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1. OVERVIEW

Recent international and national efforts to scale-up the response to the world’s three leading infectious diseases are unprecedented. Billions of dollars are being invested and expectation of short-term results is high. Multiple initiatives are taking place simultaneously within countries, including efforts to achieve the Millennium Development Goals, the Global Fund for AIDS, TB and Malaria, large bilateral initiatives, and the World Bank MAP.

The rapid scale-up of programmes has a number of implications for the type of monitoring and evaluation data that need to be collected and assessed. For all three diseases, there will be increased emphasis on coverage and quality of services. There is also the potential problem of multiplying the number of indicators required by more comprehensive programmes that involve more diverse interventions. Ultimately, there will be a need for more detailed information on specific indicators as programme implementation evolves. For example, the assessment of programmes that seek to decrease the transmission of HIV to infants is likely to require information ranging from the number of women seeking antenatal care to the number who receive counselling and testing, to the number of women and infants who actually receive antiretroviral prophylaxis. As resources increase, there is the possibility of more discrepancies arising between donor, national, and subnational data needs. Financial tracking will need to be increasingly linked to programme monitoring in order to assess the costs of service delivery and the pertinence of resource allocation. At the macro level, there will be an increased need for the standardization of measurements to allow both internal country and cross-country comparisons, along with increased demands to measure impact. The quality of services provided will become increasingly important. Finally, because of the urgent need to expand programmes, it will be necessary to develop means to monitor absorptive capacity over time, including the measurement of staffing levels, status of physical infrastructure and the presence of critical systems such as those for drug procurement and distribution.

It is becoming increasingly clear that the associated information needs will be substantial and urgent, and that effective and cohesive health information systems (HIS) will be needed more than ever before. Such systems can provide much of the data outlined above and can offer opportunities to coordinate and combine data collection across the three diseases. In HIV/AIDS, tuberculosis and, increasingly, malaria there is international agreement on the need to standardize a core set of information areas to monitor the epidemics and the responses to them. Although much progress has been made to harmonize a common set of indicators for programme use, further work is needed to finalize indicators for key new interventions, such as the long-term impact of antiretroviral treatment for people with HIV-related disease. More importantly, considerable investment and technical assistance is urgently needed to operationalize the monitoring of programmes in countries, for example through capacity building, integration with other health information components, and increasing the use of information to refine and improve programme performance. These investments will help monitoring efforts, but much more information and coordination is needed to address the evaluation question – what difference is the scale-up making and to what extent can progress be attributed to programme implementation?

International information needs do not necessarily coincide with national and subnational information needs. Further thought needs to be given on how to coordinate the different levels of health information needs for the three diseases, and how to maximize data utilization at all levels.

A critical review of current indicators, what they measure, and how to measure them is necessary. The validity and reliability of self-evident indicators such as cause-specific mortality, prevalence, and self-reported sexual behaviours are difficult to prove and establish. New methods of data collection need to be explored and implemented. For example, a district survey would be a simple tool to assess the coverage of new or expanding programmes. Given the importance of ensuring standards of care for the management of the three diseases (particularly with regard to drug resistance) it is vital to ensure good monitoring at the level of individual patients and facilities, and the need for good record-keeping to inform overall decision-making at individual and programme levels.

This issue paper has six objectives – dealt with as shown in the following sections:

· Outline a proposed assessment framework (section 2). 

· Review the current status of the monitoring and evaluation (M&E) systems related to HIV/AIDS, tuberculosis and malaria in relation to the scaling-up of programmes directed towards these diseases, including the gaps and shortfalls in current systems, and the constituents, initiatives and models of collaborative efforts in each field (section 3).

· Assess the needs for health information in the context of scaling-up with large increases in funding (section 3).

· Discuss the possibilities for harmonization of the three M&E systems (section 4).

· Address the question of health-system and contextual bottlenecks to disease-control programme achievements, and conversely the capacity for those programmes to strengthen health systems functioning by removing these constraints (section 5).

· Formulate summary points in support of discussions leading to recommendations on ways to make global monitoring and evaluation efforts for the three diseases most efficient and effective (section 6).

2. A PROPOSED ASSESSMENT FRAMEWORK FOR M&E SYSTEMS

Identifying what is needed for scaling-up the monitoring and evaluation (M&E) capacities of programmes to combat HIV/AIDS, tuberculosis and malaria can be a complex exercise. As part of this it is essential to determine whether or not information can be generated that can answer two fundamental questions:

· Were enough resources available for the programme to achieve its expected coverage targets?

· Did the programme have any impact?

In order to conduct a needs assessment of M&E systems that is comparable across all three disease areas, a common assessment framework is necessary. Proposed below is one such framework that incorporates elements of data strengths and weaknesses with elements of data use and its suitability for the M&E of disease control programmes. The framework has been developed in light of three main principles:

· Numeric data follow a sequential time-line from identifying the most important information for programme managers and stakeholders, to its measurement and collection, and finally its analysis, presentation, dissemination, use, re-use and archiving – the strengths and weaknesses of the data can then be identified at each step of this sequential production chain.

· The categories of information needed to monitor different disease control programmes are similar and reflect the natural history of the disease from primary prevention to case management – the monitoring question for disease control programmes is whether the necessary inputs were made available for making a change in prevention and care coverage (programme outputs).

· The categories of information needed to evaluate the performance of different disease control programmes are also similar and limited to an assessment of their impact on disease transmission and related survival.

TABLE 1 combines five performance questions relating to numeric information strengths and weaknesses with four information categories – two for monitoring outputs and two for impact assessment. The table can be used as a Monitoring and Evaluation Assessment Framework for HIV/AIDS, Tuberculosis and Malaria.

Each horizontal line corresponds to one of the five performance questions on information strengths and weaknesses as follows:

· The first question to be asked relates to the availability of a measurement instrument able to generate valid and reliable data. Instruments include “a survey question” or “a clinical test” or “a reliable set of observable signs or symptoms” – each one being more or less specific and sensitive.

· The second question is whether this instrument is part of – or incorporated into – a data-collection “platform”. A platform can consist of a data-collection mode such as a population-based survey (for example, MICS, DHS, WHS, census or national); a facility-based survey; a notification system; a surveillance system; or any other collection mode, and all will include a database system.

· The third question relates to the existence of estimation methods and data-modelling techniques to fill information gaps and to adjust for known biases.

· The fourth question is intended to assess the M&E infrastructure overall, particularly with regard to whether or not there is consensus on measurement, data-collection and estimation methods, and effective coordination of monitoring and evaluation activities.

· The fifth question relates to M&E operational practice at country level, particularly in relation to the current M&E capacity and the needs for its scaling-up.

The first three questions are essentially technical and require broad consensus among those that are more centrally involved in the data-production chain and in the use of information. The last two are more programme-centred.

Each vertical column corresponds to one of the four information categories outlined above. A more detailed version of the table (ANNEX I) breaks down each column into “status” and “gaps” for the corresponding category. An additional line at the foot of TABLE 1 corresponds to the priority needs identified for each information category.

TABLE 1: Monitoring and evaluation assessment framework for disease control programmes

	Disease
	Coverage
	Impact



	
	Prevention
	Treatment and care
	Transmission
	Health and survival



	Measurement instrument


	
	
	
	

	Data-collection platform and database


	
	
	
	

	Analysis and adjustment procedures to fill data gaps


	
	
	
	

	Coordination and infrastructure
	
	
	
	

	Operational issues


	
	
	
	

	Priorities


	
	
	
	


In order to keep the framework simple, the initial focus is upon assessing monitoring (rather than evaluation) capacity. For example, the link between programme performance and health-system or context-related determinants is not considered in the table. Neither is the question on whether a programme had any impact on health system development – an issue addressed in section 5.

3. CURRENT STATUS AND NEEDS OF M&E SYSTEMS FOR HIV/AIDS, TUBERCULOSIS AND MALARIA CONTROL PROGRAMMES

Applying the framework above reveals that many M&E issues are common to HIV/AIDS, tuberculosis and malaria, and findings in each of the five performance question areas are presented below in the order they appear in TABLE 1. As stated above, the first three performance questions cover M&E practice while the final two focus upon M&E infrastructure. More specific information on M&E practices and infrastructure for each of the three disease-control programmes is provided in ANNEXES IIA and IIB respectively.

3.1: Assessment of measurement instruments

Ultimately, the ability to say whether or not HIV/AIDS, tuberculosis and malaria (H/T/M) programmes are making a difference in terms of health improvement depends upon how well health outcomes can be measured and on how efficacious the interventions are. Validity is hard to establish for impact measures, in particular for disease-specific incidence and prevalence, and for cause-specific mortality. Regarding morbidity, clinical case definition performances are either suboptimal (tuberculosis, fourth stage AIDS) or poor (malaria) in terms of both sensitivity and specificity.

Biological tests are available but have limitations
Good biological tests are available for HIV/AIDS and malaria but not for tuberculosis.

· A simple and low-cost antibody test can be used to estimate the prevalence of HIV infection – tests for HIV incidence are still under development, but appear to work well for some subtypes. CD4 cell counts are a good indicator of progression of infection to disease, but at present are too expensive for widespread use in low-income countries.

· Diagnosing malaria relies upon microscopic examination of blood smears. Although serum tests have become available in recent years for diagnosing severe parasitaemia, this does not equate directly with disease.

· There is no serological test for tuberculosis, and disease diagnosis relies primarily on sputum testing (or biopsy for extrapulmonary TB). However, sputum-negative tuberculosis is increasingly being reported by countries affected by the HIV/AIDS pandemic. Infection can be diagnosed by screening with tuberculin testing, but this is complicated by the presence of non-mycobacterium TB infection, the use of BCG, and immune deficiencies related to HIV.

For mortality data, the situation is challenging. Validation studies of verbal autopsies in children have shown low accuracy of the algorithm for malaria (1). The results for HIV/AIDS and tuberculosis are unlikely to be better. Among adults, validation of verbal autopsy studies has shown moderately high sensitivity and specificity when using algorithms (2) for the diagnoses of AIDS (3) and tuberculosis (4).

In terms of prevention, tuberculosis has no measures (except treatment), while for malaria data on the use of insecticide-treated nets (ITNs) can be determined in surveys. In the case of HIV/AIDS, there are a large number of prevention indicators relating to the measurement of reductions in risk behaviours, or the coverage of specific interventions (5). Self-reported data on higher risk behaviours (defined in survey questionnaires as premarital or extramarital sex, injecting drug use, homosexuality, or any reported cases of unprotected sexual intercourse) tend to be biased and the measurement of trends has multiple limitations. Measurement of coverage of interventions, such as the use of HIV testing and counselling facilities, is likely to be more accurate (6). Tuberculosis programmes use clinic-based monitoring and reporting systems to assess the success of treatment and generally achieve good reporting levels (7). There is little experience of ARV-treatment programmes, which have no defined cure “end point”. The recently launched “3 by 5” initiative to reach 3 million people in need of ART by the year 2005 incorporates innovative M&E practices by proposing 10 core and 3 additional indicators for HIV/AIDS treatment programmes (8). In the case of malaria, treatment-outcome data can be generated from reported routine health information but this has not been successful. The assessment of treatment practices in the population is difficult because of the lack of good screening questions such as “fever in the last two weeks” for malaria.

3.2: Assessment of data-collection platforms

Of all the different sources of health indicators (9), four are commonly used for disease-programme monitoring, namely:

· surveillance;

· population-based surveys;

· vital registration; and

· case notification by facilities.

Some data-collection modes are more specific to some diseases than others depending upon the complexity of the measurement instrument (complex questions, invasive clinical tests, series of anthropometric measures). Tuberculosis clinical data and HIV sentinel surveillance data are generally reported annually. HIV/AIDS and malaria data on risk behaviours and coverage of interventions rely in large part on population-based surveys and are more infrequent.

The challenge here is to take advantage of a well-administered data-collection modes such as MICS or DHS to get information on the maximum possible number of monitoring indicators for the three diseases together. This would reduce the burden and the cost of monitoring programme outputs, outcomes and impact at country level.

A complete inventory of all data-collection modes available in a country should be made in order to better define a data-collection strategy for monitoring multiple disease programmes. For HIV/AIDS, tuberculosis and malaria, cross-referencing between different surveys and notification systems are possible, and should be explored before concluding that no data are available for a particular area of interest.

FIGURE 1 shows the relative importance of the various data-collection modes used across the three disease-monitoring programmes. For example, service reporting is the most important source of information for tuberculosis control programmes, as are household surveys or surveillance for HIV/AIDS. Both disease programmes can build on each other’s data-collection strengths to improve their respective strategic information requirements. In the future, HIV/AIDS monitoring will gradually incorporate service reporting as a major source of data, while tuberculosis programmes will gradually complete data sets by using population-based surveys.
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3.3: Assessment of procedures to fill data gaps

In many cases, though, data sets will be incomplete. Generating valid and reliable measures for fatal and non-fatal events is complex and requires that estimation procedures are developed in order to obtain figures wherever the health information system is deficient.

Recent developments have permitted the use of modelling to obtain country estimates of HIV/AIDS prevalence (10, 11) and incidence of tuberculosis (12). At present, country-specific estimates are revised every 2–3 years by WHO (and by UNAIDS for HIV/AIDS) which presents the results to countries in a consultation process – obtaining feedback and approval for the estimates. Statistical models for cause-specific mortality are in most cases established from morbidity measures and estimated case-fatality rates, weighted by different conditions.

Progress has also been made in the understanding of effective coverage of personal and non-personal interventions (13). Statistical models that incorporate the multiple dimensions of coverage listed above have been developed and used to estimate access to treatment and care where direct measurement instruments are difficult to develop. These models for assessing coverage can also be used to estimate averted infections or averted morbidity.

3.4: Assessment of coordination mechanisms and M&E infrastructures

For all three diseases, technical partnerships in the area of health information have been established between agencies and institutions. The focus is on the selection of indicators and accompanying tools for programme monitoring. A reasonable degree of uniformity has been reached in the approaches used to generate data on the three diseases, thereby making information more comparable and more consistent for the tracking of in-country trends and for cross-country comparison. TABLE 2 summarizes the core M&E materials developed for control programmes in each of the three areas.

TABLE 2: Core material and references for M&E of HIV/AIDS, tuberculosis and malaria programmes
	
	M&E Reference



	
	Prevention
	Treatment
	Transmission
	Health & survival



	HIV/AIDS
	UNAIDS. Monitoring and Evaluation Modules. UNAIDS/03.28E, 2003



	
	United Nations General Assembly. Special Session on HIV/AIDS (UNGASS). Monitoring the declaration of commitments on HIV/AIDS. Guidelines on construction of core indicators. UNGA, New York, 2001.



	
	
	Working Document on M&E of National ART Programmes in the Rapid Scale-up to 3 by 5


	
	

	Tuberculosis
	N/A
	WHO Global TB Report
	“JAMA Paper” and AIM publication



	
	
	Core indicator document in preparation



	Malaria
	Roll Back Malaria. Framework for Monitoring Progress and Evaluating Outcomes and Impact. WHO/CDS/RBM/2000.25



	
	Guidelines Manual of Core Malaria Indicators (in preparation)



	
	Monitoring and Evaluation Tool Development. Stand-alone malaria survey (in preparation)


	MARA project methods (population at risk)
	MERG WG Paper on Mortality

	
	MERG WG Paper on ITN


	
	
	MERG WG Paper on Anaemia

	
	
	
	
	


UNAIDS provides the primary platform for coordination in the HIV/AIDS field while the World Bank has been selected as the primary agency for assisting countries in building their capacity to perform credible monitoring and evaluation. The main coordinating bodies are the UNAIDS reference groups for epidemiology (Estimates and Projections Working Group); monitoring and evaluation (MERG); and economics (URGE). Although the HIV/AIDS field is highly complex due to the diversity of regional and country epidemics, the large set of interventions, the multisectoral nature of the response, and the number of stakeholders, the development of the UNAIDS guide for monitoring and evaluation of national AIDS programmes has set a clear example. These guidelines were developed as a multi-agency effort with UNAIDS and USAID taking the lead. The current focus has now evolved beyond standardizing indicators to focusing upon capacity-building at the country level.

“Stop TB” is the coordinating partnership for tuberculosis, with technical working groups providing the main mechanism for the coordination of monitoring and evaluation. There is already general agreement on the indicators derived from clinical records, but guidance on more general programme monitoring is still being developed.

The “Roll Back Malaria” (RBM) partnership has also established a M&E Reference Group which currently focuses on evaluating and expanding the list of core indicators selected to monitor progress towards the RBM goals.

3.5: Assessment of operational and implementation mechanisms

There is a considerable time lag between the dissemination of consensus guidelines on monitoring and evaluation at the global level and actual use at the country level. Capacity-building in measurement standards and data-collection strategies for HIV/AIDS, tuberculosis and malaria are often not a priority for disease-control programmes. This situation will improve due to the international pressure for programme managers to provide more systematic accountability on results. The challenge is to take advantage of the scaling-up of the global response to the three diseases and to invest more in the development of national health information systems.

3.6: Summary of needs

TABLE 3 provides a summary of the needs common to the three disease M&E systems. TABLES 4, 5, and 6 go on to summarize the main issues as they relate to HIV/AIDS, tuberculosis and malaria respectively. To provide an immediate visual representation of current needs, black-filled boxes are used to indicate areas where progress is needed to improve the M&E system, while white boxes represent areas where the M&E system is performing well.

TABLE 3: Overall assessment of the M&E systems for HIV/AIDS, tuberculosis and malaria

	Overall assessment
	Coverage
	Impact



	
	Prevention
	Treatment & care
	Transmission
	Survival



	Measurement instruments and metadata for indicators
	R&D in progress for self-reported behaviours
	R&D in progress to formulate specific survey questions; or to verify the validity of reported access
	R&D strongly needed
	R&D needed  to measure morbidity, mortality and  quality of life

	Data-collection modes and databases
	Need to merge survey efforts at country level; need to assess all possible sources
	Need to integrate questions into existing surveys; GIS data; Need to merge survey efforts at country level; need to assess all possible sources
	Need to develop PB surveys (including invasive and non-invasive tests); need to assess all possible sources
	Need to improve vital registration systems; need to assess all possible sources

	Estimation procedures and statistical modelling
	R&D needed to estimate access and utilization of services
	Progress made but R&D still needed for modelling coverage and access
	Progress made but R&D still needed
	Progress made but R&D still needed

	Coordination
	Established at global level and continues to improve. At country level, significant weaknesses continue

	Operational Issues and implementation 
	Currently, M&E systems remain vertical. Staffing patterns and available resources need to be monitored


TABLE 4: Assessment of the M&E systems for HIV/AIDS
	 HIV/AIDS
	Coverage
	Impact



	
	Prevention:

Status/gaps
	Treatment and care: 

status/gaps
	Transmission:

status/gaps
	Health and survival:

status/gaps



	Measurement instrument


	Self-reported behaviour
	Access to drugs, home care indicators
	Good test, good proxy for incidence
	Lab tests available but not affordable 

	Data-collection platform and database


	MICS, DHS, BSS
	MICS, DHS, some facility-based surveys
	ANC Sentinels, some HH surveys
	Clinical assessment, Vital events registration 

	Analysis and adjustment procedures to fill data gaps


	Some use of key informant interviews
	Modelling to estimate persons eligible for  treatment
	Estimate national prevalence ranges and demographic impact
	Improve modelling of life tables to  obtain mortality estimates

	Coordination


	UNAIDS 

	Operational issue


	Multiplicity of actors and coordination mechanisms at country level


TABLE 5: Assessment of the M&E systems for tuberculosis
	TB
	Coverage
	Impact



	
	Prevention:

Status/gaps
	Treatment and care: 

status/gaps
	Transmission:

status/gaps
	Health and survival:

status/gaps



	Measurement instrument


	N/A
	Well-defined outcomes
	No specific, sensitive test;
	No specific, sensitive test; VA unspecific

	Data-collection platform and database


	N/A
	Notification
	 None
	Emerging surveys; 

VRS (?)

	Analysis and adjustment procedures to fill data gaps


	N/A
	Not developed


	Estimated incidence
	Estimated prevalence; estimated deaths

	Coordination


	Stop TB Partnership

	Operational issue


	National TB Programme or any MoH authority as entry point


TABLE 6: Assessment of the M&E systems for malaria
	Malaria
	Coverage
	Impact



	
	Prevention:

Status/gaps
	Treatment and care: 

status/gaps
	Transmission

status/gaps
	Health and survival:

status/gaps



	Measurement instrument


	Valid questions
	Valid questions
	No specific test (parasite prev.)
	anaemia prev.
	No spec. test, VA not spec.
	Proxy in devel: anaemia

	Data-collection platform and database


	HH surveys
	HH surveys
	Service reporting
	Service reporting
	Surveys in dev.

	Analysis and adjustment procedures to fill data gaps


	Not developed
	Not developed
	None
	Models developed

	Coordination


	RBM, MERG

	Operational issue


	Many projects, no specific entry point in the MoH


4. HARMONIZATION OF M&E TOOLS AND PRACTICES

In the context of global scaling-up of control programmes for these three main infectious diseases, public-health practitioners – particularly programme managers and health policy-makers – need to provide various levels of accountability for their activities or for their policies to a variety of constituencies.

As discussed above, monitoring and evaluation standards are widely available but in a scattered way for each disease. Moreover, despite significant efforts to simplify these standards, there remains a need to create a “one-stop shopping” resource kit for efficient monitoring and evaluation, based on common and specific information requirements for the three diseases. The purpose of harmonizing tools and practices should be to gather the “essentials” of existing approaches by applying a common monitoring and evaluation framework for the three diseases. In this respect, a framework following the linear progression of programme monitoring and evaluation levels – inputs, process, outputs, outcomes and impact – can be proposed (TABLE 7).

This framework uses a systematic breakdown of each monitoring and evaluation level (column 1) in well-defined areas (column 2). For each area, one or two generic indicators can be defined (column 3) that that are more specific or relevant to a particular disease or intervention. Each indicator (or groups of indicators within a programmatic area) can be used to provide basic monitoring and evaluation answers as illustrated in column 4. For each indicator, a series of metadata can be defined as following:

· Definition of the indicator, its numerator and denominator, unit and computation.

· Rationale for use in addressing key M&E questions.

· Definition of associated terms.

· Measurement instrument – question, test, notification item.

· Data-collection platform and possible data source – survey, vital registration, in/out-patient registers, facility surveys, inventories, surveillance and sentinel reports.

· Measurement methods proposed for missing data – statistical model.

· Recommended frequency of measurement – quarterly, annually, multiple-year.

· References for more technical information.

Finally, the harmonization process in core monitoring and evaluation practices for the three diseases should:

· Propose monitoring and evaluation requirements compatible with national HIS capacity.

· Avoid duplication with existing monitoring and evaluation coordination mechanisms and reporting flows.

· Set the frequency of reporting in line with the sensitivity and specificity of each indicator within its own area and monitoring and evaluation level (quarterly monitoring of process indicators and biannual reporting on outcomes).

· Target public-health actors operating at the national or subnational level.

· Be responsive to the requirements of international “customers” such as the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (GFATM).

TABLE 7: A common M&E practice framework for HIV/AIDS, tuberculosis and malaria control programmes

	Level
	Area
	Indicator definition
	M&E answer

	INPUT
	Policy
	· Policy and guidelines in place at national level
	· Policy and guidelines exist

· Funds have been disbursed

· Supply chain is in place

· Coordination is established

	
	Disbursement
	· % activities executed on schedule
	

	
	Infrastructure
	· Distribution node selected

· Sentinel site selected

· Providers selected
	

	
	Coordination
	· Coordination mechanism in place for technical and operational issues

· Coordination mechanism in place for political issues
	

	PROCESS
	Human resources
	· Number of people trained per number of people initially targeted by training 

· Number of people trained according to national standards for an intervention 

· Number of trained HR for an intervention per 1000 people in need of the intervention
	· Human resources for health are trained and deployed

	
	Drugs and commodities
	· % of drug distribution nodes reporting on stock status (repletion, shortage, consumption, quality, losses) on a monthly basis

· % drug distribution nodes/facilities reporting no drug shortage

· % providers selected equipped for the intervention (laboratories, nursing, others)
	· Drugs are consistently available to consumers at the right time and place 

· Providers are equipped and available to people seeking care

	OUTPUTS 

(District coverage/ access)
	Service delivery, technologies
	· % districts with at least one drug distribution node

· % districts with the required number of providers of the intervention
	· Intervention is accessible in majority of districts

	
	Knowledge, skills and practice
	· % districts with designated sentinel/provider operating according to guidelines for the intervention

· % people with proper health knowledge/attitude
	· People know about the benefit of the intervention

	OUTCOMES

(behaviour)
	People on treatment, people receiving intervention
	· % people in need covered by intervention 

· % ill people receiving first-line therapeutic regime

· Ratio first to second-line treatment regime
	· A majority of people targeted are covered by the intervention 

	
	Behaviour
	· % people with good health behaviour  
	· Majority of people covered by the intervention apply their knowledge of how to stay in good health

	IMPACT

(biology)
	Morbidity, mortality
	· % of  people showing clinical (and measurable) signs of recovery after 6 and 12 months
	· Majority of people covered by the intervention are in better health, product of coverage and intervention efficacy


5. THE RELATIONSHIP BETWEEN DISEASE CONTROL PROGRAMMES AND HEALTH SYSTEMS

An important issue at national level for the monitoring and evaluation of disease control programmes is the interaction between such programmes and the health system – to what extent do programmes strengthen health systems and how far are health systems bottlenecks responsible for the poor performance of disease control programmes?

Although quantitative measurements of performance (such as cost-effectiveness, and production-frontier analysis in the case of health system efficiency) are useful they do not provide the complete picture, especially from an evaluation and policy-review perspective. A far more useful approach is to obtain a clear understanding of the interface between each disease intervention and each health-systems component. This then allows the cause-and-effect relationship between programmes and health systems to be identified in terms of which way that relationship runs – programmes strengthening health systems or system bottlenecks limiting programme outcomes.

A list of potential health-system bottlenecks can be established by taking the functional components of the WHO Health System Performance Framework (14) – namely, financing, resource allocation, provision of care, and stewardship. This framework can then be reconciled with the Country Millennium Development Reports which disaggregate the functioning of health systems into a number of key issues as shown TABLE 8. These reports are submitted by member states to the United Nations Secretariat as a mechanism for tracking progress and issuing statements on any changes in relation to the 8 Millennium Development Goals (MDGs). The format of these reports is similar for all countries and includes the identification of health-system and contextual constraints to the achievement of the goals. ANNEX III is an annotated list of the various constraints identified in 20 MDG reports. This list can be used for the purpose of addressing the cause-and-effect relationship between disease control programmes and health systems referred to above.

TABLE 8 aims to establish the strength of this relationship for a number of H/T/M interventions using the (-), (+), (++) categories. For example, malaria prevention through ITN distribution can lead to good community health practices in general, while HIV/HAART interventions will have more potential to strengthen referral system and hospital practices – practices that could gradually be decentralized to more peripheral units and become home-based care. Furthermore, some interventions can to varying degrees enable health systems to address issues of financing, regulation and universal health coverage.

TABLE 8: Health systems constraints

	
	HIV/AIDS
	Tuberculosis
	Malaria



	
	Condom
	VCT
	ART
	DOTS
	ITN
	Access to treatment

	· Declining total health expenditures
	-
	+
	++
	+
	-
	+

	· Deficit in human resources for health
	-
	+
	++
	++
	-
	+

	· Poor infrastructure and capital stock
	-
	+
	++
	++
	-
	+

	· Drug price
	-
	-
	++
	+
	-
	+

	· Health policy
	+
	+
	+
	+
	+
	+

	· Coverage
	-
	++
	++
	++
	-
	++

	· Financing mechanisms
	-
	+
	++
	+
	-
	+

	· Private sector 
	-
	-
	++
	++
	-
	-

	· Stigma
	++
	+
	+
	+
	-
	-

	· Marginalization of minorities by the state
	+
	+
	++
	+
	-
	-

	· Community awareness
	++
	++
	++
	++
	+
	+

	· Monitoring system
	-
	-
	+
	+
	-
	+


6. CONCLUSION

What are the overall needs?

· Key, simple, standardized, timely and accurate monitoring of whether or not programmes are performing according to plan.

· Sound data on the coverage of programmes; quality of service delivery; and distribution of infection, disease and death for programme planning and policy-making – all of which to include the equity dimension.

· Enhanced ability to evaluate aspects of programme expansion on a large scale.

What are the main obstacles to meeting these needs?

· Coordination continues to improve at global level but efforts need to be sustained.

· The number of indicators continues to increase (especially for HIV/AIDS) and there is a need to distinguish more effectively between indicators for programme management and other selected indicators for reporting to higher levels for national and global monitoring purposes.

· Capacity for even simple monitoring is limited in many countries, and coordination and collaboration at the country level urgently requires improvement.

· Among the major donors integration into the health information system is limited.

· Little subnational data are available, with a few exceptions such as DOTS.

· Data for better planning and policy-making are either not available, or the capacity to make use of existing data for programme action is limited.

· Too little too late – no systematic investment is made into evaluation, which is hampered by multiple methodological obstacles, including the inability to measure the most important health outcomes.

· Actors at international level are disease-specific while at country or subnational level the same people usually deal with all three diseases.

What opportunities are there to overcome these obstacles?

· A set of commonly agreed upon and highly visible international goals that can be followed to assess progress.

· Increased resources available for M&E of the three diseases in countries.

· Consensus at the global level on M&E which can be promoted further at the country level.

· Consensus that the M&E of the three diseases provides an opportunity to strengthen health information systems.

· Establishment of key technical working groups that are accelerating progress in the development of a limited set of core M&E indicators with more specific measurement instruments.

· Synergies of M&E infrastructure and practice across the three diseases.

· Increasing willingness to move away from the tendency to evaluate specific programmes or specific donor contributions to more general evaluation questions.
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ANNEX I: DETAILED ASSESSMENT FRAMEWORK FOR MONITORING AND EVALUATION OF DISEASE CONTROL PROGRAMMES

	Disease
	Coverage
	Impact

	
	Prevention      Status
	Prevention    Gaps 
	Treatment and care   Status
	Treatment and care Gaps
	Transmission Status
	 Transmission  Gaps
	Health & Survival  Status
	Health & Survival  Gaps

	Instrument available
	
	
	
	
	
	
	
	

	Data-collection platform and databases
	
	
	
	
	
	
	
	

	Analysis and adjustment procedure (modelling to fill data gaps)


	
	
	
	
	
	
	
	

	Coordination
	
	
	
	
	
	
	
	

	Operational issues (investment, training)
	
	
	
	
	
	
	
	

	Priorities
	
	
	
	
	
	
	
	


ANNEX IIA: ELEMENTS OF M&E PRACTICE FOR H/T/M

HIV/AIDS

· Two general guidelines – National AIDS Programmes, a guide to M&E; and National AIDS Councils, M&E Operations manual.

· Several thematic M&E guidelines – PMTCT; care and support; youth; children orphaned and made vulnerable by HIV/AIDS; VCT; ARV therapy (last three still under development).

· All guidelines include a list of field-tested, standardized indicators for all levels (input, output, outcome and impact) and methods for data collection.

· Outcome indicators – sexual behaviour trends through DHS (15) and MICS (16) and general population-based surveys or focused studies among groups at high risk through FHI BSS.

· Data on national programme inputs and outputs and quality of services through health-facility surveys are more difficult to obtain partly because of a lack of user-friendly and simple ways to monitor programme outputs.

· Financial tracking data is non-existent in most countries.

Tuberculosis

· Two data-collection forms – (i) on surveillance (notification of cases and treatment outcomes); and (ii) on financing of national TB programmes.

· Definition of the technical requirement for DOTS.

· Semi-quantitative categorization of countries with regard to their DOTS status (% population covered by DOTS).

· Definition of cases (clinical and biological status) and treatment outcomes (compliance and success/failure status).

· Database of estimated TB incidence by countries (“the JAMA paper” database).

· Estimation method for TB incidence and TB deaths based on estimated duration of the disease and estimated case-fatality rate respectively.

· Set of financial summary indicators for NTPs.

· A template for a TB/DOTS country profile for highly burdened countries.

· A template for health system constraints analysis for the evaluation of NTPs and to assess the performance of the Global DOTS Expansion Programme Plan (National Inter-Agency Coordination Committees).

· A manual for core M&E indicators for TB control programmes is now under development and will focus on new areas of M&E in tuberculosis; TB in prisons; laboratory issues (performance and equipment, safety measures); training (training on the reporting system, training on DOTS, retraining of nurses and lab test); community-based TB programme performance; social mobilization; and TB and HIV.

Malaria

· Framework for RBM M&E including critical areas for M&E, case definitions, and RBM indicators.

· List of RBM core indicators in the following areas – impact, prevention and disease management, health system (policy, service delivery, community action), inter-sectoral linkages, and support/partnership performance.

· A list of five global indicators – malaria death rate, malaria prevalence, ownership of ITNs, prompt access to treatment, and malaria drug stock out rate.

· Categorization of countries in terms of their readiness to achieve RBM targets (the six “Abuja” targets).

· A set of measurement instruments – add-on questions to broad population-based surveys, and questions for malaria stand-alone surveys.

· Several models for estimating malaria deaths, and at-risk populations.

· Concrete proposals for proxy measures of malaria mortality (U5MR + intervention coverage) and malaria morbidity (anaemia).

· A template for malaria country profiles for sub-Saharan Africa.

ANNEX IIB: ELEMENTS OF M&E INFRASTRUCTURE FOR H/T/M

HIV/AIDS

According to the UNGASS 2003 questionnaire, three-quarters of countries reported that M&E of HIV/AIDS-related activities remains a major challenge.

Most countries (85%) reported the existence of a dedicated M&E unit and M&E focal points – with Central and Latin America slightly lagging behind. However, experience indicates that M&E government staff lack the required skills to effectively coordinate M&E activities. To address this issue, a series of regional M&E workshops and courses organized by Measure Evaluation and other partners (17) have taken place in the last five years in sub-Saharan Africa, South-East Asia, Eastern Europe, and Central America. Follow-up at national level with M&E officers who attended the workshops/courses is now required, together with the implementing of training for countries that have not yet been involved. Some 43% of countries reported having an M&E plan but only 24% reported having an M&E budget to carry out the activities. Although a significant improvement in the development of national M&E plans has been noted over the last 2–3 years (partly because of the intensive regional M&E workshops), additional work is needed to make these plans more feasible, identify dedicated M&E staff, secure funding for M&E activities, accelerate implementation of plans, and to cover other countries.

Most countries (88%) also indicated that a formal health information system was in place, although it is not clear how this is defined from country to country. Almost half of countries do not have a HIS operational at the subnational level, making it difficult to obtain standardized national-level programme-monitoring data. Recent global initiatives have focused on the provision of database packages such as CRIS for UNGASS monitoring (UNAIDS), and DEVInfo for MDG monitoring (UNICEF), which help standardize reporting but do not address underlying HIS weaknesses.

Tuberculosis

At country level, the national tuberculosis programmes (NTPs) or other relevant public health authorities in the Ministry of Health provide the primary infrastructure for M&E. At the global level, M&E is essentially carried out by WHO within the context of the Stop TB Initiative.

In each country, reports come from districts that are either implementing the DOTS strategy or not. The data are consolidated separately for DOTS and non-DOTS districts but accord to the same standard indicators. DOTS-reporting areas are defined as those areas complying with the requirements of the WHO TB control strategy.

Data collection is essentially based on notification of cases and treatment outcomes by TB officers in primary health care units at district level where TB cases are detected and followed-up. A large number of tuberculosis cases are escaping the notification system. Most of these cases do not have access to the health system, others are not identified as suspected cases, while others are not properly diagnosed. In addition, in many districts TB cases are managed in the private sector and escape the national TB reporting system. Overall, the monitoring and evaluation of NTPs does not cover the entire country and the information collected is subject to the biases that are inherent to service-based reporting systems.

Within the Stop TB Partnership, WHO acts as a clearinghouse for TB DOTS and non-DOTS data by consolidating, analysing and disseminating country data. Since 1996, the annual WHO Global Tuberculosis Control Report has reflected the global TB situation, with reference to the World Health Assembly Targets (70% of TB cases to be detected, and 85% of detected cases to be successfully treated).

WHO continues as the secretariat of the three working groups under the Stop TB Partnership (DOTS Expansion, TB/HIV, and DOTS Plus for Multi-Drug Resistant TB). Although the Stop TB Partnership did not establish an M&E Reference Group, the three working groups have each worked to develop TB M&E practice by developing guidelines on TB indicators (impact, multi-drug resistance status, financing and costing data, HIV/TB data), and on data-collection techniques (such as TB prevalence surveys).

Human resources development is also expanding – materials and tools for the training of training coordinators in highly burdened countries (HBCs) were developed through the Task Force Training of the TB Coalition for Technical Assistance (TBCTA).

A global strategy for involving private health care providers in DOTS implementation is now being implemented through demonstration projects in a number of HBCs (India, Kenya, the Philippines, and Viet Nam). India and the Philippines now have national policies to involve private providers in DOTS implementation. A strategy for implementing Private-Public Mix DOTS (PPM DOTS) is being developed and plans implemented in the African region.

Finally, a laboratory subgroup of the DOTS Expansion Working Group was established to strengthen the laboratory network in HBCs.

Malaria

Following an external evaluation of the Roll Back Malaria (RBM) Partnership, its role and responsibilities have been reformulated and six working groups established. One of these being the Monitoring and Evaluation Reference Group (MERG) for malaria.

The purpose of the MERG is to streamline M&E practices in malaria control at country level, principally by defining core M&E indicators, and helping to improve information flows and reporting mechanisms, the standardization of information, and integration within national health information systems. It also addresses the global monitoring of malaria and the modalities for global reporting. Given the diversity and complexity of M&E issues for malaria, the MERG has established 5 task forces covering mortality; anaemia; morbidity; community surveys; and capacity building.

Other global and regional initiatives in malaria M&E include: Integrated Disease Surveillance Reporting (IDSR) in AFRO; the Child Survival Working Group; and the ITN Working Group.

Malaria M&E at global level is part of the Millennium Development Goal agenda in close collaboration with UNICEF, particularly for prevention and treatment-related interventions.

At country level, the M&E of malaria interventions is conducted through the national health information system. In contrast to tuberculosis, there is no malaria-specific notification system.

ANNEX III: IDENTIFYING CONSTRAINTS TO ACHIEVING THE MILLENNIUM DEVELOPMENT GOALS IN MDG COUNTRY REPORTS – AN APPROACH TO BOTTLENECK ANALYSIS

Introduction

At national level, progress towards achieving the MDGs is summarized in country-specific MDG reports prepared by governments in collaboration with various stakeholders from civil society and the United Nations Country Teams. In addition to their advocacy role, these reports attempt to link the MDGs with national development priorities, and to initiate national capacity building to enable full government ownership of the MDG processes and outcomes.

Intended for a general audience such as the public and the media, the reports focus on the progress made to date, the requirements of domestic and external resources, the capacity for monitoring progress, and the major challenges ahead.

A review of these reports confirms the inter-relationship and reciprocity of each of the MDGs – all of them being dimensions of poverty, and each one influencing the achievement of the others. Overall, the reports taken together provide a good mapping of the various types of constraints and bottlenecks that any MDG-oriented policy should consider, and these can be categorized as follows:

· constraints related to a country’s human ecology and socioeconomic context;

· constraints related to the performance of the health system; and

· constraints related to the achievement of HIV/AIDS goals.

Constraints related to context

All countries tend to identify similar contextual bottlenecks to the achievement of MDGs, and these include:

· Household income and purchase power  – strongly recognized as a limiting factor in reducing hunger, under-five mortality, and maternal mortality.

· Population growth and demographic pressure  – at the same time as diluting the availability of natural resources and the access to basic social amenities and services, these factors also contribute to increasing the household dependency ratio and the burden of diseases.

· Population movements and migration – regularly identified as a challenge to the control of HIV/AIDS and malaria.

· Natural and man-made disasters – disrupt social services, trigger economic recession, and in some cases are responsible for durable population displacements; all of which has adverse effects on the achieving of health MDGs.

· Limited development of the private sector – limits the capacity to scale-up economic growth and employment and strengthen social services.

· Deficient stewardship and coordination within and among basic sectors – leads to a failure to address weaknesses in human resources, institutional efficiency and the productivity of basic amenities such as those in the agricultural sector.

· Other contextual factors – including land management, concentration of power, environmental pressure due to unplanned development policies, stigmatization of marginal groups, literacy and education levels, denial of problems, absence of community participation, and delays in the democratization of information and services.

Constraints related to the health system

The role of health system in the achievement of the MDGs is fundamental. First, the MDGs give a high prominence to health and secondly, health is a strong predictor of economic and human development. The work of WHO in assessing the performance of national health programmes and health systems therefore assists countries in identifying important obstacles to the achievement of the MDGs. In particular, the Health System Performance Assessment Framework can be used to structure information on health system inputs, and health system functions and coverage, as well as health system outcomes, outputs and overall efficiency.

Input-related constraints include the following:

· The declining of total expenditures allocated to health – both public and private, has been observed in most countries and is constraining progress on child and maternal mortality, and communicable diseases control. Most reports indicate that the MDGs will not be achieved without a significant increase in financial resources for health.

· The deficit in human resources for health – in terms of quantity, quality and geographical distribution is equally important. The lack of skilled birth attendants is a direct cause of maternal mortality. This deficit is also increasing as the HIV/AIDS epidemics progress within the mid-age workforce cohorts. Failing to address human resources for health can lead to the placing of basic public health interventions in the hands of non-skilled health workers.

· Poor infrastructure and capital stock – and a lack of resources in primary, pre-hospital and hospital infrastructures are serious impediments to curbing crude mortality and case-fatality rates.

Function-related constraints include:

· Inefficient stewardship – characterized by the inability to set rules, define policies, regulate compliance, and exercise intelligent decision-making. This issue has been widely identified at national and/or subnational levels as a crucial bottleneck in achieving the 6 health and health-related MDGs. Lack of planning, regulation, evidence-based decisions, leadership, coordination, and little decentralization of decision-making powers are the many bottlenecks that impair the implementation of effective health interventions.

· Low health system coverage – identified in all its dimensions: availability of resources (for example, drugs and vaccines shortages), affordability of care (for example purchasing drugs), accessibility (for example proximity to pre-natal and perinatal care, immunization services, water and sanitation facilities), and acceptability (for example, behaviour-change interventions for HIV/AIDS, or accepting condoms).

Deficient financing mechanisms – to ensure equitable health and social security coverage among households is also noted in most reports, but very few suggestions for ways of collecting revenue, pooling financial resources, purchasing health interventions or for generating resources and providing services are proposed.

All reports acknowledge the central role of health systems but recognize that they are insufficiently resourced and consequently fail to deliver the basic services needed to improve health gains and therefore attainment of the MDG agenda.

Constraints related to HIV/AIDS goals

Application constraints

MDG country reports reveal a number of health systems bottlenecks relating to efforts to reduce the spread of HIV/AIDS:

· poor surveillance system;

· poor preventive services (for example, VCT, services to orphans, STD clinics);

· human resources for health;

· lack of decentralization and community participation;

· lack of coordination among HS actors;

· insufficient funding;

· inappropriate balance between surveillance, preventive and case-management actions;

· access to drugs; and

· poor stewardship, particularly through the denial of the epidemics in some cases, the enforcement of repressive actions or stigmatization towards marginalized groups and minorities, and a focus on neighbouring countries and imported cases.

Contextual constraints include:

· population mobility;

· stigmatization;

· failure to adopt HIV preventive behaviours, in particular the use of condoms; and

· poor access to minorities and marginalization by the state.
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Fig.1: Production of health information: H/T/M data collection modes
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