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1. INTRCDUCTION

1.1  An Interregiomal Meeting on Development of Health Programne Evaluation was held by the
World Health Organization from 9 to 13 July 1979 in Geneva. In opening the meeting and
welcoming the participants, Dr T. A. Lambo, Deputy Director—~(General, expressed particular
satisfacticn at the presence of natiomal participants; this would help to ensure that the
discussions would be highly relevant to country situations. He suggested that the group
should not re-discuss principles of evaluation but should concentrate rather on the practical
use of evaluation as a flexible tool to improve current practice and promote better planming.
One of the tasks of the group would be to deecide hew best to use the Evaluation Guidelines
that had been elaborated by WHO and which the World Health Assembly had adopted and
recommended for use,

1.2 He stressed that the usefulness of evaluation lies inm its ability to make people think
about what they ought to be doing rather than concentrating om details of what has already
been done. Evaluation as part of the managerial processes for health development should be
used as a framework and net as a strait-jacket. Countries were embarking om a process of
developing strategies for attaining health for all their people. One of the searching
questions that had been raised by Members of the Executive Board and Delegates to the Health
Assembly was: "How can we know whether we are making any progress towards attaining this
goal?" Thus, part of the meeting would be devoted to discussing indicators that might be

used for monitering and evaluating strategies for health for all hy the vear 2000. Above all,
the group should be highly practical, keeping in mind the communities, villages and the under-
staffed health services which would be providing the information from which indicaters would
be derived.

1.3 Fellowing Dr Lambo's opening remarks, the meeting elected as Chairman,

Professor W. A. Hassouna of Egypt, and as Rapporteur, Mr 5, Sapirie, from the WHO Regional
Office for South-East Asia. The Secretary, Mrs I. Brilggemann, then stated the purposes of
the meeting, as follows:

{a) To obtain feedback on experience in evaluation and particularly on the
suitahi%ity of the Guidelines for Programme Evaluation that had been issued
by WHG:

(b} Te review the experience of countries in health programme evaluationm, in
order to learn of the problems they had met and their accomplishments: and
of the amounts and types of resources they had applied to the processi

(e) To learn how evaluation methods might be improved;

(d) To identify useful indicators for monitoring and evaluating the strategies
for health for altl;:

(e) To decide how national and WHO staff might best be trained in methods and
application of evaluation.

1.4 The Chairman then pointed out that programme evaluation was still at the stage of
promotion and that the attitudes and reactions of people to the subject should be Jlooked into,
as well as its methodolagy.

e S —

1 .. . . .
Provisional Guidelines for Health Programme Evaluation, WHO Document, HPC/DPE/78.1
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L.5 It was agreed that the method of work of the meeting would be to hear presentations by
national and WHO gtaff about their experiences in programme evaluation, to identify the issues
that were of most comecern, and to discuss these issues in group work. This should allow a
search for methods to promote and improve programme evaluation; how best to use the process;
what national mechanisms could be used for programme evaluation, the indicarors thar could be
recommended and how staff could be trained in the skills of programme evaluation.

L.6  The participants agreed that its reflections and suggestions should be summed up in such
a way as to be of value to others who had not attended rhe meeting and particularly for those
who would have to take action in the light of the Group's recommendatiom. The Group agreed
that it sghould be a report by the meeting, dealing with the application of heslth programme
evaluation, rather than an account of the discussions as such,

2. EXPERIENCES IN HEALTH PROGRAMME EVALUATION

2.1 It was apparent from the discussion that the WHO Guidelines for Evaluation had found a
reasonable acceptance with regard to the principles and general approach. There was,

however, little information as to what extent they had actually been applied. One of the most

useful functions of the Guidelines should be to stimulate countries to set their own process

for evaluation in motion by adapring the proposed primeiples and methods to their own
requirements.

2.2 The following section describes a variety of types or elements of "evaluation'" that
were reported by the national participants and WHO staff. It does not attempt to describe
comprehensively the field of evaluation in general. The examples given were:

- Community health surveys

- analyses conducted as part of the planning process

- Mid-term evaluations of health developtent plans

- Special programme reviews

- Special studies

~ Continuing or periodic monitoring

2.3  Community Health Surveys

Commanity health surveys had been undertaken either ag separate activities or as part of
larger evaluation efforts. They serve a variety of purposes:

- to determine the health status of the people, by medical examinations or more
often by interviews with family members, which enquire into the state of health
of the family at that rime or over a recent period;

- to determine the extent of knowledge and the attitudes of people about health
and health services;

- to discover the health practices of people, e.g. what do families do to
preserve health, and, in general, what are their living conditions and how do
thege affect health maintenance;

- to discover which health services are used, the frequency of contact with
health services when a disease occurs, md where people go 1f they are not
satisfied.
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2.4  Analyses conducted as part of the planmning process

Two approaches that are gometimes overlooked, and which take place during the planning
process, were considered by some participants to institute evaluation. They are:

- A situation analysis, which is part of the health planning and programming
process. Generally, much information is collected and analyzed in the early
phases of health programming. The analysis is directed towards defining health
problems, identifying and analyzing curremt health policy, describing socio-
economic development treunds, reflecting the extent of current service delivery
and identifying trends in resource availahility and development.

- Obstacle or feasibility analysis is a component of the programming process.
During this step, planning teams often visit peripheral services, getting
first-hand information about conditions and soliciting the reactions of field
staff to the proposals made as part of the project formulation.

Both of these kinds of analysis have the advantage of ensutring that the results will be
used immediately im the ensuing planning steps.

2.5 Mid-rerm evaluation of development plans

With improved plamning systems and better plans, particularly of the medium-term
variety, imcreasing use is being made of mid-plan evaluation or mid-term review, mainly for
two pUrposes:

{(2) to identify deficiencies in the existing plan and make corrections for
the remaining period of the planj and

(b} as a basis for undertaking the preparation of the next plan.
A spectrum of approaches is employed of which two, representing the ends of the
spectrum, are described here. They are the extensive mid-term review and a short, pragmatic

assessment.

2.5.1 The extensive mid-term review

A mid-term review may be extensive in several dimemsions, thus, it may be carried out
at geveral levels of the health system, e.g. at the community level, at the level of the
field health workers, at the health post level, at the district or provimcial level and at
the centre. Also, it may employ a variety of data-collection techniques, including reviews
of records, structured interviews, the completion of written questicnnaires by several types
of staff as well as by members of the public, and the use of specially designed data formats
for collecting and analyzing quantified data. The data collected usually pertain to:

Resources: the number and types of staff available, the number and type of
facilities in use, the amounts of various types of supplies and equipment
available, and the allocation of financial resources.

Implementation: the extemt to which developmental activities have been
carried cut, in the semse of changing or expanding services and programmes.
They include comstruction, training, legislation and the like.

Coverage and Accessibility: the extent to which services have been extended
ta the population and to which extent people have had access to them, e.g.
the number of consultations, of in-patient treatments, and of varicus public
hezlth activities such as provision of water supplies, house spraying and
case-finding. With regard to primary health care, the extent to which
planned population coverage has been attained is considered.
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Impact: there has been little experience in measuring health status or changes
in health gstatus becauge, it is claimed, baseline conditions are not known
Also, it is difficult to distinguish the impact on health of non-health-
service developmental activities from that of health action. There has been
some attempt to measure the impact of health programmes in terms of the
increased awareness of the population about health practices and health
gervices and changes in their attitudes towards them.

These extensive mid-plan reviews oftenm require rather seophisticated analysis of data,
including the use of computers. They are wsually undertaken by a small technical working
group, sometimes supported by investigators contracted from outside the health service or
trainlng lnstitutions.

2.5.2 The short pragmatic mid-term evaluation

This is the other end of the spectrum of mid-term evaluation appreaches that may be
ugsed. It iz planped and carried out with a minimum of time, resources and sraff. Such
rapid reviews are generally carried out om an ad hoc basis. They mainly use existing data
such as those contained in reports and records or which are available from past assessments,
studies and surveys, and the opinions of staff from the various programmes at the different
levels of the service.

The types of data employed in this kind of rapid evaluation are similar to these wsed
in the more extensive evaluation. Thus, there ig interest in resource availability, imple-
mentation progress and problems, service coverage and apparent impact on health. Analysis is
directed towards reviewing existing quantified data, i.e. resources and setrvices, in an
attempt to detect trends. Group discussions are held in which problems and progress within
¢ach of the priority programmes may be reviewed by those who are respomsible for them, as well
a5 by those who are observing these programmes from the outside.

This type of review generally needs wide participation of staff. There may be a high-
level steering group formed of the directors and directors-general in the Ministries of
Health plus representatives of other agencies. Several working groups may be set up. These
groups consist of staff from the programmes and from the central planning level, sometimes
with outside observers, each group undertaking a review of a specific problem area ot
programme.

2.6 Special programme reviews

Another form of evaluation i1z that carried out periodically during the life of
important centrally-managed programnes., For example, "vertiecal" programmes such as national
malaria control, have periodic assessments in which national and internarional malaria
specialists review the recent experience of the programme to determine if the programme
strategy or the plan of action should be revised.

2,7  Special studies

Three types of gpecial studies or assessments were described:

{a) Studies of special problems receiving the attention of decision-makers.
Special study groups may be formed to make recommendations om the resclution
of a specific problem. Examples are: the study of out-patient services in
hospitals, the review of emerpency transport systems, or the assessment of
the performance of a particular gategory of staff such as midwives;

(b) Studies of the effectiveness of new interventions. Examples include
controlled trials for determining vaccine effectiveness, studies of the
effectiveness of new types of village health workers, or of providing
immunizarion by paramedical workers who previously did not perform this task;
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{c) Operatiomal research studies - several countries reported extensive research
into the way services are operating. Questions for such studies include how
staff spend their time, how far people travel to contact health sexvices, and
what are the service utilization patterns in the country.

2,8 Continuous and periodic menitoring

As more countries are undertaking mational health planning and programming, they are
finding themselves in a better position to monitor progress continually in relation to their
plans, and also to identify unplanned and unexpected outcomes. Reporting and information
systems are now sufficiently developed in many countries to permit the follewing types of
monitoring:

(a) Budget analzsis: Are regources being allocated according to the plan,
and, a wore difficult question, are expenditures being made according to the

budget ?

(b) Implementation progress: Have policies been written and promulgated, or
necessary legislation prepared, revised and enacted ? 1Is implementarion being
carried out according to the plan and schedule ? With regard to facility
gonstruction, have sites been selected, has land been purchased, are the
designs complete, have the construction tenders been submitted, has construc-—
tion begun, is it complete and have the facilities been opened 7 In relation
to monitoring manpower development, have job descriptions been redefined,
curricula redeszigned, and necessary in-service training courses conducted

with targeted numbers of participants ?

(c) Service output monitoring: Better planning means that clearer targets
are set for service delivery. It is now becoming possible to narrow down
the number of service activities that musat be reported to the few that are
felt to be most critical and most directly related to health improvement;

(d) Epidemiological surveillapce: There continues to be interest in
monitoring health situations of greatest concern, e.g. outbreaks of
communicable diseases, and the utilizarion or abuse of drugs and medicaments.

2.9 An example of an approach to evaluating primary health care

Following the presentationms by the national and WHO staff, a recent ittempt Lo
structure ap evaluation methodology for primary health care was described. It was designed
as an entry point to planning for primary health carej this was suggested as a valid use of
evaluation. As, very often, sophisticated methodology hinders evaluation, the approach was
designed to be as simple as possible., It assumes that complete plans for primary health care
are unlikely to be formulated from the beginming, that objectives must be developed
progressively, and that detailed sequences of action cannot be predetermined. In most cases
a process 1s beginning which must evolve with experience over time, and frequent evaluation,
as illustrated by the study mentiomed above, should facilitate the progressive evelution of
primary health care.

2 . . . - . ..
The study deals seriatim with the following five primaxy health care principles, whiech
are to be translated inteo specific eperational objectives:

1Susan Cole-King: Approaches to the Evaluation of Maternal and Child Health Cave im the
Context of Primar-— Health Cars, WHO Documant HEM/79,2,

2 . . . . . s
The section of the study that summarizes 1n matrix form questions of accessibility and
coverage 15 attached 2z Annex T7.
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major emphasis must be placed on accessibility and coverage;

= PHC is to foster overall development - development of the individuzl, the
communtity and the country;

= FHC is to be integrated with, and supported by the health system;

cost feasibility is to be a primary concern;

- priority should ke given to sound technical approaches,

The study poses questions for determining whether the above five principles are being
applied. Each question is divided inte subguestions; after each subquestion are listed the
types of information or indicators that are required; then methods of obtaining this
information are briefly summarized. The study presents a concise overview of the evaluarion
methodology. The sequence of steps to be undertaken in such an evaluation effort, which
conform in a general way to the steps outlined in the Provisional Guidelines for Health
Programme Evaluation™, were listed as follows:

(a2) determine why an evaluation is required;

(b) define the guestions to be raised and ser priorities for these quegtions;
(¢) to identify the information needed to answer the questions;

(d) design and carry out the infermation collection;

(e) analyze the collected information;

(f} make a judgement based on the analysis and draw up recommendations:

(g} wuse the recommendations for introducing change or communicate this
judgement to decision-mekers for actionm.

Important gquesticons that arise in connexion with such an evaluation pertain to how the
effort should be organized, how to achieve balance between evaluation at the different levels
of the system starting from the periphery,and how to stimulate interest in, and support for
the evaluation effort.

3. DIFFICULTIES ENCOUNTERED IN APPLYING EVALUATION

3.1 From the persentatiom by the participants of their experience in programme evaluatiom,
three general issues were idemtified. The first pertains to the orientation, interests,
attitudes and behaviour of those who are concerned with, or affected by programme evaluation.
The second consists of problems related to the organization and approach for undertaking
programye evaluation. Issue three pertains to evaluation methodology and related subjects.

3.2 Problems related to orientation, interests, attitudes and behaviour

It was pointed out that fectors pertaining to behaviour and attitude often tended to
prevent the acceptance of programme evaluation.

3.2.1 In general, staff of national health gervices and of WHO have not been encouraged to
adopt the critical attitude, including that of self-examinatiom, that is necessary for

1Documen: HEC/DPE/78.1
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successful evaluation. There is often a lack of motivation to evaluate. Thig may be partly
because it is not always clear what the evaluation is to serve apnd what decisions are to
follow the outcome of evaluation. Its usefulness for improvement of future action is often
not recognized. Responsible decision-makers were said to be less interested in evaluation
results on the whole than were others such as technicians, researchers, and staff of external
support agemcies, who would, of course, be less affected by any consequences of evaluation.

3.2.2 Evalvation was too often interpreted in terms of success or failure rather than as a
means of realizing potential for improvement. Often, the time needed to achieve results was
under-estimated. Negative attitudes towards evaluation had the effeet that not encugh
resources or staff time were allocated for evaluation purposes. This then became & constraint
to evaluation.

3.2.3 Decision-makers may not be in a position to use the results of evaluation by making
corregtions or changes in a programme, because of political constraints, or because of a
personal commitment to an existing approach, or because of psychological reasons or prestige.

3.2.4 Top-level decision—makers were often enthugiastic when evaluation was First proposad
but, not uncommonly, their interest wamed in the face of day-to—day problems that arose
during evaluation. The technical staff engaged in evaluation may find themselves suddenly
confronted with a variety of competing demands on their time. The evaluatiom may then be
carried out by expatriate staff, with the result that the national character of the effort
and national interest in ity results are lost.

3.2.5 Another dimension of the problem occurs at the peripheral level. Effective evaluarion
must extend to the levels at which the people and the service come into contact. But it is
difficult to interest field staff in sincerely participating in evaluation if they have
nothing to gain from the efforts. Besides, form-filling for avaluation purpeses can take up
an excesgive amount of staff time (up to 40 per cent was reported to the meeting).

3.2.6 The question of the use of external evaluation rather than the staff of the Progranmes
being evaluated was discussed extenmsively. Obviously, external evaluators, often from out-
side a country, will have to spend much time becoming familiar with local conditioms. Also,
if they report their findings without taking cultural and political factors into account,
they may find themselves and their results being discredited. However, the external expert
can function positively as a catalyst and advise in the evaluation approach.

3.2.7 The question was raised several times of whether it would be better to employ
specialists in evaluation who could apply sophisticated methods to a variety of programme
areas, than generalist publie health administrators whose training in evaluation had not
reached specialist level. It was comsidered that evaluation should be a componment of the
training of all public health workers, but that in certain circumstances or for special
purposes, health adminigtrators might find it useful to employ a specialist in the evaluation
of a specific field te provide guidance on how to undertake the intended evaluation.

3.3 Issues and problems relating to the organization and approach for
undertaking programme evaluation

The following observations were made:

3.3.1 From the experience reported it was not clear whether programme evaluation is better
served by an extensive, if temporary, organization and structure than by a more modest effort
with a small, capable working group. Some countries had established high-level steering
committees and various programme evaluatiom working groups, in a manmer similar to that
cmployed for their health sector programme planning. It is not clear which is the more
acceptable and the more likely to produce the best results.

3.3.2 As has been previously mentiomed, for specific evaluation studies there usually are no
budgetary provisions for such costs as travel, administrative support or document preparation.
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Consequently, these studies often depend on external funding and are unduly influenced by
outside agencies. BSuch interference may take the form of bias and pressure with regard to
the design of the effort, the way it 1s carried out, and how the results are used and
disseminated.

3.3.3 Due to thelr own obligations vis—3-vis thelr governing bodies, external funding
agencies tend to expect national administrations to extend the scope and adjust the approach
of evaluation, in order to obtain information they need for these governing bodies; this
tendency is aggravated if these agencies are the main providers of funds or other resources
for the activity being evaluated.

3.3.4 Much evaluation, particularly in relation to large-scale undertakings, is affected by
lack of censistent and continuing technical direction. TFrequently, the interested people who
launched the effort and participated in its design are transferred to other duties before it
is completed; this disrupts continuity and hinders the achievement of its original purposes.
Technical staff are algo liable to be transferred in and out of the activity which may cause
the original design to be modified or original purposes to be overlooked, due to revizions in
approach or emphasis.

3.3.5 Quite apart from the delays that are caused by administrative difficuities there is a
tendency to underestimate the time needed for evaluation. Consequently, the results are often
received too late to be used and the original purpose of the evaluation cannot be met. An
example would be the asgesgment of the performance of a particular category of staff such as
nurses or village health workers, in order to guide the revision of a curriculum. The
evaluation may not be completed before most of the staff have been trained, and it is then
too late to use the information for the intended curriculum revision. Another example is an
evaluation to guide a programme revision in the wmiddle of a plan period or as an input to
the preparation of a five-year plan. Freqguently, the information needed is not available
when the planning or veplanning is undertakéen, and the purpose of the evaluation 1s thus not
served.

3.3.6 One of the administrative/organizational difficulties cited is that the staff assigned
to carry out a specific evaluation are frequently given such assignments as additional
duties and are burdened with other full-time jobs, which prevents them from devoring their
full attention to what is a difficult undertaking.

3.3.7 A problem arises when a health administration is unable to implement changes indicated
by evaluation because the staff whose performance is to be modified does not come under the
contrel of the Ministry of Health. They may, for example, be employed by public works, a
municipality or come from the private seqctor. This may also apply to Ministries of Health
themselves, due to lack of proper supervisory mechanisms ar all levels of the services.

3.3.8 Onc specific problem is encountered when important service activities are being
shifted from vertical programmes into integrated health services, The reporting and contrel
systems of the vertical programmes are not found in the health serxvices, thereby creating
problems for continuing monitoring and evaluation in a consistent manner.

3.4 Problems inm evaluation methodology

The following problems were identified:

3.4.1 Difficuley is encountered in communigating the results of evaluation so that problems,
findings and recommendations can be reported openly and completely, and vet be accepted and
acted upon by declsion-makers.

3.4.2 Methods for setting priorities for evaluation are not well kuown. Also there is a
tendency for evaluation speecialists to concentrate on programmes or projects of special
interest to themselves. There is also a2 risk that only projects that are easily measurable
arc evaluated,

‘l&
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3.4.3 Amother problem is the tendency on the part of health administrations to refrain from
undertaking small-scale simple evaluation, apparently for fear of being criticized by
experts. This hesitation is further saggravated by the interest of donor agencies in larger-
scale evaluation,

3.4.4 Although change must be measured over time, the longitudinal studies that this demands
are difficult and expensive. The possibility of integrating evaluation into the current and
developmental activities should be fostered in order to accommodate this need for longitudinal
review.

3.4.5 Particular difficulties were reported in connexion with attempts to evaluate primary
health care, This is partially due to the broad range of activities covered by primary health
care and because its objectives and approaches are evolving with time. However, for these
same reasons, evaluation is seen as especially important in this area.

3.4.6 Monitoring and evaluation at the community level are difficult te carry out and tend to
be costly. This problem deserves considerable research and development. Many health
administrators are not interested in assessing the health sratus of their communities because
they consider that they know it sufficiently and that it is more appropriate to concentrate
on the extension of service coverage.

3.4.7 With regard to the adequacy of documentation and guidelines onm evaluatiom, it is felt
that there is5 too much material to be read and understood by health administrators, that much
of it is at too conceptual and gemeral a level, that it is far too comprehensive to be of
immediate value, and that it lacks practical illustrations that practitiomers need as
guidance for undertaking evaluatien, The best guidelines are those that result from
experience, but they should be presented as a starting-point or a framework within which
innovation based on application is facilitated. There was some concern that too much
attention was being devoted to methodology development, and not enough use being made of
existing methods; some participants felt, however, that the more people engaged in develop-
ing their own adapted methods by following gome general prineiples, the better would be their
understanding of the process of evaluation.

3.4.8 Routinely available data are often of poor quality and unrelisble and therefore
unsuitabie for evaluation purposes. Information systems often do not provide the information
needed for evaluation purposes.

3.4.9 Information systems often function on the basis of data supplied by field staff who are
not informed about the purpese of the reports and forms they are asked to submit. There may
be a lack of coordination between the people who design the forms, those who ask for the
reports, those who use the informatiom amd those who brief field staff. All of this leads

to a rather ritualistic and misdirected information—gathering effort that produces "data
gravevards" - stacks of unusable reports. When there is no feedback to field workers, they
tend to develep 2 lack of comcern ox even mepgative attitudes about reporting.

3.64.10 In general, it is clear that natiomal administrations are making progress in
improving their information systems. However, this process takes time, and very often it is
the subject of 3 specific project ineluded amongst the other priority projects im a health
ptan. It is unlikely to find, by the mid-point in the plam period that information systems
are sufficiently improved to enable satisfactory evaluation of the other programmes that
make up the plan.

3.4.11 The issuves of sampling methodology and statistical techniques are crucial for both
large and small-scale studies which are catried out for evaluatiom purposes. Sampling
methodology should take inte account that information-gathering is not a goal in itself and
hence the level of sophistication should correspond to the degree of precision ultimately
require ia the analysis. Also, the frequently misguided aim of attaining a high degree of
precision leads to unnecessarily extensive surveys that cost too much in money, effort and
time when much less precision would serve the purpose.
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3.4.12 There is some difficulty in assuring consistency im survey methods when more than a
few interviewers are used for dara collections. This can be alleviated by careful group
briefing of interviewers and design of questionnaires.

3.4.13 Community surveys and interviews are frequently hampered by the need to use
investigators from outside the community. Their acceptability is thereby lowered, and
occasionally they are accused of having ulterior motives for collecting data.

3.4.14 There is a tendency for questiommaires to be too long, and for guidelines and data
formats to be too intricate and detailed, thus increasing the time and the cost of using
them, and the risk of nom-response. Questionnaire design is often constrained by its being
drafred by strangers to the counrry or area and in non-local languages. Translation then is
liable to lead to misinterpretation and defective design. This problem can be aggravated by
the variation that is found among and within countries in regard to certain concepts like
time and distance, and which is not always taken inte account by those who design studies.

3.4.15 Sometimes there is no clear plam for data analysis after data has heen collected.
Difficulties often arise when an attempt is made to analyze data away from the area or
country in which it was collected, e.g. when quantified data are sent abroad for
computer analysig.

3.4.16 Sometimes evaluation data are used as scores allocated to health wotkers or
programmes as if there was competition for the highest level of success or impact of an
intervention or a programme. The reasoning behind such a competitive approach is rarely
appreciated by the staff concerned, and it may lead to resentment rather than to a
determination to improve.

3.4.17 While it would be useful to publish or exchange information about national evaluation
experience, those who have such experiemce rarely have time to write it up.
4, IMPROVEMENTS IN APPLYING HEALTH PROGRAMME EVALUATION

The suggestions for dealing with the issues and problems of health programme evaluation
are presented here under the same headings as those used in Section 3 for describing issues

éand problems that arise in evaluation.

4.1 Orientation, interests, attitudes and behaviour

4.1.1 Field workers are more likely to be positive about evaluation if they participate in
the planning and design of activities, and thus become identified with the proposed new
programmes and services. Also, good work on their part should be acknowledged by their
supervisors so that they may be rewarded by the satisfaction that comes from work well done.
Evaluation should not have the effect of drawing attention only to their shortcomings;
successes should be highlighted and the findings fed back to the field and widely
disseminated. Staff would then look forward to seeing the results of evaluation of their
work. Communities should be made aware of good work done by their health workers.,

An important incemtive for field staff is the opportunity to improve their skills and
to advance professionally by means of continuing education.

4.1.2 Field staff can be supported also by providing them with guidelines and procedural
manuals in a form and lanpuage they can understand and use; this can be reinforced by group
educational activities and by competent, supportive supervision.

4.1.3 The benefits and the potential of sound, practical evaluation should be made clear to
key people at the top, including politicians, as well as to those at the senior technical
leve] who can sce ways of using evaluation results purposefully. This c¢an give an impetus
to evaluation that can be communicated down through the hierarchy to the periphery, becoming
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increazingly specific but consistently reflecting the administration’s interest.

4.2 Organizational aspects of evalvarion

4.2.7 WHO should foster maximum participation of programme staff and of communities in
planning programmes. Evaluation should be recognized by them as an integral part of
planning and management through which evaluation findings are transformed into actions and
improvements.

4.2.2 At the same time, sound processes for health planning, programming, formulation,
implementation and evaluation, should be promoted and further developad. A "grass root"
participation in these processes will be an effective way to bring about improvements
through evaluation.

4.2.3 Specific resources for evaluation purposes should be allocated in all priority
programmes; this should include not only funds but also staff time, WHO, it was suggested,
should alloecare resources to support national health programme evaluatioq.

4.2.4 Particularly within WHO, the tendency for evaluation to be seen as a separate
managerial function, with its own specialists and methods, should be countered. Programme
gvaluation should be coordinated with the managerial processes for policy analysis,
programme development and implementation, and information systems development.

4.2.5 With regard to the use of specialist rather tham genmeralist evaluators, one peint of
view is that evaluatidn specialists are needed to coentinue developing methodology as this
takes some degree of expertise. At the same time, a certain level of competence in
practical and siwmple methods of evaluation should be expected of a wide spectrum of health
workers.

4.3  Develepment of evaluation methodology

4.3.1 National administrations could well apply evaluation during the developmental and
early implementation and operating period of a plan to identify managerial and operational
problems that bheset prioxity programmes,

This could be done by means of workshops, snnual meetings and conferences, and other
contacts between managerial and operating staff, Not only would real problems come ta light
and solutions be suggested, but also a continuing atmosphere of self-examination would he
¢reated, which would encourage continuing evaluatiom, In the sequence of evaluation, the
earliest activities should be concerned with monitoring and controlling the implementation
of gctivities and with service efficiency. Studies of effectiveness and impact would then
come later,

4.3.2 Oue way of developing methodology for evaluation is to address specific programmes that
are of high national priority, such as diarrhoeal disease control and an expanded programme
on immuaization. Another way is to start with clear—cut programmes thar have reasopably
straightforward interventions and are therefore amenable to relatively simple evaluation.

EPI is, again, a good example, and the provision of basic sanitary measures is possibly
ancther.

4.3.3 Much of the basic information for monitoring and evaluation comes from communities

and villages, and could with advantage rémain at this level. If a few indicators are

gselected to measure change in health status and to mouitor the delivery of elements of PHC,

it may suffice that the community health workers record the information needed for those
indicators and keep it there, primarily for their owm use. This informatiom contained in
registers at the village level could then be sampled as needed for use in summarization and
analysis at higher levels. It would be up to health service supervisors to visit villages

and communities to pick up this information, and to take advantage of such visits to provide
the supervision and support that is not available when peripheral services are rarely visited.
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Improvements may also be achieved through lay reporting of health information.

4,3.4 Evaluarion should be kept simple, confined to subjects of limited scope, and so
arranged that results can be obtained relatively quickly and with minimum investment.
Therefore, evaluation propogals and protocols should be scrutinized critically with the aim
of reducing the lemgth of questionnaires, the size of data formats and the length of
interviews to the esgential minimum.

4,3.5 The time allowed for planning and designing surveys should be limited, and clear

target dates should be set. Those who are to receive the results should be told clearly

when they can expect the results and how they will be presented. Supervisors should see

that those who are assigned to such work are free to devote to it the time needed to complete
it.

4.3.6 Before evaluation begins, evaluators and decision-makers should reach a clear under-
standing about the decision options that are likely to emerge from the outcome of evaluation.
Decisions and actions might be needed at several different hierarchical levels. Too often, it
scems, no decisions are taken and there is ne prospect of change. When that is the case,
evaluation should not be undertaken, because of the effects that inaction would have on the
attitudes of those who were engaged in the evaluation efforr.

4.3.7 The analytical methods to be applied in any evaluation effort should be within the
capability of the country and that data need not he sent abroad for analysis.

TRAINING FOR EVALUATION

5.1 The meeting discussed training in the context of the issues and problems that i1t had
identified, and their solution. It was recognized that training is needed to promote
evaluation as an integral component of health management and to bring about favourable
attitudes to evaluastion on the part of health adwinistrators and other health workers, to
equip health workers with the skills they need to perform evaluation, and to enable health
managers and other decision—makers to use evaluation results.

9.2 The problems for which traiming in evaluation might provide a solution should be
defined and analyzed s0.that suitable educational strategies may be designed to deal with
them. Examples of such problems and recommendations for educatrional strategies to deal with
them are the following:

5.2.1 The long-term educational solution is to make training in evaluation an integral part
of basic management training, to make general training in evaluation available in the
continuing education of health managers, and to train managers as the need arises in the
specific skills thev require when programme evaluation is being introduced.

5.2.2 There is a tendeney for health administraters to overlovk the potential and actual
contributions of other sectors teo health. As the health sector is only one of several
sectors with responsibilities for peoples' health, especially for primary health care,
training in health management should equip managers to interact productively with their
counterparts in the other sectors.

L Certain conditions should be observed in connexion particularly with the training of
health workers to undertake evaluarion activities by, for example, short intensive courses,
workshops, ete. Thus, as far as possible, technical responsibilities for evaluation should
be assigned and the activity concerned should be ripe for evaluation before embarking on
the training required. In organizing training in evaluation adequate attention should be
pald to administrative and logistic arrangements. At the same time, health administrations
must ensure that supervisors are well aware of the nature of the work to be done and that
they exercise their supervisory function in a way that reinforces the training that the
health workers have received.
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5.4 With regard to training methods apd settings, the closer training is integrated with
the performance in practice of the skills to be learned, the more effective it is likely tao
be. Training is not a one-time-only activity. Countries need te build up their own training
capabilities and be ready at any time to support evaluation, e.g. by means of short intensive
training activities associated with actual evaluation efforts at the field level.

5.3 The potential role of National Health Development Centres in training for evaluationm

The concept of national health development centres was briefly discussed in relatiom to
training in evaluation. These centres were being proposed to develop and support the
application of the natiemal health development process, managerial aspects of primary health
care and related health services research. A "Centre" would take the form of a network of
resources rather than a cemtral institution. It was recognized by the meering that such
centres could do much to develop programme evaluatiom as an integral element of national
health development, and that ome of its functions would be to train staff in the evaluation
process as an integral part of the managerizl processes for national health development.

8. INDICATORS FOR MONITORING AND EVALUATING PROGRESS TOWARDS ATTAINING
HEALTH FOR ALL

6.1 The meeting noted the comments on indicators contained in World ?ealth Asgembly
Document "Formulating Strategies for Health forxr ALl by the Year 2000".° It took note also

of previous work by WHO on indicators for monitoring and evaluation (various background
papers and a working paper were available to the meeting) as well as of the work of the

other international organizatioms and of national goverpments., What is needed at this

stage is the selection of key indicators for the overall assessment of progress towards
health for all, and for particular problems and levels of operation. In addition, much
attention has to be given to the improvement of methods of obtaining the required data and of
ensuring thelr representativeness,

6.2  Participants c¢oncluded that they could mot in the time available, seleet actual
indicators for use in 3 large variety of conditionms. They preferred to concentrate on
criteria for selecting indicators. Illustrative examples of indicators, derived from
background and working papers, as well as from the discussions are given in the text of this
report and its znnexes.

6.3 As repards classification, it was thought useful to distinguish between (a) indicators
0f health status and determinants of health, and (b) ipdicators of health services, including
accessibility and c¢overage.

6.4 Indicators should be appropriate to (a) different levels of operatioms, e.g. the local
as distinct from the national level, (b) varying conditions and levels of socioceconomic
development, including health development, and (c) the variety of conditioms within a
country, with particular attention to underserved and disadvantaged sociceconomic and
geographic groups. The identification of such groups, and the monitoring of their health
status and of their access to health care, often pose particularly difficult problems of
concept and of data c¢ellection. Indicators should be realistically based on a country's
capacity to obtain the dara.

6.5 The following comments were noted in respect of each main area of application:

1
Document A32/8, Formulating Strategies for Health for All, Thirty-second World
Realth Assembly, Geneva, 1979
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6.5.1 Indicators of health status: These might include ¢owmmonly used indicators such as:
age-specific mortality including infant mortality and mortality of children aged ome to four
years, maternal mortality and neonatal mortality, mortality from specific diseases (that
would vary from country to country); morbidity from a country's most prevalent diseases;

and nutritional status as measured, for example by weight for height, or height for age, or
the upper arm circumference of young children. Birth weight was suggested as a valuable
indicator. In principle it was considered to be easier to measure birth weight in a
representative sample than to measure infant mortality. However, some practical difficulties
of collecting this data in a number of countries were noted.

6.5.2 The number of indicators for overall health assessment in a country should be zmall,
for the sake of practical convenience. Additional indicators apnd variations inm selection
might be introduced in comnexion with specific health programmes and projects. The
principle might be applied of selecting a very short list of two or three indicators for
universal national amd international usage, and then for the countries to add further
indicators in line with (a) available means of data collection and analysis, and

(b) specific health conditions and priorities. A list of indicators of health status graded
to correspond approximately to ascending levels of sociveconomic development is given in
Amnex I. Tt was emphasized that this list, as well as the examples in the text, are
illusrrative only at this stage.

6.5.3 Indicators of health services, including access and coverage: The meeting noted the
usefulness of the concepts of access and coverage, zccess being defined as a general frame-
work of facilities, staff, etec. per 10 000 population or per square kilometre and such
factors as distance, means of transportation, cost, cultural acceptability and equality for
all sections of the population: and coverage as referring to specific interventions for
which target groups have been defined. For example, the coverage of immunization above can
be indigative for the coverage by maternal and child health services and the level of health
education or health consciousness of the people.

6.5.4 To evaluate primary health care, specific indicators should be devised as appropriate
for each of the eight elements of the Alwma-Ata Declaration on Primary Health Care, namely:
"education concerning prevailing health problems and rhe methods of preventing and controll-
ing them; promotion of food supply and proper nutrition; adequate supply of =zafe water and
basic sanitation; maternal and child healrh care, including family planning; immunization
against the major infectious digeases; prevention and contrel of local endemic diseases;
appropriate trearment of common digseases and injuries; and provision of essential drugs'".

6.5.5 The choice of indicators to be used and the corresponding information needed would
depend on the priorities accorded to these elements of primary health care in each country
and on the health strategies adopted. The information requirements would vary according te
the level of the health system at which the evaluation would take place, whether this was
local, regional or national. Thus, an example of an indicator at the national level might be
the proportion of the total population provided with safe water in their home or within a
short (defined) distance of it. Information required at the lecal level might rake into
account such factors as seasomal variation in water supply, cost to the consumer and

depree of purity, depending on local conditions. Further examples of the kind of
information required for in-depth studies of accessibility and coverage were provided to the
meeting and are contained in Annex II.

1
Daclaration of Alma-Ata, Article VI, item 3 in: Primary Health Care, "Report of
the International Conference on Primaty Health Care,’ Alma-Ata, 1978, WHO, Geneva, 1978, p.4.
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6,5.6 Indicaters for measuring the effect of certain strategies to achieve better access and
coverage of the population with health care might be in the form of ratios of various types
of health workers including commynity health workers assigned to a given number of peaple,
for exsmple one community health worker to 2000 people, ome deoctor to 25% 000 people. The
significance of changes in these ratios would require careful examinmation in the context of
national and local conditions.

6.5.7 On the question of feasibility of indicators in general, the meeting noted that most
developing countries do not at present compile or use such indicators. However, in most
cases useful data was available also in the periphery, which could be systematically
exploited. Other remedies could also be found along the following lines: estimates of
generzl magnitudes are required in most processes of decision-making, rather than a high
degree of precisien; further work should be done tov improve and rationalize methods of

data collection. Impnovative methods should be sought. More systematic use might be made of
information available at the local level, including the use of auxiliary health personmel and
key respondents in communities as & source of information.

6.5.8 it was noted that data coverage was more complete for populations supplied with health
services, especially conventional services, than for underserved populationg. Therefore, it
would be misleading, in the case of countries where significant proportions of the population
are unseérved or underserved, to use only indicators that derive their data from records

based on services.

6.3.9 Burdening of the peripheral staff with forms and reports should be avoided as much as
possible in commexion with indicators, as for other purposes.

7. CONCLUSTONS AND RECOMMENDATIONS

In crder to foster the applicariom of the evaluation process, the following conclusions
#nd recommendations are made:

7.1  In ovrder to make evaluation an integral part of the national health development process
on the one hand, and of the WHO Programme Development Process on the ather, a concise set of
guidelines should be made available by WHO separately for each of these two processes,
ingluding guiding principles for evaluation.

7.2 0On the basis of these guiding principles for evaluatiom, programmes should be induced
to prepare specific materials, including relevant indicators for the evaluation of these
individual programmes. WHO should foster and support in countries the application of these
methods to specific programmes (e.gz. Expanded Programme on Immunization, Primary Health
Care, ete.).

7.3 The Organization, while supporting countries in carrying out primary health care and its
evaluation, should prepare or collaborate in preparing guidelines and descriptions on the
basis of experience gaimed; it should also encourage joint national WHO-UNICEF Primary

Health Care study teams to undettake in-depth studies of health development efforts at the
gountry level.

7.4  The application of evaluation is mainly 4 nationmal task. Therefore, mechanisms such
as National Health Development Centres should be supported by WHO among other things in
order to initiate and strengthen evaluation activities in the context of national health
development.

7.5 In order to counteract the present shortage of skills and competence of national and
WHO staff in dealing with evaluatrien, all opportunities should be taken to foster training

in evaluation, particularly at country and regional levels. WHO should produce teaching and

learning materials, based on national experience. Training activities should be:
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(a} part of training activities im health management, which should be
included in the basic training of any health workersj

(b) part of certain special short-term introductory courses in the
application of evaluation and, particularly,

(¢) part of guidance given to "on—the—job" activities for evaluation;

{d) part of the function of National Health Development Centres and any
other suitable network of institutions, which may be used
intensively for training national and WHO staff in the application
of evaluation.

7.6 WHO Regional Offices should specifically allocate resources for the support of
evaluation of national health programmes. In addition, WHO collaborative programmes should
contain provisioms for evaluatiom, possibly begimming with one intensive effort in order to
generate the basis for subsequent ongoing evaluation.

7.7  WHO should support countries in setting up practical health information systems which
respect the principle that information should be kept at the level where it iz needed.

7.8 In the overall context of national health programme development and of formularing
strategies for health for all, Regional Offices should use any entry point for promoting the
application of evaluation. Headquarters should provide any necessary support to the
Regional (Offices in these efforts.

7.9  For measuring progress in attaining health for all, a practical,illustrative list of
indicators for measuring health status and for evaluating health services, including access
and coverage 1s required. The QOrganizationm should make all efforts through a crash programme
to provide this iliugtrative list for use and adaptatiom by countries.

7.10 Practical experiences and results of the use of indicators in evaluating specifie
programies should be shared between countries, in order to demonstrate the usefulness of
programmng evaluation. WHO should therefore:

{a) encourage the write-up of national personnel of evaluation experiences;
if necessary, provide support and guidance for such efforts; and
assist in obtaining access to national and internmational publications
to achieve wide dissemination:

(b) facilitate the publication of such descriptions in internatiomal
journals for wide distriburion. For example, the planned WHO journal
"World Health Forum' should be used for this purpose.
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INDICATORS OF HEALTH STATUS - TLLUSTRATIVE EXAMPLES
1. The following is an attempt to present a short list of indicators based on two

premises: (a) that the health conditions of most countries, developed and developing, can
be described in part by a few common indicators which could also be used for evaluating
national health status and for cross—national comparizon or global monitoring, and

(b) that a graded list of indicators could be useful from which a countxy could select those
that are appropriate to its socioeconomic status. Each country can, therefore, uge the
common list as well as a few indicators characteristic of its own situation. It need not
employ indiecators appropriate to other countries and other conditions., On the contrary, each
country would select indicators suitable to its particular developmental conditions and to
the means at its disposal for collecting amd analyzing the relevant data. It is stressed
that approximate values ave adequate if precise values camnot be readily obtained.

2. The indicators listed are intended for monitoring progress towards health for all at
the national level, and with particular emphasis on improved health for the hitherto under—
privileged and disadvantaged groups within countries. Additional indicators may be required
to monitor and evaluate programmes dealing with specific health problems in a country.

3. GRADED LIST: IKDICATORS OF HEALTH STATUS

These indicators are listed in an order that may correspond to ascended levels of socio-
economic status and the gradwmtionleads from endemic diseases, via infective/parasitic
diseases to non-infective diseasges,

3.1 Common 1ist
- Infant mortality ratel
- Life expectancy at birthl

- Crude death rate (if no data available for life expectancy).

1

Following a study of the United Nations Research Imstitute for Social Development, the
infant mortality rate and life expectancy at birth show a ¢lose correlation with sach other
and with indicators of economic development as illustrated in the table below:

@ Gross Domestic Energy, appareunt Infant mortality Life expectancy
Product per congumption per rate, 1970 at birth, 1970
capita, 1970 capita, 1970
{Us $» (kg. of coal equiv,)
77 13 1535 41
201 149 132 47
339 314 107 52
460 571 17 57
722 1151 58 62
1043 1979 41 &8
1524 3081 32 £69.6
2060 4179 25 70.6
2614 5295 21 71.4
3178 6415 16 72.2
3770 7503 13 73.0

(United Nations Research Institute for Social Development (UNRISD), Research Data Bank of
Development Indicators, unpublished figures). The table gilves natiomal levels of infant
mortality and life expectancy that have been found to correspond empirically to different
levels of the Gross Domestic Product (GDP) and energy consumption, around 1970,
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3.2

Selective list

Infant mortality caused by diarrhoea, neonatal tetanus

Disease-gpecific mortality from selected infective or
parasitic diseases of major public importance in the
country

Incidence and/or prevalence of diseases of major public
health importance in the country

Indicators of nutritional status, e.g. weight for height,
height for age, the upper—arm circumference of voung
children

Birth weight (a potentially useful indicator in some countries
or arveas where there ave still practical difficulties in
collecting data)

Death rate of children from 1 to 4 years of sge or in
Znd year of life { Reflacts combined effect of
infection and under=-nutrition)

Incidence of infectiens and pargsitic diseases associated
with environmental hygiene

Mortality from non-infectious diseases, such as cercbro-
vascular sccidents, acute myocardiasl infarction and cancers
Incidence and prevalence of non~infectieous diseases, such as

hypertension, cancers and mental disorders
Road accident rates

Rates of other types of accidents, such as burns,
and of violence

Rates of suicide and crime
Disease due to drug abuse, alcohol consumption and smoking.
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PRIMARY HEALTH CARE:

"ACCESSIBILITY AND COVERAGE"

— Illustrative Questions for
Evaluation

Excerpt from: Susan Cole-King,

Approaches to the Evaluation of
Maternal and Child Health Care
in the Context of Primary Health Care

WHO Document HSM/79.2 (Appendix 9,
pages 65, 66 aud 67)
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Mr W. SCOTT

UN Research Institute for Sccial Development
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Ministry of Public Healrh
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Bangkok, Thailand
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