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Part I: The How-To’s of Monitoring and Evaluation

InNtroduction

%}

round the world, young people are growing up in an environment of dynamic

change. For some, this complexity provides opportunity and choice; for others,

it means a struggle for survival. Many young people have stamina and energy,
curiosity, a sense of adventure and invulnerability. They are resourceful and resilient even

under the most difficult conditions.

The period of adolescence is, however, a life phase in which young people are particularly
vulnerable to health risks, especially those related to sexuality and reproduction: HIV/AIDS,
unwanted pregnancy, unsafe abortion, too-early marriage and childbearing, sexually trans-

mitted infections and poor nutrition.

How adolescence is experienced and
affects reproductive health has largely to do
with the timing and sequence of sexual ini-
tiation, marriage and childbirth; the degree
to which the timing and sequence of these
events are socially sanctioned or forbidden;
and the number and availability of options
regarding education, job training and
employment. There is a great deal of varia-
tion worldwide, and even within countries,
in the social and cultural values that shape
these events. Close relationships between
youth and their parents and extended fami-
ly are particularly important in influencing
youth development. Access to preventive
and curative services, including contracep-
tion and treatment for sexually transmitted
infections, are also important in ensuring
the reproductive health of youth.

Youth development programs designed to
help young people reduce their reproduc-
tive health risks reflect that variation. Many
of these programs regard young people as a

critical resource for the future, and use cre-
ative strategies to tackle their complex
problems. But many programs face limited
funding, community resistance, nonsup-
portive laws and policies or lack of experi-
ence. By knowing more about what works
in youth programs and services, we can
build strong programs that accomplish what
they intend.

Reproductive health refers to the health and
well-being of women and men in terms of
sexuality, pregnancy, birth and their related
conditions, diseases and illnesses. Many
programs reaching youth are trying to
achieve reproductive health goals that
relate to critical sexual and reproductive
health outcomes, such as:

O fertility: the number of pregnancies a
woman has in her lifetime

O abortion: as it relates to fertility and to
health complications for women who
have unsafe or clandestine abortions
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O illness: caused by sexually transmitted
infections, reproductive tract
infections, HIV and/or nutritional
status

O mortality: primarily related to
pregnancy and childbearing, including
infant and maternal mortality, and also
including AIDS-related deaths

O nutritional status: which impacts both
women’s health and that of their
infants

Note

What do we mean by “youth’?

Programs reaching young people use different terminology
to refer to youth.“Adolescents” is often used to refer to
young people ages 10-19, “young adults” generally refers to
those ages 15-24 and “youth” may refer to all young peo-
ple ages 10-24.This guide encompasses each term and uses
the phrase “adolescent reproductive health” (ARH) to
cover each type of program.

Why Monitor and Evaluate Youth
Programs?

Monitoring and evaluation shows if
and how youth programs are working.

Monitoring and evaluation (M&E) can tell us
if and how program activities are working.
Program managers and donors want to be
able to demonstrate results, understand how
their programs are working and assess how
the programs interact with other events and
forces in their communities.

M&E can be used to strengthen
programs.

Program managers and staff can assess the
quality of activities and/or services and the
extent to which the program is reaching its
intended audience. With adequate data, you
can compare sites, set priorities for strategic
planning, assess training and supervisory
needs and obtain feedback from the target

audience or program participants. You can
prioritize resource allocation, improve infor-
mation for fund-raising, provide information
to educate and motivate staff, provide infor-
mation for advocacy and argue for the effec-
tiveness of your program approach.

M&E results can help institutionalize
programs.

M&E results can help stakeholders and the
community understand what the program

is doing, how well it is meeting its objectives
and whether there are critical needs inhibit-
ing your progress. M&E results can be used
to educate your board of directors, current
and prospective funding agencies, local
government officials and key community
members—such as local leaders, youth

and parents—who can help ensure social,
financial and political support for youth
programs. Sharing results can help your pro-
gram establish or strengthen the network of
individuals and organizations with similar
goals of working with young people. It can
also give public recognition and thanks to
stakeholders and volunteers who have
worked to make the program a success,

and may attract new volunteers.

M&E shapes the decisions of funding
agencies and policymakers.

Funding agencies and policymakers are
interested in monitoring and evaluation
results for a variety of reasons. They need to
make strategic choices about how to spend
resources and to prove that the expenditure
produces quality results. M&E results also
help with decisions about identifying and
supporting the replication or expansion of
particular program strategies. M&E findings
often reveal unmet needs or barriers to pro-
gram success and can be used to lobby for
policy or legislative changes. M&E results
can raise awareness of youth programs
among the general public and help build
positive perceptions about young people
and youth programs.



M&E results contribute to the global
understanding of “what works.”

The dissemination of M&E results—both
those that show how your program is
working and those that find that some
strategies are not having the intended
impact—contributes to our global under-
standing of what works and what doesn’t in
improving young people’s reproductive
health. This advances the field by building a
body of lessons learned and best practices
that can strengthen ARH programs around
the world.

M&E mobilizes communities to
support young people.

Monitoring and evaluation results enable
communities and youth to inform local
leaders about youth needs and to advocate
for funding. Results point to ways in which
we can develop new and better systems of
support for young people and identify addi-
tional community resources. They can
increase the community’s understanding of
the potential and actual benefits of the pro-
gram and its accomplishments, develop a
sense of ownership through participation,
improve coordination and mobilize support
for youth and the array of programs that
foster their health and development.

Who Should Use This Guide?

This Guide is designed for program man-
agers who monitor and evaluate adolescent
reproductive health programs. Some exam-
ples of the people who might find this
guide useful include the following:

O Community-level program
managers: A manager of a
community youth center’s peer
education program can use this Guide
to set up a system to monitor
implementation of program activities.

O District-level program directors:
A director of a school-based family life
education (FLE) program can use this

s

Note

Seeking outside help

Monitoring and evaluation is an essential aspect of youth
reproductive health program development. However, many
programs do not have the expertise to carry out some
aspects of program evaluation, especially when evaluating
large, complex programs. After reading this Guide, you may
choose to seek technical assistance from local universities
and research institutes who have the expertise to help you
design and conduct an effective and efficient evaluation.

Guide to track progress in the
program’s implementation.

Municipal-level health managers:
A manager of a clinic’s pregnancy and
sexually transmitted infection (STT)
reduction program can use this Guide
to set up an evaluation that will track
changes in the incidence of pregnancy
and STIs among youth in the entire
municipality.

State- or provincial-level health
officials and managers of
nongovernmental organizations
(NGOSs): An official at the state level in
a health system can use this Guide to
compile data across districts,
municipalities or other geographic
areas or population groups to develop
a picture of the current status of youth
health, as well as changes over time.

Managers or technical staff of
private voluntary or donor
agencies: A manager of a private
voluntary agency can use this Guide
to advise other organizations on how
to improve their programs and how to
set up a monitoring and evaluation
system for youth programs.
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Origins of This Guide

This Guide draws on the expertise and
experience of professionals in a variety of
disciplines.

The family planning field has laid an impor-
tant foundation for considering how to
develop service delivery systems for adults
and how to measure inputs, quality, access
and program results. This Guide draws
heavily on the contributions of USAID’s The
EVALUATION Project, which approaches
evaluation with a focus on a program’s sys-
tems and delivery and an extensive menu
of reproductive health outcome indicators.

influences beyond individual knowledge,
attitudes and practices, such as building

healthy relationships and supportive com-
munities and fostering skills development.

The FOCUS on Young Adults program’s
own contributions in reviewing youth
program experiences in developing country
settings are incorporated in this Guide.
Those reviews have contributed to our
presentation of “key elements” of program
design and possible criteria for establishing
measures of program quality and access.

What Are Monitoring and
Evaluation?

Monitoring and process evaluation
measure how a program is working.

Monitoring is the routine tracking of a

M&E results can help
stakeholders and the
community understand
what the program is doing,
how well it is meeting its
objectives, and whether
there are critical needs
inhibiting your progress.

program’s activities by measuring on a
regular, ongoing basis whether planned
activities are being carried out. Results
reveal whether program activities are being
implemented according to plan, and assess
the extent to which a program’s services are
being used.

Process evaluation should be done along
with monitoring. Process evaluations collect
information that measures how well pro-
gram activities are performed. This informa-
tion is usually collected on a routine basis,
such as through staff reports, but it may also
be collected periodically in a larger-scale
process evaluation effort that may include
use of focus groups or other qualitative
methods. Process evaluation is used to
measure the quality of program implemen-
tation and to assess coverage; it may also
measure the extent to which a program’s
services are being used by the intended
target population.

This Guide also draws lessons from the
field of HIV/AIDS prevention, with its open
view of sexuality and sexual behavior and
its understanding of the value of social and
behavioral change theory in designing
effective programs for young people.

The youth development field, which has
identified a range of developmental needs
and assets, urges us to measure social



Outcome and impact evaluation
measure a program’s result and
effects.

Outcome and impact evaluation measure
the extent to which program outcomes are
achieved, and assess the impact of the
program in the target population by
measuring changes in knowledge, attitudes,
behaviors, skills, community norms, utiliza-
tion of health services and/or health status.
Outcome evaluation determines whether
outcomes that the program is trying to
influence are changing in the target
population. Impact evaluation determines
how much of the observed change in
outcomes is due to the program’s efforts.'

This Guide has two parts, which are
described below.

PART I:
THE How-To’s oF MONITORING AND EVALUATION

Chapter 1: Concerns About Monitoring
and Evaluating ARH Programs

O Reviews challenges to and offers tips

on measuring the effectiveness of
youth programs

O Discusses how to be sure that your
results are attributable to the program
effort

O Previews ways this Guide can provide
information and offer support

Chapter 2: A Framework for ARH
Program Monitoring and Evaluation

O Considers the multiple factors that
shape adolescence

O Introduces three major strategies used
to improve youth reproductive health

' Outcome evaluations often measure short-term
changes, such as changes in knowledge, attitudes and
behaviors. Impact evaluations are often conducted
over a longer period and are able to identify changes
in sexual and reproductive health outcomes in the
target population, such as rates of STIs.

s

O Discusses the Logic Model, an
approach to designing an effective
strategy

This Guide is designed for
program managers who
monitor and evaluate
adolescent reproductive
health programs.

Chapter 3: Developing an ARH
Monitoring and Evaluation Plan

0O Defines program goals, outcomes and
objectives

O Helps you define the scope of your
monitoring and evaluation effort

O Offers guidance on how to plan and
conduct a monitoring and evaluation
effoct, using the rest of this Guide

What Can You Determine Using
Monitoring and Evaluation?

Monitoring & Process

5 Outcome & Impact Evaluation
Evaluation

0 Whether program is

being implemented
according to plan

O Changes in outcomes, such as:
- changes in behavior
- changes in knowledge and

O Quality of program attitudes
O Coverage of program - changes in interactions with
parents

- changes in community norms
O Whether outcomes are due to
program efforts or other factors

Chapter 4: Indicators

O Defines and explains indicators

O Provides examples of how to select
and modify indicators to match your
program objectives and activities
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Chapter 5: Evaluation Designs to
Assess Program Impact

O Offers guidance on and considerations
around the need for impact evaluation

O Reviews study designs you can use to
carry out an impact evaluation

O Outlines the technical requirements
and resources needed for each type of
evaluation

O Presents options for initiating
evaluations after a program is
underway

The information you collect
through monitoring and
process evaluation will also
help you build the case that
the changes were a result
of your program, even if an
impact evaluation is not
feasible.

Chapter 6: Sampling
O Describes types of sampling methods

and ways to determine which one is
appropriate for your program

O Focuses on one commonly used
sampling method: cluster sampling

O Reviews how to determine and
calculate the sample size you need for
your program

Chapter 7: The M&E Workplan and
Data Collection

O Reviews data collection steps
O Addresses ethical concerns

O Presents options for data collection
methods

O Discusses tasks involved in
developing an M&E workplan

Chapter 8: Analyzing M&E Data
0 Details how to process both
quantitative and qualitative data
O Reviews mechanics of data analysis

O Discusses how to analyze and
interpret data to draw conclusions
about program design, functioning,
outcomes and impact

Chapter 9: Using and Disseminating
M&E Results
O Reviews reasons to use and
disseminate M&E results

0 Describes how to use M&E results to
improve your program’s interventions

O Offers tips on how to disseminate
results to priority target audiences

O Presents different formats for
dissemination of results

Chapter 10: Tables of ARH Indicators

O Presents four tables of ARH indicators

O Features indicators for each phase of a
program (program design, program
systems development and functioning,
program implementation and program
intervention outcomes)

O Describes how to use the Indicator
Tables
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Glossary PART II:
Bibliography INSTRUMENTS AND QUESTIONNAIRES
Appendices O Offers guidance on adapting
0 Sampling schemes for core data instruments for your M&E effort
collection strategies O Provides sample data instruments
O Calculating sample size requirements O Gives tips for collecting data through a

O Reference shelf of useful books variety of methods

O Relevant Internet sites
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Part I: The How-To’s of Monitoring and Evaluation

Concerns About
Monitoring and
Evaluating ARH

Programs

&

Chapter at a Glance

O Reviews challenges to and offers tips on measuring the effectiveness of youth

programs

O Discusses how to be sure that your results are attributable to the program effort

O Previews ways this Guide can provide information and offer support

Fifteen Challenges in Monitoring
and Evaluating Youth Programs

1. Some MIS are not set up to track the
special characteristics of youth
programs.

Some MIS are part of a larger program or
service delivery intervention. For example,
a family planning program that has a youth
component may be set up to track the
distribution of contraceptives; it may not be
set up to track services that are more likely
to be utilized by youth, such as counseling
or distribution of information, education
and communication (IEC) materials.

Adapting your MIS to monitor an ARH
program may require only minor
modification, such as adding the
specification of age in program utilization
reporting. However, for larger-scale
programs that reach groups other than
youth, adding even one new component to
the system may be difficult to
institutionalize.

2. Tracking services does not
guarantee that you will know how
many youth you are reaching.

All programs need to determine how they
will count the youth they are reaching and
how knowing the number of youth reached
will improve performance. Many programs
count services, such as the number of
meetings held or the number of condoms
distributed. However, if all you know is that
you distributed 1,000 condoms, you will not
know whether 100 youth received 10
condoms each or 500 youth received 2
condoms each. Your information tracking
system should try to collect key
characteristics of program participants to
help assess whether the program is
reaching the number and type of youth it
was designed to reach.

Collecting information about target
population characteristics will also help you
understand how your program participants
change over time. For example, in the
beginning, your program may target older
youth, but as word spreads about the
services available, your program may find



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

10

15 Challenges in Monitoring and Evaluating Youth Programs

1

2.

10.

11.

12.

13.

14.

15.

Some MIS are not set up to track the special characteristics of youth programs.
Tracking services does not guarantee that you will know how many youth you are reaching.

You may be unsure whether general standards or implementation strategies are applicable in the
country you work in.

Little is known about whether standards for adult programs are appropriate for youth.

The elements of successful youth programs have not been well-documented or disseminated.

. Programs may have trouble developing systems that understand and respond to the needs of youth.

Measuring the quality of a program requires understanding complex meanings and addressing sensitive issues.
Measuring a program’s access and coverage can be complex.

Assessing individual reactions to a program can be difficult.

Measuring influences on behaviors that didn’t occur is difficult.

Measuring behaviors at a variety of developmental levels can be problematic.

Showing the link between health outcomes and youth development can be complex.

Some changes may not be measurable for a long time, and others may be hard to measure at all.

Attributing changes in outcomes to a particular program’s strategy and activities is difficult.

Some types of evaluation are costly and may require funds beyond a youth program’s resources.

0 a minimum of 14 hours of
instruction,

itself working with younger adolescents
and need to adjust its approach

accordingly. O small groups and an interactive

environment, and
3. You may be unsure whether ’

general standards or implementa-

tion strategies are applicable in

the country you work in.
Quality refers to the appropriateness of a
specific set of professional activities in
relation to the objectives they are
intended to serve.! Standards of quality
for the design of health education
programs have been drawn from a variety
of youth programs demonstrated to be
effective in changing specific behaviors’
and include factors such as:

O models of and practice in
communication, negotiation and
other skills.

However, we do not know the extent to
which these standards apply in a more
diverse set of developing country settings.

The recommendations in this Guide, such
as the Logic Model described in Chapter
2, are designed to help you implement
your program strategy, based on

' Green and Lewis, 1986.
* Kirby et al., 1997.



assumptions about the social and
behavioral factors that influence the health
outcomes you hope to produce. The
theories these recommendations draw on
are well-developed and have been through
a rigorous process to test how well their
measurements capture the processes of
change they propose. Yet most of these
theories have not been tested in developing
country settings and need to be adapted to
the particular needs of youth in each locale.
Since program activities drive the design of
any evaluation effort, our lack of
understanding about how these theories
apply in different contexts can also affect
our ability to undertake solid outcome and
impact evaluations.

4. Little is known about whether
standards for adult programs are
appropriate for youth.

After years of developing contraceptive

service delivery systems for adults, there are

now more or less accepted standards of
quality. For example, there is wide
consensus that the delivery of quality
clinical contraceptive services entails:

O technical competence of service
providers,

respectful treatment of clients,
effective communication with clients,

choice of methods,

O 0o o o

mechanisms to encourage continuity,
and

O cultural appropriateness and
acceptability of services.’

*Bruce, 1990.

‘Birdthistle and Vince-Whitman, 1997, Israel and
Nagano, 1997; Senderowitz, 1997a; and
Senderowitz, 1997b. Note that these key elements
reflect the experiences of programs that are con
cerned more with reproductive health outcomes
than with youth development outcomes.

However, we still do not know how
comprehensive these standards are for
younger age groups. Some of these quality
standards are listed in the Indicator Tables
as examples of criteria to include in
indicators of quality, especially at the
design stage.

5. The elements of successful youth
programs have not been well-
documented or disseminated.

Youth program staff in developing
countries often must rely on intuition and
experience to design their programs when
they don’t have access to documented
research. However, much is known about
the standards that produce effective
programs. For example, the FOCUS on
Young Adults program has identified the
following “key elements”:’
O baseline assessment conducted to
identify issues, needs and target
audiences;

O existence of a clearly defined mission
statement that contributes to the
achievement of program goals; and

O local stakeholders involved in
program planning.

6. Programs may have trouble
developing systems that understand
and respond to the needs of youth.

Program systems and their functioning will
influence factors such as staft performance,
service delivery and program utilization.
Program systems must be set up to respond
to the special needs of young people. For
example, the staff recruitment and training
system must ensure that staff hold the
characteristics and skills to which youth
respond well. A program system will help
identify whether program materials are
being updated often enough to respond to
the changing language and trends of youth
culture. A training system must ensure that
the necessary components of youth
programming are included in the curricula.

AL e i et

11



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

7. Measuring the quality of a program
requires understanding complex
meanings and addressing sensitive
issues.

To determine program quality, you will
probably have to elicit subjective
interpretations, perspectives and meanings
from young people and others in the
community. These are each complex
because they are based on:

O cultural beliefs and values,

O personal interactions within a
community,

O interactions between the young
people and the program’s staff, and

O opinions and views of people carrying
out the program.

Programs that are concerned with youth
empowerment, community mobilization,
changing social norms and influencing
youth culture will need to explore the

Your information tracking
system should try to
collect key characteristics
of program participants
to assess whether the
program is reaching the
number and type of youth
it was designed to reach.

12

meanings of such issues as feelings of self-
worth, the value of community
connectedness and the interpretation of
culture. These reflections may be difficult to

elicit and harder still to quantify. For
example, you may be able to count the
number of community members at a
meeting, but have more difficulty assessing
their substantive contribution to the
meeting, increased concern as a result of
the meeting or proposed strategy for social
change.

Substantive changes in meanings and
perceptions are extremely important for
youth programs and should not be
minimized. They play an important role in
the quality of a youth program. To capture
these nuances, we need to first employ
qualitative approaches to data collection.
Once we understand the relevant meanings,
values and beliefs we can then collect data
about changes in the number of
participants who share those meanings,
values and beliefs, i.e., a quantitative
approach.

There are numerous obstacles to measuring
the outcomes of youth development and
reproductive health programs, which helps
explain why we have such a limited body
of evidence as to “what works.” First, many
of the intended outcomes are regarded as
personal and private. In some societies,
talking about sexual behavior and personal
relationships may be socially prohibited.
Second, evaluators may face parental and
community resistance to asking young
people questions. Community leaders or
other key stakeholders may believe that the
young people in their communities do not
engage in risky behaviors, and therefore
there is no need to ask questions. They may
also find it socially or politically dangerous
to uncover the truth about young people’s
sexual behavior, and make an attempt to
block data collection. However, there are
many examples of programs that asked
sensitive questions and found young
people who were eager to discuss issues of
sexuality and reproductive health—viewing
the discussions as an opportunity for
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learning and for sharing their own concerns
and needs.

8. Measuring a program’s access and
coverage can be complex.

Access to reproductive health programs
concerns the extent to which youth can
obtain appropriate reproductive health
services at a level of effort and cost that is
both acceptable to and within the means of
a large majority of youth in a given
population.” We can define access in a
variety of ways:

O Geographic/Physical: Convenient
hours and location, wide range of
necessary services

0 Economic: Affordable fees

O Psycho-social: Perception of privacys;
perception that both males and
females, married and unmarried
youth, are welcome; feeling of safety
and confidentiality; perception that
providers are interested in, informed
about and responsive to youth needs

O Administrative: Specially trained staff
with respect for young people,
adequate time for interactions, youth
involvement in design and continuing
feedback, short waiting times

Coverage refers to the extent to which your
program’s services—such as educational or
clinical services—are being used by your
intended target population. Coverage can
be measured by:

O determining the proportion of the
target population you are reaching, or

O determining the characteristics of the
population you are reaching.

Some aspects of accessibility and coverage
can be measured by the absence or
presence of something and may be
relatively straightforward. For example,
finding out whether your program has

’ Bertrand et al., 1994.
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convenient hours and affordable fees may
be easily determined with a short survey of
your target population. However,
measuring more subjective issues that
involve judgments—such as whether staff
have respect for young people—can be
more difficult because many youth may be
reluctant to give their true opinions about
program staff for fear of negative
consequences, such as having services
withheld.

Similarly, determining some characteristics
of youth may be simple, such as asking
participants about their age, sex and place
of residence. However, if your program is
reaching specific groups of youth,
especially those who are marginalized, it
may be more difficult to collect these data.
For example, if your program is attempting
to reach youth who have been sexually
abused, the subject may be too sensitive for
participants to respond easily to questions.
You may have to ask questions repeatedly
and to reassure participants that it is safe to
talk.

9. Assessing individual reactions to a
program can be difficult.

One measure of quality is how your
program is received by stakeholders, staff
and youth participants. Assessing how the
program is received by these groups will
contribute to your understanding of how to
overcome social resistance to youth
programs. It will also help you determine if
your program is headed in the right
direction and identify problems in time to
correct them. However, eliciting and
analyzing individual reactions to programs
is difficult to do.

For example, you may want to engage
youth and community members to think
critically about their needs and to consider
how the program could best reach them.
Yet, some individuals may have trouble
articulating their needs, or their opinions

13
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may defy what we know about the factors
that influence health outcomes. Some
community members think it is dangerous
to give reproductive health information to
youth, and they may want to censor the
media in order to produce positive health
outcomes among youth. Others may
automatically express views that are in line
with social norms and values, even if these
views do not reflect the true needs of the
community. Youth, in particular, may be
reluctant to express negative feedback
about the program to evaluators, who are
often older and carry more authority.

Measuring the social and
cultural context of youth
development is difficult and
may require time and
resources that many
programs do not have.

14

Similar tendencies may be found in the
reactions of program staff and volunteers.
Process evaluations encourage staff to
reflect on their work, to see its strengths
and weaknesses and to consider alternative
strategies. Yet, while most people working
with youth are deeply concerned and
committed, some have a more ideological
approach. They may assume that their
strategies are working, even if there is little
evidence to suggest that this is true. For
example, some staff may insist that
increasing access to contraceptive services
is the best way to produce results, ignoring
the fact that for youth who are abstinent, a
more important service may be support in
reflecting on and supporting a decision not
to have sex. Others may think that their

commitment and hard work should pay off
in results, and find it demoralizing to
discuss how their efforts may be misguided.
Staff will need a trusting environment and a
supportive process to allow for the kind of
reflection in which they can admit that
program strategies might need
modification.

10. Measuring influences on behaviors
that didn’t occur is difficult.

Many ARH programs are concerned with
preventing unhealthy behaviors and
influencing developmental pathways. They
are often concerned with measuring events
that did not occur because of the program
intervention. For example, some programs
may aim to delay the onset of sexual activity
or prevent unwanted sex. Others may try to
prevent early marriage, thus attempting to
delay young women’s first sexual
experience and increase the age at first
birth to a time when delivery will be safer.
Obviously, measuring the absence of
certain behaviors is complex. It requires
estimating what level of behavior would
have existed had there not been an
intervention, then explaining why an
intervention caused behaviors not to occur.

11. Measuring behaviors at a variety of
developmental levels can be
problematic.

Although youth programs are concerned
with reaching young people throughout a
developmental transition, we are not always
sure what outcomes should be expected at
specific ages. For example, we may be
unsure of what the average age at first sex
in our target population is. However,
measuring outcomes on sexual behavior
can be problematic. Some young people
may not have heard about certain sexual
behaviors and therefore have problems
answering questions about them. This
could bias results (e.g., when a girl who has
held hands with a boy reports that she has
engaged in “sexual activity”). Community
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members, and sometimes program staff
themselves, may believe it is not
appropriate to introduce youth to new
topics, such as sexual behavior or illegal
behaviors, through a data collection effort.

12. Showing the link between health
outcomes and youth development
can be complex.

Many programs are increasingly concerned
with linking health outcomes to youth
development. For example, a program may
want to demonstrate that increasing girls’
education helps to delay first sex and thus
has a positive health outcome. However,
what aspects of youth development
influence health outcomes may be difficult
to predict. We cannot assume that
developmental factors would have the same
influence on health in different settings, as
outcomes are embedded in specific and
local contexts, each with their own social
and cultural values. Measuring the social
and cultural context of youth development
is difficult and may require time and
resources that many programs do not have.

13. Some changes may not be
measurable for a long time, and
others may be hard to measure
at all.

It may be several years before you can
observe changes in the health status of
young people, as opposed to the relatively
short amount of time it takes to observe
such outcomes as changes in levels of
knowledge. Moreover, some changes in
outcomes may occur long after the program
is over; for example, a program that
promotes delay of first sex among youth
ages 10 to 12 may not be able to observe its
results for several years after participants
take part in the program. It is therefore
important to track trends in such behaviors.
For many of the outcomes we are
concerned with, we do not know how long
it will take to bring about changes. Yet,
many youth programs are expected to

demonstrate changes in longer-term
outcomes in a very short period of time.
Some programs define their objectives
unrealistically and then falsely conclude
that the program did not succeed, when, in
fact, more time was required to demonstrate
the changes.

Similarly, some program strategies,
particularly those that deal with social
change, are difficult to measure in
numerical or quantifiable terms. For
example, measuring complex social
processes, such as community mobilization
and empowerment, can be difficult because
conceptually we are not exactly sure how
to define these processes, nor articulate
how they are occurring.

Community leaders or
other key stakeholders
may believe that young
people in their communities
do not engage in risky
behaviors, so they feel
there is no need to ask
guestions.

14. Attributing changes in outcomes
to a particular program’s strategy
and activities is difficult.

How can you conclude that the changes

you observe in your target population

occurred as a result of your program
activities? Measuring changes in outcomes
alone is not enough to conclude that the
changes occurred as a result of your

15



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

16

program. Other events, like shifting
economic or social conditions, could have
affected the outcomes you are measuring.
There may also have been other program
activities directed at your target audience,
such as a mass media campaign, going on
at the same time. Finally, your program
could have attracted participants who were
predisposed to the positive outcomes you
were trying to encourage. The primary way
to determine that an observed change in
outcome indicators is attributable to your
program is to use a strong study design (see
Chapter 5). However, planning and
implementing a strong study design
requires a high level of resources and skills
and may not be feasible for some programs.

13 Tips for Addressing the Challenges of
Monitoring and Evaluating Youth Programs

1

2

10.

11.

12.

13.

15. Some types of evaluation may
require funds beyond a youth
program’s resources.

Outcome and impact evaluations can be
costly, especially when measuring
numerous outcomes or those that are more
difficult to assess. If programs cannot rely
on existing data sources, they may need to
collect quite a bit of new information about
the youth populations they reach.
Developing survey instruments, conducting
correct sampling procedures and collecting
data from individuals can all be expensive.
Programs that do not have in-house
evaluation expertise may also have the
added cost of technical assistance or hiring
external evaluators.

. Monitor what your system is set up to deliver: programs for youth.
. Base your program activities, and thus your evaluation effort, on theory.
. Review what is known about the factors that influence health outcomes.
. Test and document the elements that contribute to your program’s effectiveness.
. Engage in a genuinely participatory process.
. Ensure that your data collection effort addresses ethical concerns.
. Be creative in asking sensitive questions.
. Define your objectives realistically and provide enough time to measure changes.
. Use a combined qualitative-quantitative approach.
Use monitoring and process evaluation data to support the outcome and impact evaluation.
Learn by trial and error.
Limit evaluation costs when possible.

Build on the advantages of evaluating youth programs.



Thirteen Tips for Addressing the
Challenges of Monitoring and
Evaluating Youth Programs

Program staff and evaluators around the
world are honing their skills and
developing creative solutions to the tough
challenges of monitoring and evaluation.
Below are tips from practitioners in the field
and suggestions on how to use this Guide
to address measurement challenges.

1. Monitor what your system is set up
to deliver: programs for youth.

Monitor the elements of your program’s
system that respond specifically to the
needs of youth. In the Indicator Tables in
Chapter 10, we provide some notes on how
you can develop a new system or adapt an
existing system to capture the needs of
youth programs.

2. Base your program activities, and
thus your evaluation effort, on
theory.

Basing program strategies on theory helps

articulate how programs are working and, if

they are successful, aids in their replication
and adaptation. The Logic Model
introduced in Chapter 2 is an example of
how a program can plan its activities based
on theories of health behavior and social
change. Increased understanding of how
these and other theories apply in different
contexts will strengthen our ability to
undertake scientifically sound outcome and
impact evaluations.

3. Review what is known about the
factors that influence health
outcomes.

To help you demonstrate the link between
health outcomes and development needs,
you should first review what is known
about the influences that you assume will
affect outcomes. As Chapter 2 suggests, the
best way to do this is to review the existing
research and literature about your target

population. However, if you are unable to
access the published literature, or if it is not
well-developed in your setting, you can
review your staff’s experience or talk to
colleagues from other organizations. You
may also find ways to assess these
influences through creative data collection,
such as asking questions about a particular
behavior in a number of different ways, or
modifying language and terminology on
your survey instruments to reflect the most
important issues in your setting.

Some programs define
their objectives
unrealistically, and then
falsely conclude that the
program did not succeed,
when, in fact, more time is
required to demonstrate
the changes.

4. Test and document the elements
that contribute to your program’s
effectiveness.

A number of elements contribute to a youth
program’s effectiveness. For example, the
design elements proposed in the Indicator
Tables reflect the current state of
knowledge about the design features that
are key to program success. We suggest that
these elements be tested (i.e., used and
evaluated to find out whether they are
appropriate and effective) or modified,
according to your specific setting and
program priorities.

17
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The systems you set up in order to
implement a youth program are also key to
program success and may be more
complex than the systems used to
implement other reproductive health
service programs. Moreover, the criteria for
assessing the quality of youth program
system functioning have not been
systematically tested. Possible criteria for
assessing the quality of your system and its
operation are suggested in the Indicator
Tables, such as:

O recruitment of staff with appropriate
skills,
O components of the training program,

O training program participants who
have mastered skills,

O content of reproductive health
curricula, and/or

O staff performance.

A participatory process
also encourages the
community and staff to
utilize the information from
process evaluations and
have a sense of ownership
of evaluation results.

18

Incorporating the elements identified by the
international experience of youth programs,
lessons from the field of family planning
and your own intuition and experience is
the best way to establish quality programs
and services for young people.

5. Engage in a genuinely participatory
pprocess.
Evaluation that engages and involves
stakeholders and staff is more likely to
produce reactions that are critical and
honest than those conducted exclusively by
external experts. A participatory process
also encourages the community and staff to
utilize the information from process
evaluations and have a sense of ownership
of evaluation results. Giving youth and
adults the opportunity to discuss and
analyze their concerns, and to suggest and
enact solutions, may also increase your
program’s effectiveness in reaching its
objectives.’ Tips for engaging youth,
community members and other
stakeholders are provided throughout this
Guide.

6. Ensure that your data collection
effort addresses ethical concerns.

Professional standards of conduct as well as
moral principles and values should be
exercised in conducting research and
evaluation studies. Ethical reviews are
designed to consider and mediate the
potential risks and negative consequences
to participants as a result of their
participation in a study or evaluation.
Responding to ethical concerns will
improve your relationship with the
community and enhance your ability to
collect quality data. The more ethical your
data collection effort, the more honest and
reliable the information you collect, which
ensures that your M&E results are valid.
Strategies for ethical data collection among
young people are discussed in Chapter 7.

‘The literature on participatory process
evaluation is well-developed. One resource specific
to the context of young adult reproductive health
programs is Shah et al., 1999. Listening to Young
Voices: Facilitating Participatory Appraisals on
Reproductive Health with Adolescents. Washington,
DC: CARE International in Zambia and FOCUS on
Young Adults.



7. Be creative in asking sensitive
questions.

Asking questions of a sensitive nature,
while difficult, can be done successfully in
many different settings. First, you may need
to get support from a broad range of
community organizations, to whom you
will need to make clear why these
questions must be asked. Second, you will
need to obtain parental consent,
particularly for youth who are legally
minors. Third, you can employ “skip
patterns” to avoid sexually explicit
questions about contraceptive use or other
sexual practices if youth have not had sex.
Additional tips are provided in the
discussion on data collection in Chapter 7.

8. Define your objectives realistically
and provide enough time to
measure changes.

Programs that define objectives
unrealistically may lead to false conclusions.
You should budget plenty of time before
attempting to measure changes in
outcomes, and ensure that your objectives
clearly state the outcomes that you expect
to produce.

9. Use a combined qualitative-
quantitative approach.

Qualitative methods can be used to define
social and cultural contexts and develop
vocabularies for health education programs,
each of which contributes to the
formulation of instruments to be used
during quantitative surveys. Quantitative
methods ensure standardized data
collection over time and enable definitive
measurement of changes in outcomes that
can be generalized to the larger population.
They can also be used to show that changes
are due to your program activities.
Qualitative data can then be used to
interpret the findings of quantitative surveys
and may reveal program results not
discovered through quantitative methods.

Qualitative methods can also be used to
assess program goals that are difficult to
measure quantitatively, such as
empowerment and social change. For
example, one qualitative approach asks
staff and participants to describe the
evolution of the program. Employing this
method can help us understand what
changes were brought about and why. The
results of this approach can then be used to
develop a quantitative approach to measure
whether those changes are producing the
intended outcome in the larger community.

At e e i

Measuring the absence of
certain behaviors is
complex.

In Chapter 5, we suggest using a
combination of qualitative and quantitative
approaches to develop indicators and
collect data, which will help you address
some of these concerns in more detail.

10. Use monitoring and process
evaluation data to support the
outcome and impact evaluation.

Conducting outcome and impact
evaluations requires resources and time,
and even those that are well-designed may
not show conclusive results. Using
monitoring and process evaluation data can
strengthen the results of your outcome and
impact evaluations. For example, your MIS
may collect information about exposure to
the program’s services, such as contact with
peer educators. If you are trying to
demonstrate such outcomes as the
increased use of condoms, you may want to
measure whether youth received condoms
or referrals from a peer educator. While this
will not give you conclusive evidence about

19
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your program’s effect on the entire target
population, it may help you demonstrate
associations between positive outcomes
and exposure to your program’s activities.

While the challenges
described in this chapter
are many, the task of
evaluating youth
reproductive health
programs can be very

gratifying.

20

The information you collect through
monitoring and process evaluation will also
help you build the case that the changes
were a result of your program, even if an
impact evaluation is not feasible. For
example, your MIS may show that certain
activities were carried out more frequently
than others. Your process evaluation may
determine that young people liked certain
messages better than others and became
more involved in the program as a result. It
may also document that community
leaders’ support for specific activities
resulted in increased participation or the
addition of new activities. Documenting
factors such as service utilization, program
participation and reaction to program
strategies will strengthen the case that your
program produced the desired outcomes.

11. Learn by trial and error.

For other measurement concerns, we need
to learn by trial and error. For example, we
are learning that we can ask questions

about sexual behavior, even in settings with
very traditional values. Who asks the
questions, how we ask the questions, or the
place in which we ask the questions may
need to be modified in each setting. We
also need to be creative about generating
valid self-reports of risk behaviors, as we
often get the “socially desirable” response
rather than an accurate account.

At this stage, many of the suggested
measurements in this guide have not yet
been tested. We will build on what we
know as we collect more evidence and as
programs like yours undertake more
systematic approaches to monitoring and
evaluation.

12. Limit evaluation costs when
possible.

While outcome and impact evaluation can
be costly, there are ways for programs to
limit costs and still produce valid results.
For example, an evaluation can examine
only those outcomes most important to
your program. Measuring outcomes that
require less costly data collection methods
or utilize already-existing data can also
reduce costs. Training and utilizing staff to
conduct some parts of the evaluation may
be feasible for some programs. A sound
sampling strategy can help you limit the
amount of data collected while not
compromising the validity of your
evaluation results.

13. Build on the advantages of
evaluating youth programs.

While the challenges described in this
chapter are many, the task of evaluating
youth reproductive health programs can be
very gratifying. There may be other fairly
simple ways to avoid challenges in
measuring outcomes, including randomly
assigning youth in school settings, either
individually or by classrooms, and
following them. You may find communities
where the demand for the program
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outpaces the supply. You may also choose
to evaluate the impact of selected programs,
rather than all programs, or to use a delayed
treatment design, which is discussed in
Chapter 5. If a few youth are in desperate
need of the program, allow them to
participate in the program but not the study.

There are many advantages to working with
youth. They are interested in learning, and
changes in this population can occur
relatively quickly. Youth are in a period of
great vulnerability, and improving
outcomes for them is an investment in our
future.
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Chapter at a Glance

O Considers the multiple factors that shape adolescence

O Introduces three major strategies used to improve youth reproductive health

O Discusses the Logic Model, an approach to designing an effective strategy

Understanding Adolescence and
Youth Decision Making

Adolescence is not the same everywhere.
The definition of adolescence—and even its
existence—has long been a subject of
debate. Some argue that adolescence is a
period in which children attain physical
maturity but are not burdened with adult
roles and responsibilities. Adolescence,
they say, is a phenomenon of modern,
industrial societies.! Others theorize that
adolescence exists in all cultures at all
times, and define adolescence as a life
phase that involves the management of
sexuality among unmarried individuals,
social organization and peer group
influence among adolescents, and training
in occupational and life skills.* A recent
modification of the latter definition notes
that adolescence is a time of heightened
vulnerability for girls and critical capability
building for youth (ages 10-19) of both
sexes, regardless of their marital and/or
childbearing status.’

Adolescence is experienced differently in
every society, and even within societies
there may be vast differences in how some

! Caldwell, 1998.
*Schlegel, 1995.
* Mensch et al., 1998.

youth experience adolescence as compared
to others. To develop program outcomes,
objectives and interventions that will have
the intended impact, you must first
understand the specific context of the youth
target population with whom you plan to
work.

Sociocultural factors influence how young
people experience adolescence, and
adolescent sexual behavior reflects a variety
of norms and expectations. Particularly
where there has been considerable social
change in recent decades, young people
struggle to balance mixed messages and try
to sort out what is best for them.

A broad range of social factors
influence young people’s reproductive
health.

The social factors that influence how young
people experience adolescence fall broadly
into five categories:

O The individual characteristics of young
people, including their knowledge,
attitudes, beliefs, values, motivations
and experiences

O Sexual partners and peers

O Families and adults in the community
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O Institutions that support youth and
provide opportunities, such as
schools, workplaces and religious
organizations

O Communities, through which social
expectations about gender norms,
sexual behavior, marriage and
childbearing, are transmitted

These factors influence how much
schooling a young person should
receive, what the pattern of courtship
and marriage is and when a young
person is supposed to take on adult
responsibilities, such as work and
support for the family. Yet, these factors
are also often in conflict with one
another. For example, peer norms about
the appropriateness of boy-girl
relationships may be quite different from
those of the family and community.
Moreover, each of these factors is
constantly changing as the world
changes. Understanding and responding

Note

Research findings

The synthesis of research findings presented here represents
more than 350 studies, about 250 of which were undertaken in
the United States and about 100 of which were undertaken in
Asia, Africa and Latin America and the Caribbean. Each study,
which was completed after 1975, had a sample size of more
than 100 youth, used scientific criteria and reviewed the
antecedents of age at first sex, frequency of sexual activity,
number of sexual partners, and condom and contraceptive use.
Research identified both protective factors and risk factors.The
studies from the United States were synthesized by Doug
Kirby of ETR Associates (Kirby, 1999b), and most of those from
developing countries were reviewed by llene Speizer and
Stephanie Mullen of Tulane University (Speizer and Mullen,
1997). Additional results are from papers forthcoming from
FOCUS, including “Social Influences on Sexual Behaviors of
Youth in Lusaka, Zambia,” “Protective Factors Against Risky
Sexual Behaviors Among Urban Secondary Students in Peru”
and “The Influences of Family and Peer Contexts on the Sexual
and Contraceptive Behaviors of Unmarried Youth in Ghana”

to these factors is an important part of
developing effective ARH programs.

Research reveals much about how
these factors shape adolescent
reproductive decision making.

Researchers are increasingly turning their
attention to antecedents, factors that
precede and influence how adolescents
make decisions about sexual and health
behaviors. Antecedents can be positive, a
protective factor, or negative, a risk
Jactor. While research can show the
relationship of antecedents to sexual
decision making, it is more difficult to
identify which antecedents most
influence reproductive health outcomes.

Following is a discussion of research
findings in each of the five realms of
influence.

Individual characteristics

In some cases, young people may
calculate or negotiate risks before taking
them. They may decide to take risks
because they feel invincible, are unaware
of consequences and/or want to
experiment, or because engaging in risks
brings them social status or monetary
benefits.

Research has found that the level of
knowledge about reproductive health
and sex as well as community and family
norms and values about reproductive
health and sex, influences adolescents’
reproductive health decisions. For
example, young women in Ghana place
a high value on early fertility, which is a
risk factor for early pregnancy. Self-
efficacy, academic performance and
motivation to do well in school appear to
protect youth from taking sexual risks.
Youth who are actively engaged in
learning, who place a high value on
helping people and who accept and take
responsibility are also less likely to take



sexual risks. Behavioral intentions often
shape adolescent risk; for example, young
people who intend to avoid STT infection
are less likely to take sexual risks. Other
related risks have been associated with
sexual behaviors among youth. The use of
alcohol and drugs, smoking, depression
and stress, loneliness and running away
from home all enhance sexual risk
behaviors among youth. Young people
who have been the victims of sexual or
physical abuse during childhood or
adolescence are often more likely to be at
risk.

Biological factors also seem to contribute to
adolescent risk behaviors. Early physical
development and high testosterone levels
increase risk-taking. Age and gender also
influence sexual risk; in general, boys are
more likely to take sexual risks than girls, as
are older youth.

Peers and sexual partners

Researchers have found that if youth
believe their friends have sex, smoke or use
alcohol or drugs, they are more likely to
engage in those behaviors. Power
imbalances in a partnership, such as age
and income differentials between partners,
exchange of money or other goods for sex,
and sexual pressure from a partner, also
contribute to sexual risks. Conversely, a
sense of commitment in a relationship
seems to protect young people from
undesired health outcomes. There is some
evidence that males in same-sex
relationships are also more likely to take
sexual risks than their heterosexual peers
are.

Families

Children of families with lower educational
and economic levels have been found to be
more likely to be at sexual risk. Families
may also enhance risk by devaluing
children’s education, encouraging early
marriage and childbearing or discouraging

Note

Sexual risks

it e s |

Sexual risks are sexual behaviors that put an individual at risk

for unplanned pregnancy, STIs, HIV infection or health
problems related to pregnancy and childbearing. Specific
sexual risks include:

O too-early initiation of sexual activity,

O sexual intercourse without the use of contraception,
O sexual intercourse without the use of a condom,

O sexual intercourse with more than one partner, and

O sexual intercourse with a partner infected with an STI
or HIV.

young people from getting information and
services.

However, families can also protect youth
from behavioral risks. Living with both
parents, having positive family dynamics,
feeling supported by parents and other
adult family members and experiencing
proper supervision by adult family
members all seem to protect young people
from taking risks. Parental values also
influence young people; parents and elders
who communicate with young people
about their values regarding sex have been
found to protect the youth from a variety of
risks. Research results are less conclusive
about the impact of sexual and
reproductive health communication
between parents and youth on adolescent
decision making.

Institutions

Connections to institutions that support and
provide opportunities to youth seem to
protect youth from making risky decisions.
For example, youth who feel connected to
a religious organization are less likely to
take risks. School connectedness is also a
protective factor, as is successful school
performance and a supportive school
environment. In contrast, some institutions
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in the community may promote adolescent
risk-taking. The presence of a sex industry
and widespread access to entertainment
venues such as bars and discotheques may
enhance young people’s risk-taking.

Some evidence exists that connections to
youth organizations also protect youth from
risky behaviors. Access to organizations that
provide leisure activities, counseling and
services for sexually abused adolescents
seem to protect youth from sexual risk-
taking. Connections with other adults in the
community through social institutions, such
as neighborhood groups, are also generally
found to be protective.

Different strategies are
needed to influence the
many factors —
individual, peers,
partners, family,
institutions, community —
that shape young
peoples’ behaviors.

26

Communities

Disorganization or instability in a
community often influences youth to take
risks. High levels of unemployment and
migration, low educational levels, poverty,
crime, political instability and war all seem
to enhance risk-taking. A lack of programs,
health and contraceptive services, and
educational and economic opportunities in
a community also negatively affect young

people’s reproductive health decision
making.

Some social norms, while not as well-
documented by research, also appear to
influence youth to make decisions that
result in negative reproductive health
outcomes. Gender discrimination,
community norms that do not value
adolescent education, restrictions on girls’
mobility and cultural expectations to marry
and bear children early in adolescence may
negatively impact adolescent reproductive
health outcomes.

Supportive policies can also protect young
people from sexual and reproductive health
risks. For example, legalizing contraceptive
sales to youth and enforcing a minimum
legal age of marriage can be protective
actions. Policies that support education and
health services for adolescents are also
protective. Illegality of abortion and weak
enforcement of laws concerning rape and
sexual abuse, conversely, may promote
negative reproductive health outcomes
among youth.

Finally, the mass media influences
community norms and values.
Advertisements and media that provide
positive role models and support
responsible behavior can be protective
factors. Conversely, exposure to
pornography and sexually permissive or
violent media may enhance risk-taking
among youth.

Three Strategies that Promote
Youth Reproductive Health

Globally, programs to prevent adolescent
sexual behavior and disease have
demonstrated limited results. Two realities
largely account for this. First, many of the
evaluations have been short-term and are
thus unable to show changes in sexual
behavior and other reproductive health
outcomes, such as pregnancy and STT rates.
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Second, it seems that the programs most
often evaluated—those that provide
information about sex and reproductive
health, or those that provide reproductive
health clinical services to youth—are by
themselves insufficient to reduce young
people’s risky sexual behavior.

Researchers have found
that if youth believe their
friends have sex, use
alcohol or drugs or smoke,
they are more likely to
engage in those behaviors.

28

Some studies of adolescent reproductive
health programs do, however, suggest
directions for future ARH program
planning. First, the identification of
antecedent risk and protective factors has
helped program planners identify and
target youth who are at greatest risk of
sexual coercion and abuse, unwanted sex,
unintended pregnancy, STIs and unsafe
childbearing. Evaluations have also found
that programs that address a broader
spectrum of antecedent influences tend

to be more effective at reducing risky
behavior or maintaining healthy behavior,
and more likely to have a long-term
impact." For example, some evaluations
have shown that youth development
programs that strengthen relationships with
school and family result in a reduced age of
sexual initiation and lower rates of

"Kirby, 1999c.
’Leffert et al., 1998

unwanted pregnancy and STIs. Similarly,
programs that develop specific skills related
to partner negotiation and condom use
have also resulted in desired reproductive
health outcomes. Researchers are focusing
on other developmental assets to predict
and target risk behaviors, such as
constructive use of time, presence of a
caring community and commitment to
learning.’

To ensure that they can effectively
influence antecedents, programs should
also initiate activities based on health
promotion, social change and behavior
change theories. The three broad strategies
described below, when employed
simultaneously, can have a maximum
impact on young people’s reproductive
health:

O Increase knowledge, encourage healthy
attitudes, develop skills and form or
change youth’s behaviors.

O Improve the social environment so that
young people are supported in making
healthy decisions and that programs
and services are able to operate.

O Increase access to and utilization of
youth programs and health services.

STRATEGY 1: INCREASE KNOWLEDGE, ENCOURAGE
HEALTHY ATTITUDES, DEVELOP SKILLS AND FORM OR
CHANGE YOUTH'S BEHAVIORS.

This strategy aims to influence individual-
and interpersonal-level antecedents of
adolescent decision making and risk-taking.
By focusing on strengthening the individual
characteristics of young people, we can
help them make healthy decisions about
reproductive health. This focus can also
influence antecedents at other levels, for
instance, by changing community norms,
strengthening institutions that support
youth and encouraging adults to
communicate effectively with young
people.



The transition to adulthood requires
specific knowledge and skills.

To make the transition to adulthood, youth
need to have the knowledge and skills that
help them to:

O participate as citizens (as members of a
household, the neighborhood and the
larger community, and as workers),’

gain experience in decision making,’
make decisions based on reason,

assess risks and consequences,

O 0o o o

assess costs and benefits of decisions
and actions, and

O interact and communicate with peers,
partners and adults.

This knowledge and these skills should be
developed from an early age, starting as
young as pre-school. They should then be
sharpened and strengthened during
adolescence in order to make a healthy
transition to adulthood.

An increasing body of research indicates
that youth development programs that
promote the knowledge, skills and other
individual assets needed to make a healthy
transition to adulthood—coupled with
reproductive health information and
opportunities to discuss sexuality—can
result in a broad array of positive health
outcomes.™’

Youth and adult caregivers need clear
and accurate information about sex.

As young people go through physical
changes related to human reproduction,
they need information and opportunities to
discuss sexuality in a safe and open way.

With the influence of global media and
changing social values and norms, young
people get inadequate, mixed and

 Blum, 1999.

7 Ibid.

* Kirby, 1999c¢.

? Leffert et al., 1998.
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Note

Sexuality

Sexuality includes not only physical and sexual desires, but
also issues of identity, societal and gender roles and human
relationships, including those with family, peers and partners.

inaccurate messages about sex. In many
societies, talking openly about sex is taboo,
so young people resort to friends, movies,
videos and pornographic materials for
information. Parents and adult caregivers
are often uncomfortable discussing sexual
topics with their children. Taking the
cultural context into account, clear and
accurate information should be made
available to young people and their adult
caregivers through a variety of media and
channels.

Young people’s attitudes, intentions
and motivations to avoid pregnancy
and STIs should be strengthened.

Some young people have attitudes,
intentions and motivations that encourage
them to take sexual risks. For instance,
some girls may desire to become pregnant
because they think having a baby will bring
meaning to their lives or motivate their
partners to marry them. Other youth may
intend to become sexually active without
using condoms because they believe that
condoms reduce sexual pleasure. Cultural
expectations may encourage young people
to marry early and have children soon after.
Programs may be able to impact these
attitudes, intentions and motivations by
providing counseling or small-group
discussions for young people, which can
help them critically examine their attitudes
and change their intentions. For example, a
program can help young people examine
traditional gender roles and help them
make better decisions about what kind of
relationship they want to be in, who and
when to marry, how much education they
want to achieve and how soon they want to
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have children. Programs can also increase
young people’s motivation to avoid
pregnancy and STIs once they closely
examine these consequences.

Common Elements of
Effective Sexuality Education Programs®

A clear focus on reducing one or more sexual behaviors that
lead to unintended pregnancy, STIs or HIV infection

A foundation in theoretical approaches that have been shown to
be effective in influencing other health-related risks

Ongoing reinforcement of clear messages on risky behaviors

Basic, accurate information about the risks of unprotected
intercourse and methods of avoiding unprotected intercourse

Activities that address social pressure on sexual behaviors
Modeling and practice of communication, negotiation and
refusal skills

A variety of teaching methods, designed to involve the
participants and have them personalize information

Incorporation of behavioral goals, teaching methods and
materials that are appropriate to the age, sexual experience
and culture of the youth

A duration long enough to complete important activities

Teachers and peer educators who believe in the program they
are implementing

Health education activities can affect
many of the factors that influence
youth decision making.

A successful ARH program includes
activities that influence how young people
make decisions as well as the larger
environment in which they operate. Some
activities common to reproductive health
education programs are:

O sexuality, reproductive health and
family life education;

O skills training, including life skills,
vocational skills and skills specific to
sexual behavior, such as negotiation
and condom use;

O counseling;

O peer education and outreach;

0 communications and media outreach;
and

O referrals to health and contraceptive
services.

These activities have interacting and
overlapping effects; for instance,
communications and media outreach may
shape community norms about youth, and
skills training may stimulate economic
opportunities for young people.

Research indicates that the following key
programmatic elements of health education
activities will lead to improved reproductive
health outcomes for youth:"

STRATEGY 2: IMPROVE THE SOCIAL ENVIRONMENT SO
THAT YOUNG PEOPLE ARE SUPPORTED IN MAKING
HEALTHY DECISIONS AND THAT PROGRAMS AND
SERVICES ARE ABLE TO OPERATE.

Improving the social environment for youth
reproductive health means influencing
antecedents that occur among peers,
partners, families, institutions and
community members. This strategy aims to
change social and cultural norms to support
young people’s healthy decision making,
improve programs and policies that reach
youth and support adults and institutions
that interact with and support youth.

A positive social environment supports
healthy lifestyles.

Relationships with friends, partners and
family members, as well as the influence of
community, school and other institutions,
all play a role in shaping multiple health
outcomes. Some programs aim to improve
the social environment for ARH. This
includes encouraging critical discussion of
the social and cultural norms that may
adversely impact ARH, such as norms

 Kirby, 1999b. This table is based on the analysis of
evaluations conducted of sexuality education
programs in the United States, and may be more or
less relevant in some developing country settings.

" Kirby, 1997; Choi and Coates, 1994; McKaig et al.,
1996; and Houvras and Kendall, 1997.
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related to gender roles. Other programs
might attempt to strengthen institutions that
reach and support youth, such as youth
clubs and religious organizations, or
develop policies and programs that provide
the services youth need.

Supportive and caring communities can
make a difference. For example, community
organizing builds communities and
institutions in ways that enable members to
identify and solve problems and respond to
needs. It fosters ownership and
participation, and engages community
members—adults and youth—in social
action that considers and addresses young
people’s reproductive health needs.

Family support plays a critical role in
young people’s decision making.
Parents and other adult family members
play a critical role in shaping young
people’s aspirations and values. Even when
adult caregivers have difficulty discussing
sex and reproductive health with youth,
support from adults can positively
influence a young person’s reproductive
health outcomes. Adult caregivers need to
be encouraged to value the education of
youth, provide supervision and support and
communicate effectively with young
people. Programs that reach parents might
aim to help parents create a harmonious
relationship with their children by
practicing what they could say to effectively
show support. Programs might also raise
awareness among adult caregivers of how
some cultural traditions, such as early
marriage, have a detrimental effect on
young people’s lives.

Programs must identify and address
the dynamics of youth’s social systems.
Understanding and addressing these
dynamics is also crucial to improving the
environment for youth. Many programs
work to improve our understanding of
social systems and to strengthen and make

Strategies to Create a Supportive Environment for Youth

* Mobilize community action, particularly among youth.

» Generate collaborative responses to ARH among youth,
community members, and institutions and organizations
working in the community.

* Raise awareness of young peoples’ needs and the social,
cultural, economic and political issues that contribute to their
RH concerns.

* Conduct mass media and social marketing campaigns.

* Gain stakeholder and other adult support for discussions with,
and activities and services for, young people.

* Address antecedents that contribute to youth RH risks, such as
dropping out of school, gender inequity, early marriage,
female genital cutting, the sex industry and drug and
alcohol consumption.

» Improve other sectors in related areas, such as female education
and vocational training.

» Overcome resistance to providing RH information and services
to young people, and ensure that these services are affordable.

* Institute policies to promote access to reproductive health
information, education and services. Remove restrictions that
limit this access.

* Support networks and coalitions to encourage advocacy, service
referrals and broader social changes.

more responsive those systems that support
youth. For example, a program may find
that some young people are at a
disadvantage—both to adults and to other
youth—due to differences in age and
experience, gender, income and education.
An adolescent reproductive health program
may not only try to improve the knowledge
and skills of those youth, but also attempt
to influence the behavior of those holding
power over them.

STRATEGY 3: INCREASE ACCESS TO AND UTILIZATION
OF YOUTH PROGRAMS AND HEALTH SERVICES.

This strategy focuses on providing the
opportunities, programs and services that
allow young people to gain access to youth
programs and health services. By
strengthening the institutions that support
youth, such as youth clubs, recreational
facilities, religious organizations, schools
and health facilities, this strategy aims to
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influence individuals’ participation. The
existence of youth programs may also
influence families, institutions and
communities as they increase the visibility
of youth engaged in positive activities and
change adults’ attitudes toward them.

Youth programs can affect young
people’s lives on multiple levels.

Many youth programs aim to increase the
number of young people who participate in
activities that build their skills, build
positive relationships with peers and adults
and provide a creative outlet for their
energy. For example, youth programs may
attempt to build young people’s skills;
encourage activism in the community;

Families can protect
youth from
behavioral risks.

provide sports, arts or other creative
activities; or foster adult mentoring of
youth. At the individual level, these
programs help to build self-esteem and
skills and encourage young people to have
aspirations for the future. At the
interpersonal level, they encourage the
creation of healthy norms among peer
groups and positive interaction between
young people and adults. At the community
and institutional levels, youth can have a
direct influence on changing the environ-
ment if encouraged to participate as
advocates for youth-related programs and
policies. The presence of youth organiza-
tions can also influence how adults in the
community view youth and help the
community see young people as an
important asset.

Connectedness to schools improves
young people’s knowledge and skills.
Increasing the quality and quantity of
education young people receive is another
strategy to improve adolescent reproductive
health. In places where young people have
few educational opportunities, increasing
local and national commitment to
education can be an important part of
addressing adolescent reproductive health.
In addition to improving access to
education, schools can improve their
physical and emotional environments.
Programs can address sexual harassment in
schools, change school policies that do not
allow attendance by pregnant adolescents,
improve safety in schools or strengthen the
extracurricular activities.

Religiosity and connection to religious
organizations can positively influence
youth.

Adolescence is a time of rapid change, and
religious beliefs can help young people
understand and process the challenges they
face. Religiosity may have more to do with a
young person’s strong religious belief than
it does with his or her actual attendance or
participation in religious activities. In
addition, evidence shows that feeling
connected to a religious organization can
support young people in making healthy
decisions. Programs may want to increase
these links while respecting individual
decisions in this realm.

Health services enable young people to
act on their healthy decisions.

The provision of health services, such as
counseling, contraceptives, maternal care
and nutrition programs, to youth is crucial.
Without such services, young people may
not be able to act on the positive decisions
they make. In order to reach more young
people with health services, we need to
understand how young people prevent
reproductive health problems and seek



treatment both within and outside the
formal service delivery systems.

Many would agree that, in order to make
healthy decisions about illness, it is
important to see a trained medical service
provider. Yet, reproductive health programs
have largely addressed older, married
women and sometimes men; young people
perceive—often correctly—that family
planning and STI clinics would not
welcome them. The barriers to youth access
of health services are numerous:

O long distances to service locations, and
unsafe or unavailable transportation;

O inconvenient hours of operation;
O lack of anonymity;

O concerns about privacy and
confidentiality;

O staff attitudes and actions, including
scolding and moralizing;

O fear and embarrassment;
O cost of services; and

O laws and policies that make serving
youth difficult.

Many youth rely on resources outside the
formal health service provision system.
These resources may include home
remedies, traditional methods of
contraception and abortifacients, provision
of contraceptives through friends or
relatives, clandestine abortion, and
contraception and medication purchased
without a doctor’s prescription from
pharmacies or traditional health
practitioners. Many programs are trying to
increase young people’s utilization of
reproductive health services through
activities and strategies that:

Characteristics of “Youth-Friendly” Health Services

Health Provider Characteristics

Staff specially trained to work with youth

Respect for young people

Privacy and confidentiality honored

Adequate time for interaction between client and provider
Peer counselors available

Health Facility Characteristics

Separate space and special times set aside
Convenient hours

Convenient location

Adequate space and sufficient privacy
Comfortable surroundings

Program Design Characteristics

Youth involvement in design and continuing feedback
Drop-in clients welcomed and appointments arranged rapidly
No overcrowding and short waiting times

Affordable fees

Publicity and recruitment that inform and reassure youth
Boys and young men welcomed and served

Wide range of services available

Necessary referrals available

Other Positive Characteristics

Educational material available on site, which can be taken home
Group discussions available

Possible to delay pelvic examinations and blood tests before
receiving contraceptives

Alternative ways to access information, counseling and services
outside of a formal health facility

O increase young people’s knowledge
about the availability of reproductive
health services;

O generate demand for services, for
example, by promoting services
through peer outreach workers; and

0 examine where and how young people
seek information and treatment, and
improve the “youth-friendliness” of
those services.
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The following items are seen as

characteristics of effective “youth-friendly”

health services, whether services are
provided in a clinic, hospital, pharmacy,

youth service organization or other venue:'

Identifying Appropriate Program
Activities

We now have a clearer understanding of
the multiple levels of influence on
adolescence and the broad strategies that
promote healthy reproductive behavior

among youth. Using this understanding as

our foundation, we can design programs
that are more likely to be effective and,
thus, worth the effort of good evaluation.

One way to design your strategy while
keeping these elements in mind is to use a
Logic Model.

The steps, outlined below, are as follows:

O Define your program’s goals and
desired behavioral outcomes (the
process of defining goals and outcomes
is discussed in detail in Chapter 3).

O Identify the antecedents that, according
to research, influence—both positively
and negatively—the behavioral
outcomes your program desires. In
many places, there may not be enough
research to suggest the whole range of
factors that influence youth behavior
and decision making. In this case, you

These programs will: may base your assumption of
influences either on a review of the

O clearly define desired health outcomes, . .
research suggesting antecedents in

O identify the protective and risk- other countries, or you can use your
enhancing antecedents that influence experience with youth to make a “best
those outcomes, and guess” about the antecedents that

0 use program strategies that respond to influence health outcomes. You should
more than one of the antecedents that also try to directly ask youth what they

- impact adolescent reproductive health think influences their decision making.
outcomes. U Identify one or more program activities
Note that you think, based on your own
experience or on the international
The Logic Model literature about what works, will
The concept of a “Logic Model,” and its importance to the specifically influence each antecedent.

design and evaluation of youth programs, was introduced by
Kirby during a presentation to a meeting on Adolescent
Health and Development, Washington, D.C., 4-6 February
1999. It is a simplified version of the logical framework,
which emphasizes that outcomes should be pursued based
on antecedents identified by research.

“Senderowitz, 1999.
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Define
Your Program’s
Goal

* Decrease rates of
pregnancy and STIs
among youth ages
14-19 in our district.

Define Your
Program’s Desired
Behavioral
Outcomes

Decrease premarital sex

Increase use of condoms
among sexually
active youth

Increase age of sexual
initiation
Increase age of marriage

Identify the Antecedents
of Behavioral Outcomes
Your Program Desires

* Community norms about
premarital sex and
appropriate age of
sexual initiation

* Opportunities for
education

¢ Individual’s ability to
say “no” to sex

 Individual’s ability to
use contraception

* Youth’s access to
condomes,
contraception and
clinical services in
a confidential way

* Community norms about
appropriate age of
marriage

Identify Program
Activities that You Think
Will Influence Each
Antecedent

* Develop education
program to
encourage adults to
discuss norms
around premarital
sex with youth

e Initiate community
mobilization campaign
to change norms that
do not value
girls’ education

* Lobby for expansion of
opportunities for
secondary education

Provide life skills
education emphasizing
how to say “no” to sex
in school health
education program

Establish peer education
program to reach
sexually active youth

Encourage development
of national health
policies that

support provision

of services to youth

¢ Include youth
representatives in
clinic advisory committee

Establish “youth-
friendly” and
confidential services
(e.g., educating
health workers) at
both national and
local level

* Influence community
norms to support later
age at marriage
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For example, by using the Logic Model to your desired behavioral outcomes and to
guide program design, your assumptions include contextual influences. Finally, your
about what influences your desired program activities will be designed to link
outcomes are both clear and specific to directly to the influences you think will
your context. You are more likely to think affect the behaviors you are concerned
broadly about the factors that influence with.

Key Elements of Successful ARH Programs'?

+ Strategic planning: Effective programs clearly state process and behavioral objectives before
the program begins, as a prerequisite to measuring success.

» Target audience identification: Young people have diverse needs, depending on their varied
characteristics, such as age, school status, marital status, gender, family characteristics
and experience. In designing programs, it is important to identify the specific target group
and address its needs accordingly.

* Needs assessment: Understanding the specific issues and needs of the youth who are expected
to participate in or receive services from the program ensures that the program’s design
and content are appropriately shaped.

* Youth involvement: Youth are best able to identify their own needs and will feel more
ownership of a program when they are included in design and implementation.

« Community involvement: Community members, such as policymakers, health professionals
and religious leaders, should be involved in program planning to ensure support
and acceptance.

* Adult involvement: Involving parents and other adult family members may help to ensure that
the program does not meet with resistance and to educate parents about reproductive health
issues and adolescent needs.

* Protocols, guidelines and standards: Specific and detailed operational policies governing
how a program should serve youth may help to encourage a consistent level of quality,
particularly when service providers are unfamiliar with the youth population.

+ Selection, training and deployment of staff: Staff providing services to young people require
specific qualities, training and supervision to ensure that clients are well-treated and to ensure
client retention.

* Monitoring and evaluation: Collecting data helps managers monitor performance, evaluate
outcomes and impact and improve program strategies.

Y Israel and Nagano, 1997; Birdthistle and Vince-Whitman, 1997; Senderowitz, 1997a; and Senderowitz, 1997b.
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Learning from the International
Experience with Youth
Reproductive Health
Programming

The design of ARH programs can be
informed by the experience and evaluation
of programs from around the world. The
“key elements” of ARH programs listed
below were compiled through a literature
review. While these elements have not been
systematically tested in field settings, we
offer them here because they may

help in your program design and
implementation.

Note

Additional information on key elements

The key elements of adolescent reproductive health
programs are presented in four papers produced by
FOCUS on Young Adults. These papers can be
accessed and downloaded from the FOCUS Web site
at <www.pathfind.org/focus.htm>.
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PART I: THE How-To’s oF MONITORING AND EVALUATION

Developing an ARH
Monitoring and
Evaluation Plan

&

Chapter at a Glance

O Defines program goals, outcomes and objectives

O Helps you define the scope of your ARH monitoring and evaluation effort

O Offers guidance on how to plan and conduct a monitoring and evaluation effort,

using the rest of this Guide

Establishing Goals, Outcomes
and Objectives for Youth
Reproductive Health Programs

This section discusses the goals, program
outcomes and objectives of an adolescent
reproductive health program, which form
the basis of your M&E effort. Each is a
different expression of the reproductive
health outcomes the program is trying to
achieve.

Goals define the overall impact your
program hopes to have.

A goal states the impact a program intends
to have on a farget population. The target
population is the specific group of
individuals your program is trying to affect,
and can include youth as well as the adult
service providers, teachers, family members
or community members who interact with
young people. ARH programs often have
the general goal of improving the
reproductive health of young people. Goals
may be stated more specifically depending
on the reproductive health needs of the
youth population.

Note

Terminology

People working in evaluation use many different terms
to describe what they do.The existing evaluation termi-
nology is often interpreted differently in different set-
tings, and sometimes evaluators spend too much time
debating which term is best to use. In this Guide, we use
terms and concepts that are intended to reflect the
stages and components of youth programs as they are
implemented in the field. We have defined them in ways
that we hope will be understandable and accessible to
those who do not have a research background.

Program outcomes are the specific
results that your program hopes to
achieve.

Your program’s intended outcomes are
related to your established goals, such as a
decrease in STI rates or improvement in
nutritional status. To produce these
outcomes, programs focus on intermediate
behavioral changes, such as the delay of
sexual initiation, increased use of condoms
or contraception or increased breastfeeding.
Programs can establish short-term,
intermediate and long-term program
outcomes, as detailed on the next page.
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Goal: To Improve Young Women’ s Reproductive Health

Short-Term Outcome

Improve the quality of

Inter mediate Outcome

Increase the average age at

Long-Term Outcome

Decrease pregnancy rates

interactions between parents sexual initiation among youth among youth ages 14~ 19 in

and youth ages 10- 19 in our ages 14— 19 in our district.

district.

Objectives are explicit, measurable
statements of program outcomes.

There are two kinds of objectives:
population-level and program-level.

Population-level objectives state intended
results in terms of the target population and
are directly related to the outcomes
identified by your program. They describe
what impact your program hopes to have in
the youth population it aspires to reach,
influence or serve. For example:

O Increase the average age at sexual
initiation among youth ages 14-19 in
our district by one year.

O Increase the percentage of youth ages
14-19 in our district who are actively
involved in youth organizations that
provide leisure activities.

Program-level objectives state intended
results in terms of the structure,
management or operations of a program.
They describe the activities you will
undertake to achieve the impact your
program hopes to have. For example:

O Train 30 peer educators to provide
quality counseling to youth every six
months.

our district.

Measuring Objectives

How you conceptualize and express your
objectives and their measures will frame
your actions.

The measure of an objective should be
stated in terms of targets.

Targets are the level of the objective you
plan to achieve within a stated time.'
Targets may be either quantitative
(numeric) or qualitative (descriptive),
depending on the nature of the activity and
the indicator chosen to measure it.” Targets
may express quantity (how much), quality
(how well) or efficiency (least cost per
outcome produced).

The target of population-level
objectives should be defined by
referring to baseline information.

Baseline information describes the current
status or situation in a community before an
intervention takes place. Baseline
information is important because it
provides points of comparison against
which you will measure whether your
objectives were accomplished. If baseline
information is not available, you may need
to collect information about the target
population and its needs before your
program begins. This will provide you with
starting measures that can be the basis for
an outcome or impact evaluation that the
program undertakes later.

! Targets are quantitative estimates that are used for the purpose of budgeting, planning and tracking changes in
outcomes. They should not be understood as quotas, or used as a basis to coerce any individual to accept
services, such as contraception, that are inconsistent with his or her moral, philosophical or religious beliefs.
Targets should not be used as a basis for compensation of service providers. All youth reproductive health
programs should, of course, safeguard the rights, health and welfare of all individuals who take part in the

program

* Indicators are discussed in detail in Chapter 4.



The source of baseline information could
be:

O a survey of youth prior to the
intervention;

O data documenting prior youth
program experience;

O external measures collected by
another organization, government
agency or donor, such as government
health facility utilization data;

O information on youth reproductive
health obtained from a national
survey, such as a Demographic and
Health Survey (DHS); or

O the professional judgment of those
who work with youth.

For example, your prior program
experience may tell you that only 5 percent
of youth are seeking counseling services
from peer educators in the schools where
your program functions. However, you are
aware that a partner organization in a
neighboring district found that 8 percent of
youth sought counseling. Referring to this
baseline information, you might determine
that your program objective should be
“Increase the percentage of youth ages
10-19 who seek counseling services from
peer educators to 10 percent within one
year.”

O The target of program-level objectives
should be defined by program
experience.

To determine targets of program-level
objectives, such as numbers of peer
educators who should be trained, refer to
program experience and resources. For
example, you might determine that to reach
the 500 youth in your target population,
you would ultimately like to train 40 peer
educators. Since your budget only allows
for one training every six months, and
experience has shown that training 20 peer

educators at a time is most effective, you
might want to set your target as training 20
peer educators every six months.

Monitoring and evaluation requires an
understanding of measurement and
indicators.

Measurement is the use of methods and
procedures for systematic observation and
assessment.” A variety of methods and
procedures are used to collect information
about your program and its target
population.’

To measure how a program is functioning
and what outcomes it is having in the target
population, you will use indicators. An
indicator is a measure of program
objectives and activities.” Changes in
indicators demonstrate that a program is
functioning and the effect—positive or
negative—it is having on the target
population.

Information is collected on some of your
objectives—both program-level and
population-level—in order to measure
whether a program’s activities are being
implemented, the quality of program
implementation, to what extent the
program is being utilized, or the changes
that are taking place in your target
population, if any. In general, information
collected during a process evaluation will
measure program-level objectives.
Information collected during an outcome or
impact evaluation will measure population-
level objectives. To measure changes in
objectives, baseline information is
compared to data collected after the
program has been operating for some
period of time.

* Green and Lewis, 1986.
* Data collection is discussed in detail in Chapter 7.

> Indicators are discussed in detail in Chapter 4.
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How to Translate Goals and Outcomes Into Objectives

Goal:

e Improve the reproductive
health of youth ages 10- 19 in
our district.

Outcomes:

* Increase condom use among
sexually active youth ages
15- 19 in our district.

* Increase the number of
sexually active youth under
the age of 19 who discuss
condoms with their partners.

Outcomes:

* Increase condom use among
sexually active youth ages
15- 19 in our district.

* Increase the number of
sexually active youth under
the age of 19 who discuss
condom use with their
partners.

To translate to outcomes, describe the
specific results your program hopes to
achieve.

To translate outcomes into population
objectives, refer to baseline data: The
most recent DHS found that 5 percent
of youth ages 15- 19 in your district
use condoms at first intercourse. A
baseline survey conducted by your
organization found that 15 percent of
sexually active youth ages 15- 19
have ever discussed condoms with
their current sexual partners.

To translate outcomes into program-
level objectives, describe the activities
you will undertake to achieve the
outcomes.

Outcomes:

* Increase condom use among
sexually active youth ages
15- 19 in our district.

* Increase the number of
sexually active youth under
the age of 19 who discuss
condoms with their partners.

Population-level objectives:

* Increase condom use at first
intercourse by youth ages 15
- 19 in your district to 10
percent within one year.

¢ Increase the number of
sexually active youth under
the age of 19 in your district
who have ever discussed
condoms with their current
sexual partner to 25 percent
within one year.

Program-level objectives:

e Train 25 peer educators to
hold skills-building sessions
with youth ages 15- 19 about
condom use and negotiation.

* Hold 30 skills-building
sessions with youth ages
15- 19 about condom use and
negotiation.
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Monitoring, process evaluation, outcome
evaluation and impact evaluation involve
the following steps:

O agreeing on the scope and objectives
of your M&E plan with stakeholders,
O selecting indicators,

O systematically and consistently
collecting information on those
indicators,

O analyzing the information gathered,

O comparing the results with the
program’s initial goals and objectives,
and

O sharing results with stakeholders,
including youth.

A strong M&E plan should use
indicators to measure both
population-level and program-level
objectives.

Population-level objectives relate most
directly to the sexual and reproductive
health outcomes your program hopes to
achieve. However, they are often difficult to
measure because they deal with sensitive
issues, such as whether or not young
people are having sex. You should always
try to measure population-level objectives



related to intermediate behavioral
outcomes, but you may have difficulty
doing so.

Measuring short-term objectives related to
the risk and protective factors your program
thinks influence young people’s behavior is
important for two reasons. First, in the
absence of showing changes in behavior,
the achievement of short-term objectives is
a good sign that your program is producing
outcomes. Second, measuring short-term
objectives also helps test your assumptions
about the factors that influence the
behavior and decision making of young
people. This information may provide
insights into how your program strategy is
working, or not working, to influence the
behavior that produces the long-term
reproductive health outcomes you are
concerned with.

Measuring program-level objectives is an
important part of understanding how your
program is working. Program-level
objectives are measured during a process
evaluation, and provide information on
how a program is functioning. A process
evaluation may offer insights into why your
program is having an impact (or not) and
is important if you plan to scale up or
replicate the strategy your program uses.

Defining the Scope of an M&E
Effort

Scope refers to the extent of the activity you
will undertake in a monitoring and
evaluation effort. The scope of your M&E
effort is determined by several factors. Ask
yourself six key questions:

0 What should be monitored and
evaluated?

O When should ARH programs be
monitored and evaluated?

0 How much will M&E cost?

O Who should be involved in M&E?

O Who should carry out the evaluation?
O Where should M&E take place?

Each is discussed below.

WHAT SHouLD BE MONITORED AND
EVALUATED?

M&E can measure each stage of your
program’s development: design, systems
development and functioning, and
implementation. After you have developed
goals, objectives and activities, your next
step is to make decisions about M&E in
each of these stages. Your M&E effort can
measure each stage to determine how the
program is working and its impact on the
target population. You can review each
stage for ideas and options for M&E efforts.

Program design is measured by
process evaluation.

A community needs assessment often forms
the basis for program design. The process
of program design involves developing a
strategy or systematic approach to address
the community’s needs, identifying actions
and activities required to implement the
strategy, and identifying the resources
needed to carry out the activities. Assessing
how well a program has been designed is
one aspect of process evaluation because
the program design affects the success of a
program. Documenting the problems with
program design will help explain why a
program did not achieve its objectives;
conversely, if a program is successful,
documenting will help explain what key
design elements contributed to its success.
Those elements can then be used to expand
or replicate a program. Chapter 5 includes
information on how to monitor and
evaluate the design stage of a program.
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Worksheet 3.1
Identifying Program Goals, Outcomes, Context and Objectives

1. What are the program’ s goals?

2. What short-term,
intermediate and long-term
outcomes does your program
hope to achieve?

3. What short-term, population-
level objectives does your
program hope to achieve
(including objectives related to
antecedent factors)?

4. What intermediate,
population-level objectives
does your program hope to
achieve?

5. What are the program-level
objectives? How will you
achieve the population-level
objectives stated above?

6. What activities will be
implemented by the program?

7. Who are the stakeholders of
the program?

8. How might the local political
or cultural context affect the
program?

9. Will current economic
conditions affect program
implementation or
participation by youth?
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Systems development and functioning
is measured through monitoring and
process evaluation.

Systems development involves the creation
of a management and support system to
carry out the program. Support systems
include MIS, financial management systems,
personnel systems, and commodities and
logistics systems. Conducting preparatory
activities such as recruiting and training
staff, developing curricula, drafting service
guidelines and developing IEC or behavior
change communication (BCC) materials is
an important part of systems development.

Systems functioning involves the ongoing
performance of the systems used to operate
the program and includes issues such as
how decisions are made within the
program, whether internal and external
communication channels are functioning
well, how well coordination between
regional programs and headquarters is
conducted, whether training and
supervision are ensuring quality
performance, and personnel job
descriptions and job performance.

If you are able to document how a
program’s systems are functioning, this will
help explain why a program is—or is not—
working. To determine how a program’s
systems are functioning, monitoring and
process evaluation should:

O document the development of support
systems and determine if they are
actually operating once program
implementation begins;

O assess the performance of support
systems; and

O measure how effective the preparatory
activities are in readying program
personnel for program
implementation.

Implementation is measured through
monitoring, process evaluation and
outcome/impact evaluation.

Implementation is the process of carrying
out program activities with the target
population and providing services to them,
i.e., the actual performance of your planned
activities. For example, the activities of a
youth center may include hiring and
training staff and volunteers, holding
educational sessions at the center, involving
youth in developing leisure activities and
providing counseling services to young
people.

Documenting the problems
with program design will
help explain why a
program did not achieve its
objectives and—if
successful—what key
design elements
contributed to the success.

Monitoring and process evaluation reveal
how program implementation is occurring.
Outcome and impact evaluation help
determine whether your program is
achieving its objectives by measuring
changes in outcomes in your target
population. Together, this information
should help you explain why the program
is—or is not—reaching its objectives, and
contributes to an understanding of program
outcomes.
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Activities Monitoring & Process Evaluation Outcome & Impact Evaluation

Design Stage

* Determine whether peer educators ¢ Were youth in the target N/A
are an effective way to reach population
your target population. consulted about whether they

thought peer educators would
be effective?

Systems Development &

Functioning Stage
g otas N/A
* Develop curricula to train peer * How many peer educators are
educators. recruited, selected and trained?
¢ Recruit, select and train peer e What is the quality of the training
educators. provided to peer educators?

Implementation Stage

e Peer educators provide counseling ¢ How many youth are counseled by ¢ Do changes in knowledge, attitudes

three afternoons a week in five peer educators?
health clinics.

e What is the quality of the counselin
provided by peer educators?

The goals, objectives and activities of
your program shape the scope of what
will be monitored and evaluated.

By identifying every activity your program
has undertaken at the design, systems and
implementation stages, you define the
scope of your M&E effort. At each stage,
your activities should be monitored and/or
evaluated. The table on the next page
illustrates how activities undertaken at each
stage of a peer education program might be
monitored and evaluated. Identifying your
activities at each stage and defining the
possibilities for M&E is the first step in
determining scope.

How you plan to use M&E information
shapes what will be monitored and
evaluated.

Your intended use of M&E information will
help you determine the scope of your M&E
effort. Possible uses include the following:
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and behavior occur among youth
who are counseled by peer
educators?

O Ensuring that program activities

are carried out as planned: If so,
you will need to track changes in
program-level objectives through an
effective monitoring system.

Assessing how well activities are
being carried out and making
improvements as needed during
the course of program implemen-
tation: If so, you should undertake a
process evaluation.

Determining whether changes in
outcome indicators are occurring
in the target population for your
program: If so, you should conduct
an outcome evaluation. If you have
more resources and are interested in
showing how much of the observed
change in outcome indicators is due to
your program, then you should
conduct an impact evaluation.



Reasons to Monitor and Evaluate: Different Needs for Different Stakeholders
By developing consensus among stakeholders about what information should be collected, given your available
resources, you can make an M&E effort more manageable.

Program Managers
and Staff

What M& E Measures:

e Quality of activities and/or
services

* Why some sites are less
successful

» Capacity in M& E techniques

e Program coverage

What M& E Results Identify:
» Priorities for strategic planning

e Training and supervision
needs

* How to improve reporting to
funding agency

* Feedback from clients

*  Why program is not
accomplishing what it set out
to do

What Decisions Are Guided by M& E

Results:
e Resource allocation

* Replication and scaling up of
interventions

* Fund-raising
e Motivating staff
» Policy advocacy

»  Community mobilization

Funding Agencies
and Policymakers

What M & E Measures:

¢ Evidence of achievement of
program objectives

e Program outcomes and impact
¢ Program cost-efficiency

« Data about youth reproductive
health

What M & E Results Identify:

e Priorities for strategic program
funding

e Programs that qualify for
donor assistance

e Best practices that donor
should require of youth
programs

« Impact of donor assistance

What Decisions Are Guided by M& E

Results:

¢ How much funding should be
allocated to ARH

*  What types of youth programs
should be funded

*  Which program approaches
should be presented as
models

* New strategic objectives,
activities or results packages

¢ Replication and scaling up of
successful programs

Communities
and Youth

What M& E Measures:

* Youth behaviors related to reproductive
health

e Young peopl€’ s needs
* How program funds are being spent

e The process and impact of community
participation

What M& E Results Identify:

e Actual and potential benefits of youth
programs

* Need for new and better youth services

e Community resources that can be used
to support ARH programs

* Need for local support for ARH issues
and action

What Decisions Are Guided by M& E Results:

» The degree to which community
members and youth should participate
in and support the program

» How to better coordinate community
actions to address ARH

* How many and what type of local
resources should be allocated to ARH
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For some intended outcomes, such as
changes in risk behaviors, program
activities need to be carried out for some
time, perhaps several years, before changes
in the target population can be observed. In
this case, outcome or impact evaluation
may take place after the program has been
fully functioning for some time.

O Responding to donors’
requirements: Some donors may
require programs to undertake
outcome or impact evaluations.

O Understanding how your program
is performing and what outcomes
it is influencing: This will help you
decide whether to continue, change or
expand your program strategy.

When Should ARH Programs Be
Monitored and Evaluated?

When to conduct evaluations should be
based on your program’s objectives, the
needs of various stakeholders for
information about the program, your
knowledge of the program, available
resources and your judgment as a manager.
The point in your program at which you
start an M&E effort will determine the type
of monitoring and evaluation you can
undertake.

Monitoring and process evaluation should
occur throughout the life of a program. The
information you collect can be used to
ensure that you are meeting objectives, to
improve program performance and to
provide feedback and support to staff and
program participants.

Starting M&E at the beginning of a
program is ideal.

Monitoring and evaluation should be
planned—and started—at the beginning of
any new program. Early planning allows
you to define your M&E effort based on
your objectives and activities, and to be
strategic about what you plan to measure. It
also enables you to find existing
information and collect baseline

If You Start M&E Too Late . ..

e you may not have baseline information on the status of your
target population before your program began;

» theinformation you collect will be less meaningful;

e theinformation will not be useful to make improvementsin
program strategy; and

e your evauation results will be less conclusive about whether
changes in outcomes occurred, or whether changes can
be attributed to your program’ s activities.
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Outcome and impact evaluations are
usually done near the end of a program,
although they often use baseline informa-
tion gathered at the program’s start. An
impact evaluation has to be included in a
program’s design from the beginning or
you will not have the type of baseline
information needed to measure changes in
outcomes and then attribute them to your
program.

It is very important not to conduct an
outcome or impact evaluation prematurely.

information at the ideal time—your
program’s starting point. This will allow you
to conduct either outcome or impact
evaluations with greater ease and enhances
your ability to measure the program’s true
impact. Starting monitoring and process
evaluation early also allows you to use M&E
results to make improvements in the
program as it is being implemented. Finally,
starting early allows you to ensure that M&E
costs are adequately covered by your
budget.



Flow of an M&E Effort Started at the Beginning of a Program

Stage of Program M onitoring

Early Set up monitoring system (MIS);
identify indicators and
instruments; plan for tracking
program, data analysis and

reporting.

Middle Assess MIS and data. Modify if
original system is inadequate or
if program adds new
components. If program is not
performing as planned, launch

process evaluation.

Late Analyze data from tracking
system to conclude if you
conducted the program as
planned. Prepare and submit

reports.

Process

Assess systems development and
functioning, including training
and supervision of staff. Provide
early feedback. Assess if
program is responsive to youth
or if it needs any additions.

Conduct more formal mid-term
process evaluation to assess
quality of program performance.
Determine coverage, or whether
the program is reaching its
intended audience.

Analyze end-of-program
measurements. Determine what
was done to improve quality of
program’ s implementation.
Make recommendations for
program replication or
expansion.

Outcome/l mpact

Identify objectives and
indicators. Take baseline
measurements. Create an
outcome or impact evaluation
plan.

Take mid-term measurements.
Analyze short-term outcome
measures, such as changesin
knowledge, increase in use of
programs and changes in
contextual factors. Provide
feedback to program.

Take end-of-program (follow-
up) measurements. Examine
evidence of changesin
outcomes. Depending on study
design, conduct impact analysis
to conclude whether outcomes
are attributable to program

Some activities can still be measured if
M&E is started in the middle of a
program.

You may realize that you need an M&E plan
later—after the program has started. If you
start your M&E effort in the middle of your
program, its scope will probably be limited.
It may still be possible to conduct an
outcome evaluation, but you will probably
have to use baseline information taken after
the program’s start. While the results may
not be as clear and strong, they may still be
useful. While an MIS can be set up mid-
program to track monitoring and process
evaluation results, it will be less useful than
one launched at the beginning.

activities. Report to donors and
other stakeholders.

Even fewer activities can be measured
if M&E is started toward the end of a
program.

Some program managers may not think
about what they are going to monitor or
evaluate until the program is almost
complete. If you start your M&E effort at the
end of your program, your options are
severely limited. First, it is of little use to set
up a monitoring system at the end of a
program. While you can assess program
activities in retrospect (by soliciting
participant and stakeholder feedback after
the program is well underway), you may
produce biased results. Finally, while an
outcome evaluation is possible, it will have
to rely on external standards—estimates of
the plausible status in your community
before the intervention took place—as
comparison data. These standards may or
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may not accurately reflect the knowledge,
attitudes and behaviors of your target
population before the program began,
thereby limiting your ability to demonstrate
change in outcomes.

How MucH wiLL M&E cosT?

Your financial resources will influence the
level of evaluation you take on. Program
managers must determine whether the time,
effort and cost of an evaluation are justified
in light of the expected benefits. If you have
no staff capable of conducting an

An impact evaluation has
to be designed into a
program from the
beginning or you will not
have the type of baseline
information needed to
measure changes in
outcomes and attribute
them to your program.

20

evaluation—or cannot release trained staff
from other duties to concentrate on doing
sound M&E—and if you cannot afford to
hire an outside evaluator, you may elect to
carry out only a very basic review of your
program’s progress.

If you have few resources, your first
priority should be to establish a
monitoring system.

The best use of limited resources is to
establish an effective monitoring system, so
that you can ensure and document that
your program was implemented according
to plan.

If additional resources are available,
undertake some form of process
evaluation.

Some types of process evaluation can be
done quite inexpensively, e.g., by having
supervisors periodically observe service
delivery or interview program clients as
part of their duties. More systematic process
evaluations (such as conducting focus
groups with youth) require more resources.

Outcome evaluations require a
moderate to high level of resources.

You will need to decide early if you are
going to do an outcome evaluation so that
you can budget accordingly. The cost will
largely depend on how many outcomes
you want to measure and the level of
difficulty involved in measuring them. It
will also depend on what data sources
already exist and how much new data you
will need to collect. The following steps can
help you contain the costs of an outcome
evaluation:

O Limit the outcomes to be examined to
only the most important ones for your
program.

O Choose outcomes that can be
measured using less costly data
collection methods.

0 Choose indicators for which data
already exist.

Impact evaluations require an even
higher level of financial and technical
resources.

Impact evaluations should only be
undertaken when there is a compelling
reason for doing so, such as to demonstrate
the efficacy of a program strategy in a
particular target population, or to meet
government or donor requirements.

¢ Data collection methods are discussed in Chapter 7.



Whatever resources you have, be
creative in using them.

There are many ways to collect data.
Programs often collect too much data,
either collecting data about too many
issues, collecting data that does not relate to
their objectives or activities, or using
different methods to collect the same data
from the same target population. Spending
a lot of resources on data collection does
not guarantee that you will end up with
results that help you better understand your
program and participants.

Managing an M&E effort requires planning
and creativity. Think carefully about the
types of information you need to collect.
Find ways to collect data that relate to the
outcomes you hope to achieve, the
meaning of your program for participants
and the factors that influence why your
program is succeeding.

Budgeting for an M&E effort is an
important part of planning.

The worksheet on the following page will
help you think about how to calculate the
costs of each category in an M&E budget
and can be used as a reference when
preparing detailed estimates for each
budget item. However, some decisions—
such as what indicators and data collection
methods will be used, and the frequency
and timing of data collection—will be based
on material discussed in Chapters 4-8 and
should also be considered before you
finalize your M&E budget.

WHo SHouLD BE INvOLVED IN M&E?

M&E efforts should involve many
stakeholders, as many people in the
community have an interest in M&E.
Stakeholders may include program staff,
youth, school administrators and teachers,
parents, community leaders, local
government officials, service providers and
donors. They may be active or want to be
involved in some or all phases of an
evaluation: planning and design; collecting
and analyzing data; identifying the key

findings, conclusions and
recommendations of an evaluation;
disseminating the results; and, finally,
planning how evaluation results can be
used to improve a program.

It is important to involve
staff and stakeholders such
as community members
and youth in the discussion
of how M&E information
will be used.

Stakeholder involvement can make
M&E efforts more relevant and
effective.

Participatory evaluation facilitates the
identification of local needs and priorities,
and places evaluation issues in the context
of people’s lives. Involving stakeholders
can help you achieve the following M&E
goals:

O Develop consensus about the key
issues to be addressed in an
evaluation.

O Identify what information stakeholders
need about the program.

O Ensure that program staff understand
the need for evaluation, their role in its
implementation and how the results
will be used to improve the program.

O Avoid intrusive or inappropriate
evaluation methods.

O Create open lines of communication
among stakeholders for later
dissemination and discussion of
evaluation results.
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Item

Salaries: For the personnel
needed for technical assistance,
data collection, data entry and
analysis (staff, interviewers,
supervisors, drivers, etc.)

Per diem: Daily costs for
lodging and food

Travel: Bus or taxi fares,
gasoline, vehicle rental and
maintenance

Printing: Survey questionnaires,
interview guides, fina reports,
etc.

Equipment: E.g., bicycles and
computers (and including
maintenance)

Communication: Telephone,
fax, computer, radio, postage,
etc.

Supplies: Paper, computer
diskettes, pencils, portfolios,
etc.

Dissemination activities:
Seminar or conference costs,
refreshments, materials,
portfolios, presentation
supplies, etc.

TOTAL

52

Amount of
Funds Needed

Worksheet 3.2
Preparing an M&E Budget

Sour ce of
Financial Support

Sour ce of
In-Kind Support



Stakeholders can also help increase the
knowledge of external evaluators about the
program context and develop opportunities
for continued contact between those
conducting the evaluation and those
affected by it.”

Participatory evaluation is one way
to involve the most important
stakeholders—youth.

Young people targeted by the program are
its most important stakeholders. However,
some adult program managers and staff
may find it difficult to work with youth on a
regular basis, given the many differences
that can exist between the generations in
terms of attitudes, behaviors and beliefs.

Participatory evaluation is a set of
techniques that emphasize community
involvement in gathering knowledge and
help place issues of concern in the context
of people’s lives. This experiential
knowledge aids in directing appropriate
responses and defines the array of services
offered. Participation generally takes place
throughout all phases of the evaluation:
planning and design, gathering and
analyzing data, disseminating results and
preparing an action plan to improve
program performance.’ Program planners in
the United States have found some effective
strategies for working with youth that have
application across many social settings, and
which are presented in the box at right.

Involving stakeholders and youth can
raise problems.

Disadvantages to involving stakeholders,
especially those from other organizations,
include the following:

" Lawrence, 1989.
8 USAID CDIE, 1996.

’ Adapted from Clark, Haughton-Denniston, Flinn,
et al., 1993, cited in Brindis and Davis, 1998b:
Volume 4, p. 49.

Tips for Involving Youth in Participatory M&E®

Tip

Integrate young people into
program efforts and M& E
planning.

Be open and nonjudg-mental
about young people’ s insights
and suggestions.

Take advantage of the
expertise young people offer.

Be honest about expectations
for the program, young
people’ s contributions and
benefits of youth participation.

Offer support for young
people.

Make work interactive and fun.

Help build young people’ s
skills so they can become more
involved.

Examples

Schedule meetings in accessible
locations. Maintain communication and
convey needed information. Encourage
full participation and voting rights.

Guard against dismissing or reacting
negatively to young people’ s
suggestions. Make time for them to feel
comfortable and participate fully. Solicit
their ideas and opinions.

Encourage youth to share their
knowledge and perspectives about
positive or negative program effects.

Do not claim that the program can solve
all problems. Be redlistic about what you
can tackle.

Provide mentoring, financial assistance,
transportation, training, supervision and
information.

Be creative and allow youth to be
creative. Design programs that are
informative, fun and fulfilling.

Provide information and build skills that
increase youth’ s confidence. Allow
them to practice ways to communicate
with different audiences.

O It may be difficult to be objective in
selecting representative young people
and organizations to participate in the

evaluation.

0 Stakeholders may not know much
about how a program works.

0O Organizations may hold competing
perceptions and concerns that are
difficult to resolve or prioritize.
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O The ability of an evaluation to be
independent may be compromised by
including diverse organizations.

U More participants may require a
greater allocation of your staff time
and resources."

WHO SHOULD CARRY OUT THE EVALUATION?

Evaluations can be done by your own staff,
by those outside your program or by a
combination of the two. When deciding
who will carry out an evaluation, you
should consider several issues. First, what is
the most appropriate structure for the
evaluation team? Second, what is feasible?
What are you able to afford, given your
budget? You may find that it is simply too
cumbersome or inefficient to involve all
stakeholders in every M&E activity.

Funding agencies
sometimes require that
evaluations be carried out,
at least in part, by outside

evaluators.

o4

Using staff to carry out evaluation has
advantages.

In-house staff members are familiar with the
program and can be trained quickly. They
also may be aware of particular program
strengths or weaknesses that require
attention. Finally, the results of the
evaluation will be most useful to program
staff, who are positioned to modify and
improve the program accordingly. Using

" Lawrence, 1989.

staff may also be more financially feasible,
as outside evaluators are often more
expensive. Also, for financial or logistical
reasons, outside evaluators may only be
available for a limited time.

Using outside evaluators is more
appropriate in some situations.

Funding agencies sometimes require that
evaluations be carried out, at least in part,
by outside evaluators. Since they have less
stake in the outcome of the evaluation,
outside evaluators are perceived to be more
objective in drawing conclusions and tend
to have more credibility. However, while
maintaining objectivity, outside evaluators
must be sensitive to program goals and the
local context within which the program is
implemented. Rather than posing a threat,
evaluators should be considered in light of
their role as part of the support system for
the program.

When staff resources are limited, using
outside evaluators may be more
feasible.

Whether to use in-house staff or outside
evaluators also depends on the available
time and expertise of your program staff, as
evaluations can be very demanding. You
will need to assess the experience and skills
of your staff in conducting M&E, and how
much time they will have to spend on these
efforts. You will also need to consider
which staff must be involved, how
vacations and holidays may affect their
availability, and whether you need any
outside help. Ideally, youth and other
significant stakeholders should participate
to the extent possible. In some cases,
evaluation may be coupled with technical
assistance as part of a broader approach to
enhance the effectiveness of the program
and to train in-house staff.



WHERE SHOULD M&E TAKE PLACE?

If your program has only one or two sites or
covers a small geographic area, you can
more easily conduct monitoring and
evaluation efforts for the entire area or set
of sites. However, if your program covers a
larger area or multiple sites, you may need
to narrow the geographic scope of the
effort. How you select the sites or areas to
be included in your M&E effort will depend
on your information needs and financial
and human resources.

Make an effort to monitor each
program site.

As monitoring is essential for effective
program management, you should try to
include all program sites in the collection of
basic information—such as whether
planned activities have been completed and
the number and sex of clients that have
been served by your program. This will
provide a picture of how program
implementation is progressing, as well as
allow you to compare how sites perform in
relation to one another. If some of your
program sites have greater capacity to
collect data than others, you might consider
having them gather additional monitoring
data that will be helpful in answering other
questions about program implementation.

If it is not possible to collect the same
monitoring data from all sites, you probably
should not implement a program there
unless you are absolutely sure that the
strategy will work without monitoring. For
many strategies—for example, peer
education— monitoring is essential to
ensure that the program is being
implemented as planned. If you determine
that monitoring is not needed for a program
to work well, you can choose to monitor
only parts that you think are
“representative” of the sites in your
program. How to choose a representative
sample of sites is discussed in Chapter 6.

You probably will have to limit data
collection for evaluation.

For example, it is rarely possible in process
evaluations to evaluate every service
contact or obtain feedback about the
program from every participant. In larger
programs, you might also have to limit
process evaluations to only a sample of
your program sites.

The advantage of using
In-house staff members
IS that they are familiar
with the program
and can be trained
quickly.

Most outcome and impact evaluations also
require that some restrictions be applied
about where data will be collected. This is
especially true when program objectives
pertain to outcomes measured for the
general population of youth. Here, it will
usually be necessary to collect data from
youth in only a sub-set or sample of the
geographic areas covered by a program.

Choosing sites for conducting
evaluations requires careful
consideration.

Sometimes a program does not have a
clearly defined geographical area of
influence. If the area of influence of a
program is defined very broadly, such as an
entire city or region, then it may be more
difficult to measure changes in objectives
even if the program performs optimally.
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In choosing sites or geographic areas for Many of these issues are addressed in
conducting evaluations, ask yourself these Chapters 5 and 6. The following practical
key questions:

O

considerations will also likely influence
your decision about where to evaluate:

What geographic area does the

program reach? O Are existing data available in all sites?
How many sites or geographic areas 00 How easy is it to collect new data in
do I need to conduct a strong each site?

Aliiation? . .
evaluation: 0 How will data collection affect the
Do these sites represent the performance of regular program
characteristics of the youth target activities?
p opulation ar;d the program being O Are there any other resources
implementeds available to help collect and analyze
How many observations do I need per the data (e.g., local universities or
site or geographic area? research groups)?

How should I go about choosing the
sites or geographic areas?

Determining the Type of M&E Effort You
Undertake

The

following checklist and flow chart can be used to help you

determine the type of M&E activity you might undertake.
Complete this checklist before using the flow chart:

O

d

Are the goals of your program clear?

Are your objectives related to your goals and intended
outcomes?

Are your objectives expressed in measurable terms?
Are your activities defined?

Do your activities relate to your program objectives?



Use this flow chart to determine the type of M&E effort you should undertake. When you
get to a box in bold, this is the most appropriate type of M&E effort for your program.

Is your

program Yes No
strategy
known to M, P M,P,O,l

work?

Is your
program
strategy known Yes No
to work in the M, P M,P.O,I
target
population you
hope to reach?

Y

A Y

Are you at the Beginning Middle End
beginning, middle
M,P, O, PO M,P,O

or end of your
' \_l |
l A A Y l l

project!
What level of Low Medium High Medlym Low Medlym
financial or High or High

resources do M,P M,P,O M,P,O,1 M,P.O P PO

you have!

i Y VY A A A A A
Low Medium | | Medium High Low Medium
What level of or High E or High

staff resources M.P M,P,O M,P,O M,R O, I P PO

do you have?

onduct Monitoring

onduct Process Evaluation
onduct Outcome Evaluation
onduct Impact Evaluation

M=C
P C
O =C
I C

of
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What Is Involved in Carrying Out
Each Type of Evaluation? (How
to Use the Rest of This Guide)

The table on the opposite page will help
you determine how to use the rest of this
Guide. Depending on the scope of your
M&E effort, it guides you to relevant ARH
indicators (Chapter 4 and Indicator Tables),
data sources and data collection methods
(Chapter 7) and corresponding instruments
(Part II of this Guide). For outcome and
impact evaluations, study designs are
suggested in Chapter 5. The table refers to
relevant sampling issues, which are
explained in Chapter 6, and to types of
analysis, described in Chapter 8.
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Part I: The How-To’s of Monitoring and Evaluation

INndicators

\

Chapter at a Glance

O Defines and explains indicators

O Provides examples of how to select and modify indicators to match your program

objectives and activities

What Is an Indicator?

An indicator is a measurable statement of
program objectives and activities. Once you
have defined a program’s objectives and
activities, you can develop indicators—or
measures—for each objective and activity.
Some programs may have single indicators,
and others have multiple indicators.
Generally, it is preferable to have several
indicators to capture the multiple
dimensions of your program. However, you
should carefully select a manageable
number of indicators so that they accurately
reflect your program objectives and
activities and your evaluation priorities.

Continuing with the example presented in
Chapter 3, the table below shows some
indicators that can be used to measure the
objectives and activities associated with
delaying the age at sexual initiation through
a peer education program.

Indicators can be expressed in
different forms.

As you can see in the example above,
indicators can be expressed in different
ways. Numeric indicators are expressed as

O Number of radio advertisements aired

0 Number of clients who seek peer
counseling services

In evaluation terms, it is usually more
informative to state indicators as
percentages, ratios and proportions. These
measures allow you to see what was
achieved in relation to the denominator, or
total possible number, while counts simply
give you an idea of the number of events
that took place, or the number of people
reached, without indicating the total
possible number. For example, you may
count the number of youth who have
delayed sexual initiation, but if you have a
denominator, i.e., the total number of youth
in a given geographic area, you will be able
to calculate the proportion of youth in that
area who delayed sexual initiation. This will
allow you to measure the coverage of your
program and the effects on behaviors at the
population level.

Note

Later in Part | of this Guide, we provide a definition
for each of these terms and give instructions for how
to calculate different types of numerical indicators.

counts, percentages, ratios, proportions,
rates or averages. The following indicators
are counts:
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Objective

Population-level objectives:
» Delay age of sexua
initiation among
youth ages 14— 19

* Incresse the
percentage of youth
ages 14— 19 who seek
counseling services
from peer educators
to 25 percent

Program-level objectives:

¢ Increase capacity of
peer educators to
provide counseling to
youth
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Determining Objectives, Indicators and Activities

Possible
Outcome Indicators

» Average age of sexual
initiation among
youth ages 14— 19

* Percentage of youth
ages 14— 19 who seek
counseling services
from peer educators

¢ Number of peer
educators who are
competent to provide
counseling to youth

.

Activities

Promote availahility of
peer counseling
services through
radio ads

Implement “ peer
counseling corner” in
five health clinics

Have peer educators
give informational
talks at schools twice
a week

Have peer educators
provide quality
counseling services

Recruit peer educators
from pool of
adolescents who
attend clinic

Select 30 peer educators

Develop training curricula

Train peer educators
to provide counseling

Possible
Program Indicators

Number of radio
advertisements aired

Number of new radio
advertisements aired

Number of clinics that have
peer counseling corners

Number of days peer
counseling corner is
staffed per week

Number of clients who seek
peer counseling services

Number of informational talks
by peer educators in schools

Number of youth who
attend informational talks

Quiality of peer educators
presentations (based
on criteria for curricul@)

Proportion of clients who rate
counseling as high-quality
during exit interviews

Quiality score of peer
counselors (based on
counseling criteria) given by
observers

Recruitment completed?
(Yes/No)

Number of peer
educators selected

Training curricula devel oped?
(Yes/No)

Number of “ key topics”
training curricula covers as
compared to checklist

Proportion of peer educators
who demonstrate effective
counseling skills during role

plays



Non-numeric indicators are expressed in
words. They are also referred to as
qualitative or categorical indicators. These
indicators usually denote the presence or
absence of an event or criteria. The
following are non-numeric indicators:

O Peer education recruitment
completed? (Yes/No)

O Training curricula included topic on
relationships and sexuality? (Yes/No)

Non-numeric indicators can also be used to
summarize descriptions or assess quality or
comprehensiveness. You can do this by
creating an index of items that can each be
assigned a number, which are then totaled
to produce a score. In the table below, for
example, each of the items in the right
column would be assigned a point, and
then those points would be totaled to
determine the overall score of the
presentation.

Like objectives, indicators should be
specific.

The more specific your indicator, the more
likely that you will accurately measure your
objectives and activities. Indicators should
specify the:

O characteristics of the target population
you intend to reach, such as gender,
age and residential, marital and
schooling status;

O location of the target population, such
as rural or urban youth, youth in a
certain city or district, youth who
participate in your program or youth
who attend certain schools or clinics;
and

O the time frame within which you
intend to achieve your objectives.
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Using Non-numeric Indicators to Measure Quality

Indicator Index and Quality Score
Peer educator’s
presentation is
comprehensive

Observe presentation. Check each topic
that is covered accurately. Give one point
for each item checked, and total to
determine quality score.

Anatomy and reproduction
Abstinence

Contraception

How to use a condom

Making the decision to have sex
How to say “no” to sex
Resisting peer pressure to have sex
Where to get counseling

Where to get health services

ODooooooOoodg

Total:

An indicator should have the same
scale as its corresponding program
objective.

For example, if your objective is to delay
the average age at sexual initiation among
youth ages 14-19 who live in your district,
then the indicator should measure “average
age at sexual initiation among youth ages
14-19 who live in district X.” If your
indicator’s scale is different from your
objective’s, your results will be misleading.

Types of Indicators

Once you have decided on the scope of
your M&E effort, different indicators should
be developed for each component of the
program to be measured. For example, if
you plan to conduct a process evaluation,
you should develop indicators for design,
systems development and functioning, or
implementation. If you plan to conduct an
impact evaluation, you should develop
indicators for program implementation and
outcomes.
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In this Guide, we have categorized
indicators based on what component of the
program will be monitored and evaluated.
Chapter 10 provides four Indicator Tables,
each containing examples of indicators
based on program aspects. You can use
these tables to select and adapt indicators to
match your program.

Design indicators are related to “key
elements.”

Youth programs should be designed based
on “key elements” of quality. The
international experience of youth programs;
lessons from the field of maternal-child
health, family planning and HIV/AIDS; and
practitioner intuition and experience have
produced a number of recommended key
elements of youth program design. Some
examples are:

O existence of clearly defined goals and
objectives,

O involvement of local stakeholders in
program planning, and

O assessment of needs and preferences
of the target young adult audience for
reproductive health services.

Systems development and functioning
indicators are related to programmatic
objectives and activities.

Programmatic objectives state results in
terms of the organizational structure,
management or operations of a program,
and the corresponding activities involve the
development and functioning of your
systems. Systems development and
functioning indicators measure whether an
organization’s or program’s systems are
operating and how effectively they have
prepared program personnel for
implementation. Examples of systems
development and functioning indicators
include:

O number of peer educators trained to
provide youth counseling,

O existence of a clear organizational
structure, and

O number of partnerships, networks or
coalitions established to support the
ARH program.

Implementation indicators are related
to both programmatic and population
objectives and activities.

Both programmatic and population
objectives will be met by the
implementation of program activities.
Implementation indicators measure
whether and how many planned activities
have been conducted, and the quality of the
implementation of those activities.
Examples of implementation indicators
include:

0 number of youth who seek peer
counseling services,

0 number and type of involvement by
stakeholders in the ARH program, and

0 number and type of communication
products developed for the target
audience.

Outcome indicators are related to
population objectives.

Population objectives state results in terms
of the program participant and are
measurable statements of the outcomes you
hope to achieve in your target population.
Outcome indicators measure the changes in
outcome that your program’s activities are
trying to produce in your target population.
Examples of outcome indicators include:

O average age at sexual initiation;

O percent of youth who say they would
advocate healthy behaviors among
their peers and friends;

O pregnancy rate among female youth
during a specified time period; and

0 incidence rate of STIs for young adults
during a specified time period.



How Should Indicators Be
Stated?

Precision and clarity about your indicators
will produce meaningful results from your
M&E effort.

Assess indicators in terms of their
importance and ease in data collection.
Indicators are considered of high
importance if one or more of the following
applies:

O The indicator is a priority, given the
purpose and scope of the evaluation.

O The indicator tests a new approach.

O Staff members want to know about the
indicator.

O Youth have identified the indicator as
important.

O A donor requires information that the
indicator will measure.

If you determine that the data needed to
calculate your indicators are not available,
then new information will need to be
collected. It is important to assess how easy
or difficult the collection of these data
would be. Factors to consider in
determining ease of data collection are:

O sensitivity of topics (especially in
terms of local norms and cultural
context),

O staff resources and expertise,

O logistical requirements (e.g., transport,
printing, vehicles),

0 time,
O cost, and

O slang, vernacular and professional
terms used to refer to subject.

State indicators in clear and precise
language.

It is important to use clear and precise
words and phrases to state your indicators.
General indicators may be open to many
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interpretations and will hinder your ability
to interpret M&E results. For example, a
general indicator might be “Number of
youth who seek peer counseling services.”
This indicator should be more precisely
stated as “Number of youth ages 14-19 who
reside in our district who seek counseling
services from peer educators during a six-
month period.”

Outcome indicators
measure the changes in
outcome that your
program’s activities are
trying to produce in your
target population.

Avoid changing the wording of
indicators after an M&E effort has
begun.

Changing the wording of your indicators
during program implementation may
hinder your ability to interpret M&E results.
For example, assume your indicator is
“Number of youth ages 14-19 who reside in
our district who seek counseling services
from peer educators during a six-month
period.” If in the middle of your program
you change this to count the number of
youth ages 14-16 who seek counseling
services, it may appear that the number of
clients has gone down. Therefore, your
results would suggest that fewer youth are
utilizing your program, when in fact this
may not be true.

If you have already begun your M&E effort
and discover that your indicators are not
specific enough, it is advisable to add
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indicators rather than to change existing
ones. For example, if you found that youth
who seek counseling services are mostly
between the ages of 12 and 15, you could
add the indicator “Number of youth ages
12-13 who reside in our district who seek
counseling services from peer educators
during a six-month period.” You would
then continue to measure the original
indicator for youth ages 14-19, in addition
to the new indicator for youth ages 12-13.

Indicators should be consistent over
time.

The indicators you use should be consistent
for the duration of the monitoring and
evaluation effort. If you drop, add or modify

If you drop, add or modify
indicators during the
program’s implementation,
then you may not be able
to assess why changes are
occurring in your target

population.
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indicators during the program’s
implementation, then you may not be able
to assess why changes are occurring in your
target population. For example, consider
the following indicator on STIs:

O Percent of young adults who report
specific symptoms of STIs

Suppose that to measure this indicator, you
initially developed a checklist of six
symptoms that peer counselors use to
record what their clients report. After six
months, you review clinic records at four

clinics in your catchment area, and find that
youth whose symptoms are different from
those on your checklist are being
diagnosed with STIs. You then add another
four symptoms to the checklist used by
peer educators. This means that peer
educators may begin to record youth who
mention any of these four additional
symptoms, whereas before these youth
would not have been included. Therefore, if
the percentage of youth reporting
symptoms of STIs subsequently increases,
you will not know if this change occurred
because of a true increase in the prevalence
of STIs, or simply because you added four
more possible criteria to the checklist.

Carefully determine the time
dimension of outcome indicators.

Most outcome indicators refer to medium-
or long-term desired outcomes. For
example, it may take several years to
document changes in the pregnancy rate
among female youth. What you define as
medium- and long-term will vary according
to the nature and complexity of the
program’s objectives and activities.' For
example, some programs may define
medium-term outcomes as those achieved
within one year, and long-term outcomes as
those achieved in five years.

You should make sure to establish a
reasonable length of time to achieve
desired outcomes. Youth programs are
often under pressure to demonstrate
outcomes and therefore try to measure
changes in an unrealistic amount of time.
Your results might then falsely indicate that
you have not met your objectives. Once
you determine the amount of time you
think it will take to achieve your objectives,
you can state the time dimension of your
outcome indicators. You will then need to

' Many of the indicators included in the Indicator
Tables at the end of Part I of this guide are medium-
term (e.g., No. of times YAs have had STIs in the past
year).



track your outcome indicators for a
sufficient period of time to be able to
observe changes.

Indicators should be valid and reliable.
Indicators should be valid, which means
that they accurately measure the concept or
event they are supposed to measure. They
should also be reliable, measuring the issue
or event consistently every time. Assessing
the validity and reliability of indicators
helps to ensure that you minimize error in
measurement.

Two steps can strengthen the validity of
your indicators:

1. Develop indicators whose content ade-
quately samples all possible meanings of
a concept. For example, to measure the
quality of interactions between youth
and their parents, think about all the
possible meanings of quality of inter-
action. You might determine that how
often youth communicate with their
parents, how long their conversations
last, what topics they discuss and the
young person’s perception of the
interaction all contribute to its quality.
You therefore might develop a series of
indicators that together measure the
quality of interactions, such as:

O frequency of youth communication
with parent over past week,

O average length of time of a parent-
child communication,

O topics discussed by youth and their
parents, and

O youth’s perception of the quality of
parent-child communication in the last
week.

2. Develop indicators that explore the
relationship between two measures of
the same phenomenon. For example, in
exploring a parent-child relationship you
consider two related indicators:
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O youth’s perception of whether their
parents understand them, and

O youth’s perception of what types of
problems they are able to discuss with
their parents.

By measuring both of these indicators,
you would be able to assess the extent
to which hypothesized relationships be-
tween related concepts can be verified.
For example, you could measure
whether all youth who say their parents
understand them also say they are able
to talk to them about a variety of their
problems.

You can increase the reliability of indicators
by reducing the chance that random,
temporary conditions in a person, situation
or set of measurement procedures occur:

O Check the consistency of an
individual’s responses by asking him
or her similar questions more than
once during a survey or interview. For
example, a young man who reports
having quality interactions with his
parents but also says that he cannot
talk to his parents when he has
problems shows inconsistency in his
answers. In data analysis, you could
check to see how many youth gave
similarly inconsistent answers. If many
youth did, you would have identified
an unreliable measurement of these
indicators. If only a few youth did, you
would have identified an error in the
individual’s understanding of these
questions.

O Collect data at different times and
check how consistent youth’s answers
are. For instance, you might ask the
same series of questions about the
quality of interactions with parents on
surveys given every six months.
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Worksheet 4.1
Preparing a List of Possible Indicators

1. Write your objectives in the table.

2. For each objective, write the activities you have planned to achieve the objective. Refer to the Logic
Model you developed to ensure that activities that address all antecedent factors are included.

3. For each activity, note who will participate (for example, youth ages 8 to 12; boys; vulnerable populations)
and where it will take place.

4. For each activity, refer to the Indicator Tables (Program Design, Program Systems Development and
Functioning, Program Implementation and Program Intervention Outcome) to list all possible indicators,
or develop your own indicators.

Objectives Activities Target Population Location Possible Indicators
Objective 1 Activity 1 Indicator 1

Activity 2 Indicator 2

Activity 3 Indicator 3

Indicator 4

Objective 2 Activity 1 Indicator 1
Activity 2 Indicator 2
Activity 3

Objective 3 Activity 1 Indicator 1
Activity 2 Indicator 2

Indicator 3

Objective 4 Activity 1 Indicator 1
Activity 2 Indicator 2

Indicator 3

O Assess the data you collect by looking example, whether “happy” and
for inconsistencies due to error in “joyful” are coded as the same or a
observation, coding or data entry different response.

processes. For example, check to see
if youth interviewed by interviewers of
different ages have significantly
different answers. Also check to see
whether answers to open-ended
questions are coded correctly, for

Rigorously testing validity and reliability
may require outside assistance to perform
statistical tests. Minimally, it is important
that you consider these issues as you
develop indicators.
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Worksheet 4.2
Assessing Possible Indicators

—

. List indicators from Worksheet 4.1 in the first column.

2. Clarify the scope of the program. Is it a large-scale effort to reach all members of the target population, or a smaller,
more limited intervention that will reach only those who participate in specific services or activities?

Are Data
Available
Now?

Need to
Collect
New
Data?

3
4
5
6. Rate importance of indicator (high or low).
5
Possible Scope of
Indicators Program
(from L = Large

Worksheet 4.1) S = Small

Indicator 1 L S
Indicator 2 L S
Indicator 3 L S
Indicator 4 L S
Indicator 5 L S
Indicator 6 LS

Y = Yes
N=No

Y = Yes
N =No

Sources of
Data

. For each source of data, circle whether data are available or will need to be collected.
. Rate ease of data collection, based on availability, time and cost to collect.

. Determine priority based on ease of data collection and importance of indicator.

Ease of Data
Collection

E = Easy
F = Feasible
D = Difficult

. For each indicator, write the possible sources of the data needed, such as survey or focus group.

Importance
of Indicator

H = High
L =Low

Priority
(1 is highest)

1=EH
3 =DH
5=FL

2=FH
4=EL
6=DL

69



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

70



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

gt s |

PHOTO: JHU/CCP




Part I: The How-To’s of Monitoring and Evaluation

EVALUATION DESIGNS
TO ASSESS PROGRAM

IMPACT

L

CHAPTER AT A GLANCE

O Offers guidance on an considerations around the need for impact evaluation

O Reviews study designs you can use to carry out an impact evaluation

O Outlines the technical requirements and resources needed for each type of

evaluation

O Presents options for initiating evaluations after a program is underway

Why Should | Conduct an Impact
Evaluation?

An impact evaluation will reveal the extent
to which any observed changes in outcome
indicators is due to your program activities.
If your evaluation only measures changes in
outcome indicators, your findings may not
be fully credible for several reasons:

O Other events or conditions may
contribute to changes in outcome
indicators: Your program is only one
of a number of factors that might affect
the outcomes you are trying to
influence. For example, changes in
economic conditions or other social
changes might influence how young
people think about an acceptable age
to begin having sex or use condoms.
Other programs may be directed to
the same target audience and
conducted at the same time as your
program. These type of external
events could make the effects of your
program appear to be larger or smaller
than they really were. These factors
are referred to as extraneous events.

0O Changes may take place within the

individuals being studied over
time: Children’s growth and
development, or maturation, atfects
their attitudes and physical status,
threatening the internal validity of an
evaluation that aims to link changes in
outcomes of such things as
knowledge, attitudes or skills to health
education or health promotion
programs.

Program participants may have a
predisposition to particular
outcomes: It is possible that your
program attracts young people who
are predisposed to the positive
outcomes encouraged by the program
activities. For example, your program
might attract mostly youth with high
education aspirations who might be
less inclined toward risky behaviors. If
s0, simply measuring changes in
outcome indicators would overstate
the effectiveness of your program
since many of your program
participants would have realized
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positive outcomes even without being
exposed to your program. This
problem is referred to as selection
bias.

You should budget plenty
of time before attempting
to measure changes in
outcomes, and ensure that
your objectives clearly state
the outcomes that you
expect to produce.

12

Types of Study Designs for
Impact Evaluations

The three major types of study designs for
impact evaluations are:

O randomized experiments,
O quasi-experiments, and
O non-experimental designs.

(These different study designs are
explained in detail later in this chapter.) In
general, several factors differentiate one
design from another:

O Whether a “control” or
“comparison” group is used: A
control or comparison group is a
group of persons, facilities or
communities similar to those who
receive an intervention but who have
not been exposed to the intervention.
The purpose of a control or
comparison group is to provide an
estimate of what would have
happened had you not implemented

your program. A control group is
randomly assigned, while a
comparison group has similar
characteristics but is not randomly
assigned.

0 How participants are assigned to
intervention and control groups:
In some evaluation studies,
participants are assigned to
intervention and control groups
through random assignment. In others,
control groups are selected—rather
than randomly assigned—to match the
characteristics of the intervention
group, with the exception of their
exposure to the intervention being
evaluated.

O The timing of data collection in
relation to program
implementation: An evaluation may
collect data before, during and/or after
program implementation.

0 The complexity of statistical
analysis required: Some study
designs require a more highly
sophisticated statistical analysis.

There are several factors you should take
into account when selecting an appropriate
study design for measuring program impact:

O Ethical issues: Conduct a study only
if it can be done ethically. If it
compromises individual rights or
denies the control group a chance at
receiving a program or services they
would have received if they did not
participate in the study, change or
abandon the study design. Note,
however, that resource constraints
often make it necessary to limit the
target audience for a program, making
the use of control and comparison
groups more ethical. “Pilot” programs
and phased-in programs provide
opportunities to use experimental
designs.



O The importance of being able to
demonstrate impact: If community
support and/or funding depends on
demonstration of impact, you may be
better served by using stronger study
designs.

O validity: Validity refers to the ability
of a study design to measure the “true”
impact of a program or intervention.
The strongest study designs are those
that are the least vulnerable to threats
to validity. Two of the more significant
threats to validity—extraneous events
and selection biases—were mentioned
at the beginning of this chapter. The
“Summary of Study Designs for Impact
Evaluation” box on page 87
summarizes the other major threats to
validity in program impact
evaluations, and provides guidance on
choosing a study design that will be
least vulnerable to threats to validity,
given your particular circumstances
and available resources.

O Resource considerations: The
availability of funds, personnel, time
and equipment will also influence
your choice of study design. Your
selection must be based on a realistic
assessment of the resources available;
what might be desirable with optimal
resources may not be feasible in
reality.

Randomized Experiments

Randomized experiments have the highest
degree of validity among the evaluation
designs. In evaluations using this study
design, participants are assigned by chance
(i.e., randomly) to a group that will receive
an intervention (called the intervention
group) or to a group that will not receive
the intervention (called the control group).
This is known as random assignment and
is the best way to ensure that the members
of the intervention and control groups are
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the same in terms of vital characteristics,
such as age, education, family background,
attitudes and any other factors that might
influence the outcomes that the program
seeks to influence.

The two main types of randomized
experiments—pretest-posttest control group
designs and posttest-only control group
designs—are explained below.

Pretest-posttest control group design is
the strongest design.

With the pretest-posttest control group
design, you will:

O randomly assign persons, facilities or
communities to experimental groups;

O take measurements both before and
after the intervention; and

0 measure impact as the difference
between changes in outcome
indicators for the intervention group
and the control group.

The strongest of all designs, it is the “gold
standard” among evaluation specialists. It
does pose some challenges, however:

O It is not always feasible to randomly
assign subjects to experimental
groups.

O In order for randomized experiments
to be effective, you will need to be
able to maintain experimental
conditions during the course of your
program (for example, minimize the
number of other programs introduced
to either your intervention or control

groups).

Ethical concerns

Is it ethical to withhold an intervention from
some people in order to evaluate a
program? When resources are sufficient to
cover an entire population, this is indeed a
difficult decision to make. However, in
most communities, program resources are
not sufficient to cover the entire population.

il il
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In such situations, phased or delayed Two examples below and on page 75
intervention designs are often used. Phased present characteristics of large studies,
program designs consist of giving an perhaps larger than what may be feasible
intervention to the group of youth who for your program. Regardless of size,

were studied as a control group in a however, these examples demonstrate the
subsequent phase of the program. This feasibility of evaluating reproductive health
design goes a long way toward resolving programs.

ethical concerns, as well as permitting a
strong program impact evaluation to be
undertaken.

Evaluating a Program to Postpone Sexual Involvement:
A Pretest-Posttest Randomized Experiment

What kind of program was being evaluated?
From 1992-94, evaluators studied the Postponing Sexual Involvement (PSI) program in California, USA, using a
randomized pretest-posttest control group design.

What issues were being measured by outcome indicators?
The primary outcome indicators being measured were:

* beliefs about sexual activity,

e reasons to have sex or abstain,

* beliefs about sex and the media,

* personal communication,

« self-efficacy (e.g., confidence in one’s ability to negotiate use of a condom when needed),
¢ behavioral intentions, and

* actual behaviors.

How were the experimental groups assigned?
A total of 10,600 youth were assigned to experimental groups as follows:

* In some sites, classrooms within sample schools were randomly assigned to youth-led intervention, adult-led
intervention or no intervention (control) groups.

* In other sites, entire schools were randomly assigned to either intervention (adult-led) or no intervention (control)
groups.

* Youth recruited from community-based agencies were randomly assigned to either intervention (adult-led) or no
intervention (control) groups.

When were data collected?

Survey data were collected at three points: prior to program implementation, 3 months after program implementation
and 17 months after program implementation.

How was impact measured?

Impact was measured by comparing changes in outcome indicators for youth in each of the three sets of experimental
groups at 3 months and again at 17 months after program implementation.

What was the impact?
There was no evidence that the program influenced knowledge, attitudes or behaviors that the program attempted to
change. Minor trends were observed at 3 months but were not sustained to 17 months.

Adapted from Kirby et al., 1997.
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HIV Prevention in Tanzania:
A Pretest-Posttest Randomized Experiment

What kind of program was being evaluated?

From 1991-94, evaluators studied an HIV reduction program in Mwanza, Tanzania, that aimed to improve screening
and treatment of sexually transmitted infections (STIs). This evaluation, which included a total of 12,537 persons, used a
randomized pretest-posttest control group design.

What issues were being measured by outcome indicators?
* HIV sero-conversion rates

 STI prevalence

* Prevalence of selected risky sexual behaviors

How were the experimental groups assigned?
The following steps were taken for random assignment of the study population:

¢ Six pairs of matched communities (in terms of location and socioeconomic factors) were chosen for the study
(12 communities in total).

* In each of these six pairs, one community was randomly assigned to the intervention group and the
other to the control group.

¢ In each community, a random sample of 1,000 households was chosen, and all persons age 15 and
above were included in the sample.

When were data collected?
Biological and survey data were collected at two points: prior to program implementation and again 24 months later.

How was impact measured?
Impact was measured by comparing changes in outcome indicators for persons residing in “treatment” villages versus
those in control villages over the 24-month study period.

What was the impact?
HIV infection rates over the 24-month period were significantly lower in villages that received STI screening and
treatment, as opposed to villages with no intervention.

Adapted from Grosskurth et al., 1995.

Posttest-only control group design is terms of all factors other than exposure to
somewhat weaker. the intervention.
With the posttest-only control group

design, you will: Posttest-only control group design is

weaker than pretest-posttest control group

O randomly assign persons, facilities or design, because it doesn’t take
communities to experimental groups measurements before a program
(same as pretest-posttest control intervention. Posttest-only control group
group design); designs do not allow you to know the status

of each group prior to program
interventions. While you may be able to
show some differences between the
participants and the control group after
program implementation, having measures
of their status prior to the intervention
enables you to make stronger conclusions
about the program effects.

O take measurements only after the
intervention; and

O measure impact as the difference
between outcome indicators for the
intervention group and the control
group, at some point after program
implementation.

The key assumption in this design is that
the experimental groups are equivalent in
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Checklist:
Are We Able to Use a
Random Assignment Study Design?

[] The intervention we want to evaluate has not started yet.
U Staff or other professionals are skilled in conducting random
assignment.

O There is available both a group of people who could be
randomly assigned to receive the intervention and another
group to participate as a control group.

U The financial resources and technical ability to collect data
before and after the intervention begins are available.

O There are no ethical issues in withholding the program from the
control group during the study.

Quasi-Experiments

Quasi-experiments use similar experimental
groups, selected through non-random
methods. If it is not feasible to randomly
assign experimental groups, you can still
take into account many of the external
factors affecting your control and
intervention groups by using a quasi-
experimental design. This can be done by
choosing a control group that is as similar
as possible to the intervention group, often
by matching on characteristics that are
considered to be important antecedents of
the outcomes sought by a program. For
example, if you are conducting and
evaluating a school-based program, you
might choose control schools that are
similar to intervention schools but not part
of your program. Some of the characteristics
you may consider when choosing control
schools are:

O geographic location,
O grades taught,

O socioeconomic composition of the
student body, and

O level of teacher training and
experience.

Your control schools should then match the
intervention schools on each of these
characteristics.
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Because matching is generally viewed as an
imperfect substitute for random assignment,
statistical analysis is usually used in quasi-
experiments to take into account or
“control for” differences in factors that
could not be taken into account through
matching. Usually, only a few of the factors
on which comparison groups might differ
can be taken into account by matching.

The three most commonly used types of
quasi-experiments are:

O non-equivalent control group pretest-
posttest design,

O non-equivalent control group posttest-
only design, and

O generic control design.

Non-equivalent control group pretest-
posttest design is a widely used type of
quasi-experiment.

In fact, this may be the most widely used
design in impact evaluations of social
programs. It is similar to the randomized
pretest-posttest control group design,
except that the comparison group is created
by matching rather than random
assignment, which is why it is called “non-
equivalent.” The group members are not
randomly assigned and do not have an
equal chance of being assigned to the
intervention or control group. With non-
equivalent control group pretest-posttest
design, you will:

O create experimental groups by
matching particular characteristics that
are considered to be important
antecedents of the outcomes sought
by the program;

O take measurements both before and
after the intervention; and

O measure impact as the difference
between changes in outcome
indicators for the intervention group
and the control group.



The major risk of this design is that the
experimental groups might differ from one
another on factors that cannot be accounted
for through matching or statistical analysis,
for example, factors that are difficult to
measure (e.g., what proportion had
experienced sexual abuse) or factors that
you simply failed to measure.

Non-equivalent control group posttest-
only design (static group comparison)
is a somewhat weaker type of quasi-
experiment.

This design is similar to the non-equivalent
control group pretest-posttest design,
except that a pretest is not included. With
the non-equivalent control group posttest-
only design, you will:

O create experimental groups by
matching particular characteristics that
are considered to be important
antecedents of the outcomes sought
by the program;

O take measurements only after the
intervention; and

O measure impact as the difference
between outcome indicators for the
intervention and control groups, at
some point after program
implementation.

This design is often used when baseline
data were not collected. It is a fairly weak
design, however, as there is a high risk that
the experimental groups might differ on
factors that cannot be accounted for
through matching or statistical analysis.
When this design is used, more
sophisticated statistical techniques will be
needed in order to produce defensible
estimates of program impact. However,
even when sophisticated statistical
techniques are used, there is still the danger
that differences between experimental
groups that were not measured during data
collection will remain. For this reason, this
design often produces impact evaluation
results that are viewed with some
skepticism.

It o
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Evaluating a School-Linked Health Facility in Brazil:
A Non-Equivalent Control Group
Pretest-Posttest Quasi-Experiment

What kind of program was being evaluated?

In 1995, in Salvador, in the State of Bahia, Brazil, the Secretariats of
Health and Education began pilot-testing a school-linked health
facility program intended to reduce pregnancy and STI
transmission rates among young adults. The program featured
family life education in schools, improvements in the “youth-
friendliness” of services at public health clinics and formal
linkages between schools and health facilities.

What issues were being measured by outcome indicators?
* Knowledge and attitudes

* Sexual behavior

* Youth development

 Environmental risk and protective factors

How were the experimental groups assigned?

A pretest-posttest quasi-experiment design was used to measure
the impact of the program. Six program schools in metro Salvador
were randomly chosen for the intervention group, along with six
matched control schools. Schools were matched in terms of
location, grade level and socioeconomic level of students.

When were data collected, and from where?

* Data were gathered in treatment and control schools prior to
program implementation and then three years later.

* A “monitorng” survey was conducted in program schools at
the end of the first year of the program. Students who
changed schools during this period were tracked to their
new schools.

* Health facility surveys—including observations of service
transactions and exit interviews with young adult clients—were
also undertaken at mid-program in order to assess the “youth-
friendliness” of services.

What was the impact?

Impact will be measured to determine changes in responsible
sexual behavior, negotiating skills and use of reproductive health
services.

Adapted from FOCUS on Young Adults, final report forthcoming.
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Evaluation of a Family Life Education Program
in Peruvian Schools: A Non-Equivalent Control Group
Posttest-Only Quasi-Experiment

What kind of program was being evaluated?

In 1995, the Peruvian Ministry of Education initiated a national
family life education program in secondary schools. Because of
limited resources, the program was to be phased in over a 5- to
10-year period. For a variety of reasons, it was not possible to
undertake a baseline survey prior to program implementation.

In 1998, the Ministry decided to evaluate the program. Because no
baseline survey had been conducted, a posttest-only control group
design was chosen for the evaluation.

What issues were being measured by outcome indicators?
* Knowledge and attitudes
* Risk-taking and health-seeking behaviors

How were the experimental groups assigned?

A sample of 22 schools that had implemented the program was
randomly chosen in Lima and in selected cities in the interior of
the country. One matched “control” school was chosen for each
pair of “program” schools, resulting in a total sample of 33
schools. The criteria used to match program and control schools
included geographic location, size, age of school and
socioeconomic level of the student body.

What data collection methods were used?

Data were gathered from students, teachers and administrators in
each sample school, using self-administered questionnaires. Focus
group interviews were also conducted with students and teachers.
What was the impact?

No systematic differences in knowledge, attitudes or behaviors
were observed between treatment and control schools.

Adapted from FOCUS on Young Adulls, final report forthcoming.

Generic control designs, the third type
of quasi-experiment, compare changes
in outcome indicators to the status of
the general population.

Generic control designs can be used to
assess whether changes or trends in
outcome indicators for young adults
exposed to your program differ from those
in the general population of young adults.
For example, imagine that you want to
compare program data and national survey
data regarding condom use among young
adults. Using a generic control design, you
might find that the proportion of your
program target audience who used
condoms in their last sexual encounter had
increased significantly over the course of

/8

your program—but was still lower than the
national level recorded among young
adults.

You can use the generic control design only
if there are data available regarding trends
in relevant outcome indicators for the
general population of young adults. You
may be able to find this kind of data in
large-scale surveys (e.g., Demographic and
Health Surveys, Adolescent Reproductive
Health Surveys) that are conducted on a
periodic basis (e.g., every five years or so)
in many countries. These surveys usually
measure a number of outcome indicators
relevant to adolescent reproductive health
programs, such as age at sexual debut,
frequency of sexual intercourse, number of
partners, knowledge of risk factors for
HIV/AIDS and condom use.

If you want to use the generic control
design to measure the impact of your
program, you must be sure of several
things:

O The population for which control data
are available must be similar in
characteristics and composition to the
target population for your program.
This is the primary challenge of using
generic control designs. For example,
if your program targets high-risk
young adults, it may not be
appropriate to use the general
population as a comparison group.

O The outcome indicators measured for
the generic control population must
be relevant to your program.

O Survey data must be collected from
both groups at (or close to) the same
time.



Non-Experimental Designs

Non-experimental designs do not use
control or comparison groups. For this
reason, these designs are a generally
weaker means of measuring program
impact than experimental designs. Non-
experimental designs are used when:

O you have not made provisions for a
control or comparison group as part
of the evaluation plan,

O a program or intervention is expected
to “reach” the entire target population
of youth; this type of program is often
referred to as a full-coverage program
(e.g., intensive mass media campaigns
and national family life education), or

O programs in settings where a high
proportion of young adults remain in
school to the secondary level.

The following sections describe three types
of non-experimental design:

O time-series design,
O pretest-posttest design, and

O posttest-only design.'

Time-series design uses pre-interven-
tion trends as a comparison.

The time-series design is the strongest of
the non-experimental designs. With this
design, you will:

O take several measurements of
outcome indicators for a program’s
target population both before and
after the intervention;

O use the indicators prior to
implementation to project what would
have happened in the absence of a
program (assuming that this trend

! These are classified by some as quasi-experimental
designs, but because they do not involve
comparison groups, we classify them here as
non-experimental designs.
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Checklist:
Should We Use a Quasi-Experimental Study Design?

O The conditions do not exist to use a randomized assignment
study design.

For All Types of Quasi-Experiments:

0O We have identified the characteristics of youth that are
important to match intervention and comparison groups.

O A group of youth exists who appropriately match the
characteristics of the intervention group.

O Staff or other professionals are skilled in conducting matching.

O There are no ethical issues in withholding the program from
the comparison group during the study.

For Pretest-Posttest Design:
O The intervention has not started yet.

0 We have the financial resources and technical ability to collect
data before and after the intervention begins.

For Posttest-Only Design:

O For intervention has already started, or a collection of baseline
data is not feasible for some other reason (such as lack of
resources).

O Staff or other professionals who can handle sophisticated
statistical analysis are available.

For Generic Control Design:

0 Data exist about youth who have similar characteristics to those
participating in the intervention group being studied.

O The available data measure the type of outcome indicators the
intervention is trying to influence.

O Data was or will be collected from the generic control group at
about the same time that data will be collected from the
intervention group.
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Illustrative Time-Series Analysis would have continued if a program
had not been implemented);

In this example, the number of repeat pregnancies in the target o )
population of all youth ages 15-19 in a specific geographical area 0 compare the trend in indicators prior
was measured for a four-year period before the intervention began to the intervention to the post-
in 1999. Subsequent data collection showed that a year after the
intervention began, the number of repeat pregnancies started to
decrease. This downward trend can be associated with the 0 detect program impact as a change in
intervention.

intervention trends; and

trends after an intervention was
implemented (see the box below).

@
% 100 The time-series design has two major

& 80 - drawbacks. First, in order to use this design,
< 60 M ﬂ\\ you must have completed a sufficient

2 a0 \ number of observations prior to program

£ 2 \\ implementation (at least three, and

2 ) ~ preferably more) in order to establish the

2 1995 896 199/ 998 1999 <000 <UUT cUUZ 2008 trend that might have occurred in

Peer Education in Paraguay:
A Non-Experimental Pretest-Posttest Design

What kind of program was being evaluated?

From 1997-99, a media-based peer education program was implemented in the capital city (Asuncion) and in the
central region of Paraguay. The objective of the program was to reduce pregnancy and STI transmission rates among
young adults. The program featured a radio talk show, artistic performances and dissemination of relevant messages
through other media channels. Peer educators were the performers/presenters in all activities.

Because the program was a full-coverage program (that is, it was expected to “reach” all young adults in Asuncion
and in the central region), an experimental study design was not possible. Therefore, a non-experimental design was
used.

What issues were being measured by outcome indicators?
» Knowledge and awareness of RH issues among youth
* How the media covers issues related to ARH

When were data collected, and through what methods?
Changes in outcome indicators were measured through surveys conducted among in-school and out-of-school youth
prior to and two years after program implementation.

How were the data analyzed?

To assess whether observed changes in outcomes could plausibly be attributed to the program, behavioral indicators in
the follow-up survey were related to the subjects’ degree of exposure to program activities, events and messages.
Sophisticated statistical methods were used to control for the fact that young people with higher levels of exposure to
the program may have differed on significant characteristics from those with lower levels of exposure.

What was the impact?

Significant changes in selected knowledge, attitude, belief and intention indicators were attributed to exposure to the
program, for example, an increase in the perception that girls who protect themselves are responsible. An increase in
the proportion of youth reporting condom use at first sex was observed, but the change was not attributable to the
program.

Adapted from FOCUS on Young Adults, final report forthcoming.

80



the absence of the program. (Because such
pre-intervention data are rarely available,
the time-series design is not widely used.)
Second, it is difficult to account for the
effects of adolescent maturation and other
extraneous factors that may influence the
outcomes during the period that your
program was being implemented.

Pretest-posttest design is a more com-
mon type of non-experimental design.
The pretest-posttest design is commonly
used when you do not have a control group
and you do not have enough pre-
intervention data to use a time-series
design. In this design, you will:

0 measure outcome indicators for a
program’s target population both
before and after implementation, and

O test any observed changes for
statistical significance (that is, to
determine if the changes were larger
than what might be expected through
random measurement error).

While this design allows you to document
changes in outcome indicators in the target
audience for your program, it is difficult to
know to what extent these changes are
actually due to your program. Extraneous
factors could have either a positive or
negative effect on your program’s intended
outcomes, thus hiding the program’s true
effect. If there are positive trends in
outcome indicators, the most that you can
say conclusively is that your program may
have contributed to the positive changes.
And in the case of negative impact
evaluation findings, you will have little
defense against the conclusion that your
program was ineffective—even if the
negative impact might have been caused by
extraneous or outside factors.

One way to strengthen the findings from
pretest-posttest designs is to look for
statistical associations between study

ot
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Note

Hiring external consultants to assist with your
evaluation

Hiring external consultants to assist with your evaluation
effort can be a good way to decrease demands on your
staff, give credibility to your evaluation effort and
compensate for skills that your in-house staff do not have.
To ensure that your consultant provides the assistance your
effort really needs, follow these tips:

With staff and stakeholders, determine what tasks the
consultant will undertake, and develop a clear scope of
work. List the skills and strengths you would like the
consultant to have.

Interview several candidates and make sure that the person
you hire has the skills you need and a shared vision of what
the evaluation will accomplish.

Develop a contract so that expectations are clear, spelling
out what rights the consultant has in using the evaluation
data collected.

Before the consultant begins work, have him or her meet
with staff and stakeholders to discuss their issues and
concerns.

Designate one staff person to act as a liaison between the
program and the consultant.

If the consultant is undertaking the entire evaluation, make
sure that he or she debriefs staff and stakeholders on
evaluation findings before publishing results.

subjects’ level of exposure to the program
and changes in outcome indicators. For
example, if you can show that young adults
with high levels of exposure to a program
had more favorable outcomes than did
those with little or no exposure, then a
stronger case can be made for the program
having had an impact. The same is true if
you can show that there were more
favorable outcome indicators at program
sites that had exhibited larger
improvements in program implementation
indicators than at sites with lesser
improvements.
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Checklist:
Should We Use a Non-Experimental Study Design?

U The conditions do not exist to use a randomized assignment or
quasi-experimental study design.

For All Types of Non-Experiments (only one reason need be checked):

U It is financially or logistically infeasible to collect data from a
comparison group.

U The intervention is reaching the entire target population of
youth.

O The intervention ethically cannot be withheld from the
comparison group during the study.

For Time-Series Design:

[l The intervention has not started yet.

0 We have the financial resources and technical ability to collect
data at least three times before the intervention begins.

U Staff or other professionals are skilled in projecting trends
based on baseline data.

For Prettest-Posttest Design:

O It is infeasible to collect baseline data from the intervention
group.

U Staff or other professionals are skilled in conducting more
sophisticated statistical analysis.

Checklist:
Should We Use a Panel Study Design?

0 We want to measure changes in some indicators more
precisely.

0 We have a good chance of being able to retain a high
proportion of study participants for the duration of the study
(e.g., study participants are not highly mobile or difficult to
locate).

U We have sufficient resources to track study participants for
future rounds of data collection.
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These types of analyses can be rather
complicated. If you use a non-experimental
design of this type, you should probably
seek help in carrying out the analysis from
an external consultant, research firm or
university faculty member.

Posttest-only design is the weakest of
the non-experimental designs.

In the posttest-only design, data are
collected for a program’s target audience
only after the intervention has been carried
out. This is the weakest of all designs for
measuring program impact, since it does
not allow you to measure either:

O changes in outcome indicators over
time, or

O differences between the target
audience and other young adults not
exposed to your program.

Because of the above weaknesses, many
evaluation specialists would not even call
this a study design. This design may be
useful, however, for measuring aspects
besides program impact, such as program
coverage, the characteristics of youth
served and not served by your program,
and reasons why young adults might not
use your program’s services.



Panel Studies

Panel studies can be conducted as part of
another study design. A panel study collects
data from the same study subjects in each
round of data collection. For example, if
you are measuring changes in behavioral
outcome indicators in a school-based
program, you might collect data from the
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There are both advantages and draw-
backs to panel designs.

While panel designs allow you to measure
changes in indicators much more precisely
than in non-panel studies, they also can be
difficult and costly. Following a panel of
study subjects—especially higher risk
youth—over a long observation period (for

example, two to three years) requires
patience and resources. If many participants
drop out from the sample, bias can result.

same “panel” of students at two or more
points in time. Although panel designs
often involve more than two rounds of data
collection, any of the pretest-posttest
designs described earlier could be
considered a panel design if data were
collected from the same “panel” of study
subjects in baseline and follow-up surveys.

In general, you should only use panel
designs when:

O you have a good chance of being able
to retain a high proportion of study
participants for the intended duration

The alternative to using a panel design is to of the study, and

select a new sample of subjects in each data
collection round. For example, instead of
always collecting data from the same
students in an evaluation of a school-based
program, a new sample of students from
the same sample of schools could be
chosen each time.

O you have sufficient available resources
to be able to track study participants
for future rounds of data collection.

Tips for Selecting a Study Design

The points below offer some guidance on selecting a study design, in descending order from highest validity to lowest.

* Try to create treatment and control groups by assigning cases randomly from your target population (randomized
experiments).

* If random assignment is not possible, try to find a comparison group that is as similar to the treatment group as
possible. Check to see if the use of a generic control is possible (quasi-experiments).

* If neither a randomly assigned control group nor a similar comparison group is available, try to use a time-series
design that can provide information on trends before and after program implementation (non-experimental designs).

« If sufficient pre-implementation data are not available to use a time-series design, try to obtain baseline (pretest)
information that can be compared against post-program information (non-equivalent pretest-posttest design).

* If baseline information cannot be collected, be aware that your ability to produce strong conclusions about program
impact will be limited. You will almost certainly have to use sophisticated statistical analytic techniques.

Adapted from Fisher et al., 1991.
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Minimizing Threats to
Evaluation Validity

While stronger study designs are generally
more valid, there are potential threats to an
evaluation’s validity regardless of what
study design you use. Following are the

major threats to validity in impact

evaluations and how you might minimize

them.

How to Minimize Threats to Validity

Threat to Validity

History, or extraneous events that occur during the
intervention period, can influence the outcome of the
intervention. Changes in broad societal factors (such as
economic, political or social conditions), extreme weather
conditions, changes in public policies, or program-specific
factors can affect outcomes. If, for example, a peer
educator became pregnant and was no longer able to
serve as an appropriate role model for your program, it
may send a message to the target population that
unprotected sexual intercourse is acceptable,
compromising the ability of the program to produce its
intended outcome.

Selection bias is a difference between the people
selected for the intervention and those in the control
group. For example, youth living near one drop-in center
may be wealthier, better educated and more likely to be
involved in school or private club activities, and therefore
may not be active in center activities. Meanwhile, youth
living near another center may be out of school and have
fewer opportunities for recreation, and may therefore use
the center more frequently. This difference means that
those exposed to the intervention are of a different socio-
economic or educational background than those in the
control group, and thus would respond to the intervention
differently.

Testing prior to an intervention (either pilot-testing a
survey instrument or giving a baseline pretest) is likely to
affect the responses given in a posttest. People given a
pretest (for example, youth interviewed before a media
campaign stressing safe sex) may remember the questions
and their answers when they respond to the posttest (after
the media campaign has been run). Pre- and post-
intervention differences in indicators might be due to
familiarity with the questions, or youth having “learned”
what responses are desirable, rather than to the effect of
the intervention.
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How to Minimize Threat

* Select a study design with a control or comparison
group.

* Monitor extraneous events, such as mass media
effects, that may influence your population in order
to explain unexpected evaluation findings.

* Undertake a process evaluation to understand how
the program is working and take into account
program-specific factors that may have affected
outcomes during data analysis.

* Select a random sample of study participants from
household listings.

* Refer to other data sets about youth, compare the
socio-demographic background of youth participating in
the intervention to youth who are not, and include these
findings in your evaluation report.

* Ensure that you are matching the control group to the
intervention group on as many characteristics as
possible.

* Use a control or comparison group so that changes
due to the intervention are more likely to be identified.

* Pilot-test survey instruments with youth who will not
participate in the study.

» Change the order, but not the format or content, of items
included on the posttest.
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How to Minimize Threats to Validity

Threat to Validity

Maturation occurs as time passes and may produce
outcomes in participants that are unrelated to the effect of
the program. For example, if participants become tired
and bored during a lengthy training program, test scores
may reflect fatigue and distraction rather than training
effectiveness. Also, youth who are in the program may
experience changes in attitudes and behaviors as they
grow older, which are unrelated to the program.

Dropout can affect evaluation results. If a program is
implemented over a long period of time, participants may
drop out, graduate, move or die, and so be lost to follow-
up studies. If those that are lost differ substantially in
significant characteristics from those who remain, the
results of a post-intervention study may reflect those
differences rather than the effect of program
implementation.

Instrumentation changes, such as modifying a survey
questionnaire between the pretest and the posttest, can
result in an effect independent of the project interventions.
Deteriorating equipment, such as scales, rulers or calipers,
may yield inaccurate readings. Some changes may also be
attributable to improved skills on the part of the
interviewer. Having more experience, interviewers may
elicit more complete information from a respondent,
resulting in changes that are separate from the effect of the
intervention. Interviewers may also become careless as
they become more familiar with the interview guide or
checklist.

Changes in program implementation can also affect
an evaluation’s validity. For example, a program that is
discontinued, scaled-up or changed in content may
produce different outcomes from what was planned.

How to Minimize Threat

Make sure program implementers are aware of the
need to minimize maturation effects as much as possible.
Use a control or comparison group to account for
maturation.

Keep program interventions lively, diverse and as
interesting as possible.

Compare characteristics of those who continue the
program with those who drop out; if the two groups
are not significantly different, you can show that
dropout did not affect study results.

Ensure that you collect adequate contact information
from youth studied over time. If possible, collect data
from an institution with which youth are involved (e.g., a
school) and ask respondents (1) where they think

they’ll be at the time of survey follow-up and (2) the
contact information of one or two people who will
always know where they are.

Budget enough to track youth who have moved or
dropped out.

Keep the exact wording of baseline questions.

If you decide to measure new indicators at follow-up,
add entirely new questions to your survey instrument
and analyze them with a posttest-only design.

Collect data on new indicators using a different data
collection method (e.g., focus groups or client exit
interviews).

Ensure that those collecting data are well trained before
the first round of data collection.

Ensure that interviewers are unaware of participant and
control group members’ assignments, so they will not
anticipate responses.

Evaluate interventions that are well-established and are
less likely to be changed or threatened because of
external events, such as policy changes or loss of
funding.

Make sure that those implementing the program
understand the effects of changing the intervention, and
have them document and justify any changes made.

Conduct a process evaluation to document how the
program changed over the course of the
implementation.

85



A Guide to Monitoring and Evaluating Adolescent Reproductive Health Programs

Choosing a Study Design for
Ongoing Programs

Your options to initiate evaluation—and
your ability to prove impact—become more
limited as your program progresses. If you
begin your evaluation in the middle or near
the end of a program or program cycle,
evidence of impact will probably not be as
strong as it would if you had started your
evaluation at the beginning. If you must
choose a study design after your program
has begun, consider the following:

Options for Choosing a Study Design

In the middle of a program:

If you collected baseline measurements of key outcome indicators:

 Continue to track these indicators in mid-term and final rounds of data collection. This will in effect be the same as a
non-experimental pretest-posttest design. You should also check to see if repeated surveys are being conducted in
your setting that you might use as a generic control population.

If you did not gather baseline measurements of key outcome indicators, you have two options:

* Collect data now, treat these as baseline data and conduct a follow-up round of data collection near the end of the
program or program cycle. This will again be the same as a non-experimental pretest-posttest design, but will cover
only part of the program period. You will miss the portion of your program’s impact that occurred prior to the
initial round of data collection, but if your program was implemented slowly this is less of a problem.

* Wait until the end of the project and use a posttest-only design.
As both of these options are quite weak designs, you should explore the possibility of either including a control group

or using a generic control (if one is available in your setting). Having a control population of some kind would
strengthen the evidence of your program’s impact.

At the end of a program or program cycle:
If you collected baseline measurements of key outcome indicators:

¢ Measure these indicators again in a final round of data collection. This will be a non-experimental pretest-posttest
design. You should also check to see if repeated surveys are being conducted in your setting that you might use as a
generic control population.

If you did not gather baseline measurements of key outcome indicators, you have a number of different options—some
more desirable than others:

* Use a non-experimental posttest-only design and measure indicators at the end of your program period. However,
this is a very weak design; the following options are preferable.

¢ Include a control group (this would be a non-equivalent control group posttest-only design).

» Use a generic control (this would be a generic control posttest-only design).

Whichever option you choose, waiting until the end of a program or program cycle to collect data to measure impact
will mean that:

« you will need to do fairly involved statistical analysis to be able produce credible impact evaluation results, and

« you run the risk of not being able to attribute changes in your target population to your program efforts.
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Summary of Study Designs for Impact Evaluation

Class of Defining Specific
Study Feature Study Design
Design
Randomized | Study subjects = Pretest-post .
experiments are randomly  test control
assigned to group .
treatment
and control
groups

Posttest-only .
control group

Defining
Features

Random
assignment

Measure
indicators
before and
after

Impact
shown as
difference
between
changes in
indicators

for control
and treatment
groups

Random
assignment

Measure
indicators
only after

Impact
shown as
difference
between
indicators for
control and
treatment
groups

Advantages

Strongest
design—
highest level
of validity

Do not have
to collect
baseline data

Weaknesses

Random
assignment
is not always
feasible

Must
maintain
experimental
conditions
throughout
program

Weaker
than pretest-
posttest (no
knowledge
of pre-
intervention
status)

Must
maintain
experimental
conditions
throughout
program
Less
statistical
power

il il

Situations in

Which This

Design May
Be Used

When you are
starting a new
program or

program cycle

When you are
willing to trust
that random
assignment has
created
equivalent
experimental
groups (so that
baseline data
are not

needed)
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Class of Defining
Study Feature
Design
Quasi- Control group
experiments | is similar to
treatment
group, but

not equivalent
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Specific

Study Design

Non-
equivalent
control group
pretest-
posttest

Non-equival-
ent control

group
posttest-only

Generic
control

Defining
Features

¢ Similar to
“pretest-
posttest
control
group,” but
experimental
groups are
chosen by
matching
rather than
random
assignment

Similar to
“posttest-
only control
group,” but
experimental
groups are
chosen by
matching
rather than
random
assignment

Compare
changes in
program
indicators to the
status of the
general
population

Advantages

Easier to
choose
groups
through
matching than
through
random
assignment

Do not have
to collect
baseline data

No need to
create control

group

Summary of Study Designs for Impact Evaluation

Weaknesses

e Must
maintain
experimental
conditions
throughout
program

¢ Risk that
experimental
groups may
differ on
factors that
matching or
statistical
analysis
cannot
account for

* Must
maintain
experimental
conditions
throughout
program

High risk that
experimental
groups may
differ on
factors that
matching or
statistical
analysis
cannot
account for

¢ Less statistical
power

Data for
relevant
indicators and
appropriate
comparison
population are
rarely available
—limited
opportunities to
use this design

Situations in
Which This
Design May

Be Used

e When you
have
collected
baseline
data

¢ When
random
assignment
is not
feasible

¢ When
baseline
data were
not
collected

¢ When
random
assignment
is not
feasible

* When
indicators
for generic
control
population
are relevant
to your
program

* When
generic
control
population
is similar
to your
program’s
target
population



Summary of Study Designs for Impact Evaluation

Class of Defining Specific
Study Design Feature Study Design
Non- No control Time-series
experimental group
designs
Pretest-
posttest
Posttest-only

Defining
Features

* Measure
indicators
several times
before and
after inter-
vention

Impact
shown as a
change in
trends after
intervention

Measure
indicators for
program’s
target
population
before and
after

Test any
observed
changes for
statistical
significance

Measure
indicators for
program’s
target population
only after inter-
vention

Advantages

Strongest of
non-experim-
ental designs,
if have long
enough time-
series prior to
intervention

Can
document
changes in
program
outcome
indicators in
target
population

None for
measuring
impact—data
may be used
to inform new
program
design or as
baseline for
next program
cycle

Weaknesses

Must have
done at

least three or
more pre-
intervention
observations

* Difficult to
attribute
impact to
your
program

* Requires
sophisticated
analysis to
strengthen
findings

Weakest design
—can measure
neither changes
in indicators
over time nor
differences with
a control group

Situations in

Which This

Design May
Be Used

* When you
have not
planned for
a control
group

* When you
are evalu-
ating a full-
coverage
program

e Same as
above

* When you
don’t
have
enough
pre-inter-
vention
data for a
time-series

e Same as
for time-
series

* When you
have no
pre-inter-
vention
data

* When
there is a
need for
post-inter-
vention
descriptive
data
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Part I: The How-To’s of Monitoring and Evaluation

Sampling

Chapter at a Glance

O Describes types of sampling methods and ways to determine which one is

appropriate for your program

O Focuses on one commonly used sampling method: cluster sampling

O Reviews how to determine and calculate the sample size you need for your data

collection activities

What Is Sampling, and What
Role Does It Play in Program
Evaluation?

Program reports, service statistics and data
collected on a routine basis can be used to
measure some indicators within your
evaluation. However, in certain cases you
will need to collect data beyond existing
records. Suppose, for example, that you
want to measure changes in knowledge
about AIDS among young people reached
by the program. Collecting data from all
youth involved in the program may not be
possible, given the large number of people
in question, as well as the limits of your
program resources. It would be possible,
however, to collect data from a sample, or
sub-set, of youth. Sampling will enable you
to collect a smaller amount of data that
represent the whole group. This will save
time, money and other resources, while not
compromising on reliability of information.

Sampling is the process of systematically
choosing a sub-set of the total population
you are interested in surveying. With
sampling, you produce findings that can be
generalized to the target population of your
program.

Sampling is useful in both process and
outcome evaluations. For example, in
conducting process evaluations, sampling
enables you to:

O choose a sample of facilities to assess
whether they have the necessary
equipment and supplies to properly
implement your program,

O choose a sample of health service
transactions to assess whether service
guidelines are being followed by
service providers, and/or

O choose a sample of households or
communities to assess the coverage of
your program.

For outcome or impact evaluations,
sampling enables you to:

O choose a sample of youth from your
program or the general population to
assess their levels of risk behaviors,
and/or

O choose a sample of schools to assess
whether students’ life skills have
improved as a result of your program.
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Key Sampling Terms

Sample: A part of a whole selected to represent that whole.

Element: The person from whom you will collect data; an element
could be a young person, a parent or a service provider.

Cluster: An aggregated group of elements from which you will
collect data; a cluster could be a classroom, school, health facility
or youth group.

Sampling frame: A comprehensive list of all relevant elements or
clusters that is used to select a sample.

You may choose to seek outside help.
Sampling, when done well, is a key aspect
of an evaluation’s credibility. However,
sampling can be complicated, especially
when evaluating large, complex programs.

After reading this chapter, you may want to
seek technical assistance to make sure that
the sampling scheme you develop is
statistically sound. Experts at local
universities and research institutes can help
you develop an efficient sampling scheme
for your program evaluation.

In general, information
collected during a process
evaluation will measure
program-level objectives.
Information collected
during an outcome or
impact evaluation will
measure population-level
objectives.
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Types of Sampling Methods

Sampling methods fall into two broad
categories: probability, and non-
probability.

You will need to make a choice about
which type to use. Probability sampling
methods will strengthen the validity of your
evaluation results. However, probability
sampling methods can be time-consuming
and costly and require a level of skill your
program may not possess. Non-probability
sampling methods are more flexible, less
costly and less time-consuming, but give
you weaker evaluation results.

Probability sampling methods are based on
probability theory, a mathematical concept
based on accepted statistical principles that
refers to the ability to predict the statistical
likelihood that a random event will occur.
Probability sampling methods require that:

O every program element has a chance
of being chosen (note: elements do
not have to have an equal chance,
only a chance),

O it is possible to calculate the
probability of each element being
selected, and

O random chance determines which
elements are chosen.

Conversely, non-probability sampling
methods are not based on probability
theory. With these methods, samples are
not chosen by random chance. These
methods can include:

O obtaining a sample of subjects on the
basis of opportunity,

O using your judgment to choose what
you think is a representative sample of
a larger population, or

O basing sample selection on referrals
from other sample subjects.

The table below describes specific
sampling methods that fall within the two
categories.
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Types of Sampling Methods

Probability Sampling Methods

Simple random sampling: Elements are chosen at
random so that each element has an equal chance of
selection. For example, elements are chosen from a hat or,
ideally, from a table of random numbers in a statistics
textbook. They can also be generated by computer.

Systematic sampling: The first element is chosen at
random. Subsequent elements are chosen using a fixed
interval (e.g., every tenth element) until you reach the
desired sample size.

Stratified sampling: The population to be sampled is
divided into homogenous groups based on characteristics
you consider important to the indicators being measured,
such as youth that are sexually active. A simple random or
systematic sample is then chosen from each group.
Cluster sampling: First, a simple random sample of
clusters is chosen from a sampling frame. Examples of
clusters are schools, health facilities and youth clubs. Then,
a simple random sample of individuals within each cluster
is selected.

Multi-stage sampling: This is like cluster sampling, but
with several stages of sampling and sub-sampling. This
method is usually used in large-scale population surveys.

What Sampling Method Is Best?

To select the sampling method that is best
for your needs, you should consider:

Non-Probability Sampling Methods

Convenience sampling: A sample is drawn on the basis
of opportunity. For example, the sample could include
youth attending a school activity, service providers
attending a conference or parents attending a school
event.

Quota sampling: A sampling frame is defined in advance
of data collection and a sample is chosen from this list, but
not at random.

Snowball sampling: Data is collected from a small group
of people with special characteristics, who are then asked
to identify other people like them. Data is collected from
these referrals, who are also asked to identify other people
like them. This process continues until a target sample size
has been reached, or until additional data collection yields
no new information. This method is also known as
network or chain referral sampling.

probability sampling methods will give you
more objective and scientifically defensible
evaluation findings. Non-probability

sampling methods, while less costly and

O the time and resources you have
available,

O the size of your program,

time-consuming, may leave you vulnerable
to questions about whether your evaluation
data are representative or unbiased. The

primary reason some programs do not use

O the indicators you plan to measure,
and

O the data sources you plan to collect
information from.

The box on the next page summarizes the
major advantages and disadvantages of
probability and non-probability sampling
methods.

probability sampling for their evaluation is
because they lack the time, resources or
expertise to conduct this type of sampling.

Non-probability sampling should be
used in certain circumstances.

There are some circumstances in which
probability sampling may not be possible

or preferred:

Probability sampling is preferred for
most types of youth program
evaluations.

If you work with a program that has a target
population of more than 100 youth and are
trying to measure changes in the indicators
related to your program objectives,

O The evaluation of smaller youth
programs: When there are small
numbers of elements (fewer than 20)
being chosen, the key statistical
properties of probability sampling do
not apply. If you plan to collect data
from fewer than 20 individuals, a
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Advantages and Disadvantages of Probability and Non-Probability Sampling Methods

Type of Sampling Method

Probability Sampling

Advantages

Less prone to bias

Allows estimation of magnitude of
sampling error, from which you can
determine the statistical significance
of changes/differences in indicators

Disadvantages

Requires that you have a list of all
sample elements

More time-consuming
More costly
No advantage when small numbers

Non-Probability Sampling
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More flexible
Less costly

Less time-consuming

chosen

non-probability quota sample that you
consider representative in terms of
important characteristics is just as
effective as a probability sample.
Some programs work with sub-groups
of youth, such as street children or
drug users. In these situations, it may
be difficult or impossible for you to
construct a sampling frame, or a list of
all youth who belong to the target
population. Without a sampling frame,
you cannot conduct probability
sampling. In these cases, snowball
sampling is often the only feasible
option.

When conducting focus group
discussions: Trying to assemble a
randomly chosen group of
respondents in a given location to
conduct focus groups is difficult.
Therefore, quota and convenience
sampling are often used; of these,
quota sampling is preferred because it
is less prone to bias.

Judgmentally representative
samples may be preferred when
small numbers of elements are to be

of elements are to be chosen

» Greater risk of bias

* May not be possible to generalize
to program target population

* Subjectivity can make it difficult to
measure changes in indicators over
time

* NOo way to assess precision or
reliability of data

Cluster Sampling

Cluster sampling is the most widely used
type of probability sampling and is useful
for most types of ARH program evaluations.
It involves two stages:

O First, identify groups that you want to
collect data from, such as schools,
health facilities or youth clubs. These
groups are clusters. Next, make a list
of all the clusters; this is your sampling
frame. A sample of clusters is then
selected from this list.

0 Now develop a list of sample elements
within your selected sample clusters,
such as students, health facility clients
or youth club members. Then select a
sample of elements from each cluster.
The result is the sample of individuals
from whom data will be collected.

For example, suppose your organization
has a peer education program in 40 schools.
Each school would be considered a cluster.
First you would select a sample of schools
from among the 40 involved in the
program. Then you would select a random
sample of students within each school



included in the sample. This would be the
sample you would collect data from.

Cluster sampling is the least costly type of
probability sampling because it does not
require you to develop a sampling frame of
all elements before you select a sample.
Developing sampling frames of individuals
can be costly. For example, it might be
difficult to develop a list of all clients who
sought services at the 12 clinics you want to
sample. It would be easier to list all of the
clinics, each of which would be a cluster.
After selecting a sample of clinics, you
would only have to develop lists of clients
of those clinics to be sampled. Once you
have identified the target population and
the indicators for your evaluation effort, you
are ready to conduct cluster sampling.

Step 1: Define the clusters to be used.
A cluster is a clearly defined group of
sampling elements from which you can
select a smaller sub-sample. Some
examples of clusters are:

O geographic areas with fixed
boundaries (for household surveys—
households and individual
respondents are the sub-samples to be
chosen in subsequent stages of
selection);

O schools;
O health facilities; and
O youth clubs.

For example, clinics might serve as clusters
for measuring process and outcome
indicators. For measuring impact, the
geographic areas prepared by a national
statistics office (census enumeration areas,
or CEAs) might be used as clusters.

The choice of what unit to use as a cluster
will depend on what data are available. It is
important to remember that with cluster
sampling you can minimize the amount of
effort needed to develop a sampling frame.

G

Sample Elements and Possible Clusters

Sample Element Possible Clusters

Youth * Geographic areas,
communities, households

e Schools
Classes, sections in school

Youth organizations, sports
clubs

Health facilities
Workplaces

Youth named as a contact by
a peer educator

Parents and extended family
members

Neighborhoods, villages,
other geographic areas
Those whose young adult
children have been selected
for a sample (using same
clusters as above)

Teachers Schools

Classes, sections in school

Community leaders Geographic areas,

communities

Religious institutions

Commercial institutions

Government offices

Service providers Hospitals, clinics

Hotlines

¢ Home visits

Health service events Hospitals, clinics
Pharmacies

Work shifts within a health
facility

Schools
Youth organizations
Workplaces

Peer educators

Brothels
Bars, clubs

Commercial sex workers

Trade routes

Therefore, the unit you will use as a cluster
should depend on what groups the
elements you are interested in sampling are
involved in. The box above illustrates
possible clusters for various sample
elements.
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Step 2: Develop the sampling frame.
In cluster sampling, a sampling frame is a
list of clusters. In some cases, a list of the
clusters you have defined may already be
available, although you should make sure
that the list is complete and up-to-date. Or,
you may have to create a sampling frame.
To do this, you might need to visit
communities within your program’s target
area to make lists of schools, health facilities
or youth organizations. You might also
need to prepare sketch maps of villages,
city blocks or neighborhoods to use as
clusters.

Note

Avoiding bias

Bias is the extent to which the estimate of an indicator found
by a survey differs from its “true” value.To avoid bias, sampling
frames must cover the entire target population for a pro-
gram’s evaluation effort. For example, if you included only
active program participants in your sample, you might get a
biased view of the strengths of your program. By not sampling
young people who dropped out of the program, you would
miss some important information, for instance, the reasons
some youth did not like the intervention.

Most programs have a list of affiliated
clinics. If you are using the national
statistics office’s CEAs as clusters for
conducting household surveys of youth,
that list should be available. If not, you will
have to conduct some preliminary
fieldwork to develop a list of city blocks or
neighborhoods.

If creating a list of all elements within the
entire target population is not financially or
logistically feasible, you can restrict your
sample to a part of the target population.
However, your evaluation findings will only
be valid for the portion of the target
population covered in your sampling frame.
For example, it might be feasible for
logistical reasons to include only clinics

located in the central part of the city. A
sample selected from this restricted sample
frame would result in evaluation findings
that would only pertain to central-city
clinics. Conclusions about program effects
for the city as a whole could be made only
under the strong assumption that other
clinics were as effective as those in the
central city.

Step 3: Select a sample of clusters.
Once you have developed your sampling
frame, the next step is to select a sample of
clusters by using either simple random or
systematic sampling. For the household
survey, for example, you might decide to
choose a sample of CEAs using systematic
sampling. The specific steps involved in
systematic sampling are described in
Appendix 1.

Determining which method is best to use
will depend on the numbers of clusters in
the sampling frame, and on some statistical
considerations discussed later in this
chapter and in Appendix 1. The question of
how many clusters should be chosen is also
discussed in Appendix 1.

Step 4: Select a sample of elements
from the clusters you have chosen.
Finally, you will need to choose a sample of
elements from the clusters you have
selected. This is often done using either
simple random or systematic sampling, but
you could use other sampling schemes,
depending on the context. For example,
after a sample of clinics is selected, you
might conduct exit interviews of all young
adult clients who appear at sample clinics
on a randomly chosen day. Guidelines for
which sampling methods to use in various
scenarios are provided in Appendix 1. The
following chart summarizes how the basic
steps in cluster sampling might be applied
to household, school and health facility
surveys.



Type of
Survey

Household

School

ol

Cluster Sampling Schemes for Household, School and Health Facility Surveys

Target
Population

Youth,
parents

Community
leaders

Students,
parents

Cluster

Definition

Geographic
area with
fixed
boundary:
CEAs, city
blocks,
villages, etc.

Same as
above

Schools

Sampling
Frame
(clusters)

List of CEAs
or other
geographic
areas

Same as
above

List of all
schools
reached by
the
program

Cluster
Sample
Selection

Use
systematic
sampling to
select CEAs
(or other
geo-graphic
areas) from
which you
will sample

Same as
above

Use
systematic
sampling to
select
schools from
which you
will sample

Sampling
Frame
(sample
elements)

List of
households
within a
chosen
cluster

List of
community
leaders
within a
chosen
cluster

List of all
students
within each
school, or
list of all
classes
within each
school

Sample
Element
Selection

Use simple
random or
systematic
sampling to
choose an
equal
number of
households
from each
sample
cluster

Use simple
random
sampling to
choose an
equal
number of
leaders from
each sample
cluster, or
select a
sample of
clusters and
include all
community
leaders from
those
clusters

Use simple
random or
systematic
sampling to
choose
sample
students
from a list of
all students,
or choose
sample
classes and
include all
students

Further
Explanation

See Appendix
1 for
alternative
sampling
methods

See Appendix
2

See Appendix
2
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Type of
Survey

School
(continued)

Health
facility
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Cluster Sampling Schemes for Household, School and Health Facility Surveys

Target Cluster Ealie
Population Definition Lebor
(clusters)
Teachers, Same as Same as
adminis- above above
trators
Service Health List of all
providers facilities facilities
reached by
the
program

Cluster
Sample
Selection

Same as
above

Use
systematic
sampling to
select
facilities
from which
you will
sample

Sampling
Frame
(sample
elements)

List of all
teachers
within each
school, or
list of classes
within each
school

List of
service
providers at
each sample
facility

Sample
Element
Selection

Use simple
random or
systematic
sampling to
choose
teachers
from a list of
all teachers,
or choose
teachers
associated
with the
sample
classes
chosen for
student
surveys
(linked
strategy)

Use simple
random or
systematic
sampling to
choose
providers
from a list of
all providers
at each
facility, or
interview all
providers
present on a
randomly
chosen day
that a
sample
facility is
visited

Further
Explanation



Key Issues in Cluster Sampling

A number of issues will affect the way in
which you choose samples:

O deciding whether to sample clusters or
elements, or include them all,

O determining how many clusters to
choose in a sample;

O sampling clusters of varying sizes;

O selecting different sample elements for
the same survey;

O sampling for sub-groups; and

O deciding when to use general
population household surveys to
evaluate school-based or facility-based
programs.

Decide whether to sample clusters or
elements, or include them all.

There are some situations in which you
may not need to sample clusters or
elements. Deciding whether to sample
clusters or sample elements depends on
two things:

0 How many clusters you have: For
small-scale programs covering only a
handful of program sites (for example,
communities, schools or facilities),
you may be able to include all sites in
the evaluation.

0 How many elements exist within
each cluster: If the number of
elements at each site is not too high, it
may be simpler logistically to include
all sample cluster elements in the
sample. For example, if self-
administered questionnaires are to be
used in evaluating a school-based
program (and if resources permit), it
might be easier to include all classes
in sample schools or all students in
sample classes. This is also true for:

— administrators and teachers at
sample schools,

sl

— community leaders, and

— managers and service providers at
health facilities.

Determine how many clusters to
choose in a sample.

When choosing clusters for a sample, select
as many clusters (e.g., communities, schools
or facilities) as your resources will permit.
Generally, you should choose at least 30
clusters, especially for large programs. A
sample of more clusters of smaller size is
always preferable to one with fewer clusters
of larger size. Choosing a smaller number of
clusters will reduce the precision or
reliability of your data, thus making it more
difficult to detect real changes in indicators.
For example, it is better to choose 30
schools with a population of 200 students
each, than to choose 20 schools with a
population of 300 students each. If you
choose fewer than 20 clusters, there is little
advantage in randomly selecting clusters,
because the desirable statistical properties
of probability sampling do not apply to
samples of fewer than 20.

In such cases, a “judgmentally represen-
tative” sample of clusters, in which the
distribution or profile of clusters on
important characteristics (e.g., size, location,
socioeconomic level of the student body or
catchment area served) is similar to the
distribution in the target population as a
whole will usually be acceptable. To do this
when choosing a sample of schools, you
must make sure that large and small
schools, schools serving well-off and poor
students and schools in different parts of
the geographic area covered by your
program are included in the sample.

You can find further guidance on deciding
on how many clusters to choose in
Appendix 1.
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There are some issues to consider
when sampling clusters of varying
sizes.

When sampling clusters of varying sizes
(e.g., schools with different numbers of
students, geographic areas with varying
population sizes), use systematic sampling
with probability-proportional-to-size (PPS).
PPS allows larger clusters to be given a
greater chance of selection than smaller
clusters. This compensates for elements in
large clusters having a lower chance of
being chosen at the second stage of sample
selection than elements in smaller clusters.

Cluster sampling is
the most widely used
type of probability
sampling in conducting
surveys for program

evaluation.
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In order to do systematic sampling with
PPS, you need to have a measure of size
(MOS) for the clusters you are using. An
MOS is a count or estimate of the number
of sample elements associated with each
cluster. Exact counts are not necessary;
MOS approximations are sufficient. If an
MOS is not available, sample clusters may
be chosen using systematic sampling with
equal probability.

Examples of an MOS for each type of
survey include the following:

0 Household: number of households;
estimated total population; estimated
number of young adults in the
geographic area

O School: number of students

0 Health facility: number of young
adult clients seen at health facilities

You can find detailed steps for selecting a
sample of clusters using systematic
sampling with PPS and with equal
probability in Appendix 1.

There are two ways to select different
sample elements (e.g., students,
parents, teachers, community leaders)
for the same survey.

For example, suppose that you are
conducting a school survey that includes
students, parents and teachers as the
sample elements. You have two options:

O Choose sample elements
independently of one another:
This would require a separate—or
independent—sampling process for
students, teachers and parents.

0 Include all sample elements in the
same sample: In other words,
choosing parents and teachers
associated with the same sample of
schools or classes chosen for student
surveys. This is a linked sampling
strategy.

The primary advantage of the linked
sampling strategy is that it will limit data
collection to the same set of clusters,
resulting in lower data collection costs. This
strategy also enables you to associate or
relate indicators for different elements to
one another during analysis. For example, if
the teachers and parents chosen for a
program evaluation were also the teachers
and parents of students chosen for the
sample, it is possible to determine whether



changes in outcome indicators for students
were associated with attitudes and
behaviors of their teachers and parents.

Note: The same options are valid for
selecting sample elements such as
households, young adults, parents or
community leaders (see Appendix 1 for
examples).

You may want to sample for sub-
groups.

If you want to measure indicators for
specific sub-groups within your target
population (e.g., by sex, age, ethnic group,
economic status, urban/rural/peri-urban),
you will have to choose a separate sample
for each sub-group, in order to ensure that
an adequate sample size has been obtained
for each sub-group. For example, you may
want to know whether your program has
been equally effective for male and female
young adults. If so, the only way to ensure
that you will have enough male and female
subjects is to select separate samples. The
process of dividing the target population
into sub-groups and then taking a sample
from each is known as stratification.

It’s important to know when to use
general population household surveys
to evaluate programs.

Use these surveys to evaluate school-based
or facility-based programs only if the
proportion of the population reached by
the program is at least 50 percent and
preferably 75 percent. General population
household surveys are not an efficient
means of evaluation for programs that
cover less than 40 percent of the general
population of young adults, because such
large numbers of households would have
to be contacted in order to find a sufficient
number of young adults who had been
exposed to a program.

Determining Sample Size

Many ARH outcome indicators are
measured at the level of individual persons
or events, so that sample elements may
include youth, parents, community leaders,
teachers, health service providers, peer
educators and service transactions. Sample
size refers to the number of sample
elements from which you will need to
collect data in order for your evaluation
findings to be statistically significant. The
size of your sample depends on a number
of factors, including:

O the indicators chosen,

O the baseline value of the indicators in
the study population, and

O the amount of change you want to be
able to measure accurately.

When measuring changes in indicators, you
will determine how many individuals or
events need to be surveyed in each round
of data collection so that you can accurately
measure changes in the indicators you have
specified. This section addresses calculating
sample sizes for measuring:

O changes in indicators involving one
behavior,

O changes in indicators involving more
than one behavior, and

O changes in indicators for aggregate
units, such as schools, facilities and
communities.

Three points must be made about sample
size:

O Measuring changes in selected
indicators specified at the
beginning of the program over
time requires a larger sample size:
The sample size required to do this is
larger than the sample size needed to
measure an indicator at a given point
in time.

sl
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Sample Size Table 0 This discussion assumes that your
Minimum Sample Needed to Measure Changes indicators will be measured as
in Indicators Involving One Behavior proportions: In fact, most youth

program evaluations use indicators
Required measured as proportions.

Starting Level of  Level of Indicator sample Size

In(?;z;tor . X(C)Eig?é) gp ) (n) 0 This discussion does not
1 2 distinguish between use of
.10 20 438 probability and non-probability
sampling methods: It is noted,
.10 25 216

however, that having an adequate
20 30 638 sample size will not minimize the risk
of bias in non-probability samples.

20 35 300 Calculating sample size for measuring
30 40 775 changes in indicators involving one
behavior depends on the following five

30 45 353 factors:

40 50 843 O The starting level of the indicator (that

%0 55 376 is, the level of an indicator at the time
of a baseline survey). We will label this

50 60 843 Py

50 65 368 O The magnitude of change in an
indicator that you want to reliably

60 70 775 detect. We will label this (P, - Py),

60 5 330 where P, is the level of an indicator at
the second round of data collection.

70 80 638 O The probability with which you want

20 85 267 to be certain that the magnitude of
change (P, - Py) did not occur by

80 90 438 chance. This is referred to as the level

20 05 163 of significance.

O The probability with which you want
Sample sizes shown assume significance and power of 90 percent, to be certain of detecting the
a design effect of 2.0, and two-tailed statistical tests. See Appendix

2 for discussion of these parameters. magnitude of change (P, - Py), if one

actually occurred. This is referred to as

power.
O The proportion of sample elements in
Note the target population that have the
characteristics specified in the
For scenarios not covered in the sample size table indicator being measured.

A more complete table showing sample size requirements
for different combinations of significance and power is in
Appendix 2.This Appendix also includes a formula for
calculating required sample size, and guidance on choosing
parameters for using this formula.

To help determine the sample size you will
need to measure changes in indicators
involving one behavior, see the table at left.
The sample sizes listed are based on 90
percent significance and power.
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To use this table:

O Choose an initial or starting level
of an indicator (Pq): For example,
your indicator may be the proportion
of young adults who intend to use
condoms in subsequent sexual
encounters. Before you undertake
your first survey, your best guess is
that about 30 percent of young adults
would intend to use condoms.
Therefore, Py is set at .30.

Note: If it is not possible to estimate the
starting level of an indicator, the safest
course is to choose a value of Py equal to
.50, because this will ensure an adequate
sample size even if the true value of Py is
different from .50.

O Specify the magnitude of change
you want to be able to detect
reliably (P, - Pp): For example,
suppose that your program would be
deemed successful if the proportion of
youth that intend to use condoms was
increased by 15 percentage points (to
45 percent). Therefore, P, is set at .45.

Note: Only changes of 10 and 15 percentage
points are provided in the table. Measuring
smaller changes requires larger sample
sizes because greater precision is needed to
measure small changes. Changes of less
than 10 percentage points require a sample
size that may exceed the resources
available to your program evaluation effort.

U Read the required sample size on
the table: With P set at .30 and P, set
at .45, a sample size of 353 young
adults per data collection round would
be required, according to the table.

Note: Remember that each round of data
collection will require this sample size. In
the above example, you would need a
sample of 353 young adults in the baseline
survey and another 353 in a follow-up
survey.

ol

Example

Calculating sample size

Suppose that a program’s objective is to reduce the
proportion of male students who believe that it is
acceptable for male students to coerce female students into
having sex. It is estimated that 50 percent of male students
believe that this behavior is acceptable at the outset of the
program (P4 = .50). The program aspires to reduce this
percentage by at least 10 percentage points (P, = .40). If 90-
percent levels of significance and power are to be used, the
required sample size is 843 male students per data
collection round. This example illustrates the point that the
sample size required to measure a change from .50 to .40 is
the same as that required to measure a change between .40
and .50.This applies to equivalent changes between other

levels as well.

Many evaluators opt to add a cushion
for non-response and dropouts.

In every study, some subjects do not
cooperate or drop out. This problem is
usually addressed by increasing the target
sample size by a fixed proportion (about 10
percent). If the chart above recommends a
sample of 843, you may want to increase it
by 10 percent to 927 to compensate for any
non-response.

Dropout rates of 25 to 30 percent or more
are common in follow-up studies of youth.
To continue the example above, after
having added a 10 percent cushion for non-
response, you might consider adding
another 25 percent to the sample size as a
precaution against dropouts, raising the
baseline sample from 927 to 1,159. This will
help ensure that you will be able to detect
changes in indicators if they actually occur,
even if you encounter non-response and
dropouts.
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Calculating Sample Size to
Measure Changes in Two Behaviors

Suppose a program objective is to increase the proportion of
secondary school students who use a condom during their first
sexual encounter.
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O Calculate the sample size you will need to measure

the magnitude of change in condom use: You may
estimate that only about 10 percent of students currently
use a condom during their first sexual encounter (P =
.10). Your program aims to at least double this to 20
percent (P, =.20). With 90 percent significance and
power, the required sample size according to the table is
n = 438 students per data collection round.

O Calculate how many youth you will need to survey

in order to get the sample size you need of youth
who have had a first sexual encounter: If current
estimates are that 10 to 15 percent of students engage in
their first sexual encounter each year, over a three-year
project period, 30 to 45 percent of students would have
their first sexual encounter. Since as few as 30 percent of
students may actually go on to have their first sexual
encounter during the three-year project period, the
required sample size per data collection round is n =
438/.30 = 1,460 students.

Calculating sample size for measuring
changes in indicators involving more
than one behavior involves a second
step.

For example, your program’s indicator
might be “Proportion of young adults who
used a condom during their last sexual
encounter.” This indicator requires
measurement of two behaviors: (1) the
proportion of youth who have had a sexual
encounter, and (2) the proportion of youth
who used a condom during that encounter.

O Calculate the sample size you will
need to measure the magnitude of
change in condom use: Using the
sample size table, determine how
many youth would need to be
surveyed in order to measure a
change in the proportion that used a
condom during their last sexual
encounter. If you estimated that
condom use at last sexual encounter
was 30 percent (Pq) and you hope to
increase this proportion to 45 percent

(P»), then you would need to sample
353 youth.

O Calculate how many youth you
will need to survey in order to get
the sample size you need of
sexually active youth: This indicator
can only be measured with youth that
are sexually active, for example, those
youth that had a sexual encounter
during the last six months. Assuming
that not all youth are sexually active,
you will need to estimate how many
youth would have to be interviewed
in order to find 353 youth that are
sexually active.

First, estimate the expected proportion of
youth that had a sexual encounter in the
last six months; for example, you may think
that 40 percent of youth in the target
audience are sexually active. Then, divide
the required sample size (353) by the
expected proportion of eligible
respondents (.40). The number of youth
you would need to interview in order to
find 353 youth who are sexually active is
(353/.40), so n = 883. Or, in other words,
you must interview 883 youth in order to
measure proportion who used a condom at
their last sexual encounter.

The difficult part of calculating sample
size for indicators involving more than
one behavior is estimating what the
appropriate underlying proportion is, for
example, estimating what proportion of
young adults are sexually active. You might
base your estimates on other surveys or
on anecdotal information from the field. If
resources permit, however, conducting a
small pilot survey can help you estimate
this proportion.

If you are unsure what to estimate for a
particular behavior, it is better to err toward
underestimating the proportion engaging
in the given behavior. The more you
underestimate the given behavior in your
target population, the higher your resulting
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sample size will be. For example, if you are
uncertain whether 40 or 50 percent of
students in your target population typically
engage in sex during any given six-month
period, you should use the 40 percent
figure to determine your sample size
requirements.

Measuring changes in indicators for
aggregate units requires a smaller
sample.

Many projects may be interested in
measuring changes in indicators at the
school, facility or community level. Sample
size requirements for measuring these
indicators will be one-half the size of those
shown in the sample size table. This has to
do with design effects in cluster sampling,
which are discussed in Appendix 1.

For example, suppose you wished to
measure changes in the proportion of
schools that had implemented life skills
education programs that met certain
guidelines. If you thought that only 10
percent of schools had such programs at
the beginning of the observation period
and you wanted to be able to measure a
change of 15 percentage points, the sample
size table shows that you would need 216
schools in the sample. Because you are
sampling an aggregate unit, a sample only
half as large would be needed—that is, only
108 schools (108 = 216/2).

The required sample size may exceed
the number of available “settings.”
Some programs may calculate the sample
size required to evaluate a school-based
program and find that the recommended
sample size is larger than the total number
of schools covered by the program. In this
event, as many settings as possible should
be covered by the evaluation effort.

Sample Size Computation

P1 P2 n
Boys .20 35 300
Girls 30 45 353

Commonly Asked Questions
About Sampling

My program has many indicators that
will be measured through the same data
collection effort. Which indicators
should I use to estimate my sample size?
Ideally, you would calculate the sample size
requirement for each of your indicators and
choose the largest of these as the sample
size to be used. This will ensure that the
requirements of all indicators are satisfied.
However, if you have a large number of
indicators, this can be tedious. In this case,
you can:

O select a few of your more important
indicators,

O calculate the sample size requirements
for each of them, and

O use the largest of these calculations as
your sample size.

Keep in mind that this strategy has two
drawbacks: (1) Changes in some indicators
may be measured more precisely than
needed, and (2) changes in other indicators
may not be measured precisely enough.

What if I want to compare different
sub-groups of young adults, schools or
facilities?

Comparing changes in indicators for
different sub-groups requires larger sample
sizes. For example, if you want to measure
changes in indicators separately for male
and female young adults, you need to
calculate the sample size separately for each
gender.
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For example, let’s return to the program
objective “Increase the proportion of
secondary school students who intend to
use a condom during their first sexual
encounter.” If you estimated that 20 percent
of the boys intended to use a condom
during their next sexual encounter (Pp), and
you aimed to raise this by 15 percent to 35
percent (P,), you would need a sample of
300 boys. If you thought 30 percent of girls
intended to use a condom during their next
sexual encounter (Pq), and you aimed to
raise this to 45 percent (P5), you would
need a sample of 353 girls. Therefore, you
would need to sample 653 youth altogether,
300 boys and 353 girls.

What if I plan to conduct more than
two rounds of data collection?

The sample sizes discussed in the previous
section pertain to the magnitude of change
on indicators to be detected between any
two rounds of data collection. If you are
planning to undertake more than two
rounds of data collection, you may be able
to use smaller samples for two reasons:

O If conducting several rounds of data
collection results in a longer period of
observation between the initial and
final round of data collection, larger
changes in indicators are more likely,
thus requiring smaller samples, and

O you may be able to use certain
statistical procedures that require
smaller samples (for example,
repeated measures methods) in your
analysis.

If you are planning more than two rounds
of data collection, it is recommended that
you consult with experienced researchers
(for example, at a local university) on these
issues before deciding on what sample size
to use.

Should I retain the same sites in each
round of data collection?
From a statistical point of view, the

advantage of going back to the same
sample of schools, facilities or communities
in each round of data collection is that it
will generally increase the precision of your
evaluation. This is especially true when
relatively small numbers of sites are being
covered. One potential drawback, however,
is that going back to the same sites may
cause the program to be implemented more
rigorously in the sites chosen for the
program evaluation than in other sites,
therefore resulting in bias. While retaining
the same sample of sites over the course of
an evaluation is generally recommended,
you as a program manager must ensure that
the program is not implemented more
rigorously at sites chosen for the evaluation
than at other program sites not chosen for
the evaluation. If that should happen, your
evaluation results will be biased.

Should I retain the same sample of
young people in each round of data
collection?

Evaluations in which the same young
people are covered in each round of data
collection are called panel studies. For the
same reasons that retaining the same
sample of schools, communities, etc.
increases the precision with which changes
are measured, panel studies are the pre-
ferred way to measure changes in behaviors
among young people. However, panel
studies depend on retention of the subjects,
which is time-consuming and costly.
Accordingly, panel studies conducted over
extended periods of time (i.e., two or more
years) are recommended only when your
program has a long-term evaluation and
substantial budget.

Note, however, that collecting data from the
same individuals over short periods of time
is often feasible. For example, many evalua-
tions of school-based programs follow
samples of students over one- or two-year
periods.



Part I: The How-To’s of Monitoring and Evaluation

Data Collection and
the M&E Workplan

Bajplauadg:

B b s BB

Chapter at a Glance

O Reviews data collection steps

O Addresses ethical concerns

O Presents options for data collection methods

O Discusses tasks involved in developing an M&E workplan

Preparing for Data Collection*

How you prepare for data collection will
influence the quality of the data you collect.
If you or your staff collect the data, you will
need to:

O address any ethical concerns,

O prepare written guidelines for how
data collection will be done,

O pre-test data collection indicators,
instruments and procedures, and

O train all staff who will collect the data.

Address ethical concerns before
planning for data collection.

Ethics refers to both professional standards
of conduct as well as moral principles and
values exercised in conducting research
and evaluation studies. Ethical reviews are
designed to consider and mediate the
potential risks and negative consequences
to participants as a result of their
participation in a study or evaluation. Most
programs are already addressing ethical

concerns in the implementation of their
interventions. For evaluators, responding to
ethical concerns will influence your
relationship with the community and
enhance your ability to collect quality data.
The more ethical your data collection effort,
the more honest and reliable the
information you collect, ensuring that your
M&E results are valid.

Ethical concerns can be addressed in many
ways:’

0O Community input: The M&E effort
should respond to concerns of
community stakeholders, such as
parents groups, youth clubs, NGOs,
religious groups and youth. Many may
have strong views on what kinds of
questions are relevant and acceptable.
For example, some youth may voice
their concerns about participating in a
survey that explicitly addresses
sexuality. Others may have
suggestions about developing

! Many of the ideas presented here about how to overcome the challenges of collecting data from youth are based
on discussion from the YARH Measurement Meeting, September 28-30, 1999. In particular, presentations by Gary
Lewis, Johns Hopkins University Center for Communications Programs, and Paul Stupp, Centers for Disease
Control Division of Reproductive Health, were helpful in developing the substance of this chapter.

* Based in part on a presentation by Cynthia Waszak, Family Health International, made at the YARH Measurement

Meeting, September 28-30, 1999.
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questionnaires that young people will
feel comfortable responding to,
thereby increasing the validity of their
responses. Document community
input for reference in case the
evaluation becomes controversial.

Applying ethical standards
In data collection improves
the quality of data.
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O Parental permission: Local

standards and laws will determine the
age at which a young person can
consent to answer a survey or
questionnaire. For example, in some
communities, a young person is
considered an adult at the age of 16; in
others, “emancipated minors” include
only those who are married or serving
in the military. Be sure to find out
when you need to secure parental
permission. If no legal standards exist,
ask for advice and input from the
community. Consider whether it is
practical to obtain permission from
parents, and explore options for
getting “adult advocates” to permit
young people to participate in the
evaluation. Parental consent can be
verbal, but written is best.

Informed consent: Before
completing a questionnaire, youth
must understand what they are being
asked to do and how the information
they provide will be used. This is
called informed consent. Informed
consent is key to getting good data,
because youth may not answer
questions honestly if they are

concerned about who will see their
answers or how the data will be used.
Most questionnaires have an informed
consent waiver that is read to youth
before they begin the survey. The
language of informed consent must be
explicit and comprehensible to young
people. Those collecting data should
be trained to understand the concept
of informed consent, and able to
answer concerns from youth about
their participation. Finally, you should
consider legal requirements to
disclose certain types of information,
such as sexual abuse and illegal drug
use. If you are required by law to
disclose this information, you must
explain this to participants before they
answer any related questions.

0O Voluntary participation: You must

ensure that young people are
answering your questionnaire
voluntarily. Compensation is
acceptable, if it is modest (e.g.,
reimbursement for transportation
costs, snacks). Avoid pressure by
authority figures to participate in a
survey conducted in an institutional
setting. If possible, identify adults who
can advocate for youth, such as a
school nurse, and answer the
questions of youth who are concerned
about participating in the evaluation.
Senior-level supervision can help
ensure that the principles of voluntary
participation are followed in the field.
You should also develop a system to
minimize how peers influence their
friends’ decisions to participate in the
evaluation.

Confidentiality and privacy: Most
evaluations of youth programs collect
information anonymously. If names
are collected, keep them separate
from completed questionnaires and
connect the two by a code. Privacy is
also important. The survey should be



administered in a private place, where
others cannot hear or see a young
person’s answers. Avoid testing
techniques that inadvertently reveal
something about youth (e.g., longer
questionnaires for sexually active
youth).

O Risk to respondents: Even with
confidential surveys, concerns remain
that certain kinds of questions are
harmful to youth. Questions about
sexual abuse, for example, can deeply
upset youth who have been abused
but have never talked about it before.
Some evaluators opt not to ask these
kinds of questions unless there is a
service provider available. Many
evaluators develop a skip pattern in
their questionnaires so that youth who
have never heard of sex, for example,
are not asked about sexual behavior.
Some evaluators offer a discussion or
question-and-answer period after
youth have completed their
questionnaires.

Prepare written guidelines for data
collection to help ensure high-quality
data.

High-quality data collection efforts usually
have detailed written instructions on how
data will be collected. For large-scale
surveys, such as country-level
Demographic and Health Surveys (DHS),
detailed manuals are prepared as guidelines
for interviewers and field supervisors.
Guidelines provide step-by-step
instructions, as well as guidance on
handling problems and questions that
might arise during the course of data
collection.

While your program may not have the
resources to prepare manuals comparable
to those used for the DHS, you should
develop guidelines for each of the data
collection instruments you plan to use.
Guidelines ensure some degree of

standardization in the data collection
process. Without guidelines, each person
collecting data will use his or her own
method, procedure and problem-solving
strategy. This may produce random error,
sometimes referred to as noise, in the data.
Without standard procedures, evaluation
data may be biased because they were not
all collected in exactly the same way.

Carefully design and pilot-test survey
questions.

While designing a survey instrument, use
qualitative exercises to explore young
people’s meanings and perceptions about
the issues you want to measure. Young
people’s language, priorities and behavioral
concepts are different from adults’. For
example, a young person might think that
taking a single contraceptive pill before
having intercourse will protect against
pregnancy, and thus will report having used
birth control at last intercourse. Also, words
can be interpreted in many ways; for
example, “friend” can mean many different
things to young people.

Budget enough time and resources to pilot-
test the questions you plan to ask youth.
Use the data collection instruments in
conditions that are as similar as possible to
your expected field conditions. For
example, pilot-test materials with
respondents who have the same socio-
demographic characteristics of the
respondents you plan to collect data from,
but in areas where the program is not
conducted (to protect future results). Pilot
tests will:

O detect questions that respondents
have trouble understanding,

O verify how long it will take to collect
the data,

O build competence in data collectors,
and

O uncover problems in field procedures.
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Even if your organization is experienced in
data collection, conduct a pilot test. It is
best to discover and correct any problems
before data collection begins.

Order topics on the survey so that
sensitive questions are asked last.

In survey instrument design, questions
should move from simpler issues to more
complex ones. At the same time, surveys
should ask less sensitive questions first,
followed by more sensitive ones. What
youth consider “sensitive” varies from place
to place. For some, reporting about the
number of pregnancies is more sensitive
than answering questions about premarital
sex. In other areas, the most sensitive
questions will be about economic issues or
partner violence. One way evaluators have
increased young people’s comfort in
answering questions about sexual behavior
is to ask about marital status only at the end
of the survey. Asking sensitive questions at
the end of a survey also ensures that you
will have collected most of the information
you’re interested in, even if a young person
refuses to answer the sensitive questions.

Build in checks to measure the validity
of responses to sensitive questions.

All evaluators are concerned about
accuracy of responses, especially on
accounts of sexual experience. To make
sure the data are valid, ask the same
question—in several different ways—
throughout the survey, and then compare
the responses. For example, ask the date of
first sex, the date of marriage and whether
the person had premarital sex. If answers
contradict one another, you may want to
drop that case from the analysis of that
particular issue. You might also want to
conduct an anonymous, sealed, written
questionnaire on a sensitive question and
determine whether there are contradictions.
Spot-check surveys, paying close attention
to responses on sensitive questions, and
discuss any problems with data collectors.

Asking about young people’s perceptions
of their peers’ behavior may also provide
data against which to check the validity of
responses to sensitive questions, although
in some cases youth perceive that their
peers are taking more risks than their peers
themselves report doing.

Set a reasonable length for the data
collection instrument.

Be sure that you are able to collect the
information you really need before youth
become bored and refuse to participate in
the survey. Collecting too much data will
also cause problems in analysis; many
evaluators collect so much information that
they never analyze all of it fully.

Select data collectors that youth will
respond to.

Who collects information from youth may
be the most important factor in the validity
of your data. In some communities, older,
mature interviewers work better; in others,
younger interviewers appear to be more
effective. In almost all contexts, the age and
sex of data collectors are the two major
factors to consider. Conduct focus groups
with youth before hiring data collectors to
find out whom they feel most comfortable
with. You might have to balance youth’s
preference for younger data collectors and
your own need for a well-educated team.

Train every person who is collecting
data.

Staff, youth program participants or
professional interviewers may be involved
in data collection. Regardless of what
experience data collectors have, training
should include:

O an introduction to the evaluation
objectives,

O a review of data collection techniques,

O a thorough review of the data
collection items and instruments,



O practice in the use of the instruments,

O skill-building exercises on
interviewing and interpersonal
communication, and

0 a discussion of ethical issues.

Of these, training on interpersonal
communication skills—such as establishing
a comfortable rapport, maintaining privacy
and confidentiality and treating the subject
respectfully—is essential when collecting
data from youth. Role playing, in which
people practice collecting data, can be a
useful training device. If possible, training
should be concluded with a practice data
collection exercise at a site that will not be
part of the evaluation sample. After this
practice, participants should review their
experiences with the entire group.

It is important that data collectors are not a
source of unreliability. It is therefore
necessary to train them in correct use of the
instruments. After the training, administer
competency exams and discuss any
remaining deficiencies.

A sample training schedule is provided at
right. This example represents the
minimum time to spend in a training
exercise. The length of training you need
depends on two things:

O the number and complexity of data
collection instruments to be used, and

O the experience of the persons being
trained with these instruments.

In many cases, it is more appropriate
to hire outsiders to collect data.
For example:

O If staff conduct exit interviews with
clients, clients may give less than
candid assessments of program
services (this is referred to as courtesy
bias).

Day 1

Day 2

Day 3

Day 4

Sample Training Schedule

Introductions
Review evaluation purpose and objectives
Discuss possible problems with data collection

* Discuss sample selection
» Provide overview of data collection instruments
* Review data collection instruments

Provide guidelines for conducting interviews
Divide into groups; role-play interviews
Discuss experience of role playing

Practice data collection at selected sites
* Review experiences practicing data collection

Discuss how to resolve problems encountered during
data collection

* Role-play corrected procedures

Plan travel logistics
» Cover administrative and financial details

Adapted from Miller et al., 1997.

Note

Guidelines for managing an outside group to undertake

data collection

« Develop a written contract outlining exactly what is to be
done, by when and how much it will cost.

« Specify the use of data collection methods and
instruments, and provide instructions in their use.

« Insert provisions to ensure adequate data quality (such as
a minimum number of field supervisors) and procedures to
minimize data entry errors.

« Include pilot-testing of data collection instrument, with
findings communicated to a designated staff person.

* Maintain final approval of all procedures and data
collection instruments before they are used.

« Insist that changes made to procedures or data collection
instruments be approved by a designated staff person.

« Designate a knowledgeable person from your staff to
serve as a liaison with the contractor to answer questions
and monitor data collection work.

« Ensure adherence to the sampling plan.
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O Program staff who are needed full-
time to implement the project will
often not be able to spare the time to
collect data.

In such cases, the preferred course of action
is to hire an outside group to collect data
for you. While hiring outsiders will reduce
the amount of preparation needed, you will
still have to manage the outside consultants.

Focus your data

collection efforts on
key issues and ensure

that all interviewers
are adequately trained.
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Limit the length of the entire data
collection exercise.

You may find yourself facing a trade-off
between the number of interviewers you
have to collect information and the time
you allow for fieldwork. In some cases, it
might be more manageable to collect
information over a longer period of time
with a smaller group of data collectors.
However, some people have found that
data collectors get tired of interviewing
youth after 2-3 months and may drop out if
fieldwork lasts too long.

Types of Data Collection
Methods

Monitoring and process evaluation data are
collected using a variety of methods, such
as reviewing service statistics and
administrative reports, and conducting
surveys, focus groups and interviews. Once
you have selected a data collection method,
you will need to develop appropriate
instruments. An instrument is the tool you
will use to collect information, such as a
form that your staff completes or a survey
in which youth participate.

Monitoring data allow you to track
whether your program is reaching its
desired audience.

Most monitoring consists of tracking and
counting activities related to program
implementation. Some data for program
monitoring indicate whether systems are
being implemented as planned, for
example, your program may record how
many volunteer trainings took place over a
one-year period. Other data for program
monitoring are recorded in conjunction
with service delivery. Basic service statistics
about program operations (such as client
visits or trainings offered) can be found in
event logs, registers or tally sheets.” These
data are often communicated to program
managers via monthly or quarterly
reporting forms." Supervisory or
administrative reports, which are often
narratives, provide program managers with
more in-depth insights into problems being
encountered in program implementation
and possible solutions.

Don’t go overboard collecting too much
data. Focus your efforts on key areas so that
monitoring does not detract from program
implementation.

? See Instrument 2 for examples of tally sheets.

" See Instrument 3 for examples of reporting forms.



Process evaluation data allow you to
observe and interpret how your
program is working.

Process evaluations help you assess the
quality of your program’s staff and
volunteer performance, the quality of the
activities and events you undertake and
how staff, participants and the community
are reacting to the program.

DEVELOPING CHECKLISTS

Checklists, which enumerate key features of
a setting or process, serve two useful
purposes:

O They guide observers in covering key
process evaluation topics in a
systematic manner.

O They establish the criteria or standards
to be used in assessing how program
activities are being carried out.

For example, in assessing a staff training
program, a checklist might be developed
that enumerates the key features of the
training setting (such as adequacy of space,
lighting, tables and chairs and necessary
audiovisual equipment) and the standards
for trainer performance (such as
organization, responsiveness to questions
and communication skills). Several
examples of checklists are provided in
Instrument 1.

INVENTORYING FACILITIES AND SERVICES

A facility inventory form can assess the
adequacy of facilities and equipment and
verify that:

O the facility meets program standards in
terms of space, lighting, arrangement
to ensure privacy, etc,;

O the equipment needed to provide
program services is on hand and in
working order; and

O the facility has adequate supplies of
expendable items to satisfy demand
for services.

Sample inventory forms are provided in
Instrument 6.

INTERVIEWING KEY INFORMANTS

An individual in-depth interview with
“informants” can produce valuable
information. Individual in-depth interviews
are preferable to focus group discussions
(where people are influenced by group
dynamics) and are often more practical.

The process of interviewing can range from
highly structured to completely open-
ended. Highly structured interviews use a
questionnaire (such as the Interview Guide
for Staff Providing RH Services in
Instrument 8) that has pre-coded questions
and answers that evaluators use to
interview respondents. You would use a
highly structured interview when you want
data that can be standardized, or if you
want to collect data that are easily managed.

Semi-structured interviews use a
questionnaire that has a mix of structured
and open-ended questions, such as the
Questionnaire for Debriefing Mystery
Clients in Instrument 10. A semi-structured
interview allows you to ask open-ended
questions that will help you to determine
the perspectives of your program
participants and staff.

With unstructured or open-ended
interviews, an evaluator may have a list of
guiding questions to start the discussion but
will allow the respondents themselves to
shape the discussion. Unstructured
interviews are useful because they allow
respondents to identify and discuss the
issues that they think are most important,
rather than being guided by the
interviewer’s questions. However, they can
be difficult to combine, code and analyze
because of different content, depth and
duration.

In-depth interviews can help you
understand young people’s actions and
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behaviors and how the youth interpret their
own actions. For example, you might ask
youth who have had STIs how they think
they got the infection, whether they sought
advice from peers and/or important adults
in their lives and where they received
treatment. You might also ask them what
would happen if their parents or extended
family members found out they had an STI,
or what they believe the general
community thinks about youth who get
STIs. In-depth interviews may also allow
you to explore new issues or uncover
issues you had not realized existed or were
relevant. For example, a young person may
tell you about a home method of treating an
STI that you had never heard of before, or
express a concern about a side effect of
STIs that you had not realized existed.

SURVEYING STAFF

Staff surveys are a cost-effective way to
gather comparable information from a large
group of people. Surveys may be self-
administered (completed by the respondent
with a pencil and paper), or may be
administered by an interviewer.

These surveys can assess technical
competence, attitudes toward providing
services to adolescents, perceptions of
service needs, and knowledge or mastery of
topics and skills learned in training. This
type of survey is often conducted in

Note

Ethical concerns around using mystery clients

Some observers believe that undisclosed observations or
mystery client visits are unethical because they involve
misrepresentation. However, others believe that the benefits
outweigh those concerns. They say that because the purpose
of using mystery clients is to assess and improve the quality of
services, it serves the interests of both clients and the
program. In some ways, they say, “mystery” visits can be
viewed as substitutes for supervisory visits.

conjunction with observations of service
transactions and interviews of program
participants or clients in order to assess the
quality of program services. A sample of a
staff interview guide is provided in
Instrument 8.

CONDUCTING EXIT INTERVIEWS WITH CLIENTS

Exit interviews are conducted after clients
have participated in a program activity or
received a program service. Interviewers
can ask about:

O how clients thought they were treated
by service providers,

0O how long they had to wait,

O whether they received the service or
services they came for,

O their assessment of the services and
the facility, and

O whether the service provider gave
them enough information about the
service provided and any follow-up
steps they need to take.

This approach can be used with clients of
health services, peer education efforts,
youth center programs, workplace
programs, etc. Like interviews with key
informants, client exit interviews can be
either highly structured, based on a pre-
coded questionnaire, or unstructured, with
open-ended questions.

An example of a client exit interview
questionnaire is provided in Instrument 9.

USING MYSTERY CLIENTS

The mystery or simulated client data
collection strategy entails sending trained
persons (including trained adolescents) to
program facilities in the assumed role of
clients, who then report on their
experience. For example, an adolescent
mystery client might be sent to health
facilities to seek counseling or
contraceptive services. Afterward, he or she



would either complete a questionnaire or
be interviewed. The two primary reasons to
use the mystery client approach are:

O to avoid the bias in the service
delivery process that often results
from having service transactions
observed, and

O to gather a sufficient number of
observations of service transactions
when the actual volume of service
visits by adolescents is low.

Several examples of mystery client scen-
arios and an illustrative debriefing question-
naire are provided in Instrument 10.

CONDUCTING OBSERVATIONS

While interviewing helps you learn about
people’s attitudes and values and what they
think or say they do, direct observation
allows you to witness what people actually
do and how they act in particular situations.
For example, you can observe how a
pharmacist reacts to youth who are seeking
treatment for STIs, or what messages a peer
educator gives to a young person during a
counseling session.

There are two types of direct observation:
obvious and unobtrusive. If your
observation is obvious, people know that
you are watching them and may therefore
demonstrate what they think you want to
see. For example, if you observe a peer
educator during a counseling session that is
usually one-on-one, your presence is very
likely to influence the dynamic of the
situation. Because they are being observed,
the peer educators may give messages that
they would normally not give, or youth may
not ask questions they would normally ask.
If you are unobtrusive, the people being
observed do not know that you are
watching them. For example, you might
pretend to be a customer in a pharmacy
and listen to how the pharmacist reacts to a
young person seeking treatment for an STL

While this may eliminate the problem of the
person being observed “reacting” to you, it
presents ethical problems, such as lack of
confidentiality and not having informed
consent from those being observed.’

SOLICITING UNSTRUCTURED FEEDBACK FROM
CLIENTS

Program managers and staff should always
seek informal opportunities to obtain
feedback from clients about the program.
Such information supplements more formal
process evaluation activities and may call
attention to unforeseen problems or issues.

FREE-LISTING, PILE SORTING AND RANKING®

When working with youth, it is necessary to
elicit and understand local terms and slang.
Free-listing is a technique in which you
elicit words used to refer to a particular
subject of interest.” An interviewer begins
with a particular topic and asks the
respondents to list the terms that
correspond to that topic. For example, an
interviewer may ask youth to list the
symptoms and names of STIs. The
interviewer can then ask questions to get
more information about the meaning of
each term. This will position the interviewer
to use the language that youth are familiar
with when asking questions about STIs on a
structured survey questionnaire.

Pile sorting, ranking and scoring are
techniques used to organize the terms
generated from free-listing. In pile sorting,
informants are asked to write the terms
generated by free-listing on cards.
Informants then sort the cards into piles so
that each pile consists of items that are
considered similar to one another® The
piles can be defined in any way, and

° Bernard, 1994.

% For a step-by-step guide on how to conduct free-
listing, pile sorting and ranking, see Shah, Zamberi
and Sumasky, 1999.

” Weller and Romney, 1990.
* Weller and Romney, 1990.
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informants can be asked to sort cards into
any number of defined piles. For example,
if you do pile sorting after eliciting the
names and symptoms of STIs, youth might
sort cards into piles that reflect:

O the severity of each infection (each
pile representing a different level of
severity),

O whether they think males or females
are more likely to become infected
(separate piles for males and females),
or

O how common they think each
infection is among their peers (each
pile representing those that are more
common or less common).

Pile sorting allows you to determine what
criteria are most important to youth, since
the youth define the categories that each
pile sort should be separated into. They can
also help determine the similarity between
certain terms when pile sorts are done with
more than one group of youth. It is a very
easy technique that requires relatively little
time to administer and analyze.

Ranking and scoring techniques are also
used to organize information generated by
free-listing to analyze preferences,
prevalence and decision-making processes.
With ranking, respondents evaluate
possible options and then present them in a
sequence of preference or priority. For
example, after free-listing and pile sorting
names and symptoms of STIs, an
interviewer might then have respondents
free-list all the ways youth seek treatment
for STIs. These options could then be
ranked in terms of where youth most prefer
to receive treatment.

With scoring, participants assign a value to
each option rather than ranking it. Scoring
allows for more in-depth analysis because it
reveals the different “weight” assigned to
each option. For example, youth could

score the ways that they sought treatment
of STIs. More frequently used options
would receive higher scores, revealing
preferences among youth for seeking
services.

CONVENING FOCUS GROUPS OR INFORMAL
LISTENING SESSIONS

Focus group discussions are used to
identify issues, terms and interpretations
from a group of individuals with similar
characteristics. These discussions are often
planned in advance, usually with 6 to 10
participants invited. The facilitator guides
the discussion with lead questions and
probes in order to gain an in-depth
understanding of the attitudes, beliefs and
perceptions of a specific group of people.
Careful selection of questions will ensure
useful information.

Informal listening sessions are a less
structured and more spontaneous method
of group discussion, for example, talking
with peer educators after their monthly
meeting. The focus should be on listening,
with respondents bringing up and
discussing topics of greatest importance to
them.

Focus groups and informal listening
sessions often provide insights about
cultural norms. However, these group
discussions usually do not reveal how
individuals’ opinions or behaviors deviate
from those norms. It is therefore useful to
supplement focus group discussions with
in-depth interviews. Analyzing focus group
discussions can present some
challenges,which will be discussed further
in Chapter 8. Instrument 13 provides a focus
group discussion guide for use with in-
school youth.
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MAPPING®

Mapping is the creation of a visual
representation of key features of a
residential area, work area or other area of
relevance, such as your program’s area of
geographic coverage. Here we describe
three different kinds of mapping: social,
census and body mapping.

Social mapping indicates the boundaries of
an area, its social infrastructure, its housing
patterns or any of its other structures that
are relevant to social interaction. Social
maps may help you understand where
particular groups gather and carry out
certain activities, and may reveal diversity
within a particular area. For example, a
social map may show where youth gather
and spend their free time, and allow you to
assess whether peer educators are
conducting outreach in the appropriate
places.

Census mapping is used to gather
information about a geographic area,
including household data such as the
number and gender of youth, education
and literacy levels, employment and
resource ownership. It is useful because it
generates numerical data about the
community and can provide more specific
data, such as the number of youth out of
school or involved in income-generating
activities.

Body mapping entails youth drawing maps
of the female and male bodies, focusing on
the details of the reproductive system and
how it functions. This method reveals
participants’ level of knowledge, the type of
information young people have about the
human reproductive system, and local
explanations of reproductive and other
health functions and terminology. For
example, once youth draw a female body
map, you might ask them how STTs affect

? For a step-by-step guide on how to conduct
mapping exercises, see Shah et al., 1999

the female reproductive system, where
symptoms will appear and what parts of the
reproductive system will be affected.

Qualitative methods
like free-listing,
group discussions,
mapping, and
case studies may
provide valuable
Insights into the
ISsues in
young peoples’
lives.

PREPARING CASE STUDIES, STORIES AND
PORTRAITS

Case studies, stories and portraits, written
by evaluators, include stories or anecdotes
heard during group discussions or
interviews. They often describe a significant
event in a person’s life. They may also
cover how a particular activity or service
affected a participant’s life or highlight
particular problems, issues or program
accomplishments. In general, case studies,
stories and portraits add more “life” and
meaning to evaluation findings and may
provide valuable insight into the issues in
people’s lives.
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Outcome and impact data allow you to
measure the extent to which outcomes
are achieved.

Conducting outcome and impact
evaluations will require that you collect
data using some of the techniques
described above, as well as others.

POPULATION SURVEYS

Population surveys are highly structured
surveys of a sample of the program’s target
population, as well as of youth who do not
receive the intervention but live in areas
that resemble your program’s location."
Questions on the survey relate to the
indicators of your program’s outcomes,
allowing you to determine whether your
target population was exposed to program
activities and experienced changes in
outcomes. Instrument 12 contains a
comprehensive questionnaire for
evaluations of youth programs.

Note

Primary data are collected from youth specifically for the
evaluation. Secondary data consist of information about youth
available through recent surveys, already-existing qualitative
research or administrative records.

COMMUNITY SURVEYS

Community surveys measure indicators
related to outcomes at the community level
by surveying stakeholders, youth and
parents. The outcomes they address may
include youth access to reproductive health
information, adult communication with
youth about reproductive health, and
community support for youth programs.
Questionnaires used for community surveys
might be structured or open-ended.
Instrument 11 is an example of a
community questionnaire.

Selecting Appropriate Data
Collection Methods

Your selection of methods will depend on
your program needs and the population
you serve. A few guidelines are suggested
below.

Keep data collection simple.

Collect only essential data that can be
analyzed and interpreted quickly, so that
M&E results are provided in a reasonably
short period of time to your program’s staff,
stakeholders and funding agencies.

Select methods based on availability of
existing data and need for new data.
Consider the following issues as you select
methods:

O availability of existing data,

0 need for new data,

O capacity and availability of staff to
help with data collection,

0 need for outside assistance,

0 timing of the data collection, and

0 use of multiple data collection
methods.

You should consider the availability of data
for your M&E efforts prior to the start of
your program’s activities and services. This
will give you time to assess available data
and/or collect new information at the ideal
time—your program’s starting point. It may
be possible to rely on recent surveys,
qualitative community research or
administrative records as your baseline data.
However, even if these data exist, they may
not be in a format that is useful for your
purposes and will probably have to be
extracted from current records or reports.

If you need new information, you should
review the following points:

 Sampling is discussed in Chapter 6.



O Determine what is available from
existing sources, e.g., client records or
a survey.

O Identify what information is not
available.

O Indicate what information is needed
regularly and what is needed only
periodically.

O Consider simple, inexpensive methods
to collect information to supplement
existing data.

O Review how information can be used
by different groups (such as clinic
staff, peer educators or media
campaign workers) to help them in
their work."

Consider the capacity and time of staff
and others for data collection.

Data collection for evaluations may involve
your program staff, different stakeholders
and sometimes outside researchers or
evaluation experts, e.g., from a local
university or funding agency. Who is
actually involved in collecting data depends
on who has the time and expertise to do it.
You can best judge the capacity and time of
your staff to collect data or to assist others
with data collection.

You must first determine how frequently
information should be collected for your
various indicators. Assuming you are
fortunate in having baseline data from the
start of your program, the interval until
follow-up data collection will need to be
determined. The interval will depend both
on the nature of the indicator and on the
method of data collection. For example,
assume you wish to assess whether the
program has successfully upgraded youth
centers to make them more attractive to
young adults by adding new equipment.
Approximately one month after the center

"' Wolff et al., 1991
" Scrimshaw and Hurtado, 1987.

Advantages of Quantitative
and Qualitative Methods'?

Quantitative
(e.g., surveys, records)

Consistent and comparable
data are collected.

This is a cost-effective way to
collect data from large
populations.

Self-administered survey
questionnaires protect the
privacy of respondents and
may result in more honest
replies.

Questionnaires administered
by interviewers are suitable
for obtaining data from
people who are illiterate.

These methods ensure
standardized data collection
over time.

Data collection and sampling
approaches enable findings
to be generalized to larger
populations.

Larger sample sizes can be
used because data collection
is usually less time-intensive.

Qualitative
(e.g., focus groups,
case studies)

The views of young
adults, parents and
community members are
obtained.

Social and cultural contexts
experienced by young adults
are defined.

Local slang used to describe
sexual or reproductive health
behavior is identified.

Questions for an interview
questionnaire may be
formulated and pre-tested.

Vocabularies for health
education programs may be
developed.

Messages for communication
and medical campaigns may
be pre-tested.

Unintended results of the
project that might not be
discovered through use of
structured questionnaires
may be revealed.

Program goals (e.g., em-
powerment, increased
self-esteem, stronger negoti-
ation skills) that are difficult
to measure quantitatively may
be assessed.

is scheduled for its upgrade, you might
complete a facility checklist during a site
visit and interview the center director to
determine whether equipment has been
delivered and installed. In this case, data
collection can take place immediately after
the intervention. If, on the other hand, you
wish to measure changes in youth’s
behavior that result from participation in
peer education programs, data collection
must take place six months to a year after
exposure to the program. Data collection
methods might include focus groups or
surveys.
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Combining Quantitative and Qualitative Methods
Quantitative Method (Survey)
Question: Did you use a

condom the last time you had
sexual intercourse?

Response: Twenty percent of
adolescents who were sexually
active said “yes.”

Qualitative Method (Focus Group)

Question: What are the reasons
you don’t use condoms?

Responses:

» Using condoms creates
distrust between partners.

* Purchasing condoms is
embarrassing.

* You don’t always know if
you are going to have sexual
intercourse or need a
condom.

» If you’re a girl and you
carry a condom, boys might
think you are promiscuous.

* [ take (my girlfriend takes)
birth control pills and we
don’t need to use condoms.

Use a variety of methods.

By collecting data in a variety of ways, you
will get a more accurate picture of the
progress and impact of your program. A
review of service statistics, clinic records or
surveys involves collecting quantitative, or

numerical, data. These can be accompanied
by qualitative methods such as focus group

sessions, mapping or case studies, which
involve descriptive or text information.
Some data collection methods may be
characterized as both quantitative and
qualitative. For example, survey data
typically yield quantitative information but
may include open-ended questions that
give more qualitative information.

The box above provides an example of
how information from a qualitative data
collection method (focus group) enhances
the information from a quantitative method
(survey).

When the information from data collection
methods is combined, it shows not only
what effect a program is having but also
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why it is having this effect. This more
detailed information can then be used to
modify the program’s strategy.

Develop indicators and instruments
that are sensitive to your program and
population needs.

Whatever data collection method you use,
the following process will ensure sensitivity:

O Identify local meanings, terms and
issues using qualitative techniques,
and identify specific issues for youth.

O Develop and decide on the most
relevant issues, categories and terms.

O Quantify the most relevant issues and
concerns.

O Analyze and interpret results.

Each of these steps is discussed below.

IDENTIFY LOCAL MEANINGS, TERMS
AND ISSUES

In Chapter 2, we discuss the importance of
defining and understanding the social and
cultural contexts of the young people you
are interested in reaching. In order to
understand how a community characterizes
adolescence, you might use group
discussions to have community members
categorize the stages of growth from
childhood to adulthood. Their responses
would be probed by facilitators until the
local meaning of “adolescence” becomes
clear. Similarly, youth may use specific
terminology or slang to describe
relationships, types of social groups, types
of sexual partners, body parts, symptoms of
illness or disease, sexual acts and other
kinds of behaviors will help you understand
how adolescence is experienced. It is
important to identify these terms if they are
categories you will measure as outcomes.

Data collection methods that help explore
issues and identify local meanings, terms
and issues include:



O focus group discussions,

O informal interviews,

O free-listing and pile sorting,
O semi-structured interviews,
O in-depth interviews, and

O observation.

In some cases, you may want to simply
adapt terms and concepts for use in your
outcome evaluation data collection
instruments. Focus groups, free-listing and
semi-structured interviewing are useful for
such purposes. In other cases, particularly
in process evaluation, you may want to
explore a phenomenon in depth. For this
you may consider a group discussion that
includes participatory and visual analytic
techniques, or in-depth interviews that
allow you to probe deeper into individual
perceptions, experiences and concerns.”

DEVELOP AND DECIDE ON THE MOST RELEVANT
ISSUES, CATEGORIES AND TERMS

Once you have conducted some
exploratory data collection to identify terms
and uncover issues, you will want to
identify the issues that are of greatest
relevance to your program and participants.
Look for terms or concepts that appear
frequently and emerge as patterns, as well
as new issues that emerge that you want to
explore further or quantify.

Analyze your data critically, considering
what type of informant gives specific
information and the conditions under
which the information is provided. Be
receptive to variations in responses and
look for patterns that might explain these
variations. You should also cross-check
your data by using more than one method
to collect information on the same topic,
and by collecting information on the same
topic from different groups of respondents.

¥ Shah et al. (1999) provide a step-by-step explanation
of how visual analytic techniques are used with
adolescents.

QUANTIFY THE MOST RELEVANT ISSUES
AND CONCERNS

Once the most relevant issues have been
identified, use this information to develop
instruments that can collect consistent,
comparable and quantifiable data. For
example, you may have discovered that
young people seek out a variety of
reproductive health services, including
traditional healers, pharmacies, vendors,
private clinics and other sources. In a
structured questionnaire, you could list
each of these as responses to the question,
“The last time you had a health problem,
where did you seek treatment?” You will
then be able to calculate the proportion of
your total sample who sought treatment
from each type of provider the last time
they had a health problem.

ANALYZE AND INTERPRET RESULTS

Analyzing quantitative data consists of
several steps that involve tabulation and
statistical analysis. The steps involved in
analyzing quantitative data are thoroughly
discussed in Chapter 8.

Qualitative techniques, such as case studies
and in-depth interviews, are often used
after quantitative data analysis in order to
help you interpret survey findings. For
example, if there has been an increase in
service use or a change in behaviors, you
may want to ask selected key informants to
explain the reasons they think those
changes occurred. Similarly, qualitative
methods can be used to assess program
goals and outcomes that are difficult to
quantify, such as stakeholder participation
in the program. Qualitative techniques can
help you determine participants’
perceptions of the program, how they think
it has changed their lives, what kinds of
contributions participants made to the
program, how they believe the program has
impacted their community and what
directions it should take in the future.
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The table below and on the next 3 pages
give a comprehensive list of possible data
collection methods and sources. The final
column of each Indicator Table at the end
of Part I of this Guide refers to these

methods.

illustrative data collection instruments. In
Part II of this Guide, instructions are
provided for preparing and carrying out
several of the most common data collection

Data Collection Methods: Potential Sources, Advantages and Disadvantages

Data Collection Method

Review service statistics
(clinic or outreach site)

Review administrative
reports and documents

Review event logs or other
types of logs

Review other documents
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Sources of Data

Client records
Family files

Clinic service register
Client logs

All records can be used, or
a sample of records can be
selected.

Periodic activity reports
Logistics records

Supply or stock
inventory forms

Service delivery
guidelines

Supervisory reports
Financial records
Personnel records

Include information on
actions taken, when, to
or with whom, by whom,
where, how many
participated and out
comes achieved (i.e.,
change in program,
policy or practice)

Other logs include those
for ongoing services
provided, media
coverage and/or
resources generated

Program records
Correspondence
Official reports

Advantages

Is collected on a routine
basis

Is collected by virtually
all programs

Is affordable

May be used for

longitudinal or panel
studies

Allows study of past
trends

Provides context for
program and policy
Documents program
history

Tracks trends

Is easy to complete

Provides view of
program development
and history

Disadvantages

May not be complete or
accurate

Is limited to few
indicators

May not be accessible
May bring up ethical
issues of confidentiality

May not be well-
maintained

May require extra staff
time to assemble or
extract from files

Requires permission
from manager to access
data

May not be kept up-to-
date

May not be
representative

May not be filed centrally

Requires permission
from manager to access
data



Data Collection Methods: Potential Sources, Advantages and Disadvantages

Data Collection Method

Conduct interviews with
key informants

Conduct surveys*

Conduct population
surveys®*

Conduct exit interviews
with clients*

Use mystery clients*

Sources of Data

* Identify knowledgeable
individuals to provide
information on context
and meaning of events

Use interview guides to
get information from key
informants about the
history of the initiative
and to identify factors that
affected its success or
failure

Facility surveys
Community surveys
Client follow-up surveys

Consumer or client
intercept surveys

Provider surveys

Panel surveys

General population
surveys, nationally
representative or local to
particular cities or regions

Client interviews

Mystery client interviews
or questionnaires

Advantages

¢ Provides detailed,
“inside” information

* Can provide relatively
quick assessment of
program

¢ Can be tailored to meet
specific evaluation needs

¢ Is easy to analyze

* Is comprehensive

* Is useful to monitor
change, pre- and post-
intervention

* Is useful to define
program baseline

¢ Provides direct and
immediate client
feedback

* Is suitable for use with
people who are illiterate

* May reveal biases or
prejudices of the provider

*Denotes that an illustrative data collection instrument is included in Part II.

Disadvantages

* Interviewees may not be
well-informed

Interviewees may be
biased

Presence of interviewer
may influence responses

May require external
help for sampling,
implementation or
analysis

May require considerable
time to plan and
implement

Information may be

missed if spontaneous
remarks are not recorded

Careful sample selection
is needed

May not be able to
disaggregate data for
program sites

May require external
help for sampling, imple-
mentation and analysis

Clients may be reluctant
to speak openly

* May show “courtesy
bias,” offering a
response thought to be
wanted by interviewer

» May be difficult to recruit
su