar,, known. 
 Note, that a
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cost/effective analysis can be 6..ne without attributina a "v.lue' to an 

outcome. That IS, it makes sense to epeak of the dollars per change in mean 

percent of the Harvard standard in a cost/effectiveness analysis. To go on 

to oct/benefit, one must attribute a dollar value to that change in the 

nutritw).al status of the target population. A very good list of potential
 

cost/iatectiveness measures in nutrition evaluation appears in an article by
 

James Austin entitled *The Perilous Journey of Nutrition Evaluation.2/
 

The fact remains that even cost/effectiveness ratios in the health fielf"
 

are extremely difficult to calculate. Consider the measuze: dollars spent 

per change in mean percent of the *Harvard standard" in pre-school
 

children. The age chanje of the children -- before to after -- has 

associated with it a .,atural change in nutritional status. Most children 

undergo a period of Jeterioration with regard to nutritional status after
 

weaning and then a ni.cural recovery. The cost/effectiveness ratio must then
 

be dollars spent per change in mean percent of the *Harvard standard' above 

that which would be expected in the absence of intervention. No one knows 

what that expectation should be. (For a good discussion of the problems of 

applying cost/benefit and cost/effectiveness to food supplementation
 

programs, the reader is referred to an article entitled "Supplemntary
 

Feedin1 Programs for Young Children in Developing .ountries," by Beaton and 

Ghassemi./
 

Th: Ro~e of Community Health Workers
 

If cost/benefit and cost/effectiveness retios are so difficult to
 

compute, why talk about them? Unfortunately, decisions about the allocation
 

of resources must be made. Cost/benefit and cost/effectiveness analyses,
 

incor.lete and subjective as they may be, offer an understandable analytic 

framework for making those allocation decisions. Tne user must articulate 

the ,)asis for hip/her decisions and place on public display the otherwise 

implicit value judgement behind those decirions. 

The role of the cGuunit/ health worker in these analyses is two-fold.
 

First, the health worker should review the assumptions of the
 

decision-makers with the perspective gained from *hands-on" experince in 

toe field. Too often decision-makers place too much value on numbers and 

not enough on the knowledge of their staff. Secondly, the data to verify 

the assupptions of the decision-makers can be generated in only one place -

the project si.,s. Thus, it must cowe from the community health worker. 

One must explore the role of the comunity health worker in the data system 

used to assess costs and benefits. 

In evaluating coswunity-level nutrition programs, one quickly learns that:
 

1. The quality of data generated by such programs is typically poor; and
 

2. The ability of the researcher to interpret the results of statiati

cal anAlysis is greatly enhanced by interaction with program workers 
wio were on-site during the interventicn.
 

With regard to data quality, poor data is most often encountered when the
 

health worker responsible for the dat. c.olection received no feedback on 

the results and/or was not infnr---d as to the intended use of the data. 

With regard to interpretation of results, potential competing ttplanations 
1
 

of observed outcomes emerge &id can be verified only by people w o had 

intimate knowledge of the program -- the field workers. 

A term for the proper response to these issues is *Rapid Information 

Feedback System." In brief, uuch a system is an orgoing data gathering 
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machnisa put in place ideally at the start of an intervention. Outcome
 
indicators, process indicators and costs are included in the system. The 
data is analyzed frequently during the intervention -- not retrospectiveLy.
Explanations of observed outcomes are formulAted with program managers and 
staff. These explanations are then tested ny additional data aralyses as
 
the intervention proceeds. 

The key actor in such a system is the village health worker -- the person
on-site to gather data and provide interpretation based on the everchangiig 
local environment. 

NOTES
 

1/ Tlpin, Harriet G., *Economics of Health Care," Journal of the 
American Dietetic Association, Vol. 76, No. 3, (March 1980). 

2/ Austin, James 
E., *The Perilous Journey of Nutrition Evaluation,"
 
American Journal of Clinical Nutrition, Vol. 31, No. 12, (December 1978).
 

3/ Beaton, G.H., and Ghassemi, H., "Supplementary Feeding Programmes
for Young Children in Developing Countries,' Report prepared for UNICEF and 
the Jnited Nations Administrative Comittee on Co-ordination, Sub-comlittee 
on Nutrition, (October 1979). 
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UEN7IT-COST ANALYSIS FOR HEALTH AND WMMVELOIVT PFADGRAMW/NG:
 
CONSIDERATIONS OR F RACTICAL APPLICA'ION
 

Alan W. Fairbank 

Morksho Speaker for Program Managers 
and Consultants
 

Objective appraisal of alternative health investments has generally been 
complicated by the lack of a 9enerally recognized analytical methodology for 
developing decision criteria that do not require subjective judgement by 
decision-makers. The adaptation of techniques of benefit-cost analysis 
(RA) to tl.d health f!eld was once .hought to offer great promise in this 
regard, particularly in developing countries where scarce resources and 
myriad health proble-s made the payoff from identification of optimal 
courses of action theoretically quite high. But the expectations of
 
applying benefit-cost analyris to evaluation of health investments have not 
been realized, and seriouL prrblema and questions persist concerning the 
useful applications of the aettI4ology in health and development 
programming. This paper reviews some of the applications attempted to date, 
notes the nature of the problems with the analytical technique, and suggests 
alternatives to the traditional benefit-cost approach to program evaluation. 

BCA App ication in Health and Development Program Appraisal 

The most comon use of BCA in the health field has been to compare 
alternative programs for reducing mortality or morbidity from a specific 
disease. Kalaria and tuberculosis are among the specific diseases so 
analyzed in less developed countries (LDCS A/21// Such analyses 
focus on the econotiic impact of the disese, usirg foregone wages of those 
afflicted as the measure of societal cost of the disease. The program's 
anticipated benefits in reducing the magnitude of the health prot.lem are 
then quantified as the value of those wages gained. This approach has its 
basis in the capital theory _/_/ which does not encompass operational 
measurement of social and economic costs of disease beyond that of foregone 
earnings of those actually afflicted. While it Is conceptually possible ta 
use DCA to analyze a set of alternative implementation methods for a given 
health service objective, or to compare returns in health and health related 
investments to those in other sectors, these applications have not been 
developed as yet in LW:s. 

Despite the intuilve appeal of BCA techniques in health and development 
program appraisal, greater applicatioi in practice is hampered by serious 
theoretical and practical problems. The criticisms of conventional 
techniques of BCA in health are thoroughly discussed in the lite.rature 
2./-3/ and are aumarized here. 

Theoretical Limitations
 

The general framework of BCA ass,.ses maximized economic growth to be the 
central criterion of all investment (benefits are reduced to money values so 
they can be maximized relative to costs). Conventional techniques of CA 
cannot account for increases in social elfare not quantiliable in money 
t.orm nor for advancement toward social goals such as distributional equity. 

Dynamic, indirect ('extra-marginal" effects of programs appraised 
cannot be analyzed through BCA because its techniques are oriented toward 
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static conditions at the micr., level. Cumulative, mult~ple impacts of 
health programs in L~s are particularly important considerations when 
assessing future costa and benefits of a program, and DCA is not 
theoretically suited to encompass such analysis, Long-term demographic 
impacts of health improvements are particularly troublesome for DCA because 
medium-term costs of increased dependency, skew the conceptualisatic of 
benefits .JA/ 

Conceptual Difficulties
 

Inclusiveness: What in a benefit and what is a coat? The definitional 
problems that arise in attempts to characterize health benefits of
 
particular program interventions increrse ir complexity the more inclusive 
an analyst attempts to be in capturing less direct effects, which oftencan 
be important. Insuring that costs accounted 
for ate correspondent with
 
identified benefits becomes more difficult the more inclusive the analyst 
becomes of 'ndirect effects.
 

Measurement: The comn denominator -- money? The necessity tc reduce 
health benefits to money terms prenents perhaps the most serious obstacle to 
the use of OCA simply because most plausible money measurements of health 
ennfits are subject to error. The human capital convention of valuing

health benefits as the wage value of increased availability of labor is 
misleading when applied in countries of high unemployment. Where there is a 
large pool of surplus labor, as is the situation in many LDCs, the general 
health status could be unrelated to level of output. Significant money 
benefits can be expected trom reduction of indirect costs of disease, such 
as labor productivity impairment, wasted caloric consumption by infected 
persons, and restrictions imposed by health conditions on resource 
development. The practical problems of attaching money vals.es to these 
cost/benefits, however, overwhelm the conceptual difficult!*s in defining 
the scope of effects to be anticipated from program intervention. 

Value: hat measures and techniques should be adopted as decision 
criteria? Two decisions affect the value questions: (1) what is the 
appropriate rate at which to discount a stream of future benefits and costs 
to comparable present values? and (2) what is the appropriate ranking 
measure for establishing priorities amo-j competing programs? The first 
question essentially involves 
 a judgement of society's intertemporal 
comparison of utility. In most LDC3, the presence of significant
 
imperfections in the financial markets makes estimation of an appropriate 
rate next to impossible. The second question is a matter of deciding which 
conventional measure |benefit-cost ratio (9CR), internal rate of return 
(IRR), or net present value (NPV)) is most helpful for the purposes of tht 
analysis in conveying an understanding to policynakers of relative value. 
Although NPV is the most commnly used mensure, its interpretation is 
subject to misinterpretations because of the numerous conceptual problems 
generated by the internal logic of attaching money measures to health 
benefits.
 

Practical Application of IBCA: Is It Useful?
 

The theoretical and conceptual difficulties outlined impose serious 
constraints on the practical use of WA in health and development program 
appraisal. The conventional application of OCA to determine 
 the
 
quantitative dimensions of health benefit3 and costs 
is, as a result, not a 
fruitful tool for addressing policy questions that_ are clearly and 
increasirgly important: (1) How much siould society allocate to health 
improvements? (2) now much should policymakers allocate among various 
lternative progras for health improvements within the overall sectoral 

allocation? 
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In fact, there is no methodology that can now provide a single, 
sufficient objective quantified -.. thod for determining answers to those two 
questions. That ih not to say that various quantitative techniques cannot 
be useful in assisting policymakers to make informed judgements in health 
resource ali ocation decisions. But quantified indicators (say, from BCA) 
offer measures too crude to be relied upon for decisions that clearly
 
require inclusion of qualitative judgement. Besides, for most developing 
countries, the potential benefits of increasing allocations to particular 
public health measures such as expanded immunizations and sanitation 
programs are clear enough without sophisticated analytical techniques being 
needed to justify them. 

What then is the practical use of CI, in health and development program 
appraisal? In general, DCA applications should be limited to use in
 
situations where the real conditions correspond to the theoretic&k
 
assumptions made by the DCA framework. These conditioos rarely are
 
satisfied, and eerta)nly do not lend themselves to use in support of 
national resource allocation policy determination. Alternatives to RCA
 
ought to be considered.
 

There are two ett.ods of analysis whose techniques are related to RCA 
but which do not seek to put money values or benefits: (1) effectiveness 
analysis and (2) cost-effectiveness analysis. Effectiveness analysis is
 
useful to evaluate expected results of a particular program Intervention
 
strategy, for comparison with othtL strategies, where resources are
 
unlimited or the program has absolute priotity. Cost-effictiveness analysis
 
adds cost considerations to a similar approach as adopted by effectiveness 
analysis and is appropriate for conparison of different programs coapeting 
for limited resources or of different strategies aiming to maximize output 
in terns of the unit of effectiveness chosen, provided that the unit of 
-!fectiveness is coamn to all programs considered. (Commnly used units of 
effectiveness are averted deaths and averted person-years of prevalence of a 
particular disease.) L_5/L6/ 

the advantages of these two program appraisal techniques (in contrast to
 
BCA) are that (1) the theoretical assumptions that must be made are more 
Y;ealistic and relevant to practical application, and (2) the monetary 
valuation of "life' and "health" is left to the judgement of the decision 
maker and does not masquerade as an "objective* indicator of benefit. The 
directions for future research are as aptly described by Rado:
 

There seems little hope at present of formulating workable
 
cr.:eria of the *optimal* level of health-care expenditures,
 
having regard to the alternative uses to which resources could 
be put... (But) there is a practical.. .scope for testing and 
improving the efficiency with which resources are used in medicine
 
... The relevant technique is a close (if poor) rulation of cnst

tbenefit analysis, that of costing feasible altertative pa hs to 
precisely defined ends. (p. 129 12/ 
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COT-aENEIIT ANALYSIS IN NIRITION EVALUATIt.I:
 
HOUSEIOLD TIME - A COST THAT IS FRMUENTLY OMIllED
 

David L. Franklin
 

Workshop Speaker for
 
Policy and Decision Rakers
 

The impediments to successful evaliation of nutrition program have been 
classified into four main cateqoiies by Professor Austin of thm Harvard 
Rusiness School..!/ The first relates to malnutrition not as a dibease to 
be medically treated, but rather that malnutrition. being a consequence of 
interactions between b.ological and socto-economic factors, does not lend 
stselt to narrowly focused technical solutione. The other impediments deal 
with aspects of costs of evaluations and political and psychological 
harriers to evaluation. Professor Austin's paper has addressed the Whys,

Nbsns, Hows and Whos necessary to lower the political, psychological and 
cost barriers to evaluation. This note deals only wAth the issue of 
interactian between socio-economic anto biological variable, and the frequent

oatssion of household resources as costs of achieving nutritional impact.
These omitted costs may be a reason for reported low impacts of nutrition 
programs and should be included in cost-benefit caiculat;ons. 

Low Impact of Experimental Interventions
 

Experimental ntudies suggest that most targetrd nutrition programs are 
not likely to be as effective as expected by their planners. For example.
in an epperimental maternal-infant health and nutrition program in Bogota, 
pregnant women receiving a supplement containing 50 calories per day
increased their intake by only 133 calories per day per person, thus 
remaining appreciably below the recoinmended daily allowance for enerqy.Y_
These experimental results and similar findings of lower than expected
participation and nutritional impact ii the United States' food stamip 
progr , 3 sugest that before interventions are evtn considered, more 
insiGht is needed on the feeding and nurturing behavior of families. Why do 
failies with malnourished children that receive food transfers increase 
food intake by such sall proport! -r? 

Malnutrition: A Consequence of Choice 

Malnutrition appears to be a consequence of rational and efficient
 
behavior. That is, malnutrition is endogenous to the household, 
 a
 
consequence of deliberate acts uf choice by family decison-makers. This 
implies at least two explanations for the observed behavior: (1) either 
families cannot internalize the gains from the !mprovd nutrition of their
 
mers or j2) the costs of achieving nutritional adequacy have been
 
underdtated. This note focuses on the 
 latter explanation. 

To accept that malnutrition Is the consequence of choice is not to debase 
the functions of the family. 
 Rather, this gives explicit recognition to the 
effective bonds underlying the exist*nce of the family by conceiving these 
bonds to be embodied in the quest for maximum family welfare. This quest,
however, is for multiple ends constrained by limited means. Even the time 
for loving and caring for children is scarce. This is not to say that food 
and other economic policies cannot or should not be directed at changing the 
present status of human nutrition in the world. Rather the concept is 
invoked as assistance in understanding what other goo5s, services and 
activities provide the satisfaction and possibilities for families with 
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malnourished children, thus to enhance the understanding of the role food 
and nutrition policies can play 
achieving multiple social goals. 

vis-a-vis other economic policies in 

Family Decisions and Nutritional Status 

Family decisions in regard to a child's nutritional and genera. 
veil-being begin when a women chonses a male partner. That choice and the 
choices to procreate, give birth, nurse, clean, feed, clothe, train and 
provide health care to a child are all choices that are influenced by 
economic variables and have economic consequence for the women, her partner, 
her children and her community. Material resources and human resources, 
subject to her allocation, enter into these choices. Of these, her time 
embodies her abilities to process information and make allocative decisions 
regarding a choice of mate, number and spacing of children, purchasing in 
the market, producing in the market, producing in the household and 

leisure. Until recently, analysis of malnutrition has tended to overlook 
household members' allocative abilities and their allocation of household 
time. 

Time and abilities enter into knowinq what and where to purchase foods or
 
.sov to produce them. The services of ho;sehold human capital enter into the
 
preparation and storage of foods. Human capital enters into feeding of 
infants and childrev, in general. Human capital is used in preventing and 
diagnosing diseases and in the management of same; including adjustments to 
the diet that m&y be accomplished in part of disease treatment. Time is 
dlso required in procuring medical services and in maintaining sanitary
 
housing conditions.
 

Within the context of programs aimed at improving nutritional health, the
 
results of this study suggemt the need for further research on the household
 

of economics of child rearing. What market and non-market signals influence 
the participation in, and adoption of the practices of, maternal and child 
health programs? What are the full (including time) costs of participation 
in transfer programs? flow is the valse of household time to be estimated so 
that the time costs may' be included in the analyses and designs of whatever 
transfer and intervention programs are to be implemented? Research is 
needed to elucidate how household behavior may respond to the economic 
signals embedd,d in nutrition prograws and policies. 

implications 3r Cost-Benefit A:ialysis
 

One obvious implication of the economic theory of household production is 
thai everything a person does is of value to that person and that the time 
costs of participation should be included in the calculation of program 
costs. Another more subtle implication leads to serious problems in the 
calculation of benefits. If all human time allocations are value-producing, 
then the use of lifetime earnings differentials as a measure of benefits 
from preventing malnutrition will understate the present value of future 

benefits. 

The basic economic argument for public interventions in improving 
nutritional health has centered on the human capital argument: through 
prevention of malnutrition early in life, the stock of human capital can be 
enhanced to achieve higher aggregate incomes. V_ Continuing research is 
now directed at estimating the linkages between improved nutrition and 
enhanced social functioaing. However, the results of this research will not 
permit us to make better estimates of benefits to be derived from 
nutritional interventions. 
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The reasons for this assertion rest on the nature of externalities that 
exist in the markets for health and human capital. The costs of poor
nutritional health are not wholly borne by household decision-makers. Even 
if the only source of benefits is derived from increased lifetime earnings, 
current decision-makers will not capture the flow of future benefits. 
Beyond this, the non-market Pctivities of humans can be enhanced by improved 
nutritic.nal health and it is difficult 
to conceive of an imputation
 
procedure that would ascribe monetary value to all non-market activities.
 

bihile it is ,ossible that tests of "willingness-to-pay" could be designed 
by appeal to demand-analysis techniques, it appears unlikely that such can
 
be achieved in developtng country settings. 
 Accordingly, cost-effectiveness
 
measures will remain the principal tool for choosing among program
 
components. To this end, refinement of dietary and anthropometric standards 
become crucial to nutrition planning and evaluation.
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V. EVALUATING MAIAGEME4? OF SERVICES 
INVOLVED IN DRLIVERING HEALTH IN 
DEVELOPING COUNTIES 

The first step involved in designing appropriate
 
procedures to monitor and evaluate performance of
 
management task 
is to define acceptable standards
 
of performance for each task. 
 ideally, development
 
of these standards will be included in the training
 
program as a group activity. As trainees participate 
in the development of performance standards, they 
will develop an understanding and appreciation of
 
the rationale behind them as well 
as a camitment to
 
meeting them.
 

Phyllis Dobyns
 

To reflect manaqement's capability to conduct a 
program, four indicators can be selected: 
 (1) 
reporting. (2) supervision impact, (3) communi
cation within the system and (4) intearation of
 
project activities into the qovernment system.
 

Susan E. Leone
 



EVALUATING PR[ECT )ANAGEMENT IN A DEVELOPING COUNTRY: 
MILESTONES AND MILLSTONES
 

Susan E. Leone
 

Plenary Speaker 

Haiti, with a population of over 5 million p'opleis one of the least 
developed countries in the Latin American region. Both the Birth Rate, 
estimated at 35.8/1000, and infant Mortality Rates, ranging Irow 119 to 
147/1000.1/ are arong the highest in the hemisphere, while th. per capita 
income is one of tn lvdest.
 

Widespread malnutrition has been docupented in 
 tho past. 2/_
 
Childhood diseases such as measles, qastroenteritis and respiratory
 
infections are the itajor killers of the malnourished young. In terms of 
morbidity, a 
recent nutrit'tonal survey in Haiti concluded that arproximately
55 percent of the uhildr.n had been ill in ne seven days previous to the 
study intervi,w, 44 percent experie,cing recent diarrhea and 32 percent
 
recent fever./
 

Xerophthalmia is an ocular 
disease caused by vitamim A dtficiency and 
malnutrition. Its symptoms ranqe from night blindness to xerosis (drying)
of the eye, to ultimate deterioration of the cornea into irreversible 
blindness. Children from birth to six are
years old at highest risk -
especially during such critical periods as weaning and illness (when
children do not get enough vitamin-A rich foods, or in fighting infectior, 
delete what limited vitamin A is stored in their livers). 

In .:ollaboration with the Government of Haiti, a survey to determine the
 
prevalence and geographical distribution of the disease was carried out in 
1974-1975 by Helen Keller International (HKI). It concluded that vitamin A
 
deficiency was the major cause of oinocular blindness among Haitian
 
children, and that xerophthalmia 
uas a pu!'ic health problem as defined by

World Health Organization (WHO) star-:.1(c&. ,I Consequently, in early 1976, 
the Departement de Sante Publique et Population (DSPP), assisted by HKI, 
initiated a major program of intervention.
 

This program consisted of the following componente: distribution of 
high-dosage vitamim A capsules (200,000 IU) through 
the hcalth system:
 
nutrition education; and the training of health, 
medical, and nutriticn
 
personnel, in the diagnosis, treatment, and prevention of the disease. In 
addition to an ongoing monitoring system, an extensive evaluation was
 
planned for the 
end of the third year of the project. The evaluation would
 
investigate both the clinical and nonclinical aspects of the program. This
 
paper will examine that part ot the evaluation which addressed project
 
management, presenting the issues involved and procedures taken.
 

The title of this piece -- "Milestornes and Millstones' -- refers to the
 
reality and the perception of what management might be achieving in such a
 
development project -- especially vis-a-vis the 
 expectations set f"rth in 
the initial project design.
 

Management 

The vitamin A program is primarily managed by a four-member Haitian 
staff, headquartered in Port-au-Prince. 
 The group consists of a project
 

' Co-authors are Dr. Susan T. Pettiss, Dr. Louis Pizzarello and Dr.
 
Serge Toureau.
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coordinator (who is also an N.D. trained in nutrition)i an a-sinistrator; an
 
auxiliary nutritionist; and a typist. An HKI field rq(resentative based in 
Port-au-Prince han a part-time assignment to serve in a liaison and support
 
capacity.
 

Technical assistance is provided at regular intervals (three times a
 
year) by an HI pediatric consultant and the NKI Jirector of Blindness 
Prevention, New York. Program delivery is carried out through the existing 
health infrastructlire.
 

Supervision of the program has been accomplished through a number of 
mechar.sma; on-site visits by the project coordinator to the districts; 
visits to Port-au-Prince by the consultant and director of H#X Blindness 
Prevention Department; routine submission of distribution records from the 
districts to headquarters, reporting on individual center distributions; and 
monthly reports sent from Port-au-Prince to New York. 

Evaluatinn
 

To evaluate management is to evaluate how well a program is being 
conducted. This demands putting an administrative background to the
 
inalysis of the program outputs. In this study, four indicators were 
,ilected which reflected management's capability to conduct a program. They 
were examined retrospectively for different time periods from 1976 to 1978.
 

1. Reporting
 

Each center of distribution (defined as a center known to be distributing 
tne special vitamin A capsules) was to o send in monthly reports to the 
program t-aiquarters at Po:t-au-Prince. As concluded from the data 
examining outpts, over 80 percent of the health establishments in the 
country were actively participating in the proqram; the number of capsules 
reported delivf:4ed had doubled annually.Y_
 

By exarlining the rei,-cting dynamics that produce the data, the degree of
 
succet- of management in Institutionalizing the reporting system can be
 
demonstrated. For example, the reporting data can establish when the 
program began in the d.,crict, and also when its operations were considered 
routine. A more drtailed profile of the reporting within a district 
indicates specific program operations at the local level, in addition to 
serving as an indicator of the relative acceptance of program responsibility 
by the local management. 

General Reporting: Reporting was generally considered routine when
 
reports from the districts were received for more than two consecutive 
months. The gap between the initial report date and the date of routine 
reporting varied, ranging from the determinant of immediate acceptance of 
program to twelve months. By January 1978, all districts were reporting 
routinely. 

In-District Reporting: Each district has a numbeL of centers of 
distribution located throughout its towns and villages. The district 
monthly report lists each of these centers' activities. To determine the 
extent of reporting ""thin the respective districts, the reports were 
individually reviewed for a four-month period - August-Noveiber 1978. This 
period -- the end of the evaluation period -- w~s chosen as most reflective 
of established ongoing operations.
 

An average of 36 percent of the centers within a district sent in their 
reports to Port-au-Prince Headquarters in any one month. The rates ranged 
from 15 to 66 percent.
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On further examination, however, the reporting pattern of individual 
centers was irregular. This was determined by analyzing master 
sheets
 
recording each center's activity -- to see if they ever reported,

consistently reported, or periodically reported. In general the reporting 
was sporadic, yet constant, for all the centers.
 

Prom the analysis of the data on reporting, a number of conclusions can 
be made:
 

a) Length of time before program was considered institutionalized
 
varied considerably between districts:
 

b) Reporting rates for districts were, on the average, relatively
 
low;
 

c) However rates of district reporting suggested sporadic
 
reporting of centers within t:e districts, rather than limited
 
program coveragel and
 

d) Output indicators alone (i.e., 
number of cap&toles distributed)
 
are not sufficient in analyzing program management.
 

2. Supervision Ipaect 

The project coordinator is responsible for making periodic
supervisory trips to the districts. His responsibility is shared by the 
project administrator and the auxiliary nutritionist. In addition, some of
 
the supervisory functions for the vitamin A program are accomplished while 
the project ccordinator -- who is also assistant director of the Bureau of 
Nutrition -- is on field assignments for the Bureau.
 

The measure for determining the extent of 
influence which the supervision

trips have had on the program was derived by determining the correlation
 
between the centers of distribution reporting to the program headquarters in 
Port-au-Prince, with the number of supervisory visits.
 

In districts where less than two supervision trips were made, an average
of 33 percent of the centers of distribution reported; whereas in districts 
with two or sore supervision trips, the average number of centers reporting
 
was 37 percent. 
 In looking at the median number of percentage of centers 
reporting (taking into account 
 the considerable variations between
 
districts), 
the rates were 23 and 45 respectively.
 

In addition to on-site visits by 
the project coordinator, special health
 
workers were designated in three of the districts -- Cap Haitien, St. Narc,

and Gonaives -- to assist in the collection of records, and reporting to 
Port-au-Prince. 
 These individuals were paid a salary supplement by the
 
program. The extent of 
 influence of these individuals, since they have been 
with the program for most of its durantion, was difficult to determine.
 

However, when there was a turnover in the position at Cap Haitian, a
dramatic decrease in reports to Port-au-Prince resulted. In the other two 
districts, on observation of the distribution rate and change in personnel 
over time, the effect does not seem significant. Thus the reason may be a 
matter of personality rather than the presence of . paid supervisor. Yet in 
comparing the rate of centers reporting in these three districts to the rate 
of districts without a supervisor, a higher percentage of centers reporting
ta demonstrated in the districts with such a supervisor (42 percent compared 
t- 31 percent).
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Two conclusions can be made:
 

a) The data dewmirtrate that supervisory trips are positively
 

correlated with increased percentage of centers sending in
 

reports.
 

b) The effect of the presence of a paid supervisor within the
 

districts is unclear.
 

3. 	 Communication Within the System
 

One indicator of th? effectiveness of the vitamin A program management is
 

the staff's ability to successfully communicate with their field workers, to
 

"get the smessagk out". In March 1978, a new form was developed by the
 

program headquarters staff for use by the individual centers of distribution
 

for reporting to headquarters. The revised form included a separate column
 

for 	 the number of children receiving caps .as for the first time (*first 

dosers').
 

All 	reports from the distribution centers to Port-au-Prince headquarters
 

for October and November 1978 were examined to determine: (1) the percentage 

of centers which had uced the new form and (2) the percentage of those using
 

the new form whose staff seemed to understand how to fill it out. The first
 

percentage was a straight count; the second was a judgement made by the 

evaluator when stueying the way the form was actually filled out. The 

revised form was being used by over 80 percent of Lhe cen-ers within seven 

months of its conception. However, less than half the forms seemed to be 

filled out with an adequate understanding of the additional information
 

requested from them.
 

Two conclueions were reached:
 

a) 	 Program management had an effective channel of communication
 

with its field netw;rk.
 

b) 	 Program management demonstrated limited ability (or incli

nation) in in-service instruction.
 

4. 	 Integration of Project Activities into Government System
 

From the outset, an objective of the program was to integrate its 

activities into the government health delivery system. This
 

institutionalization was viewed as some insurance of future program
 

viability.
 

The President of the Republic of Haiti gave legitimacy to the program in 

an April 7, 1976 address, on the occasion of World Health Day, referring to 

the program as an example of the Government interest in preventing blindness
 

and malnutrition. Further, the Director General of the Department of Public
 

Health and Population (DSPP) sent out a directive to the health districts in
 

August 1977, sanctioning the program, and indicating the necessity of
 

distributing capsules and submitting reporting forms.
 

The 	 program itself was designed as an integral part of the existing 

health infrastructure. Data indicate that over 80 percent of that system's
 

establishments (dispensaries, health centers, hospitals) were participating
 

in the program. By definition then, there was a built-in integration. This
 

integration w.s further solidified by the fact that the project director was 

also assistant director of the Government's Bureau of Nutrition within the 

DSPP. Thus program activities showed promise of becoming institutionalized 

within the Governmst's Department of Public Health and Population.
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Discussion
 

Data from the evaluation of 
project management 
-- in terms of reportinginstitutionalization, communications, supervision, 
and integration -- havebeen useful 
in developing recommendations 
for future program modification.
 
They have given a picture of what seems to be going 
on behind the output
 
indicators.
 

For example, a tigure 
 of 200,000 capsules is reported as being
distributed annually. 
However, on the averaqe, less 
than 40 percent of the
centers rEport monthly. Yet since all centers had a history of 
some
sporadic reporting, there is the assucption that program optrations continue

notwithstanding. 
 So 200,000 capsules may be 
a considerable underestimate of
 
program outputs.
 

On the other 
hand, the outDut indicator of centers using a revised formshowed that over 80 hadpercent adopted 
its use. Yet on closer analysis,

less than half seemed to know how to use 
it.
 

Looking at program management, then, 
is a way of putting backqround on a
figure. 
 Other factors which intuitively would seen influential, but which
 were deemed too complex for this analysis were: job satisfaction, technical
 
assistance, personalities and policies.
 

Job satisfacticn: Traditionally, 
 in developed countries, job

satisfaction 
 has been measured hy such indicators as job turnover 
and

absenteeism. 
 In countries 
 wit:i limited employment possibilities, job
c,-nover 
(or lack of) would not sees reflective of ob satisfaction. In
co.sitries where there are 
often multiple professional demands (i.e., 
more
than one job) 
or where Western timeliness 
is not considered mandatory,

absenteeism would not necessarily seem to reflect job dissatisfaction.
 

Technical assistance: 
 The pediatric consult-nt and the director of HKI 
s
blindness prevention department 
 visited 
the program approximately three
tiFE3 a year. The impact that such visits had are not known. 
 It would seem

the- woula of'er 
support to, and reinforce program management, offering

counsel an, diriction when indicated.
 

Pe:sonal"-tivation: 
 In terms of program viability, much is dependent on
the motivation of 
program leadership. We 
had a strongly motivated leader
who demonstrated 
personal capacity, professional knowledge, 
and dedication
 
to the job.
 

Po.itics: Pr.gram management needs 
to be politically sensitivet 
this
 program needs political support. 
 The leadership in Port-au-Prince
 
demonstrated a sensitivity to the politics of 
the situation.
 

Finally, with rejard to the evaluation, two themes deertc mntion interms of procedure. The first Asis collaboration. is widely stated,
collaboration with the host country staff in any project evaluation isessential. 
 This needs to be emphasized 
-- not only in sitting down toreview 3nd modify possible forms, but 
in the actual development of forms

themselves. The 
second 
issue is data gathering. The further away one is
from the oriqinal data (such as the forms 
from the indivi-'ual health
centers), the 
more diluted the material becomes. At each step, 
ju(-lements

are made in putting together numbers. 
 In looking at the first step, one
 
gets a more accurate picture.
 

In sum, evaluating management and the dynamics behind 
the outputs can be
 an enliqhtening 
and useful exercise. Although one may not 
get all U.e
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answera, one certaiqly can find clues.
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DVVEOPMIG NUTRITION I WTERVENTION RTRATOGIES: 
TESTING INDICATCRS AND ASSUMPTIONS 

Nancy B. Mock 

Panel Speaker
 

This paper waill focus on the planning function of management, assessing 
the relationship between perceived and objective nutritional status, and 
illustrating the need for planning tools which monitor the social aspects of
 
Nealth status. Data from a large nutrition intervention in Zaire will be
 
used to examine standard anthropometric measurements with an emphasis on 
Illustrating how a different choice of measures and cut-off points RiJlht 
aftl.ft the abil.ty of a mother to assess the level of nutrition of he- own 
child. This seemingly academic concern Is of great importance to the 
manager s-lecting the type of nutrition program. Any strategy which does 
not include case-findinq is dependent upon the ability of other family 
members to recognize and treat symptoms of malnutrition.
 

Methodology
 

From the ilterature which examines the relationship between disease
 
attributes (or symptoms) and health perception, there is evidence that 
impairment of function, acuteness of onset and perceived prevalence are 
significantly associated with specific problem recognition.
 
I/2/3/4/For the purposes of this review, existing protein-energy 
classification schemes provide a cunvenient means by which the attributes of 
a particular form of illness can be compared with perceived health status. 
The presence of edema and wasting or thinness Isymptooa of kwashior':or and 
acute (or present) malnutrition, respectively were hypothesizea tJ be 
associated with in::reased problem recognition. Degree of severity and 
prevalence in the community were also thought to have an effect on maternal 
recognition of illness. 

Thn. site of this study is Firshasa, Zaire, where the authors are part of 
a team of technicians fr:,o Tul.- University providing technical oiervices 
for a national nutrition plannir,. .,-jram funded by the United State; ;'qency3 

for International Developtent (AID). Appropriate nutrition surveillani.e and
 
intervention strategies have been developed for Zaire based largely on pilot 
stuJies in three tones .,f Kinshasa and one rural area. Extensive
 
multi-disciplinary baseline assessment studies were performed in the
 
selected areas. A census and anthropometric study covered 100 percent of
 
the households and a systematic sample of 20 percent represented the
 
population examined for the socio-economic study. The data-set analyzed in
 
this presentation was constructed by merging maternal attitudinal and health
 
assessment variables with individual anthropometric data for each child
 
under five years old in the family.
 

Analysis ccnsim.ed mainly of cross-tabulations of the mother's response 
to the question whether or not one or more of her young cl.ildren was 
malnourished with classifications of nutritional statu' based on standard 
anthropometric measures. The object of the analysis %as to determine 
maternal sensitivity to physical signs of the disease. The 
family-point-prevalence (number of families with malnourished children at a 
given point in time) was determined separately by each of the followng sets 

Co-author is Dr. William E. Bertrand. 
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of measurements: weight for age, height for age, weiqht for height and the
 
oresence of edema. Since weight for 
height reflects current nutritional
 
tatus and weight for age, past or ct.ronic malnutrition, fmilies were also
 

clanpified by th*.e mutually exclusive Qroups: wasted, stunted, 
and both
 
wasted and sturtei. Cross-tabulations of all groups with perceived
 
family-point-prevalence were performed several times jsinq 
 different 
percentages of the reference median as cut-off points he4inning with 90 
percent height for age, 80 percent weight for age and 80 percent weight for 
height. These are coemnuly accepted levels of sild malnutrition.5

/ / 
Based on these resultr, current nutrition was cross-tabulated with perceived 
nutritional status by zone. Maternal sensitivity to maln~trition in her 
family as it was differently defined by each grouping was calculated as the 
percent of mothers who actually recognized the disease when present.
 

Results
 

Immediately apparent is the high level of family-point-prevalence as 
measuted by any set of anthropometrics. At least one form of 
protein-tnergy-salnutrition is present in over half of the farilies assessed 
in this ctudy. The only type of malnutrition not prevalent in the
 
population is severe kwashiorkor. The family prevalence of severe
 
kwashiorkor is only 2 percent. While this rate is not trivial, it is
 
dwarfed by the rates of other forms of proteio-enerqy-walnutrition. A
 
profile oy zone shows !xpected variation. Lingwala ranks higher than the
 
other communities by almost all quality of life 1-dicators. Similarly this
 
zone has the !owest prevalence of all forms of ma~nutrition. Kimbanseke is
 
a peripheral zone wiich can be celled approximately a squatter comeunity.
 
As expected the family-point-prevalence was highest in this area; in fact,
 
rates of chronic malnutrition are approximately double those of Lirvgwala.
 
The less dramatic difference in current nutritional status is felt to be a
 
reflection of the recent countrywide severe econovic deterioration.
 

Also examined was the elationship between anthropometric measurements of
 
nutritional status and maternal recognition of malnutrition. Maternal
 
recognition of malnutrition in one or more of her young children is notably
 
low. The rate varies between 6 percent and 18 percent with the exception of
 
edema: 30 percent of the mothers of children with edema recognize
 
malnutrition. Though the absolute number is small, this result was expected
 
in light of the physi:al characteristics of this illnes. No other striking
 
trends are apparent. Though mothers of families with both wasting and
 
stunting present in Itheir children are somewhat more aware of the illness
 
when present, the difference is not operationally important. Analysis by
 
zone suggests that maternal recognition is higher in areas with higher real
 
rates of malnutrition. But again, the significance of this pattern is more
 
than questionable.
 

On more logical step was taken by examining the relationship between
 
perceived morbidity the day before the interview and malnutrition. Again, a
 
summary indicator dichotomized families into those with and without
 
p.,rceived illness or their children five.
in one more of under Illness was
 
defined as the presence of one or more of four common diseases and symptoms
 
of early childhood diseases such as measles, diarrhea, fever and respiratory 
problems. A remarkable relationship was found between perceived morbidity 
and malnutrition of any kind and degree: 50 percent of the wthers of 
malnourfshed children indicated family morbidity while onl*' 29 percent of 
t'.e mothers of well-nourished children responded that at least one child had
 
been ill. A Chi Square test was highly significant. The rates of perceived
 
illness tend to increase with both severity and type of malnulrition.
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This relationship raises intriguing questions for further analysis.
 

First of all, the associatior. of malnutrition with other types of morbidity 
is well documented and makes sense. Perhaps more general recognition of 
comnly known illnesses and symptoms can prove useful in evaluating the 
operational utility of the various anthropometric cut-off points and 
measures. This type of comparison might provide cc zunity level validation 
of anthropometrie indicators as a companion for the existing clinical 

approach. A secor.d possibility is that mothers ate mislabelling the signs 
of malnutrition. Italnutrition is often buried in a complex of illnesses .nd 
can be difficult t) distinguish. Perhaps general perceived morbidity is a 
reasonable reflection of nutritional status. At any rate, the question of
 
illness-definition merits further attention.
 

In sumary, mothers are not recognizing the presence of malnutrition as
 
such in ,'elr young *hildren. The possibility exists that they are
 

misla; tling recognize, symptoms. However, the present findings have clear
 
implications for the management of nutrition intervention programs. First,
 

intervention programs aust be oriented toward case finding and certain types
 

or educational n-'grams. In Zaire, et least, programs that disseminate
 

information .nrough the mass media seen appropriate. The implications of
 
these firdings also clearly indicate that integrated health programs, rather
 

than sirgle shot interventions, are the most logical form of dealing with
 
case fi adinq, multiple treatment modalities and education activities. While
 

this s certainly not a new view, the evidence here provides increased
 
ratio:.ale for the move toward a complete integration of services. A final
 

consideration is the apparent need for planning tools which test the
 

assumptions upon which intervention strategies are built.
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ZVALUMION OF NZALYD FAAGUIZU DLOPVT 
In THE CARIZAN 

Sn&ron S. Russellt 

Panel Speaker
 

Project Overview
 

In ranking the several in.ti;-t'.ves required to improve the health status 
of the Caribbean Comnity, the regional Health ministers gave first
 
priority to *dynamic and creative management of the health services.' V1 
To address this priority, in id-1979 the Caribbean Community Secretariat 
(CARICON) launched a three-year, nine-country_/ Basic He."th Management 
Development programe._/ 

In the programe design phase, Ministry of Health (MOR) personnel worked 
with an external design team to identify sirgnificant management problems. 
The nature and extent of these problems called for a more generic model of 
manageent than that which is often used in traditional approaches to health 
management development.Y Rather than focusing upon management problems 
within specific functional areas, such as drugs and supplies or nursing, the
 
generic model underscores the managerial, behavioral and 
change processes
 
which affect management throughout the health system.
 

The CARICOM Health Management Development Programme encompasses four 
major comq)onents: management training, technical assistance, management 
resource development and special activities. These components are designed 
to mutually reinforce one another with respect to both subject matter and 
timing. The training of approximately 1,'00 participants should result in a 
*critical mass" of Ministry personnel sharing common vocabulary and a 
flexible set of tools and approaches for improvina mnagement. On-site 
training in each of the nine countries brings together HON Dersonnel at top, 
middle and 'ne levels of management for one-to-two week workshops, 
utilizing high participation and adult learning methodologies. Specialized 
technical assistance training focuses upon management problems in key
functional areas and is closely coordinated with both the training component 
and technical assistance efforts under other auspices.
 

In addition, management resource centers are being established in each 
participating country and in the CARICOM Secretariat's Health Section. 
These canterr contain bookn, jo irnals, articles and selected sample 
management tools, as well as audio-visual hardware and software. Special 
activities, such as a regional health information systeas workshop and a 
conference on primary care, are designed to reinforce country-specific

health management development activities and promote cooperation and 
diffusion of information on an intersectoral and regional basis.
 

The project is being implemented In nii.e cointries in the Caribbean and 
has its headqunrters in a tenth country. The 7aribbean includes countries 
which have been colonized by the British, French. Spanish und Dutch, most of 
which were colonized by more than one nation, so that while E nglish is now 
the official language, in some countries such as Saint Lucia and Dominica one 

& Co-authors are Ms. Margaret Price, Ms. Debora Kluge, Mr. Alston 
Fergusson, Mr. Loyd Hunt and Dr. PhiVp Boyd. Presented by Ms. Margaret
 
P:ice. 
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nust speak a French Patois in order to be fully understood by the general
 
population.
 

In addition to the language and cultural differences, geographic. 
political and socio-economic differences cannot be overlooked. In pome 
countries, it is impossible to get to all areas by road. Althougn ail
 
countries are considered less developed countries (LDCs), the economies of
 
sope are more fragile than others. All countries are in the hurricane belt;
 
and one has an active volcano. Two major disasters and three changes in
 
government occurred in 1979. Thus, the evaluation design must reflect the
 
diversity created by the project location and design.
 

Evaluation Design
 

A coaF.-ehensive information system was designed to provide timely and
 
accurate data fo: (1; vrifyiv'4 that programme objectives are met
 
(monitoring progress and measuring outcome); (2) justifying use of funds to
 
the funding agency; (3) monitoring progress toward meeting country-specific
 
objectives; and (4) collecting da-a for future research and projects.
 
Parsimony was the guiding priliciple in ensuring a simple. manageable
 
information system and. where possible, the multipli application of
 
.ollected data to ongoing anaginent, monitoring of progress, and
 
evaluation.!=
 

The evaluation plan ieentifies three interrplated tut discrete approaches
 
for assessing the extent to which project objectives have been met: (1) 
process measurement; (2) identification and measurement of intervening 
variables; and (3) impact assessment. The conceptual model -' 2/ for 
evaluation stresses that the u'timpate effectF of the proqra.re are the 
result of the combined interaction of the przJect desiqn, project manaqement 
inputs and 'ne training and technical assistance inputs. To implement the 
evaluation, project management, trainers, and cointry project coordi'stors 
have worked jointly to develop and utilize the evaluation instruments And 
mechanisms. Participant profiles, together with registration ano 
participation logs, give a complete picture of training participants and 
enable assessment of attendance, attrition, and traininq effects in relation 
to participant background. An orqanizational assessment tool used in the 
course of training also serves as a repeat measure for assessing changes in 
organizational climate et a later point in time. Evaluation questionnaires 
are administered during training and three months later, to assess 
pirticipant response to course content and trainer performance. Similarly, 
the action plans which participants develop in the course of training are 
reviewed three months post-training to assess participants' progress along 
specific steps tcward a stated objective. While the action plan evaluation 
findings cannot be attributed solely to effects of training (particularly 
since knowledge of the follow-up ay itself serve as a stimulus to action), 
the findings do give some early indication of program effectiveness.
 

The seline survey of participating Ministries, completed prior to
 
progr. we implementation and repeated yearly, identifies existing management
 
tools and assessaent of changes in statub over time. A formal technical
 
assistance (TA) evaluation report measures the suitability and success of TA
 
efforts and is used, together with TA report forms and the technical reports
 
themselver, tr' evaluate TA. Finally, group evaluation meetings and for.4l
 
reports periooically susaarie pr'qr-.4s in relation to stated objectives,
 
and evalutt. administration of the project itself.
 

An intervening-variables log, maintained by each country coordinator,
 
records signIficant eventu which may affect programme implementation or 
outcome, such "s changes in qoswi. -. t a, senior personnel, and climatic and 
economic factors. 
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To date, several specific impact assessment measures have been
 
identified. Cost-effectiveness measures be
will based on the percentage of 
tax dollars presently spent on health and the services provided for these.
 
Organizational efectiveness and efficiency measures 
will be based on 
follot-up baseline data collec:ted a! the beginning of the project. Thirdly.
the impact assessment will identify new programmes or services to the poor
and underserved which can be directly attributable to the project.
 

Evaluation Issues
 

A number of operational and methodological problems have emerged. First,
 
trainers found tk'at use of individual trainee registration numbers on
 
evaluation instruments 
was unacceptable to paiticipants and had to be
 
abandoned. This has precluded earlier 
plans to conduct interinstrument
 
correlations for given participants 
 and longitudinal 'tracer studies.*
 
Secondly, a knowledge, attitude and peactice (KAP) survey was 
intended to be
 
administered to participants imediately before 
and after training, and
 
subsequently in a post-training repeat. After 
use in four countries, the
 
instrument 
 was apparently invalid; accordingly, the KAP has been
 
discontinued. Thirdly, while trainers have gleaned useful 
feedback froa the
 
participant evaluation forms, and 
have been able, for ex.zmple, to speed the
 
training pace or adjust 
the level of presentation, participant judgements
 
are not always congruent with the trainers' assessment of one another's
 
performance. For the latter, 
pro)ect staff must rely on trainers' written
 
monthly reports.
 

Operationally, assessment 
of pro]ect 
impact on the health status of the
 
population will be affected by the 
 fact that these data will not be
 
uniformly available until midway through the pro)ect.
 

Several more intractable methodological issues demand particular
 
attention and pose a continuing challenge 
to evaluators of operational
 
prograzes such this. while
as First, 
 the programe has carefully
 
identified ohjectives for both training and 
technical assistance and for the
 
project as a whole, translation of these Ob]ectives 
into operationally
 
moeaninqful, objectively verifiable, and quantifiable indices which validly
 
reflect 'good* manageent is extremely difficult 
-- the mre so because the 
prograrne to be evaluated is regior'l in approach and 
specific indices of
 
desirable outcomes for any given uojective may vary from country to
 
country. Accordingly, final assessment of 
impact will have to oe done on a
 
country-specific 
rather than on an overall project basis. Secondly, the
 
number of different inputs, and the effects of the 
 many potential

intervening varia!-les8/, make even the association of inputs with 
outcomes 
-- let alone establishment of any causal relationships between the two -- a
 
tenuous exercise. 
 Finally, several of the more traditional techniques for
 
safeguarding against what Campbell and Stanley have called 
*uncontrolled
 
rival hypotheses,* -/ namely, randomization and use of contr 
I groups, are 
unworkable in a prograki-e 
of this type. It takes significant effort to
 
juggle schedules and arrange coverage for workers further
health without 

attempting to randomi,- their participation in training. Similarly, the
 
very diffusion effect. tuilt into the programe design (e.g., the
 
proportionately large numbers 
of persorrel being trained within each 
of
 
several relitively small countries) preclude 
the effective ube of control
 
groups. Indeed, if ttc programe is successful, virtuail: everyone in a
 
given Ministry of Health will be .z-ected.
 

Selected Evaluation Findings
 

Preliminary findings indicate that mas, 
ement training is reaching the 
targeted numbers and types of personnel: t- date nearly 530 top, mid, and
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line participants registered for and completeA ihQ tridning course. 

Participant evaluations of trainer performance and programe content have 
been Lonsilstently high. Thoic areas rated as "most useful' for participants 

in-lude co-ounications, planniJg, and leadership. ollow-up evaluations
 

after three months post-training reflect a continued high degree of
 

satisfaction with the training, together with reportedly improved
 

motivation, although many participants found the -ourse too short and
 

intensive. Follow-up action-plan evaluations conducted to date indicate
 

that between 50 and 73 percent of all participants have made siqnificant
 

progress toward implementing their objectives, thus improving the health
 

care delivery system in their individual countries.
 

Conclusion
 

An evaluation of any program must include the complex interactions of
 

cultural, aeographic, socio-econonic, political and administrative factors,
 

as well as the organization and internal dynamics of the project. Such
 

factors were considered in the evaluation design fo: the Basic Health
 

Management Development Proqra se. The current evaluation plan appears
 

functional for programe management and monitorinq, and for evaluation of
 

-rocess and intervening variables. The challenge remains to improve the
 

health status of the Caribbean Community.
 

NOTES
 

!/reclaration on Health for the Caribbean rommunity, Annual Conference
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TIAIfNG COlMNITY HEALTH OERSU 
TO PERFORM SWBCUED ENAG3T*N FUNCTIONS 

Phyllis Dobyns* 

Workshop Speaker for
 
Comnity Health orkers
 

Introduction 

This paper proposes a five-step process for designing a training program 
to prepare community health workers (CHWs) to assume managerial functions 
critical to the success of primary health care program. A Save the 
Children comunity-based program in Indonesia was selected to illustrate how 
this process can b? applied. The program relies upon 22 comunity health 
workers with limited forma; schooling who have received a six-week intensive 
training program before assuming their village primary health care 
responsibilities. Two months after the initial raining activity, CH~s 
receive a one-week follow-up training and on-the-job visits by supervisory 
health assistants. The major thrust of their activities is, of course, the
 
direct provision of health/nutrition-related services to villagers.
 
However, they are also responsible for scae management support for their own 
activities including planning, inventorying, the preparation of reports and 
program monitoring.
 

A five-step planning model was devised to train the CHWs to perform these 
management functions. Although the model specifically deals with the 
traininq of field workers for the management aspects of their jobs, it is 
adaptable and suitable for other training needs.
 

The model's five steps include:
 

1. 	 Identification of the CHWs Management Functions
 

i-M.s step involves answering the question, "What management functions 
should ClHWs be able to perform?* The broad functions performed by 
managers of all enterprises were examined. These functions include: 
planning, organizing, directing, staffing, controlling, reporting and
 
budgeting.
 

2. 	 Identification of the Tasks and Skills Needed to Perform Each
 

%anagement Function
 

This involves reviewing the functirmns listed in Step 1 to ascertain
 
what tasks and skills are implied by each.
 

3. Analysis of Tasks and Skills Through Use of a *Skills Training Grid*
 

The Grid facilitates the ar lysis of tasks according to both degree 
of required knowledge id the anticipated level cf motivation CHs 
have to perform it. 1". purpose is to classify tasks in order to 
identify and desiqn ap* opriate training models. 

* Co-author is Dr. beryl Levinger.
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4. 	 Application of the Grid Analysis to the Design of Both Pre- and In-


Service Traiiing
 

Essentially, training should: (1) be experimental, 'hands-on" and
 

practical; (2) provide ample opportunity for two-way feedback; (3)
 

use the same approaches and techniques as those which trainees will
 

be expected to perform once they are on the job; and 14) be
 

arranged so as to reflect the following sequences: simple to
 

complex; concrete to abstract; here and now to remote; individually
 

focused to community focused; and focused on most immediate needs to
 

focused on least immediate needs.
 

In addition to these general characteristics, certain design
 

requirements can be derived from the Grid Analysis:
 

a) 	 Training designs for tasks or skills which require a high
 
degree of knowledqe, but not high -motivation, should:
 

- reflect a balance between 'how to" and "why* between th,
 

affective and cognitive domains
 

- place special emphasis on the importance of the task in
 

relationship to the total job
 

- provide opportunities to create mutual support systems; an 

example would be the formation of ongoing teams to aupply 

additional motivation toward task performance 

- form relationships that build levels of trust, and enable
 

people of relatively close proxiuity to turn to one another
 

for help as needed
 

- provide extensive follow-up including nurturance of team
 

efforts and specific task-related technical assistance
 

b) 	 Training designs for tasks or skills which require little
 

knowledge and motivation should:
 

- place special emphasis on motivational rather than technical
 

considerations
 

- provide rewards for successful task completion
 

- create group comitment through teamwork or other means to 

performance of the task 

c) 	 Training designs for tasks or skills requiring a high degree of
 
knowledge and motivation should:
 

- place special emphasis on technical rather than motivational
 

considerations
 

- build on the motivation which already exists
 

- provide an exceptionally large number of opportunities for
 

hands-on practice and performance-related feedback
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In general, tasks requiring little knowledge, but hiqh motivation, 
should receive the least emphasis in terms of time during the 
training program. These tasks are the simple ones that most 
trainees will want to learn to do. Their inclusion in the training 
deaign should permit a *change of pace" from those other kinds of 
tasks which participants are less likely to enjoy. They can be
 
inserted at times when frustration levels are high and the oppor
tunity for a quick success will be useful in maintaining trainee 
interest and self-confidence. 

5. Design of Appropriate Evaluation and Monitoring Procedures
 

The first step involved in designing appropriate procedures to 
monitor and evaluate CKW performance of management task is to define 
acceptable standards of performance for each task. These standards 
should provide clear guidelines as to what constitutes satisfactory 
performance both in terms of frequency and quality. Ideally, de
veloppent of these standards will he included in the training program 
as a group activity. As trainees participate in the development of 
performance standards, they will develop an understanding and appre
ciation of the rationale behind them as well as a comitment to 
neetinq them. 

In conclusion, a process has been outlined which serves as a basis for 
localizing program management. However, ultimate program success depends 
upon the presence of such factors as: choosing the right person to be the 
CHW; involving the community from the proiect's outset; and providAng 
adequate training support and supervision. Without these, no teaintng 
design can prepare CHls to assume manaqement functions. 

109
 



A PRACTICAL EVALUATION EXPERImNC 
IN RURAL BOLIVIA 

Gregory J. Rake* 

Workshop Speaker for
 
Program Managers and Conultants
 

Introduction 

Project Concern International is a non-profit, private voluntary
organization dedicated to the development of low cost, primary health care 
systems in the United States and throuqhout the developing worl!.
 

In 1977 Project Concern and the Bolivian Ministry of Health signed a
five-year aqreement to develop primary health care services in the sparsely
populated, tropical jungle department of Pando, From 1977-1979, Project
Concern has worked in conjunction with the Pando Health Department to train 
30 auxiliary nurses and to develop support systems necessary for the

delivery of health care in the rural 
areas. Under the terms of 
the
 
agreement, 
the Pando Healtt Department is 
gradually assuming responsibility
 
for the management of the k.tal health care systems.
 

Purpose of Evaluation
 

After two yr'rs of program activity, the Ministry of 
Health technical

staff and Project Concern agreed that a general evaluation of the program
was needed. The purpo3e of the evaluation was to describe the state of 
health care in 
 rural Pando, to identify problems related to the
 
implementation 
of a rural health care delivery system, to judge 
what
 
progress has been made and to provide a basis for the transition of the
program's management from Project Concern to the local health department.
An additional aim of the evaluation was to introduce the local health 
department staff to both the 
idea and process of evaluation and planning.
 

Obstacles to Evaluation
 

Anyone who has worked in a similar situation in a developing country will

recognize the problems the Ministry of Health and Project Concern faced in
doing an evaluation. The most pressing were: 
 (1) lack of reliable
 
statistics; 
 (2) lack of specific baseline 
data; (3) lack of funds for
 
evaluation; (4) lack of 
time, or limited time budgeted for evaluation in the
work plan; (5) the idea that evaluation is a futile exercise; (6) lack of
expertise in evaluation, planniny, and administration at the local level;
(7) lack of reference materials; and (8) fear of evaluation.
 

The evaluation process was planned to minimize these obstacles.
 

Processof Evaluation
 

First, the Project Concern staff with
met the Ministry of Health

offic,>qls in La Paz and together agreed areas,
on or components, of the
 
health care system to be investigated. These were: (1) demography and
social structure of the area; (2) Ministry of Health programs and the 
delivery of 
 rural health care services; 
 13) training and continuing

education of rural nurse auxiliaries; (4) supervision; 
 (5) transportation;
 

Co-authors are Ms. Anne Rodman and Ns. Gale Norrh. 
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(6) communication and infotmationi (7) supplies; (8) administration; (9) 
planning and evaluationi 110) personnel: (11) finance; and (12) inter-agency
 

coordination.
 

Each component was divided into the following segments: (1) a description 

of the component and its present condition (2) an itemization of the 

component's costs; and (3) a summary of the problems encountered within the 
components.
 

Next, the Pando Health Department and the Project Concern staff worked 
part time for three months gathering data, using only readily available 
sources of information. These included financial and personnel records of 

the Pando Health Department and of Project Concern, demographic data from 
other agencies, itoorviews with local authorities, and the records from 

rural health posts. In preparing the materials for presentation, simplicity 

was important. 

Analysis of Findings
 

was held in the national capital to present the informationA meeting 
gathered by the Pando Health Department and Project Concern and to ditcuss
 

the problems identified. The meeting was attended by the Director of. the 

Pando Health Department, Ministry of Health officials, the staff from the
 

Bolivian School of Public Health, a World Health Organization/Pan American
 

Health Organization expert on rural health and the Project Concern staff.
 

At the meeting the Pando Health Department staff and Project Concern staff 

ummarized the factual material of each evaluation component. A document 
encountered was given towi.ich described each component and the problems 

each participant. As a catalyst for discussion the problem section of each
 

component was followed by a list of alternative solutions which identified 

some advantages and disadvantages of eazh alternative. 

groups in order to discussThen the meeting broke up into small working 
the information presented. The participants used the document as a work 

book. Any additional difficulties which they perceived as problems were
 

even if some seemed trivial, others important, and others
listed, 

listing of the solutions and their advantages and
unsolvable. The 


that there was no suspicion that they had
disadvantages was done by all so 


been weighted or biased in one party's favor.
 

the problem section of each component was extremely helpful
The format of 

in promoting productive discussions with the small groups. As an example, 

one of the problems identified in the component "Programs and Services* was 

the inadequate coverage of rural health care services.
 

Conclusions and Recommendations
 

groups had discussed the problems among themselves, theyAfter the 
to the others. After further discussion, conclusionspresented their ideas 

and recommendations for each component were made by the entire body.
 

The recommendations were as varied as the problems. Not all fell within
 
For example, it was recommended
the jurisdiction of the Ministry of Health. 


that the 1952 Agrarian Reform Act be enforced to end the system of debt
 

peonage, which had hindered the provision of services. Other solutions were
 

within the scepe of the Ministry of Health (e.g., creating more jobs in the 
for thePando Health Department for nurse educators and finding funds 

continuation of the report). Others were to be implemented at the local 

III
 



level, such as allowing the rural auxiliary nurses to increase th, prices of
 

the drugs they use in the treatment of patients. 

Le,.ving the meeting with recov%-neations for action was a great 

ad,'antage, rather than waiting months for a commlttee to respond to a report 

or to provide feedback. In addition, the :ull participation in the 

evaluation process by decision-makers had encouraged a greater comitment to 

the implementation of the recommendations.
 

Suns ry 

After two years of proqrar activities, the W.livian Ministry of Health
 

and Project Concern developed an evaluation format and process which:
 

1. 	 Provided a general overview of the health care services in rural
 

Pando:
 

2. 	 Identified problems related to rh delivery cf rural health care
 

services in Pando;
 

3. 	 Served .a a vehicle for making specific program decisions espocially
 

those related to the transfer of progras management to the Panto
 

Health Department;
 

4. 	 Introduced the idea and process of evaluation and planning to the
 

local health department staff;
 

5. 	 Achieved participation by the Ministry, the vando Health Department,
 

and Project Concern in an evaluation process;
 

6. 	 Was low in cost, and within he pesonnel and financial resources of
 

ne Ministry of Health and Pro)ect Concern; and
 

7. 	 Provided a model of evaluaticn which the Ministry of Health and
 

Project Concern plan to use in the future.
 

As A result of the evaluation, the Bolivian Ministry of Health, the Pando
 

Health Department and Project Concern are in the process of umplementing the
 

recommendations.
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LOOKING POR VALUES 

Stuart J. Kinnma 

Workshop Speaker for
 
Policy and Decision Makers
 

Evaluat.on really means looking for values, for the good that comes to 
Jeople as a result of the programs or projects which directly affect theirlives. This 'looking for values" is in fact an ethical matter. It me&ns
looking for a measure of goodness that has been realized for the greatest
number of people. The health and development fiell is experiencing a strong
fixation on measurement evaluation.and This is fully justified and it is
important that the approaches which have been advocated during the past few 
years be 
 tested. Some of the most importan* aspects of health and
 
developotent cannot be plotted 
on graphs or r - ,ced to numbe:s. This
includes tho concern 
for the fN:l1 participation of the people in all aspects

of progranj that affect their lives. This is a matter of empowerment, a 
very soch--political process. 

As programs are planned --nd progress assessed. choices are made between 
competing values. 
 One needs to be concerned that values and needs are thoseidentified by the local people and their leaders. it may well be far more 
important to have 
promoted Qreater self-reliance, equity 
in land tenure,

improved capacity of the local coamunity to feed itself and the development
of local leadership than some of the more measurable types of program
objectives. A participatory style in evaluation is needed. The concept of
socaal justice in health care must be extcnded to the matter of full
participation in setting 1',e goals for evaluation and carrying out the 
process. 

Joseph Fletcher in his new book, Humanhood: Essays in Biomedical Ethics,

pointed 
out that the largeir and most overreaching issue in bioethics is the
 
matter of distributive 
 justice. 1 /  

This refers to the accessibility of
services and interventions to all members of a community, thrt correction of
inequities in distribtion and the allocation of resources for further
 
development of health programs. These are 
 values that must not be

overlooked as evaluArionan focuses down on the finer details of a project. 

NOTES 

1/ Fletcher, Joseph P., Humanhood: Essays in Biomedical Ethics,
 
Buffalo, New York: Prometheus Books, (1979).
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VI. hE GENO3G P. TOLBERT. N.D., AWRRD 

In the 1980s, the biggest challenge to health
 

professionals lies in their style of participa

tion and iotrvice. :rofessionals have been god
like in '. r pprnaches and believe they know
 

all the "tiwe's: "The p,.ople are foolish and 
ignorant, especially those in the villaoes."
 
So the professionals believe they must tell the
 

people what they shoild know. Yet the people of
 

Africa have been surviving for centuries in the
 

presence of devastating tropical diseases 3nd
 
have not been wiped out. There srust be some
thing -- a system -- that is keeping them alive 
despite all their problems. And this must not 

be destroyed in the name of development. The 

critical challenge now facing health professionals
 
is to jo to the pec~le as human beings relatinq
 
and addressing human problems.
 

Miriam K. Were
 



GEORE P. TOLBTrr, M.D.
 
INYlENWAIONAL HEALTH AWARD
 

JL.ne 11, 1900 

The George P. Tolbert, M.D., International Health Award was established 
by the National Council for International Health to commemorate 
the late Dr.
 
Tolbert's efforts in promoting the highest quality of 
life for people around 
the globe. Throughout his short but very productive life, Dr. Tolbert
dedicated himself theto elimination of poverty, disease and ignorance as 
first steps in the pursuit of a good quality of life all.
for The George P.
 
Tolbert, M.D., International Health Award serves as an 
inspiration to the

health rommunity to persevere 
in their efforts with the spizit that
 
characterized this great physician ana humanitarian.
 

The recipient of the 1980 George P. Tolbert Award is MHiiaa K. Were, M.D.
After completing her Masters Degree in International Health at Johns Hopkins

University, Dr. Were returned to her 
homeland of Kenya to introduce a new 
concept in health care which dramatically changed the health system
structure. She went back to hei areatribal and began, at first alone and 
then with UNICEF support, the Ka.smeqa Project. 
 Since the beginning of that
 
program in 1977, more than 150,000 inhabitants of various regions have begun

efforts to solve their own health 
 problems through "community

participation.' This program begun by Dr. Were has become not only a model, 
but a working system of priiary health care. 

- 1 

Dr. Miriam K. Were
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THE PLACE OF PROESSIOAL COMPWEENC
 
AID CCOHNMITY PARFICIPATION IN THE 1980
 

Miriam 1. Were 

Acceptance Speech 
1980 George P. Tolbert, M.D., Award
 

Preamble 

The a cision by the National Council for International Health that I 
receive the first George P. Tolbert Award has indeed touched me. More than 
that, I see it as a recognition not so much to me individually, but for all 
those who provided my training in public health. This includes the 
University of Nairobi, where I did my medical training, and where I am now 
on the teaching staff in the faculty of medicine. It also includes the 
Population Cou.icil in New York, which provided the fellowship for study at 
the Johns Hopkins University School of Hygiene and Public Health. I express
 
gratitude to those in the office of the Population Council. I also express 
my joy for the opportunity to study at the Johns Hopkins University School 
of Hygiene and Public Health, especially in the Department of International 
Health. This supportive role has been played not only while I was at the 
School, but also by field visits to the work by my two advisors, Dr. Carl E. 
Taylor and Dr. William A. Reinke.
 

This field work was undertaken in the context of the health services of 
the Ministry of Health with UNICEF assistance. So to a large extent it is
 
their work and whatever credit there is, is largely because the work was
 
made possible by them. I pay special tribut- to the Project team whose work 
this is as much as it is mine, and my husband Humphrey, our children and 
other members of our larger family who live through most things with me.
 

Finally, I would like to say that this award is really to the people of 
Tiriki and South Kaoras. It is their efforts, enthusiass and success that
 
are helping to break through the hardened mentality that village people are
 
ignorant and incapable of coherent planning, especially if they should be 
illiterate, as if illiteracy were equivalent to stupidity. I thank the
 
pe-.ple of Tiriki and South Sabras for helning to bring me back to earth
 
before I had walked long on the road to being crystallized into that 
godified state of the true professionals who, as you know, know all the 
answers even before they begin, with godlike infallibility. 

The Charge
 

On the occasion of this award, I was asked to say a few words of advice 
to my fellow young professionals in public hea'th who are interested it. 
international health. Since I have not treaded on this road for very lon.j, 
I would rather not give any advice as such, but touch on one ares in which I 
ha'.e been constantly challenged and where a real challenge exists for those 
in public health and, indeed, in other professions as well. This challenge 
relates to the place of professional competence in the face of increased 
recognition that people themselves, not professionals, should be the main
 
decision-makers and implementers of their decisions and plans. Extended to
 
the international scene, there are questions reqardine, the need for the very
 
existence of international sharing of services, experiences and expertise. 
Is preparation for professional competence, excellence and international
 
sharing still relevant in the current situation? This is a question I'd 
like to address. riese remarks will be personal observations rather than 
scientific statements.
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Relevance Jf Professional Preparation in the Face of Increased Community 
Participation
 

As a member of the faculty of medicine who participates in trainino 
medical Frofessionals as well as other health professionals at the levels if 
masters degree and above, and in the face of my involvement in comwanity 
particiation, I an often asked if my two roles aren't contradictory. Why 
"wa'ste time' training doctors and other professionals when one believes in 
the vital place of community participation in their own development, even in 
health? It would appear that to some, this appear* to be an either/or 
situation. Either the professionals do things or the community does them. 
This either/or situation reminds ve of many other either/or situations such 
as career woman/homemaker. To me the question is not an either/or one. It 
is a question of delineating the relative roles and activities of people in 
any given settinq.
 

It has become increasingly clear on a global scale (e.g., the Alma Ata 
Conference, 1978) that community participation is essential ir all phases of
 

people's developoient. My personal persuasion is in line with this: a
 
position that has developed frow the people's challenges to 6, an to what
 
they could do for themselves. Most development agenc.es have published 
documents that go into the rationale for community participation. The
 
current challenge therefore lies not in justification of this but rather in
 
how these eloquent statements can be implemented so that they may live 
beyond the life expectations of a few years that such statements normally 
survive, when fed only on rhetorical eloquence. This is an area of
 

challenge that I believe most fellow young professionals in public health
 
cannot be blind to.
 

The difficulty, however, arises in that fo, many who see a place for 
c rmunity particApation, there seems to be an implicit understanding that in 
the presence of community patticipation, professional competence is no
 
longer necessary. However in the conteit of the experience of the National 
Pilot Pro)ect on community-barted health care, we found no contradiction
 
between tht place of thost with professional coepetence and facilitation on
 
the ccomunity participation process. Indeed, it seemed that the crucial 
thing was the development of a partnership of the professionals and the 

community based on mutual respect. WEhat is the place of a prepared public 
health professional in the context of an atmosphere that supports the 
enhancement of people's capacities to solve their health problems? I would 
like to address a few cf the areas where I believe a professionally prepared 

person is essential. 

1. Need for Leaderinip
 

Informed leadership is essential ,n facilitating community participation 

in the context of existing formal and inforroal structures within the 
comunity and beyond it. This leadership mP.y be needed in the process of 
reorientation of operating policies in order to aake community participation 
a reality. This o erall leadership needs to be based on informed, relevant
 
and valid professional judgement.
 

In a swAll way the Project played some role in this as a National Pilot
 

Project that officially recognized people's participation and raised
 
questions as to what kind of reorientation might be needed to make this 
feasible.
 

2. Need for Overall Planning
 

In order for community participation to be implemented, particularly at 

nationwide level, it is essential that the organizational frame for the 
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implementation of the policy be otwell planned anJ explicit. This kind 

planning calls 
for an approach that facilitates flexibility in order to
 
allow comunity initiative to be expressed while remaining within the
 
natior.al framework. At the same time, it allows overall 6irections without 
sacriftcing or interfering 
with local initiative. The kind of planninrg

required to make this possible i- a far greater challenge than inflexible, 
structured, overcentralized conventional plans that 
have Little relevanc at
 
the periphery. Preparation for professional competence and excellence, such
 
as is found withir the .isciplines of pt'blic hea'th, is vit'l f)r 
this.
 

hile the Project activities were limited geographically to an area of 
about 336 square km. with ,. population of sbout 100,000, it r.ant dealina 
with 92 communities and various 
levels of the civil service struciure. We
 
believe that professional support provided a loosely planned framework that 
could be replicable in that 
 it allowed for overall direction which we
 
believe facilitated local initiative.
 

3. Need for Situation Analysis and Evaluation
 

Hand in hand with planning o: as part of the preplanning exercise, there
 
is need for situation analysis both at the comunity and 
at the national 
level, of what the issues are and 1ow they might be addressed. It is, I 
believe, essential for communities to larn to analyze their problems just 
as it is essential for the forsdl system to do so. It is also essential 
that mechanisms for continuous monitoring at the 
 comunity level be
 
developed since they greatly help keep the people 
informed as to w*3t they
 
are achieving. At the central level 
it is important to h:ve an evaluation
 
framework in mind so that the formal system can te in a position to 
appropriately 
improve its management capability in facilitating community
 
participation. 
 In order for this to be done effectively at the community
and at the formal level, it is essential for an information system to be 
developed, however rudimentary, to keep the people and the formal system 
in
 
touch with the events as they occur 
and to meet the needs.
 

In the National Pilot Project, this was carried out by periodic surveys,

sometimes on a whole comunity basis in order to tnhance the feeling of 
every.ne being involved and at other times on a sample survey basis. 
Profestional competence is essential 
if relevant, valid information is to be
 
generatfd that is used as feedback. The kind of periodic monitoring that
 
went on allowed people to keep in touch with their own 
 progress related to 
factors such as the rate of latrine construction, the amount of bottle 
feedina still in the community, 
and so on. Evaluation contributed to
 
planning central inputs on issues as many milessuch how more would be 
travelled, hence 
 the amount of funds needed for petrol to facilitate
 
movement, 
and the amount of field maintenance needed for the facilitatinq 
team as they moved from one community to the next. Continuous
 
self-evaluation ot the team and the team's evaluation of the progress were 
essential components of this activity. The setting up 
of this frame was
 
greatly facilitated by the professional input.
 

4. Need for Coordination ofMaterial and Logistical Support
 

Both at the local and central level it is essential not only to know what
 
is needed, but how that which l; needed has to be delivered. It is 
essential to deal with issues such as drug and ,'.terial supply and the 
deployment of these materials at both the lot;al 
 ano central level. A 
framework for coordination of techn.-al supervision a.d streamlining of 
activities and supplies is essential. Professionas. competence is needed for
 
this, particularly when coordination includes, as it df. 
 in the National
 
Pilot Project, relating to other 
sectors and agenci..s iL a multidisciplinary
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setting. Public health disciplines are particularly well placed in their
 

recognition of the multidisciplinary nature of problems and their possible 
solutions.
 

In the context of the National Pilot Project the multidisciplinary nature
 

of the facilitating team and the recognitiorn of problems presented by 
coumnities regardless of what sectors they fall in provided a beginning for
 

a coordinated approach in these watters. We believe professional
 

preparation facilitated in getting this organized.
 

5. 	 Need for Raising Awareness to Alternative Strategies and Their
 

Possible Consequences
 

At both the central and coumunity level facilitating comunity
 

participation may lie predominantly in the extent to which possible
 
alternatives are raised and possible consequences are discussed. The
 

professional, by the very nature of his/her exposure to what is
 
happening/has happened elsewhere, can play a major role in opening up 
Dossibilities that may not have been familiar. The competent professional 

should also he in a position to help clarify the options and their sequelae. 

Taking one example from the National Pivat Project, let ne touch on the 
question of who was to be the health provider at the community level. In 

most discussions, the people expressed a definite need/desire for a resident 

health provider. In most cases they said, "We want a doctor for our 

village.' The facilitation included discussing with the people how feasible 

this 	was and how long it would ve before ther could hope to rave a dcctor or 
even a medical assistant at the village level. The personnel shortage is 

wpll-known to Deople when they go to health facilities in need of care. 

They could see that if health centers, which are fewer than cowsunities, 

didn't have a doctor, it probably wouldn't be possible to have a doctor at 

village level. The roles of a doctor were discussed and the consensus
 

reached was that what they needed at the village or community level was a
 

"first-aider." The point being made is that 'y opening up options for
 

possible cadres of health providers from doctor, registered nurse, and so 

on, it was possible for people to decide on what was relevant and feasitle. 

If alte-natives to providers had not .een presented .is options, the people 
miqht have decided that since they couldn't have a doctor, there was nothing
 

they 	co ild do. And how tragic that decision would have been when doctors
 

are not needed for the majority of health problems in the ",illages.
 

The Style of Service
 

Having dealt at length with so"e of the areas where professional
 

competence is needed, I hasten to add that it seems that changes dre being 
calied for in the style of providing services and in the expectations in 
relationships between professionals and those whom they serve. The
 

clear-cut distinction between *providers* and *consumers' is no longer ar) 

clear-cut. The know-all posture of most profrt;sions is being challenged as
 

the people beco, more and more aware of issues. The godlike state is, 
alas, to some, nn longer an accepted state by" the 'consumers.'
 

Perhaps the greatest challenge to the professionals of the 19;.. is the
 

fact that while the need for preparation in order to play the nurturing role
 

may be more demandinq than playing the "directive giving role*, and in spite 
of what may be long and painful preparation, the professional is required to 
go to the people as a human being relating to their human condition. People 
everywhere are getting tired of gods; gods who posture as if they know 
everything today, just for it to turn out tomorrow that the infallible 
stance was a balloon. I extend qy sympathies to all of us who have to go 
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through the process of "de-goJifying" ourselves, particularlt" those who've
 
been in ' it state for a long time, since it will probably be painful. But, 
I belive (like in opening up an abscess), it is ,.ssential.
 

The know-all attitude has been enhanced by a general impression that one
 
is dealing wi'h ignorant people whom one can fool, twist, and manipulate. 
".he messages that seem to be coming from many sectors of the world are that 
people are aware of manipulative tendencies and tolerate them so long as 
they feel helpless and while they hope and pray tor a way out. "Health' is 
made up of professionals that recognize the value of human i1.e and dignity 
in their practice. If the current ineerest in popular participation should 
turn out to be a tool that will be used to oppress and deprive the 
underprivileged, I believe it is the challenge of the young health
 
professionals of the 19BOs to keep in mind the value of human life and 
dignity, the base on which the health professions were established, and to 

enter into c-nuine relationships with those we may be serving, whether in 
our own nations or elsewhere.
 

I personally look forward to rteaningful working relationships of public 
health internationals of many nations, and trust that this will be 
benefici-I not only, to the individuals, but also to our world. 

Kay I end hy again expressing my thanks for this award and my gratitude 
to thos, who have helped and continue to help in my preparation and service 
in publi,- health, a branch of health services that has probably playe4 

the 
vitil role ina positively alterincs the health status of the world's peopie. 

The U.S.A. based National Council for International Health (?NCP) has 
;layed a leading role in fostering the shring of health experiences and 
expertise between r.any countries. I believe this areatly contributes not 
only to health welfare bjt towards und-rstanding of the peoples of the 
world. I wish to express ry gratitude to the many memiers of NClH who have 
:ndiviiually touched tt.e lives of those struggling against great odds for a 
better life. 
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Health Promotion , Physical Fitness and Sports Promotion, Department of
 

Health and Human Services, 200 Independence Ave., S.W., Washington, D.C.
 

20201.
 

Gwatkin, Davidson R., Senior Fellow, Overseas Development Council. 1717
 

Massachusetts Ave., N.W., Washington, D.C. 20036.
 

Isley, Raymond B., M.D., M.P.H., T.M., Center for Health Studies, Research
 

Triangle Institute, P.O. Box 12194, Research Triangle Park, NC 27709.
 

Kessler, Susi, M.D., Director of International Health Programs, American
 

Pt.blic Health Association, 1015 15th St., N.H., Washington, D.C. 20005.
 

Kingma, Stuart 3., M.D., Christian Medical Comission, 150 Route de Ferney,
 

1211 Geneva 20, Switzerland.
 

Kobes, Jasperdean, Ed.D., EAecutie Vice-President, World Education. 251
 

Park Avenue South, New York, NY 10019.
 

Leone, Susan F., M.N., M.P.H., Program Officer, Helen Keller Int'l., Inc.,
 

22 West 17th St , Hew York, NY 10011.
 

Lucas, C. Paynr M.A., Fxecutive Director, AFRICARE !nc., 1601 Connecticut
 

Ave.. H.W. Sjite .00,
Washinqton, D.C. 20039.
 

M.caqba, Rufino L., M.D.. U.P.H., World Vision Relief Orqanization, 919 N.
 

Huntington Dr.. Monrovia, CA 91016.
 

Maguire, Andrew (ester of Congress R-.3), Room 1122, Longdorth Building,
 
Washington, D.C. 2U515.
 

Makinen, William M., Ph.D., Assistant Professor, College of Business and
 

Economics, University of Delawa e, Newark, DE 19711.
 

McCandless, Michael W., M.S.P.H., Administrator/Health Educator, Ptoject
 

Concern International, Navajo Health Program, P.O. Box 1496, Kayenta. Al
 

86033.
 

Mcuestiot., Michael, M.P.H., Diarrheal Disease Control Programme, Pan
 

American 'ealth Organizatice, 525 23rd St., N.W., Washington, D.C. 20037.
 

Miller, Roy I., Ph. D., Research Associate. Comunity Systems Foundation,
 

1130 Hill St., Ann Arbor, MI 48104.
 

Miller, Theresa E., R.N., M.P.H.. Assistant Professor of Community Health
 

Nursing, College of Nursing, University of Arizona, Tucson, AZ 85704.
 

Mock. Nancy B., M.P.H., Department of Biostatistics and Tropical medicine,
 
School of Public Health and Tropical Medicine, T.lane University, 1430
 

Tulane Ave., New Orleans, LA 70112.
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Montalvan, Jorqe E., M.D., Dr.Soc.. DirL-ctor, Departamento de Evaluacion e
 

Investigacion, Ministerio de Salud, Apartado 2048, Panama 1, Panama.
 

Pillsbury, Barbara L.K., M.A., Ph.D., Chief of Research and iLvaluation,
 
Bureau for Asia, AID, Washington, D.C. 20523.
 

Pines, Jameh M., Vice-President and Senior Consultant, New Transcentury
 

7oundation, 1789 Columbia Rd., N.W., Washington, D.C. 20009.
 

Popkin. Barry M., Ph.D., Fellow, Carolina Population Center, Assistant
 

Professor, Department of Nutrition, School of Public Health, University of
 
North Carolina, 315 Pittshoro St. 325H, Chapel Hill, Nr 27514.
 

Rake, Gregory J., M.A., Administrator, Ministerio de Prevision Social y Salud
 

Publics, Pro~ect Concern, Cohija, Pando, Bolivia.
 

Ruhe, William C.H., M.D., Senior Vice-President, American Medical Association
 

535 N. Dearborn St., Chicago, Ill. 60610.
 

Russell, Sharon S., N.A., Director, Policy and Planning, Westinghouse Health
 
Systems, American City Building, P.O. Box 866, Columbia, I) 21205.
 

Schneider, Rose, R.N., M.P.H., Foster Parents Plan, Box 4009, Warwick, RI
 

02887.
 

Selwyn, Beatrice, Dr.Sc., School of Public Health, University of Texas,
 
Houston, TX 77025.
 

Singer, Ira, M.D., American Medical Association, 535 N. Dearborn St., Chicaqo
 

Ill 60610.
 

Sinnette, Calvin H., M.D., Assistant to the Vice President for Health Affairs
 

Hovard University, 51% 1/2 W St., 1.W., Annex 2, Washington, D.C. 20059.
 

Sorley, Ann, M.S.N., World Concern, 19303 Fremont Ave. N.. Seattle, Wh
 

98133.
 

Thorne, Melvyn C., M.D., M.P.H., Associate Professor of International Health
 

School of Public Health, Juhns Hopkins University, Baltimore, M4D 21205.
 

Tinker, Ann, M.P.H., Office of Health Development, 
Washington, D.C. 20523. 

Support Bureau, AID, 

Tinker, Irene, Ph.D., Director, Fquity Policy Cente

Suite 502, Washington, D.C. 20036. 

r, 1302 18th St., N.W. 

Wallace, Ned, M.D., Director, Office of International Health Affairs,
 

University of Wisconsin Medical School, 610 H. Walnut St., Madison, WI
 

53706.
 

Waslien, Carol, Ph.D., Executive Director, League of International Food
 

Education, 1126 16th St., N.W., Washington, D.C. 20036.
 

Were, Miriam K., M.D., M.P.H., Nairobi Medical School, P.O. Box 305, Nairobi,
 

Kenya.
 

Williamson, Nancy E., M.S., Ph.D., Post Doctoral Fellow, Population
 

Laboratories, School of Public Health, University of North Carolina,
 

Chapel Hill, HC 27514.
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luniga, Nary Hamlin do, N.P.H., Aociacion do Servicicoe Comunitariog do Salud 
KE. 56 1/2, Carretora Interamoricana, Apartado Postal 27. Chimaltenango, 
Guatemala. 
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NCIH Publications Available
 

Directory of U.S. Based Agencies Involved in
 
International Health Assistance
 
(Spplements upon publicdtion)
 

Cambodian Refugee Relief: Lessons Learned & Future 
Directions: June 1980 Workshop Report 

Health for Humanity: The Private Sector in Primary 

Health Care--Proceedinqs of the 1979 NCIH 
International Health Conference
 

Interaction of Health and Development: Papers of the 

1977 ICIH International Health Conference. 

Hevsletter (bimonthly) 



NA-,ZNAL COUNCIL FOR INTERNATIONAL HEALTH - 1980 
COUNCIL MEMBERS 

Sponsoring Organizations 

American rrlental Association American Put' ic Health Association 

American H-cspital Associcn,*on Americnn Society of Tropic licine & Hygiene 

Association of Schools of Pulic. Health 

Amer-.an Medical Association 

National Council of Churches 

American Nurses Association 

National Medical Association 

Members at Large 

Members frcAn the General Assembly 

Members. Government Agencies 
Aqency for Internahioncil Development Department of Health and Human Services 

Department of Agriculture Deportment of State 

Deporlment of Defense 
P3ace Corps 

Official Canadian Observers 
Canadian International Development Agency Canadian Medical Association 



NATIONAL COUNCIL FOR INTERNATIONAL HEALTH
 

The National Council for International Health (NCIH) serves
 
as a central forum in the United States for international
 
health policy and resource development. It advocates more
 
effective use of United States resources for improving
 
worldwide health conditions. Established in 1971 as a
 
501(c)(3) tax exempt organization, its membership now
 
includes individuals, professional organizations, private
 
and voluntary organizations (PVOs), universities,
 
foundations and government agencies.
 

NCIH promotes communication and cooperation among its
 
membership by providing information on international health
 
policy and analysis, education and training, manpower,
 
funding sources and technical assistance support. NCIH
 
services include:
 

• A comprehensive directory of U.S. based
 
agencies involved in international health
 
assistance and supplements on specific
 
health topics.
 

• Training workshops on areas of special
 
interest.
 

" An annual International Health Conference.
 
" 
A bimonthly newsletter and other publications.
 
" An annual job placement service.
 
" A volunteer health manpower clearinghouse.
 

Individuals or organizations seeking information about NCIH
 
activities or membership should contact:
 

National Council for Internationil Health
 
2121 Virginia Ave., N.W., Suite 303
 
Washington, D.C. 20037
 
(202) 298-5901
 


