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REVIEW OF INDICATORS AND METHODS TO EVALUATYE THE EFFECTIVENESS
OF CERTATN HEALTH INTERVENTIONS

1. Introduction

Some countries are making good use of available information to moniter
effectiveness and impact but others are neither fully using available data nor
employing suitable methedelogies for improving planning, management and
evaluation. While certain proven methods should be mors widely utilized, there
iz a need to develop simple but sound methods suitable for each level at which
data 15 to be collacted and used.

In June 1985, an Informal Working CGroup was convened in Geneva which
reviewed indicators and methodologies used in developing countries in selected
programme avreas to evaluate the effectiveness and impact of prevention and
control measures on the most common childhood diseases,l This was an initial
step in an attempt to prepare a comprehensive inventory of indicators and
nethodologies, to identify common methodeological trends that might be further
developed or consolidated, and to recommend simplified methods of assessing the
effectiveness and impact of health action which are specifie, sensitive,
relevant, applicable and affordable in developing countries. During the review,
froquent references were made to the WHO document on the Development of
Indicators for Monitoring Progress Towards Health for All by the Year 2000,2

As it was necessary to narrow the scope in a very broad and difficult
subject, the Group decided that activities should be directed towards the needs
of countries with infant mortality rates above 50 per 1000 live births and
should concentrate on a selected group of severe health problems which affect
similar target populations and for whose control there are clearly defined
strategies with a strong evaluation element.

Applying these criteria, and realizing that the chosen approach was only an
initial step in a prolonged effort, the group felt that it should firet focus
its attention on the components of natlonal health gtrategies aimed at the
prevention and control of childhood diseases, In particular, acute diarrhoes,
acute respiratory infections, malaria, malnutyitieun and those diseases
preventable by ilmmuaization. A 1limited range of indicators was considered for
each of thege, special emphasis being placed on sensitivity and simplicity.

Recognizing that each level of national health systems has its own needs
and uses for data and their own resource limitations, methods were suggested for
the collection of thea data needed for the proposed inmdicators at each of three
levels of the health service structure - local health area, regional and
national. In doing so, the Group did not wish to recommend “"universal™
indicators and evaluation methods which should be advocated in all countriles,

On the ¢contrary, it hoped to initiate work on the establighment of an array of
indicators and corresponding evaluation methods which could be selected by
countries according to their specific interest, needs and capesbilities,

1 Report on an Informal Working Group on the Evaluation of Health
Effectiveness and Impact, Geneva, 17-28 June 1985, document DES/EI/85.6.

2 "Health for All" Series Number 4, World Health Organization Geneva,
1981,
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Following the Informal Working Group meeting, contact was made with
institutions in develoning countries where there was a confirmed need to monltor
more closely the effectiveness and impact of health programmes. A contractual
agreement was concluded with Tanzania in 1985 and two more are being considered
in Indonesia and Thailand. Under these agreements, the investigators will
ldentify local information needs, choose indicators and methods to colleer,
analyse and use relevant information on effectiveness and impact trends at
gpecific levels of the health systems. It is anticipated that towards the end
of 1986, feedback will have already been obtained on the degree of success or
Eailure that each of these projects will have attained, Furthermore, there are
groups and institutions with bilateral collaborative projects In the world,
especially in Africa, which have shown interest in the development of
effectiveness and impact evaluation methods. A linkage with these groups,
particularly the CDC Arlanta based "Combat Childhood Communicable Diseaseg”
exists and will continue to be strengthened,

The Informal Workimg Group had also recommended that a2 review be made of
methods applied to measure the effectiveness of interventions addressing other
health problems than those listed abeove. Such a comprehensive review was
carried out in WHQ Headquarters through a series of meetings with managers and
staff of a majority of WHO programmes. The present document, primarily intended
for these programme managers and staff, includes individual summaries of
findings, It alsc includes, in a tabular form, a list of certain health
problems covered during the review together with an indication of the type of
methods and indicators used to asgess trends in effectiveness in relation to
them,

It will be seen that the review did not only cover disease problems but
also some critical issues of healrh development such as manpower,
infrastructure, Information systems, etc., for which effectiveness and impact
ghould also be measured and monitored.

2. Effectiveness, review framework

In order to focus the present review, while remaining consistent with WHO
definitions,* the term effectiveness has been used by the Group as a measure
of changes in health status, resulting from specific intervention programmes
affecting disease morbidity, mortality and/or disabiliry,

Within this framework, answers were gought from managers and staff of
varioug programmes in WHO Headquarters on the following questions:

(a) For each relevant programme activity in developing countries, what
specific Indicators have been used or are being developed and tested
to evaluate effectiveness?

(b) TFor each indicator, what methed or metheds have been used or are being
developed to provide the essentlal relevant information needed to
meagure effectiveness? If surveys are uszed, what type(s), what are

1 HFA Series Number 6 - Health Programme Evaluation and HFA Series
Number 9 - Glossary of Terms uged in the "Health for All" Series 1-8.
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recommended sample sizes and universes, and how frequently are they carvied
cut? If gurveillance systems are used, how arxe they organized, what are the
procedures and what are the coverage and biases? If sentinel areas are used,
how are they defined, how do they operate and what ate the coverage and
blages? A similar description was requested for other methodologles used,
including those based on censuses, routine data collections and other official
gtatistics,

Are standardized methodologles for evaluating effectivenass being
used or recommended?

- Are cost—effectiveness or cost—benefit analyses included in any
of the nethodologies being used or developed?

Is the evaluation of effectiveness incorporated in programme
activities in all countries or only in selected ones? If the
latter, what ie the rationale for the selection?

{c) How useful and meaningful are the indicators and methodologies ugsed in
terms of efficiently measuring programme effectlveness in developing
countries?

{(d) Can samples of evaluation methodologies or protocols, data collection
forms or other instruments, and tabulations of information be
collected in developing countries for your programme getivicies?

3. Qutcome of the review

The attached summary table L indicates, for each selected health issue,
what has been the source of information for the review, what indicators and
methods are used and what value has been accorded to them for the evaluvation of
effectivenass by the programme manapers and staff interviewed, Table 2 is an
inventory of health and health-related statistical information maintained by WHO
which may be useful in assessing narional oY subnational trends.

Individual summaries, which have been made on each issue included in the
review, figure in Annex. For each of these, additional sources of information
and references arve given.

Any summarization of a complex zeries of operations is bound to lose potentially
meaningful detail. This is true of summary table 1 where the actual indicator,
¢.g. incidence or prevalence of specific diseases, or the actual methods of
measurement are not specified directly hut ¢lassified inteo certain categories,

The ¢ategories of table 1, which are represented by column headings and
sub—headings along with the contents of the columns, are explained below:

1. Column I, "Source of Informatien”, refers to the WHO/HQ programmee or unit
providing Information on the health iassue addressed in the column to the
left of ¢olumn I, Several programmes or units may address the same health
iggue, The unit or programme is listed in parenmtheses if it uses the
health issue as an indicator of programme effectiveness but is not
primarily concerped with direet intervention or direct measures of health
status 1n the health issue,
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2, Column II refere to the use of direct health status indicators which
evaluate effectiveness as defined above, In this ¢column indicators are
characterized by a judgement of how directly effectiveness is being
measured by the programme:

L = a hard measure f.e. one which uses direct measurement of appropriate
nuerstor and denominator data for the populations and time periods
iuvolved to measure changes in the targetted incidence and/or prevalence,
mortality, or disability of the dlgease, or disability arisling from it;

2 = a firm measurement, which although divectly related to the health
Intervention may be subject to measurement problems, e.g. proxy measures
of morbidity, retrospective measures of mortality and morbidity;

3 = 2 soft measure, where either the relation of the effectiveness meagure
to the health intervearion fs explainable by other intervening variables,
or the measurements used may be bilased or imprecise. A programme may
propose several effecriveness indicators covering, at different degrees of
harvdness, a range of health interventions congldered for a health issue,

A (7)) refleete a recognition that indicators appropriate for evaluatiom
of programme effectiveness are still to be developed.

3. Columu III relates to measures of programme affectiveness which do not
meet the definitions of effectiveness used in this review, e.g. they
utilize other measures of changed health status than morbidity, movtality
or digability, or refer to other elements of evaluation such as
efficiency, progress, or impact,

4, Column IV refers to wmeasures other than health status, e.g. risk status of
target populations fo¥r a disease, or practices in a target population
thought to be protective for a disease.

T

Columns V and VI refer to methods using reporting from service~basead
records. An (X) indicates that this method 1sg thought guitable as a
method of ¢ollecting one or more of the indicators mentioned in columns
II- 1v, Columm V refers to data genmerated by general health service
delivery systems, e.g. reports of MCH clinies, routine reporting of EPI
activities, Column VI refers to special local gentinel reporting
mechanisme, c¢linics, local areas, specialized hospitals, etc. where
special efforts are made to ensuve mote complete reporting of events.

6.  Column VIT yefers to special population—based or institution-based disease
regiaters set up for fixed perlods of time to report on cases of specific
diseases meating certain demographic andfor elinical criteria,

7. Columns VIII and IX refer to methods utilizing population-based surveys
carried out by natiomal survey organizations on a routine basis, or by
specialized national programme groups on an ad-hoe basis. Since many
countties routinely carry out Interview surveys on a npatlonal basis there
exlsts rhe possibility of “pigaybacking"” specific disease modules
consecrated to measuring morbidity and/or mortaliry from these diseasesn.
The lettersz A, B and C indicate rhe appropriateness of piggybacking on
this vehicle to measure the indiecator, Column IX refers to surveye where
clinical and/or laboratory measurements are made on the sampled population
in addition to questions posed hy interviewers,

8. Finally Column X refers to special studies such as Primary Health Care
reviews, vectoYr denslty surveys, specially designed longitudinal surxveys,
school surveys, factory surveys etc. which are specific to special
programmes.  The opportunity for “piggvbacking” information for other
Programmes exists in many of thege studiles,
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Conglusions of the review

Although the present review is more a description than an analysis of

methods being used or developed by various programmes to evaluate the
effectiveness of heglth interventions, several conclusions can be drawn from the
exercise which point to further action:

1.

Many programmes which originally concentrated on the development of
indicators of programme efficiency, and whose principal concern was to
evaluate thelr programme's process, have now reached a stage in the
evolution of programme sctivities which ealls for indicaters of
effectiveness to evaluate health interventioms in terms of changes in
health statue of the target pepulations.

These programmes have had difficulties in devising methods to measure
appropriate indicators of health status change which could be carried out
at the national level in a precise and cost-effective fashion, In
addition, several programmes not dealing with specific digease prevention
and control have had difficultiee in defining the gpecific healrh changes
which could be ascribed to health intrerventlons carried out by the
programme.

Programmes could profitably collaborate on defining indicators of
effectiveness, and on jointly developing measurement methodelogies.  The
potlon of "piggybacking” specific health status modules on other survey
aetivity would appear to be promising, given the frequency with which
programies mentioned surveys as one method of measuring health status
levels,

Given the rapld evelution of programme focus and on changing programme
targets an update of this review should be carried out within a two-year
time frame.

Information contained in this review can provide a framework for collaboration
between programmes, and HST could play a coordinating role in rationalizing
methodological problems in the evaluation of effectiveness.
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TABLE 2 pags

Inventory of Health and Health-Related Statistical Information
Maintained at I'HD Headquarters

D/Unit Contact Person Title

Cop D. Salmon CDD Research Proposals and Letters of intent

CDD J. Tulloch Management information System Data Base

CD3/EAM K. Esteves AIDS Case Count

CD3/EAM K Esteves AIDS Epidemiology

CB5/LEP ). Gambke Latest Available Statistics on Leprosy

CDS/MiM  J. Esparza Dengue/Dengue Haemorrhagic Fever Occurrence

CD3/PBL  B. Thylefors Blindness Data Bank

CD5/5ME  J. Wickett Expenditure for Smallpox Eradication

CDS/SME  J. Wickett worldwide Smallpox Incidence

CD3/VDT 6. Antal Yaws Qccurrence

CD3/VPH K Vogel Rabies Surveys

COR/ERC Q. Elo Emergency Relief Operations

DAP E. Lauridsen ~none-

DTR/PHA  J. Dunne “UN Consolidated List of Products whese Consumption
and/or ale have been Banned, Withdrawn, Severely
Restricted or not Approved by Governments"

DTR/RAD £ Lehtinen TLD Intercomparison

EHE/CWS 6. Watters Country External Support Information (CESI) System

EHE/CWS G. watters National and Gigbal Water 3upply and Sanitation
Monitoring System

EP C. Chan EP information System

FHE E. Royston Coverage of Maternity Care

FHE €. Royston Maternal Mortality Rates

FHE/MCH M. Belsey Infertility

FHE/MCH R, Guidotti Low Birth wWeight

FHE/MCH M Carballo Prevalence and Duration of Breast Feeding

FHE/NUT ~ W. Keller/ APradilla Anthropometry

FHE/NUT A Pradilla/WKeller Percapita Energy Availability and Family Consumption

HBI B. Cooper -none-

HMD/HME  F. Mawson world Directory of Medical Schools

HMD/HME F. Mawson world Directory of Schoots of Public Health

H3T L. Roy Global Indicator Data Base

H3T/GES H. Hansluwka Healtth Personnel

H3T/ESM  J. Duppenthaler List of Persons

NOTE: This inventory was carried out by the HSATAP Working Group on

Data Bases, WHO Headquarters, June 1986,

The Working group does not maintain a {ile of tha statistical
information 1isted above. Requests for this information may be
sought directly frem each individual programme.
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Inventory of Health and Heslth-Belated Statistical Information
Maintained at IDHO Headguarters

DlU/Unit Contact Person Title

MST/GES H. Hansluwka Morbidity by Age and Sex

MST/GES H. Hansluwka Morbidity by Seasonal Period

HST/GES H. Hansluwka Mortality

IC3 M. Mercier -none-

MAP/EME J. Hempel Areas where Resistence of P. falciparum to Chioroguine
15 Reported

MAP/EME  J. Hempel Detailed Status of Antimalaria Activities

MAP/EME  J Hempel Follow~up of Official Register

MAR/EME L. Molineaux Global Monitoring of Susceptibility of Malaria

MAP/EME  J. Hempel Imported Malaria in Europe

MAP/EME U Hempel Malaria Country Information

MAR/EME  J Hempel Mataria Risk in International Trove!

MAR/EME  J. Hempel Official Register of Areas where Malaria Eradication
has been Achieved

MAR/PAT V. Ivorrz Canc Glabal Inventory of Malaria Personnel

MAP/PAT R. Kouznetsov Malaria Country Information

PINH Ww. Guibinat Mental Health Statistical Information System

NCD/CAN K. Staniey Maintained at [ARC, Lyon

NCD/SMO R Masironi Tobacco and Health

oCP J. Marr QCP Agquatic Monitoring

oCP J. Marr OCP Entomoelogicat Data Base

OCP JoMarr QCP Epidemiglogical Data Dase

ORH J. Sarde-infirrt WHOQ Global Oral Data Bank

PDR/FIL  B. Duke Global Prevalence of Filarial Diseases

PDP/IP1  Z. Pawlowski Prevalence of Ascariasis in Africa

PDP/SCH K. Mott Cistribution of Schistosomiasis

PDP/TRY P. Cattand PHC Approach to Centrol and Prevention of Sleeping
Sickness

SH3/MIE  C. Montoya-Aguilar  "Analyzed Information on Accessibility, Coverage and

Use of Services in 40 Developing Countries”
SH3/MOE  D. Smith/E. Webster 3HS Pregramme Information
TDR K. Hata Manzgement Information Systems (MISTR)

0

NOTE: This inventory was carried out by the HSATAP Working Group on
Data Bases, WHO Headquarters, June 1986,

The Working group does not maintatn a file of the statistical
information listed above. Requests for this information may be
sought directly from each individual programme,
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ANNEX,

SUMMARIES OF INDICATORS AND METHODS FOR EFFECTIVENESS
AND EVALUATION MENTIONED BY SELECTED WHO PROGRAMMES

MCE and Family Planning L
Nutrition soeeevcearrasssvnncann Pt i aeeer e
Diarrhoeal Digeases R R T T L L S
Acute Respiratory Infectlons .veesiecesoccocrnssnsscnonnn. Pt re s e

Immunization against Measles, Tetanus, Pertussis, Diphtheria, Polio
TUberCulﬂsiB L L R B N T T T S

LI B O S

" aa

Mﬂlaria "I;..I|Ii't""Q'.llli"I!l.I.ii;iqq;'||..jit.-q"|'||.i--

Onchocerciasis B
Filariasis L LR L R T T L L T
T T - P
Intestinal Parasitic Infection A
B LT R -
Rabies, Salmonellosis, OtHer ZOOMOSESE ..iyuvsssesecssccnnrreseshenn..
L
Sexnally Transmitted DiSemSeS .uuuvessvesssssssssnrsreressssnonnnns
L R, R R R L L T L T L
Lye Diseases and Visual Impaifment ......evessssssccerrsrornsrnrnn.
Mental Digerders uuunnusussiosotoiuanmnssssnasecnaennsnnsssssnsnnnn
Lo
Cardiovasculal DISESSES wuvesrasnteotnnnrssssasssssearessensssrsnnss
Cancer R N T T T e
L A o I
Decupational Health ,.uiveeitisiainnrnsanasisocrrrnsrsssnscnmnnness
Rural and Urban Development and HoUSLAZ v rveseseessascoeoncnnnns
Prevention of Environmental Follution +.ueeueeronsressesssnsssnnnns
Community Water SUPPLY uuuiuuwueccnsrsasossesasnnnnsrsrrsanasasasnnsy
FOOd Sa ety tuverieniannnnssassassuusnnnsrssssesssssnnsssssssoannss
ReNabi L At I On i iiine et nnsasostaaucummnrrarssassnssscrennerrenessss
Development 0f PHO uucccnnnesreansesssonnnsossonannssennnessssnnnn
Manpower DeVeloPMent . uueuusssseamnvsrarasssbonnmnsarasnsanssininns
Laboratoty Support £0 PHE L. ..iuiiieuetasconnerssrnsnssicsransnnans
Development of Radiclogical Services ,.ovueesssrsarsnssscacocrnnses
Provision of Pharmaceuticals, and Vaccines ... ..ieeesessasvecees e
Drug and Vaccine Standards ...vessiasiccccncarsrssssassatsnnrannrnns
Planning, Management and Operation of Vector Biological Control
PrOETAMIES L vrsveerasroiiatonnnnnnansnsssscennnn .
Control of Vectors .uuiucuicibrcrevsssrasssscanns rakrasksakmnranrraeas
Bafe Tae of Pestieddes ..o cioveerresraneibnbomnresesasasoarcernans
Research into Tropical Diseases ...uiveviveceon. rrressassiaannnnnane
Research into Human Reproducffon . ....vieressrenssnsnnnrnnrssssances
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HEALTH I85UE: MCH and FAMILY PLANNING
S0URCE OF INFORMATIQON: FHE, (MCH), Dr M. A. Belsey 5 March 1936
supplemented by written comments on 3 July 1986 anpd
28 July 1986

Indicators Perinatal mortality, maternal mortality, (proporticn of maternal
mortality due to principal preventable c¢auses,) pregnancy In
women less than 16 and over 35, pregnancy with spacing less than
two years, percentage of women aged 1543 using some form of
famlily planning, percentage of women aged 15-45 having two doges
of tetanus toxoild, proportion of deliveries exhibiting obstructed

labour, incidence of neomatal tetanus, low birth weight (see
Nutritien).

Methods The above indicators can be sought through routine reporting,
confidential enquiries of causes of maternal death, and cluster
sample surveys.

Details and Comments

It {5 the view of this programme thar indicators for monitoring impact on
conditions of maternal and child health must necessarily vary depending on the
state of development in the country and the stage of the health system and 1ts
administration. Maternal mortality rates can be obtained from special studles
or improved routine reporting. The proportion of maternal mortality due to main
preventable cauges can be obtained through confidential enqulries or through
speclal gtudies. Perinatal mortality iz perhaps more appropriate for use withio
the more developed countries whereas an fodirect measure of perinatal mortality
such as the dincidence of neonatal tetanus i1s recommended for less developed
countries. A system of dynamic or evolutionary effectiveness indicators is
still under development, In grder te substantlate the concept and to provide
methodolagical guidelines these will the subject of a variety of country level
efforts at indicator measurement. Thus, at the moment, efforts are being made

to foster and support studies on maternal mortality in different national
settings,

A pumber of the indicators listed above, particular rhose reflecting the
results of serviee delivery, such as the proportion of women practising some
form of family planning and the proportion of women having been immunized with
tetanus toxold, will be monitored using improved programme review wmethods such
as the cluster sampling approach widely practised in EPI and now being extended
for use in PHC reviews. Family Health and MCH are actively involved in
developing designs and analytic procedures for improving the MCH/FP indicators
within the PHC raview methodology.
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HEALTH ISSUE; Nutrition

SOURCES OF INFORMATION: NUT, Dr A, Pradilla 22 July 1986

Indicators Weight for height of children 12-24 months of age, height for age
of c¢hildren 1-4 years, birth weight and length, evidence of
Vitamin A deficiency (Bitot spots and night blindness), evidence
of iodine deficiency (cretinism, goltre), perceatage of total
deaths represented in the under—five age group, evidence of
anaemla (Hb), evidence of adequacy of food supply (such as a
national food balance gheet). Obegity indices and diers,

Methods

Primarily measured through samples of available data or through
gurveys., Involves checking of birth tecords and consultarion
registers as well as other sources.

Detalls and Comments

Congiderable developmental effort is on-going in the monitoring of impact
on nutrition, particularly in countries involved in JNSP, and on the inciusion
of gelected indicators of nutrition in reviews of EPI and PHC. From these two
basic typea of experience the above indicators will be further developed and

methodelogies will be documented. A booklet on Nutrition Assessment CGuidelines
iz In the process of being published.
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HEALTH ISSUE: Diarrhoeal Diseases
SOURCE QF INFORMATION: CDD, Mr R. Hogan 19 February 1986

Indicators {Current) Undexr—five mortality rate

" " diarrhoea-associated mortality rate
diarrhoeal death ratioc
annual diarrhoea Incidence rate

”

(Under study) Other measures of mortality (e.g., indirect
estimation of early childhood survival) and factors associated
with diarrhoea.

Methods Baseline and follow—up cluster sample surveys, based on a
standardized design and an eight-item questiomnaire developed by
CbD, carried out by MOH persennel.

Detalls

The indicator of primary interest has been diarrhoea—associated mortality -
specifically, the rate among children under five years of age. In the interest
of giving greater attention to the preventive, as opposed to curative, efforts
of the programme, CDD has been Investigating additional and alternative measures
of mortality and of diarrhoea-assoclated factors. Among the latter are
breastfeeding, weaning and hand washing practices and the avallabiliry and uge
of safe water and proper sanitatiom (latrines).

The survey methoed developed by (DD was desiguned to be carried out quickly
and easily by MOH personnel in developing countries without the need for
cxtensive training. It was also designed to be inexpensive and to produce
accurate and reliable results., The eight items in the questionnaire ask for
minimal informarion on diarrhoea worbidity, mortality and treatment, Toe date,
some 160 surveys have been carried out., Sample sizes have averaged less than
10 000 and individual survey costs are under US $5000. The cost of surveys 1s
normally borne by the MOH, but if funds are lacking, CDD provides financial
SUpPOYE  upon  request, WHO staff or consultants have provided short—term
assistance at the beginnings of baseline surveys. Suxveys have been carried out
in most countries with CDD programmes. In some countries, such as China, 1t is
felt that mortality surveys are not needed. A method for measuring
cost-effectiveness is being developed. Such analyses can be undertaken at the
time of assessing overall ORT programmes.

Comments

(DD 1s optimistic but cautious as regards the utility of the survey method,
although few follow-up surveys have been carried out and the replicability of
survey results has not been tested to date. The survey method fis currently
under review because the mortality and incidence rates frequently appear to be
too "soft” - that 1s to say, they seem too low, are of questionable accuracy and
lack narrow enough limits of precision. In large part, this reflects gample
sizes that have been too small, In addition, annual rates based on fixed-point
surveys may not be able to cope adequately with the seasonality of diarrhoeal
diseases. The one-year recall period for mortality data 1is known te produce
under-estimations and recently the accuracy of mothers' starements on treatment
have been questioned. COD is currently developing detalled guidelines on
training and supervision for its gsurveys in order to overcome these problems.

Tor addirional information on the method see Manual for the Planning and
Evaluation of National Diarrhoeal Diseases Control Programmes (WHO/CDD/SER/81.5
Rev.,l [19847.
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HEALTH ISSUE: Acute Regpiratory Infections
SOURCE OF INFORMATION: CD5 /TRI/ART 27 Mareh 1986
Acute Respiratory Discases (ART)
Area Indicator Method
Epidemiological Infant and 1-4 mortality rate ) Routine viral
h] statistics
Infant and 1~4 ARI-related )] Cluster—sample
mortality rate h] surveys
Infant and 1-4 ART death ratio 3 Healrh gervices
statistics
Incidence of ARI in infants Cluster sample
and 1-4 year old children surveys
Sentinel informatien
systems
Longitudinal gurveys
Operational Proportion of moderate and
severe cases Sentinel Information
Treatmeut coverage of moderare systems
and severe cases Routine health
Proportien referred to higher services statisrics
health care level Clugter sample surveys
Clinical outcome of treatment
Cage fatallty ratio
Proportion PBC workers trained
in ARI
Sociclopgical Current practices of morhers KAFP surveys

regarding ART

Details and Comments

At present some 40 countries have iniriated health =systems research or
feasibility projects on ARI and five countries have started a natiomal control
programme to be lmplemented in a phase manner. Although the design of health
gystems research and feasibility Projects is unique to the country, they tend to
share cowmon features and serve as sentinel Information centrers. Areasz covered
by these projects vary, depending on the estimated ARI-related mortality rates,
the smallest being of abour 5000 up te 12 000 children under 5 years of age,
with some of them used for longitudinal epidemiological studies., Baselines are
established by census and followed by household visits at ap interval of 14 davs
to record morbidiry events, and gix months to record mortality events, Verbal
autopsies are carried cut to identlfy, insofar as possible, causes of death,

A survey method has been developed on the bagiz of CDD design and
methodology. A questionnalre of seven items provides minimal information om ART
morbidity, morrality and treatment. It is currently being tested. The szawple
size need not execeed 10 OO0, A manual for natiomal ARI programme nanagers on
the planning, implementation and evaluation of the Programme has been developed.
It provides detailed instructions regarding programme monitoring and evaluation,
including recording and reporting.
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HEALTH TSSUE; Immunization against Measles, Tetanus, Pertussis, Diphtherla,

Folio
SOURCE OF TNFORMATION: EPI, Dr J. Keja 25 February 1986
Indicators Incidence, prevalence and mortality rates for EPIL diszeazes.
Methods EFI has developed standard methods that are complementary,

including the 30x7 baseline diagnostic survey, ad hoc surveys
of particular diseases, routine reporting procedures, sentinel
and local area monltoring, and national programme reviews.

Details and Comments

As national EPI programmes evolve, the focus and targets for evaluation,
and the appropriate indicators and wmethods, change. The original 30 = 7
cluster survey was developed and introduced as part of training courses. The
method served well as a fast, ecasy and inexpensive mneans of providing
immunization coverage egtimates, On average, the 30x7 surveys require one
man day for planning, 1530 man days for field work amd less than omne man day
for analysis. Early surveys were carried out by nations with or without WHO
technical asslstance, but they are now exclusively in the hands of nationals.
It 15 probable that around 2000 such surveys have been carried out and, for
the most part, EPI iz now encouraging theilr use only for valldating routine
coverage statisties,

Cluster surveys for estimaring the prevalence of popliomyelitis lameness
which in turn provides an estimate of incidence have been carried out in
communities and sachools, EPI is now discouraging further surveys of polioc
lameness on the grounds that enough is known. Similarly, messles mortality
surveys were important in Southeast Asia in demonstrating the sericusness of
the disease, but additional surveys are not warranted. On the other hand,
surveys on neonatal tetanus, which was thought to be rare, are being promoted
ag the seriousneas of the disease is becoming more evident.

The survey methods used for diagnostic disease baselines are inadequate
for follow—up and measurement of effectiveness, Other unipurpose survey
methods are equally undegirable because, as EPI coverage Increases, extremely
large samples are required to obtaln accurate results and costs become
prohibitive, Consequently, EPI has adopted a number of other approaches
which provide relatively inelegant measurements of dincldence which, iIin
combination, permit the establisbment of tremds, even if sowewhat
Inferentially, EPI has limited confidence in rtoutine service statistics
becaugse they are not only incomplete but inconsistently incomplete and late
in being reported. Tnstead, it relies wmore on reporting from sentinel apd
proposed local area monitoring schemes, The former are rural, community or
facility based, while the latter may consist of whole nmunicipalities or
selected facilities within 26 municipaliries, EPI recognizes that these are
not truly representative, bur feels that reporting from these areas is at
least consistent. The principal drawback to the sentinel-local area
nonitoring method, however, is that population changes in the surveillance
areas, partiecularly wmigration, can change the character of catchment areas
rather yrapidly, Therefore, there 15 need to develop methods to compensate
for this problem if trend analyses and evaluations of effectiveness are to be
made with confidence.
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EPI {continued)

Finally, EPI promotes and supports national programme reviews which
should be repeated every 2-3 years. Review teams are made up of WHO and
other outside persomnel (e.g., from USAID, SIDA) and national statf involved
in EPL and related projects. EPI covers costs of {ts staff and consulrants
and sometimes provides up to US$5000 in loeal expenses, Reviews typlecally
take 3 weeks in the country: the first week at the national level, the
second at the local, and the third spent collating both impressionistic and
objective information and preparing recommendations. Sometimes one or two
peeple remain In the country for an additional week to draft rhe final

report. The reviews provide a total view of programme progress and have been
very popular,

Additional information dis on file and available frem EPL, See

especially, Evaluation and Monitoring inm the Expanded Programme om
Immunization (EPL/18/445/6).
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HEALTH ISSUE; Tuberculosis
SOURCE OF INFORMATION; CDS/TRI/TUB, Dr J, Leowski 27 March 1986

Indi¢cators and Methods

TUBERCULOS IS
Area Indicator - Method

Epidemiological Annual decrease in risk of infectiem Tuberculin surveys in
young children.
Prevalence of tuberculosis Sample surveys in
Percentage of cases undetected population

Protective effect of BCG vaccinaticon Contact and
cagse—conirol
studles (controlled
£field trials)

Incidence of tuberculosis Longitudinal studies
{in lower age group)

Operatiomnal Case detection ratic )]
Case holding ratio . ) Health service
Cage fatality ratioc h) reporting
Relapse rate ) SBample surveys in
BCC vaccination coverage 3 relevant age groups
BCG induced tuberculin sensitivity )} BCG assessment studies

BCG induced complications

Seclological Awaraness Sample surveys
Motivation

Detajls and Comments

In 2 well-developed programme, wmorbidity and mortality rates are derived
from routine service statistics. Annual ipfection rates, Iindicating the
magnitude of the problem, are derived from surveys, usually of children under
6 vears of age or by extrapolation from scurveys of 6, 7 and 8 year-olds.

Surveys are repeated. Infection wates are more easlily obtained than
incldence but serve essentially the sawme purpose because there 1s a close
relationship between the two. An infection rate of 17 approximates an

inceldence rate of 50-60/100 000 genetral population. Child contact and case
contrel studies are also uvsed to assess the effectiveness of BCG, TRI zims
for a BOZ cure rate per vear, but the numbers are usuvally lower.

T8 indicators and methods for evaluating contrel programmes are well-
established, standardized and widely used. A new manual (revised) has just
beaen published by PAHO,
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HEALTH ISSUE; Malaria
SOURCE OF INFORMATION:; MAP, Drs J.A, Najera-Morronde, P.F. Beales (PAT)
6 March 1986

Indicators Short term: vector demsity, transmission, potential,
prevalence, incidence and iutensity.
Long term: indicators lacking.
Methods Surveys and service statistics.

Details and Comments

MAP would like to find an alteraative to the traditional “hard”
indicators of merbidity and mortality, although they are useful for meagsuring
the short-term effectiveness of iInterventions, because the sachievement of
short-term goals in malaria control is of less concern tham maintaining gains
over the long term. It Is well-documented that short-term gains may be
followed by resurgences of malaria. Consequently, the notion of eradication
campaigne has been abandoned in favour of long—term control,

Malaria is seen as essentially 2 socio-ecologically linked disease
mainly affecting rTural populations. It 1s grearly influenced by
developmental factors as shown by the historical experience of a number of
counttries, Early stages of agricultural development or the colonizatisn or
economic expleoitation of jungle areas are accompanied by aggravation of the
malavia problem, However, as development progresses the problem often
decreases and soclety is able to benefit from the proper application of more
complete and effective control measures. In developing countries, malaria
control is generally most effective in urban and the more developed rural
areas. The present strategy calls for improving the management of malaria
25 a disease through the PHC naetwork om & total coverage basis and to
implement weasures for the control of malaria transmission on & selecrive
basis.

For the Eighth General Programme of Work, MAP is seeking to redefine

targets in terms of long—-range effects, The traditional hard indicators
will continue to be useful but other indlcators of long-term effact are
needed. An  esgential activity of the contrel strategy will be the

improvement of c¢linlcal management of cases at the periphery. This requires
building the capabilities of PHC workers, both with respect to diaguosis and
treatment of malaria. Appropriate indicators and methods of reporting are
especially needed for use by PHC workers. Assuming PHC workers would provide
drugs to treat fevers as appropriate and refer severe patients and treatment
failures to health centres and hospitals, indicators such a8 incidence of
fevers, referral rates, consumption and avallability of drugs might be
used. School absence might serve as a proxy dindicator although its
interpretation would be problemarical,

In addition, MAP needs to develop methods and indicators of the
effectiveness of reorieating national systems away from eradication and
toward long-term contreol, This reorlentation requires development of
technical competence to manage the disease problem and te respond to abmormal
gituations, often in peripheral and remote areas, based on imformation coming
from PHC workers,
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MAP (cont'a)

In otder to heighten awareness and increase demand for control and
treatment of malaria, health education programmes could be mounted. Their
effectiveness would be evaluated by means of KAP (knowledge, attitudes and

practices) surveys combined with health service statistics, at first in trial
areas aund subsequently nationally.

Documentation for evaluation of long—term effectiveness doss not exist
at pragent.
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HEALTH ISSUE: Onchocerciasis
SOURCE OF INFORMATION: OCP, Mr J. Marr 20 February 1986

Indicatrors Vector density
Anual transmission potential (number of O.volvulus transmitted
Annual biting rate (number of vector bites per year)

Compunity microfilariae load (% of microfilariae carriers in a
community sample),

Methods Vector demsity: vector collectors; examination of breeding
sites; “sentinel” fly traps.
Other indicators: lomgitudinal cohort cluster sample surveys at

three-year intervals: cross—sectional sample surveys 7-8 vyeatrs
after programme begina.

Derails

Vector collection is carried out over 12 hours periods at fixed intervals
ranging from daily to monthly according to site, Epidemiological cohort
surveys cover 125 villages of about 300 people each, purposely selected to
inglude the different endemicities of onchocerciasis, Numbetr of villages
diminished to under 40 of original by the third round, The survey of one
village cluster of about 300 people takes about one week and iz carried our by
OCPF project staff normally consisting of two to three professional and =ix

general s=ervice workers, Assessment of cost— effectiveness iz  an ongoing
acrivity.

Comment s

General assessment of the evaluation activities is thar they are excellent

and comprehensive and will continue to be so under OGP, Transfer of
vesponsibilities for evaluation and monitoring to national governments will
require some training and probably adjustments in methods. Investigation of

how to accomplish this withoutr loss of reliability of results is being carried
out in connectlon with the new country areas added to the OCP.

For additional information see Ten Years of Onchocerciasis Control in West
Africar Review of the Work of the Onchocerciasis GControl Programme in the
Volta River Basin Area from 1974 to 1984 (OCB/GVA/85.1B), and A, Prost & N,
Prescott, "Cost-effectiveness of blindness prevention by the Onchocerciasis
Contrel Programme in Upper Volta,” Bulletin of the World Healrh Organizarion,
62(5)r  795-802 (1984), -
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HEALTH ISSUE: Filariasis

S0URCE OF INFORMATION: PDP/FIL. Br B, Duke 4 March 1986
Indicators Vector density; vector transmission potential; numbers  of

persons at risk of dinfectionm: incidence and prevalence of
infection; intensity of infection; incidence and prevalence of
disease,

Hethods Based on methods developed for gsurveys of filarial diseases
{including those used in OCP),

Details and Comments

The three public thealth problems of primary concera to FIL are
onchocereiasis, lymphatic f£ilariasis and dracunculiasis (Gulnea worm). FIL is
principally invelved in research and works closely with OCP, TDR and VBC, among
other WH} programmes. In theory it is also linked to EHE for guinea worm
control, FIL i= involved in relatively few ongoing projects and programmes in
developing countries, but gives advice and technical assistance when a country
has a disease problem or wants a review or assessment of its control programme
to be carried out.

Ourside the OCP and the few country programmes in which FIL is 4involved,
there is a paucity of rellable baseline data on the distriburion and intensity
of the three principal diseases mentioned above. The diseases, while genevally
widespread, are not evenly distributed, and surveys are the normal means of
generating baseline data. With the exception of Guinea worm, which can be
¢liminated, comprehensive control programmes may serve to reduce morhidity
rather than infection., Control tends to be expensive and only in relatively few
countries do the diseases rate a high priority with governments. The main
long-term hope 18 to develop better drugs, One, Ivermectin, may be available
for onchocerciasis within a year and this should help to prevent blindness.
Otherwise there 1s a lack of weapons; but early detection and treatment with
DEC through PHC can control its spread and reduce the level of morbidity. The
effectiveness of this measure is being assessed by the number of patients

presenting themselves for trestment and the numbers of attacks of filarial
fevers.

Guinea worm c¢ould be eliminated country by country, India has made the
diseagse reportable and initiated a programme which consists of active case
searching to determine incidence, treatment, contrel and prevention, The last
includes installation of gafe water supplies and health education. Elimination
of CGuinea worm im a village or other area iz declared follewing a three year
period without any cases being detected. In principle, the elimination of
Guinea worm is easy, given sufficient governmental and communiity motivation,
The effectiveness of such a programme would obviously be measured by the
diminution of the the Guinea worm, and the wmethod of evaluation would be case
detection,
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HEALTH ISSUE; Schistosomiasis
SOURCE OF INFORMATION: FDP/SCH, Dr K. Mott 12 March 1986
Indicators Prevalence of infection, Morbidity, Intensity of infection
Method Mumetrator analysis of data collected by health personnel making

diagnosis and providing treatment.

Datalls and Comments

If conducted outside the health care system, monitoring and evaluation
{whether by surveys, seuntinel areas or surveillance systemg) are too expensive
and unjustified. ©Even diagnostic and baseline surveys should be discouraged
under these clrcumstances, Instead, the needed data should be collected as a
routine part of & control programme. In the case of SCH, it would be bast in
most developing countries to start with administrative units (e.g., health
districts) rather than at the national level. One person in a health facility
can diagnose and treat about 100 people a day.

Intensity wmight be obtained from a sample of patients by microscopic
analysis. Data could be cumulated on a monthly basis, and within a fixed period
— perhaps one year = the baseline could be fixed. Evaluation of effectiveness
would be determined by changes in prevalence and 1intensity of infection, or
worbidity, over time, Morbidity in the more important, however, since

prevalence may not drop muweh as a significant reduction in morbidity is
achieved,

Morbidity cam be measured to some ewtent by the numbers of cases being
hospitalized. Methods suitable for use in developing countries to assess
moxrbidity are still being developed., However measured, morbidity 1s the best
long—term indicator {(lomg-tert meaning five vears in this instance). Incidence
is not a useful indlcator since, where 5CH is endemic, reinfection often follows
on the heesls of cure, When wviewed as a medlcal rather than a biological
problem, reducing morbidity is more importamt than purging an individual of all
parasites — at least until means of eradicating the disease altogether are found,

Although morbidity inm children cotrelates well with intensity of infection,
weagurement of  intemsity of infeetion by quantitative parasitological
examinations may not be feasible. Urinary schistosomiasis is manifested in
children by gross haematuria or mlceroscopic haematuria, The rates of haematuria
and associatlion with iatensity of infection vary from endemic area to endemic
ares. Reduction of rates of haematuria would provide an additienal monitoring
instrument to confirm the effectiveness of chemotherapy.

Liver and spleen enlargewent in children due to 5. mansoni or §. japonicum
infection alsc correlare with intensity of infection, However, the use of thess
meagsurements by health services, unless reported systematically from school
surveys, would not be useful. Epidemiolopical field research has demonstrated
the walidity of this simple procedure of physical examination both for
confirmation of the endemicity of schistosomiasis and as a monitoring instrument

to confirm the effectiveness of chemotherapy.

SCH control programmes are facility-based and depend uvpou the availability
of equipment and personnel. They can be 1ncorporated into the primary health
care system gnce the feasibility has been demonstrated and costs measured,
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S5CH {cont'd)

SCH is preparing an atlas of schistosomiasis which will glve estimated
ranges 0{ prevalence and update informatiom published in L, §. Tarotski and A.
Davisg, The schistosomiasis problem in the world;: results of a WHO

questionnaite survey,” in Bulletin of the World Health Organtzation, 539 (L):
115-127 (1981, See algp Schistocomiasis Control: 4 Primary Health Care

Approach (WI0/5CHISTO/83.71).
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HEALTH TIS3UE: Inteetinal Parasitic Infection
SOURCE OF INFORMATION: PDE/IPI, Dr Z. Pawlowski 20 February 1986
Indicators Prevalence, intensity and distribution of intestinal parasitic
infections (IFI)
Methods Population surveillance and sample surveys are recommended,

Dergils

8tool exawinations provide datra on infection and worm load for the ever 20
IFIz of concern, The indicator(s) selected will depend upon the main parasitic
problems of a country or area. Neverthelegss, ascariasis prevalence is
especially recommended as an indicator hecause, although it is the most
reglstant of the infections in this group, the mean life span of adult worms is
less than a yeaw, and the infection 1s especlally common among the key target
populations of children under five and school-age children.

Surveillance 15 most conveniently based on health institutions and
facilities and could be established using existing health information recording
and reporting systems, In addition to drawing information from the usual MOH
faciliries, surveillance could be carried out through school health, day care
and workers' health programmes.

The type of design adopted for sample surveys will vary according to
national circumstances and sample sizes will vary according to expected
pPrevalence rates. GSamples of less than 2000 will suffice in almost 211 cases,
Where data are lacking, a diagnostic survey should be carried out, This nay
also serve as the baseline survey. Follow—ip surveys are recommended at
two-year intervals. Surveys are carried out by MOHs, institutes of public
health or other agencies, WHO staff involvement is largely limited to national
and regional training geminars. Surveys hased on schools are aegpecially
convenient but community-based programmes are most desirable. Survey costs are
small, One person can examine about 50 individuals & day, and the cost per
stool examinatiom is about US $0.03, In Korea, for example, the government
contracts with the Korea Association for Parasite Eradicatlon at a rate of
US $0.10 per child for all work. The Association performs some 13 million
examinations a wyear. Over a 12- year period, ascariasis prevalence decreased
from 60% to 127 in the target population.

Comments

The procedures for monltoring IPI and evaluating programme effectiveness
are easy, fast and very inexpensive, They vreadily lend themgelves to
incorporation inte any contact programme, Unfortunately, they are not used as
widely as they should be, It is recommended that they be incorporated in water
and sanitation and health education programmes,

For additional information see "Surveillance and Survey Methodology for
Intestinal Farasitic Infections (IPI)™ (PDF/85.4).
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HEALTH ISSUE: Trypanosomiasis
SOURCE OF TNFORMATION: FDER/TRY, Dr P. de Raadt and Mr P, Catrand 14 March 1986

Indicators Coverage: ratic of no. people seen vs. estimated population at
risk; Prevalence; vratio of no. of new cases vs. total no.
people sampled; ratlo of advanced cases to "early” cases,

Methodsz Routine service statistics from fixed faellities and mobile
teams; any data obtained frowm published or unpublished sources
for development of country profiles.

Details and Comments

Surveillance, conttol and treatment programmes for sleeping sickness have
been established for approximately 30 years, using both mobile teams and fixed
facilitles for detection and treatment of cases, TRY has daeveloped an
experimental Trypanosomiasis Control Manual which includes wmodel daily logs and
day books for mobile teams. Data from these teams and static gervice polnts
would provide adequate information for monitoring and evaluation were it not
that most data never reach the centtal level. In addition, individuals may be
counted more than once {(and seen more than omce in a given period) while all
parts of the country may not be visfted each year or even every few years,
These factors obviously make evaluation and interpretation of trends difficult
and somewhat uwncettain. Thus, TRY views the indicators and methods as
useful but far from sufficient. It 1s estimated that perhaps 10 of the 36
countries concernad do a reasenably good job, but in none iz there complete
coverage within a year. MOHs are responsible for all phases of programmes;
however, bilateral teams are important in a few countries, notably Zaire, Suden
and Uganda.

TRY tries to Improve the situation 1n several ways. It organizes
national training courses addressed to workers at the implementation leval and
follows these wup with support designed to d{mprove data collection and
evaluation as well as case detection and control. TRY also uges these
occasiong, and others that present themselves, to build uwp its data bank on
national programmes. It collects, organizes and analyzes such data and reports
black te¢ national authoritiss. The country profiles, using a standardized
format, are constructed from the data bank, which {s continucusly updated,
corrected and expanded from any source that can provide useful information.
TRY does this as a service to national programmes as well as for 4its own
monitoring of global trends, The procedures and format of profiles are atill
being tested and refimed, All things considered, this approzch would seem to
be very guitable for =a programme such as TRY, The indicaters are
stralghtforward amd easily derived from routine service statistics. The
coverage iIndicator, while perhaps technically one for efficiency, is in this
case alao viable as an effectiveness indicarer,

For additional information see Trypancsouiasis Control Manual (WHO,
Geneva, 1983); Country profile draft (TRY, on file); and, A.P.M. Shaw and P,
Catrand, The cost of different approaches towards the control of human African
trypanosomiasis (TRY/EC/WP/85.17).
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HEALTH ISSUE; Rabieas, Salmonellosig, Other Zoonoses
SOURCE OF INFORMATION; CDS/VPH, Dr K. B&gel, 26 March 1986

1. Rabies given as the principal example because indicators and gethods are
moat fully developed.

Indicators Exposure and treatment frequencies; mized/indirect rtatios;
ecologlical density ratios.

Methods Routine service statistics from vaccination and rrestwment
centres; data from rables surveillance centres; epidemiologic=
ecological gurveys; mapping of interrelated variables,

Detrgils and Comments

A large number of indicators are pesgible, the selection depending upen
country conditions and ecapabilities. What would be viewed as efficieney
indicators in other circumstances are uvsed as effectivenass indicators for
rabies programmes where it may be argued that the two are Indistinguishable.

Indicators are classified in one of five groups: (1) Health indicators,
such as human exposure to rabies called for trearment and numbars of people
treated. (2) Service indicators, including numbers of dogs wvaccinated and
removed, numbers of animals examined and density of cases of rabies {dogz) per
square kilometre. (3) Mixed indicators (most important), such as the ratio of
animals positive om testing to the number of humans treated., This is an
excellent indicator of the effectiveness of the surveillance and detection
system. (4) Ecological indicators, including a2 human/animal ratio (taking inte
account  animal population density and mobility criteria), prevalence of
intense farming practices, prevalence of parcicular practices for animal waste
disposal, (5) Administration and management=indicarors, which are not
effectiveness indicators (e.g., legislation, comnittees, national plans, etc.).

There are no fixed guidelines for the design of gurveys, which will wvary
according to objectives, Mapping methods might ifaclude plotting cases of both
huan and animal cases detected against population densiry, locations of
hospitals and other vaccinarion and treatment centres, and surveillance areas.

Well-handled, this method can reveal much about programme effectiveneass at sub-
nation levels,

For additional informationm gee Plaming and Formulatiom of Comprehensive
National Programmes in Zoonoses Control, a paper prepared in 1982 by
Dr K. Bigel, VPH,

2. Other zoonoses: Indicators and methods are being developed.  These
sltuations are somewhat more complicated than rabies. Thousands of actilons
occur along the line from field to table to produce, or prevent, tainted food
products. VPH is primarily concerned with the production and processing of

products rather than the end usa. Signs of conditions presenting health risks
Lo consumers ave usually detectable in animels at the time of slaughter.
Dnfortunately, numerous govermmental and internmational agencies are involved
along the line of production and processing, and much better understanding and
intersectoral cooperation is badly needed im developing countries, For VPH,
evaluation is complicated by the fact that FAO oversees slaughterhouses and the
training of meat inspectors, while all expert committees on hygiena, at all
levels, come under WHO. At presemt, although badly needed, there ave no
guidelines, for example, for the use of veterinary drugs., The significance of
veteripmary drug residues for human health is esseatially unknown, and no
evaluation is possible in such areas.
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HEALTH IS5SUE: Leprosy
SOURCE OF INFORMATTION: CDS/LEP 26 March 1986

Indicators Prevalence vrates of registered cases; Proportion reglstered
among estimated cases; case detection rates; Propertion of
children 0-14 awmeng newly detected cases; proportion disabled;
ralapse rate.

Method Pata routinely collected by vertical LEP naticnsal programmes.

Daetails and Comments

A full list of recommended imdicators may be found in the WHO TRS No. 716,
pp. 54=57. A recommended model patient form for collecting the data 1s to be
found on paper 58 + 59 of this document,

National LEP programmes have existed for many years but coverage is not

conplete. LEP is ecurrently concentrating on improving the data base to
monitor the global picrure. It also carries out or assists in evaluations of
costs and cost comparizons. LEP supports mnatiomal programmes through

promotion, technical assistance and workshops. The responsibility for running
programmes rests with national governments, although there iz substantial
bilateral and NGO participation in some national programmes, Through informal
reports from nationals, donors and others, LEP hag bullt up a set of files at
HQ on numbers of cases, numbers of patients and numbers under treatment.

Asgessment of the proportion of patients that are disabled 1s limited teo
newly detected cases for several reasons. A general disability rate carries
large backlogs and is not serviceable except, perhaps, over very long perloeds
of time. Moreover, in cases of leprosy, disgabilitles become worse over time,
owing to injuries, etc. For such reasoms it is considered better to assess
deformity and disability at the time of case detectiom.

For additional information see, especially, Epidemiology of Leprosy in
Relation to Control (WHD Technical Repott Serieg, 716; WHO, 1983); OMSLEP:
Recording and Reporting System for Leprosy Patlents (Epidemiclogy Unit,
Catholic University of Louvain, Brussels, and WHO, 1983 [Second Editien]);
and, Basic Epldemiological Indicators for Menltoring Leprosy control
{Department of Epidemiology, Catholic University of Louvain, Bruesels,
published by Sasakawz Memorial Health Foundatlon, Tokyao).
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HEALTH ISSUE: Sexzually Transmitted Diseases

SOURCE OF INFORMATION:; CDS/VDT, Dr G, Antal 4 Auguszt 1986

Indicateors: The objective of B8TD control activities 1s to reduce the
transmission of sexually transmitted diseases and in particular
te prevent their complications, Relevant indicstors of
programme effectiveness have been detailed in pardgraph 8,2 of
the Global Medium Term Programme {VDT/MTP/83.1) viz:

"8.2 Indicators to be used to wmeasure programme effectiveness

at national level:

- Changes 1in STD infection rates (gonococcal culture,
syphilis serclogy) in unblased antenatal population groups
{1f possible urban/rural),

In case of inability to establish above indicator, the following

are very good proxy indicators:

- Changes in percentages of patlents admitted to
gynaecological wards for pelviec inflammatory disease,

- Changes in incidence of ectopic pregnancies identified in
hospitals per number of live births delivered in the same
hogpitals or their catchment areas,”

Mathods: Ad Hoc Population—based Serological Surveys

Routine Service Statistics.
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HEALTH I5SUE; AIDS
SOURCE OF INFORMATION; CDS/CPA, Dr J. Mammn 1 October 1986

lﬂﬁicators Incidence of cases,
HIV infection rate
Incldence of "marker” conditions (e.g. tuberculosis, parasitic
viral diseases)

Methods Ingritutional reporting
Serogurveys

Details and comments

Countries are still in the process of evaluating the extent of the AIDS
problem and establishing prevention prograumes. These assessments provide
more a qualitative appraisal of magnitude and nature of the problem than a
quantitative estimate of the problem in the population at large. Evaluation
activitles are currently focused on the efficiency of preventlon programmes,
in particular health education.

Morbidity, as measured by the number of cagses of AIDS fis the mnost

frequently used indicator of trends, Few data are avallable on AIDS
mortality, although the assumption is that 100%Z of clinical AIDS cases will
die withln 3 years of their onset. The specificity of the wmorbidity

indicator varies with the local ability to identify cases clinically and
immunologically. The sensitivity of the indicator is largely related to
local willingness to acknowledge AIDS as a problem and to diagnostic
capabilitles. 1In the USA for example, it is estimated that 90% of cages are
reported to mnatlonal health authorities while 4im a tropical country, in
another Reglon, none of the many cases that are known to have been confirmed
has so far been officially reported,

Serosurveyg to estimate HIV infection rate have been carried out in
gpecific population groups (homosexuvals, drug users, prostitutes, blood
donors and recelvers, military personnel), but theilr expansion to broader
population groups, or to the population at large, faces ethical, logistic and
financial constralnts. It has been noted, however, that the ratio of cases
to seropositive individuals may evolve over time, for example from 1/500 to
1/25 in a specific group of an urban population. This indicator is not yet
sufficlently refined and the 1lack of confidence 1in case ascertainment
compounds the problem. While gurveillanmce of cases, focal investigation of
these cases and seroprevalence studies represent the mainstay of AIDS status
and trends meagsurement, there are proxy indicators which could be envisaged.
For example, AIDS has an influence on the prevalence of and mortality from
tuberculosie which may therefore be useful as a “marker” of AIDS incidence.
Similarly, the Incidence and severity of parasitic or viral disceases
(schistosomlasis, malaria, measles etc.) should be further explored as a
marker of HIV prevalence.

Other proxy indicators should be investigared such as fertility rate,
fetal loss rate, congenital malformations, and neurological (or other)
disease/impalrment rate, and mortality 4in specific age and sex groups (for
example In young adults of each sex). More information may be obtailned from
Currgn, J.W,, Morgan, W.M. Hardy, A.M. et al. The Epidemiclopgy of AIDS;
Current Status and Future Prospects. Scilence 1985; 229: 1352-7,
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HEALTH ISSUE; Eye Diseases and Visval Impairment
SOURCE OF INFORMATION: CDS/PBL, Dr B. Thylefors 8 July
1986
Indicators Incidence and prevalence rates for specific conditiens and
ocular diseases; viswual lapalrment and blindness rates,
Methods Sentinel clinic and/or commupity health workers' reports:

random community KAP surveys; gehool-baged surveys of
children 10; surveys of preschool children and adults
Years.

Detalls and comments

Indicators for use at the PHC and referral levels are grouped into
short—term (0.3-2 years: mno. of operations performed; no. and severity of
active cases of trachoma and xerophthalmia detected), short to wmedium-term
(0.5 3 years: village-level random sample surveys of (1) pre-school children
for active xerophthalmia [night blindness, Bitot's spots] and trachoma; (2}
adults over 50 years of age for blinding cataract and trichiasis; and, (3)
community KAP concerning eye care; and, long-term ("Definitive prevalence
gurvey £for blindness from corneal disease [by cause], cataract, and other
disorders [glavcoma and posterior segment diseaszel).

Short~tetrm indicator data may be derived from surveys of clinic and/or
CHY recotds, or community ot school-based surveys of children under 6 and
under 10, respectively, for trachoma and =xerophthalmia. Medivm—term
indicater data may be collected at S5—-year intervals for =adults over 50, for
example, taking samples of 500-2000 in one or more communities, These
surveys use atandard forms (the revised form is currently ‘being
field=-tested), The essential items can be obtained by a c¢clerk and auxiliary
nurse, who can examine about 200 individuals a day, completing field work in
a week to 10 days, depending on the sample size and other factors, Optional
information is c¢collected from cases with vision loss by an ophthalmeleogist,
Including driver, a maximum of 4-5 people are required to carry out a
survey. The method is also good for long—term evaluation. KAP protocol has
not been developed.

All evaluation is carried out by the MOMs, with technical assistaoce
provided by PBL or the NGOz on request. PBL also participates in traioing
exerclses, FRL stromgly advises that evaluvation be built inte blindness
prevention programmes, and that cost—-efficlency studies bhe included
(operational and treatment cost studies with respect to cataract and other
conditions),

PEL has provided a total of US$150 000 to six countries in all Reglens
to carry out training and fleld-testing of protocols for assessment and
evaluation. A comprehensive programme treview, vis—di-vis PFBL, and the
development of the evaluation system are included in these projects.

Ar present, evaluation of effectiveness is carried out in only selected
countries. The reasous are that some old, as well as new programmes do not
have gdequate evaluation procedures and capabillties. Moreover, where rates
are very low, there i= no need to report and monitor trachoma.

For additiopal information, see Report of a task force on evaluation
mechanisms for programmes for the prevention cf blindness, Genevs,
26=30 March 1984 (WHO/PEL/84.9), and accompanying eye examination forms.
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HEALTH IS8UE: Mental Disorders
SOURCE QF INFORMATION; MKNH, My W. Gulbinat 20 February 1986
and 1 April 1986

Indicators Firgt admission and re—azdmiszsion rates and langth of stay, by
age, sex and other characteristics.
Psychosocial and behavioural indicators to be developed.

Methods Routine service statistics.
Ad hoc =urveys.

Details and comments

Guidelines for routine data collection on admission and length of stay at
mental health/psychiatric facilities are being developed, both with respect to
In- patients and to out-patients. MNH does not favour or recommend the use of
surveys and censuses for routipe data collection or for monitoring, evaluating
and planning. However, gurvey methodology has been developed and field tested
for the assesament of utilization of health and social services by the mentally
ill. Such ad thee surveys and special surveys prove to be useful and
apprepriate for baseline and diagnostie purposes and for the evaluation of
mental health programmes, It 1s also possible for certain types of
information on mental health to be collacted in conjunction with other surveys
= e.g., nati¢nal household surveys.

Appropriate indicators and methods for evaluation of
psychosocial /behavicoural factors asseelated with health and mental health are
needed for developing countries. Special studies should be undertaken to
develop and test them. Baslc psychosocial /behavioural indicator data should
be included in the collection of routine service statistics. However, it is
recognized that the development of sguch informationm systems will be slow in
many developing countries. It follows that, for the time being, the type of
Indicators for wental healrh should be adjusted te the health staristical
infrastructure in the country concerned and should be based on easily collected
data and straightforward methods.

Tor additlonal information see Mental Health Services Statistics: A Tool
for Meutal Health Plapning (MNH draft document) and Health apd Mental

Well-being in National Plasming (draft report of a meeting held in Brussels,
26=28 June 1985).
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HEALTH ISSUE: Smoking
SOURCE OF INFORMATION: NCB/SMO, Dr R, Masironi 12 Mareh 1986
Indicators Changes in knowledge, sttitudes and practices (KAP);

per capita tobaceo consumption; daily consumption rate.

Methods Sample, small area and institution-based surveys, and data
collected by tobacco companies, FAQ, World Bank and USDA.

Details gnd Comments

EMO has a set of model questionnaires recommended for use ia all
countries to generate KAP data. A number of baseline surveys have been
conducted in developing countries using a variety of sampling methods. In
Argentina, a telephone survey proved useful, but gemerally survevs are taken
of selected groups for convenience — such as wuniversity students, factory
workers. It follows that the actual surveys can be dome relatively gquickly
(in a matter of s wonth or two), but the total period, from initial planning
through Yeporting, may take up to six months, Surveys are also taken of
physician KAP, Smoking surveys are relatively easy and inexpensive.
Oceaionally WHO technical assistance is provided and up to US $2000 may be
provided for a survey in selected developing countries. Minlmum samples of
1000 subjects ave rvecommended to provide information by sex; larger samples
are required to obtain more useful data by sex and age groups, SMO
ianvelvement is mainly limited to participation in regional and subregional
workshops. Az yet, follow-up surveys have been carried out only in a few
developing countries, so ewvaluation is ecurrently pessible only  for these
countyles. Smoking and tobacco use control programmes are new in developing
countries, or do not yet exist, so there will probably be at least a
five-year delay before follow-up surveys will make it posaible to evaluate
effectiveness in rhese countries.

A great deal of information is collected by tobacco companies and
published by FAO, the World Bank, and the United S5States Department of
Agriculture on the production, sale and use of tobacco products around the
world. These are also useful for ponitoring tremds and effectiveness in
countries where programmes for tobacco control exist.

SMO effectiveness evaluation is ideally suited for coupling with other
country activities., SMO may have especially close linkages with CVD and
hypertension surveys but a minimum set of questions relevant to evaluation
MO programme effectiveness could be attached to almost any other type of
survey — e.g. oral health, maternal health/family planning, indeed almost any
face—te—face encounter situation. A minfmum of two questions need to be
agked; do you regularly smoke? and how much per day? For national
monitoring, it would seem that the most useful link-up would be with auy
nrational representative survey, but perhaps wmost desirable would be a
national househonld survey. In each caze, the essential demographic and
sociceconomle Information being collected for other purposes would also
provide useful detail for comprehensive evaluation of changes in the use of
tobacco products,

For additiomal detail, see Guidelines for the conduct of tobacco smoking
surveys of the general population (WHO/SMO/83.4), and Guidelines for the
conduct of tobacco—-smoking surveys among health professionals (WHO/SMO/84.1),
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HHEALTH ISSUE: Cardiovascular Diseases
SOURCE OF INFORMATION: NCD/CVD, Drs S. Bothig and 5. Dodu 2 April 1986

1. MONICA Project: A ten—vear study of trends in CVD over the period 1984-
1994, forty-one centres in 26 countries are participating. China is the
only developing country included.

Indicators:
"Hard™ - Covonary {and pattly cerebrovascular) morbidity and
mortality rates,
"Soft” - Risk factors: blood pressure and lipid levels,

welght /height, smoking.
Methods:

Continucous monitoring of mortality data by means of routine service
statistics collected by the participating centres. Morbidity data
are collected by speclal myocardlal iInfaretrion registers, In half
of the participating centres (including China), also by atroke
reglsters. Soft indicaters and background variables are collected
by random sample surveys at the beginning (baseline) and end of the
ten-year period (final), A mid-term survey is optiomal. Surveys
are age standardized with a minimum of 200 participants of each sgex
and age group (25-34 if possible, 35-44, 45-54, 55~64) for rotal
samples of 1200-1600,

Documents;

1. Proposal for the Multinatiomal Monitoring of Trends and
Determinants in Cardiovagenlar Diseagse and Protocol, (MONTCA
Project), WHO/MNC/82.1 Rev.l, May 1983,

2, Monitoring Trends in Cardiovascular Disease and Risk Factors:
the WHD “MONICA" project, H. Tunstall-Pedoe, WHO Chronicle,
39(T1): 35 (1985},
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NCO/CVD (econtinued)

2. Prevention and control of Rheumatic Fever/Bheumatic Heart Disease

(RF/RHD) in developing countries. The programme includes 16 countries, with
at Jeast three in each Region, except for the Burgpean Reglon.

Indicators: = RF recurrence rates;
= coverage rate for secondary prophylaxis,

Method ;

Detection and prevention through secondary prophylaxis are
organized and wmanaged in countries by Ministries of Health.
Children (5-15 years) are the main target group, and case detection
is carried out in schools and children's clinics. Service
statistics based on a register of RF/RHD patients provide the basis
for evaluating the coverage fot secondary prophylaxis, The target
is to cover not less than 70% of registered RF/RHD patients,

Compents s

The efficacy of a full prophylaxis regimen 1s known to prevent
racurrences of RF in more than 90% of cases. Consequently, the
coverage of a properly administered prophylactic zegimen, as
defined here, constitutes a sound neasure of programme
effectiveness.

Documents:

1. The Community Control of Rheuwmatic Fever and Rheumatic Heart
Disease. Repotrt of a WHY meeting held in New Delhi, India,
21-23 November 1979, WHO/CVD /80,3, WHO, Geneva (1980).

2, Prevention of BRF/RHD - Guidelimes for Country Plan of
Operation.

3. Prevention andCcontrol of Rheumatic Fever in the Community.
Manual of operational standards for a program to extend
coverage at different levels of care, Pan Amerlican Health
Organization, 1985, Scientific Publication No. 399.

b, Development of Methodeology for the Prevention and Comtrel of
Cardiovascular Disease in Primary Health Care in Developing
Countries. Report of a meeting of investigators, Geneva,
(18-21 June 1985, WHO /CVD/ 85. 5. WHO, Geneva (1985),
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NCD/CVD (continued)

3.  Prevention and control of hyperteasion, RF/RHD and diabetes as part of
digirict planning and wmanmagemeunt for PHC, This programme is being developed
in collaboration with SHS in two distriects in Tanzania.

Yndicators:

Blood pressure measurements carried out; RF/RHD patients detected
and followed up for secondary prophylaxis; urine tests for glucose
= diabeties detected and treated; community awareness of these

three diseases and of the effectivenegs of their prevention and
control.

Method:

Routine service statistics collected by PHC workers who are trained
to carry out the necessary measurements and treatment procedures
and to advise patients, families and the general public on the

health  education aspects of preventicn and control of
noncommunicable diseases,

Document *

1. Non-communicable diseases in primary health care - prevention
and contrel of hypertension, rheumatic fever/rheumatic heart
disease and diabetes -~ guidelines for the trainers of FHC
workers (in preparacion),
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HEALTH IS8UE: Cancer
SOURCE OF INFORMATION: NCD/CAN, Dr J. Stjernsward 28 Fabruary 1986
Indicators Process measures! such as tobacco consumption for prevention

programmes, coverage for vaccination programmes and screening
programmes, wmanpower, legislation (tobacco, pain relief drugs)
and reallocation of resources to new prioriries in cancer control,

Outcome weasures; such as incidence and mortality rates for
control programmes under development.

Methods Data for process evaluation measures come from surveys (i.e,,
tobacco  hablts, effect of edocation programmes), industry
statisties (i.e., tobacco consumptiom), national legislation
{tobacco and drugs) and national resource sgtatistics {programme
facllitiles, manpower development).

Data for incidence and mortality come from cancer registries,
national health statistics, surveys, and hospital records.

Derails and Cotments

The aims of cancer control programmes axe Lo prevent cancers from
occurring, detect cancers early in theitr course, provide effective therapy, and
provide pain relief and continuing care for cancer patients. Evaluation of the
effectiveness of programmes In each of these areas requires different
approaches; effectiveness of cancer pain and - therapeutic programmes generally
can be measured in just a few years, but preventive programmes may require a
decade ot more if incidence or mortality data is used for evaluation.

Cf the two major types of evaluation measures, process and outcome
measures, evaluation by an outcome measure, commonly cancer specific wmortality,
i1s clearly desirable. However, in the field of cancer (and wany other
diseases) the time herween a health intervention and the observation of effect
on the digeage outcome is often measured in decadec, For exapmple, abour 30% of
cancers worldwide are associsted with tobacco, either smoking or chewing, and
the time between the cessation of a tobaceco habit and a rediction in lung cancer
incidence fs approximately 10~-15 years, The time between a childhood education
anti-tobacce programme and the inception of lung cancer or between vaccinatlon
of newborns for heparitis B virus and the inception of liver cancer is 3040
years, or mote.

In general, a stepwise preference scheme for evaluation 1s necessaty. A
simplified verslon is given below,
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NCD/CANCER

Principles of evaluation: a stepwlise preference scheme

Evaluation Frevention Eatrly Detection Treatment Pain Rellef
Tertiinology Programmes Programmes Programmes Programmes

1. Process measure/ Political commit— Facility avail— Facility and Pain relief
foundation ment in realleo-— ability and medication drug avail-
cation of capacity availabhility ability
rTaggurces and
plan of action

Process measure/ Effectiveness of Coverage of Professional  Education
implementation  education pro— proper risk education for proper
grammes in group and pain relief
changing quality contrel treatment
behaviour/
coverage by
vaceination

Short-term Reduction in Shifr in Control of Specialized
cutcome ancillary distribution of tumour at hogpital
illpesses and dizsease stage  hospital short=term

and symptoms at time of level paln relief
diagnosis

Medium~term Incidence Reduction in Hospital Central
outeome reduction advanced population and
disease rate survival distriect
increase hospital
paln relief

Long~term Mortality Mortality Population Population-
outcome reduction - reduction nortality based pain
reduction relief

The evaluation toels utilized in a specific situation will depend on the
particular strategy, the time between action and observed affects, the
availability of statisticsl information, and the reliability of process measures
in prediecting outcome measures.

Clearly, evaluatfon strategies should differ as more is learnt ahout gpecific
strategles. For exeample, there is no need to require each local tobacco control
programme to monitor rates of lung cancer, Sufficient studies exist which have
wonitored the smoking rates over time by age group and have linked these trends
with Iung cancer and cardiovascular disease morbidity and mertality. Process
measure evaluation, i.e., tobacce comsumption by age group, i1s quite sufficient.
Similarly there 1z no need to correlate the coverage of cervical cancer screening
with reduction in cervical cancer wmortality in aevery country where cytology
gcreening is underway. Provided the screening procedures are correctly carried
out in the correct age groups and the results are used appropriately, measures of
coverage and vreferral can provide entirely reliable predictors of mortality
reduction. In summary, there is no need to reilnvent the wheel (in medical
vesearch terms) 1n each country and demand the establishment of costly
infrastructures, such as cancer registries, as a condition for being able
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NCD/CANCER (SMO)

to evaluare and monitor the effectiveness of established interventions. OUnce the
effectiveness of an intervention om morbidity and mortality has been <learly
establiched in the various social-economic—cultural situatioms, less expensive
process measutes and sampling approaches can be used and the direet Jndicator of
digease reduwetion can be replaced by proxy indicators of the efficiency and

coverage of implementation of the intervention. Cost—effectivensss iz important
for evaluation as well as for plamnning.
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HEALTH ISSUE; Oral Health

SOURCE OF INFORMATION: NCD/ORH, Dres Infirril and Tala 24 February 1986

Indicators Global target is 3 or fewer Decayed Missing or Filled Permanent
Teeth {(DMFT) age 12 (the indicator iz mean number of DMF
permanent teeth at age 123,

Methods Stratified cluster sample survey using standard protocol,
Standard reporting form, summarization programme and reperring
system. Data 1s classified, collated and stored in the Global
Oral Data Bank.

Details

The global target for 12 years is one of a set of 5 that have been jointly
defined By WHO and the Intetnational Dental Federation (FDI). The indicator
used serves to measure the effectiveness of preventive and curative services
available to younger cohorts and can be used to estimate the general oral health
situation of adults in the population. A series of other specific Indicators
are availlable for older age cohorts.

The standard survey method, which is strongly recommended for national
monitoring and evaluation systems, uses g “"National Pathfinder Sample”™ of 300
12-yesr old children, Twelve clusters are chosen to reflect different
urban-rural, geographic and soclo-economic groups. Clusters of 25 are either
taken from schools or schools and surrounding communities. On average, one
person can examine 60-80 ¢hildren a day, and complete field work in one week,
Total time, from atart to finish (including analysis, which can be done by
hand}, and write—up requires one man month. Monltoring surveys to be repeated
every 3-5 years. TFor a ninimum follow-up, examinations/surveys can be completed
in a week's time or less. Professional staff are not required. WHO staff or
consultants have conducted some surveys; otherwise, WHO involvement is mainly
to assist with analysis, reporting and promoting utilization of results, Field
work 1s usually carried ocut by the MOH or perconnel from the Ministry of
Education,

The Global Oral Data Bank containg at present ddta on caries from 137
countries, and on periodontal digease from 103 countrles, From these datsa and
known disease patterns, ORH is able to make well based estimates for remaining
age cohorts for countriesz lacking dets other tham for 12 years.

Comments

Cost/effectiveness is measured in a number of ways, two of the more useful
belng use of primary health care and lst referral level services, related to

improvements of oral health, and staff turnover, in light of the training
required,

The survey method for oral health assessment is well-tested,
internationally accepted and suitable for a2ll countries, Since 1970 an average
of 15 national pathfinder and 10-15 non-national sample gurveys have baen
conducted each year., This method and the standard recording and reporting
system are well-suited also to be incorporeted into an overall health assessment
system,

Where well organized schools or community oral health ¢liniecs exist, their
respong8ibilities could well be expanded te other age cohorts, their functione
diversified to include general health momitoring and early referral to
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appropriate care, In situationg where primary health care services are being
established, basic oral health monitoring and preventive care/advice should be
incorporated, Monitering of oral health and hyglene is particularly easy and
can he performed by all kinds of health and non-health personnel and could well
be used as a general indicator of personal hygiene and self care.

3ee also "Froposed Evaluation Methods for the Project: Testing a Community
Model im Oral Health, Chiang Mai, Thailand” (ORH/ERP, CTTEE, THAL/85,9) Oral
Health Surveys: Basic Methods (WHO, 3rd Ed. 1987),
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HEALTH ISSUE; Occupational Health

SOURCE OF INFORMATION: NCD/QCH, Dr M. Ei Batawi 20 February

1986

Indicators Various, depending on type and nature of working situation.
Injury/aceident rate by type of work place; work-related illpess
rate; risk factors,

Methods Surveys, routine reporting =mystems, Almost any méthod may he
gultable.

Details

Better methods of reportinmg information need to be developed, but there is
no shortage of potential indicators for effectiveness. Still, indicators must
be specific and appropriate to the occupation and work place. Thailand has
carried out a large stratified sample survey on occupational health to obtain
diagnostic and bhaseline data. The sample totalled about 30 000 workers from
100 factories, The survey was carried out over an 8-month period.

Comments

There showld be no shortage of simple and inexpensive methods for
collacting information even 1in developing countties. Factory or other
facility-based health clinics would seem to be ideal, both for routine
wonitoring and evaluatlon of risks, accidents, ete., and for carrying out
special studies on occupational health and hazards, Ad hoec surveys, and data
eollection as part of other types of surveys {such as national household
surveys), would alsc seem to be appropriate, For generation of most data, from
facilirles that are well-defined and bounded, like a factory, the responsibiliry
would probably best be vested in the health officer at the site or some other
person in a good position to gather information on a routine bagis.

For further information please see Epidemiological Approaches toc Planning
and Developwent of Oecupational Health Services at & National Level (unpublished
WHO document by M. A. El Batawi, Chief Medical Officer, Office of Occupatiemnal
Health, and €. Husbumrer, Director, Division of Occupational Health, Ministry of
Health, Bangkok, Thailapmd.)
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HEALTH ISSUE: Rural and Urban Development and Housing

SOURCE OF INFORMATION: EHE/RUD, Mr R, Novick and Dr A, Prost 12 March 1986
Indicators None

Methods Nene

Comments

Environmental health in rural and urban development and housing (RUD) is a
Programme area that 1s go broad and interrelated with other things that it is
not possible to devise useful indicators and wmethods to evaluate
affectiveness, The priorities for RUD are to sensitize governments in
developing countries and to get action started, thenm to see whart countries are
doing, The last c¢ould be catalogued by WHO etaff iIn the regions and
countriesg, The first thing to do would be ro determine whether or not
covntries have adopted policles, developed programmes and committed staff to
RUN concerns, Thus, for the time being, the focl of evaluarion should be on
programme starts, progress and adequacy. It would be premature, for some time
to come, and counterproductive, to attempt to evaluate efficiency - much less
cffectiveness.

RUD may be described as a2 “quality of 1ife” programme, and there are no
general indicators for gquality of life, Any indicator of effectiveness would
have to be both ¢ulture and class defined and take into account specific
enviroumental faetors, Thus, measures of houging density, or crowding, are of
no practical value in measuring quality of housing. Glven the experlence of
the developed countries, the outlook for being able to evaluate programme
effectiveness in developing countries is bleak,
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HEALTH ISSUE; Prevention of Envirommental Pellutien
SOURCE OF INFORMATION: EHE, Mr G, Ozolins, Dr M. Mercier & Dr A. Prost
i 27 March 1986

Indicators More than 100, mainly relating to risks to health, including
507 levels (air quality), levels of radiocactivity, pesticides
in food, water and humans, and incidence of poisonings.

Frogress of national programme development,

Methods Numerous and varied; e.g., continuous or pericdic nonitoring at
fixed sites, by mobile units, via surveys or data from poison
eentrol centres, special area studies, and periedic ad hoc
assesgcments.

Details and Comments

The effects on human health of exposure to chemlcals and other agents in
the enviromment are essentially impossible to quantify at this stage, the main
reason being that humans are subjected to nmultiple exposureg to more than one
pellutant over long periods of time, and the aetiology of tissues apd
condirlons related to such exposure is largely unknown.

The mnext ©best thing is t¢ wonitor indicaters of eXposure, e.g.
contaminants in food, aglr and water, In some cases the contaminants can algo
be measured in human tissue and fluids, Trends can be observed and in cerrain
cases the levels may be related to exzpected health effects and estimates can be
made of “"populations at risk", Thus 2 measure of programme effectiveness can
be obtained. The CEH programme promotes rthe wmonitoring of environmental
quality 1p Member States and collects information for global analysis and
presentation,

In all there are some 50 to 100 indicators relating to industrial
pollutants on which routine monitoring data are avallable,

4fnother measure of programme effectiveness is the apcsessment of national
environmental poliution control programmes in terms of their capablility,
Indieators of such capability include availability of legislation, standarxds,
enforcement procedures, laboratories, monitoring stations, manpower, etc,

These programme areas have numercus linkages with other WHO programmes,
ranging from OCH and TRI through VPH, and with other agencies, e.g,, UNEP, FAD,
IBRD,

Extensive documentation on indicators sand methods 1is available in rhe
various publications in the series GEMS: Global Environmental Monltoring
System, See slse, Preliminary Assessment of National Programmes for Health
Protection against Environmental Hazards (PEP/85.8).
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HEALTH ISSUE: Community Water Supplies
SOURCE OF INFORMATION: EHE/CWS, Messts, O. Sperandie, K, Schultzberg, Jackson
J. Jacksen and A, Prost 24 March 1986

Indicators Coverage, functioning and utilization of facilities; diarchoeal
disease morbidity rares.

Methods Minimum Evaluation Procedure (MEP) using methods appropriate to
the eituatien; Case control studies in collaboration with CDD.

Detalls and Comments

The MEP was designed to provide answers to questions relating to the three
groups of outecome indicators: Were facilities built as intended, and do they
function and are they utilized as intended? Specific indicators relate to the
quality, quantity, reliability and convenlence of facilities, the proportion of
households using facilities and the volumes used and for what purposes, The
MEP makes use of available data, ad hoc gurveys or other means of obtaining
angwers to the questions. The procedure 1z subjective in that it does not
strive for statistically accurate results but rather an understanding of the
acceptability and utllity of facilities in relation to the population they are
intended te serve. A national MEP can be carried out within a year {from
Initial planning through final reporting) for about US $10 000 or less. The
MEP is thus relatively quick, inexpensive and stralghtforward.

The case control method has been tested in collaboration with CDD. It
waz gelected to overcome time and cost factors associsted with longitudinal
surveys., However, it remains difficult to attribute changes in diarrhoeal
morbidity ameng childrem under five years of age to M5 projects alone, or, for
that matter, to any specific intervention. For such reagsons, studies and
attempts to evaluate effectiveness of specific programme activities ip relation
to disease fncidence, prevalence, morbidity and mortality rates must be handled
with extreme caution, The impact of a water supply and/or sanitation project
on health depends on the hygienie practices of the people concerned. If other
routes of pathogen trapsmission are open, the impact might not be siganlficant
and maybe not even measurable, Health {mpact studieg are research oriented and
require regources not normally available to the lmplementing agencies. This
type ¢f research is needed, net as a matter of routine, but rather to establieh
the efficacy of a new type of intervention, The MEP type of evaluation ig
normally sufficieat as it can be assumed that a properly funcrioning and
utilized facility 1z a necesgary, but not sufficient, component to improve the
level of community health to an acceptable level.

While WS recommends standard procedures, it iIs the responsibility of
governments to garry out MEPs, WS provides assistance on request but vary
little in the way of finamclal support. MEP= carried out have been supported
by bllaterals, UNICEF and the World Bank. M5 concludes that the MEP is very
useful in identifying weaknesses and areas for improvement in water supply and
sanitation programmes,

For additional information see Minimum Evaluation Procedure (MEP) for
Water Supply and Sanitation Projects (International Drinking Water Supply and
Sanitation Decade, Publication No., 6, WHO, Geneva, May 1983): Maximizing
Benefits to Health ... An appraisal methodology for water supply and sanitation
projects (ETS/83.7); Measuring the Impact of Water Supply and Sanitation
Facilities on Diarrhoea Morbidiry: Prospects for Case-control Methods
(WHO/CWS/85,3//CDD/OPR/85.1); and other documents on file.
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HEALTH ISSUE: Food Safery
SOURCE OF INFORMATION; EHE/FQS, Dr T.Kdferstein and Dr A, Proat
10 March 1986

Indicators None at present. Potentially, knowledge, attitudes and
practices (KAF) in food handling.

Methods None at preseat feasible for developing countries, KAP sgurveys
a possible solution.

Details and Comments

Evaluation of the effectiveneness of food safety programmes within trhe
framework of the definitione in HFA Series no. 6 (Health Programme Evaluation:
Guiding Principles) 1s exceedingly difficult, 1f not impossible, and any
attempt would be premature. Few developlng countries have well-organized food
safery programmes and those that exist are in the early stages of development,
It may be possible to evaluate programme management in terms of progresas,
adequacy and efficiency, and it might be argued that indicators identified as
measuring efficiency could serve to measure effectiveness as well, It may
further be arpgued that below a certain level of soclo—economic development
effectiveness of these programmesg camnnot be measured in terms defined in the
HFA geries. For example, Iincidence rates for food-borne diseases and food
poisoning are extremely difficult to obtain and may be considered impracricable
simply because of the time and costs involved., In addition, resules defy
interpretation even ln studies conducted in developed countries because, among
other things, the proportion of all cases actually identified or reported is
unknown, and there are other factors and agents iInvolved. For the same
reasons, wmorbidity and mortality rates wmay be consldered inappropriate ot
misleading as indicators.

Consequently, FOS is concentrating on other approaches to assess programme
progress, adequacy and, to a degree, efficiency. The mailn evaluation method is
the annwal national programme profile which is compiled by a questiounalre sent
to WPCs. This covers lepislation, policy, and programme development, but
cannot give an answer to the most important question about the end-use of food
products in the home, In connection with this effort d1s the use of
international wmeetings on food safety to promote the development of
programmes, Every two years, the delegates to these nmeetings report on food
safety progress, and this provides at least a subjective measure of progress
and perhaps of effectiveness in the longer run, if not in the shorter. In
conmnection with this effort, FOS, in collaboration with FAOG, has developed a
provisional set of Guldiag Principles on evaluation of programmes to ensurxe
food safety (WHO/EHE/FOS/86,1/FA0/ESN/MISC.(86.1). Although this is a
well-developed document, it is seen as essentially a promotional tool for
national programme development and a first step toward the refinement of
indicators and methods suitable for developing countries, However, the
critlical question of end—use remainz, and this is where the best effectiveneszs
indicators muzt ultimately come froum.

A possible solution to measuring effectiveness of TFOS programmes in
developing countries may be the use of KAP-type surveys (baseline and follow—
upjl. These c¢ould be combined with other evaluation surveys on related
subjects, such as other EHE surveys or those carried out in connection with
MCH, NUT, CDP or other programmes. A national household survey would also be
a very good wehicle.
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HEALTH TSSUE; Rehabilitation

SOURCE OF INFORMATION:; DTR/RHE, Dr E. Helander 25 March 1986

Indicators Number of steps of progress made by participants in communiry-—
based RHE programmes;
Community satisfaction.

Methods Routine service statistics from PHC workers;

Community committees,

Detalls and Comments

The RHB system of monitoring and evaluation 18 specifically designed for
$implicity and ease of use at the PHC level, Simple model patient record and
monthly reporting form have been developed for PHC workersz, They have been
tested during the past year, mainly in SEARD countries. A menuwal 1z being
prepared. The PHC patient form has 22 {tems against which a date 1is given, as
appropriate, when a participant in the programme progresses from one step to
another — e.g., graduating from being unable to feed oneself alone, to managing
sometimes o¢r with some help, and finally to being 1independent 1in this
activity, Monthly teporting forms, currently being f£illed out by local
supervisors at the first referral level bur Intended to be completed eventually
by PHC workers, give the change in numbers of disabled persons participating in
community—based RHE programme and the number of disables people who made at
least one step of progress during the month., These reports are consolidated at
the next 1level. Evaluation 1is based on annwal progress statistics.
Community satisfaction, as assessed subjectively by community committees made
up of RHBE programme participants, will be the final evaluation goal.
Committees are yet to be organized, and this element of evaluvation will come in
the future,

RHE programmes at the communitry level currently exist in few countries.
For the time—being, evaluation will be based on indicatorz guch as the
development of natlenal plams and policies, programme starts, achlevement of
targets for participation and coverage of the disabled - i.e., indicators not
considered to assess effectiveness,
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HEALTH ISSUE; Development of FHC
SOURCE OF INFORMATION: SHS, Dr C. Montoya—Aguilar 23 Fabruary 1986
Indicators There are ne indicators of effectiveness of the developument

process for FHC as guch agnd the most useful indicators are
therefore those for the effectiveness of the elements
thenselves, E.g. worbidity, disability, mortality rates;
nutritional status measurewments (e.g., age/height/weight).

Methods Analysis of existing data from any source; collection of new
data by site vigits and surveys. ’

Details and Comments

SHS, in a collaborative study with countries, has developed standardized
concepts and definitions for use in evaluation of health systems - including
the effectiveness of such systems.

&n interdivisional team, with active participation of S5HS, HST, EFI, MCH,
CDD and other programmez, produced a manual and prototype instruments £or
conducting Joint Primary Health Care Reviews by countries and WHO. The
protocol contains seven questionnaires for wuse from the national to the
household level. The basle deslgn is derived from the EPI country reviews, and
uses similar sampling methods for household aurveys, Thege methods, however,
are currently under review, Within the last two years, Primary Health Care
reviews have been carried out in 12 African countries. As in the case of the
EPI reviews, field work is carried out by joint national and WHO teams durlng a
3-week period. Usually, 3-4 WHO staff wembers have participated,

For additional information see National Assessments of Health Coverage and
of 1ts Effectiveness and Efficiency (8HS/83.7); A Mamual for Conducting
Primary Health Care Reviews (SHS/PHC/REVIEW/84/0); Draft revision of
"Guldelines for Comducting Primary Health Care Reviews"”, by Waldman and Rigau,
and, Review of Primary Bealth Care: Prototype FProtocols
(SHS /PHC/REVIEW/84/1-7).
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HEALTH ISSUE: Manpower Development
SOURCE OF INFORMATION; HMD, Dr D. Ray apnd Dr V. Alexeev 27 February 1986

Indicators Specific effectivenese Indicators are being developed and teated,

Methods  Heretofore informatiom on achievement of targets was provided by
Member States through Regional Offices.
Comprehensive country reviews, made up of joint WHO-MOH teams, which
take three weeks in—country, have been carried out in seven Member
States. The method 1z being refined for general use,

Details

Indicators are based on MTF targets, HMD has drafted a “ecaraleogua™ of
Indicators for wuse by developing countries, either on theit own or with help
from WHO. The catalogue {and guidelines for evaluation) 1s expected to be
ready for publicatrlon around the end of 1986.

The method used previously was inadequate because Iinformation provided for
many countrles was unreliable. The new method of country reviews 18 similar
to others used in WHO. 1t depends on smaller teams and i less expensive than
the PHC reviews, hence iz more akin to the EFI method. The HMD method is
currently under review and is being streamlined for general use, At present,

country reviews are supported by WHD but it is expected that they will become
funded from local sources.

Comment s

Cost-benefit and cost-effectiveness analyses have not been ineluded in
evaluations but the feasibility of doing so is to be Iinvestigated.

HMD participated in the development of the PHC country review method and
in ecarrying out PHC reviews im collaboration with SHS, In developlng the
method for the HMD couprehensive country reviews, and in conducting reviews in
s¢lected countries, HMD sought to Identify and test esuitable specific
indicators of effectiveness for each MTF target. Many of the indicators used
by IMMD might be c¢lassifisd as indicators of adequacy or efficiency. Thus,
appropriate effectiveness indicators will be developed as programmes mature and
the need for such iudicators increases, However, at certaln stages of
development, such indiecators are of more direct practical uze than indicators
of pure effectiveness, which 15 to some extent a remote concept in manpower
planning and development.
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HEALTH ISSUE: Laboratory Support to PHC
SOURCE OF INFORMATION: DIR/LAB, Dr L. Houang and Dr D. Vazquez 2% March 1986

Indicators Svitable Indicators for laboratory support te PHC in developing
countries need to be developed, Batio of clinical diagnoses to
laboratory confirmed diagnoses could serve as an indicator.

Methods Also require development. Service pgtatistics would be most
appropriate. Spacial studies using “"unknowns” - as with RAD -
to evaluate their performance.

Details and Comments

As is the case with RAD, laboratory services are suppertive and cannot
easily be evaluated for effectiveness in terms of specific health status
indicators. In addition, efficiency and effectiveness merge, and separate
indicators are probably not feasible or desirable. At the PHC level, it would
be premature to try to measure effectiveness inasmuch as the development of
standard laboratory procedures that are appropriate £z at an early stage.

A number of potential indicators can be considered, including the ratie of
cases detected in peripheral laboratories to the estimated or known prevalence
or disease reservolr, early detections vis—-3-vig the numbers and types of
hospitalizations, and reductions in the numbers of new cases derscred. The

timing of introduction of such indicators 1g5 eritical if sound interpretations
are to be made.

Inter-laboratory comparative studies of unknown substances, organized by
LAB, follow the pattern described for RAD, This method 18 good for evaluation
of referral laboratories but may not be suitable for use with peripheral
laboratories without substantial modification.
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HEALTH ISSUE: Development of Radiological Services

SOURCE OF INFORMATION: DTR/RAD, Dr G, Souchkevitch 25 March 1986

Indlcators Quality centrel: no, of fields spolled: no. of fields rejected;
no. of investigation procedures repeated; no, of
correct/incerrect {dentifications in “phantoms”, Subjective

¢valuations of diagnostiec, therapeutic, hecalth outcome effects;
economic Implicariens and patient acceptance of procedures.

Methods Selfadminiztered quegtionnaires; gpecial inter—laboratory
comparigon studies.

Details and Comments

Radiology, radiotherapy and nuclear medicine are support services and their
effectivensss cannot be measured directly by health status indicators.
Suitable Indicators of effectiveness are alse measures of efficiency, and the
two cannot be readily distinguished.

Surveys of govermments and laboratories belonging to the RAD collakorating
centre npetwork constitute the routine wmethod of evaluation. Standard
questionnaires that are self-administered are sent out periodically, An attempt
iz made te¢ {nvolve all laboratories in developing countries., Canvasses request
information on equipment, staff and quality control measures as indicated
above. Tn addition, RAD organizes special interlaboratory studies on quality
performance of nuclear medicine imaging devices uszing phantoms of the liver,
brain and thyroid gland, and of the quality of dosimetry in radiotherapy using
therno-luminiscent dosimeters., Sealed “phantome™ are sent to laboratories for
examination to locate shadows. Laboratories report findings on standard forms
and are rated on the basie of different quantitative criteria, including true
and false positive and negative findings. The results can be used to Identify

weaknesges and needs for additional training or retraining. Results also
provide a basis for inferring the effect of radlological work on heglth care -
especially when numerous false findings are reported, This method of

evaluation s relatively simple, straightforward and inexpensive, and gerves
well for monitoring and evaluating the efficiency and effectiveness of radiation
medicine facilities in developing countries.

For additional detail, see:

1. Proceedings of an Internatifonal Symposium on Nuclear Medicine and

Related Medical Applications of Nuclear Technilques in Developing

Countries, o¥ganized by the Intermational Aromic Energy Agency in

cooperation with WHO, Vienna, August 1985.

2. EUR J ¥ucl Med (1985) 10; 193-197.

3. WHQ/IAEA Interlaboratory Comparison Study of Nuclear Medicine Imaging
Devices, (RAD/F/84.1), (RAD/F/84.2).

4, Brederhoff, J., Racoveanu, N.T, Radiologlcal Services throughout the
World, Diagnostic Tmaging 51:; 121-133 (1982).

5. Racoveanu, N, T, IAEA/WHO TLD Dose Intercomparison and the Need for
8 Quality Assurance Programme in Radiotherapy (abstract}.

6. Racoveanu, N.T. The Radiographer's Role in Increzsing the Efficiency

of the Diagnostic Imaging Department. Radiography July/August 1984,
Vol., 50 neo. 592,
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HEALTH ISSUE; Provision of Pharmaceuticals, apnd Vaceines
S0URCE OF INFORMATION: DAP, Mr J, Hasfeldr 20 February 1986
17 Mareh 1986

Indicators: Availability of drugs
Accessibility of drugs
Proper use of drugs {(compliance)
Client satisfaction
Community involvement.

Methods: Availability: stratified cluster gample surveys of health
facilities,

Accessibility: estimates of catchment population; one-day
survey of sample of patients attending health facilities;
comparisen of health records with population distribution.

Use: examination of faeility records and practices.

Satisfaction: survey of sample of patients at facilities;
facility records.

Community involvement: Questions in survey of facilities;
Interviews with community leaders.

Details and Comments

Mortality and disease incidence rates could be calculated from vital and
service sraristies, 1if those statistics were complete, or from specially
collected data. Bowever, such rates would have very limited value for the
evaluation of programme affectiveness since it would be difficult or impossible
to attribute changes in rates to Acrtion Programme on Essential Drugs programmes
as opposed to other interventions occurring at the same time, Therefore, DAP
does not recommend use of health status indicators except in cases where vital
and health service stariscies are reasomably complete and, then only after a
programme has been running for a long time.

Instead, DAF has adopted the five indicators listed above as appropriate
for evaluating effectivenezs in programmes newly bepun and through the early
stages of development. In a sense, the indicators are adapted to the stage of
programme development,

During the early stages of programme development, DAP recoumends the use of

cluster sample community surveys and surveyz of Ffacilities. These will
initially setve as diapgnostic baseline surveys; follow—up surveys should be
undertaken at intervals for evaluation, Survey methods and indicators are

being pilot tested and will be further refined, Sample gizes are not fixed,
but it 1is expected that a survey will requeire about three weeks In the field.
In =addition, sentinel areas are belng considered for the evaluation of
managewent and  logistics. For the time belng, there 1is substantizl
collaboration between DAP and MOHs in establishing baselines, both in techalcal
and financial terms, but 1t 1s assumed that full responsibility for monitoring
and evaluation will be taken over by MOHs as the drug programmes develop.

For additicnal information see Guidelines for Evaluating an Essential Drugs
Programme (DAP/85,8 (1983)).
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HEALTH ISSUE: Drug and Vaceine Standarde

SOURCE OF INFORMATION; DTR/BLG, Dr V. Gratchev 8 April 1986

Indicators Standards of quality specific to each vaccine and bislogical
drug.

Method Standardized laboratory tests.

Comment&

BLC develops standards and distributes methods for evaluating drug/vaccine
quality in collaboration with varjous other WHD programmes — such as EPI, TDR,
SCH, HRP, BLG 15 concerned with production of these products rather than with
end—uze, Consequently, evaluation of national programme effectiveness cannot
be carried out im terms of specific health status indlcators. Mexico, Brazil,
Cuba, Argentina and India are among the few such producers among rhe developing
countries, in part because the production of some vaccines, such as rables
vaccine, 1s difficult and expensive. Producers 1in these countries are
certified on the basiz of independent retests of products arranged by BLG
through WHO Collaborating Centre Laboratories.

Although BLG develops standards, it 1s the responsibility of governments
te monitor product quality. BLG receives and asgists Iin the development of
national protocols for quality control. National Ilaboratories evaluate
production quality contrel by retesting samples from warious batches of
preducts, Measurement of effectiveness, therefore, would have to be based on
laboratory data on samples retested.

For additional detail, gee  Blologlcal Substances: International
Standards, Reference Preparatlions and Reference Reagents, 1984 (WHO 1985).
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HEALTH ISSUE; Planning, Management and Operation of Vector EBiological Control

Programmes
EQURCE OF INFORMATION: VBC/EMO, Dr R. Tomn 21 February 1986
Indicators See MAF, FDP, CDS, etca.
Methodsg See above.

Comments

VBC is essentially a service division to the programmes and divisions
noted above, and indicators and methods used by them are ones developed for
vector control or monitering, and are thus recommended by VBG,

There is no lack of merhodologies in this ares but there are deficiencies
In the use of information on indicators in decision making. Epidemiologicts
do not make sufficient use of the indicators,

In relation to the impact of programme activities on health, effective
control of vectors snd pests can be said to lmprove the quality of life. In
fact, this is about the only justification for mosquito activities disttricts in
developing countries: The soelo-economic sitwation is also improved
indirectly, but measurement of impact, vis—&~vis quality of life as well as the
socio-economic situation, has always been difficult.

Sentinel aregs are effective in the Caribbean for dengue surveillance.

The better structured programmes collect information on cost—effectiveness, but
again the information is under-urilized. :
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HEALTH IS5UE: Control of Vectors
S0URCE OF INFORMATION: VBC/ECV, Dy C. Pant and Dr R, Le Berre 4 March 1986
24 March 1986

Eﬂgicators Vector densities and Iinfectlon ratesg,

Incidence, prevalence, morbidity and mortality rates for
specific diseases.

Methods Standardized methods of sampling vectors; community sample
surveys and surveillance (OCP); sentinel areas.

Details and Comments

Standardized wmethods exist for evaluating the entomological, medical,
socioceconomic and environmental effectiveness of vector control operations.
Where VBC has been directly involved, evaluation has been incorporated in
activities covering selected areas. In the case of collaboration with OCP,
Full responsibility for evaluation rests with OCP/WHO and has proved to be
fully satisfactery, This includes cost-effectiveness analysea bedng carried
out by collaborating centres. VWhere VBC is not directly involved, and
responsibiliry presumably rests with national authorities, it is believed that
evaluations of effectiveness are carried out in selected areas only, mainly
owling to the lack of rescurces, and national activities on vector control and
research, Consequently, for developing countries, the issue 1s not one of
indicators and methods for evaluation of effectiveness, but of their use.

For additional information sea OCp publications on file.
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HHEALTH ISSUE; Safe Usc of Peaticides
SOURCE OF INFORMATION: VBC/PDS, Dr J. Copplestone 6 March 1986

Indicators None currently suitable for use in developing countries.
Methods Polison control centre survelllance; ad hoc surveys.

Comments

Ag in the case of food safety and food poisoning, pesticide polgoning is
difficult to measure in developing countries, In principle, one could evaluate
effectiveness by incidence rates, but these are extremely difficult to obtain
under the best of conditions. Routine reporting systems are prohably useless
for the purpose; surveys might not be feasible becauss of large samples and
high coste involved, on the one hand, and the questionable utility of results,
on the other. It has been estimated that there are approximately 1 million
cases of aceldental pesticide polsoning globally a year, and that pesticide
polgoning accounts for 3-87 of all accidental poilsoning. In most countries
with active programmes for prevention of accidental peolsoning, poison centrol
centres collect information om cases and serve as the maln source of estimares
of trends iIn poisoning. Until such centres ate well-established in developing
countries, it may be axgued that evaluation of programme effectiveness I1g
virtually impossible, except by retrospective surveys of hospital admissions,

In the absence of "hard" measures of effectiveness of programmes aimed at
preventing pesticide polsoning, the only suitable alternatives for evaluating
programmes are on the basis of the existence of a programme and education
campaigng, subjective evalvations of performance, increased awareness among the
population, and similar eriteria. These do not conform to the HFA Series
definition foxr indicators of effectiveness, but indicators in this area of the
sort preseribed by that book cannot be developed for developing countries.

111 b e T i
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HEALTH ISSUE; Research into Tropical Diseases
SOURCE OF INFORMATION: TDR, Dr D. Rowe 27 February 1986

TDR develops new tools and methods to Improve the control of wajor groups
of tropical diseases - i.e., malaria, schistosomiasis, filariasis including
onchocerclasis, trypanosomiases, leishmanisses and leprosgy. New tools such as
drugs, vaccines, diagnostic rests and vector control measures are undet
development, In additien, epidemiological and social and ecomomic agpects are
under study to ismprove strategies for disease control  All aspects of research
and development are planned, implemented and evaluated by scientists working in
Seientific Working Groups and their Steering Committees,

Through the Research Stremgthening Group TDR sesks to enable scientists
and institutions in developing countries to plan and execute research,
Evaluatien is carried out as an ongoing accivity throughout the perlod of
gupport by the TDR Secretariat and technical units of the WHO and by visiting
sciemtists to the institutions,

The overall progress of TDR is reviewed annually by a group of highly
exparienced scientists constituting the Scientific and Technleal Advisory
Committee (STAC). STAC's report 1s considered by the Joint Coordinating
Board, comprising representation of donor agencies, tropical countries and the
sponsoring agencies.
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Indicators Numerous, including acceptance, continvation, prevalence,
morbidity, mortality and fertility rates.
Methods Usually gurveys, surveillance, censuses and/for service

statistics in the context of an ewperimental research design,
normally including a control area or group.

Details and Comments

Thiz summary should be considered in conjunction with the one for TDR
since the two programmes are similar in structure a2nd objectives. Both are
primarily concerned with research and development of methods, drugs and
techniques rather than the provision of services. However, both programmes
have task forces that deal with service, economlc, social sciepces and/or
epidemiological aspects of the introduction and use of drugs, methods, ete.
in national health programmes, These task foreces promote and support fisld
research to develop a better understanding of problems and needs in
day-to-day health care systems. In the process, indicators and methods for
meaguring effecriveness of specific interventions are tested and refined.
Many of these have become standard tools for evaluation. In recent vears
this has been especilally important at the primary health care level, The
methods and indicators used in field studies vary according to the objectives
of each one, with the exception of multi—centre studies,

For additional information see the amnual reports of HRP and the various
task force inventoriess. The soclal selence task foree inventory 1s on file.




