Change in Indicators over Time
Activity: Indicators Module

Instructions:
Read the following text. A discussion will follow to examine how indicators in this example changed over time, and what that meant for measuring program progress.

Source:

WHO. 1999. The Evolution of Diarrhoeal and Acute Respiratory Disease Control at WHO: Achievements 1980–1995 in Research, Development, and Implementation (WHO/CHS/CAH/99.12), pgs. 60-66.
Acronyms:

ARI – Acute Respiratory Infection

CDD – Control of Diahrroeal Diseases

CDR - WHO Division of Diarrhoeal and Acute Respiratory Disease Control

MICS – Multiple Indicator Cluster Survey
ORS – Oral Rehydration Salts

ORT – Oral Rehydration Therapy

UNICEF – United Nations Children’s Fund

WHO – World Health Organization
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Management guidelines for national programmes
include lsts of recommended indicators for coun-
tries and methods for establishing and measuring
targets. The global CDD, AR and GDR Programmes
also used indicators and targets to measure global
achievements




[image: image2.png]© An “indicator” is defined as a number, pro-
portion, or rate that suggests or indicates the
extent of some programme achievement or
the level of some condition in the population,

© Atarget” is defined asa level of achievement
of an indicator to be reached by a specified
time,

Inrecent years, indicators and targets have been
dividedby level, with ‘activity” indicators (c.g,, pro-
portion of staff trained) leading to “programme”
indicators (e.g., propartion of cases correctly
‘managed), and then to *health” indicators (..,
reduction in mortality).

The CDD Programme achieved and surpassed
‘many ofthe global targets set in 1930 more quickly
than originally anticipated. By 1924, the number
of countries with operational CDD programmes
had reached 75, although the original target for
1983 was only 35 countries. And by the same year,
1990 targets for management training and ORS
production had already been achieved and were
revised upward. Global aceess to ORS increased
from 21 1o 63 percent between 1953 and 1989, and
ORS use fram 4 to 32 percent in the same period.
By 1993, more than 60 developing countries were
producing ORS of a satisfactory quality. By 1995,
access to ORS reached 80 percent and it

1980-1990

€D indicators and target
Early targets and definitions

The first indicator used by the global Programme
wwas the number of countries with “well formulated
plans.” This was defined as a plan with well-
defined objectives, strategies, targets, activities, a
budget and a plan for evaluation.” The number of
countries achieving this increased from 8 in 1980,
to 24 in 1981, t0 55 n 1982, to 72 in 1963

At this stage, a country was defined as having
an “operational CDD programme” when it had a
CDD unit or manager at the national level, imple-
‘mentation of some of the activities in the plan, a
monitoring system, and ORS available at some
health facilities. The number of countries meet-
ing these criteria increased from 37 in 1952 t0 75
in 1984

The first set of global targets established in
1980-1851, o be achieved by 1990, related to coun-
1y programme planning, training and evaluation
(see Tble 19)

Initially, the global Programme focused on
‘managerial training. Case management training
was limited o national programme managers,
hence the modest target of training only 520 staff
in case management during the decade 19811990

was estimated that increased fluids and
continued feeding were given in 34 Table 19 M Targets and achievements of the
e s o | B8 Tt nd oo
resents significant advances since the
beginning of the decade. And oral rehy- Targts 98 1%
dration therapy is novw the accepted stand- p—
ard practice in the management of imber of courries vith aperatond CDD
diarrhoea by health staff at all evels. Drogrammes E)

In 1985, the CDD Programme started Nomber o subvegions nd national ORS
10 estimate impact based on assumptions producton certres 15 u
about the proportion of diarrhoeal deaths Taiing
caused by dehydration and the effect of Total WHO sponsored courses/number of
OKT use on mortlity. 1t was estimated S ssement o
thatthe se oFORT mughe have prevented | ® S0Vl mansgement progare
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1995, 50 of the original 58 target countries Nomber of counry programme evalutions 20 175
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ment in health facilites, most o the swork Dirthoea desths verted (stimaton based
o achiove mpact remains to be done on ORT use rates) nct measured 1 millan






[image: image3.png]Piguwre 14
Targets and achievements
Achiovements 1983-1984
Aecoss o 05 (1083
1%
RS uss (1083
)

|

Operstions CDD programinas 16841
51

Counres poducing CRS (1984)
1)

Traiing - managament 1984
(289]

H

Suneys (1984
[

Progranme ovaatios 1984
[t

be prevented through the
use of luids other than ORS
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modify its definitions of

Torgetsfor 1989 access and uss
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ORS who is trained in its
38k usa of CRT use, actually an indicator
of access to correct case
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‘management.
© “ORT use” was redefined
as “treatment with ORS or
sugar/salt solution.”
In1984, global OFS access
swas estimated to be 33 per-
cont and OKT use 12 percent.
Thus, the 1969 targets for
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mongal g these indicators were in-

creased, from 50 percent to
[ 80 percent and from 35 per-

cent to 50 percent, respec-
tively. Access to ORS had

Access to and use of oral rehydration therapy
referred only to ORS:

® “Access” was defined as “reasonable geo-
graphical access (considering both distance
and time) to a supply of ORS," and no stand-
ardized method for measuring access was
used beyond reporting estimates provided by
countries.

@ “Use was defined as “the proportion of diar-
thoea episodes in children under five years
of age actually treated with ORS,” measured
through household surveys (as described
above).

Revised targets and definitions
By 1954, targets related to numbers of operational
programmes, management training and ORS
production had been met or surpassed, and new
targets were established (see Figure 14).

By 1955, the number of countries with well for-
‘mulated plans increased to 104, and 80 of these
programmes swere considered to be aperational.
Factors that prevented the shift from planning to
implementation included inadequate political com-
mitment, lack of financial resources, failure to
designate a national programme manager, over-
emphasis on cholera control, and poor coordina-
tion between and within ministries.

The growing recognition that dehydration could

increased to 59 percent by
1986 and the definition of ORT was expanded to
include “recommended home fluids” ather than
sugar-salt solution. ORT use rates had increased
t0239% by 1986 and to 38% by 1991, itis estimated
that this may have resulted in 1.1 million diarrhoea
deaths being averted that year.

Gountry programme indicators
In 1957, the Programme Management training
course was revised. One important aspect was
inclusion of a set of recommended country
programme indicators. The 13 indicators selected

© Training coverage rates: (i) Proportion of cur-
rent health staff with supervisory responsibil
ties who have been trained in supervisory skill
(ii) Proportion of current health staff with re-
sponsibility for treating diarrhoea cases who
have been trained in diarrhoea case manage-
‘ment, where training includes actual practice.

© ORS access rate: Proportion of the population
less than 5 years old with reasonable access to a
provider of ORS who has been trained and re-
ceives adequate supplics.

© ORS use rate: Proportion of all cases of
diarrhoea in children less than 5 years old
treated with ORS.

© ORT use

ate: Proportion of all cases of





[image: image4.png]diarthoea in children less than 5 years old
treated with ORS and/ or a recommended home.
fluid.

Increased fluid intake rate: Proportion of
cases of diarthoea in children less than 5 years
old to whom an increased amount of fluid (ORS
or recommended home fluid) has been admin-
istered.

Continued feeding rate: Proportion of cases
of diarrhoea in children less than 5 years old
given normal or increased amounts of food dur-
ing diarrhoea,

Houscholds with correct knowledge of wh
(o seck treatment outside the home: Propor-
tion of caretakers who knew when to seek
treatment outside the home for a child with
diarthoea (according to the national recommen-
dation)

Households able © prepare ORS correcly:
Proportion of caretakers who could demonstrate.
the correct method of preparing OFS.

olds able o prepare the
ded home fluid

compensatory feeding, OKT and when to seek
further treatment.

® Dysentery cases given appropriate anil
otics: Proportion of dysentery cases among
children less than 5 years old treated at
health facilities who were given appropriate an-

tibiotics.

1989 targets relating to the number of opera-
tional programmes, programme reviesws, and coun-
tries producing ORS were exceeded. However,
achievements related to the proportion of staff
trained in supervision and case management, and
those related to ORS access and ORT use fell
significantly short. Gase management training was
reported to be up to 11 percent in 1989, ORS
access rates increased only slightly, from 55 to 63
percent between 1885 and 1989, while OKT use
increased from 23 to 32 percent during 19661985,

By 1985, there was growing recognition that it
was important to measure more than ORT use. For
example, “correct use of OKT” should be empha-
sized, including correct preparation of the fluid and
giving increased fluid plus continued feeding, not

ectly: Proportion of
caretakers who could

Table 20 @ Programme status and targets.
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[image: image5.png]just use of an appropriate fluid. Although the Pro-
gramme continued to report on OKT use after 1989,
greater emphasis was placed on the proportion of
childhood diarthoea cases receiving both increased
fluid and continued feeding (originally called the
“case management rate”). A case management
farget rate of 50 percent was set for 1995; the rate
reported in 1890 was 19 percent.

DD
‘The World Summit for Children in 1990 included
among its targets for the year 2000 the reduction
of childhood diarrhoea mortality by 50 percent and
of diarrhoea incidence by 25 percent. CDR and
UNICEF subsequently met to plan the strategy to
achieve these targets, and to agree on key indica-
tors and sub-targets (see Table 20). Standardized

ators

nd targets: 1991-1995

Table 21 m Key indicators and targets for CDD programmes in the 19905

Indicator Numerator Denominator 1995 2000 Method of svaluation
targettarget

Access Communities where one or mare  Commnities 8% 100%  WHO household survey
to ORS. sites has ORS in stock at fime of  assessed

evaliation, and reports that

sufiien stock has been avalable

allor most o th fime n the past

three morths to meet the needs.

of the popultion
Caretaker  Mothers or ofher caretabersof  Mothersorcther  80%  100%  WHO houschold sunvey;
Knowledge  chidren with diarthoea who know  caretakers of UNICEF MICS survey.

the three rues of home case chidren vith

manogement to give increased  diarhoea

amourts of fluid;fo continue.

feeding; and o seek treatment

outside the home for achid with

diarthoea when appropriats)
ORT fincreased Dirthoea cases in chidren less  Diarhoea cases in 8% 90%»  WHO houschold survey;
fdintake)  than 5 years who receive ncreased  in chidren les. UNICEF MICS survey
plus confined amounts of fuid and confinued  than 5 years
feeding. feeding
ORSand/or Diathoea cases nchidhen less  Diarhozacases  80%  90%  WHO houschold sunvy;
RHF use (pre- than 5 years who received ORS i chidren ess UNICEF MICS survey
191 defition and/or recommended home flids  than 5 years
of ORT)
Case. Facilty health workers wth respons-  Faciy health 406 0% Routine reports; WHO
management bty for treating dianhoea cases  workers vith ealth faciy survey.
traiing, who have been trained in standard  responsibity for
coverage  diarhoea case management treating diarthosa

(trining must nclude practce)  cases.
Supervisory  Health staff with supervisory Heathstaffwith 40K 60% Routine reports; WHO
kil raining  responsibltes who have besn  supervisory eaith faciy survey
coverage  trained i supervsory sklk) responsibiiies
Cometcase Dirthoea cases inchidrenless  Diarhoza casesin  No No WHO healthfacifty survey.
management  than 5 years seen at health chidren less than targets targets.
athealth  faciltes who receive standard Syearsseenin  set set
facities  case management. Standrd case  heatth faciiies

management ncludes correct
assessment and advice to the
caretakers for children who are not
dehydrated, and correct assess-
ment and treatment for chikdren
who are dehydrated

~Original 1001 tagat or s indiator were S0 for 1095 and 80 fo 2000,






[image: image6.png]definitions of indicators were further refined in
1994 (see Table 21)

CGoncerns about targets and indicators
Access to case management was never measured
and was replaced in 1992 by a different composite
indicator, “cases correctly managed in health
facilities.” Initial results were felt to present an un-
realistically negative picture of health worker and
facility performance. The indicator was revised
again in 1993 to.a new ‘proxy” indicator “cases cor-
rectly rehydrated at health facilities'. The results
from 23 surveys carried out during 1990-1993
showed an increase from 9 percent to 20 percent
in this period. But this indicator was quite com-
plex, requiring a high volume of ORS to have been
administered, and it was felt to be an overly con-
servative proxy for estimating case management

By the end of 1992, ORS access had increased
to 73 percent and mother's knowledge of the three.
rules of home case management had increased to
32 percent. The figure for cases receiving increased
fluid and continued fecding, however, declined to
19 percent, based on a revised analysis of survey
data

As survey instruments were revised and became
more comples, they were used less and criteria
for measuring indicators changed. For these rea-
sons, it was difficult to compare global rates
between one period

question whether the targets set in 1991 for the
year 2000 were stll useful for programme plan-
ning and as a source of motivation for health staff,
since it was clear that several targets would not be
achieved.

Another concern, expressed in the 1994 Interim
Programme report, was whether the number of
surveys being carried out was too small to allow
global estimates to be made. Nonetheless, ORS
access was estimated to be approaching, if not ex-
ceeding, the 1985 target of 80 percent. A median
rate for eight household surveys showed a “care-
taker knowledge” rate of 12 percent, far below the
target of 80 percent, because of inadequate knorw-
ledge of when to seck care outside the home. The
‘median of these same surveys for increased fluids
and continued feeding was 43 percent.

In 1994, UNICEF developed the “Multiple Indi-
cator Cluster Survey” (MICS), a much less com-
plex instrument than the revised CDR survey, o
‘measure progress towazd mid-decade targets actoss
a variety of programmes. By the end of 1995, 62
such surveys were carried out. The increased fluid
and feeding rate, based on measurement in 44 of
the surveys, was estimated as 34 percent, signifi-
cantly short of the 1995 50 percent target origi-
nally established and the revised target of 80
percent. This rate is similar to the 36 percent
‘median of 12 household surveys reported by CDR

and another. In 1993,
for example, while
there continued to be
areported increase in

Table 22 m CDR/UNICEF key programme indicators: targets and
levels of achievement (%)

ORS access, from 73 ndicator 1095 2000 1900 1991 los 1993 1994 1985
percent to 75 percent, target_target

and increased fluid Rocess 1 ORS 0 10 |62 e 73 75 8 80
and continued feeding ORT (increased fluid) and 80" 90° | 19 21"t 19 34 43 34
increased from 19 per- contiued feeding i) micst
cent to 34 percent,

mother's knowledge Careakerloovkedgeofhe 80 100 | — 2 32 1 18 &
of the three rules was thre s of pome case

now estimated to be ik

only 11 percent. This feroto et 0 95 |~ — - - - =
“ras because of ve {hrough heath s

e e e (estblched 1991, ot

‘when children should messured)

be taken to a health Cucorectymamged 80 80 | —  —  — —  —  —
Duilty, and the rae of (establihed 1692, resus

32 percent reported ot reported)

for 1992 was consid- Cases comectly rehydrated none  none | — - 9 20 20 20
ered to have been a (proyfr cases carrectly

Significant overestl. mansged)estabiahed 1992)

mate, h
In 1992, the Pro- + 21k
gramme began to

Oriial trgos were 50 or 1005 and 8% o 2000
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[image: image7.png]in the 1994-1995 Programme Report. By the end
of 1895, it was also reported that the median rate
for caretaker knowledge of the three rules was 24
percent, and the median rate for 13 health facility
surveys showed that 20 percent of diarthoea cases
swere correctly rehydrated.

The Programme came close to reaching the 40
percent target for case management training, but
asalready noted, information on the quality of this
training was not generally available. Because of
the turnover in personnel, fewer than 40 percent
of staff currently treating cases can be considered
as having been trained.

A summary of achievement of key targets and
indicators is provided in Table 22.

Use of indicators and targets by national

CDD programmes

A number of individual countries have found
indicators and their measurement to be useful, as
illustrated by the following examples of two house-

hold surveys conducted in 1992 and 1994 in Egypt,
and of health facility surveys conducted in Brazil,
Jordan and Malawi in 1993, In these examples,
‘measurement of the specific elements included in
indicatars was found to be more useful than meas-
urement of the overall composite indicators them-
selves.

ARI
The ARI Programme took a similar approach to
GDD in the selection and use of indicators and
targets, both globally and in individual countries.

Concentrating on the 6 countries with an in-
fant mortality rate greater than 40 per 1000, the
Programme initially measured the numberof coun-
tries with well-formulated plans and swith opera-
tional programmes. An operational programme
was defined as one where:

ndicators and targets: 1987-1995

© A programme manager, full- or part-time, is
responsible at the national level for the ARI
programme;
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