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NOTE 

The views expressed in this report are those of the part1c1pants in the 
workshop and do not necessarily reflect the policies of the World Health 
Organization. 

This report has been prepared by the World Health Organization Regional 
Office for the Western Pacific for Governments of Member States in the 
Region and for those who participated in the Workshop on Research in 
Family Health Programmes, held in Suva, Fiji from 27 June to 8 July 1983. 
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1. BACKGROUND 

The World Health Assembly at its session in 1977 resolved that the 
main social target of governments and of WHO in regard to people's health 
should be the attainment by the year 2000, of a level of health, by all the 
peoples in the world, that would permit them to lead a socially and 
economically productive life, popularly known as "Health for All by the 
Year 2000". 

The International Conference on Primary Health Care held in Alma-Ata 
in 1978 agreed that primary health care is the approach which countries of 
the world should adopt to such "health for all". The Conference defined 
primary health care as 

"essential health care based on practical, scientifically sound and 
socially acceptable methods and technology made universally accessible 
to individuals and families in the community through their full 
participation and at a cost that the community and country can afford 
to maintain at every stage of their development in the spirit of 
self-reliance and self-determination. It forms an integral part both 
of the country's health system, of which it is the nucleus and main 
focus, and of the overall social and economic development of the 
community." 

It was decided that one of the eight essential elements of primary 
health care is 

"maternal and child health including family planning" (MCH/FP) 

The universal acceptance of the primary health care approach to health 
systems development has great implications for the way in which MCH/FP 
programmes are organized and implemented. The old approach, concentrating 
on specialized MCH/FP centres with health staff following standard routines 
based on known technologies, has been changed to a problem-solving approach 
based on the principles of primary health care, such as community 
participation, self- and family-care, intersectoral action, and national 
use of all available resources enhancing equity and social justice. 

Research on the solution of priority health problems occupies an 
important place in the global and regional strategies for health for all. 
The Seventh General Programme of Work of WHO, covering the period 
1984-1989, identifies three broad areas of research concerned respectively 
with health systems, health (or biomedical) technology and health 
behaviour. In spite of the strong emphasis given by WHO to health systems 
research, there are very few criticisms in this area. 

The Seventh General Programme of Work has set the following ambitious 
targets in the context of HFA/2000 strategy for 1989 in the field of 
maternal and child health, including family planning: 

65% of all deliveries to be assisted by technical health workers; 

80% coverage of essential care for children; 
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100% of all health and 70% of health-related workers in other 
sectors to be appropriately trained in maternal and child 
health/family planning; 

65% of all couples to have access to family planning if they so 
wish. 

It is increasingly recognized that, for the effective achievement of 
these ambitious targets, appropriate health systems research must be 
undertaken in priority health systems areas. 

This has been acknowledged by the WHO Global Advisory Committee on 
Medical Research (ACMR) as well as the Western Pacific Advisory Committee 
on Medical Research (WPACMR) which have both identified maternal and child 
health/family planning as a priority area for health systems research. 

In the Western Pacific Region, actions have been initiated to develop 
and test health services research methodologies appropriate to the study of 
different health systems problems and, at the same time, a great impetus 
has been given to the development of health services research capabilities 
in Member States. A meeting of the Working Group on Health Services 
Research was held in Manila in August 1978 and research activities were 
promoted and supported. National and regional meetings on the risk 
approach in MCH/FP programmes were held and efforts were increasingly made 
to train national health workers at different levels in basic health 
services research methods and techniques. The present Workshop on Research 
in Family Health Programmes in Suva was mainly concerned with the 
development, in relevant health staff responsible for or associated with 
the MCn/FP programmes in countries or areas in the South Pacific, of 
appreciation or an awareness of the health services research approach, 
methods and techniques and essential capability in initiating, designing 
and managing health services research in their countries. 

2. OBJECTIVES 

The workshop objectives were formulated as follows: 

At the end of the workshop, the participants should be able to: 

(1) identify the priority problems and constraints of family health 
programme areas, particularly with regard to service delivery aspects 
which require in-depth studies; 

(2) formulate proposals for studies and develop the human resources 
needed to carry out the studies; 

(3) develop a prototype of protocol for the studies; 

(4) review the application of research findings for programme 
strengthening. 
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3. VENUE, DURATION AND PARTICIPATION 

The Workshop was held Ln Suva, Fiji, at the Grand Pacific Hotel from 
27 June to 8 July 1983. 

There were in all eighteen partLcLpants, sixteen from the South 
Pacific countries of Fiji, Papua New Guinea, Solomon Islands, Samoa, Tonga, 
Trust Territory of the Pacific Islands, Vanuatu, and two from the People's 
Republic of China. There was also an observer from Fiji. A list of 
participants, observer, temporary advisers and the Secretariat 1S given in 
Annex 1. Dr E. Liisberg was Course Director for the workshop. 

4. PROCEEDINGS 

The workshop began on 27 June 1983. In his introduction, 
Dr E. Liisberg, as Course Director, referred to the emerging health 
problems among mothers and children and the need for MCH/FP services to be 
reoriented to solve those problems. Health systems research was an 
effective way to crystallize the problems, study them on an objective and 
national basis and develop approaches and methods to solve them. 
Representing Dr H. Nakajima, Regional Director, WHO Regional Office for the 
Western Pacific, Dr L.R.L. Verstuyft, WHO Representative and Programme 
Coordinator(WRC), Suva, stated that, for the betterment of mothers' and 
children's health, there was a need to further develop MCH/FP programmes 
based on relevant information which brought out the problems and 
appropriate health systems research to solve them. Annex 2 gives the 
opening remarks of Dr L.R.L. Verstuyft, WRC/Suva. 

The workshop was formally opened by Dr M. Biumaiwai, Permanent 
Secretary for Health, Ministry of Health and Social Welfare, Suva. He 
referred to the importance of MCH/FP services in health systems development 
in the context of health for all by the year 2000 and the need to consider 
the possibility of developing collaborative projects with neighbouring 
countries and international agencies to undertake relevant research in the 
area of family health programmes. Annex 3 gives the opening address of 
Dr Biumaiwai. 

The workshop comprised eighteen modules. Annex 4 gives the schedule 
for the workshop. Process, contents and outcome of the workshop are given 
in the following sections. It essentially consisted of participation in 
modules by the facultyl/, group exercises, reporting on group exercises 
and discussions thereon at the plenary session, preparation and 

IFaculty consisted of Dr A. Adams, Dr M.E. Backett, Dr R. Esmundo, 
Dr E. Liisberg and Mr M. Subramanian. 
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presentation of and discussions on national health services research 
protocols/proposals and of "role play", entitled "Facts, fiction and 
personal bias", or controversial health systems research in maternal and 
child health/family planning. The participants identified areas for health 
services research activities in their countries and a framework for 
technical cooperation among developing countries (TCDC), and with 
international agencies such as WHO, United Nations Fund for Population 
Activities (UNFPA), was established (Annex 5). 

The workshop ended on 8 July 1983 with the Acting WRC/Suva formally 
closing the workshop. 

5. PROCESS AND WORKING METHODS 

The two-week workshop used two approaches: 

(a) A series of learning sessions designed for problem-solving in 
small groups, followed by discussion of the findings in plenary. For 
this purpose, the participants were organized in three groups of 7-8 
members. The greatest possible mix of nationalities and professions 
was sought in these grou,ps. 

(b) In other sessions, the participants joined with their fellow 
nationals to develop a research proposal. 

Details of the working methods and the organization of the workshop 
are shown in Annex 6.1 

For each of the learning sessions, a module had been prepared, 
outlining the objectives of the session, describing the problem-solving 
exercise(s) and indicating the necessary reading materials. (see Annex 6.2). 

The theme of the session was introduced by one of the five moderators 
(facilitators). The sub-groups then discussed the exercise and agreed on 
possible solutions. Each group reported back to the plenary session; this 
was followed by a general discussion. 

The sessions for development of the national proposals were less 
formally organized and individual working sessions took place late at 
night, in early mornings as well as during the weekend. The workshop 
moderators were available for consultations. These sessions resulted 1n 
eight draft national proposals for research. 

The participants made presentations in plenary sessions of national 
MCH/FP problems, as well as of their draft research proposals, which wen' 
discussed. 

One of the sessions was organized by the part1c1pants themselves as a 
role-play, on the theme of "defending a research proposal". (Annex 6.3). 
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Daily evaluation sessions of the moderators and representatives of 
each of the three sub-groups were organized. Group process, content, and 
didactic approaches were discussed in these session, and corrective action 
was taken when needed and where possible. Some of the problems met were: 

- use of jargon, 
- talking too quickly, 
- too much reading, 
- exercises not clear, and 
- unequal participation in group process. 

At the end of the first week, each sub-group was invited to discuss 
how it was functioning in order to define problems and take corrective 
action. This resulted in perceptible improvement in interaction. 

6. NATIONAL PROTOCOLS 

During the course of the workshop, participants were asked to present 
examples of health systems problems in family health that would be 
profitable subjects for research. Each group of national participants was 
then required to develop one of these topics into a research protocol using 
the outline demonstrated throughout the workshop (Annex 6.4). 

The following are some examples of health systems problems which were 
given by the participants: 

(1) Dissemination of information on family planning 

(2) Detection of anaemia in pregnancy 

(3) Outcome of delivery by traditional birth attendants (TRAs) 

(4) Falling immunization rates in remote villages 

(5) Influence of taboos and customs on non-acceptance of family 
planning 

(6) Effect of failure of antimalaria programmes on family health 

(7) Adolescent pregnancy and suicide 

(8) Communication and transportation problems in primary health 
care 

(9) Poor management in programme development. 
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By the end of the workshop national protocols had been developed and 
discussed by all participants. These were as follows (see Annex 6.5 for an 
example of one protocol in detail): -

(1) Ante-natal attendances and perinatal mortality: A retrospective 
study 

(2) Adolescent pregnanc1es 

(3) The role of traditional practitioners 1n the health system 

(4) Hospital utilization research for effective family health care 
services 

(5) The timing and content of ante-natal care 

(6) Improving maternal and child health care by increasing the 
acceptability of family planning 

(7) Improving the effectiveness of the family planning programme 

(8) Increasing the percentage of family planning acceptors in all 
ethnic groups nationally. 

During the final presentation of the national protocols, all of which 
were judged by the moderators as being of high quality, considering the 
short space of time in which they had been prepared, the hope was expressed 
that many, if not all, would be further developed by the participants on 
their return to their respective countries and submitted as definitive 
research grant proposals to WHO or other bodies for consideration for 
funding. Mr A. Laquian, UNFPA Deputy Representative and Senior Adviser on 
Population, Suva, who attended during the national presentations, indicated 
that UNFPA had funds available to support well-designed studies, 
particularly those that emphasized the analysis of cultural, religious, and 
sociological factors influencing the acceptance or otherwise of family 
planning programmes. 

7. EVALUATION BY PARTICIPANTS 

7.1 Evaluation by participants 

Participants evaluated this workshop using the standard WHO/WPRO 
evaluation questionnaire. There were in all nineteen responses 
corresponding to the eighteen participants and one observer giving a 100% 
coverage for responses. 
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Overall the workshop was considered a success by the respondents. 
Eighteen participants l stated that all the objectives set for the 
workshop had been achieved. One stated that objectives (2) and (4) had not 
been achieved. 

All participants learnt new skills or concepts and felt that these can 
be applied in their countries. Sixteen participants said that they were 
able to express their ideas or problems .It the meeting. Fourteen 
participants had had enough opportunity to exchange knowledge and 
experience with others; five who gave a negative response ascribed it to 
the workshop being the first one they had attended in this area and that 
there was not much to exchange. 

Seventeen out of nineteen respondents were satisfied with the working 
papers provided. Thi~teen had had enough time to study the working papers 
and six had not received their papers on time. In fact only four 
participants stated that they had received all their papers on time. This 
may be due to lack of clarity in the question given. 

Fourteen participants were satisfied with the methods of introduction 
and presentation of different topics. Five were not satisfied and ascribed 
it to the difficult wording, too little time to absorb, relevant examples 
etc. 

Eighteen participants were satisfied with discussions at the plenary 
session and seventeen at the group sessions. In regard to field visits, 
eight participants considered that field visits would have been 4seful 
while nine did not. Two had no comments. 

Sixteen respondents gave a satisfactory response on the duration and 
scheduling of different activities and three were not satisfied in ~hat it 
took a good length of time for them to commute between workshop venue and 
place of accommodation. Eleven out of nineteen participants were satisfied 
with the organization and administration arrangements while six were not. 
Unsatisfactory responses was related primarily to per diem rate and travel 
arrangements. Two had no comments. 

In regard to the overall conclusions, sixteen participants felt that 
the recommendations/conclusions reflected the meeting consensus; one did 
not think so and two had no comments. All participants felt that such 
meetings as this workshop should be held regularly; their attendance was 
worthwhile personally; eighteen of them felt that his/her participation was 
worthwhile to the countries concerned. 

lFor the purpose of this evaluation, "participants" refers to 
"participants" and "Observer". 
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Eight participants felt that there was no better way to achieve the 
meeting objectives; four felt that it could be done better and seven had no 
comments. 

It was apparent that this workshop on research in family health 
programmes was the first one the participants were attending in the area of 
health systems research. Valuable comments as to the follow-up activities 
required to promote, support and sustain th~ir interest and knowledge were 
made by the participants. 

7.2 Evaluation by faculty 

In general the workshop reached its objectives; the participants 
acquired a good understanding of the interlinked steps in the research 
process (from health problem definition, health systems problem definition, 
through research design to the application of research findings). A draft 
national research proposal was prepared by each of the national groups. 
These were of a surprisingly good standard. As to the preparation of the 
content and the process of the workshop, the following lessons, useful for 
future similar workshops, could be drawn. 

7.2.1 Preparations 

The development of national research proposals might have been 
facilitated if the invitations to the participants had clearly proposed 
that t~~ participants, if possible, should meet before the workshop starts 
in order to discuss topics for research. It might also have been proposed 
that the topics should be discussed with their supervisors and other 
interested parties before the workshop. 

Ministries of health might be requested to ensure that participants 
received the workshop documentation well in advance, so that they might 
acquaint themselves with the materials in advance. 

7.2.2 Content and materials 

(a) Sequence of modules: as the workshop materials had been prepared 
by the different moderators without time for consultation, some of the 
teaching modules lacked continuity. One of the outcomes of the 
workshop has been a rearrangement of the sequence, and a better 
continuity between modules. (Annex n 
(b) Some modules proved to be more difficult than others 

(c) Insufficient time was given to some modules. Those with new 
concepts and detailed exercise should be allocated plenty of time. 

(d) Relevant examples from practical experience were found most 
useful by the participants. Relevant and simple examples should be 
used by moderators to illustrate concepts both in sub-group and in 
plenary sessions. 

(€.) Exercises should be taken from "real world" situations wherever 
possible. 
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(f) Unclear sentences and some use of jargon bothered the 
participants at times. This was unavoidable since it was the first 
time the materials had been used. A careful review was made of the 
modules, based on the experience of the workshop. 

(g) The links between objective of the session, the exercises and the 
reading materials should be clear. Careful wording of objectives and 
e~ercises is essential. The reading materials should be fully 
relevant to the exercises, both in terms of terminology and content. 

(h) Reading materials: it is a common temptation to provide too much 
reading material to participants. This must be avoided. Experience 
shows that 15-20 pages of typescript is the maximum which can be 
expected to be read per day. Material written in clear simple terms 
should be selected or prepared wherever possible. 

7.2.3 Group process 

(a) Clarification of exercises and reading materials in small groups 
before the start of work on exercises was found useful. 

(b) Problems of group process in the form of uneven participation 
were experienced in the first week. This was to be expected, because 
participants inevitably perform differently in a small group. Better 
briefing of the chairman (participants) on how to improve group 
process, should be given at the beginning of the workshop. Moderators 
might more consciously support the chairman in handling the group 
process. On the fifth day of the workshop it was suggested that each 
sub-group discuss group process to diagnose problems and find 
solutions. It was found that the session improved the group 
interaction. A special discussion of group process from time ~o time 
might be useful during future workshops. 

(c) Changes of group membership. It was found that strong group 
cohesion emerged after about a week, and it was decided that no 
changes in group membership would take place (either between 
participants or moderators). 

(d) The groups had between six and n~ne members, which seemed to be 
well accepted. 

(e) Daily evaluation sessions with representatives from each 
sub-group and with the moderators were very useful for changes in the 
organization of the daily activities and to help the moderators 
improve their functioning (style, language etc.) 

(f) During the second week participants were more actively drawn into 
the running of the workshop (organization of role play session, 
resumes, presentations). This functioned very well and seemed to 
stimulate the interest of the participants. 
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(g) Two weeks appeared to be an optimal time period. While the 
enthusiasm of the group remained high throughout, it would have been 
difficult to sustain beyond the ten working days. 

8. FUTURE ACTIVITIES AND TECHNICAL COOPERATION 

At the close of the workshop, participants were asked to consider a 
framework for follow-up activities and to list what they considered to be 
important and feasible activities in the following areas: promotional, 
developmental, training, operational, management, and information 
exchange. (See Annex 5). 

Mere specifically, the participants were asked to consider what steps 
they could take immediately to develop their draft national protocols to 
the stage where they could be submitted for consideration for funding. 
These steps would involve: 

(a) contacting interested parties in their home countries; 

(b) setting up working groups; 

(c) developing the protocols further; 

(d) clearing the proposal with health administrators and governments 
if necessary; and 

(e) submitting the grant application for funding. 

On the broader front it was considered most important that the WHO 
interregional and intercountry teams in Family Health should become 
involved in continuing the impetus developed during this workshop and 
provide support and encouragement wherever possible to health systems 
research activities. 

The participants expressed the hope that collaborative studies between 
neighbouring countries might be developed in the future. 
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ANNEX l 
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1. PARTICIPANTS AND OBSERVER 
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Resident Doctor 
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Senior Medical Officer-in-Charge 
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Acting Divisional Medical Officer 
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Mrs Iloi Tagiyawa Rabuka 
Acting Senior Tutor, Community Health 
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Mrs Sharda Nair (Observer) 
Subdivisional Health Sister 
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Dr Joseph Pulau 
Provincial Health Officer (Administrator) 
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Nonga Base Hospital 
Rabaul (Clinician) 
East New Britain Province 
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District Medical Officer 
Health Department 
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Health Department 
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Dr V. T. Kefu 
Medical Officer-in-Charge 
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Mr P. Moa 
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Federated States of Micronesia 
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Physician 
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Deputy Director of Health (Curative) 
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Dr Anthony Adams 
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Department of Health 
New South Wales 
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Australia 
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Professor Emeritus of Community Health 
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United Kingdom 
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Dr E. Liisberg (Course Director) 
Medical Officer 
Division of Family Health 
WHO Headquarters 
1211 Geneva 27 

Dr L.R.L. Verstuyft 
WHO Representative and Programme Coordinator 
P.O. Box 113 
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OPENING REMARKS OF DR L. VERSTUYFT, 
WHO REPRESENTATIVE AND PROGRAMME COORDINATOR, SUVA 

WORKSHOP ON RESEARCH IN FAMILY HELATH PROGRAMMES 
SUVA, FIJI, 27 JUNE TO 8 JULY 1983 

ANNEX 2 

On behalf of the Regional Director of the Western Pacific Region, 
Dr H. Nakajima, I wish to welcome you all to this Intercountry Workshop on 
Research on Family Health Programmes. 

The subject of this workshop is of great interest and concern to both 
the Member States and WHO. As you know, the Member States of WHO resolved 
at the Thirtieth World Health Assembly in 1977 to achieve the goal of 
health for all by the year 2000. 

The countries have been engaged since then in formulating strategies 
and developing procedures to manage the implementation of these strategies 
and to achieve that goal within the given time frame. 

The wide range of problems related with children and mothers' health 
constitute the major component of the health for all goal and require 
special attention in the planning, evaluation and managerial processes of 
health programmes. The importance of adequate information as an essential 
ingredient in the decision-making process has thus become obvious. 

The information required for this purpose should be obtained or 
generated from routine reports but in some circumstances routine reports 
are not sufficient. Some special studies and research should therefore be 
used as tools which will facilitate the planning and development of health 
strategies. The importance of this kind of study has been been tested in 
many countries and their relevance in solving the problems has been well 
proved. WHO accordingly strongly recommends the use of so-called health 
services research and studies as a relevant, simple tool for managerial 
problems at country level. Health services research and studies are a 
complementary mechanism to the routine reporting system and being oriented 
toward specific problems should satisfy the requirements for reliable 
informat ion. 

In the area of family health in many countries, knowledge about the 
health of children and mothers, about adverse effects of uncontrolled 
fertility and about the conditions adversely affecting the development of 
healthy children and health status of mothers, is still inadequate. Also 
the factors influencing the acceptance of existing health care and the way 
the health services available are operating are still far from being fully 
understood. Without such information and knowledge, the efficient use of 
existing health resources and the full attainment of the goal of health for 
all cannot be achieved. 
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Annex 2 

The purpose of this workshop is to provide the participants with the 
necessary skills and knowledge for designing and conducting simple studies 
needed to solve the practical problems we all are facing in our work in our 
respective countries and communities. 

The workshop ~s more of a participatory learning experience than a 
training one. 

I wish you all a fruitful and inspiring stay in Suva and I hope that 
we all will learn from sharing our experience. 
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ADDRESS BY DR T.M. BIUMAIWAI 
PERMANENT SECRETARY FOR HEALTH AND SOCIAL WELFARE 
AT THE OPENING OF THE REGIONAL TRAINING WORKSHOP 

ON FAMILY HEALTH PROGRAMMES 
SUVA, FIJI, MONDAY, 27 JUNE 1983 

ANNEX 3 

Mr Chairman, the Course Director, Representatives of WHO, UNDP, UNFPA, 
Participants, Guests, Ladies and Gentlemen. 

I am pleased to be here this morning to welcome participants and 
consultants to this Training Workshop. A very warm welcome to you all. 

Research is an important component of any health service. But to set 
up and maintain a research programme is not an easy undertaking for the 
Government of a country as the cost is often prohibitive and far beyond the 
financial ability and capacity of many developing countries to 
accommodate. With the global drive to adopt primary health care as the 
tool to use to attain health for all by the year 2000, more attention and 
finance are being channelled towards the promotion of family health. The 
fact that 55% - 60% of our population consists of mothers and children 
makes it urgent for countries to develop research facilities. 
Unfortunately for us in the South Pacific, communication difficulties and 
our financial base are inadequate to meet the financial outlay required to 
set up individual country research facilities. We are therefore forced to 
depend on research findings of other developed countries to serve our 
needs. The alternative, however, is to develop collaborative projects with 
other neighbouring countries and international agencies. 

It is pleasing therefore to note that the training course we are about 
to begin here in Suva today is an example of such a collaborative 
undertaking between countries in the Region and the World Health 
Organization. 

The Ministry of Health and Social Welfare fully supports this 
collaboration and I, as Permanent Secretary for Health and Social Welfare, 
on behalf of my Minister, would like to offer my assistance to the 
facilities here in Suva to facilitate the organization and running of the 
Training Course. 

I must add, however, that, while there has been small-scale research 
in the family health field by interested and self-motivated staff of the 
Ministry, a properly coordinated research programme as well as an 
appropriate training programme for research-oriented staff are lacking. 

I am pleased therefore that the World Health Organization has taken 
the initiative to organize this two-week training course. I am certain 
that it will adequately prepare participants to advise on or initiate 
research in their own countries. There is still a lot to be covered in the 
field cf family health, and a start is now being made. For it to continue 
to develop, support should be given to it by all countries in the Western 
Pacific Region, particularly the South Pacific. 
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Mr Chairman, Course Director, I thank you for this invitation to 
address you. To course participants, I wish you success in your training 
course and a happy stay in Suva. 



- 19 -

ANNEX 4 

WORKSHOP SCHEDULE 

Day 1: Monday, 27 June 1983 

0830 - 0900 a.m. 

0900 - 0930 a.m. 

0930 - 1000 a.m. 

1000 - 1015 a.m. 

1015 - 1100 a.m. 

1100 - 1ilS a.m. 

1115 - 1145 a.m. 

1145 - 1230 p.m. 

1230 - 1330 p.lII. 

1330 - 1415 p.m. 

1415 - 1500 p.lII. 

1500 - 1530 p.m. 

1530 - 1600 p.m. 

Regis tra don 

Opening Ceremony 

(1) Dr E. Liisberg, Workshop Director 

(2) Dr L.R. Verstuyft, WHO Representative 
and Progralllllle Coordinator/South Pacific 

(3) Dr M. Biumaiwai, Permanent Secretary of 
Health and Social Welfare, Fiji 

Coffee break - participants, guests, consultants 
and staff 

Adlllinistrative explanations - Dr R. ESlllundo 

Introduction of participants, Workshop Director 
and Moderators (by neighbours) - Dr E. Liisberg 

About the workshop: working patterns, 
groups, etc. - Dr E. Liisberg 

Module 1: Introduction to WHO - Dr R. ESlllundo 

Module 2: Health systems 
Research - what is it? - Dr A. Adams 

Lunch Break 

Module 2: Health systems 
Research - continued - Dr A. Adams 

Prese,ltation by participants of their own 
research needs in maternal and child 
health/family planning - Dr M.E. Backett 

Coffee Break 

Presentation by participants of their own 
research needs in maternal and child health/ 
family planning - continued - Dr M.E. Backett 
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Day 2; Tuesday. 28 June 1983 

Daz: 

0830 - 1030 a.m. 

1030 - 1045 a.m. 

1045 - 1200 noon 

1200 - 1330 p.m. 

1330 - 1430 p.m. 

1430 - 1500 p.m. 

1500 - 1530 p.m. 

1530 - 1630 p.m. 

Module 3: Research topics in maternal and 
child health/family planning - Dr R. Esmundo 

Coffee Break 

Module 4: Sequence of research from ideas to 
application of results - Dr M.E. Sackett 

Lunch Break 

Module 5: How to use WHO guidelines -
Mr M. Subramanian 

Module 6: Definition of problem - Dr E. Liisberg 

Coffee Break 

Module 6: Exercise 

3; WednesdaI 29 June 1983 

0830 - 0900 a.m. 

0900 - 1015 a.m. 

1015 - 1030 a.m. 

1030 - 1130 a.m. 

1130 - 1215 p.m. 

1215 - 1345 p.m. 

1345 - 1515 p.m. 

1515 - 1530 p.m. 

1530 - 1630 p.m. 

Module 7; Asking the riqht questions -
hypothesis - Dr M.E. Backett 

Module 7: Exercise 

Coffee Break 

Plenary session 

Module 8: Research approaches -
The grand strategy - Dr A. Adams 

Lunch Break 

Module 8: Exercise 

Coffee Break 

Plenary session 
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Day 4: Thursday, 30 June 1983 

0830 - 0900 a.m. 

0900 - 1000 a.m. 

1000 - 1015 a.m. 

1015 - 1145 a.m. 

1145 - 1215 p.m. 

1215 - 1345 p.m. 

1345 1500 p.m. 

Recapitulation - Dr E. Liisberg 

Module 9: Answering the research question -
What must be learned and how can it be 
obtained - Dr A. Adams 

Coffee Break 

Module 9: Exercise 

Plenary session 

Lunch Break 

Group session: Preparation of national protocol 

Day 5: Friday, 1 July 1983 

0830 - 0850 a.m. 

0850 - 0905 a.m. 

0905 - 1030 a.m. 

1030 - 1045 a.m. 

1045 - 1115 a.m. 

1115 - 1130 a.m. 

1130 - 1215 p.m. 

1215 - 1345 p.m. 

1345 1500 p.m. 

1500 - 1515 p.m. 

1515 - 1630 p.m. 

Module 10: what population must be studied and 
how they should be chosen - Dr A. Adams 

Review of workshop process - Dr A. Liisberg 

Module 10: Exercise 

Coffee Break 

Plenary session 

Sharing/Group assessment of group reports 

Group se'ssion - protocol preparat ion 

Lunch Break 

Group session - protocol preparation 

Coffee Break 

Group session - protocol preparation 
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DAy 6; Monday, 4 July 1983 

0830 - 0900 a.m. 

0900 - 1000 a.m. 

1000 - 1030 a.m. 

1030 - 1045 a.m. 

1045 1200 noon 

1200 - 1330 p.m. 

1330 - 1400 p.m. 

1400 - 1500 p.m. 

1500 - 1515 p.m. 

1515 - 1530 p.m. 

1530 - 1630 p.m. 

Module 11: Collecting data and checking 
quality - Mr M. Subramanian 

Module 11: Exercise 

Plenary session 

Coffee Break 

Group session - protocol preparation 

Lunch Bre&k 

Modu1. 12: Organizing and arranging data -
Dr A. Adallls 

Module 12: Exercise 

Plenary session 

Coffee Break 

Group session - protocol preparation 

Day 7: Tuesday, 5 July 1983 

0830 - 0905 a.m. 

0905 - 1000 a.lII. 

1000 - 1015 a.m. 

1015 - 1030 a.m. 

1030 - 1215 p.m. 

1215 - 1345 p.m. 

1345 - 1500 p.m. 

1500 - 1530 p.m. 

1530 - 1545 p.m. 

1545 - 1630 p.m. 

Module 13; Interpretation of data; Data to 
information to conclusion - Mr M. Subramanian 

Module 13: Exercise 

Plenary session 

Coffee Break 

Module 14; Risk approach in maternal and child 
health/family planning - Dr M.E. Backett 

- Dr E. Liisberg 

Lunch Break 

Module 14: Exercise 

Plenary session 

Coffee Break 

Group aession; Protocol preparation 
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Day 8: Wednesday, 6 July 1983 

0830 - 0845 a.m. 

0845 - 0945 a.m. 

0945 - 1015 a.m. 

1015 - 1030 a.m. 

1030 - 1215 p.m. 

1215 - 1345 p.m. 

1345 - 1515 p.m. 

1515 - 1545 p.m. 

1545 - 1630 p.m. 

Module 15: Research management - Dr A. Adams 
- Dr E. Liisberg 

Module 15; Exercise 

Plenary session 

Coffee Break 

Group session: Protocol preparation 

Lunch Break 

Module 19; Protocol presentation 

Coffee Break 

Module 19; Protocol presentation 

Day 9: Thursday, 7 July 1983 

0830 - 0930 a.m. 

0930 - 0945 a.m. 

0945 - 1030 a.m. 

1030 - 1045 a.m. 

1045 - 1215 p.m. 

1215 - 1345 p.m. 

1345 - 1630 p.m. 

Dal 10; Fridal! 8 Jull 

0900 - 1000 a.m. 

1000 - 1100 a.m. 

1100 - 1130 a.m. 

Module 16: Role play - Dr E. Liisberg 

Module 17; Implementation of research 
results - Dr H.E. Backett 

Module 17 ; Exercise 

Coffee Break 

Protocol presentation 

Lunch Break 

Protocol presentation 

1983 

Module 18: Evaluation feedback and discussion 
- Hr M. SUbramanian/Dr H.E. Backett 

Hodule 18: TCDC in health services research -
Hr H. Subramanian/Dr M.E. Backett 

Closure 

- Course Director 
- Acting, wac 
- National participant 



FRAMEWORK FOR FOLLOW-UP ACTIVITIES 

AREA OF ACTION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

1. Promotional 1. Briefing policy - Promote at international level -

makers and e.g. Regional Committees and 

administrators World Health Assemblies 

(orientation and - Hold series of seminars on "Uses 

awareness) of Health Systems Research" -

participants should provide 

papers; 

(Lots of prestige accrue) 

- Give press release on HSR 

workshop on return home 

- Participants distribute 

workshop materials to top 

health adainistrators, schools 

of public health, medical 

colleges nursing schools, etc. 
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AREA OF ACTION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

2. Developmental Initiate Hsa Identifiable HSR projects as 

developmental- components of health programmes 

projects to conduct to provide needed technical 

studies and train by inputs, relevant fellowships, 

"learning by doing" supplies and where necessary, 

process financial support 

- Series of workshops with 

realistic products by participants 

to be followed by their, 

implementation and with the 

involvement of appropriate 

Ministry of Health and other 

related Ministries 
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AREA OF ACTION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

3. Training Regular HSR workshops - Follow-up HSR workshops in 

to similar countries 2-3 years time. Participants 

should be from countries with similar 

socia-cultural pattern on health 

problems. 

- Follow-up HSR workshops on specific 

topics 

National HSR workshops - Organize national HSR workshops for 

indepth HSR courses med/nursing teachers, public health 

workers. identify two persons and follow 
) 

with indepth workshops or preferably 

training courses to create a "hierarchy 

of talents". 
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AREA OF ACTION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

Specialized training Fellowships and study tours for senior 

in some areas research personnel and statisticians. 

(fellowships) 

4. Operational Support to 

- preparation of - Organize yearly national mini-workshops 

proposal for specific topics 

- conduct of studies - Provide technical support to prepare 

good proposals and assist in conduct of 

studies 

- Provide research grants for the 

conduct of studies 

NATIONAL 
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AREA OF AGT ION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

Facilitate meeting of research workers 

by involving 1-2 participants from Suva 

workshop in studies of mutual interest. 

5. Management Provision of - Provide "seed" money to initiate and 

resources for HSR support HSR studies in priority areas; 

activities also for procurement of appropriate 

up-to-date resources (microcomputer, 

typewriters with word processing 

capability, etc.) and appropriate 

training. 

- Allocate a certain amount of health 

budget to HSR activities in priority 

health programmes 

NATIONAL 
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AREA OF ACTION SPEC~FIC ACTIVITIES POSSIBLE APPROACH BILATERAL ACENCISS 

- Collaboration with - Establish coo~dination committees of 

national associations departments and agencies responsible 

for or associated with health systems 

development 

- Through steering committees for 

specific HSR studies involve other 

relevant organizations, associations 

or agencies 

6. Information - Reading materials - Put pa~ticipants on the list of 

exchange in HSR methodology distribution of HSR and MCH/FP 

and approaches materials 
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AREA OF ACT ION SPECIFIC ACTIVITIES POSSIBLE APPROACH 

- Circulate seminar papers from journals 

to participants 

- Results of various As technical follow-up internal 

research workers protocols and findings should be 

circulated to participants of the 

~ workshops 

- Participants should make short 

report on their activities every 

six months and distribute to all 

workshop participants 

- WHO/WPRO should disseminate good 

HSR research papers to the 

participants 
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INTRODUCTION 

The essential element of a workshop on research methods directed to 
participants who have had little or no previous exposure to the subject, 18 

that the teaching sessions or modules should be arranged in a clear 
sequence, building one upon the other so that the continuity of the 
teaching programme is obvious at all times. Even those participants who 
have research experience will benefit from being taken again step by step 
through all the stages of identifying researchable health systems problems, 
developing a strictly defined protocol for a research study, and 
considering all the phases required to mount a study, analyse the data and 
utilize the results. 

The modules that follow are derived from those developed for the 
workshop on Research in Family Health Programmes, Suva, Fiji, 27 June to 
8 July 1983. They have been modified and augmented where it was felt 
necessary to improve either the objectives, the notes, the exercise or the 
readings, and they have been rearranged to improve the continuity between 
each of them. 
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1. 

2. 

3. 

4. 

5. 
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1. Objective 

At the end of the workshop, the participants should be able to: 

(1) identify the priority problems and constraints of family health 
programme areas, particularly with regard to service delivery 
aspects which require in-depth studies; 

(2) formulate proposals for studies and develop the human resources 
needed to carry out the studies; 

(3) develop a prototype of protocol for the studies; 

(4) review the application of research findings for programme 
strengthening. 

2. Agenda/Timetable 

2.1 Introduction 

The workshop will take place over ten working days. Each day is 
divided into two sessions. Each session consists of one or more modules 
relating to a specific "topic" (for example Sampling). Some of the modules 
overlap between two sessions. 

Module 17 has been left open, participants are invited to propose 
topics for that module. 



WHO REGIONAL OFFICE FOR THE WESTERN PACIFIC (WPRO) - WORKSHOP ON RESEARCH 
FAMILY PLANNING HEALTH PROGRAMMES - SUVA, 27 JUNE TO 8 JULY 1983 

DAY 1 

- Welcome 
- Introduction 

to the workshop 
- Administration 

Module 1 

Introduction to 
WHO and Family 
Health 

Module 2 

- WPRO Guidelines 
for Developing a 
Research Proposal 

DAY 2 

Module 3 

- Health Systems Research 
in MCH/Family Planning. 
What is it? 

Module 4 

- Research topics in 
MCH/FP 

Module 5 

- Definition of the 
Problem 

DAY 3 

Module 7 

- The uses of hypotheses 

L U N C 

- Presentations by Module 6 Module 8 
national parti
cipants of their - The sequence of Research 
own research 

- Plenary discus
sion (9 pre
sentations) 

- Research approaches: 
the grand strategy 
and the different 
research designs 

H 

DAY 4 

Module 9 

- Answering the research 
questions 

- How can the data be 
obtained? 

- Exercises 
- Work in preparation of 

national larticipants' 
protocols 

- Work on national 
protocols continues 

- Presentation 
- Plenary discussion of 

early stages of protocols 

DAY 5 

Module 10 

- What populations 
(or institutions) 
must be studied 
and how should 
they be chosen 

- Work on protocols 
continues 

lWork on protocols will go on all through the workshop - presentations and discussion will monitor the development 
of these protocols. 
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DAY 6 

Module 11 

Collecting the data: 
checking their qua
l ity, quant ity, 
looking for and 
correcting errors 

Module 12 

- Organizing and ar
ranging the data. 
Preparing the tables 
in the best way to 
answer the research 
questions. Data 
processing and 
analysis 

- Exercises and pre
sentation 

- Plenary discussion 

DAY 7 

Module 13 

Interpretation of data: 
the pitfalls, bias, 
precision, reliability, 
validity, etc. from 
data to meaning to 
conclusions 

- Exercises and present
ation 

- Plenary discussion 

Module 14 

- Research Management, 
Staffing, Budget 
Needs, etc. 

- Exercises 
- Presentation/discussion 

DAY 8 

Module 15 

Utilization of 
Research Results 

- Role play 
- Exercises 
- Discussion 

L U N C H 

Work on national 
protocols continues 

DAY 9 

Module 16 

- The risk approach 1n 
MCH/FP care 

- Presentation 
- Exercises ----------

Presentation/discussion 

Module 17 

- Revision 
- Discussions 
- Additional subjects 

as needed 

Module 18 

- Evaluation 
- Suggestions for future 

workshops 

DAY 10 

Module 19 

Presentation of 
research propo
sals and national 
participants 
plans for action 

- Module 19 conti
nues 

- CLOSURE 
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3. Working Methods - The Workshop Process 

3.1 The workshop idea 

The notion that a group of participants supported by some resource 
people can together work through a series of problems to mutual benefit is 
now well known. It requires enthusiasm, informality and a challenging 
task. It also requires some kind of target or outcome and daily reviews of 
a carefully worked out programme by a steering group on which everyone is 
represented. 

3.2 Working groups 

One of the most important features of the workshop is the opportunity 
for participants to practise problem-solving skills in small groups. 
Because of the limited time available for this, however, assignments have 
been very carefully planned. 

The workshop programme has been designed for a group of approximately 
twenty participants. All participants are assigned to a working group 
consisting of some five or six members. The small groups will be organized 
by the participants themselves. Each small group should have a leader, who 
could be the same throughout the workshop or who could be changed for each 
session. The group leader will direct the deliberations of the group and 
the group may decide to elect a rapporteur to communicate its decisions. 

3.3 Working sequence 

The workshop programme ~s arranged to devote roughly equal time to a 
series of steps concerning the development of a research project in 
maternal and child health/family planning - from the origins of the problem 
to be solved to the application of the findings. Each step will be 
presented didactically (and, of course, covered extensively in the reading 
materials provided and recommended as "background" work) and will be 
followed by questions and answers and group exercises. 

The daily workshop process thus consists of unstructured and 
structured time. Participants are invited to devote the unstructured time 
(afternoons and evenings) to individual reading and individual preparation 
of exercises (except as otherwise indicated by the moderator). During the 
structured sessions, participants will first have an opportunity to ask 
questions of clarification concerning the material. Participants will then 
work in small groups on the exercises of the session. The purpose of these 
small working group discussions is to produce in a limited time on the 
basis of prepared exercises, a written group consensus or solution to the 
exercise (on a transparency). A representative of each working group (the 
rapporteur) will be requested to present the group's solution on the 
overhead projectors. This will allow participants to compare and learn 
from the solutions of other working groups. Finally, the moderator or one 
of the participants will summarize the main concepts and techniques derived 
from the workshop session. 
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Another feature of this workshop is the division of the structured 
time into two parts, one to be devoted to the exercises (and associated 
reading) and the other to the preparation of the participants' own draft 
research project with its associated draft protocol. The groups which will 
work on the latter task will be different in structure from those involved 
in the former task. They may well be national groups or groups composed of 
participants with similar research subjects in mind. 

3.4 The product: the participants' own research project 

The most important feature of the workshop is that it has a product -
a full draft research proposal - including a complete draft protocol - for 
the chosen research of each participant or national group. This research 
proposal is intended to be both realistic, in the sense that it reflects a 
real need for health systems research in maternal and child health/family 
planning in the home country and also the preferred subject chosen by the 
partlclpant, i.e. one in which he or she would one day hope to take part 
himself (or hersefl) and which might realistically be submitted for support. 

3.5 Roles of those taking part 

It cannot be stressed enough that the primary onus is on the 
participants. The role of the organizers is primarily to stimulate the 
discussions in working groups and in plenary sessions among groups. Their 
role is to make sure that the objectives of each session and the broad 
objectives of the workshop are achieved within the time limits. The 
organizers should not be expected and will not express opinions or pass 
judgements on the participants' views but only to share views with them. 
It is important to recognise that the organizers and resource people all 
have different skills and interests. Some are educationalists, others 
statistically minded epidemiologists, while others have experience of 
management and health care in different countries. All have experience of 
the difficulties and problems of health care research. From this it will 
be seen that there are likely to be few "right" or "wrong" answers and that 
understanding will emerge as much from differences of opinion as from 
agreements. 

3.5.1 The organizers 

a. Workshop Director 

i. Decides (given the advice of moderators and participants) on 
the material to be included in the workshop 

11. Ensures that necessary material is provided 

iii. Ensures that the meeting room is properly set up 

iv. Introduces the workshop approach to participants 

v. Organizes allocations of participants to working groups 

V1. Obtains feedback from participants from day to day and 
decides on changes in session objectives, content, time 
schedule or grouping of participants 
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V~~. Briefs and advises moderators 

V~~~. Monitors and coordinates the progress of the workshop 

b. The moderators 

Each session will have a moderator who may be a resource person, the 
director or a participant. 

i. The moderator 

Takes the chair at a workshop session 

Presents prepared material on the subject of the session 

Monitors each session to ensure objectives are met and time 
schedules are adhered to. He or she is also responsible for 

Introducing and summarizing exerc~ses for the sessions and 

Organizing and coordinating the group presentations 

c. The resource persons 

i. Should support the group interaction by stimulation or 
guidance in relation to group organization, process and 
problem content 

~~. Should avoid the provision of answers, frequent 
interventions or too much personal comment 

iii. Informs the moderator of important matters which are not 
understood by a substantial number of participants 

tv. Informs the moderator/workshop director if it is noted that 
any participant is consistently under- or over-participating 

v. Supports the group interaction by stimulating or guiding 
questions if necessary 

3.6 Evaluation 

Daily evaluation 

One representative from each group will meet with the organizers at 
the end of each day in order to comment upon the activities of the day and 
provide suggestions for modifications, in particular relating to the 
"process" of the workshop. Before the start of the next day's session, all 
participants will be informed of these meetings. 

Final evaluation 

At the end of the workshop a more formal written evaluation 
questionnaire will be filled in by everyone and the results communicated to 
the final session. 
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4. Reading 

Some of the reading materials were sent to the participants before the 
workshop in order to enable them to acquaint themselves with the topic of 
the workshop. 

For each module a sheet has been prepaced, including the objectives of 
the module, the exercise(s) to be done, and a list of reading materials 
necessary for each module, background reading and reference materials. 

4.1 Preparatory work for the workshop 

Two documents should be read before the workshop starts (these 
documents have been sent to participants' home addresses). 

"The Users of Health Systems Research" by Carl E. Taylor 

"Research Needs for Health for All by the Year 2000" by 
R.A. Noordin 

They provide general background on the theme of the workshop. 

4.2 Other reading 

4.2.1 Research necessary for each workshop modules 

The module sheets indicate under "Reading Materials" the essential 
documentation for each module. These documents should be read the day 
before the module is on the programme. Some documents are issued 
separately (see separate list). Most of the essential reading materials 
are inserted in the workshop file as follows: 

Module 1 

1.1 The World Health Organization, The Western Pacific Regional Office, 
Family Health and WHO's Family Health Programme, Suva, Fiji, May 1983 

Module 2 

2.1 Guidelines for formulation of a research proposal (WHO/WPRO) 

2.2 Application for financial support for health research (WHO/WPRO) 

2.3 A note on protocols and applications for research grants 

Module 3 

3.1 Notes: Health Systems Research. What is it? Who needs it? 

3.2 Extract from "A workbook on how to plan and carry out research on the 
risk approach in maternal and child health including family planning" 
(Chapter 3) 

3.3 Research Needs for Health for All by the Year 2000 by Dr R.A. Noordin 
(WPR/ACMR/8l.ll) 
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Module 4 

4.1 Will be prepared during workshop 

4.2 "Means-End Analysis • • " 

4.3 A special document will be prepared for each workshop - (outlining 
research priorities in participating countries) 

Module 5 

5.1 Definition of problem for health system research - is research the 
answer 

Module 6 

6.1 Notes and Protocol Outline 

Module 7 

7.1 Notes 

7.2 Extract from "A workbook on how to plan and carry out research on the 
risk approach in maternal and child health including family planning" 
(Section 5.1) 

Module 8 

8.1 Extract from "A workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Section 5.2) 

8.2 Notes 

Module 9 

9.1 Extract from "A workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Section 5.5) 

9.2 Notes 

Module 10 

10.1 Extract from "A workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Sections 5.3 & 5.4) 

Module 11 

11.1 Checking data (an overview) 

Module 12 

12.1 Notes on "Processing of Data" 

Module 14 

14.1 Notes on "Resource Needs for Research" 
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Module 15 

15.1 Notes 

Module 16 

16.1 Extract from "A workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Chapter 2) 

4.2.2 Background reading and reference materials 

The following documents will be distributed separately from the 
workshop file: 

1. Towards a Better Future, Maternal and Child Health, WHO/Geneva, 
1980 

2. Epidemiology for the Uninitiated, by G. Rose, P.J. Barker, The 
British Medical Association, 1979 

3. Statistics at Square one, T.D.V. Swinscow, British Medical 
Association, 1980 

4. Risk Approach for Maternal and Child Health - a Selected 
Annotated Bibliography, MCH/RA/8l.1 

5. Self-care: Individual, Family and Community - a Selected 
Annotated Bibliography, FHE/82.l 

6. Integration of Family Planning with Health Care, FHE/82.2 

7. An Introduction to Work Study as a Useful Tool in the Management 
of MCH/FP, MCH/HMD 82.3 

8. "Risk Approach in Health Care" Public Health Papers, WHO/Geneva, 
(in print) 

9. Learning from Doing - Experiences of Maternal and Child Health 
Services Research, MCH/HSR/8l.1 

10. WHO Working Group on Health Services Research, WHO/Manila, 
Philippines, November 1978 

11. Scientific Group on Research Needs for Health for All by the 
Year 2000, WHO/Manila, Philippines, April 1982 

12. Family Health - A selected list of Publications, FHE/80.2 Rev.2 

13. World Health - August-September 1975 

14. "The Future Role of the UN System in Family Planning Research -
Report on the South Pacific" by A.A. Laquian and R. Esmundo, 
Suva, 1982 

15. "Research for the Reorientation of National Health Systems" 
WHO/Geneva, 1983 (inprint) 
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EXAMPLE OF MODULE USED IN WORKSHOP 

MODULE 5 WPRO GUIDELINES FOR DEVELOPING A NATIONAL RESEARCH 

Objectives 

At the end of this session, the participants will be 

familiar with WHO/WPRO review process for funding a research project 

able to differentiate between a project proposal and a project 
protocol 

able to develop a project proposal following WHO/WPRO guidelines 

Exercise 

The partLcLpants should start developing the project proposal, 
following WHO/WPRO guidelines, for the research they have already 
identified as a priority. The proposals will be revised and further 
developed as other modules are completed. 

Reading 

Workbook, Sec. 3.4 

Guidelines for formulation of a research proposal (WHO/WPRO) 

Application for financial support for health research (WHO/WPRO) 

Guidelines for the preparation of Research Proposals (WHO/HRP) 



Annex 6(2) 

MODULE 5 

Reading 
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A NOTE ON PROTOCOLS AND APPLICATIONS 
FOR RESEARCH GRANTS 

1. The research protocol is usually taken to mean the plan of research, 
that is the steps through which the research will go. Thus a summary 
protocol will give the broad outlines and a working protocol will give all 
the details including, for example, the training manuals for interviewers 
and examples of all the tabulations. 

2. Most applications for grants towards research have to contain within 
them some kind of summary protocol - in order to tell the grant giving body 
what they are supporting. Usually they also contain other material as 
well, such as who is going to be incharge, who will help with analyses of 
data, the duration of the study and the qualifications of the research 
team. It is essential that grant applications be very carefully prepared 
and that they present a good and complete picture of what will be done and 
what it is hoped to achieve. Although they do not contain the whole 
detailed protocol there should be enough detail for the reviewers to be 
satisfied that the pitfalls can be avoided and the design of the study -
however simple, is truly scientific and only objective conclusions will be 
drawn. 
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GUIDELINES FOR FORMULATION OF A RESEARCH PROPOSAL 

INTRODUCTION 

Any research undertaking will be time-limited. Health services 
research (HSR) is concerned with finding ways for applying available 
knowledge for improving health and has a short time-span. A research 
proposal is midway between a raw idea and a completed protocol, which 
provides a detailed operational plan specifying study instruments, analysis 
procedure and work plan. 

A research proposal should include information essential for a 
decision on funding and can be in three parts: 

Part 1: 

Part 2: 

Part 3: 

A short summary of the research project based on parts 2 and 3 
below; 

A description of the project containing background, objectives 
and proposals for action; 

Resource requirements including inputs needed from external 
agencies (if any). 

Essentially part 2 should cover the: 

Problem to which the project is addressed, i.e. why? 

Objectives and rationale of the project, i.e. ~? 

Methods and procedures to be adopted, i.e. how? including a rough time 
frame and plan of data analysis. 

Expected outcome of the project. 

Expected impact on the problem. 

Part 3 should cover: 

Resources - both manpower, material and financial - needed for the 
project. 

Resources - both type and amount - required from external sources (if 
any). 

Statement if research 1S 1n a priority area and of interest to the 
government. 

DETAILED GUIDELINES 

A proposal is a short text (4-5 pages) written with the main objective 
of exploring the funding possibilities of a research project. 
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Short Summary - Part 1 

Title of the project: The title should be concise and meaningful 
containing key words specifying the work to be done. 

Summary of parts 2 and 3: This short exposition should describe the 
project, particularly the objective(s) and ~he results to be generated by 
the study. The duration of the project and a short summary of external 
resource requirements should be given. 

Project description - Part 2: 

Introduction: A brief background to the project is given including a 
statement of the problem to which the project is addressed. 

Objectives: The objectives should be described in order of priority. 
The objectives should be expressed in a way that allows their attainment to 
be measured. The rationale for the project should be briefly stated. 

Methods and procedures: A brief description of methods, approaches 
and procedures should be given. A rough overall time frame for the study 
should also be given here. 

The duration of the project should be divided to different components 
- e.g. conduct of survey, data processing and analysis, etc. 

A paragraph should be devoted to the commitment of the writer to 
develop a formal protocol once resource-funding is guaranteed. 

Expected product: A concise description of the expected outcome of 
the project should be given. 

Expected impact: A summary of the significance of the work to the 
solution of the stated problem and to overall health improvement of 
services is needed here. 

Resources - Part 3 

Resources needed for the project: Estimates of resources needed 
should be given under the following headings; 

- Personnel - salaries, consultant fees, travel expenses, etc. 

- Facilities and equiment (including transport) 

- Data processing/analysis 

- Other incidentals (including support costs) 

It should be noted that year by year estimates are useful but not 
essential. 
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External assistance needed: The nature and amount of any assistance 
needed for the successful conclusion of the project should be given 
preferably under the same resource headings listed above. 

Government interest: It should be stated that the research is in a 
priority area of health development and of interest to the government. 

Annex to proposal - Personnel particulars 

A brief statement should be annexed giving particulars about the main 
investigator and other individuals to be involved in the research project, 
together with a description of work completed, together with other relevant 
data including records of previous grants awarded. previous authorship of 
the investigators and any special experience, talents or skills that 
qualify these specific researchers to undertake the project. This 
enclosure should be selective and very brief covering the above elements. 
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PROGRAMME 

F ACT S, F I C T ION 

AND 

PER SON ALB I A S 

A play about controversial health systems 
research in MCH/FP 

Players 

The Honourable 

The Traditional 

The Rural Woman 

The President, 
Association 

The Politician 

Researcher A 

Researcher B 

The Public 

Suva, Fij i 
7 July 1983 

Minister of Health - Dr Pulau 

Birth Attendant - Dr Rodgers 

- Dr Tambisari 

Nurses/Midwives - Mrs Graten 

- Mr Abraham 

- Hrs MacDonald 

- Dr Li isberg 

- The Spectators 

Annex 6(3) 

Script The characters in this play are 
fictitious. Any resemblance to 
any person, dead or alive, is a 
complete coincidence. 

Anonymous 

Producers 

Mrs MacDonald and Dr Rodgers 
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The Study 

The Situation: The country has high perinatal and maternal mortality. 
Neonatal tetanus is the highest cause of neonatal death. 50% of deliveries 
are assisted by untrained traditional midwives. 

The research topic: To survey attitudes and practices of traditional birth 
attendants, and compare the results of deliveries by THA's with the results 
of deliveries assisted by nurse/midwives. 

The objective of the research is to improve delivery outcomes through 
training of TBA's and organlzlng a referral system of non-risk cases from 
the nurse/midwives to the TBA. 

Research strategy: 50 TBA's and 50 nurses/midwives will be randomly 
selected. They will be followed for 2 years, all deliveries assisted by 
them will be recorded. and the babies will be followed up for one year. 
Then the TBA's will be trained, and a referral system organized. The new 
system will be tested for a year, and evaluated. 

Role of politician (who is also a professor of obstetrics/gynaecology) 

"Only professionals can undertake deliveries in this country. 
Deliveries by THA' s are completely illegal. The study is against the law". 

It is also a deliberate attack on the quality of maternal care in this 
country, under the excuse of implementing Primary Health Care. Deliveries 
should be conducted by well trained obstetricians/gynaecologists. This 
study is trying to downgrade what we have already achieved. 

Role of the Minister of Health 

"This study is of considerable interest 
people. Hut how long will this study take? 
present situation of maternity care is in my 

to my constituency of rural 
We need an answer NOW. The 
opinion not satisfactory. 

"The professional aS80ciat ions should consider the cost of health 
care. In the present economic situation we can only expect small increases 
in the health budget. To rely on obstetrician/gynaecologists for maternity 
care is therefore not realistic. I also draw your attention to the fact 
that we only have 1 Obstetrician/gynaecologist for 75 000 population, and 
this ratio will increase only slowly. What is the professional 
associations proposing in order to realistically solve the problems of 
maternity care in this country?" 

Role of President of the Nursing/Midwives Association 

"This is completely ridiculous. Now can a highly trained professional 
refer cases to an ignorant old woman?" 
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Role of "Woman from a village" 

"I love my TBA. She is kind, knows the family since 30 years. She 
delivered my 8 children. She uss the old traditional ways believe in. 

"2 of my children died shortly after delivery. They had a mysterious 
disease, but the TBA did all she could to save them." 

Role of a Traditional Birth Attendant 

"My grandmother taught me all her skills in delivery care. I have not 
practiced for 30 years. 

"The nurse/midwife in the villages has never come to see me. I think 
she owes me respect, since she is so young she could have been my daughter. 
I think she does not like me. But I would like to know her since she knows 
many things." 
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PROTOCOL OUTLINE USED IN WORKSHOP 

A detailed protocol or plan of research should contain most or all of 
the following - usually, but not necessarily, in this order. These are 
examples only of headings which might be used in preparing a detailed 
protocol. 

1. The Problem 

(a) The general area of concern 
(b) The specific problem - the research objective 
(c) Hypotheses to be tested (if any) 
(d) Literature review 

2. Method 

(a) The general research design to be used 
(b) The reseach questions to be answered 
(c) The type of tabulations which will answer those 
(d) How the information is to be gathered 
(e) The instruments of data collection 
(0 The populations concerned 
(g) Sampling 
(h) Data collection and analysis 

3. Results and conclusions 

(a) The research questions and related tabulations 
(b) What do they show? Is it significant? 

How confidence can we be? 
(c) What conclusions may be drawn? 

4. Implementation 

(a) Publication 
(b) Policy or other implications 
(c) Social and political action 

questions 
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EXAMPLE OF A NATIONAL RESEARCH PROPOSAL 

1. The problem 

1.1 General area of concern 

1.1.1 The population go to the Traditional Practitioners (TP) rather than 
utilizing existing Government Health Services 

1.1.2 TPs are demanding public/Government recognition and the right to 
practice openly. 

1.1.3 We have no knowledge of the community's attitudes towards TPs. 

1.1.4 We have no knowledge of the attitude of the TP toward the 
community's they treat, nor the scope of the illnesses they treat. 

1.1.5 We have no knowledge of the actual success rates of their form of 
treatment. 

1.1.6 There is no collective information available on traditional 
medicinal methods and plants utilized for this. 

1.2 The Research objective 

1.2.1 To establish why the population go to the TP in preference to 
existing Government Healtb Services, and the possibility of investigating 
of utilization of TH. 

1.3 Research hypotheses 

There is a place for Traditional Practitioners and traditional 
medicine. 

1.4 Literature review 

1.4.1 We plan to approach the Medical Librarian of the Medical Faculty, 
for a literature review of all publications pertaining to Traditional 
Medicine methods and practices. 

2. Method 

2.1 General research design 

A Descriptive Prospective Pilot Study when if successful is to be 
followed by an Analytical Prospective Study. From here on all discussion 
relates primarily to the pilot study, but we propose to follow the same 
principals for a nationwide research project. 

2.2 Research questions to be answered 

2.2.1 Are we going to gain sufficient cooperation from the TPs and the 
community to allow a full scale national research project to be undertaken 
which will give us the answers to all our stated problems? (aee 1.1.1 thru 
1.1.6). 
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2.2.2 What level of recognition can we offer the TP. 

2.3 The types of tabulations which will answer our research questions 

L.3.l Occupational level/No visits/Diagnosis 

2.3.2 Age specific grouping/No visits/DiagLosis 

2.3.3 Occupational level/Diagnosis/Outcome 

2.3.4 Age specific grouping/Diagnosis/Outcome 

2.3.5 Occupational level/Diagnosis/Treatment received 

2.3.6 Age specific grouping/Diagnosis/Treatment received 

2.3.7 Occupational level/No visits TP/Concurrent H.S. visit 

2.3.8 Age specific grouping/No visits TP/Concurrent H.S. visit 

2.3.9 Occupational level/Educational level/No visits TP/HS 

2.3.10 Diagnosis/Treatment received 

2.3.11 will be delayed until we have received a full analytical report on 
biochemical and bacteriological agents detected in the plants sent for 
analysis 

2.4 How the information is to be gathered 

2.4.1 By a questionnaire survey 

2.4.2 The pilot study will run concurrently in 4 areas, one representative 
from each area 

2.4.3 The project will be run through the P.R.D. with the P.H.Os 
cooperation headed by a specially recruited Project Provincial Coordinator 
(pPC) (Ideally an H.E.D. or H.E.). 

2.4.4 Publicity campaign over Provincial radios to inform TPs of impending 
Provincial Seminar on Traditional Medicinal Practices (TMP). 

2.4.5 Seminar with talks given by Drs and TPs and TMP. An indepth 
explanation of the research project will be given by the PPC. 

2.4.6 TPs will be invited to participate in the research project. 

2.4.7 A random sample of 3-5 TPs will be selected per province (dependent 
on number of TPs identified) with entry criteria being they willingly agree 
to exchange of information on TMP and to supply medicinal plants to the 
Provincial TMP Nursery which will be established in each of the four 
prov1nces. 

2.4.8 Lay reporters to collect information. 
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2.5 The instruments of data collection 

2.5.1 Census form which will contain all pertinent demographic data on 
each household in the survey. 

2.5.2 TPs questionnaire which will give US information on the patient, the 
symptoms of the illness, the treatment received, the number of visits made 
for that illness, and did the TP consider treatment necessary 

2.5.3 Lay Reporters (LP) Questionnaire which will give us information on 
the patient, this description of symptoms and treatment received, the 
number of visits made, and the outcome of the illness. We may also include 
some open-ended questions "Why did you choose to go to the TP rather than 
the AP/HC/Hospital?" "Have you also attended a Health Service for 
treatment of this illness?" "If yes for what reason." 

2.6 The populations concerned 

2.6.1 The community within the area of each TP selected for the project. 

2.7 Sampling 

2.7.1 We propose to select one representative province from each of the 
areas mentioned (see 2.4.2). 

2.7.2 A random sample of TPs meeting the entry criteria for the project 
will be selected (see 2.4.7). 

2.7.3 A cluster sample will be taken from the community within the area of 
each Tpls practice. 

2.8 Data collection and analysis 

2.8.1 A Provincial Coordinator (PPC) will be recruited for each province 
in the project. He will be trained by the Project Coordinator. 

2.8.2 A Lay Reporter (LP) will be recruited for each TP in the project. 
He/she will be from that community. 

2.8.3 The LR will visit his censued popUlation weekly asking if they have 
been sick since his last visit - if ye where did they go for treatment - if 
TP on what day did they first attend for treatment. 

What were their sypmtoms. 

What form of treatment did they receive. Are they still sick. If yes are 
they still receiving treatment ahd have they visited a Government Health 
Service during this illness. If yes - why. 
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2.8.4 The LR will visit the TP weekly, after doing his rounds of the 
monitored population, to determine detected/undetected visits by the 
monitored population. If the TP is literate the LR collects the TPs filled 
out questionnaire. In the case of an illiterate TP the LR relies on the 
TPs recall to fill out the TP questionnaire. This method will give us a 
double check on both the TP and the communities attitude/feelings toward 
their illness and the type of treatment received, plus outcome. 

; 2.8.5 We will hope to establish Provincial TMP Nurseries with donations of 
specific plants by the TPs. 

2.8.6 Plants, when established, will be sent to our collaborators for 
botanical identification, biochemical analysis, and bacteriological 
investigation. 

2.8.7 All data will be analysed by computer. 
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RECOMMENDED FORMAT OF FUTURE WORKSHOPS 

INTRODUCTION 

The essential element of a workshop on research methods directed to 
participants who have had little or no previous exposure to the subject, 1S 

that the teaching sessions or modules should be arranged in a clear 
sequence, building one upon the other so that the continuity of the 
teaching program is obvious at all times. Even those participants who have 
research experience will benefit from being taken again step by step 
through all the stages of identifying researchable health systems problems, 
developing a strictly defined protocol for a research study, and 
considering all the phases required to mount a study, analyse the data and 
utilize the results. 

The modules that follow are derived from those developed for the 
workshop on Research in Family Health Programme, Suva, Fiji 27 June -
8 July 1983. They have been modified and augmented where it was felt 
necessary to improve either the objectives, the notes, the exercise or the 
readings, and they have been rearranged to improve the continuity between 
each of them. 
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INTRODUCT ION 

MODULE 1 

MODULE 2 

MODULE 3 

MODULE 4 

MODULE 5 

MODULE 6 

MODULE 7 

MODULE 8 

MODULE 9 

MODULE 10 

MODULE 11 

MODULE 12 

MODULE 13 

MODULE 14 

MODULE 15 

MODULE 16 
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RECOMMENDED FORMAT FOR FUTURE WORKSHOPS 

CONTENTS 

The World Health Organization 
Its Regional Offices, Family Health and WHO's 
Family Health Programme 

WPRO Guidelines for Developing a Research Proposal 

Health Systems Research in MCH/Family Planning 
What is it? 

Research Topics ~n MCH/FP? 

Definition of the Problem 

The Sequence of Research - The Protocol or Plan 

The Uses of Hypotheses 

Answering the Research Questions 
How can the Data be obtained? 

Research approaches: The Grand Strategy and the 
Different Research Designs 

What Populations (or Institutions) must be studied and 
how should they be chosen? 

Collecting the data and checking their quality and 
quantity: Looking for and correcting errors 

Organizing and arranging the data 
Preparing the tables in the best way to answer the 
research questions 
Data processing and analysis 

Interpretation of data - pitfalls 
bias, precision, reliability, validity, etc. 
from data to meaning to conclusions 

Research management, staffing budget needs, etc. 

Utilization of research results 

The risk approach in MCH/FP care 
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MODULE I THE WORLD HEALTH ORGANIZATION, ITS REGIONAL 
OFFICES, FAMILY HEALTH AND WHO'S FAMILY HEALTH 
PROGRAMME 

Objectives 

At the end of the session, participants are expected to: 

know what WHO is, what it does, and how it does its work 
internationally and in the Regions; 

have a better understanding of the differences among curative 
health, community and public health, and family health; and 

become more familiar with WHO's Family Health Programme 

Reading 

"The World Health Organization, Its Western Pacific Regional 
Office, Family Health and WHO's Family Health Programme, Suva, 
Fiji, May 1983 (included in this file). 

Background Material 

Family Health, WHO, Geneva, August-September 1975 (issued 
separately). 

Towards a Better Future, WHO, Geneva, 1980 (issued separately). 
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THE WORLD HEALTH ORGANIZATION. ITS WESTERN PACIFIC REGIONAl 
OFFICE, FAMILY HEALTH AND WHO'S FAMILY HEALTH PROGRAMME 

w+\T IT IS 
... an association of Me~ber States 

(currently 160 in all) resolved 
to pPOmote and protect the 
health of all peoples. 

lVOJl£D BEA£rB 
ORGANIZArlON 

established in 1948, this spe
cialized agency in the U.N. sys
ten i s ma nda ted to act as the 
dtrscting and coordinating 
authority on international 
health liJOrk and of furonishing 
appPOpriate technical coopera
tion upon request or acceptance 
of GovePl'l11lents. 

,,",T IT IXB 
It has 3 major tasks. They are: 

1. to provide WORLDWIDE SERVICES that will benefit all countries, what
ever their health situation; 

QUARANTINE To meet the danger of epidenics, WHO's International 
Sanitazoy Regulations are designed to meet a funda
mental need of ensuring maximum protection, with mi
nimum.incovenience. against diseases that can spread 
from country to country through international trade 
and travel by air.,land or sea. An EPIDEMIOLOGICAL 
INTELLIGEACE -,SERV ICE ensures a pp 1 i ca t i on of the sa i d 
ReguLations by giving timely warning of the appear
ance of dangerous epidenics in different parts of the 
world so that safety measures may be taken in time. 

INTERNATIONAL WHO's seventy or so international biological standards 
STANDARDS make it. possible to check the quality of biological 

preparations used in medicine(vaccines. hormones and 
anti.!:ijotics). WHO also publishes the International 
Pharmacopoeia# a set of standard prescriptions for 
pharmacists. which enables the production, analysis, 
and control of drugs to be done along the same lines 
in every country. 

DANGEROUS WHO's worldwide system for detecting untoward react-
DRUGS ions to drugs makes it possible to stop the use of a 

drug immediately it is shown to be dangerous. WHO 
also has the task of drawing attention to new depend
ence-producing drugs that are similar in action to 
morphine, cocaine. etc. 

2. to extend to each country the SERVICES it asks and needs; 
each year WHO grants some 3.000 fellowships for post
graduate studies to doctors and other I;)embers of the 
hea 1 th team 
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it assists special schools for the training of health 
auxiliaries who can provide simple preventive servi
ces 
it organizes training courses in such fields as mala
ria. expanded programme on immunization. anaesthesio
logy, and genetics 
it provides teachers and lecturers(some 250 each year) 
to schools of medicine, public health, dentistry. 
nursing. etc. in more than 50 countries 

DISEASE The use of antibiotics(like penicillin) and insecti
CONTROL cides(like DDT) has resulted in a spectacular decline 

of certain diseases that still affected hundreds of 
millions of people up to about a decade or two ago 
- yaws(a tropical disease related to syphilis). mala
ria and smallpox(eradication of which was achieved 
only after more than 150 years of vaccination work 
and at estimated last 10-year cost of US$30 million). 
to mention a few. 
A large number of other communicable diseases are in
cluded in WHO's control and research programme. Non
communicable diseases(e.g •• cardiovascular diseases, 
cancer, and diabetes) are likewise given due attention: 
WHO encourages organization of mass campaigns and the 
use of a variety of t~sts which will enable early de
tection and administration of effective treatment. 

ENVIRONMENTAL The shortage of good drinking water has become a world-
HEALTH wide problem. WHO assists over 70 countries in improv

ing the water supply situation which has been aggrava~ 
ted everywhere by rapid urbanization and rapid growth 
of population. Another great danger is the general in
adequacy of facilities for waste disposal and the con
sequent increase in water and soil pollution. WHO al
so supports the figh~ against air pollution • . 

PUBLIC The solution of public health problems largely depends 
HEALTH on the efficiency of the Health Department. WHO helps 

SERVICES countries to set up sound PUbZic HeaZth Se~iceB. to 
plan their work, to equip their laboratories, to train 
their staff, and to improve the organization of medi
cal care. Special attention is given to maternal and 
child health(MCH) including family planning{FP). nutri
tion. mental health and health education of the public. 
Finally, the organization of rural health services re
mains a major challenge - while most of the wo~ld's 
population live in the countryside, 80% of the health 
services are concentrated in the towns. Hence. the 
Primary Health Care(PHC) approach to promoting and pro
tecting health and providing health care. 

3. to encourage and coordinate international scientific research on health 
prob1emsUMEDICAl RESEARCH) that cannot be solved by isolated efforts. 

Because of its work for the developing countries. it is natural 
that WHO should devote a large part of its research programme to 
communicable diseases. to the control of disease-transmitting in
sects, and the development of vaccines. But WHO is also interest
ed in newer problems. 

CANCER It is known that cancer of the breast is B times more 
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frequent in Israel than in Japan; that cancer of the 
liver accounts for more than half the cancer deaths 
among the Bantu in Africa while it is rare in Europe 
and the United States; that cancer of the lung is more 
frequent in Finland than in Norway. WHO-assisted stu
dies on the reasons for these variations have accord
ingly been undertaken. 

CARDIOVASCULAR Similar research is being carried out on cardiovascu-
DISEASES lar diseases. which are affecting men at an ever 

earlier age. on the relationship between hardening of 
the. arteries and the environment on cardiovascular di
seases. WHO is concerned with the standardization of 
working methods so that the results of research work 
carried out in different parts of the world will be 
comparable. 

HUMAN WHO has been studying the problem of overpopulation 
REPRODUCTION and coordinating research on the medical aspects of 

sterility and fecundity, safety of the various contra
ceptives. and the health and psychosocial aspects of 
population dynamiCS. 

HOW IT WORKS The World Health Assembly(WHA). the Executive Board. 
the Regional Committees. and the Secretariat are the 
main bodies of WHO. 

WORLD The Assembly is the governing body of WHO. Composed 
HEALT~ of delegates of all Member States. it decides on the 

ASSEMBLY Organization's policy and programme, adopts the bud
get. and drafts international health regulations. 
It meets once a year for about 3 weeks. 

EXECUTIVE This Board consits of 30 health experts functioning 
BOARD in a personal capacity. meets twice a year. It ap

plies the Qecisions of the Assembly. submits recom
mendations to it. and is empowered to take any emer
gency action that may be necessary between meetings 
of the Assembly. 

SECRETARIAT Dr Halfdan T. Mahler. of Dem~ark, who has been elect
ed very recently by the 36th World Health Assembly 
for another 5-year term, has been directing the Se
cretariat of WHO since 1973. It has a staff of more 
than 4,OOO(at Headquarters/HQ, in the Regional Offi
ces. and in the field): doctors. nurses, engineers. 
statisticians. administrators, interpreters. etc. 
The Headquarters(HQ} of WHO is in Geneva, Switzerland. 

REGIONAL To make its action more effective, WHO has six(6) 
ORGANIZATIONS Regional, Ozoganisations, each consi sti ng of a REGIONAL 

COMMITTEE. which is made up of representatives of the 
Member States of the Region, and a REGIONAL OFFICE 
that is responsible for all WHO services of direct 
assistance to countries. 
The Regional Offices are located in (1) AfRICA(office 
in Brazzaville). (2) the AMERICAS(office in Washi"9-
ton. D.C.). (3) SOUTHEAST ASIA(office in New Delhi). 
(4) EUROPE(office in Copenhagen). (5) the EASTERN ME
DITERRANEAN(office in Alexandria). and (6) the WESTERN 
PACIFIC(office in Manila). 
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WHO has an independent regular budget as well as extra
budgetary resources. At the close of the Thirty-Sixth 
World Health Assembly, 16 May 1983, in Geneva, delegates 
from the Organization's 160 Member States agreed to a 
pegular budget of U5$520.1 million for the biennium 
1984-1985. 

To this will be added donations received by the Volun
tary Fund for Health Promotion and contributions from 
such sources as the U.N. Expanded Programme of Technical 
Assistance. the United Nations Development Programme 
(UNoP). the United Nations Fund for Population Activi
ties(UNFPA). and the United Nations Children's Fund 
(UNICEF) with which WHO has joint programme arrange
ments. 

In recent years. ~-budgetary PB80urcBS available to 
WHO have come to finance 50s of the Organization's in
tegrated international health programme. 

Western Pacific Region 

The work of WHO in the Western Pacific is the responsibility of the 
Regional Office in Manila. 

The Manila Office. which has been under the direction of Dr Hiroshi 
Nakajima, of Japan. since 1979. is the technical and administrative cen
tre for all WHO activities in 32 countries and areas in the Western Paci
fic. 

Within the framework of technical collaboration with governments, the 
Western Pacific Regional Office(WPRO) undertakes the following: 

1. it collaborates with gov~rnments in the planning and implement
ation of national health projects; 

2. it cooperates in the investigation of health problems and pro
vides consultants and/or technical staff and other means to 
solve such problems; 

3. it helps train national health workers and provides fellowships 
for postgraduate studies and observation in health and medical 
subjects; 

4. it facilitates exchange of information on public health and the 
worldwide reporting on outbreaks of communicable diseases; 

5. it stimulates. coordinates and supports biomedical and health 
services research; and 

6. it collaborates with other agencies and organizations engaged 
in health work in the Region, notably UNOP. UNICEF, UNFPA. FAO. 
WFP. ILO, UNEP, ESCAP. the ADS, SPC, etc. 

STAFF WHO/WPRO has a staff of 395 doctors. sanitary engineers, 
nurses, sanitarians, technicians. administrators and 
support staff of 44 nationalities in the Region. 
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The priori ty tasks of WHO/~JPRO are to promote prililary 
health care as a means of achieving the goal of 
"health for all by the year 2000"(HFA/2000) in the 
Region. 

WHO/WPRO works with governments to help build com
prehensive health services - which include nutrition, 
maternal and child care, family planning, nursing, 
mental health and drug abuse, health education, envi
ronmental health, nationol drug policies and manage
ment, laboratory services, and dental health. , 

WHO/WPRO staff collaborate with r~inistries of Health 
in: 

prevention and control of communicable and 
non-communicable diseases(malaria, tuberculo
sis, dengue haemorrhagic fever, respiratory 
infections; cancer, cardiovascular diseases, 
diabetes, etc.); 
environmental health activities(provision of 
safe drinking water, proper disposal of wastes, 
control of air, water and land pollution); 
biomedical and health services research(parasi
tic diseases, vector biology and control); and 
health manpower development - the development 
of health manpower is of vital concern and WHO 
advises on the education and training of health 
workers. An important aspect of this activity 
is the award of fellowships, of which about 400 
are granted every year to Western Pacific 
countries. 

WHO's activities in-the Western Pacific are financed 
from the WHO ReguZar Budget and Other Sources. 

WHO's ReguZar Budget for the Region during the 1980-
1985 period is as follows: 

1980-1981 US$33 million; 
1982-1983 ....• US$39 million; and 
1984-1985 ••.•• US$46 million. 

Other Sources of additional funds for WHO activities in 
WPRO are: the Voluntary Fund for Health Promotion; 

UNDP; 
UNFPA; and 
bilateral sources such as the Japan Shipbuild

ing Industry Foundation(JSIF), the Aus
tralian Development Assistance Bureau 
(ADAB), New Zealand Leprosy Trust Board, 
Damien Foundation(Sw;ss Government). Da
nish International Development Agency 
(DANIDA), Swedish International Develop
ment Agency(SIDA). 

Estimated Other Sources during biennium 1984-1985 for 
WHO/WPRO amounts to US$6.7 million. 



- 71 -

Annex 7 

family health 
For much of its long history, medicine was focused on the individual 
and had an essentially curative orientation. More recently, the con
cepts of community medicine and public health have offered a broader 
approach that takes account of the needs of disease prevention and 
care at the level of·the social group. Today, fami~y hea~th offers us 
an intermediate dimension that is both easier to grasp than public 
health and more operational in approach than medicine applied to the 
individual. 

Defining family health obviously would require determining exactly 
what we mean by the word health. The definition adopted by WHO - ~ 
state of complete ahYSiCal, mental and social well-being ~nd not mere-
1y the absence of ;sease or inflrmit¥, p1aces the emphasls on the po
sitive and multi-dimensional facets 0 health. The family itself need 
not be defined: it exists. However, it would be useful to try to des
cribe it from the standpoint of its structure and functions. The two 
functional types of family from among the many models currently recog
nized are the following: (1) the reproductive unit, limited to the two 
parents and the child, where genetic factors playa particularly ~m
portant role; and (2) the rearing unit, sometimes known as the domes
tic family, which ranges in Slze from the nuclear family(ie.e., father, 
mother and children) to an entire household sheltering under the same 
roof several generations or persons related by blood or marriage, or 
even persons without any particular ties. At this level, the social 
factors are the preponderant ones. Three principal functions of the 
family are usually identified, namely: (i) reproduction; (ii) the up
bringing and education of children; and (iii) the fulfilment of adult 
needs. 

Reproduction remains the primary. function although there are many fami
lies for whom it no longer constitutes the essential objective. Up
bringing and education are the responsibility of the family mainly in 
the very first years of life, when the child is so dependent on its 
mother. At this age, affection is important and is as essential as 
the correct diet for ensuring healthy development. Later, the child's 
horizons broaden, and other influences, especially those encountered 
at school. will structure its personality. On becoming an adolescent, 
the child will naturallx grow more independent and will begin to move 
away from the family group. As for adult needs, a balance is desirable 
between physical needs(shelter, clothing and rood) and psychological 
needs(affection, security, self-realization, and so forth}. 

There can be no doubt that the health of mother and child, and all the 
preventive and curative health and welfare measures which have been 
developed to safeguard maternal and child health(:,ICH), were what opened 
the way to the concept of family health. A new stage has been reached 
with the implementation of family planning(FP) programmes, particularly 
where these are intended to protect the health of the mother and child
ren by judicious spacing of births and where these involve the father 
of the family - since the father's cooperation is crucial in this field. 
At the same time, advances in social conscience have gradually replaced 
the idea of protection -a service provided by the community or the 
State and recelVeCi passively by the individua 1- by the far more dynamic 
approach of health promotion through education. It has become clear that 
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health ~ducation can induce families to assume increasing responsibility 
for thelr own health problems and even for those of the community where 
they live. This is row the concept of famiZy hBa'lth was born, which has 
now to be defined in operational terms, with the family viewed both as a 
unit of health and as a unit for care. 

The family first becomes a unit of health in a negative sense: if one of 
its members is ill, the whole family suffers or is exposed to a health 
risk. This is obviously true of contagious diseases or of parasitic in
festations which are so easily transmitted from one member of the family 
to another because of the closeness of home life. But one must not for
get hereditary diseases and the burden they lay on the family. nor pover
ty and misery, nor the ignorance of parents who so often hinder the full 
self-realization of quite normally developed and intellectually endowed 
children as well as the psychological and social effects of a chronic di
sease or an incapacitating disability in one of the parents or a child _ 
alcoholism on the part of the father is a tragic human example. 

Fortunately. there are more positive aspects: healthy and happy parents, 
wrose children have been desired and fostered in their development from 
their earliest years - children who have been brought up and educated. 
perhaps with the help of grandparents, and have been protected from 
health risks while bearing their own responsibilities in this area. 
Surely this represents the image of a healthy family - the only real 
basis for the self-realization of all its members. In one form or ano
ther, there are countless such families throughout the world. 

If the family is viewed as a unit for care, it offers health and social 
workers the possibility of a global approach that can render care for the 
individual more accessible, more acceptable. and more effective. This 
approach also takes account of the patters of intra-family relationships 
in regard to disease prevention, health education and health care. 

In the field of disease prevention, many measures are directed towards 
the family as a whole and even to the larger household - this is true of 
vaCCinations, protective measures against malaria, the control of nutri
tional deficiencies. and the spa~ing of births so as to maintain a rhythm 
of family expansion that is compatible with the health of all its members, 
especially that of the mother and existing children. 

Health education has long been focused on the family as a group, the idea 
being to select, from within the family life cycle, the best times for 
putting across an educational message(for example, the need for family 
planning after a recent Childbirth}. Alternatively a particular m~ber 
of the family -more readily accessible than others or with greater 1n
fluence in the home- may be chosen to convey the desired message. Depend
ing on the Circumstances. it may be the child bringing home information 
picked up at school about hygiene or the need for a balanced diet, or the 
husband who has been convinced of the benefits of adequate spacing of 
births. or the grandmother whose service.s have been secured in combating 
accidents in the home. 

Hence, family health is more than just the sum total of the health of all 
its members. It also involves interpersonal relationships within the fa
mily group and the biological and SOCial environment in which the group 
functions and lives. In this light. the most important indices of [amity 
health are probably the composition of the famila, the patterns of its 
growth until it is complete, and the physical an psychological develop
ment of the chlldren. The quality of life or happiness is dlfficult to 
quantify, and there are such negative factors as the effect of morbidity 

I I 
I 
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and mortality on the family structure, or crises, both transitory and 
lasting, which may tend to break up the group. 

Therefore. every family should be induced. by means of education rather 
than coercion. to assume responsibility not only for its own health pro
blems but also for the well-being of the community of which it is a part. 
Through reliance on such families. public health will be able to make its 
objectives and activities acceptable. 

To emphasize the fact that the mother and children are not only at the 
very centre of the family unit but are also subject to s~ecial health 
risks. hereunder are examples of the problems and public health actions 
which can be usefully taken in the field of famiZy heaZth. 

USE OF COMl«JN FOODS/FAMILY DIET/MALNUTRITION 

Man does not always instinctively choose the right foods 
for maintaining his health. His food habits are influenced by 
religion. culture, social status. tradition, availability, eco
nomics and bel iefs. 

Nature abounds in good nutritious foods - within reach 
of economically underprivileged families. A balanced diet 
does not mean an expensive diet. Good nutrition and sound 
health can be malntained by a suitable combination. in suffi
cient amounts, of cereals, legumes. vegetables and fruits of 
all kinds with a little fat or oil. Small amounts of animal 
products like milk, cheese. eggs and meat when available can 
help in achieving a good diet, but they are not nutritionally 
indispensable. 

With proper education, families with limited financial 
resources can take better care of their nutritional needs 
and. thus, avoid malnutrition. 

Malnutrition -is a socfa"l disease. Treating one person 
only will not solve tne basic problem. Other members of the 
family will continue to be at risk. The needs and problems 
of the whole family have to be considered and met. 

ANTENATAL (PRENATAL) CARE/BIRTH/POsrNATAL CARE 

Periodic examinations during pregnancy with appropriate 
health and nutrition education can help avoid most of the 
possible complications of pregnancy. labor and delivery. 
This antenatal/prenatal care can be entrusted to properly 
trained health workers using simple and safe procedures. 

Needless to say, adequate care and hygienic conditions 
are essential as well to both mother and baby to ensure a 
hea lthy birth. 

A rural health worker -after adequate training, expe-
ri ence .. with supportive supervi sion and conti nuing educa tion
would develop the competence and confidence required to show 
a young mother how she can take proper care of her first 
baby. Many other basic and simple. but fundamental. concepts 
and practices of health can be explained, making use of what 
is available at home. 
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BREAST-FEEDING/roTTLE FEEDING/SUPPLEMENTARY FEEDING/WEANING 

Mother Nature looks after the baby's all nutritional 
needs through breast milk during the first few months of 
life. Breast milk is the most hygienic, most nutritious, 
and the cheapest food for human infants. It is the best in
surance against malnutrition in infancy; it also increases 
resistance of the body to severe infections. However, nurs
ing mothers need an adequate diet to produce a sufficient 
quantity and quality of milk. 

The weaning period is a crucial phase in human life - it 
represents a transition from liquid to solid feeding, from a 
period of close proximity to a~d dependence on the mother to 
more mobile independent existence. Filling up baby with li
quid starchy gruels in place of or in addition to milk is a 
mistake which many mothers make and for which children have 
to pay with malnutrition. The combined effect of malnutri
tion and infection is responsible for most deaths and il1-
health at this age. 

CHECKING ON GROFlfH/PERIODIC CONTROL/IMMUNIZA:rION/NUTRITION AND 
INFECTION/DAY CARE CENTRES 

Children suffering from malnutrition and disease over a 
long period reach a "point of no return". Several irreversi
ble changes are produced in his body which may handicap him 
for the rest of his life. Screening can be done by the use of 
simple growth chart - early detection of growth retardation is 
very important to taking appropriate simple measures; advanced 
cases would require hospitalization for long periods. 

The first years of life are full of health hazards, parti
cularly in developing countries. Periodic examination of small 
children by properly trained health workers can contribute to 
preventing or overcoming most of these health hazards. Over 
90% of the diseases afflicting children in developing countries 
are preventable or can be cured by very Simple measures if 
treated in time. 

Many of the dreadful diseases of childhood including diph
theria, whooping cough~_ tetanus,. poliomyelitis. tuberculosis, 
measles and others can be prevented by vaccination. 

~lalnutl'"ition and infection are a deadly combination - each 
aggravates the other. Common diseases like diarrhoea, respira-
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tory infections and measles can be fatal for malnourished 
children. On the other hand, these infections are frequent
ly the main cause of severe malnutrition in children living 
on a bare subsistence diet, but which could be adequate for I 

their health if tbey were not frequently suffering from them. 
Nutrition promotion and control of communicable diseases, im
plemented together, reinforce each other. 

Day care centres for pre-school children are becoming a 
necessity in many places, especially in industrialized count
ries where a large proportion of mothers go out to work. 
They should be used for educating children as well as for pro
viding them with adequate health services. 

ADVENTURE OF GROflING UP/HOUSING/lIEALTil EDUCATION/lIEALTil AND 
SCHOOL 

Through his mother. a baby first learns to love and ac
cept love, knows the feeling of security and joy in achieve
ment and comes to recognize himself as an individual. The 
psychosocial stimulation of the child in a healthy environ
ment is fundamental for his normal development. 

Disease and socio-psycho10gical problems are to a great 
extent determined by the immediate environment of the family 
- its home. A clean and functional house. not necessa"tily ex
pensive but adapted to the environment and favoring a healthy 
way of life for its inhabitants, is an important factor in the 
prevention of many of the diseases and other problems now af
flicting large population gr,oups in rural areas. and even more 
so in city slums. 

Mother is still the best teacher about life and health. 
The education imparted in the home will remain with children 
as long as they live. Further notions on health and hygiene 
given at school and elsewhey'e cannot completely replace healthy 
"living habits learnt at home. " 

Children who are ill or malnourished are in no condition 
to benefit fu 11y from their teachers I lessons: their perform
ance is poor and the number of droup-outs is high - a big loss 
for socio-economic development.Earl~ detection of disease. 
reventive measures such as immunizatlon. health ana nutrition 

e ucatlon. an a ealthy school environment are essential. 

ACCIDENTS 

Accidents constitute a common health hazard for children. 
The nature of these may vary in different areas, but they are 
always an important cause of death or disability. Therefore, 
all health programmes should give proper consideration to the 
prevention of accidents and the rehabilitation of the injured • 

An insufficient supply of safe water, inadequate disposal 
of human and other waste, an abundance of insects and other 
disease carriers are among the environmental factors conti
nuously menacing family health. Many of the still highly pre
valent diseases responsible for death and weakness, especially 
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of children, like diarrhoeas and parasitic diseases are the 
result of living in an unclean area. 

MALNUTRITION OF AFFLUENCE 

While poverty is associated with under-nutrition the af
fluent societies are succumbing more and more to over-eating 
- the "malnutrition of affluence". Aside from obesity, dental 
caries and atherosclerosis are other examples of the adverse 
effects of affluence. Nutrition education has an important 
role to pray in reversing this dangerous trend. 

SEXUALLY TRANSMITTED DISEASES 

Parents should fulfil their obligations in informing their 
children about sexual problems and the risks of contracting 
sexually transmitted diseases(STD) which are often symptomless 
especially in girls. Teenagers who are particularly at risk 
should be helped to acquire a responsible attitude towards thi s 
important factor in life. 

FAMILY PLANNING 

From WHO's point of view, family planning is concerned 
with the quality of life. In the context of family health. it 
is a way of helping families to be healthier and happier. 
With family planning, (1) pregnancies can be spaced so that a 
woman can regain all her strength and take good care of a new 
child and/or (2) a couple could be helped to become fertile, 
probably conceive and, perhaps, have a child. 

Many different methods of family planning are avai~able 
today which enable couples to determine when and how many 
children they wish to have. 

WHO's Family Health Programme 

MANDATE 
AND 

POLICY 

OBJECTIVES 

The maternal and child health(MCH} activities of WHO are 
carri ed out wi thi n the Organization's overall programme of 
family health: they are both a natural concern and an obli
gation of WHO under its Constitution, which states that one 
of WHO's functions is "to prootote maternal and child health 
welfare and to foster the ability to live harmoniously in a 
changing total envirorment". 

The objectives of WHO's Family Health Programme are: 
1. to promote famil~h~alth. in particular to foster opti

mal physical gro h, the psychosoc1al development of the 
cfilla, 1m roved re roductlve health, and an enhanced 
quality 0 erscoring supplied} 

2. to support technical cooperation wi th and among Nember 
States in developing and strengthening the family health 
component of the overa 11 health systBn; and 

3. to promote intersectoral deve10pment strategies for im
proving the health and social wellbeing of women, child-
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ren and the family as a whole. 

As part of the famiLy heaLth programme~ WHO's (1) MCH 
activities are carried out together with those more spe
cifically concerned with (2) Nutrition. (3) Health Edu
cation and (4) Human Reproduction as well as with other 
programmes such as those dealing with (5) Diarrhoeal Di
seases Control. (6) Dmmunization, (7) Mental Health, and 
(8) Health Manpower Development. 

To achieve the obdectives mentioned above. WHO works in 
close collaboration with the other bodies of the United 
Nations system. in particular UNICEF. UNFPA, FAO and 
UNESCO. and with bilateral agencies, nongovernmental or
ganizations and similar bodies. such as the International 
Children's Centre, the International Paediatric Associa
tion, and the Internal Planned Parenthood Federation(IPPF). 

Through intercountry collaboration in all regions. WHO sup
ports activities to promote more efficient and effective 
methods for the integration of MCH care in all aspects of 
health development programmes; increased community partici
pation in ~'CH/FP activities; better approaches to multi
disciplinary and multisectoral programme development; and 
the inclusion of traditional practitioners in health deli
very systems. The appl ication of research finding's, espe
cially on new or adapted MCH/FP technologies is stressed. 

WHO is collaborating with some 94 countries which are ex
panding their immunization programmes in order to reduce 
significantly the incidence of the common infectious di
seases of childhood. Special efforts are being made to 
train MCH workers in immunization techniques in order to 
integrate these preventive measures in existing health 
services systems. 

Since 1978 the Organization has been steadily expanding 
its activities for the control of diarrhoeal diseases. 
In the short term, the WHO programme seeks to reduce 
diarrhoea-related morbidity, mortality and malnutrition 
in children through the promotion of oral rehydration 
therapy and improved child care practices, and to develop 
new tools and techniques for better control through re
search. 

Technical cooperation with and among countries is promo
ted for the development of intersectoral programmes for 
children and youth; the enhancement of the health and 
status of women and their equitable participation in de
velopment; and social support measures for the family. 
including organized systems of day-care in factories or 
inducstrial faCilities, neighbourhood centres, cooperative 
self-help women's groups, and family-based day-care faci-
1ities for children of working parents in which older mem
bers of the family take part. 

wHO pursues activities related to women and family health 
in collaboration \OJith countries and relevant United Nations 
bodies as part of the United Nations Decade for Women 
(1975-1985). 
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Health services research in MCH/FP takes the primary 
health care approach. The collaborative programme on 
"risk approach" in MCH care, which started in 1974, 
may be taken as one example. By using indicators of 
risk, studies first establish the interrelationships 
between priority health problems and communities and 
individuals. This epidemiological knowledge is used 
to prepare new strategies, which are then tested in 
"rea 1 1 ife" before being proposed for local or nation
al application. The "risk approach" is action-orient
ed and serves as a tool for change in the health care 
system. Participation of health administrators, health 
staff and the community in this type of health services 
research ensures maximum utilization of the findings. 

The programme of teacher-training in comprehensive MCH 
includes activities which are tailored to the specific 
needs of national programmes. The focus in all regions 
is on health service needs, and priority is given to the 
training of those involved in health service delivery. 
Emphasis is placed on activities dealing with the syn
thesis of kno~~epge and exchange of information on phy
sical and psychosocial development in childhood and ado
lescence, ·inc1uding nutritional aspects, for use in the 
planning and formulation of practical strategies for 
timely intervention programmes. There are six WHO col
laborating centres concerned ~rith teacher-training in 
four regions. 

The new focus of the nutrition activities is the improve
ment of nutrition and hea1tn through action at the commu
nity level, and as far as possible with local resources. 
The major thrust is to develop new knowledge and approach
es and to translate them into operational activities with
in the framework of primary hea1tn care. This is done at 
the local level by national workers and institutions. The 
Organization is cooperating with countries in four priori
ty areas,which are: 

(al extending the use of nutritional surveillance sys
tems; 

(b} integrating nutritional activities within primary 
hea 1 th care; 

(cl applying measures to control specific nutritional 
.deficiencies; and 

(d) developing national multisectoral food and nutri
tion pol icies and programmes within the frameMlrk 
of national development plans, in collaboration 
with other agencies. 

The development of appropriate technology and practical 
guidelines relating to the management of the complications 
of pregnancy and childbirth and of specific, prevalent di
seases of childhood is also a focus of activity. The find
ings of the WHO collaborative study on the epidemiology of 
the hypertensive disorders of pregnancy will be followed 
through intervention programmes, particularly as part of 
MCH within primary health care. 

Since the majority of the ~ror1d's babies are born in deve-
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loping countries and delivery takes place at home, a pro
gramme of activities has been initiated for the develop
ment of appropriate technology for perinatal care to be 
applied in the home and small rural maternity units. 

Programmes on the health needs of adolescents are also 
being developed in interested countries in all regions. 
In addition, studies on reproductive health of adolescents, 
patterns of ovulation and menstruation, and use of fertili
ty regulation methods are undertaken in countries in the 
Western Pacific, Europe and the Americas. 

Training continues to be a major part of the MCH programme, 
as part of WHO's support to national efforts in strengthen
ing national institutions and self-reliance in health man
power development. The Organization's global and regional 
training activities in comprehensive MCH/FP are being ori
ented to reflect training more appropriate to the health 
problems and needs of the vast majority of the population. 
Training takes place in regional and national institutions 
in developing countries. 

Local adaptation of the WHO growth chart to measure child 
growth and development is also promoted. The chart is 
being used as a practical tool in many areas by primary 
health workers as well as families. Studies are carried 
aut on the epidemiology and social implications of low 
birth weight; the results will be utilized for the develop
ment of practical intervention strategies both during and 
before pregnancy in order to reduce the frequency of low 
birth weight and resulting morbidity and mortality. WHO is 
also studying the feasibility at the local level of using 
birth weight as an indicator for assessing maternal health 
and for predicting the future health of the child. 

The \'lHO collaborative study on breast-feeding carried out 
in nine countries', has provided valuable knowledge on the 
patterns of breast-feeding in various socioeconomic groups 
in different regions of the world. The results of this 
study are used for the promotion of appropriate infant 
feeding. The second phase of the WHO collaborative study, 
dealing with the quality and composition of breast milk, 
is in process. This programme of breast-feeding is comple
mentary to a research programme in nutrition focusing on the 
weaning period. 
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MODULE 2 WPRO GUIDELINES FOR DEVELOPIN(; A RESEAKCH PROPOSAL 

Objectives 

At the end of this session, the participants will be 

familiar with WHO/WPRO review process for funding a research 
project 

able to differentiate between a project proposal and a project 
protocol 

able to develop a project proposal following WHO/WPRO guidel ines 

Exercises 

The participants should start developing the project proposal, 
following WHO/WPRO guidelines, for the research they have already 
identified as a priority. The proposals will be revised and further 
developed as other modules are completed. 

Reading 

2.1 Guidelines for formulation of a research proposal (WHO/WPRO) 

2.2 Application for financial support for health research (WHO/WPRO) 

2.3 A note on protocols and applications for research grants 
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GUIDELINES FOR FORMULATION OF A RESEARCH PROPOSAL 
(WHO/WPRO) 

INTRODUCT ION 

Any research undertaking will be time-limited. Health services 
research (HSR) is concerned with finding ways for applying available 
knowledge for improving health and has a short time-span. A research 
proposal is midway between a raw idea and a completed protocol, which 
provides a detailed operational plan specifying study instruments, analysi~ 
procedure and work plan. 

A research proposal should include information essential for a decisioll 
on funding and can be in three parts: 

Pa rt I: 

Part 2: 

Part 3: 

A short summary of the research projects based on parts 2 and 3 
below; 

A description of the project containing background, objectives alld 
proposals for action; 

Resource requirements including inputs needed from external 
agencies (if any). 

Essentially part 2 should cover the: 

Problem to which the project is addressed, i.e. why? 

Objectives and rationale of the project, i.e. ~? 

Methods and procedures to be adopted, 1.e how? including a rough time 
frame and and plan of data analysis. 

Expected outcome of the project. 

Expected impact on the problem. 

Part 3 should cover: 

Resources - both manpower, material and financial - needed for 
the project. 

Resources - both type and amount - required from external sources 
(if any). 

Statement if research 15 1n a priority area and of interest to the 
government. 
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DETAILED GUIDELINES 

,\ proposal is a short text (4-5 pages) written with the main object ive 
of exploring the funding possibilities of a research project. 

Short summary - Part 1: 

Title of the project: The title should be concise and meaningful 
containing key words specifying the work to be done. 

Summary of Parts 2 and 3: This short exposition should describe the 
project, particularly the objective(s) and the results to be generated 
by the study. The duration of the project and a short summary of 
external resource requirements should be given. 

Project description - Part 2; 

Introduction: A brief background to the project is given including 3 

statement of the problem to which the project is addressed. 

Objectives: The objectives should be described in order of priority. 
The objectives should be expressed in a way that allows their 
attainment to be measured. The rationale for the project should be 
br ie fly stated. 

Methods and procedures: A brief description of methods, approaches and 
procedures should be given. A rough overall-time frame for the study 
should also be given here. The duration of the project should be 
divided to different components - e.g. conduct of survey, data 
processing and analysis, etc. 

A paragraph should be devoted to the commitment of the writer to 
develop a formal protocol once resource-funding 1S guaranteed. 

Expected product: A concise description of the expected outcome of the 
project should be given. 

Expected impact: A summery of the significance of the work to the 
solution of the stated problem and to overall health improvement or 
services is needed here. 

Resource - Part 3: 

Resources needed for the project: Estimates of resources needed should 
be given under the following headings: 

Personnel - salaries, consultant fees, travel expenses, etc.; 
Facilities and equipment (including transport); 
Data processing/analysis; 
Other incidentals (including support costs). 

It should be noted that year by year estimates are useful but not 
essential. 



- 84 _ 

Annex 7 

External assistance needed: The nature and amount of any assistance 
needed for the successful conclusion of the project should be given 
preferably under the same resource headings listed above. 

Government interest; It should be stated that the research is in a 
priority area of health development and of interest to the government. 

Annex to proposal - Personnel particulars 

A brief statement should be annexed giving particulars about the main 
investigator and other individuals to be involved in the research project, 
together with a description of work completed, together with other relevant 
data including records of previous grants awarded, previous authorship of 
the investigators and any special experience, talents or skills that qualify 
these specific researchers to undertake the project. This enclosure should 
he selective and very brief covering the above elements. 
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Reading materials 2.2 

1 

World Health Organization 
Regional Office for the Western Pacific 

Application for financial support for health research 

I. SUMMARY SHEET 

Principal Investigator 

FAMILY NAME (SURNAME): 

FIRST NAME: OTHER NAMES 

Prof/Dr/Mr 
Mrs/Miss 

1.1 Title of post, position or appointment presently held by 
pringipa1 invest'igator 

1.2 Complete postal address: 

2 Institution responsible for the research programme 

3 

Name and address 

Title of Health Research Proposed 
(should be brief, precise and informative to workers outside 
your field) 

3.1 Objectives of research proposed 
(list specific objectives) 
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4. 

].2 Duration of research 

From (date): 
To (d;]te): 

J.J FlInds required (US $) 

19 19 

3.4 Time principal 
Project hours 

19 

Tota 1 (years): 

19 19 Tota 1 

ro oses to devote 
percentage or working time} 

to 

3.5 Is this research currently being supported by any other body? 
If so, please indicate the organization and sllmarize the support 
prov ided. 

Is the research proposed in this application currently being 
submitted, totally or in part, elsewhere for possible support? 
If so, to which organization(s)? 

tly which date is a decision expected? 

5. Institutional and National Ethical clearance and National 
Approvals* 

5.1 Institutional ethical clearance letter enclosed 

Yes II No I-I Not applicable 1---; 

5.2 National ethical clearance document enclosed 

Yes 1/ No I I Not applicable /---/ 

5.3 National approval document enclosed 

Yes I I No I-I Not applicable /---; 
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6. Applicant's signature~ 

7. Institution endorsement 
7.1 Head of Department 

7.2 Administrative authority 

*National medical research councilor equivalent body 
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I1. PROJECT DESCRIPTION 

Please read the followin instructions descri tion 
should be given under every heading in Part 
description). 

for project 

1. INTRODUCTION 

1.1 Objectives of proposed study 

Clearly and concisely list the general and specific purposes of the 
proposed study. If hypotheses are to be tested, these should be clearly 
stated under 1.5. 

1.2 Relevance of the proposed research project to an identified health 
development project or to a national health problem 

If the research is related to a national health problem, the problem 
must be analyzed and expressed in its simplest form. 

1.3 Field(s) of application of the proposed research results 

Field(s) of application of the proposed research results: specifically 
describe how the results of this study will help to guide policy makers, 
public health administrators or biomedical scientists. How will the 
recolnmendations emerging from this study be transmitted to the appropriate 
audience? 

1.4 Critical rev~ew of relevant literature 

Cite and summarize relevant literature - particularly similar studies -
linking it to the objective of the proposed research. The main objective is 
a critical assessment of the information available on the subject matter in 
question. 

1.5 Hypotheses 

Each hypotheses should be a testable proposition. It should be 
specific rather than vague statement and it should lend itself to a possible 
solution with the appropriate experimental techniques. 

Although the project is completely descriptive, indicate the specific 
questions or basic "assumption" which will direct the data collection. 

2. METHODOLOGY 

2.1 Summary of methodology 

Introduce this section with a paragraph of not more than 100 words 
succinctly summarizing the research design, sampling, intruments, and 
analysing. 
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2.2 Research design 

2.2.1 Variables 

These are defined as essential conditions which, when set at a certain 
value, ensure the occurrence of a given event. List the specific variables 
to be studied, identifying which are independent (background) variables and 
which are dependent (outcome) variable. Provide operational definitions of 
all "derived" variables (e.g. variables deduced or infered from the 
respcnses to several questions). If there is more than one hypotheses (or 
research question), a description of the relevant variables should be 
provided for each. 

2.2.2 Respondents/subjects 

Define the population to be studied, particularly in terms of the 
following variables~ (a) gender; (b) age; (c) marital status; 
(d) ethnocultural background; (e) religion; (f) other applicable life 
experience variables (e.g. education, urban-rural residence, etc.). Justify 
the choice of population to be studied in terms of the objectives of the 
research. 

Note that, if the proposed research requires access to clinic records 
or interviews with clinic patients, the proposal must be accompanied by 
evidence that the clinic facilities will be made available. If the proposed 
research involves secondary analysis of data, the investigator must provide 
evidence that the original data will be available. 

2.2.3 Sampling procedures 

Describe and justify the type of sampling procedures to be followed 
(e.g. quota sampling, simple random sampling, stratified random sampling, 
cluster sampling, etc.). Specify the sample size, and explain why this 
number of respondents is needed. 

2.2.4 Research intruments 

Describe the instrument(s) to be used (e.g. questionnaire, interview, 
schedule, projective tests, etc.). If possible, include a complete copy of 
the instrument(s) in the appendix. If the entire instrument has not yet 
been developed, provide in this section illustrative examples of the type of 
questions, scale formats, or other measurement techniques. Provide any 
information available regarding the reliability and validity of the 
instrument(s), particularly with respect to any pilot studies or pre-testing. 

2.2.5 Procedures 

Outline each of the steps to be taken in the conduct of the proposed 
study. Indicate when (in terms of weeks) each step will be begun and 
complete. For example: 

"Des 19n first draft of survey questionnaire (weeks 2-6) 
Train interviewers (weeks 4-5) 
Pre-test survey questionnaire (weeks 6-8) 
etc." 
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A "flow-chart", tracing each of the steps from the beginning to the 
completion of the project, can be a very useful appendix to this section. 

2.2.6 Data processing and statistical analysis 

2.2.6.1 Data coding and processing 

Describe how this will be done, where and on what equipment. 

2.2.6.2 Statistical analysis 

Briefly describe the statistical analyses which are proposed for 
eKamining the relationships among these variables, and whether these 
analyses will be performed by hand or on a computer. 

2.2.7 Bthical review 

For some funding agencies, the project must be ethically reviewed by 
local institutional authorities (e.g. a "human subjects review committee", 
lie thics commi t tee for research", etc.) prior to submiss ion. Explain what 
procedures apply in your country. 



1.1 

1.2 
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III. DETAILED SHEETS FOR PROJECT DESCRIPTLON 

Title of project: 

Introduction 

Objectives of proposed research 

Relevance of the proposed research project 
to an identified health-development pro
ject or to a national health problem 

Assessment by internal 
and external reviewers 

(Maximum marb 10) 

Int.: ( ) 

Comments: 

Ext. : ( ) 

~ Comments: 
II> 
(") 
ro 

(Maximum mark: 

.!!!£.: ( ) 

Comments: 

~.: ( ) 

Comments: 

10) 
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I 1.3 Field(s) of application of proposed Assessment by internal 
I research and elCternal reviewers , 

{Ma>timum mark: 20) 

Int. : ( ) 

Comments~ 

,... Ext.: ( ) 
:;i 
I-'-
rJl Comments~ 
rJl 
'0 
III 
n 
ro 
Hl 
0 
rt 

~ 
0 

to: (Maximum mark~ 10) 
til 

1.4 Critical review of relevant literature ro 
0 
::l 

( ) I-' .!!!.£. ~ '< 
'--' 

~omments; 

~.~ ( ) 

~omments~ 



1.5 Hypotheses 

2. Methodology 

2.1 Summary of methodology 
(rIOt more than 100 words) 
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2.2 Research des ign I Assessment by internal 

I I and external reV1.ewers 
2.2.1 Variables 

I (Maximum mark: 10) 

~.: ( ) 

iComments: 

,-.... 
~.: ( ) H ::r .... 

rJl 
Comments: 

rJl 
." 
Il> 
(") 
/1) 

'"" 0 

" 
~ 
0 

C 
rJl 

2.2.2 Respondents/subjects (if a.pl~licable) 
/1) 

0 
;:l 
f--' 

'<: 
'-' 
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2.2.3 Sampling procedures (if applicable) Assessment by internal 
~nd external reviewers 

(Maximum mark: 10) 

lnt. : ( ) -
Comments~ 

~xt. : r--
( ) 

~omments: 

'"' I-l 
~ ...,. 

'" 
'" '1:1 
Il> {Maximum mark: 10) 2.2.4 Research instrument(s) (if applicable) 
() 

OJ 

H1 ~.: ( ) 
0 

" 
~ Q.omments: 
0 

r: 

'" OJ 

0 
::J 
f-' ~.: ( ) 
'< 
'-' 

Comments~ 

2.2.5 Procedures 
(Maximum mark: 10) 

f' 
) 

I 

1 /ixt. : ( ) 
! 

Comments: 
! 
I i 

I 
! I 

I 

J 
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I 
2.2.3 Sampling (continued) I Assessment by internal 

and external reviewers 

(MalCimum mark~ 10) 
2.2.6 Data processing and statistical 

analysis Int. ; ( ) --
2.2.6.1 Data coding and processing Comments: 

(if applicable) 

r.. 
rl ::r 
1-'-
C/) 

C/) 

'0 
IU 
r> 
til 

( ) 2.2.6.2 Statistical analysis en Ext.: --0 
'1 

~ 
Comments: 

0 

so: 

'" til 

0 
::l 
I-' 
'< 
'-' 

2.2.7 Ethical review Int. : ( ) 

Comments~ 

Ext.: ( ) 

Comments~ 



- 97 -

Annex 7 

3. Overall technical assessment 

3.1 By Internal Reviewer~ 

3.2 By External Reviewer~ 
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I... 

IV. CURRICULUM VITAE OF APPLICANT 

1. Family Name (surname) 

First Name Other Names 

2. Date and place of birth 

at birth 
3. Nationality present 

4. Academic Qualifications and dates 

5. Posts held (type of post, institution/authority, dates 
chronologically starting with present appointment) 

6. Publications 

(use extra pages if necessary) 
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v. BUDGET 

I I 

I % of working 

I 
i , PERSONNEL 

(Functional title and time devoted Year 1 Year 2 Ye<lr 3 Total 
! name, if available) to project US $ US $ US $ US $ 
I 

-+ 
i 

I Il.l Professional , 
scientific staff ! 

I ! 
! 

I 
, 
i 
i 

I I 
J 

I 
i1. 2 Technical staff 

I 
I 
J 

I 

: 

I 
I , 
! 

1..3 Other staff 

: 

I 
, 
i , 

i 
I 

i J Sub-·total 
_~ . _ _ ._-L-_______ .. __ .. ______ 
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Budge t (cont' d. ) 

2 • OPt:RAf ING EXPENDITURES 
Year 1 Year 2 Year 3 Total 

US $ US $ US $ us $ 

0.1 Chemicals 

? .2 Suppl ies 

2.3 Glassware 

7.-'1 Minor eqllipment (less than US$lOOO each) 
( inclllde shipment and freight insurance 
cos ts) 

~.5 I Gasoline or petrol 

~.6 Equipment maintenance 

I 2.7 Data analysis 

I 2.8 , Other 

I , 

I 
, , 
, 

I 
I 

I 
I 

I I 
I 

, 
i I 
i 
I 

I 
I 
I 
I 

I SUB-TOTAL 
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1. MAJOR BQUIPMENT (over US$1000 each) 
(inc lude speci fications. .shipment and 
freight insurance costs: comment on 
total provision for maintenance/service) 

~UB-TOTAL 

4. ANIMALS (specify) 

Purchase 
Maintenance 
Purchase 
Maintenance 
Purchase 
Maintenance 
Purchase 
Maintenance 

SUB-TOTAL 

5.1 TRAVBL (specify) 
I 
I 
I 
I 

I 
jSUB-TOTAL 
I 

I 
6.\ OTHER EXPENDITURE (specify) 

I 
I 
i , 
! 
I 
I 

'SUB-TOTAL , 

AnneK 7 

Year 1 Year 2 Year '3 
US $ us $ us $ 

Total 
us $ 

I 

II 

II 

I 
II 
II 

I 
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Budget (cont'd.) 

--r 
7. SUMMARY Year 1 Year 2 Year 3 Total 

US $ US $ US $ US $ 

Personnel (8.0 

Operating expenditures (8.2) 

Animals (8.4) 

Travels (8.5) 

Other Expenditures (8.6) 

Sub-total Recurrent Costs 

I 
Major equipment (8.3) 

I ! G RAN D TOT A L 
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Reading Materials 2.3 

A NOTE ON PROTOCOLS AND APPLICATIONS 
FOR RESEARCH GRANTS 

1. The research protocol is usually taken to mean the plan of 
research, that is the steps through which the research wi II go. Thus 
a summary protocol will give the broad outlines and a working protocol 
will give all the details including, for example, the training manuals 
for interviewers and examples of all the tabulations. 

2. Most applications for grants towards research have to contain 
within them some kind of summary protocol - in order to tell the grant 
giving body what they are supporting. Usually they also contain other 
material as well, such as who is going to be in charge, who will help 
with analyses of data, the duration of the study and the 
qualifications of the research team. It is essential that grant 
applications be very carefully prepared and that they present a good 
and complete picture of what will be done and what it is hoped to 
achieve. Although they do not contain the whole detailed protocol 
there should be enough detail for the reviewers to be satisfied that 
the pitfalls can be avoided and the design of the study - however 
simple, is truly scientific and only objective conclusions will be 
drawn. 
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Steps 1n obtaining research grants (an outline) 

1. Researcher 

1.1 Gets an idea 
1.2 Formulates proposal 
1.3 Sends proposal for funding/approval 

2. Funding Agency 

2.1 Reviews proposal for relevance 
2.2 Assigns priority 
2.3 Assesses resource needs 
2.4 Informs researcher 

3. Researcher 

3.1 If proposa 1 

3.1.1 rejected, seeks other resources 

3.2 if prepared 

4. WHO 

3.2.1 
3.2.2 

accepted with comments, revises and resubmits (go to 2) 
accepted without any comments 

prepares project description (p.d.) 
sends p.d. to WHO 

4.1 Carried out 

4.1.1 
4.1. 2 

Internal reV1ew 
External reV1ew 

4.2 If protocol (P/D) 

4.2.1 to be modified, sends it to researcher with comments 
(go to 3.2.1) 

4.2.2 accepted, submits to Regional Research Development 
Committee 

4.3 enters into CTS agreement with researcher 

5. Researcher 

Submits periodic report if necessary, otherwise final report to WHO. 

CRITERIA FOR APPROVAL 

relevance 
non-duplicative 
evaluable 
affordable 
ethical 
procedural 
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Possi~le funding from WHO 

t. feasibility study 
2. protocol development 
3. implementation of study (including consultants) 
4. publication of findings - documentation 

- workshops/seminars 
5. application of findings in health care system 
6. research training grants 
7. study tours 
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MODULE 3 ~EALTH SYSTEMS RESEARC~ IN MCH/FAMILY PLANNING 
WHAT IS IT? 

Objective 

At the end of the session the participants should be able to; -

- explain what is meant by health systems research in MCH/FP 

- understand the contribution of health systems research to the 
effective and. efficient delivery of health care 

Exercise 

Discuss the following questions in your group 

(a) Is research always necessary to "solve" MCH/FP problems? 

(b) What would happen if no research were done at all? 

(c) Who makes the decisions about whether research should be carried 
out or not? 

(d) Does it matter if strict "scientific standards" are sometimes lIot 

followed in carryoung out health system research? 

(e) Does the conununity always have to be involved in health systems 
research? 

Reilding materials 

3.1 Notes: Health systems research. What is it? Who needs it? 

1.2 Extract from "A workbook on how to plan and carry out research 
on the risk approach in maternal and child health including family 
planning (Chapter 3). 

3.3 Research needs for Health for All by the Year 2000 by 
Dr R.A. Noordin (WPR/ACMR/81.11). 

Background reading 

"The Uses of Health Systems Research" by Carl E. Taylor 
(distributed separately) 
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Reading Materials 3.1 

NOTES 

HEALTH SYSTEMS RESEARCH. WHAT IS IT? 
WHO NEEDS IT? 

Three basic areas of research are recognised by WHO: 

1. Biomedical research - which deals with the technology of medical care. 

2. Health Behaviour Research - which deals with behavioural and 
attitudinal factors in population. 

3. Health Services Research - which deals with the efficiency, 
accessibility, acceptability, and effecti.veness of organized h'~alth 
serVlces. 

Health systems research takes health services research one step 
further and includes the private sector, indigenous health practitioners, 
efforts of the community itself and intersectoral influences on health. 
Health systems research is concerned with the strengthening of health 
care. It is an instrument for change. To study problems in health care it 
is necessary to ask the right questions - to look for gaps and 
inconsistencies and to ask "why is it so?" 

The public health nurse who asks herself why some of the children 
under her/his care are not thriving, and the health services administrator 
who ask why he/she is not getting results from a milion dollar progralmne, 
are both taking the first step in health systems research. One may be a 
simple study, the other may be very complicated. The message is that 
everyone can be involved in health systems research. The other thing to 
remember is that research is usually fun - it gives an extradimension to 
everyone's daily work. 
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Reading Materials 3.2 

Extract fcom 

"A Workbook on how to plan and carry out Research on the Risk Approach 
in Maternal and Child Health including Family Planning" 

CHAPTER 3 

HEALTH SYSTEMS RESEARCH 
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SUMMARY 

Primary Health Care (PHC) is the approach which countries 
have agreed to use in health development. Health Systems 
Research (HSR) is an important tool in this development. HSR 
should aim to produce reliable information quickly and 
reLatively inexpensively while maintaining scientific 
$tandards. The resuLts of HSR should directly influence 
political, managerial and technical decision-making and must, 
therefore, be both responsive to the needs of the community and 
realistic. Thus the community and health workers should be 
involved in the research. Their participation should be 
prepared and organized - it does not happen spontaneously. 

The ways in which studies on the risk approach are carried 
out will vary from place to place, depending on local problems, 
objectives, and resource available both for services and 
research. But the main stages of the study are similar 
everywhere. 

OBJECTIVES 

After studying this chapter you should be able to~ 

explain the role of studies on the risk approach Ln 
MCH/FP care in the context of activities leading 
towards "hea 1 th for a 11 by the year 2000"; 

list ttle main steps in organizing community and staff 
participation in research; 

list the main phases of a risk study, estimate resource 
needs and state the main principles of applying for a 
research grant. 
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Section 3.1 

Section 3.2 

Section 3.3 

Section 3.4 

- 11,0 -

Primary health care, MCH/FP and health systems research 

Community and staff participation 

The main steps in a risk study 
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Section 3.1 Primary health care, MGH/FP and health systems research 

SUMMARY 

Primary Health Care is the approach to the development of 
health care for all countries. MCH/FP is one of its eighth 
essential elements. Health Systems Research is not academic 
research but part of the development and management of health 
care. It is research aimed directly at producing progress and 
change. Scientific and purely "academic" considerations, 
therefore, have to be weighed against other elements such as 
time, money, the political setting and the feasibility of 
applying the findings. 

*Primary Health Care, Alma-Ata 1978, WHO-UNICEF, World Health 
Organization, Geneva, 1978. 
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PRIMARY HEALTH CARE 

Primary Health Care is essential health care made universally 
accessible to individuals and families in the community by means 
acceptable to them, through their full participation and at a cost 
that the community and country can afford. It forms an integral part 
both of the country's health system of which it is the nucleus and of 
the overall social and economic development of the community. 

Primary Health Care addresses the main health problems in the 
community, providing promotive, preventive, curative and rehabilitative 
services accordingly. Since these services reflect and evolve from the 
economic conditions and social values of the country and its communities, 
they will vary by country and community, but will include at least: 
promotion of proper nutrition and an adequte supply of safe water; basic 
sanitation; maternal and child care, including family planning; 
ilrununization against the major infectious diseases; prevention and control 
of locally endemic diseases; education concerning prevailing health 
problems and the methods of preventing and controlling them; and 
appropriate treatment for common diseases and injuries. 

In order to make Primary Health Care universally accessible in the 
community as quickly as possible, maximum community and individual 
self-reliance for health development are essential. To attain such 
self-reliance requires full community participation in the planning, 
organization and management of Primary Health Care. Such participation is 
best mobilized through approprite education which enables communities to 
deal with their real health problems in the most suitable ways. They will 
thus be in a better position to take rational decisions concerning Primary 
Health Care and to make sure that the right kind of support is provided by 
the other levels of the national health system. These other levels have to 
be organized and strengthened so as to support Primary Health Care with 
technical knowledge, training, guidance and supervision, logistic support, 
supplies, information, financing and referral facilities including 
institutions to which unsolved problems and individual patients can be 
referred. 

Primary Health Care is likely to be most effective if it employs means 
that are understood and accepted by the community and applied by community 
health workers at a cost the community and the country can afford. These 
community health workers, including traditional practitioners where 
applicable, will function best if they reside in the community they serve 
and are properly trained socially and technically to respond to its 
expressed health needs. 

Since Primary Health Care is an integral part both of the country's 
health systern and of overall economic and social development, without which 
it is bound to fail, it has to be coordinated on a national basis with the 
other levels of the health system as well as with the other sectors that 
contribute to a country's total development strategy. 
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The acceptance of PHC as the the approach to reach "health for all by 
the year 2000" has great implications for the way in which MCH/FP 
programmes are organized and implemented. The old approach, which 
concentrated on specialized MCH centres and standard routines and 
technologies is gradually becoming a more problem-solving oriented approach 
based on the principles of PHC.1 

Health Systems Research 

Health Systems Research (HSR) is recogniZed as an essential tool 1n 
developing Primary Health Care. As defined by WHO, 

"Health systems research is the systematic study of the means by 
which basic medical and other relevant knowledge is brought to 
bear on the health of individuals and communities under a given 
set of conditions". 

HSR is action research using scientific methods to provide information 
and insights which will~ 

make possible the improve understanding of health problems and the 
role and influence of health care; 

assist in more rational health planning; 

result in more effective and efficient health care which at the 
same time is better adapted to the cultural and emotional needs of 
people; 

encourage greater personal, family and community self-reliance in 
health matters by actively involving people in the study of their 
own problems. 

HSR has wide scope and involves health workers and scientists from 
many disciplines. Health research projects may range in size from major 
multi-national collaborative studies concerned, for instance, with the 
financing of health services to small studies involving one or two workers 
in a village or an urban neighbourhood. 

HSR is usually concerned with a given culture in a particular setting 
and hence, although methods may be generally useful, the results have low 
transferability. The conceptualization and formulation of the problem 
addressed will emerge from within each country and cannot be imposed from 
outside. The time element in HSR is crucial because the results must be 
available when they are needed; hence, unconventional approaches have to be 

lAdditional information on this subject is contained in; New trends 
and approaches in the delivery of maternal and child care in health 
services, Technical Report Series 600, WHO, Geneva, 1976. 
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developed. Crude approximations provided promptly and stated in br?ad 
terms may have a greater value than refined and accurate results WhlCh, 
because they can only be produced slowly, may become available too l~te. 
While this is a valid way to proceed if the information is needed qUlckly, 
it must be remembered that by sacrificing "scientific standards" one is 
increasing the chances of making wrong decisions. Scientific standards are 
set fo~ the purpose of ensuring that the conclusions drawn are correct. 
The stricter the standards, the more complex, costly and time-consuming 
research usually is. (HSR is sometimes considered "unscientific" or 
unacademic" since it "cuts corners" on conventional research principles.) 
However, maintaining all scientific standards will often result in studies 
that may be impossible to carry out because they are too expensive and 
time-consuming. The challenge of HSR is to strike a balance between 
scientific rigour and practical requirements. 

The main point is that HSR should produce reliable information on 
pertinent problems and thus influence political and managerial decisions 
which will improve the coverage and quality of health care. 

HSR is a powerful tool which could change the political desire for 
primary health care that already exists in many countries into the 
political will and operational and 'know-how' needed to provide it. The 
ultimate success of HSR must be measured both in terms of improvements in 
health services and in the health of the population. 

Ethical considerations 

Ethical considerations are as important in health service research as 
in biomedical research. Ethical issues must be considered when the study 
protocol is developed and the study implemented. If we sincerely believe 
that the risk approach will help to control top priority MCH problems, it 
might be argued that research is then unethical and wasteful. This is 
precisely the situation of the therapist who believes that the drug he 1S 
asked to test is in fact the drug of choice. He would then have no ethical 
right to undertake a controlled clinical trial. It is essential that this 
1ssue be faced at the outset. However, most health care programmes are not 
based on any research in the local setting. They are frequently a mere 
application of what "seems to have worked" somewhere else, with little or 
no scientific evaluation of the results. The application of new or 
modified strategies without research could thus be considered more 
unethical than testing them through a research process. 

Service research approach has another ethical aspect: resources are 
frequently provided during an experimental application of a new strategy. 
It would be unethical to withdraw such service resources from the study 
areas when the research is completed. This implies that the resource put 
into the service aspect during the study should not be greater than can be 
sustained after the research has been completed. Another implication is 
that a clear distinction should be made between the resources used for 
providing care and those needed to carry out the research. The problem 
becomes unsolvable when for example, the research staff provides care at 
the same time. By withdrawing the research staff, the care provision 
would, thus, stop. 

Problems in this area should be resolved before the study starts. 
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Sect ion 3.2 Community and staff participation 

SUMMARY 

HSR is an instrument of change. It must be responsive to 
the needs of the community and realistic in terms of the 
feasibility of application of its findings. The community, as 
well as health and health-related workers must participate in 
the research. l 

Community and staff part icipat ion does not "happen". it 
should be promoted and programmed. This requires tact, 
understanding, and the willingness to share responsibilities 
and decision-making on the part of the research organizers. 

Alma-Ata and comrllunity development 

The part~c~pation of the community in the development and management 
of health care (and, therefore, presumably in research aimed at its 
improvement) is one of the pillars of Primary Health Care: 

Self-reliance and social awareness are key factors in human 
development. Community participation in deciding on policies and in 
planning, implementating and controlling development programmes is now a 
widely accepted practice. However, it is understood and interpreted in 
different ways in different countries, being greatly influenced by the 
overall political structure and the social and economic situation. The 
case studies on community participation conducted by the UNICEF/WHO Joint 
Committee on Health Policy have helped to draw attention to and clarify the 
role of community participation in primary health care. 

Community participation is the process by which individuals and 
families assume responsibility for their own health and welfare and for 
those of the community, and develop the capacity to contribute to their and 
the community's development. They come to know their own situation better 
and are motivated to solve their common problems. This enables them to 
become agents of their own development instead of passive beneficiaries of 
development aid. They therefore need to realize that they are not obliged 
to accept conventional solutions that are unsuitable but can improvise and 
innovate to find solutions that are suitable. They have to acquire the 

lAdditional information on community participation is contained in: 
Community Involvement in Primary Health Care: A study of the process of 
Community Motivation and Continued Participation. Report for the 1977 
UNICEF/WHO Joint Committee on Health Policy - WHO/77.2 Rev.2. 
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capacity to appraise a situation, weigh the various possibilities and 
estimate what their own contribution can be. While the community must be 
willing to learn, the health system is responsible for explaining and 
advising, and for providing clear information about the favourable and 
adverse consequences of the interventions being proposed, as well as their 
relative costs. 

Cooonunity involvement 

Research on the risk approach, like all health systems research, 
relies heavily on the collaboration of the community. For example, the 
community may be involved by asking for their: 

agreement to submit to research questioning~ 

participation in development of the risk strategy; 

agreement to test new approaches in MCH/FP care and to support the 
eventual implementation of the new strategy; 

participation in the evaluation study (in selecting the evaluation 
indicators, in performing the final evaluation, etc.), and 
particularly in 

deciding upon the top priority healtn problem to be attacked - the 
so-called target health problem. 

One systematic approach to enlisting community 
make a brief descriptive analysis of the cooonunity. 
be considered are: 

participation is to 
Some of the items to 

1. The formal organizations representing groups of people, e.g. 
women's clubs, community development associations, elected 
political bodies, trades, unions, cooperative groups, village 
councils, religious groups~ 

2. The informal groups or important individuals, political, social 
and religious leaders, traditional birth attendants, traditional 
healers, "opinion leaders", "trend-setters", etc.; and 

3.fhe interests, attitudes and concerns of groups and key 
individuals. 

ror each of the important groups and individuals, a snort "profile" of 
interests, attitudes and concerns should be prepared. It is not, of 
course, proposed that a formal "register" of these profiles be established, 
but the research group should discuss them. This will facilitate contact 
and collaboration, and give an indication of the type and degree of 
participation (or resistance) whicn could be obtained or snould be expected. 
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Plan for first contacts 

The research group should prepare a brief plan of action for contact~ 
with the community; For example: 

Who should be contacted? 

How should they be contacted: personnaly, by letter, meeting, 
household visit? 

Who from the research group should deal with the contact? 

Which specific issues should be presented on this first contact? 

In some communities, certain groups 
organzation of community participation. 
the research group will have to take the 

Staff participation 

might offer leadership in the 
It is more likely, however, that 
initiative. 

HSR is frequently evaluative in nature and may understandbly meet 
resistance from government officials, managers and health workers; yet 
unless it influences policy and practice it is worthless. Therefore, every 
effort should be made to interest and educate decision-makers, in 
government and the community alike, in the importance of HSR and, if 
possible, to involve them in the research. 

The local health workers, as well as staff from other sectors and 
traditional health workers and their representative organizaions, should, 
of course, be involved from the very beginning of the research. 

A study of the health care system is frequently (and with reason) seen 
as a threat by the health staff, whose hostility can be expressed through 
open animosity and declared non-collaboration, or a grudging acceptance 
with half-hearted and partial collaboration. 

It is only natural that staff should feel threatened. The research 
group should understand and sympathize with this. The only way to overcome 
resistance is through frank discussion, full information and, of course, 
collaboration in decision making. 

"No researcher should fool himself into thinking that 
health service reserach can be carried out without 

staff and popular consent.". 
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1. INTRODUCTION 

The Working Group on Health Services Research, which met in August 1978, 
has recommended that all countries should set and regularly review their own 
priorities for health services research (HSR) which should be in keeping 
with nnational socioeconomic and national health plans. As it was not 
possible to set regional priorities in the absence of individual country 
priorities, the Group had agreed to accept the following interim priorities 
to guide WHO in its programme development: 

Primary health care 

Particular emphasis to be placed on: 

(a) alternative strategies for the financing and delivery of 
primary health care; 

(b) manpower studies, especially those involving general 
practitioners, nurses, village health workers and traditional 
healers; 

(c) strategies for the active involvement of the community Ln 
primary health care; and 

(d) cost effectiveness methods for delivering services to risk 
groups. 

Economic basis of health services 

Particular emphasis -~ be placed on: 

(a) broadly based descriptive studies of inputs and outputs aimed 
at producing reliable financial information at all levels 
within the health services; 

(b) exploration, with full community participation, of financial 
mechanisms for the operation of local health services; 

(c) cost effectiveness studies in the use of health manpower; and 

(d) cost containment strategies in areas such as hospital 
construction, use of pharmaceuticals and use of sophisticated 
medical technology. 

Technology assessment 

Particular emphasis to be placed on: 

(a) exploring ways and means of assessing and using traditional 
medicine in the delivery of health care; 
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(0) technology appropriate at the primary health care level for the 
prevention and control of communicable diseases; and 

(c) evaluation of the use of high cost medical technology. 

With the endorsement by the Regional Committee in September 1980 of the 
Western Pacific Region policies and strategies for health for all by the 

'year 2000, there is a need to reorientate research so that it is related to 
the &ttainment of health for all. This means that health service research 
should be based not only on immediate research needs but also on its 
eventual contribution and relevance to the attainment of the long-term goal 
of heal ttl for all by the year 2000. By orienting research to meet the 
requirements of health for all, a sense of urgency and purpose can be 
injected into the research programme and various research projects can be 
seen as part of an overall research pattern contributing to health for all. 

Since research priorities at regional level are dependent on country 
priorities, it is pertinent to look at certain issues pertaining to health 
for all at country level as a basis for considering research needs and 
priorities at regional level. 

2. REGIONAL POLICIES AND STRATEGIES FOR HEALTH FOR ALL 

The following are the highlights of the policies and strategies for 
health for all by year 2000 for the Western Pacific Region as they pertain 
to Member countries: 

(1) The social objective of health for all by the year 2000 is the 
attainment of a level of health by all the peoples of the world 
that will permit them to lead a socially and economically 
productive life. This implies that the mission of the health 
ministries in the Region is to improve the quantity and quality of 
health care available to the total population, especially to the 
under served population, at a price the community and the nation 
can afford. 

(2) The target of health for all by the yea 2000 is to be achieved 
through primary health care in the spirit of the Alma-Ata 
Declaration. This strategy calls for a more holistic approach to 
health development as well as for intersectoral coordination and 
requires community involvement in the decision-making process for 
health as well as a reorientation of the health system to support 
primary health care. 

(3) For the target of health for all by the year 2000 to be attained, 
a conceptual framework of the partner relationship between the 
community, government and the private health sector is desirable. 
This conceptual framework addresses itself to directing health 
knowledge and resources towards: 
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(a) laying the foundations for health, namely providing adequate 
food, water and shelter; 

(b) developing individual and community self-reliance in health; 
and 

(c) providing appropriate and affordable health technology for 
the sick, the disabled, the chronically ill and the socially 
maladjusted. 

(4) As responsible agencies for health development, health ministries 
should play an initiating and facilitating role in thei 
relationship with the community, the private sector as well as the 
other sectors, in order to help develop community self-reliance 
and to achieve health for all by the year 2000. There is a need 
to innovate and to adapt the structures and resources of the 
health ministries to meet the challenges of health for all. The 
main focal area of concern is the improvement of managerial 
processes for health development. 

(5) In view of the limited resources available, countries should 
develop an appropriate and affordable health technology and should 
exchange information and experiences in the spirit of technical 
cooperation among countries, thereby contributing to individual 
and collective self-reliance among nations. 

3. SOME ISSUES RELATED TO HEALTH FOR ALL THAT CAN BE 
ADDRESSED THROUGH RESEARCH 

3.1 Primary health care approach 

Being a major thrust in the strategy for health for all, research 
activities should give the highest priority to the development of the 
primary health care approach. Research is particularly needed in this 
field, particularly Research and Development (R&D) in view of the limited 
experience so far in getting community involvement through a cooperative 
relationship between the community, the government and the private sector. 

area; 
Among the issues and problems that can be addressed through research 

(1) Strategies for organlzlng and sustaining community involvement in 
health development in different situations, as in relation to the 
accessibility of health service infrastructure. The issue 
concerns the absence of linkage with health personnel and the 
approaches that should be followed. 

(2) The manner an extent in which formal and informal healing 
resources can be integrated so as to achieve coverage with 
available limited resources. 
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(3) In view of the limited community resources, exploration of various 
alternative strategies fo finance the delivery of primarY health 
care, such as by health insurance schemes. 

(4) Types of community health workers to be engaged in primary health 
care and the implications in terms of scope and effectiveness of 
their roles, taking into consider3tion also the needs of the other 
sectors. 

(5) Strategies for delivering special programmes with the global 
target of 1990 (nutrition for all, clean water and adequate 
sanitation for all, and immunization for al children by 1990) 
especially in the outreach areas, to spearhead primary health care. 

(6) The manner whereby primary health care can be integrated with the 
overall community development programme, especially in areas where 
resources and facilities are limited. 

(7) The means whereby community education can be integrated through 
the mass media and at community level in order to facilitate 
self-care as well as organized community activities in health and 
health-related matters. 

(8) Means of evaluating primary health care and extent to which 
communities at different socioeconomic and sociocultural levels 
can be involved in generating and sustaining information support. 

3.2 Health system support for primary health care 

While emphasis is given to the development of community-based primary 
health care as a means of attaining total coverage, primary health care 
cannot be sustained without supervisory, logistic and other support from the 
health service system. 

The following are considered to be the essential characteristics of a 
health system based on primary health care: 

(1) The system will encompass the entire population on a basis of 
equality and responsibility. 

(2) It will include components from the health sector and from other 
sectors whose interrelated actions contribute to health. 

(3) Primary health care, consisting of at least the essential elements 
included in the Declaration of A1ma-Ata, will be delivered at the 
first point of contact between individuals and the health system. 

(4) The other levels of the health system will support the first 
contact level of primary health care to permit it to provide 
essential health care on a continuing basis. 
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(5) At intermediate levels more complex problems will be dealt with, 
more skiled and specialized care as well as logistic support will 
be provided, and more highly trained staff will provide training 
and guidance to communities and community health workers on 
practical problems arising in connexion with all aspects of 
primary health care. 

(6) The central level will provide planning and management expertise, 
highly specialized care, teaching for specialized staff, the 
expertise of such institutions as central laboratories, and 
central logistic and financial support. 

It is necessary for the health system to be responsive to community 
needs and the existing health services will have to be reviewed so that they 
can more effectively and efficiently contribute to primary health care and 
to the health for all target. The issues for research will relate to 
organizational, managerial and other modifications required in order to 
effectively support primary health care. These will include the following; 

(1) In view of the limitation of financial resources, the types of 
health service delivery infrastructure considered to be the most 
appropriate and most effective to support primary health care, 
particularly in the underserved areas and to high-risk groups. 

(2) The types of organizational and managerial changes necessary, 
including changes in the role and duties of existing health 
personnel, in order to maximize the utilization of the existing 
health services and to facilitate the cooperative relationship 
with the community. 

(3) ~eans whereby referral can be enhanced between the different 
levels of the health system, including referral between the 
government and the private health sectors, not only in medical 
care but also in communications, logistics, etc. 

(4) Nature of the changes in health professional education that are 
necessary in order to produce health professionals who are 
community-oriented rather than health system-oriented and who are 
problem-solvers rather than disease-oriented. 

(5) Assessment of training in terms of its effectiveness in supporting 
primary health care. 

(6) Manner in which various programmes can be integrated with the 
existing health delivery system and programmes can be delivered 
through primary health care, considering that certain programmes 
have a global target of 1990, that is to say, ten years before the 
target date for making primary health care and the health system 
universally accessible. 

{7} Means of identifying and analysing various sources for the 
financing of health and health-related activities, both public and 
private, so that their utilization can be maximized in w(lrking 
towards the target of health for all by the year 2000. 
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(8) Extent to which resources, particularly the health budget, can be 
reallocated in order to maXimize the impact of health services on 
the community health status. 

3.3 Development of appropriate technology 

One barrier to the attainment of health for all is the use of 
te~hnology that is complex and costly. It is necessary to develop 
technology which, while scientifically sound, is appropriate and affordable, 
to replace any existing technology that may be expensive, have limited 
diffusion and may not be acceptable within the socio-cultural setting of the 
community. In addition to development research in primary health care 
technology already mentioned, there is a need for research to develop 
appropriate and affordable technology in the following areas: 

control of major diseases prevalent in the country and region, 
taking into consideration the present and future disease patterns; 

programmes on rural environmental health and water supply, expanded 
programme on immunization, applied nutrition, family health 
including family planning and others; 

equipment and drugs that can be produced locally, using local 
materials at low cost, including the use of traditional medicine. 

4. TYPES OF RESEARCH 

Several types of research activivities have been identified which can 
contribute technology and knowledge in support of health for all. These are: 

4.1 Disease-oriented research. This utilizes the tools of biomecical 
science to find new methods of preventing and handling ther major diseases 
which constitutes the main components of the burden of illness, particularly 
in the developing countries. Breakthrough in disease prevention and control 
will facilitate the achievement of health for all. For example the 
development of a vaccine against malaria would revolutionize malaria control. 

4.2 Health service research. Health service research is concerned with 
making health services accessible, acceptable, utilizable, appropriate and 
cost-effective. It also aimes to bring existing biomedical knowledge and 
methcds of disease prevention and management into practice for larger 
populations which currently do not receive such benefits. 

4.3 Health promotion research. This is concerned with health education of 
the individual, communities and of governments. It involves the 
modification of behaviour and development of the sense of responsibility and 
self-reliance in promoting and maintaining health. 
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4.4 Research and development (R&D). Essentially health service research, 
R&D is an approach to the development of primary health care which seeks to 
support national health staff at the periphery in the development of 
community self-reliance in health. R&D is developed initially in a few 
selected communities. Beginning with a community assessment of the 
socioeconomic situation, with emphasis on health and livelihood, R&D goes on 
to organizing the community, planning and implementing programmes by the 
community, learning and adjusting as the process continues, and documenting 
the experience. Existing teChnologies are challenged and appropriate ones 
developed. In this way knowledge and information are generated at grass 
roots levels. The experience in the developmental areas may contribute to 
policy formulation, especially in the fields of health services and manpower 
development. As experience is gained in one field, more communities are 
included in the developmental areas, thereby extending the experience 1n 
developing community self-reliance to other parts of the country. 

4.5 Health systems research. Considered as an extension in scope of health 
services research, health systems research looks at the whole system, in 
order to arrive at the best way of incorporating technology in the measures 
to he taken through primary health care and the referral levels of the 
health system. In addition, health systems research will be used to arrive 
at the best way of organizing health care at the first level of contact, 
continuing through subsequent referral levels and testing mechanisms for 
intersectoral cooperation and community involvement. 

5. TECHNICAL COOPERATION AMONG COUNTRIES 

In view of the scope and complexity of the national strategies and 
considering the limited available resources within countries, it is 
anticipated that few countries will be able to formulate and implement the 
strategy for health for all indepedently. Even fewer countries will be able 
to develop and apply research in support of health for all on their own. 
This underscores the need for intercountry cooperation, in which information 
and experience can be exchanged on various aspects of the strategy for 
health for all; collaborative research can be undertaken in areas of mutual 
interest; lost-cost technology can be jointly developed and applied, such 
as for water supply and waste disposal; and staff and expertise can be 
exchanged where necessary to facilitate research collaboration. 

Technical information can take place among developing countries (TCDC), 
among developed countries, as well as among developed and developing 
countries. The pooling and sharing of experience and knowledge will be 
mutually beneficial and will contribute towards individual and collective 
self-reliance. 
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MODULE 4 RESEARCH TOPICS IN MCH/FP 

Objectives 

At the end of the session, participants should: 

become familiar with an approach (means-end analysis) which can 
help identify alternative solutions (both research and 
non-research in nature) to particular problems; and so be 

able to decide on which of the alternative options so generated 
would require further systematic and scientific study. 

ElI.ercise 

Choose one topic from the Summary List of Research Topics 1n 
Family Health (MCH/FP) which was prepared on the basis of the 
presentation made by the national participants under Module 3. 

1. Use the means-end analysis in generating alternative solutions 
to solving the particular MCH/FP and related problem under 
consideration. 

2. On the basis of the analysis mentioned above, list down 
specific topics or areas which you consider would need further 
systematic and scientific study. 

Reading 

4.1 Summary List of Research Topics in Family Health (MCH/FP) 
prepared by participants (prepared by participants under 
Module 3). 

4.2 "Means-End Analysis". 

4.3 A separate document will be given as a handout, indicating 
topics of HSR of national interest in countries sending' 
participants to the workshop. 
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Means-End Analysis ..... 

INI'RODUCI'ION So often the problem in management is that when asked 
to plan we tend to plan for the elements or components 
with which we are directly concerned. As such, we may 

not recognize that our separate concerns are part of a sub-system which 
itself is only one part of the total system. 

An analogy might be when you realize a light in the car is not working. 

You might plan an action to correct the element: replace a bulb, 
or check other elements. what about the headlights? 
Perhaps one should realize that it is only part of a sub-system 
- the electrical system of a car which, in fact, is linked through 
the battery with the whole system. 

So it is often that a minor problem in an element or component leads us 
to request an overall maintenance of the sub-system and the whole system. 

But, how often do we stop to reflect in which element of sub-system do 
we function and how far do we-make the effort to ensure that what we are 
doing has reality for the whole system? 

A manager must be concerned with the entire system and with the relation
ship of objectives and strategies throughout the entire system, not only 
within his/her own section. division or department. 

One of the instrwlents of management that helps us to be more disciplined 
about determining strategies and assisting with decision-making in problem 
solving is the means-end chain. 

WHAT IT IS This approach is a systematic approach to problem-solvj~g. 
It basically asks the questions ''Why'' and ''How''. "\\'hy am 
I doing what I am doing?" and "How will I do what I shOUld 
do?" 

The means-end process or approach helps to reveal inter
relationships in the total system as well as providing or 
generating new and, often, unique alternatives of how to 
do things. 

The policy, mission or goal of an organization or team is 
the starting point or focus for all subsequent decisions 
with regard to courses of action for this achievement. 

Decision situations are therefore based on a careful ana
lysis of the mission or goal and they may be explained and 
structured by making explicit the hierarchical relation
ships existing between courses of actions. objectives and 
problems. 

With this cleared, the roles and functions of individuals 
can be made more specific and therefore later conflicts 
minimized. Areas of responsibility arid specific identifi
cation of accountability must be cOlTl\lJJ1icated clearly. 
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Rules and Procedures then have purpose and meaning, and 
people can learn to operate within them, understanding 
'why' and not just 'how'. 

All this alleviates to a great extent interpersonal 
problems. 

WHAT IT DOES The value of this technique consists of the following: 

1. Objectives at different levels can be related 
and the seeking of solutions to problems which 

will not contribute finally to higher-level object
ives can be avoided. 
It helps to detect inconsistencies and incongruities 
among objectives. 

2. The generation of optional courses of action is 
facilitated so that missing out an alternative 

can be avoiued. 

3. Courses of action which serve multiple objectives 
can be identified readily, thereby facilitating 

the evaluation of decisions on alternatives. 

4. Broad objectives can be translated into specific 
areas providing the basis for practical planning. 

I{)W IT IS DONE It is important to realize that as the que~tion 'Why' is 
asked as you go up the chain, the OBJECTIVES are being 
and not the causes. 

ITS PURPOSE 

EXTENT OF 
ANALYSIS 

As the question 'How" is asked as you go down, you are 
looking for the alternative solutions to the PROBLEM 
raised by the 'objectives' set. 

It should be noted that one is not looking for the solu
tion or a solution but a group of alternative solutions 
for possIble action. 

The main purpose in using the technique is to identify 
all the possible solutions to the problem. 

The chain, in fact, goes no further than the arranging 
of alternatives. The technique does not help you to 
choose a solution, except to the extent that it arrays 
every possible alternative and so allows you to make a 
study of these and so more easily judge their connect-
ion with objectives. . 

The question raised for the manager is how far up the 
chain does one go in asking 'Why'. The answer is: as 
far as one is involved in the system. One must not be
come compartmentalized and so shOUld look at objectives 
two level above one's own level of responsibility. 
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Concerning downward analysis, the need for detailed 
action planning will determine how far one should go. 
A premature closing of the system at the lower end 
will therefore always become noticeable and so does 
not have the same serious implication as stopping up
ward analysis too early. 

In summary, means-end analysis is designed to help one 
identify ultimate missions and long-term aims or goals 
and to establish alternative actions which will contribute 
to achievement of those missions or goals. 

It is therefore a tool for: 
identifying alternatives; 

generating alternatives; 
- moving from the general to the specific; and 

identifying inter-relationships. 

It is not a means'of assessing the relative merits of alter
natives, i.e., dec"ision-rnaking, but a tool for the generat
ing of alternatives. 

SDT~/:)6( 3) 
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MEANS-END ANALySiS ••••• An Illustrative Case 

PERSPECTIVE The following task presents a tool useful in problem 
analysis and diagnosis. 

PURPOSE To gain practice in and understanding of the use of 
means-end analysis. 

PROCEDURE Step 

Step 2 

Following your reading of the handout on "Heans

End Analys is", you should read very carefully the 

short illustrative exercise that follows. 

To give you a 'feel' of how this analysis is done, 

the following notes have been drawn up to provide 

you with a starting point. 

One way to begin the chart is by stating the de

sired function in the following manner: "Increased effect

iveness of the HCH/FP Section". This statement of ''What 

we want to do" should be placed near the center of the 

chartpad/newsprint. 

Then. move up the chain by asking the question: "Why?" 

"Why do we want to increase the effectiveness of the HCH/FP 

Section?" One possible answer is: "To get more work out of 

the Section." Again, ask ''Why?'' and move one level further 

up. "Why do we want to. \let more work out of the Section?" 

The chain should be "moved up" in this manner until the sys

tem with which you want to deal has been defined appropriate

ly. For the purposes of this task, let us "close the system" 

or "close the loop" with the statement that we want to "get 

more work out of the Section". 

The next step Is to ask if there are ways to get more work 

done other than by increasing effectiveness of the HCH/FP 

Section. If so, then there are alternatives to consider in 

case we find that we cannot increase the effectiveness of 

the HCH/FP Section. 

Finally, under all the alternatives, you ask the question 

"How?" "How are we going to increase the effectiveness of 

the HCH/FP Section?" Two possible answers are: "to improve 

morale" and "to increase supervisory visits". There are 

other alternatives and, of course, under each of these there 

are more specific "Hows?". 
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So far, the chain we have developed looks like this: 

f 
Why? 

I 
Improve 
Morale 

I 
How? 

! 

Increase 
Supervisory 

Visits 

I 
How? 

! 
Using the material developed in Step 2 described above 

as a start, complete the analysis or chain by Identifying 

additional "Whys?" and "Hews?" ends and means. 

Step 3 

Step 4 

Step 5 

Go over your analysis chart once again, when com

pleted: review every step, up and down - modify 

as necessary. 

Final ize. 

Review your work before coming to Meeting Room 

for MODULE 3. 

Ask your questions, if any, on the exercise des

cribed above before the whole assembly is divided 

into smaller groups to work on a similar exercise. 



C"'I 
C"'I 
...... 

RESEAROI TOPICS IN FAt-ilLY llEi\L111(~Ul/FP) 

..... 1 

>:1 The following is a SUlllllary presentation of Means-End Analysis in analyzing and diagnosing a problem. Through !\ the use of this technique or approach, one is able to (1) identify alternatives, (2) generate alternatives, (3) move from the general to the specific; and (4) identify inter-relationships as well as to better assess if Research would be required to collect information which 

[SO!ii1;lClo 2) 

l 

is essential and useful to achieving the objectives. ( r 
1 Why? 

( ___ u ___ , 

How? 

JSoiutioiiJ] 
'How? [--_._] 

lHow? r-----] 
~How? 

[ ____ m __ I 

.t. How? 

I J 

~ 

As the question 'Why?' is asked as you go up the chain, the OBJECTIVES are being sought, not the 
a~~. --
As the question 'How?' is asked as you go dOMl the chain, you are looking for the alternative solutions to the Problem raised by the 'objectives' set. 

Therefore, one is not looking for the solution or a solution but a group of alternative solutions for -possible action. Would that action require research or not? 

[Solution YJ 
+ 

, . -, I Solu,ion 7J • 
Ok. I am sure how. 

Ok. I am sure how. 

Ok. I am sure haw • 

Ok. I am sure how. 

I AM N<JI' SURE. Ignorance starts here. When the 
answers to 'How?' are "used up", 
the possible role of Research 
starts. 
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MODULE 5 DEFINITION OF THE PROBLF.M 

Objective 

At the end of the session, the part icipants shollirl be abl e to: 

define and select priority health problems and health sytem 
problems 

rlecide whether health services research will help in solvin~ " 
health systems research 

F~ercises (Read the following case-history) 

In examining the records of eight cases of maternal death in the 
preceding year, the new public health nurse/midwife (NMW) in a 
district health centre is concerned about the fact that it seems that 
only 25% of pregnant women are getting antenatal care and only 50% are 
delivered by persons supervised by health care system or by trained 
traditional birth attendant (TBA). In further analysing the 
situation, she finds that the pregnant women getting antenatal care 
are those living close to the health centre. The surrounding 
"dispensaries" have no MCH/FP activity, since the first level stl1ff is 
not trained in MCH/FP. They are, however, literate, and could learn 
some basic MCH/FP activities. 

Five of the eight maternal deaths were grand multiparae who did 
not practice family planning. In the district centre, family planning 
is only provided every ThurSday afternoon, and not as an integral part 
of MCH care. As she observes the patients coming to the centre she 
realizes that care is given to those pregnant women who are better 
off, and that those at high risk receive little or no care. 

1. Make a list of the problems identified by the NMW which are 
health systems problems? 

'2. Assume that "50" delivery by untrained THA's" is considered 8 

health system problem and list 5 questions you would ask yourself 
in order to further define the problem. 

3. Lis t 5 criteria which you would use in order to select thp 
priority health systems problems. Using that list of criteria, 
and the list of health systems problems define in question I 
above, prepare a two-way table which could be used to arrange thE' 
problems in order of priority. 

4. Tn further analysing the problem, it was found that the three 
main factors associated with the problems of maternal health were: 
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high parity, and many pregnancies In women over 35 years of age 

!lutri tional stunting of wanen (many pregnant women were Ie""", th.1! 
145 em) 

sepsis following "unclean delivery (birth)" 

Previously, TBAs had been trained for a period of Z weeks, but 
the Nursing Division in the Ministry of Health decided 5 years ago to 
stop any further training, since "many nurses/midwives were now being 
trained in the country's schools of midwifery". 

TWo posts of nurse/midwife have been vacant in the district for 
over a year, since there have been no candidates for the posts. TRAs 
used to come to the health centre for monthly inservice training, but 
this was stopped about two years ago. 

A national women's organization has 
is mainly concerned with some production 
and has not been much involved in health 

an active local chapter, but 
of fooo (b,,-"yard gardeninrl, 

"----care. 

The maternal care programme, on analysis, was not re<1l~hi nf!, Ollt to 
the outlying villages: on their occasional visits to vaccinate 
children, health workers informed the villagers ahout the antenatal/ 
postnatal programme, and the family planning programme. 

The clinic programme was as follows: (according to the Ministry 
of Health Manual): 

Monday Tuesday Wednesday Til ursoay Friday Sa turd av , 

Sick Sick Well-baby School Well-baby Admini s-
ch i ldren children clinic health cl inic tration 

0-1 

An tenata 1 Home An tenata I Fami ly Home 
(new vis it s (old cases) planning visits 
cases) 

At the small 3-bed maternity attached to the health centre, 
deliveries were attended by the midwives. Practically all the 
deliveries were normal. Six of the eight maternal deaths had been 
attended by untrained midwives at home. Five of those six deaths were 
probably due to sepsis following delivery. (This was ascertainl'd 
through interviews with the families and TRAs concerned. l 

Reports were prepared and sent to the provincial health office by 
the public health nurse/midwife. During the three years she had been 
in her post, she had not received any comments on the reports. She had 
heen visited twice during these years by the Provincial Nursl'/Midwifp 
Supervisor. 
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(a) List 4 alternative courses of action which the midwife could take 
to solve the problem. 

(b) Would you have chosen to undertake health service research to 
help solve the problem? Why? List the criteria you used to make 
the decision. 

Reading materials: 

5.1 Definition of problem for health system research 

Is research the answer? 
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Reading Materials 5.1 

DEFINITION OF PROBLEM FOR HEALTH SYSTEM RESEARCH 

IS RESARCH THE ANSWER? 

1. Why do problems catch attention? 

Problems 1n maternal and child health and family planning systems may 
be identified or become "pressing" in many different ways: 

through routine monitoring and evaluation 

through specific analytic surveys which systematically review the 
functioning of the health system 

through an incident which brings out a problem, for example, 
through the news media 

through community pressure 

through pressure from staff 

2. Health problems - health systems problems 

Definitions of problems are sometimes made very loosely. Quite often 
lists of problems include terms such as: 

tuberculosis 
diarrhoea 
MCH 
lack of health service coverage 

Such definition are not much useful in trying to find solutions since 
they are mixing three different concepts: 

tuberculosis 
dillrrhoea 

MCH 

lack of health 
service coverage 

are health problems 

is a concept of care 

1S a health system 
problem 

It is important to distinguish these. If health service research is 
to have real impact and attract wide support, it should deal with priority 
health systems problems, and those health systems problems should relate to 
priority heal th problems. This note suggest that the selection of 
researchahle topics in HSR goes through three stages: 
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1. selection of priority health problems; 

2. selection of priority health systems problems; and 

3. selection of priority research topics. 

But before going further in that process, the problems (both health 
and health systems) need to be clearly defined. 

3. A problem well defined is a problem half-solved 

A problem as first described is often not defined 1n such a way that 
anything can be done about it! 

"Maternal mortality is high" is the statement of a problem, but if 
that problem is not better defined one cannot do much about it. 

What do they die from? Who are those who die? Did they receive 
delivery care? From whom? What was the technology used? In order to 
better define a problem, a series of questions should be asked: "Why is 
that so?" "Because ... " "Why is that so?" And so on. 

A series of probing questions should be used to define and 
circumscribe the prob lem. 

One problem is thus broken down into several sub-problems. Often, 
there is a chain of interlinking problems, where action could be taken on 
several points along the chain (see Figure 1). 

4. Selection of priority health problems 

This process has been widely described and discussed. Applying a list 
of criteria can be a useful tool if it is remeMbered that it is only a 
tool: it does not give THE answer; it only helps to find AN answer. A 
format for health problem-5election is given in Appendix 1.---

Different groups of people have different criteria for deciding what 
is important and what is not. \o/hat is important to the politician is, 
perhaps, unimportant from the point of view of the physician. Whose 
opinion should be given the greatest weight? 

The selection of priority health problems is an important process In 
which all interested groups should playa role. 

Personal biases are easily and frequently involved when prioritv 
problems for action are identified. 

The personal bias or subjectivity can be reduced by applying a series 
of agreed criteria for priority selection to the list of problems. 
Refin<'Tllents of thi s method are described. The methods described must be 
used with caution and common sense. They are only tools and do not provide 
infallihle answers. 
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S. Selection of priority health systems problems 

Again, the problem need to be defined. "Lack of coverage is not a 
problem which can be solved as such. We need to define coverage for what, 
coverage for whom - and also why there is lack of coverage" Once the 
problems have been defined and clarified, the most important ones should be 
selected. The same framework as used to select priority health problems 
may be used, but the criteria for priority selection are not all the same 
(Appendix 2). 

Many criteria can be used to decide on the importance of a health 
system problem, for example: 

the ease with which a solution can be found; and 
the cost element. 

Different groups of people have different criteria for deciding what 
is important and what is not. What is important to the politician is, 
perhaps, unimportant from the point of view of the physician. Whose 
opinion should be given the greatest weight? 

The selection of priority health systems problems is an important 
process in which all interested groups should playa role. 

6. Is research the answer? 

Once the priority problem has been defined, a decision has to be made 
as to what actions to take. Many options are open: 

do nothing, with the hope that "this will disappear with time" 
set up a commission to investigate the problems 
refer the problems to the supervisor 
take a decision to change something 
do some "research" 
wait and see (sometimes research is another way of waiting and 
see ing! ) 

How does one decide whether research can help solve the problems? 
Basically, research provides information. But it also helps by analyzing 
and defining problems and by bringing different persons together in a 
problem-analyzing and problem-solving atmosphere. Decisions for change 
are, therefore, often taken before the results of the research are 
available. 

There are no rules to help in deciding whether "research is the 
answer". It will depend on: what is usually the strongest stimulus for 
change in the system? research? orders from the top? pressures from 
below? whether research traditionally has an impact? whether there is 
time to wait for research findings? what prestige do the researchers 
have? the quality of the research? the cost involved? etc. 

Clearly health services research is not a panacea and one should be 
careful not to promote it for the wrong reasons. (One such "wrong" reason 
might, for example, be that the researcher is "interested" in the problem.) 
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In deciding relative prior1t1es we shall have to be practical, use 
available information and, probably, inspired guesswork. There are a 
number of guiding principles: 

obviously the more common problems should have a higher priority 
than the more rare (all other considerations apart); 

the more "serious" health problems should have higher priority than 
the less serious; 

the more easily preventable health problems should have a higher 
priority than those that are more difficult to prevent; 

those with upward trends over time must have higher priority than 
those which are steady, and these must have a higher priority than 
those that are diminishing; 

we must respect and allow considerable weight to community 
concerns, community priorities and preferences. 

Means and analysis has a way of pressing down on when research may be 
lIseful \"as described in Module 4. 

7. ConcI us ions 

The raison d'etre for health systems research is that it stimulates 
change in the health care system and thus contributes to the reduction of 
priority health problems. Research topics are not always well selected; 
that is one of the reasons for non-application of findings. A systematic 
approach should, therefore, be taken to select the research topic. 

Certain tools exist which can help to select "researchable topics". 
tiut these are only tools, and they do not replace common sense, scientific 
intuition and social and political sensitivity. 

SUMMARY 

HEALTH PROBLEMS 

define the problem 

select priorities 

HEALTH SYSTEM PROBLEMS 

define the problem 

select priorities 

flEALT H S YST EMS RESEARC H 

choose the topics for research 

EL/FIIE/l4.9, 1983 
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To get some order into the process, criteria for priority selection 
might again be used, in thH same type of framework as used for health 
problem selection. The process will be the same, but the criteria will be 
different. Instead of problems, the vertical column to the Ipft will 
include research topics (Appendix 3). 

FIGURE I 
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MALNUTRIT ION 
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THE SEQUENCE OF RESEARCH -
THE PROTOCOL OR PLAN 

At the end of this session, the part icipants will be; 

Annpl( 7 

familiar with the sequence of ideas which underlie the protocols 
of a research project and so be 

Ex ere ise 

able to list in broad out line the steps th rough whi ch the i r own 
studies should progress from problem to solution. 

(Ising the four ideas outlined in the attached notes, write the 
headings for a rough outline protocol (on one page for each heading so that 
notes may be added later) for one of your "re search nel'rls" whi ch you 
presented earlier. 

Reading materials 

6.1 Notes and Protocol Outline 
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NOTES 

The "sequence of research" is composed of a series of logical steps 
which are usually slightly different for each research design and also 
differ somewhat from person to person. Essentially, however, they are the 
same and, wri tten down, they constitute the research "protocol" or agreed 
terms of reference - the plan. 

Sometimes every step is written down in this plan of research; 
sometimes only the broad outline. However, what always happens (after the 
complicated administrative preliminaries such as funding, gathering a 
research team, obtaining local agreement and cooperation, etc.) is that 
four id('as are worked through and written down. 

First, the problem is turned into a research objective - a series of 
questions to be answered or hypotheses to be tested. 

Next, relevant data are to be collected together and turned into tto .. 
kind of information which will answer the questions. 

Next, there will be conclusion to be drawn: have the questions been 
answered and do the hypotheses stand or have they been destroyed? 

Finally, the conclusions will have to be applied in some way, and 
implf'lnented so that the system is altered. 

Idea 

As part of the first idea in writing a research proposal, it is lIS'I.11 

to state the problem or general area of concern, for example, the under or 
mis-use of skill, the low vaccination rate or the fact that it is 
fashionable not to breast-feed babies. 

The problem is then further defined and a serl.es of quest ions which 
could be answered by research posed along with the hypotheses or guesses as 
to the likely reasons. 

In order to support these approaches, it is usual to review hri ... fly 
what is already known of the problem and what other research has been don(> 
in this suhject. This literature review is nec(>ssary so as to avoid 
repetition and to build new research upon a sound basis. 

Id ea 2 

The second idea is the most important. It is concerned to nescribe 
the methods which will be used to answer the research questions. The 
research rlesign will show how the data will he collected (and ensure their 
re presentat i venes 5), how they wi 11 be organized into tab les and how perusa I 
of these tables will answer the research questions. This is thf' proce~s of 
turning facts (which can range from chance expressions of opinion, through 
such everyday matters as the nlMlber of patients in each clinic to hlood 
litrf's or weight increments) into information. 
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Idea 3 

nrawing conclusions is, of course, a dangerous exercise unless the 
information speaks for itself and the research design is such as to avoid 
all the obvious pitfalls. Conventional tests are useful when there is some 
doubt and a conclusion which, if implemented, can do no harm and can often 
be less "secure" than one potentially damaging. In all cases cone Ius ions 
must be reserved and never go beyond the information. They should he 
expressed in terms of answers to the research questions and it is helpful 
to know how "secure" they are - that is, how confident the researcher can 
be. 

Idea 4 

Implementation is the most neglected part of research (and many of the 
older research workers regarded implementation as beneath their dignity). 
Plans for research are incomplete without plans for implementation and a 
good protocol will include the mechanisms and motives for change as well 
as, of course, plans for what happens if the research findings are negative. 

The main steps 1n the research process 

The research process is fundamentally a logical series of steps 
leading progressively from the identification of a researchable problem to 
the final analysis and interpretation of data and the utilization of the 
findings to improve health services. Identifying the specific problems to 
be addressed and formulating hypotheses that might explain the perceived 
reasons for the problems are the first steps. 

Questions must be carefully and clearly defined which relate to 
specific hypotheses, then decisions must be made as to what information 
will answer the questions, from whom will this information be obtained, 
what study design will best supply this information, and how should the 
information be arranged to answer the questions. The next step involve the 
selection and design of the research instruments, the collection of the 
data from the study population, and the analysis and interpretation of the 
data arranged in tabular form according to the original research questions. 

The following outline of a research protocol - the plan of the 
research - is an example of the order that should be followed in carrying 
Ollt any health systems research project. 

Research protocols (the plan of the research) 

A detailed protocol or plan of research should contain most or all of 
the following - usually, but not necessarily, in this order. These are 
examples only of the headings which might be used in preparing a detailed 
resea rch protoco 1. 

1. The problem 

(a) The general area of concern 
(b) The specific problem - the research objective 
(c) Hypotheses to be tested (if any) 
(d) Literature review 



- 152 -

Annex 7 

2. The method 

3. 

(a) The research questions to be answered 
(b) The type of tabulations which will answer those questions 
(c) The research design to be used 
(d) How the information is to be gathered and from whom 
(e) The instruments of data collection 
(0 The populations concerned 
(g) Sampl ing 
(h) Data collection and analysis 

The results and conclusions 

(a) The research questions and related tabulations 
(b) What do they show? Is is significant? How confident can we be? 
(c) What conclusions may be drawn? Do they support the hypothesis? 

4. Implementation and utilization 

(a) Distribution and publication of the results and conclusions. 
(b) Policy or other implications including innovation in health care. 
(c) Social and political actions towards these ends. 

J 
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MODULE 7 THE USES OF HYPOTHESES 

Objective 

At the end of this session, the participants will be able to: 

explain how to formulate hypotheses in health systems research 

able to state these hypotheses in terms which can he tested 

able to develop criteria with which to select those to be 
subjected to scientific study and research. 

Ex erc ises 

1. There are sufficient well-trained nurses/midwives in your area but 
they are little used. Maternal and perinatal death rates are high. 

Develop a series of hypotheses which could give rise to studies in 
local primary health care and lead eventually to better use by mothers of 
available health care facilities. 

2. Take the following example and add some more explanations. Consider 
the interaction of these hypotheses and state that chosen for testing in 
terms which lend themselves to research. What kind of study would you 
propose? 

Suppose only a few pregnant women come to ante-natal care. Among thp 
many reasons as to the cause of this poor utilization, local people mention: 

the difficulties involved in getting there 

a reluctance to leave small chiidren alone at home when the mother 
goes to the clinic 

the unfriendly attitude of health workers at the clinic. 

3. nevelop hypotheses as to the reasons for the poor birth spacing in 
your area. Convert rough guesses into research hypotheses which can be 
tested. What kind of study would you propose? 

Reading materials 

7.1 Notes 
7.2 Extract from "A workbook on how to plan and carry out research on 

the risk approach in maternal and child health including family 
planning (section 5.1) 
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THE SEQUENCE OF RESEARCH -
THE PROTOCOL OR PLAN 

NOTES 

1. Think of your own experience and thought processes when you are 
confronted with a health problem such as: 

- which of the possible treatment is the best? 
- why is the perinatal death rate so high? 
- why are all these children suffering from diarrhoea? 
- why is family planning accepted but not used? 

2. There is evidence that a feature of all unconscious (and some 
conscious) thought processes is: 

(a) the recognition of a problem, why? or how? 

(b) the automatic scanning of what is known which could explain the 
phenomenon and give the answers; 

(c) the selection of the most likely explanations from among many; 

(d) the rejection of the less likely explanations; 

(e) the emergence into consciousness (if not there already) of the 
most likely explanations; 

(f) the further testing of these explanations - hypotheses, as a 
result of conscious effort. 

3. This process of seeking for and choosing explanations - "the most 
1 ikely" - is probab ly a bas is for much of our risk-taking behaviour as we 11 
as our rational or "hypothetico-deductive" reasoning. Whether this is or 
is not what happens, it is reproduced in the scientific method where 
explanations are sought by the erection of hypotheses - guesses as to why 
or how - and their testing by experiment - if you like a rigorous attempt 
"to attempt to dislodge the guess". If it withstands the assault, it is 
more likely to be the true explanation - though the hypothesis is only 
"supported", not proven, by not being able to destroy it. The hypothesis 
is thus a positive or negative declaration and usually starts with "That 
there is no difference between ... " or "That there will be ..... ". 

4. The many possible explanations for a health problem can be rendered 
into research hypotheses by first arranging them in a hierarchy (ranked 
order, ascending order) with the "most likely" at the top. Next, the most 
important of these can be selected; important, that is, in terms of the 
eventual application of the research in solving the health problem. 
Finally, the most practical in operational and economic terms should be 
selected and the guess translated into a statement which can be tested. 
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HOW TO DEVELOP RESEARCH HYPOTHESES 
WH ICH ARE USE FlIL 

1. Search in the literature. 

Annex 7 

2. Brief different people together in the study groups or in the study 
steering committee to get different points of view (community, staff, 
technical specialists, etc.). 

3. Spend time and effort on it. 

4. Means/ends analysis gives ideas of possible actions to solve 
problems. Will help you to choose hypothesis which can be useful for 
later action. 

5. Make quick surveys of existing data 1n health centres to see if the 
hypothesis might be correct. 
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EXAMPLE OF HYPOTHESIS FORMULATION 

PROBLEM = MATERNAL DEATH RATE 

dJ dJ ! I 
G G 

Most likely 
hypothesi s 

(50% deliveries 
by untrained 
midwives) 

~ ~ \ \ 

w W 
Most 1 i kely 
hypothesis 

(Mothers have high 
respect for un-
trained midwives) 

[b I c£ I 

I 3 I etc. 

(Hypotheses need to be continually sharpened to the'point 
where they can be tested by research.) 

1 
G 

I 
Q 
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Reading Materials 7.2 

Extract from a "Workbook on how to plan and carry out research 
on the ri sk approach in MCA IFP care" 

SE'ction 5.1 The objectives of the study 

5.1.1 Choosing a research topic 

5.1. 2 Stating the research hypotheses 

5.1.3 Setting the research objectives 
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5.1 The objectives of the study 

SUMMARY 

At this stage, the study group will have a fairly good 
knowledge of the health problems in the country. It will have 
a good understanding of national HCH policies and programmes, 
and a "feel" of what the local problems and attitudes are. The 
study protocol must now be further developed. The first task 
is to specify the research topics, develop the hypotheses, and 
set the research objectives, which are interlinked. After 
thorough discussion by the research group and the steering 
committee, these should be described in considerable detail, as 
an essential part of the study protocol. 

In order to define the particular research topic that we will be 
investigating, an understanding of the problem is necessary. It is useful 
to make a simple statement of the problem in terms of the difference 
between "what is" and ''what should be". "What should be" indicates what 
the group feels could reasonably be achieved.* 

EXAMPLE 

STATEMENT OF THE PROBLEM 

In Fictitia, the perinatal mortality rate for infants 
weighing more than 2500 grams at birth is 25 per thousand, and 
"i t should be" between 5 and 10 per thousand. 

The problems thus identified (and at least partially quantified) 
should follow from, or be based on, the priority health problems identified 
by the procedures described in Chapter 4. Not all the problems identified 
in Olapter 4 will lend themselves to the risk approach. For some problems 
- for example, measles - the relevant intervention is so obvious -
immunization - that doing a risk approach study would be a waste of time 
and money. Before making a definitive list of problem areas, the group 
should thoroughly discuss all propoaals, consult with other research 
workers and examine the literature on the proposed subjects. 

*This might be seen as the first step in setting the objectives for 
health action. At this stage, it is only tentative. 
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5.1.1 Choosing a research topic 

Once the problem areas have been identified (for example perinatal 
death, maternal death), the reseach topics must be framed. They must state 
what you want to find out in very specific terms (e.g. ''We want to quantify 
the association between maternal energy intake and foetal growth"). 
General statements and broad rhetoric should be avoided (e.g. "We wllnt to 
find ways of improving the health of mothers and babies"). 

Since this is to be a study on the risk approach, we are interested In 
the relationship between risk factors and unwanted outcomes. Thus, all 
research topics must be phrased accord ingly. There must be a clear 
indication of how these unwanted outcomes are to be quantified and measured 
(for example by age - specific mortality rates, prevalence, incidence, 
geographical distribution); which are the main risk factors suspected to 
relate to these outcomes; and, how these risk factors are to be defined and 
described (prevalence, distribution). 

The number of research topics should be limited - it is unlikely that 
one study will allow a large number of questions to be answered. 
Furthermore, resources likely to be available must be taken into 
consideration. 

5.1.2 Stating the research hypotheses 

Following the selection of the research topics, the next logical step 
is to state (or "frame") the hypothesis(es} to be tested. A hypothesis is 
defined as "A supposition or conjecture put forward to account certain 
facts; and used as a basis for further investigation by which it may be 
proved or disproved". 

One example of the research hypothesis for a risk study could be: 

It is possible to identify, through the use of risk factors, groups of 
pregnant women, whose children will have a higher incidence of perinatal 
morbidity and mortality than the rest of pregnant women. 

Hypotheses are sometimes phrased in the negative form (the null 
hypothesis). "It is not possible to identify ••• ". Although this may 
appear awkward, statistical tests can only be used to validate the results 
of the research if the hypothesis is couched in these terms. Such tests 
measure how likely it is that the results that have been obtained in a 
survey could have occurred by chance given that in reality, no relationship 
existed. If this is extremely unlikely, then we can 'reject' the null 
hypothesis and 'accept' the alternative (which says that "It is 
possible •••• "). 

Working hypotheses need to be more specific. One example of a 
specific hypothesis derived from the above general hypothesis might be: 

The chi ldren of pregnant women with 5 or more previous 
pregnancies will have a higher incidence of perinatal morbidity and 
mortality than those of women with fewer previous pregnancies and the 
difference in incidence is big enough to be useful in developing a 
strategy based on the risk approach. 
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The development of hypotheses is useful for several reasons: 

(a) It facilitates the choice of study design, of methodology, of the 
variables to be included and of the way the data should he 
analyzed. 

(b) Well defined and clearly expressed hypotheses are helpful 1n 
organizing and analyzing data. 

(c) It helps to decide whether the research questions are appropriate 
and clearly expressed. 

Testing of one hypothesis will often stimulate ideas for related 
hypothese s*. 

The framing of hypotheses might seem to be an unnecessary and pedantic 
undertaking. But it is essential to have clearly defined hypotheses in 
order to avoid confusion, loss of time and the collection of unnecessary 
data during the implementation of the study. 

5.1.3 Setting the research objectives 

Once the problem areas have been selected, the research topics defined 
and the hypotheses framed, the next step is to list the specific research 
objectives. Although these are implicit in the research topics and in the 
hypothesis, they must now be stated in terms of what needs to be done to 
obtain the information required to test the hypothesis. 

EXAMPLE 

RESEARCH OBJECTIVES 

to obtain reliable records of all births in a defined 
population during a specified period of time 

to obtain reliable records of perinatal deaths In the same 
population during the same period of time. 

The list of specific objectives should be exhaustive. If one or more 
objectives are missing, they will not be incorporated in the study design. 
This omission may lead to missing or misleading data and the failure of an 
important part of the study. 

*As has been said before, the research development process is not 
"linear". It is described in this way for ease of presentation. Thus, 
hypotheses will continuously be reviewed, and new ones added during the 
subsequent steps of the protocol development as well as during the 
implementation of the study. 
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MODULE 8 RESEARCH APPROACHES: THF. GRAND STRATF.GY 
AND THE DIFFERENT RESEARCH DESIGNS 

Objectives 

At the end of this session, participants will be able to: 

0) Describe the main types of research design used in population and 
health care studies. 

(2) List their advantages and disadvantages 

(3) Give examples of where descriptive, analytic and experimental 
studies would be appropriate. 

(4) Use correctly commonly occurring descriptions of study designs 
such as retrospective, prospective, cross sectional, 
case-control, cohort, etc. 

Exercise 

1. Take the "research topics" or problems for research which we're earl i('r 
described by each member of the group and decide what research designs 
would be most appropriate and why. 

or 

2. nescribe the most appropriate research design and give reasons for 
your choice, for the investigation of: 

(a) the reasons for and extent of non immunization in a villagej 

(b) the reasons for and extent of the decline in breast feeding in a 
vi llage; 

(c) the relationship between low socioeconomic status ane! pulmonary 
tuberculosis in schoolchildren; 

(d) the effectiveness of food supplements for children; 

(e) any association between increases in maternal blood pressure and 
the use of oral contraceptives. 

Reading materials 

8.1 Notes 

R.2 Extract from lOA workboop on how to plan and carry out research 
on the risk approach in maternal and child health including 
family planning (section 5.2) 
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Reading Mat~rials R.I 

NarES 

I. There is considerable confusion in the description of different 
research designs used in health systems research. This is largely becllll!l~ 
the epidemiological methods used are inherited from chronic disease 
studies. Thus, there were four steps in the well known lung cancer story: 

(1) The hypothesis was refined by repeated DESCRIPTIVE SURVEYS 

(2) It was tested first by A CASE-CONTROLLF.D RETROSPECTIVE STUDY of 
patients with and without the disease. 

(3) It was further tested by A PROSPECTIVE STUDY to see if heavy 
smokers were more likely to get the disease than others, and 

(4) The lowered risks to those giving up smoking were demonstrated -
a kind of experiment. 

A hypothesis about breast feeding or vaccination could be tested in 
much the same way though health care systems rarely respond as individuals, 
control populations can rarely be arranged and the end results of 
interventions are difficult to measure. 

2. qualitative and quantitative designs 

The most basic distinction in design is probably between qualitative 
and quantitative though many research workers would deny that the 
qualitative study of, for example, the feelings of a very small number of 
unrepresented patients can ever be called rf'search. However, there arp 
increasing number of ways in which qualitative studies can be rendered morp 
"scientific" and they are, of course, vital in all studies of behaviour and 
attitudes and as a prelude to forming hypotheses. 

3. Among the quantitative designs, three main groups are usunlly 
recognized; 

(a) Descriptive studies are usually surveys of the existing situation 
the focus of which is either to help define the problem (e.g. How bi~ 
a problem is chi ld malnutri tion in the area?) or to take the 
development of an existing hypothesis one step further (e.g. Is it 
really true that malnutrition in this area is confined to those oldf'r 
sibs who are last but are in birth order?) 

(b) Analytic studies are usually somewhat more complex and might. for 
example, p1ck "cases" of elder sibs and matched controls who were not 
elder sibs but were similar in every other respect and inv('sti~lItp 
their nutritional status. In this case, the hypothesis which is beinr 
tested is that most attention and food is given to the youngest ann 
that better birth spacing might be one solution. 
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Analytic studies of this kind can be of many different types but 
th ree are most commonly used. 

(i) Case-controlled retrospective studies are quick, useful, 
but open to large errors. They look back in time and often rely 
on memory. They are part icularly useful in testing hypotheses 
such as: 

That smoking cigarettes (or avoiding certain foods, or 
taking certain drugs or doing certain types of work) in pregnancy 
predisposes to perinatal death. 

Mothers who had suffered perinatal death are matched with 
mothers who have not and both are questioned about smoking during 
the pregnancy. Differences between the groups showing an excess 
of smoking in the bereaved group would support the hypothesis. 

(i i) prospective studies (sometimes called "cohort" studies) 
look forward in time (and are thus much more accurate than 
retrospectives). An example which tests the same "smoking" 
hypothesis would be to record the smoking habits of a population 
of pregnant women. The records would then be put away until the 
end of pregnancy when the amount smoked could be seen in relation 
to the pregnancy outcome. 

(i ii) Cross-sectional studies do not go either forward or 
backward in time but, like the example of malnutrition in those 
last but one in the birth order (above) are based on contemporary 
information. 

(c) Experimental studies - this kind of study actually alters 
experimentally the situation to see if the expected result is 
forthcoming. Thus in the example used above women would be persuaded 
to avoid smoking during pregnancy and the expected outcome would be a 
lowered perinatal death rate. 
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EXAMPLE: RESEARCH STRATEGY 

HEALTH PROBLEM Adolescent Pregnancy 

HEALTH SYSTEMS PROBLEM Failure of Famil y Planning Programme 

1. DESCRIPTIVE STUDIES 

"'ho? Where? When? 
Use existing data or special surveys. 

Leads to hypothesis that family planning programme is not being 
directed to needs of adolescents in towns. 

2. ANALYTIC STUDIES TO TEST HYPOTHESIS 

(a) RETROSPECTIVE STUDY 

Cases - Adolescent girls in town ante-natal clinics 

Control - Adolescent girls in general population - town and 
country 

(b) PROSPECTIVE STUDY 

Follow population of adolescent girls for two years to determine 
characteristics and nature of contact with family planning 
services of those who become pregnant and those that do not. 

3. EXPERIMENTAL (Intervention) STUDIES 

Change approach to family planning services in one town only and 
compare experiences of adolescents in that town with those in another town 
where services are not changed. 

( NOTE: Cross-sectional studies can be descriptive, analytical or 
experimental. They usually involve taking a sli~e from the data 
base in the past, present or future). 
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Reading Materials R.2 

Ex trac t from "Workbook on how to 
research on the r1sk approach 

Sect ion 5.2 Choice of survey type 

5.2.1 Time sequence 

- croBs-sectional 
- retrospective 
- prospective 

5.2.2 Study populat io n 

- cohort 
- case-control 

';.2.3 Ap proach of the study 

- descript ive 
- analytica 1 
- experimenta 1 

5.2.4 Consideration in choice of survey type 
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S.2 Choice of survey type 

SUMMARY 

Several types of surveys can be used to study the same 
prohlem. Survey types can be classified according to: 

the time sequence of data collection (cross-sectional, 
retrospective or prospective); 

the study population (cohort or case-control); 

the approach of the study (descriptive, analytical or 
experimenta 1) • 

The choice of survey type will be mostly influenced by; 

the hypothesis which is to be tested; 

the data needed for the specific research hypothesis 
and objectives; 

the resources available (time, money, staff, 
technology) ; 

the ease with which the study population can be 
contacted. 

Often several types of surveys are used in combination, 
since each has distinct advantages and disadvantages. 

Having determined what we want to find out (the research object ives we 
must now decide how to get the necessary information. A survev should he 
carried out, but what type of survey? This section describes the choices 
of survey type. 

5.2.1 Time sequence 

a reo: 
The three main time dimensions which can be used for collecting data 

c ro ss-s ec tiona 1; 
retrospective; 
prospective. 
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In a cross-sectional study one takes a "still picture" of a population 
at a given point of time; in a restrospective study one collects data 
which already exist (in records and memories) to give a historical 
picture; in a prospective study new data are collected as they are 
generated. Schematically the three types look like this: 

.... --------; 
I NOW 

!..-------~ 

--------I I 
• PAST I 1. _______ , ----------------------~----------------

----------, 
I FUTURE 
~---______ I 

res trospect ive cros a-sec tiona I prospective 

Cross-sectional studies 

A cross-sectional study is generally the simplest survey type. It is 
useful as a "first look" exercise as it takes a "still picture" of a 
population at a given point in time. Cross-sectional studies are: 

usually a single sample from the whole population; 

carried out at one point in time; 

used to ascertain the prevalence of a bad outcome; and 

used to describe the characteristics of those who have a bad 
outcome and those who do not have a bad outcome. 

Cross-sectional studies are usually descriptive. They mayor may not 
use existing health records. The methods for formulating research 
hypothesis, sampling procedures, data collection, data analysis, and 
interpretation are the same or similar to the standard methods employed in 
any epidemiological survey. The method of making inferences ahout 
causality from the data is different in that the investigator can only 
describe associations between outcomes and risk factors present at the time 
of the survey. For this reason, most cross-sectional studies are usually 
also retrospective. 

In cross-sectional studies, there is no way of ascertalnlng whether 
the risk factor is pre-dated, post-dated, or developed simultaneously with 
the observed outcome. One example here might be the discovery of an 
association between raised blood pressure and abruptio placentae. One is 
commonly found with the other, but a cross-sectional study of women would 
not allow you to say that one event (e.g. raised blood pressure) 
necessarily led to the other (abruptio). 
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Advantages of cross-sectional studies 

They are relatively simple, cheap and can proceed quickly using 
information which is readily available. The results are usually much more 
reliable than those from surveys that rely on people's memory. 

They can provide a profile of the population quickly and are 
particularly useful for finding the prevalence of risk factors and outcomes 
in a ~lven population if these are not known beforehand. 

There are ways of linking several cross-sectional surveys which enable 
one to draw conclusions about changes over time. These so called "linked 
cross-sectional studies" take several still pictures of the same 
individuals at different points in time, but they may prove very difficult 
in a country like Fictitia. A series of cross-sectional surveys - not 
necessari ly of the same individuals - enables one to measure changes over 
time in prevalence rates. 

Disadvantages of cross-sectional studies 

It is not possible to draw inference from cross-sectional studies 
"bout risk factor which pre-date the study. For example, if the survey 
covers women who have recently given birth, one can only draw valid 
cone lusions about risk factors that are present at the time of the survey 
and are known to have also been present before the birth - e.g. height, 
socioeconoolic status, age. One cannot infer anything about factors that 
were only present during the pregnancy - e.g. hypertension, breech 
presentation. One can only make very tentative guesses about factors that 
are present at the time of the survey and one suspects that those factors 
were also present during the pregnancy - e.g. malnutrition, anaemia. 

A very serious drawback of cross-sectional studies is the so called 
survivorship phenomenon. By definition one can only include those 
available at the time of the survey. This makes the technique useless, for 
example, for a study of maternal mortality. If a certain type of woman is 
more likely to move away from the district (as with pastoral peoples) the 
women covered by the survey will not be representatives of all those who 
have given birth. 

Cross-sectional studies is a very expensive way of studying rare 
events (outcomes with a low incidence). 

It is difficult (and theoretically not really valid) to draw 
conclusions about changes over time. This can be illustrated from a 
hreast-feeding prevalence study, covering Women who had given birth in the 
preceding two years. Each was asked if she was currently breast-feeding 
(thus avoiding the memory factor that a question about the past would have 
involved). The results were tabulated by the age of the baby and 
prevalence figures were calculated for each age of child. By joining these 
prevalence figures, a measure of how breast-feeding habits change as the 
baby gets older were obtained. Theoretically, this was not a valid 
procedure because at each age one is looking at a different set of infants, 
hut it gave useful information. 

When bendinr the rules in such a manner, one has to balance the need 
for some information against the risk of taking action on false conclusions. 
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Restrospective studies 

In a retrospective study, one collects data which already exist (in 
records and memories) to give a historical picture. A retrospective study 
can be viewed as an extension of a cross-sectional study. In practice, 
most cross-sectional studies are at least partially retrospective. 

A wide range of information may be collected from several different 
available sources, including family history, socioeconomic group, 
environment and place of residence, educational attainment, behavioural 
patterns (smoking), use of medication and ante-natal care. 

Advantages of retrospective studies 

Restrospective studies provide an effective method of testing 
hypotheses which is relatively simple, rapid and cheap. This is because 
they allow one to link factors which occurred in the past to outcomes which 
took place later. A causal relationship may thus be inferred with greater 
confidence than in a cross-sectional study which is discussed next. 

The main advantage is that, if good records exist, a retrospective 
study avoids the need for new fieldwork. A number of risk approach studies 
in developed countries have been based on a restrospective analysis of 
ante-natal records as well as birth and death records. When the recorcl 
system is not good enough, a restrospective analysis of even poor records 
can serve as a practice-run which will provide many useful pointers for the 
subsequent research. 

Disadvantages of retrospective studie s 

The retrospective study has the disadvantages of the cross-sectional 
survey as well as others, because the retrospective survey depends on 
memory and/or the records of (usually) the health services. Sometimes the 
latter simply do not exist or are so poor that it is impossible to find out 
whether a given risk factor (e.g. hypertensive disease of pregnancy) was 
present during pregnancy or not. 

prospective studies 

In a prospective study, new data are collected as they are generated. 
The method of data collection during the entire period of the study must be 
reliable and consistent so that valid baseline and follow-up information is 
obtained. 

A method of maintaining long term contact with the indivi duals under 
study must be devised. Those who are lost to the study through migration 
or other reasons should be traced if possible and what happened to them 
should be recorded. 

Advantages of prospective studies 

They make it possible for specific relevant data to be collected in a 
reliable and unbiased way. The association between possible risk factors 
and the outcome under study is less likely to be distorted than in 
retrospective studies. They are not dependent on memory or complete 
records. 
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Disadvantages of prospective studies 

They often involve complex and costly organization 1n order to manage 
the data collection, maintain control of the study over long periods and 
minimize the number of cases lost to follow-up. This may not be feasible 
1n a country like Fictitia. 

Drop-outs from the study are an important problem because the 
characteristics of this group may be different from those who remain in the 
study. If the drop-outs include a large number of individuals at high risk 
then the incidence rates of the undesired outcome under study may be lower 
than they should be. 

5.2.2 Study population 

The two dimensions for choosing the individuals 1n the study are: 

cohort 
c ase-c ontro 1 

Cohort studies 

Cohort studies are based on the identification of a defined group, or 
groups of individuals who might later on experience a bad outcome and their 
observation over time. Those under study form a 'cohort' - a group with a 
common experience which can be followed over time. The individuals who are 
to be studied must be identified so that they form a representative group 
of all those who can experience a bad outcome. For example, in the case of 
perinatal studies, this usually means all pregnant women. Unless this 
criterion is satisfied, it will not be possible to draw general conclusions 
from the study. 

The risk of experiencing a bad outcome can be estimated in those who 
have and those who do not have possible risk factors. A more direct 
testing of a hypotheses can be carried out than with cros·s-sectional 
studie s. 

Advantages of cohort studies 

As they allow the risk of experiencing a bad outcome to be measured 
directly, they provide a powerful direct method of testing hypotheses about 
the relationship between risk factors and outcomes. 

Also, it is convenient to use already assembled cohorts, e.g children 
born in a certain year and still living in the same area can easily be 
followed up. 

Disadvantages of cohort studies 

Large number are usually required because of the relatively low 
incidence rates for many undesirable outcomes (e.g. maternal mortality). 

Loss of cases in the follow-up during the study is an important 
problem because the characteristics of this group may be different from 
those who remain in the study. If those lost to follow-up include a large 
number of individuals at high risk, the rates of the undesired outcomes as 
cal cuI ated in the study would be lower than the actual rates. 
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Case control studies 

If the unwanted outcome under investigation has a fairly low incidence 
(or prevalence), is fairly rare, we may end up with fewer poor outcome 
cases than we need for our analysis, and perhaps, far too many good outcome 
cases. This can be overcome by treating the good and the bad outcome cases 
as two separate populations and taking proportionally more of the poor 
outcome cases than of the good outcome cases. Thus we start the study by 
identifying those with the bad outcome and seek to determine what the 
exposure to the risk factor was. This type of study is called a 
case-control study. In our example the poor outcome women are the 
"cases"; the good outcome ones are the "controls or comparison group". 
Alternatively, the people with the rare risk factor can be taken as the 
"cases" and those without this factor as the "controls". 

Case-control studies using past records are known as retrospective 
case-control studies whereas prospective case-control studies use the data 
collected as the study progresses. 

The price we pay for getting a larger number of cases of the rare 
outcomes or risk factors in this way is that we can no longer deduce the 
incidence of the outcome or the prevalence of the risk factor in the total 
population and must, therefore, obtain this information from other sources. 

Schematically this can be illustrated as follows: 

Schematic representation of risk factor with outcome 

,-----------------,------------------------------------, 
, I OUTCOME ' 
" , , Risk factor ,---------,-------------,--------------, 
I (exposure) I Bad I Good : Total , L __________________________ ~ ___________________________ ~ 

I I I I 
I , 

Present a b a+b 
I Absent c I d I c+d , 
,All I a+c b+d I a+c+b+d I -----------_______ ~ ________ ~ _____________ . ______________ J 

In a cohort study, the incidence of the bad outcome in the population 
is (a+c) / (a+b+c+d), and the prevalence of the risk factor is (a+b) / 
(a+b+c+d). 

In a case-control study where cases and controls are specifically 
chosen according to outcome, the ratio between bad and good outcomes 
(a+c)/(b+d) becomes distorted and not representative of the population. 
Therefore, one can only speak of the prevalence of the risk factor in those 
with the bad outcome a / (a+c) or in those with a good outcome b / (b+d) 1n 
the study population. This is because one has in fact chosen those with 
and those without the bad outcome without knowing how many good and how 
many bad outcomes there are in the population. This is an important 
consideration when it comes to analyzing the data collected. A 
case-control study enables one to calculate relative risk with a fair 
degree of certainty, provided the true prevalence of the risk factor in the 
population is low (not exceeding 20 per cent), but does not allow one to 
calcul~te attributable risk, unless certain assumptions are made. 
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Choice of control group 

Choosing a suitable control group is an important and sometimes 
difficult part of a study. A control group is a comparison group for 
evaluating the effect of a factor of exposure. In a case-control study, 
the control group provides an estimate of the expected prevalence of the 
exposure in a group which is comparable to the cases in all relevant ways, 
except they do not have the bad outcomes. If you have a cohort study, your 
controls tell you the expected incidence of the bad outcome of interest in 
a group that is comparable to the exposed in all relevant ways, except they 
do not have the exposure. The key is to choose controls that are 
comparable to your study group on factors that predict both exposure (or 
the presence of a risk factor) and disease. 

The classical case-control approach is set up in such a way that 
"cases" and "controls" differ only in the characteristics being studien. 
Other factors are "controlled" for by matching. 

The better the match between cases and controls (in all respects 
except those one is studying) the more valid the conclusion about the 
effect of the factors under study. In clinical medicine this !"latching is 
all important - if for example one is testing the effect of certain drugs 
on the outcome of a disease. 

For a risk study very close matching may be a disadvantage in that one 
artificially irons-out exactly those differences between the good and the 
had outcome cases that one would like to investigate. One will in practice 
be looking at a multiplicity of risk factors in order to find those that 
enable prediction of the likelihood of a poor outcome occurring, and if any 
of these are used for matching, they are forfeited as risk factors before 
they have even been tested. For a risk approach study the matching in 
case-control studies should be kept to a minimum. 

Advantages of case-control studies 

They provide an effective method of testing hypotheses which is 
relatively simple, rapid and cheap. Thus, one can initiate studies with 
re latively small samples of cases and controls, compared to prospective 
studies where the low incidence of poor outcomes may mean that very large 
cohorts need to he assembled. Causal relationship between risk factors and 
outcomes may be inferred with greater confidence than in a cross-sectional 
study. 

Disadvantages of case-control studies 

Index cases may be survivors and therefore as a group not 
repr<>sentative of all people who have the poor outcome. The investigator 
does not have the opportunity to examine the whole population at risk -
only a (selected) group of those who have (or have had) the poor outcome 
and are available for study. The long time from exposure to the risk 
factor to the outcome may make it difficult to obtain certain types of 
information; people forget and records get lost. The risk of a given 
outcome is not measured directly. Therefore estimates of attributable risk 
have to be derived by indirect methods. 
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5.2.3 Approach of the study 

Descriptive studies 

Descriptive studies aim at the systematic analysis and presentation 
of basic data on health and disease. They need not be restricted to 
distribution of characteristics in terms of the classical triad of time. 
person and place. For example. descriptive methods will be used to present 
the health care system in Chapter 6. 

Analytical studies 

Analytical studies seek causes of disease and other risk factors 
associated with development of undesired outcomes. For example. analytical 
methods will be used later on in Chapter 5 to elucidate the 
interrelationships between unwanted outcomes and risk factors. 

r.xperimental studies 

The main characteristric of an experimental study is the control over 
the conditions under which the population is exposed to the risk factor. 
They are therefore prospective. The use of experimental studies in testinl! 
risk approach strategies is discussed in Chapter 7. 

5.2.4 Considerations in choice of survey type 

The three elements. of survey type can be used in different 
comhinations. In real life. designs are often made which are. for E'xample. 
partly retrospective and partly cross-sectional. The first step in 
choosing a survey type is to thoroughly review and consider the principal 
aims and objectives for the study and the hypothesis(es) to be tested. The 
hypotheses will dictate the specific objectives as well as the type of data 
to be collected and the method of analysis. This in turn will indicate 
which survey type is appropriate. 

Some criteria used to decide on the survey type are: 

1. The precision and relevance of the survey type in testin~ the 
hypotheses: in the case of risk studies. will the survey type enable one 
to measure the incidence of the outcome. the prevalence of the risk factors 
and interrelationships of risk factors and outcomes? Much will depend on 
the frequency of the outcomes and of the risk factors in the population. 

2. The feasibility of the survey type in the particular country setting: 
each situation will impose its own constraints. 00 we have good health 
records? Are health workers literate? Is there good access by road? Is 
the population nomadic? Do births take place at home? 

3. The matching of survey type with available resources, e.g. money. 
time. skills. 

4. Ethical considerations. 
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ANSWERING THE RESEARCH QUESTIONS, 
HOW CAN THE DATA HE OBTAINED? 

At the end of this session, the participants should be able to: 

identify existing sources of data 

design simple questionnaires and survey instruments 

recognise potential errors and pitfalls in data collection 

identify the problems in selecting and training interviewprs. 

F.xerc ise 

You have decided to undertake a two-year prospective study of 510 
mothers and their newborn infants in a rural village to test the hypothesis 
that mortality in the first two years of life was associated with maternal 
age, maternal schooling, ownership of a well, size of gap between child and 
next oldest sibling, and nutritional status. 

(a) Design the questionnaires you would use for your first interview 
with the mother. 

(b) Which questions would you pre code and why? 

(c) Would you have any open ended questions? 

(d) Who would you choose and train to do the interviews? 

(e) How could you check the accuracy of the data? 

Reading materials 

9.1 Notes 

9.2 F.xtract from "A workbook on how to plan and carry out research on th ... 
risk approach in MCH/FP care" - (Section 5.5) 
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Reading Materials 9.1 

NOTES 

SE~NCE: 

Hypothesis ) Research Questions 

To be Answered-------+~ Type of Tabulations to Answer those 

Questions----------') Research Design ----l) How the Information 

is to be Gathered----------~~'J'he Instruments of nata 

Co llec t ion. 

1. RESEARCH QUESTIONS TO BE ANSWERED 

Research questions should be clearly stated and all data collected 
must relate directly to the questions. 

2. TYPE OF TABULATIONS TO ANSWER THOSE QUESTIONS 

Rlank tabulations should be drawn up for each of the research 
questions being asked. 

2.1 Define data items clearly (e.g. parity marital status) giving reasons. 

2.2 Decide on scales of measurement (e.g. age, income) giving reasons. 

2.3 Make sure all data are obtainable. 

3. HOW THE INFORMATION IS TO BE GATHERED 

Ex ist ing data systems, records or documents. 
Surveys - mai 1, telephone, interviews. 
nirect observation. 

4. INSTRUMENT OF DATA COLLECTION 

01estionnaire Design and Testing 

4.1 Design 

(8) Only items essential to answer all research questions. 

(b) Clearly identify individual being interviewed. 

(c) l'nique serial number for each individual/family Oinkinr'>. 

(d) Care in layout. Leave enough space for comments, etc. where 
required. 
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«(') Length - long enough but not too long. 

(f) Collect most important information last. 

(g) Wording of questions must be clearly understood. Avoid leading 
quest ion s. 

(h) Consider putting in internal checks (e. g. repeating the same 
question but in a slightly different way.) 

(i) Consider need for translation into local languages. 

(j) precoding. Some questions can be precoded (e.g. numerical, yes, 
no, don't know, not applicable), others should be let open and 
coded later. (Advice from the data processor should be sought at 
time of precoding). Decide if questions can have more than one 
possible answer or not. 

4.2 Testing 

(a) pilot testing on small number of subjects. 

(b) Consider response rate problems if any. 

(c) Item analysis - does each item discriminate or not. 
- which questions are not worth asking. 

(d) Any evidence of bias on the part of interviewers. 

4.3 Develop Instruction manual and training programme for interviewers. 



Section 5.5 

'>.5.1 

5.5.2 

5.5.3 

5.5.4 

5.5.5 

5.5.6 

- 177 -

Annex 7 

Reading Materials 9.2 

Extract from I~orkbook on how to plan and carry out 
research on the risk approach in HCH/FP care" 

oata management 

Define study variables 

Sources of data and data collection methods 

The questionnaire 

Sources of errors 

Data handling and controls 

Testing 
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Analytic studies of this kind can be of many different types but 
three are most commonly used. 

(i) Case-controlled retrospective studies are quick, useful, 
but open to large errors. They look back in time and often rely 
on memory. They are particularly use~in testing hypotheses 
such as: 

That smoking cigarettes (or avoiding certain foods, or 
taking certain drugs or doing certain types of work) in pregnancy 
predisposes to perinatal death. 

Mothers who had suffered perinatal death are matched with 
mothers who have not and both are questioned about smoking during 
the pregnancy. Differences between the groups showing an excess 
of smoking in the bereaved group would support the hypothesis. 

(i i) Prospective studies (sometimes called "cohort" studies) 
look forward in time (and are thus much more accurate than 
re trospect i ve s). An example which test s the same "smoki ng" 
hypothesis would be to record the smoking habits of a population 
of pregnant women. The records would then be put away until the 
end of pregnancy when the amount smoked could be seen in relation 
to the pregnancy outcome. 

(iii) Cross-sectional studies do not go either forward or 
backward in time but, like the example of malnutrition in those 
last but one in the birth order (above) are based on contemporary 
information. 

(c) Experimental ~tudies - this kind of study actually alters 
experimentally the situation to see if the expected result is 
forthcoming. Thus in the example used above women would be persuaded 
to avoid smoking during pregnancy and the expected outcome would be a 
lowered perinatal death rate. 
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Risk factors 

Before listing variables to be used as risk factors we have to be 
quite clear as to why we wish to include each one. What exactly do we mean 
by 'risk factor'? A risk factor can be defined as a characteristic or 
circumstance of a person or a group of people such that those with the risk 
factor have a higher risk of experiencing an unwanted outcome than thosp 
without the characteristic. 

Risk factors can be causes or signals (indicators), but the important 
thing about them is that they are observable or identifiable prior to the 
event they predict. Risk factors can be those which characterize the 
individual, the family, the group, the community or the environment. 
Several studies have shown that first pregnancy, high parity, pregnancy at 
early or late reproductive age, previous child loss, and malnutrition are 
universal risk factors, possession of which increases the chance of a poor 
outcome of pregnancy. Combinations of these and other risk factors in the 
same individual raise the chance of a poor outcome. For example, 
multiparity in mothers living in poverty is associated with a higher risk 
of perinatal than mUltiparity on its own. 

Figure 5.5.1a 

RISK FACTORS AND OUTCOMES 

* A fetus becomes a low birth weight baby 

1---------------------------1 
I Poverty I 
I Illiteracy of mother r-------------------1 
i Poor nutrition 
I Short stature I 
j - Intercurrent illness I L ___________________________ _ 

------ -~ Low birth weight • 
1 1 --------------------

* A baby develops gastro-enteritis 

r--------b-~--h----~---------l 

I - Low ~rt we~ght I 

Poverty I 
Illiteracy of mother 
Early weaning I 
Polluted water L __________________________ ~ 

* A sick baby dies 

,--------------------------1 
Low birth weight 
Gastro-enteritis 
Poverty 

I - Illiteracy of mother I 
I - Late rehydration L __________________________ l 

RISK FACTORS 

r------------------, 
- - -- __ I Gastro-enteritis 

I --------------------

r------------------f 
- - - - _I Death • L __________________ i 

OUTCOMES 
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Risk factors may be specific for a particular outcome, such as 
previous induced abortion leading to cervical incompetence. More 
frequently, however, one risk factor increases the chances of numher of 
outcomes or end-points, but perhaps to quite a different extent. An 
example is illiteracy with its increased risk of maternal death, perinatal 
death and infant death (see Figure 5.5.lb). 

For a given outcome the initial choice of risk factor (to be included 
1n our specific hypotheses) is usually based on experience, on the findings 
of previous surveys, or on the results of a brain-storming session. At 
this stage the list is rather long and we have to begin the process of 
sifting. We want to include only those factors likely to be important in 
our study. 

ONE PREDICTS 
THREE OUTCOMES 

THREE PREDICT 
ONE OUTCOME 

Fi gu re 5. 5. 1 b 

INTERACTION OF RISK FACTORS 

IF======================~' 

Ii ii 
II r ----------------, I, 
I' I ILLITERACY I ; i II ... _______________ J Ii 

I~======================~ 

li======================n 
I, II 
:, 
!r 
I 
II 
if 
I' 

II 

r-----------:---, 
I Hypertens10n, 
~---------------~ 

r---------------, 
I High age t 
~ _______________ J 

H 
I' 
II 
iI 
il 

I' 
,i 
II 
Ii 

,----------------, Ii 
, Low hei ght j 

Ii ~---------------... Ii 
~ h 
~========.=============~ 

RISK FACTORS 

~=======================~ 

If 
'i I, 

II 
,I 
II 
II 

il 

H 

'. r-----------------j I' 
, Ma terna 1 dea th I' L _________________ J II 

II 
------------------, " 
: Perinatal death : Ii 
,...------------------ il 

'I 

I; 1-----------------7 
I Infant death ,II 

:1 
L _________________ i 

~======================~ 

OUTCOMES 

The first question to be asked concerns the feasibility of meaSllrement. 
Is the means by which we can identify the presence of the factor 
appropriate to the context in which we are doing our research? A riRk 
factor that can only be identified by a complicated laboratory test will 
not be very useful in a situation where most deliveries are, and will be 1n 
the forseeable future, supervised by traditional birth attendants. 
Sometimes a more appropriate measure of a risk factor can be deviRed. 
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Anaemia, usually diagnosed by haemoglobinometry, can also be diagnosed by 
pallor. The latter, however, is much more subjective. The predictive 
power of anaemia diagnosed by pallor will be much lower than that diagnosed 
clinically. It is no good, moreover, usin~ a sophisticated method of 
measurement in the research study, analysing the results obtained and 
hoping that the results will hold when more rough and ready methods are 
used in practice. The method of measurement used in the risk research must 
be the same as that which will be used when the risk research is 
implemented. 

The information we seek must be obtainable. If we are doing a 
(partially) retrospective survey of births, information pertaining to a 
number of prenatal events may simply not be available. One can imagine 
that in Fictitia, where only 40% of rural women receive any prenatal care, 
information on blood pressure during pregnancy will just not be 
obtainable. The study design itself will preclude a number of variables 
that we might have liked to use. In some cultural situations women may not 
know their exact age. In countries where induced abortion is illegal, 
women may not admit to having had such an abortion. There are many more 
such examples. 

Another question that needs to he posed at this stage is whether we 
want to include risk factors for which we have no forseeable intervention 
strategy. Risk factors that can neither be modified nor compensated for by 
extra care, in the country setting in which we are operating, may have to 
be discarded. 

All variables must be clearly defined. What, for example, do we mean 
by 'parity'? Total number of previous pregnancies? Live births? Live and 
still births? We have to choose our definition. A proper definition of 
variables is an important factor 1n: 

mainta1n1ng the quality of the information collected 
reducing observer variation 
allowing replication of the study in other places at different 
times by different investigators 

We have to identify the scale of measurement to be used. Some 
variables are very clearly dichotomous (e.g. sex of infant); others are 
ordinal in the sense that they define the respondents' situation in a 
series (e.g. education 1-5 years, 6-9 years, or primary, secondary). Yf't 
others are continuous (e.g. age). Continuous variables have to be broken 
down into classes or categories. These must contain a sufficient number of 
categories; age might be measured in years and months, years only, 1n 
5 year or 10 year periods, or for example above or below 40 years. These 
categories must be carefully considered. If young age (or old age) in a 
pregnant women is a risk factor, the scale should be age by year, since we 
do not know in what age groups the ri sk is higher. In one study ') year 
groupings were used: 10-14, 15-19, 20-24 years, etc. In analyzing th~ 
data, the study group was not able to find whether the special risk was 
below 19, IH, 17, 16 or 15 years of age. If the data are collected in 
grouped form, these cannot subsequently be undone. If they are collectpu 
un-grouped, they can later be grouped, which is a safer way of proceeding. 
The finally agreed definition and scale of measurement of each variable 
should be written into the study protocol. 
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The process of defining variables is an important first step in 
clarifying procedures for data collection. It can present surprisingly 
difficult problems if done thoroughly and will often lead to disa~reement 
and lack of consensus between different investigators. But it must be don~ 
to avoid insurmountable problems later in the study. 

5.5.2 Sources of data and data collection methods 

The methods and procedures used in data collection will depend on the 
variables, the sOllrce(s) of information for each of the variables and the 
study design. 

The main methods of data collection in an epidemiological study on th .. 
risk of approach in MCH/FP care could be: 

(a) the use of documentary sources (individual MCH/FP record cards, 
growth-charts, hospital records) 

(b) interviews (with pregnant women/mothers) 

(c) observation (health examinations of pregnant women) 

The same variables may be obtained by different methods and each 
method may well give information on several variables for the same person. 
Often it is useful to combine several methods. If, for example, a 
longitudinal survey of pregnant women is undertaken, a sample of women will 
be contacted, examined and interviewed. The record cards in the MCH centr .. 
may provide additional information on the same women and hospital records 
mi~ht provide further detailed information, especially on outcome, for 
example perinatal deaths. 

Ry using both a survey of pregnant women and a survey of MCH/FP record 
cards, one would also be able to describe differences between women 
attending and those .!l2! attending for MCII care. 

flocumentary sources 

~1CP records and other health centre and hospital records can be ~ood 
sources of data. They Can be used when: 

there is good coverage of the study population 
the cards are accurately and completely filled in 
they provide the necessary information in a suitable form 

The records often do not provide all the information necessary, nor 
with an adequate precision. An entry such as "Anaemia" on a health rec()rd 
is not very helpful, since it is very imprecise and different persons use 
the term "Anaemia" differently. 

Tt is frequently found that clinic records are incomplete, lind quit" 
often, even if the information is entered. the writing is so had that it 
cannot bp. deciphered. 
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It is therefore essential to review the existing health records system 
to see if it can be used: what percentage of the study population has a 
record? How well are they filled in? How can the records be traced? 00 
they contain all the information needed? 00 definitions of the variahlps 
in the ongoing system correspond to the one needed for our study? 

If the system cannot be used as it is, it might he possiblp to use it 
if it can be improved. We might: 

revise the MCH/FP record 
issue new instructions on how to fill it in 
train the staff 
revise the storage and retrieval system 

In countries with a good vital registration system birth and death 
cprtificates can be a useful source of data, especially if the two can be 
linked. Birthweight and maternal data such as maternal age are likely to 
be recorded on the birth certificate and not on the infant death 
certificate. The infant death certificate is likely to include age at 
death and the cause of death. If the death certificate can be linked to 
the birth certificate - which in practice is often difficult - it is 
possible to analyze maternal risk factors for infant mortality. 

Surveys 

If the information we need cannot ne obtained from an existing record 
system for one or more of the reasons given above, a special study based on 
interviews and using a questionnaire might have to be undertaken. The 
exact procedure to be followed will depend on the variables selected and on 
the study design. 

Interviews can be undertaken in a more or a less structured fashion. 
Each question may be clearly defined, and given in a rigid sequence, or the 
interview may be more of a discussion, with the interviewer leading the 
discussion. The less structured interview is often useful as a quick 
survey, to gain impressions about attitudes or about the main health 
problem. 

However, when more precise and quantified information about past 
events and present facts is needed, as in our study, the interview must be 
more structured. The interview technique has many pitfalls: for example, 
the way the question is posed makes a difference, as well as the nature of 
the question, and the relationships established between the interviewer and 
the person interviewed. The questionnaire used must be carefully tested, 
the interviewer carefully trained and a clear instruction manual prepared. 

5.5.3 The questionnaire 

The mainform for data collection is what is usually called the 
"questionnaire". This is the document which is used to record all the 
information relating to one individual or to two linked individuals (for 
example mother/child). Usually the questionnaire is completed during an 
interview. 
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Questionnaire design is a very skilled operation. If the 
questionnaire is unclear or the questions are ambiguous the results of the 
survey may become useless. It is therefore very important that great care 
be taken at the design stage and that the questionnaire be pretested under 
field conditions before it is used. 

Questionnaires may be precoded, in which case classes of data such as 
marital status and occupation are specified on the form and the choice of 
answer is limited to certain predetermined categories. 

For data which is precisely specified (such as date of birth), 
pre-coding is relatively simple. For open-ended questions it is a 
difficult task, which requires considerable experience. Coding usually 
leads to early questions about the grouping of data. 

It is important to bear in mind that when data have been recorded in a 
grouped form, e.g. for age groups, it will not be possible to "refine" the 
data later (e.g. in the search for causal associations between age and 
unwanted outcome) because individual ages will be lost. If in doubt it IS 

better to retain (code) data in a detailed form than to group. This is 
particularly important when continuous variables are later to be 
dichotomized by selecting a cut-off point (or trying out different cut-off 
points). 

Whether coding takes place on the questionnaire or at a later state, 
the coding scheme should not be left to the computer expert alone~ the 
details of the coding scheme should be agreed by all the members of the 
study group. It might take some time, but is worth it. 

Not all questionnaire, or not all questions on a given questionnaire, 
are precoded. Sometimes it IS better to get the interviewer to record the 
answers to a question verbatim and to assign codes for data processing only 
after analysing a sample of the answers. 

Whether the questionnaires are pre coded or whether they are coded 
subsequently, the information must end up in a coded form before it can be 
processed. 

A manual of clear instruction in simple language on how to fill out 
the questionnaire should always be prepared. 

\,hen a questionnaire is used cross-culturally it should be properly 
translated into each local language or dialect. In order to ascertain the 
adequacy of the translation, the questionnaire in the local language should 
be translated into the original language by a different translator and the 
result compared with the original version. 

When research instruments other than precoded questionnaires are used, 
standard recording forms should be designed and pretested with utmost care 
in order to facilitate data processing. Recording forms on which to 
summarize the data collected should be complete, clear, concise, convenient 
and consistent. The instruction manual should describe the standard 
procedures for filling out these forms. 
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Identification numbers 

Each data set (all the information relating to one woman or one 
mother/child/pair) needs a number that will allow one to refer back to the 
original source of data (MCH/FPA card, the person, the birth certificate) 
if there is a problem of completeness or accuracy. 

When using data from different sources, one essential item is very 
frequently forgotten: the data from different sources must be linked. In 
a perinatal study, the information on the pregnant woman and on the child 
resulting from the pregnancy must be linked together, so that the outcome 
for the baby can be studied in the light of the characteristics of the 
mother. A fool-proof numbering system must be devised which enables one to 
compare the two data sets. 

Training of interviewers 

Training assures standardized collection of data and helps to min1m1ze 
interviewer bias. A good training technique is "role playing". Interviews 
are conducted (with other members of the research team) in front of all 
trainees, all of whom record the interview on the standard form. These 
forms can then be checked for comparability of recording. 

5.5.4 Sources of errors 

In order to ensure that the data collected are those we want, that 
they are complete, and that they are of the required quality, a system of 
controls must be set up. 

Response rates 

Has the information been obtained from all the individuals 1n the 
sample? 

Is all the information obtained from each of those individuals? 

Persons who are not included in the study population must be taken 
out: women from outside the study area may deliver in a health institution 
inside the study area. If we are dealing with a population-based study, 
data on such individuals should systematically be excluded from the study. 

Individuals who should have been included may be missing. 

They; 

might have refused to answer the questions; 
might not have been at home when the interviewer called; 
might not have been contacted by the interviewer because of 
distance; 
might have a record card that was lost. 
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It is important to include practically all the individuals in the 
sample since those not included might have very different characteristics 
from those included (we have earlier referred to the fact that women usin~ 
the MCH-care system are frequently very different from those not using it; 
they may be more literate, richer, living closer to the health centre, have 
fewer children, etc.). Something must therefore be done to handle the 
situation of non-response. The first is to find out the degree of 
non-response, and the reasons for it. Then a strenuous effort has to be 
made to contact all those who should have been, but were not, included in 
the first round. Substituting for those not reached should only be done as 
a last resort. 

Reliability of data 

In the process of producing information (for example measuring blood 
pressure), writing it down, and transferring the information (for example 
from a record form to a summary sheet) many things can go wrong. There are 
three main sources of error: 

the person from whom the information is obtained 
(This may be termed "response error") 
the measuring instrument, or tests 
the person collect ing the informat ion ("observer variat ion") 

For ease of presentation we will use these 3 groups, although they are 
not always easy to separate. (If one of the observers is consistently 
leading the person interviewed to give a "wrong answer", this could be 
classified both as a response error and as observer variation.) 

Response errors 

A woman may purposely give wrong information (for example relating to 
the number of abortions). She may not know how old she is. 

Variation due to measuring instruments 

A weighing scale is often not exact. Different scales often give 
different results for the same weight. The same type of variation is found 
in biochemical tests. This type of error is found by comparing the 
measuring instrument with a standard. 

The way the variable is measured can influence the results: blood 
pressure is normally lower when taken after 15 minutes rest in the 
horizontal position and a baby might be weighed with a considerable amount 
of clothing. 

Observer variation 

There are two types of variation: 

within (intra-)observer variation (difference ~n measurements made 
by the same person) 

between (inter-)observer variation (difference 1n the same 
measurement made by different persons) 
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Variations in one measurement of one observer may be due to lack of 
knowledge of how to proceed correctly, fatigue, or carelessness. 
Variations in measurements between observers are due to different ways of 
measuring, different perceptions of the findings, and differences in care 
of recording. Often results are not clearcut in the sense that there is no 
exactly measurable answer to a question: for example "is the house clean? 
rate the cleanliness of the house on a four point scale." Different 
observers will judge the situation differently because of different 
experience of what is a clean house - or different perceptions of what a 
clean house should be. The variations in the findings can be either random 
(occurring by chance) or systematic (always tending in the same direction). 

Random variation may be caused by both the person providing the 
information and the observer. It is unpredictable. Repeated measurements 
in the same individual (e.g. of blood pressures) will minimize the effect 
of random variation. Random variation may be diminished by increasing 
sample size, as well as by repeating measurements in the same individuals. 
Providing this approach is taken, random variation is unlikely to be very 
serious in epidemiological studies. 

Systematic variation on the other hand is usually serious. One 
observer may consistently under, or over, estimate the level of a variable 
in an individual compared to other observers. Periodic checks may 
therefore be necessary during the study. The interviewer might 
inadvertently, or consciously, influence the answer by the way a question 
is posed, leading the person interviewed to give a wrong answer. This is 
often a systematic error in that the interviewer always leads the answers 
in the same direction. The interviewer's sex, appearance and loanners m,IY 
influcncl":! t,H: 3n,C;",'2rs. 

Two major activities are useful to ensure maximum reliability: 

Careful preparation of data collection: measuring instruments must 
be appropriate (if you want the weight in grams, don't use a scale 
showing pounds). Questionnaires must be carefully prepared, tested 
and modified. Most important of all, the interviewers must be 
trained in all aspects of the data collection. 

Careful supervision of all steps in the data collection by direct 
observation of the activities: the supervisor can check the 
methods being used, or make control measurements himself. 

5.5.5 Data handling and controls 

The following are the four main actlvlties in data handling: 
identification of records, editing, coding, and processing. 

Identification of records 

Identification of individuals in the study by reliable and fail-safe 
methods is very important. These methods are needed to ensure that records 
can be (a) analysed for individuals and specified groups, (b) sorted in a 
pre-determined way, (c) linked so that different individuals are brought 
together (for example mother and child). 
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Editing 

Before it is coded each completed questionnaire should be edited to 
check for completeness and credibility. 

Editing may also take place subsequently at several different stages 
1n the study, e.g.: 

in the field during key stages of data collection; 
in the study headquarters as the data sheets are received and 
collated: 
in the final stages of data preparation. 

In planning a study it should be clearly indicated at what stages 
editing will be done. 

The tasks of editing include checks on: 

Accuracy: This should include errors such as the entry of 60 years for 
maternal age, or years instead of months for infant's age; 
type of housing or standard of living. Check of this kind 
may be difficult: apparently inaccurate data may in fact be 
correct. 

Completeness: Data collection sheets will usually be designed so that some 
form of entry (including not applicable, don't know) should 
be made for each item. Recovery of missing information may 
be possible if checks for completeness are carried out close 
to the time when the data are collected. 

Consistency: The task here is to find entries which are contradictory or 
inconsistent. It involves a systematic review of each 
entry, relating it to other relevant entries. For example, 
a mother of 20 years cannot have a child of 15 years. 

Coding 

Coding is the transformation of the information contained in the 
questionnaire into a form that can be used in data processing. In coding a 
numeral is assigned to each possible answer to a question, so that the 
answers can be transferred to data processing records. The coding can be 
done on the questionnaire itself or on a separate coding sheet. From there 
the information can be transferred to data processing cards by punching the 
position on the card which corresponds to the answers on the questionnaire 
or by "direct data entry" to a computer. 

Processing 

Many techniques are available for handling data. The decision of 
which to use depends on the amount of data to be collected, the funds 
alloted for analysis and the type of data processing facilities available. 
All the early classic studies were performed without computers, and such 
studies can still be done. However, studies with fairly large data sets 
benefit from use of electronic equipment to speed the work and reduce 
clerical errors. 

, , 
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(A) Manual Sorting: 

Hand-sorted punch cards are those with one (or two) rows of holes 
around the edges which represent specified coded information and can be 
notched by a puncher (Keysort hand puncher). For example, one hole may 
represent sex, and if the subject is male the hole is punched and if female 
it is left intact. By using a needle (similar to a knitting needle), a set 
of cards (up to 1000) can be quickly separated into two piles that can be 
counted, one representing males and the other, females. The system of 
sorting is somewhat more sophisticated than this and manuals on Keysort 
should be consulted. These hand-sorted cards are different from the IBM 
type cards used for machine punching. 

(B) Machine Sorting: 

Simple data card machines used in data analysis are the punch, the 
verifier (the machine that checks the accuracy of punching) and the 
sorter. They all use IBM-type cards. The sorter is still used in areas 
where computer facilities are not available or not necessary for the study 
in question. For many descriptive studies not requiring elaborate 
statistics, data card machines can prepare the tabulations much more 
quickly and cheaply than computers. However, in many centres, methods for 
direct input of information to computers ("direct data entry") are being 
used and equipment for both punching and sorting cards is becoming 
increasingly difficult to obtain and maintain. Furthermore it can be 
costly, for example exceeding considerably the cost of a flexible 
micro-computer. 

(c) Computer Programmes: 

Electronic computers are rapidly replacing all other types of data 
processing. The computer must be told precisely what to do through a set 
of instructions written by a programmer. The data for the computer can be 
kept on punch cards or entered directly and transferred to magnetic tapes 
or discs which can store huge amounts of data. Computers can be instructed 
to print out tables, graphs and distribution maps. To do this they usually 
use a variety of statistical programmes. 

In addition it may be possible to use a standard "ready-made" package 
of programmes. One such package is SPSS (Statistical Package for the 
Social Sciences). This package was produced and documented in a way that 
allows it to be used by someone who is not a professional statistician or 
programmer. 

The data collection procedures must now be precisely defined: Who 
collects what information from where, how and when? Once collected, where 
is it sen~nd when? Who undertakes the different checks of the data? 
This information should be written down in considerable detail. It is 
often useful to produce a flowchart. 
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5.5.6 Testing 

All data collection methods and procedures should be tested in the 
study environment. At the stage when protocols are being produced and 
plans made for the study, ample time and resources should be set aside for 
testing. Reference should be made to the original flow-charts: are all 
the logistical aspects of the main study feasible, acceptable, efficient 
and effective? Observer variation should receive particular attention at 
this stage. 

Is the questionnaire clearly understood? Is it practical? Is the 
information obtained as planned? Is the coding scheme correct? 

The results of the testing phase should be assessed and modifications 
to documents and procedures considered. Some further re-testing may be 
needed. The testing phase may comprise limited ad hoc checks, confined 
perhaps to one or two aspects of the study methods and instruments, or it 
may be a full scale methodological study with clearly defined phases -
replicating every aspect of the intended main study but limited to a 
smaller sample of the population. Evaluation of such a study may lead to 
immediate progress with the main study, or to a total re-appraisal and 
major modification of the main objectives and methods. 

This is the time to again contact different representatives of the 
community and the health care system (e.g. headman, village communicators, 
etc.) MCH/FP centres, hospitals, local administrators, health personnel. 
The procedures should be explained and discussed, or better, developed in 
collaboration with different groups. Such groups may not be able to advise 
on the purely "scientific" aspects of the study, but the practicability and 
acceptability of the study approaches cannot be ascertained without such 
consultation. For example the nurse-midwife in the village health clinic 
can give suggestions which might be essential to the success of the study, 
and so may the representatives of the community. We are stressing this 
point in many places in this workbook because it is so often forgotten or 
ignored. 
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WHAT POPULATIONS (OR INSTITUTIONS) HUST BE 
STUDIES AND HOW SHOULD THEY BE CHOSEN? 

At the end of this session, the participants should be able to: 

explain the various types of probability sampling methods 

select sampling frames from identified study populations 

demonstrate an understanding of the limitations of sampling. 

Exercise 

Discuss the sorts of sampling approaches you would take in the 
following situations indicating what the sampling frame and the method of 
sample selection might be in each case: 

(a) A study to compare the use of health services by adults (20-69 
years of age) 1n a large town (popUlation 16 000) and by those 
living in two villages on small remote island (population SOO). 

(b) A household study of illness prevalence and health care 
preferences in a rural area with a population of 234 000 spread 
over 4000 square kilometers. 

(c) The study mentioned in ~n earlier exercise to follow SlU mothers 
and their newborn infants for two years to test certain 
hypotheses concerning child mortality. 

Reading materials 

10.1 Extract from "Workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Sections 5.3 and 5.4) 
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Reading Materials 10.1 

Extract from. "Workbook on how to plan and carry out research 
on the risk approach in MCH/FP care" (Sections 5.3 & 5.4) 

Section 5.3 Choice of sampling method 

5.3.1 Define the study population and the sampling frame 

5.3.2 Probability sampling 

- simple random sampling 
- systematic sampling 
- stratified random sampling 
- cluster sampling 

5.3.3 : Non-probability sampling 

5.3.4 Problems with sampling 

- representativeness 
- !lias 
- non-response 
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5.3 Choice of sampling method 

SUMMARY 

There are several ways a sample of individuals can be 
chosen for study. The population from which they are drawn 1S 

the target population. The list of this population is the 
sampling frame. Sampling methods can have varying degrees of 
complexity; not all are suitable in all settings. The process 
of sampling is subject to several types of error. While some 
can be measured others cannot, and these have to be guarded 
against. 

The target population must now be defined. Are we studying: the 
population of a region, a village or a country; all people, pregnant women 
or small children? Considering the hypothesis and the objectives of the 
study, which individuals do we want to include? The selection of these 
individuals can be made in different ways. Depending on the number of 
persons in the target population, their location, etc., we must decide 
whether to survey all of them or take a sample. A properly chosen sample 
will have characteristics quite close to the target population. 

5.3.1 Defining the target population and the sampling frame 

The target population 

The purpose of the epidemiological study is to measure the outcomes 
and their risk factors in a population. It is therefore important to 
define the population for which the results are required (the target 
population) and the population from whom the data are actually collected 
(the study population). Do we want, for example, results which are valid 
for a whole country, or only for a region? Within the geographical region 
chosen, exactly who are the persons to include - all women or women aged 
between 15 and 49? Are women who normally live in the area but are absent 
temporarily to be included? In one country the question was asked whether 
the population working on agricultural estates was to be included; if they 
were, special permission from the estate owners had to be obtained. 

Every survey has its own problems of population definition, but each 
definition must be explicit, precise and realistic. To define the target 
population, a series of statements describing the population to be sampled 
must be compiled. All the individuals to whom the outcome which is under 
investigation could happen should be included. However, depending on the 
objectives of the study, certain individuals may not be eligible for 
inclusion because of age, sex, place of residence, etc. 
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A target population need not necessarily be people. If the risk 
approach is to be carried out by analysing records then the target 
popUlation are the records of eligible individuals. If we are interested 
in entire communities, then these communities make up the target population. 

After defining the target population, the study group must decide 
whether to include all the individuals or only selected individuals. Often 
the answer is obvious as in case where the target population is so large 
and dispersed that complete coverage is not possible due to shortages of 
time, money or manpower. 

The sampling frame 

To determine how we are to get at our target population in order to 
pick our sample, we need a listing, or "sampling frame". This can be a 
real list, a census, an electoral register, or the records at a health 
centre. In certain instances the population may have to be identified and 
enumerated as a separate exercise before sampling can proceed. If the 
study design includes an investigation of populations in selected and 
different areas of the country, then the sampling frame may be defined by 
sub-dividing a map using a grid. Difficulties in adequately defining 
sampling frames will often be experienced in practice. The investigator 
must learn to ask questions, and, whenever possible, test assumptions about 
the composition of the population in the sampling frame before proceeding 
to draw samples. If we are only interested in women who have recently 
given birth we would not want a sampling frame that includes children and 
men. 

5.3.2 Probability sampling 

We must next determine how we are going to select the individuals to 
be studied from the sampling frame. It would be wrong to make an arbitrary 
selection of individuals, for example, by using volunteers or people who 
happen to be around. The results obtained in that way could not be said to 
be applicable.to the study population. To draw valid conclusions about the 
study population from the results of our sampling, the statistically 
correct way to choose the individuals from the study population would be by 
probability sampling. The principle of probability sampling is that every 
person or other sampling unit (for example, a house, a record, a family) in 
the target population will have a known, usually equal, chance of being 
included in the study. 

If done correctly, the results obtained from such a sample will be 
representative of the target population within a margin of error which can 
be calculated: i.e. one can know from statistical calculations, what the 
chances (probability) are that the answer is not representative for the 
whole population. 

A range of different sampling methods is available. The following 
paragraphs provide a brief to a few of the most commonly used methods. 
Sampling is fraught with complicated issues so it is recommended that 
someone experienced in sampling be consulted at the outset. 
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Simple random sampling 

When simple random sampling is used, each individual in the sampling 
frame has the same chance of being included in the sample. Random sampling 
can be achieved if (a) each member of the sampling frame is assigned a 
unique number and (b) the individuals are selected by obtaining random 
numbers from approriate tables. Most textbooks on statistical and 
epidemiological methods carry random number tables and they can also be 
generated by special computer programmes. 

Systematic sampling 

Sometimes it is more convenient to choose the individuals from the 
list by taking, say, every tenth person on the list, or by investigating 
every tenth birth taking place. (Ideally we use a random number to tell us 
where to start). This method is acceptable as long as it is applied 
systematically to the entire list or during the alloted time period. 

Stratified random sampling 

The simple random sampling method described above does not guarantee 
that the proportions of individuals with certain characteristics in the 
sample will be the same as those in the target population. It is a common 
mistake for research workers to assume that this will be the case. If it 
is important that the sample includes representative subgroups of 
individuals (e.g. for residence, age, parity, past obstetric history, etc.) 
then the sampling frame must be divided into subgroups, or strata, for 
these characteristics and random or systematic samples of a predetermined 
S1ze obtained from each stratum. 

By stratifying our sample we not only ensure that all the subgroups 
are represented, but we can also manipulate our sample sizes so that we get 
a sample which is big enough to enable us to draw valid conclusions about 
relatively small subgroups without having to collect an unnecessarily big 
(and hence expensive) sample of the other, larger, groups. However, in so 
doing we are using unequal sampling fractions and it is important to 
correct for this when making estimates for the whole population. 

Cluster sampling 

It may be difficult or impossible (due to constraints of time, money 
or staff, or for other logistical reasons) to include all the individuals 
1n the target population in the sampling frame because there are too many 
or because they are distributed over a wide geographical area. One 
solution is to pick the sample in two stages, i.e. to obtain first a sample 
of groups or clusters of units, within the total target population. These 
clusters might comprise villages, blocks in a street, etc. The simple or 
stratified random sampling methods can then be applied to the individuals 
within each cluster chosen. If all individuals in the cluster are 
included, the method is described as one-stage. 
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5.3.3 Non-probability sampling 

Quota sampling is a way of cutting corners in stratified sampling and 
is used because it is cheaper and easier; it is not a probability sampling 
method. As we cannot calculate sampling errors, we have no indication of 
how representative the sample is. It is used effectively in public opinion 
research, and while it may work in Fictitia for a "quick and dirty" look, 
it is not to be recommended for a serious study of risk factors. The way 
it works is similar to stratified sampling in that we decide how many 
individuals are wanted from each stratum. In quota sampling the 
investigator interviews as many people in each category as he can find, 
until he has filled his "quota". 

5.3.4 Problems with sampling 

In an ideal situation our selected random sample is an exact 
representation of the total population: i.e. if the prevalence of anaemia 
in women aged 30-34 years is 25% in the target population, then we would 
like to see that it was 25% in our sample. But the very fact that we are 
dealing with a sample means that we cannot hope that our sample results 
exactly reflect the target population. 

Representatives 

How do we decide whether the individuals included in our study 
population are representative* of all those with the risk factors or the 
unwanted outcomes which are being studied? Conversely, how can we be sure 
that those selected because they do not have the risk factor or outcome are 
truly representative of all those who are free of risk factors and/or 
outcomes? These are important questions which must be answered. 

If there is unequal distribution of a given characteristic between the 
sample and the population from which it is drawn then the sample is 
unrepresentative and any investigative studies based upon it may be 
misleading. (Stratification is a way of minimizing such 
unrepresentativeness.) 

When the unrepresentativeness is due purely to the fact that we are 
dealing with a sample rather than with the whole population, we term it 
sampling error. Sampling error can be measured. The more prevalent the 
characterist ic being investigated and the larger tlle sample, the smaller 
will be the error. (This will be further explained in the next section). 

Bias 

However, when unrepresentativeness is due to reasons other than 
sampling error, (e.g. the way a question is asked, the non-random way the 
sample is picked, a high non-response rate, etc.) we speak of bias**. liias 
can arise in a number of ways. If the person responsible for 

* . Representat1ve - conveying an adequate idea of others of the kind. 

** . . b· . B1as; to g1ve a 1as or one-s1ded direction tOj to incline to one 
side; to influence, affect (often unduly or unfairly). 
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collecting data is aware of the purpose of the study, he/she may ask 
questions in a way that elicits a particular answer leading, for example, 
to the demonstration of an association between a risk factor and an 
unwanted outcome which he/she believes exist. The type and presentation of 
questions or the interpretation of responses may be influenced by the 
expectations or prejudices of the research worker. (This is known as 
interviewer bias.) Badly worded questions can elicit incorrect responses. 

Bias can enter into the way we define out target population. If, for 
example, we only include pregnant women who attend ante-natal clinics we 
bias the sample by excluding those, usually poorer, less educated, women 
who do not attend. Failure to correct for unequal sampling fractions will 
bias the results. 

Non-response 

A very important source of bias that is frequently given insufficient 
consideration when assessing the validity of research results is due to a 
high non-response rate. People, in our case women who either refuse to be 
included in a study or simply cannot be contacted are very often different 
from those who are easy to contact and agree to cooperate. Thus, for 
example, women who work away from home may well have fewer children, be 
better (or worse) educated, be younger (or older) than those who work at 
home. The investigator will find it easier to contact those who are at 
home, and unless very strenuous efforts are made to contact the women who 
are out at work, they will be underrepresented and the sample biased. Some 
sampling schemes allow investigators to substitute for the individuals they 
cannot reach. This will augment the sample size but do nothing to correct 
the bias. 

The error introduced into the sample results by bias - also called 
non-sampling error is troublesome because it cannot be mesured. Although 
imperceptible, such errors are often present in surveys. It is, therefore, 
very important that they be minimised or prevented at the study design 
stage. 
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5.4 Choice of sample size 

SUMMARY 

The size of the sample has a direct bearing on the 
reliability of the conclusions that can be drawn. Sample Slze 
must be chosen in function of the conclusions needed to test 
our hypothesis. How big this sample needs to be depends on two 
factors; (a> how rare is the outcome or risk factor; and 
(b) how important is it that no wrong conclusions are drawn. 

Having decided on the research objectives and on the type of survey we 
intend to use, we are faced with the question of how big a sample should be 
taken. Pure intuition will indicate that very little can be deduced from a 
very small sample. On the other hand "too big" a sample is a waste of 
precious resources and valuable time, both in the field and in the data 
processing. This might well cancel out any advantages gained. 

5.4.1 The effect of sample size 

The choice of sample size is determined by the intended use of the 
survey results; the sample must be big enough to enable us to draw valid 
conclusions relating to our hypotheses. Whether or not we can do this with 
a given hypothesis and a given sample size depends basically on two 
factors, only one of which is under our control, namely the degree of 
confidence we wish to be able to place on our results. The other factor 
concerns the prevalence of the risk factors and outcomes. Note that, 
contrary to popular belief, the sampling fraction (one in ten, one in 100) 
does not affect the accuracy of sample findings. 

5.4.2 How rare is the risk factor and/or outcome? 

In general the rarer the condition or outcome we are studying the 
larger the sample we need to achieve a given degree of confidence in out 
results. The relationship between the prevalence of the condition 
expressed as a proportion, the accuracy with which we want to measure that 
prevalence and the sample size is given by the following formula: 

accuracy of prevalence expressed as 
"Standard error of propart ion" 

'" 

/ P O-p) 
n 

where p '" proportion of the population with the risk factor or outcome 
the prevalence) 

n = sample size 
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the 
the 

TIle standard error of the proportion is the average amount by which 
sample estimate of the proportion in the population will differ from 
true population proportion. 

Example 

p .. proportion of anaemia 
1 - P = proportion of non-anaemia 

n .. sample size 

Standard error of 
sample proportion .. /0.25 x 0.75 

100 

a 25% 
= 75% 
= 100 

.. i>.TIfj 
HOo 

= 0.25 
so 0.75 

.. 0.043 l.e. 4.3% 

Thus, if the true prevalence of anaemia is 25% and we have 
based an estimate on a sample of 100 women we would expect on 
average to be out by 4.3%. In other words we would expect fo find 
a value somewhere between (25-4.3) .. 20.7% and (25 + 4.3) a 29.3%. 

In risk research we are interested not only in the prevalence of a 
risk factor or an outcome, but also in the difference in such prevalence 
rates in two separate popUlation subgroups. For example, we want to know 
whether there is a real difference (a "significant" difference) between the 
prevalence of anaemia in those women whose infants died at birth and in 
those women whose infants survived. We are not dealing with two separate 
samples and two separate sample estimates of population prevalence rates, 
each with its own standard error. Even if we find a difference between the 
two sample rates, how do we know if it is merely due to the overlap of 
standard errors? To find out we need to calculate the "standard error of 
the di fference between two proport ions". This depends on t he two 
prevalence rates and the two sample sizes. An understanding of the basic 
concepts is essential in order to appreciate the importance of sample size. 

In practice we do not usually know the prevalence rates in the 
population(s) before doing a study. We must make an informed guess, based 
on our knowledge of the country, or on conditions prevailing in similar 
situations elsewhere, or on sheer intuition. 

5.4.3 How reliable do we want our results to be? 

For any given prevalence rate (or pair or prevalence rates) the bigger 
the sample(s}, the smaller will be the standard error(s) expected in our 
sample estimates. The standard error not only gives a range of values for 
our estimates but also serves as yardstick against which we can measure the 
validity of any conclusions drawn. When we find a difference between the 
two prevalence rates such as those of anaemia mentioned above, how can we 
tell whether the difference is real or is an artefact resulting from the 
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fact that we are looking at samples rather than at the true population 
values? The simple answer is that we cannot ever be sure. But we can 
measure how likely it is that the differences are artefacts due to 
sampling. We can say, for example, that there is only 5% probability that 
the result is due to chance and that no real difference exists. We say 
that "the difference is significant at the 5% confidence level". The 
bigger the sample the more sure we can be, so we aim to set our sample size 
in such a way that we achieve our desired confidence level. These 
confidence levels are derived from our knowledge of the standard error and 
a symmetrical bell-shaped distribution called the "normal distribution". 
It can be shown that successive sample estimates of population prevalence 
rates a re "norma 11y" distributed about the t rue prevalence rate. 

5.4.4 Choosing a sample size 

It will be evident from the preceding sections that choosing a 
sample size is not a simple matter. You should not hesitate to ask for 
professional advice. Decisions on sample size cannot be made in isolation 
from other aspects of the study. Among the main factors to be considered 
are: 

1. The specific hypotheses and the risk factors and outcome to be 
tested (this is further explained in Section 5.5); 

2. Estimates about the likely prevalence of these risk factors and 
outcomes (the sample size must take account of the lowest of 
these) ; 

3. The type of statistical test to be carried out; 

4. The degree of confidence we wish to be able to place on the 
results, which depends on how important it is for us to be right 
(What happens if we are wrong; does someone die?); and 

5. Logistical contraints: manpower, money, "know how", data 
processing facilities. 
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The sample size required to achieve given levels of each type of error 
can be calc.ulated but may also be conveniently read from special tables. 

li=============================================================n 
'I Ii 
It NOTE: Ii 
II II 
I' SHOULD YOU NOT BE INTERESTED IN ACTUALLY CALCULATING SAMPLE 'I 
II SIZE, PLEASE OMIT THE REST OF THIS SECTION AND PROCEED 'I 
: IMMEDIATELY TO SECTION 5.5 : 
,=======================~======================================d 
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COLLECTING THE DATA AND CHECKING THEIR 
QUALITY AND QUANTITY: LOOKING FOR AND 
CORRECTING ERRORS 

At the end of this session, the participants should be 

Annex 7 

aware of the possible sources of error and so be able to prepare 
and use a check list for detecting errors in the completed 
questionnaires used to collect data. 

Exercise 

1. For a study to investigate the effectiveness of food supplements, the 
nurses must weigh the infants using spring balances (scales). What 
precautions will you take to obtain accurate weights of infants? 

2. For a study on teenage pregnancy, your interviewer sends a field 
report, as in Appendix 1 (age-sex distribution of teenage girls 
interviewed during April-June 1983 in village A), giving details of 
the teenage girls she has interviewed during three months. She states 
she has completed all her 585 interviews as assigned to her. Find the 
errors or suspected errors in the table and outline action you will 
take. 

3. Establish a check list for internal consistency for the questionnaire 
given in Appendix 2 (Epidemiology of fertility among women). 

Reading materials 

11.1 Epidemiology for the Uninitiated (Rose & Barker) pp. 12-17 (issued 
separately). 

11.2 Extract from "Workbook on how to plan and carry out research on the 
risk approach in MCH/FP care" (Section 5.5.6 - attached to Module 9). 

11.3 Checking data (Overview) 
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MODULE 11 - APPENDIX 1 

AGE-SEX DISTRIBUTION OF TEENAGE GIRLS 
INTERVIEWED DURING APRIL - JUNE 1983 IN 

VILLAGE A 

Sex 
Age Male Female Both 

10 3 3 

10 2 70 72 

11 66 66 

12 63 63 

13 58 58 

14 57 58 

15 42 43 

16 1 73 73 

17 50 50 

18 47 47 

19 31 31 

24 12 15 

All 3 582 585 
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MODULE 11 - APPENDIX 2 

EPIDEMIOLOGY OF FERTILITY AMONG WOMEN 

1. Identification number 

2. Name 0 f head 0 f household 

3. Woman I s name 

4. Age of woman (in years) 

5. Marital status 

5.1 Unmarried, not living with partner 
5.2 Unmarried, living with partner 
5.3 Married, living with husband 
5.4 Married, not living with husband 
5.5 Divorced 
5.6 Widowed 

6. Relationship of head of household to the woman 

7. Duration of current relationship with husband/ 
partner (in months) 

8. First day of last menstrual period 

9. Is woman now pregnant 

10. Has woman ever been pregnant 

11. Number of months since end of last pregnancy 

12. Number of months of abstinence from intercourse 
following first menstrual cycle after end 
of last pregnancy. 

13. Outcome of last pregnancy 

14. Total number of live births 

15. Number of children now living 

16. For never pregnant woman, has couple ever 
used any method of contraception 

.:...,/ -_-:/_-_/ 

/ / / / / / / 
Day No Yr 

No/Yes 

No/Yes 

/ / / 

/ / / 

.;.../_.;.../_/ 

.;..1_.:.../_/ 

No/Yes 
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17. What type of contraceptive was last used 

17 .1 Pills 
17.2 Injectab1es 
17.3 IUD 
17.4 Condom 
17.5 Other barrier 
17.6 Abstinence 
17.7 Lactation 
17.8 Others 

l~. Date of interview 
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Reading Materials 11.3 

MODULE 11: CHECKING DATA (OVERVIEW) 

Data collection and checking 

- Sampl ing 
- Sampling methods/techniques 
- Data collection 
- Errors 

Sampling 

Sampling 
Non-sampl ing 

- Seek information about whole class of similar subjects 
- Examine some of them 
- Extend findings to entire class 

Sampling is the procedure in selection of a part for the express 
purpose of getting descriptions or estimates of certain properties or 
characteristics of the whole. 

Sampling methods/techniques 

- Simple random sampling 
- Systematic sampling 
- Cluster sampling 
- Stratified sampling 
- Quota sampling 

Data collect ion 

- Whom to cover 
- How to cover 

Errors 

- Sampling errors 
- Non-sampling errors 
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I. Sampling errors 

- Target population 

remot~ areas 
inaccessible areas 

- Sample frame 

old census register 
telephone directories 
case registers 

- Sample size 

preliminary estimate 
accuracy 
confidence level 

- 208-

(.20 ± .02, 95% confidence, .20 ± .01, 99.% confidence) 

SAMPLE RATIO 

II. Non-sampling errors 

- Measurement error 

systematic error 
validity 
reliability 

- observer error (intra/inter) 
- respondent 

~ Category 4' 

High 60 
Low 20 
Total 80 

Sensitive 

4' Total 

10 70 
10 30 
20 100 

Specific 
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RELIABILITY (CONSISTENCY) 

~ IIO High Low Both 

High 60 10 70 
Low 20 10 30 
Both 80 20 100 

CONSISTENCY: 60/90 = 66.7% 

III. Bias 

- Non-coverage 

• area 
eligible population 

• completed questionnaire 

- Non-response (refusal, decline, evasive) 

Check if: 

- all eligibles covered 
- all questions answered 
- information obtained correctly 
- information recorded well 
- entries are clear and unambiguous 
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MODULE 12 ORGANIZING AND ARRANGING THE DATA, PREPARING THE 
TABLES IN THE BEST WAY TO ANSWER THE RESEARCH 
QUESTIONS. DATA PROCESSING AND ANALYSIS 

Objective 

At the end of this session, the participants will: 

Exercise 

understand the ways data can be sorted and processed 
and so be able 

to prepare tables so as to bese answer the research 
questions. 

Infertility study in HRP 

This is an exercise using real data. The names of the respondents and 
other information which might identify them have been removed. Each 
participant will be given 10-15 data sheets. Follow the instruction on the 
worksheet and tally sheet and proceed as follows: 

(1) Transfer information from Form 2 to worksheet. 

(2) Transfer information from all worksheets to one tally sheet per 
group. 

(3) Calculate infertility rates by age group. 
Calculate total infertility rate 

(4) Are all the columns of the tally sheet needed for question 4? If 
not, which did you need? 

(5) What information does the other column provide? 

(6) Calculate infertility rates from grouped data. 

Reading materials 

12.1 Notes on processing. 
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HJ, Whol type of ContrJcrplion was I"" u"edl 
1: pill' 
2· initrtZiltlr 
3: IUD 
4: CCHJC10m 

5: other bJrflcr 
G: C:lb!ll1fH'I1Ct· 
7: luctLlllon 
B: othN 

20. Dolle thi~ conui:ceptivc method wa~ la:'1 used: 

MARITAL HI::TCRY 

21. Number of prevu)u!. marllClge1 of womlln: 

2~, Did wonliln hl'Cornc Prt:'1Il(Jnt during any of 
these pft'\liou~ milrr jdge~7 

1: no 
2: yi'S 
8: not kno\'\,n 
9: not applic:.ble 

23. Numuer of ~,rc\l'jous marriages of prt':.cflt male partner: 

24 _ Did any of till: male partner's previou~ wives 
Ut!ClIllW IU(::'nill'll h\' him' 

1: no 
2: yes 
8· 1101 known 
9: nol appllc"ble 

----, 
25. 11 wOrnan is prc.::-unll:u inferlilc, i) :.he iflh:restN.I 

in thr-filPY? 
1: rIC, (U" III () 271 
2: ye, 

L'€ Couple num~)(f Oink \',I,;th 
Cure study, no. 789231 O --"[-]----r' J-['''-

--. . -.-. - . 

27. N~me (If mh..'r\'I('w('r" 

I 

J 
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FOR INFERTILE COUPLES ONLY 

SURClA~,s'flCATION : 

.1 No 

.2 Y. 
c B not kllOWll 8 notk_ 

9 nollPplialllt 9 nolopplicablo 

FOR FERTILE OR PRESUMED FERTILE COUPLES ONLY: 

SUIClASSIFICATION: 

'" 2) Induced aIIorIIo. 4, 1I~"irth 
3) .,n_us .bortlon 5) .t .... 

= I No 
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Reading Materials 12.1 

NOTES ON PROCESSING OF DATA 

Many techniques are available for handling data. The decision of 
which to use depends on the amount of data to be collected, the funds 
allotted for analysis and the type of data processing facilities available. 
All the early classic studies were performed without computers, and such 
studies can still be done. However, studies with fairly large data sets 
benefit from use of electronic equipment to speed the work and reduce 
clerical errors. 

A. Manual sorting: Hand-sorted punch cards are those with one (or two) 
rows of holes around the edges which represent specified coded information 
and can be notched by a puncher (Keysort hand puncher). For example, one 
hole may represent sex, and if the subject is male, the hole is punched and 
if female, it is left intact. By using a needle (similar to a knitting 
needle), a set of cards (up to 1000) can be quickly separated into two 
piles that can be counted, one representing males and the other, females. 
The system of sorting is somewhat more sophisticated than this and manuals 
on Keysort should be consulted. These handsorted cards are different from 
the IBM type cards used for machine punching. 

B. Machine sorting: Simple data card machines used in data analysis are 
the punch, the verifier (the machine that checks the accuracy of punching) 
and the sorter. They all use IBM-type cards. The sorter is still used in 
areas where computer facilities are not available or not necessary for the 
study in question. For many descriptive studies not requiring elaborate 
statistics, data card machines can prepare the tabulations much more 
quickly and cheaply than computers. However, in many centres, methods for 
direct input of information to computers ("direct data entry") are being 
used and equipment for both punching and sorting cards is becoming 
increasingly difficult to obtain and maintain. Furthermore, it can be 
costly, for example, exceeding considerably the cost of a flexible 
microcomputer. 

C. Computer programmes: Electronic computers are rapidly replacing all 
other types of data processing. The computer must be told precisely whal 
to do through a set of instructior:s '.·!riltell by a programmer. The data for 
the computer can be kept on punch cards or entered directly and transferred 
to magnetic tapes or discs which can store huge amounts of data. ~omputers 
can be instructed to print out tables, graphs and distribution maps. To do 
this, they usually use a variety of statistical programmes. 

In addition, it may be possible to use a standard "ready-made" package 
of programmes. One such package is SPSS (Statistical Package for the 
Social Sciences). This package was produced and documented in a way that 
allows it to be used by someone who is not a professional statistician or 
programmer. 
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MODULE 13 INTERPRETATION OF DATA - PITFALLS, BIAS 
PRECISION, RELIABILITY, VALIDITY, ETC.: 
FROM DATA TO MEANING TO CONCLUSIONS 

Objective 

At the end of this session, the participants will be: 

Exercise 

able to identify limitations of their data 

able to transform data to information and be familiar with 
different categories of statistical techniques that can be used 
to test their hypothesis and interpret the given information 

familiar with the basis for drawing conclusion 

able to guarantee scientific validity of their study findings. 

1. In a community of 100 000 female population, 70 000 were surveyed for 
their attitude towards use of oral contraceptives in their family planning 
programme. The following table gives the age distribution of the general 
female population, surveyed population, those responding to the interviews 
and of tllose giving a favourable response to the use of oral 
contraceptives. Examine the table and draw your conclusions: 

General Number whose Favouring ora 1 
Age female Surveyed attitude is cont racept ive 

population popUlation unknown Number % 

19 50 000 30 000 10 000 <} 000 30.0 
20-29 20 000 15 000 5 000 4 500 30.0 
30-39 13 000 12 000 4 000 4 600 40.0 
40-44 7 000 5 000 1 000 2 800 56.0 

45 10 000 8 000 {) 000 1 520 19.0 

All i 100 000 70 000 26 000 'J.2 620 32.3 
I 

2. Among (0-4) year children, infant mortality rate due to causes and due 
to diarrhoeal diseases during 1977-1982, is given below for a country of 
100 000 population. Oral rehydration was introduced in 1980. The Minister 
of Health in this country wants to know if oral rehydration has reduced 
deaths due to diarrhoeal diseases in this country. How will you proceed to 
give an answer to his question. 
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Death rate per 1000 children 0-4 years 
Year All causes Diarrhoeal diseases 

1977 25 8.5 
1978 24 8.3 
1979 23 7.9 
1980 24 6.8 
1981 22 6.9 
1982 21 5.4 

Reading materials 

13.1 Swinscow's Statistics at Square One, pp. 24-78 (issued separately). 

13.2 Rose & Barker's Epidemiology for the Uninitiated, pp. 25-33 (issued 
separately). 

13.3 Handout. 
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MODULE 14 RESEARCH MANAGEMENT, STAFFING, BUDGET NEEDS, ETC. 

Objectives 

At the end of this session, the participants should be able to: 

1. Identify the resources (human and technical) required to carry out 
a research project. 

2. Understand the main aspects of resources management in a research 
project and decide on the most effective steering mechanism for the 
project as a whole. 

3. Identify the various stages of a research project and make a realistic 
timetable for its initiation and completion. 

exercise 

a~: 

Consider the National Research project you are at present designing 

(a) List the resources that will be needed under each of the 
following headings: 

- research staff - full time or part time 
- office space 
- equipment, travel 
- other 

(b) Comment on how the research project is to be managed and list who 
would be on any steering committees, etc. 

(e) Outline a realistic timetable showing all stages from submission 
of the grant application to the presentation of the final report. 

(d) Select three points in the research timetable where you might 
wish to involve the steering committee and give reasons for 
choosing these points. 

Reading materials 

14.1 Notes on "Resource Needs for Research" 
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Reading Materials 14.1 

Resource needs for research 

One of the major stumbling blocks in starting research is lack of 
funding. Therefore, an important function of a research manager is to 
obtain the necessary funds. Imagination must be used in seeking funding 
sources. Once these have been identified, a grant application must be 
prepared that will convince the potel1tial donors to support the study. 
Precise objectives, a realistic timetable, good justification for 
undertaking the research, indications of an appropriate research approach, 
and a reasonable request for funds are important elements for success in 
obtaining funds. A carefully prepared budget with full justification will 
prove to be time-saving and effective. 

One way of proceeding is as follows*: 

1. Analyze resource needs 

1.1 Review staffing requirements 

~ of staff needed for different purposes 
When and where such staff will be needed 
Can existing (available) staff be used? 
Is outside staff needed? 
Can existing staff be used without special arrangements? 
Is full-time research staff needed? 
Does the staff need research training? 
For how long are staff members available (important for the 
continuity of the study)? 

1. 2 Review requirement s for equipment and suppl ies 

Are available equipment and supplies sufficient? 
Can available equipment and supplies be used without payment? 
Are extra equipment and supplies needed? If yes, 
How long is needed for delivery, installation and training of staff 
in their use? 
Maintenance 
List separately any special equipment that might be needed 
Check possibilities of financing and delivery time 

*Translated and modified from "Spri 'rapport 19, Vardering av 
medicinska metoder". (Spri is the Planning and Rationalization Institute 
for Health and Health Care in Sweden, P.O. Box 27310, S-102 54 Stockholm, 
Sweden) • 



- 220 -

Annex 7 

1.3 Review logistics 

Are suitable rooms and facilities available? 

Is additional ~pace needed? 

Is an additional budget needed for rooms and facilities? 

Do rooms/facilities need modifications? If yes, how long will this 
take? 

Are special arrangements/permission needed to use the 
rooms/facilities? 

When are the rooms/facilities needed? 

2. Estimate total costs for study 

Estimate (with help of knowledgeable administrators) the total costs 
for each item: staff, capital, supplies, maintenance and service, data 
handling, and indirect. 

Notes 

Staff costs are estimated according to the average salary of the staff 
type with addition of possible special compensation for overtime, weekend 
work, and lost holidays, as well as per diems, travel insurance, etc., as 
appropriate. 

Capital costs are those calculated for amortizing equipment, etc. 
which will be used for more than one year. 

The buying cost must be distributed over the number of years the 
equipment is estimated to be used. 

Supply costs and service costs are usually estimated as a percentage 
of the corresponding capital investment. 

Maintenance costs include rent and administrative costs (paper, 
stamps, etc.) 

3. Financing 

Review: 

available resources 
additional funds needed 
possible sources of funds (government, private, international) 
timing of funding requests; and 
the format and content of funding requests. 
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4. Budget preparation and monitoring 

Notes 

Prepare: 

your budget and budget review system 
bookkeeping system (income/expenses) 
a simple accounting system, for example: 

- capital cost 
- supply cost 
- maintenance/service 
- travel 
- documentation 
- salary 

Collect all bills, etc. systematically. 

Research costs versus servlce costs 

Annex 7 

Studies on the risk approach in MCH care include modifications in 
health care strategy. Such modifications often cost money to implement, 
both in terms of one-time investments and in terms of ongoing expenditures 
(e.g. drugs). Although these expenses cannot be specified at this stage; a 
careful costing must be made before the new strategy is implemented. This 
will enable a decision to be taken on the potential application of the 
strategy. 

Nanpower 

Another resource needed is training manpower. This item is frequently 
given insufficient consideration, which leads to probl"!;lS anG delays. 
Knowledge in various disciplines is needed to carry out a successful 
study: Statistics, computer programming, research management, data 
processing, etc. A careful review of manpower requirements, including 
training needs and the possible use of outside consultants, should be 
made. A plan of manpower requirements for the duration of the study should 
be prepared. 
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THE MANAGEMENT OF A LARGE HEALTH SYSTEMS 
RESEARCH PROJECT 

Deputy 

Literature 
programme 
reports 

Project Leader 

~----------~ ~L ________ ~ , 
Deputy 

Fieldwork 
interviews 
training 

Deputy 

Funding 
logistics 
accounting 

transport, etc. 

Advisory 
Committee 

Data col
lect ing 
processing 
take off 
checkin 

Even in small projects, all these functions will have to be covered. 

Design 
statistics 
computing 
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MODULE 15 UTILIZATION OF RESEARCH RESULTS 

Objectives 

At the end of this session, participants will be able to list the main 
steps involved in utilizing research findings and the major impediments 
likely to be encountered. 

Exercises 

1. Using the attitudes you observed in this morning's role play, list 
five likely impediments to the implementation of your national research 
project (always supposing that your research findings suggested how to 
improve the health system.) 

Please work individually 

2. What are the implications of the tasks mentioned in the notes which 
follow for the early planning of all research? 

Please work as a group 

Reading materials 

15.1 "Notes" 
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Reading Materials 15.1 

Notes 

I. RESULTS, CONCLUSIONS AND RECOMMENDATIONS 

When the research is finished, most people think only of a 
publication. We would suggest that you: 

(a) Refer back to discussions you have already had with senior people 
who not only have the authority to implement but are in every 
sense THE USER OF YOUR RESEARCH 

(b) Refer back to the wishes of your Steering Committee. 

(c) Refer back to the wishes of your research team. 

Having done this consultation, you should prepare the following 
documents: 

(a) A full report for internal use (that is for your team to use, for 
the Steering Committee, for colleagues and, if requested, for 
senior administrators). 

(b) A report for the Community (press, radio, television and for 
those interviewed with thanks). 

(c) A report for the Field Work Team (this can be brief but 
interviewers and other helpers must be mentioned by name). 

(d) A report or series of papers for a learned journal. (Please 
remember that you have a duty as a research worker to report your 
work in such a journal). 

II. POLICY AND OTHER IMPLICATIONS 

You should ensure that a summary of your recommendations goes (if 
appropriate) to: 

Ministries of agriculture, transport, education, etc. 
Health (of course) 
Relevant hospitals 
The treasury 
The civil servants involved 
Civil and other leaders, etc. 

(You will, of course, obtain permission and route the recommendations 
through the proper channels). 
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III. SOCIAL AND POLITICAL ACTION 

You should also see to it that the following groups are fully informed 
through meetings, seminars and discussions. 

The main consumer groups 
Religious groups 
Women's groups 
Village councils 
Medica 1 and profess ional associat ions 
Nurses' association 
Those representing alternative and traditional medicine 
The trade unions and various political pressure groups 

Remember you are a "neutral" scientist in your reporting which. of 
course, must be unbiased. 
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HODULE 16 

Objectives 
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THE LIST APPROACH IN HCH/FP CARE 
AN INTRODUCT ION 

At the end of this session, participants should be able to: 

Exercise 

explain the concepts of relative and attributable risk 

list the most important uses of risk information in the 
development of HCH/FP care 

Study Table 2.4a (page 24) of the reading material. How can the 
information presented in the table are used to recognize MCH/FP care? 

Reading materials 

16.1 Extract from "A workbook on how to plan'and carry out research on the 
risk approach in maternal and child health including family planning 
(Chapter 2). 
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WORKSHOP ON HEALTH SYSTEMS RESEARCH 

IN 

FAMILY HEALTH PROGRAMMES 

ORGANIZER'S FILE 

Annex 7 

• 
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PREFACE 

The aim of this document is to help the organizers of workshop on 
health systems research in family health to set up and manage a workshop. 
Much of the text is taken from: 

"A Workshop Approach to Health Programming and Project Management", 
PSA/EC/75.7 

"Educational Handbook for Health Personnel", by J.J. Guilbert. World 
Health Organization, Geneva, (WHO Offset Publication No. 35). 

An Introductory Course in Teaching and Training Methods for 
Management Development, International Labour Office, Geneva 
(Management Development Manual No. 36). 



List of contents 

How to plan a workshop 

Open a file 
Funds 
Date of the workshop 

- 22~ -

Choosing the place for the workshop 
Booking a meeting room and hotel accommodation 
Criteria for selection of participants 
Selection of assistant organizers (facilitators) 
Working language 
Invitation to the participants 
Press release(s) 
Secretarial assistance 
Action check list 

The workshop approach 

Setting up the classroom 
Conducting the workshop 
The use of visual aids 
Evaluation 
Classroom layout 

Preparation of country proposals 
Notes on module 

- Facts, fiction and personal bias (a role-play) 
- How to organize a role play (extract) 

Annex 7 
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Extract from itA Workbook on how to plan and carry out 
research on the risk approach in "CHIrp care" 

Chapter :.1 

The concept of risk and the risk approach 
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SIOOfARY 

The risk approach is a managerial tool to improve resource 
utilization in health care. It is particularly suited to 
maternal and child health and family planning care, where 
promotive and preventive activities and early health care 
action are so important. Risk is a measure of the probability 
of a future adverse event. A risk factor is a characterist ic 
of an individual with an increased risk (probability) of an 
unwanted outcome. Risk can be measured in terms of absolute 
risk, relative risk and attributable risk. These measures are 
not perfect since risk is a question of probability or chance. 
The number of false positive and false negative cases give an 
indication of how accurately risk is measured. That 
information can be used to improve organization and management 
of MCH/FP care. 

Objectives 

After studying this chapter, you should be able to: 

explain the concept of the risk approach; 

explain what is meant by risk or chance; 

list the different types of risk factors; 

explain three measures of risk; 

explain what is meant by "false positive" and "false negative" 
cases; 

list the main areas where risk data may be used for organization 
and management of MCH/FP care. 
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Section 2.1 The risk approach - concept, data, research 

Section 2.2 What is meant by risk? 

Section 2.3 What is a risk factor? 

- risk factors and outcome 
- indicators and causes 
- combinations of risk factors 

Section 2.4 How do we measure risk? 

Section 2.5 How good are we at predicting outcomes? 

Se cc ion 2.6 From risk data to interventions 
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Section 2.1 The risk approach - concept, data, research 

SUMMARY 

The risk approach is a method for measuring the need of 
individuals and groups for care (and thus for assisting them to 
determine their priorities) and a tool for the reappraisal and 
reorganization of health and other services to meet that need. 
Its aim is to improve care for all but to pay special attention 
to those in greater need. 

Considerable efforts have gone into the creation and improvement of 
health services but there are still many areas in the world where access to 
health care is limited for most of the population. High quality medical 
services may, paradoxically, be available to some groups while universal 
coverage, at the primary level, is limited by resource constraints such as 
lack of money and trained manpower. There is thus a need to seek ways of 
making optimal use of existing resources for the benefit of the majority if 
the goal of "health for all by the year 2000" is to be achieved. 

In every society, there are communities, families and individuals 
whose chances of future illness, death and accident are greater than those 
of others; these are said to be especially vulilerable and toe reasons for 
this, though often tenuous, can usually be traced. Special vulnerability, 
whether to illness or health, is a result of the possession of a number of 
interacting characteristics, biological, genetic, environmental, 
psychosocial, which together confer a particular risk of future health or 
disease. Thus, the pregnant, the very young, the migrant, the elderly and 
the poor are specially vulnerable; while the adolescent, the affluent and 
the young adult are generally less so. Within such groups, some 
individuals and subgroups with special characteristics (such as the gran 
multipara) are at higher risk than other members of the group. Our ability 
to measure accurately these risks is relatively recent and provides us with 
tools with which to address particularly the preventive part of health 
care. Because of the recent emphasis on primary health care, this new 
knowledge may have come at a specially opportune time, both to increase the 
effectiveness of primary care and to serve the Alma-Ata ideal of Health for 
all by the Year 2000. 

The possession by communities, families or individuals of 
characteristics which confer a special "risk" of health or disease implies 
some sort of causal chain or sequence and some of these attributes can be 
described easily and in detail - malnutrition, teenage pregnancy and grand 
mUltiparity. These risks, which can be converted into "scores" for 
managerial purposes, are in fact a kind of shorthand expression of the need 
for care. Thus, a pregnant mother with high blood pressure may be at a 
very high risk of a complicated labour. The measured risk to her and her 
child is an expression of her need for help, that is for preventive and 
curative care now. Making some estimate of risk of, for example, a 
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perinatal death, however accurately this is done, is therefore only a 
signal or indicator of the extent of the need for care. The so-called 
"risk approach strategy" which starts with these signals - these estimates 
- of the mother's need for help, uses them as guides to action, to resource 
reallocation, to better coverage and referral and to family and clinical 
care. This is the simple and classical use of the risk approach utilizing 
data derived mainly from the study of individuals. 

But there are also collective, community risks, for example from the 
presence of malaria or schistosomiasis in a region, from smoke pollution or 
poor water supply, from poverty or poor health care services; the degree of 
risk in these cases is also an expression of need, the measurement of which 
is an essential component in the formation of policies, for example in the 
determination of priorities and in the allocation of scarce resources. 
These are some 0 f the new uses 0 f the risk approa ch. 

The hypothesis upon which the risk approach rests therefore, is that 
the more accurate are these measures of risk, the more clearly will the 
need for help be understood and the better (or more effective) will be the 
response. The risk approach to the individual is by no means a new 
discovery, but its use as a policy and managerial tool is. This tool has 
become sharper with the improvement of methods of measurement of risk and 
with the increasing richness of information. 

This workbook aims to describe the method by which the tools needed to 
implement the risk approach in a given country situation can be developed. 
Health problems, socioeconomic conditions and the distribution of risk in 
the population are very specific to local circumstances. Before a risk 
strategy can be formulated, a reliable data base needs to be developed. 
The gathering and analysis of the information which constitutes this data 
base, the appreciation of the data on planning and programming and the 
evaluation of the modified MCH/FP strategy is what is termed risk approach 
research and forms the subject of the present workbook. 
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Section 2.2 What is meant by risk? 

SUMMARY 

Risk is a measure of the probability of a future 
occurrence, usually an unwanted outcome. The risk approach is 
based on the measurement of the probability which it uses as a 
proxy for the need for health or other care. 

When we talk about the risk of something happening, we are referring 
to the probability of that event occuring. Probability is a measure of 
uncertainty. Where everything is certain there is no room for probability 
since no doubt exist. At one extreme we are all absolutely certain that we 
will die one day. We can also know that it is absolutely impossible that 
we will live to be 200 years old. But if we toss a coin in the air, we 
have a 50-50 chance that a coin will come down heads. 

The top of the scale of probability represents absolute uncertainty. 
The statistician would write p = 1 (p meaning probability). The bottom end 
of the scale, marked 0, represents absolute impossibility; most problems 
are not so clearcut, and the probability of most events is somewhere along 
the line from 0 to 1. Penicillin might be excellent for a particular 
disease, and cure most people with that disease. But somebody, or a very 
few people, might not be cured by penicillin. 

The concept of probability and in particular of measurable probability, 
is fundamental to an understanding of risk. 

A dictionary definition of the word "risk" is: 

"hazard, danger, exposure to mischance or peril". 

Risk is thus a measure of the statistical chance, the probability of a 
future occurence - usually undesired. Implicit in this notion is the idea 
that the probability of adverse consequences is increased by the presence 
of one or more characteristics or factors. When the probability is known 
and is of a disease, illness, accident or death which can be avoided or 
reduced if anticipatory action is taken then this action uses the risk 
approach at an individual level. 

The notion of risk seems widely understood, particularly when applied 
to games, though when applied to personal or family health it is less often 
thought of in numerical terms. 

If the risk of, say, a perinatal death for the entire population of 
new born between the 28th week of pregnancy and the end of the first week 
of life was on average 100 per thousand live born, a detailed study of the 
distribution of these risks would reveal that it was anything but equal for 
all infants. Some would have very high risks of death (and the method of 
prediction of who they were and what actions to take in perinatal and other 
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areas of maternal and child health is the subject of this workbook), while 
others would have very low risks. None would have no risk, while many 
would have a moderate risk. Even among those infants with a very high risk 
of dying there will be many who do not and, likewise, among those most 
likely to survive there will be a few deaths. A scrutiny of the records 
after the event often points to causes which suggest that the risks were 
wrongly estimated but, even after that scrutiny, there will be inexplicable 
survivors among those at very high risk and unforseen deaths among those 
with the lowest risk. Part of the risk approach involves the assumption 
that as knowledge increases so these chance events will become fewer and 
fewer. But in the meantime it is important to recognize that not all 
events can be "explained" and chance still plays a part. While we can 
predict how many will die in a given population, we cannot predict with 
anything like the same confidence which individuals will die. We can, 
however, examine the characteristics of those that have died to see whether 
they can show us how these individuals differed from those that survived. 
If we are successful we are able to identify characteristics which describe 
those that died more aptly than those who did not die. This list 
is our list of possible risk factors. 
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2.3 What is a risk factor? 

- risk factors and outcomes 
- indicators and causes 
- combinations of risk factors 

SUMMARY 

A risk factor is a detectable characteristic or 
circumstance of individuals or groups which are associated with 
an increased chance (risk) of experiencing an unwanted 
outcome. Care must be taken in defining what is a risk factor 
and what is an outcome, as some characteristics can be either. 
Risk factors can be indicators or causes of outcomes. If they 
are causes, interventions could avoid outcome, if they are only 
indicators then they can only be compensated for by greater 
care. 

A risk factor is: 

any ascertainable characteristic or 
circumstance of a person or group of 
persons that is known to be associated 
with an abnormal risk of having, developing 
or being especially adversely affected by a 
morbid process l ,2 

Risk factors can therefore be causes or signals but the important 
thing about them is that they are observable or identifiable prior to the 
event they predict. Risk factors can be those which characterise the 
individual, the family, the group, the community or the environment. 
Several studies have shown that first pregnancy, high parity, pregnancy at 
early or late reproductive age, previous child loss, and malnutrition are 
universal risk factors, possession of which increases the chance of a poor 
outcome of pregnancy. Combinations of these and other risk factors in the 
same individuals further raise the chance of a poor outcome. Moreoever, 
the interaction of biological risk factors with others derived from the 
social and environmental setting will have an increased effect. For 
example, multiparity in mothers living in poverty is associated with a 
higher risk of a perinatal death than multiparity on its own. 

Risk factors are, therefore, characteristics which have a significant 
association with a defined outcome. It is important to specify the outcome 
for which each risk factor or group of factors is sought. For example, 
"infant death" is not detailed enough because the characteristics of 

lWHO Regional Office for Europe, Symposium on the identification of 
high risk persons and population groups, Windsor 1972. Copenhagen 1973 
(EURO 4911). 

20ur own definition is that a riSK factor is one link in a chain of 
associations leading to an illness - or it could be some indicator of that 
l.ink. 
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mothers whose infants have an increased chance of dying from hypoxia during 
delivery, for instance, may be quite different from those of mothers whose 
infants die from gastroenteritis. 

Risk factors may be specific for a particular outcome, such as 
previous induced abortion leading to cervical incompetence. More 
frequently, however, one risk factor increases the chances of a number of 
outcomes or end-points perhaps to quite a different extent. An example LS 

grand multiparity with its increased risk of several complications of 
pregnancy and delivery, such as transverse lie, antepartum haemorrhage, and 
premature and precipitate birth. 

It has been emphasized that risk factors are characteristics of the 
person or environment having a statistical association with the defined 
outcome. The "importance" or value of the risk factor to preventive 
medicine depends in part on the extent of the association with the outcome, 
but as well, on the frequency of the outcome in the community. If a 
certain risk factors were to carry a high probability of, say, fetal death, 
this would have considerable importance for the mother concerned. However, 
if this risk factor was uncommon in the community, the impact on the total 
fetal mortality experienced by that community would be small and this fact 
would have to be considered when framing intervention strategies. 

Risk factors can be: 

- biological (age, sex) 
- environmental (water supply) 
- socio-cultural (literacy, poverty, religion) 
- behavioural (smoking, eating-habits) 
- health care related (quantity, quality of care) 

Risk factors and outcomes 

The distinction between outcomes and risk factors is not always 
clearcut. It is important to realize that: 

- what is considered a risk factor by some might be considered 
a problem or an outcome by others, 

- a characteristic might be both a problem and an indicator. 

For example low birth weight is a "bad outcome" (a problem) of 
delivery, and a risk indicator for perinatal and childhood morbidity and 
mortality. 
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We frequently talk about a chain of events, where one problem leads to 
another, or in the reverse, where on preceding event leads back to another 
preceding event. Consider for example, childhood mortality. An analysis 
of who the dead children are and a definition of their characteristics 
might lead to a problem model such as the one that follows: 

infection --- repeated _- - dehydrat ion -- -/ marasmus !-~
diarrhoea 

1. pov.tty ~ -, 

I 
I 

I 
I 

high parity malnutrition 
of mother - - -

infant 
mortality 

Any of the stages could be taken as a problem or as a risk factor, 
(even infant mortality could be a risk indicator in the sense that sibling 
death is an indicator of special risk for infant death in another sibling). 

If a study on the epidemiology of risk is to be undertaken, care has 
to be taken in defining which are the outcomes and which are the risk 
factors. 

Indicator or cause 

A careful study of the characteristics of the persons experiencing a 
bad outcome (a low birth weight, infant marasmus) and a comparison of these 
characteristics with those of persons who did not experience a bad outcome 
(a normal birthweight. a well-nourished infant) will have led to the 
identification of a list of risk factors which will serve as part of the 
"risk data" needed for the formulation of the risk approach strategy. How 
these data will be used depends critically on one criterion (among others), 
namely on whether the characteristic is a cause of the outcome (smoking for 
low birth weight) or merely an indicator (illiteracy). 

In almost all societies. links are popularly recognized between the 
outcome because they precede the outcome of pregnancy and preceding 
events. These are often held to be causal. This is notoriously misleading 
since events which precede other events do not necessarily cause them. 
This principle is only accepted in some communities and rarely in those 
where powerful magic and folklore surround childbirth. The belief by 
nurses and medical staff in a western hospital in the 1950's that red 
headed women fare badly in childbirth has a certain similarity to the 
reported association between eating eggs during pregnancy and the 
subsequent baldness of the child. 
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The notion of "cause" is complex and not all significant associations 
between the characteristics of the vulnerable and the unwanted outcome are 
part of a chain of causality. Some of the most useful are statistical only. 
Associations are usually described as "causal" if they can be seen to be 
directly related to pathological processes, even if the pathways are not 
fully understood. Examples include placenta previa and foetal death from 
anoxia, or first trimester rubella and congenital malformations. 

Recognition of risk factors which are part of the causal chain of 
events leading to illness or death (the unwanted outcome) is the more 
challenging since intervention will often lower the risk. Risk factors 
which are still strictly speaking part of the causal chain of events, such 
as high maternal age, but where intervention to alter the pathology is 
either impossible or not understood, prompt a different response; here the 
action should be compensatory: services can be alerted and made ready 1n 
anticipation of a possible bad outcome. 

Finally, there are those risk factors, sometimes with impressive 
predictive power, such as poverty or crowding or membership of a particular 
religious sect or caste, where associations only reflect the causal 
pathways. Others are even more distant from pathology but may still be 
useful indicators. Thus the absence of a bicycle or poor quality housing 
of a family in some villages are signals of a group of interacting forces 
(the most important of which is probably poverty) which render the mother 
at high and measurable risk. 

The attribution of "cause" to a risk factor therefore will only be of 
real importance in helping to define what action to take. The statistical 
risk associated with a risk factor may however, be equally useful as an 
indicator of outcome if it arises from pathology or some apparently 
unconnected signal of risk such as the absence of a bicycle or poor housing 
of a household. 

Risk factors are therefore ascertainable indicators of what is going 
on inside a complex interacting biological and social system. The 
definition as well as the understanding of "causes" within this sytem is 
necessarily limited. The precise "causes" of poor pregnancy outcome among 
those with previous fetal or child loss, therefore, are not always clear, 
though the risk is. All the factors which predispose a toddler to 
excessive accidents if the mother works outside the home are not understood 
though as a risk factor outside work is valuable in some cultures. Another 
common example is the association between poverty and infant 
gastroenteritis where the complex of poverty may include contributions to 
risk from large families, crowding, early weaning and poor nutrition, with 
infection of the infant and neglect of early diarrhoea for a variety of 
reasons, economic, social and cultural. Even without elucidating the 
pathways of causation, it is clear that poverty of the family is a risk 
factor for gastroenteritis of the infant; it is probably an even more 
important risk factor for death from gastroenteritis. 

Medical care in the past has concentrated upon those associations 
where the pathological processes could be interrupted. This preoccupation 
has led to neglect of the more tenuous links in the causal chain, which, 
like poverty, are difficult "non medical" challenges. One feature of the 
use of the risk approach is that it prompts attention to all "causes" 
regardless of their "medical", "intersectoral", "emotional, political, 
economic or even magic origins. It cannot, of course, unravel all of these 
associations but may go some way to defining their relative importance. 
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2.4 How do we measure risk? 

SUMMARY 

There are different ways of measuring the relationship 
between a problem and the corresponding risk factors: 

absolute risk 
relative risk 
attributable risk 

The absolute risk ia simply the prevalence/incidence of the 
outcome (problem) among the whole population, which of course 
includes those with and those without definable risk factors. 

The relative risk is the ratio of the incidence of the 
outcome in those with the factor to the incidence in those 
without the factor and shows the risk to individuals with the 
risk factor. 

The attributable risk is a more complex measure. It gives 
an indication of how the total problem would be reduced if the 
factor disappeared from each individual in the population. 

Risk or the probability of an event occurring, can be measured in at 
least three ways depending on who or what we consider to be "at risk" (risk 
"to whom"). This can best be illustrated by means of an example such as 
perinatal mortality in Cuba as set out in Table 2.4a. 

Table 2.4a. Some uses for risk information: perinatal death 
rates in four high risk groups 

all births, Cuba, 1973 

Perinatal 
Risk factors % of all mortality per Relative 

births 1000 births risk 

Mother parity 4+ 18.1 40.4 1.69 

Mother I s age of less 9.1 30.7 1.16 
than 18 years 

Mother single 35.8 32.8 1.39 

Non hospital delivery 3.5 40.9 1.54 

All mothers 100.0 26.9 1.00 

Source: Social and Biological Effects on Perinatal Mortality, 
Geneva, WHO, 1978. 

Attributable 
risk (%) 

11 

2 

12 

I 

-
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First, there is the risk of the outcome occurring to the whole 
population. This included those with and those without definable risk 
factors and is sometimes called the absolute risk. Since it expresses the 
actual chances of an event, it is valuable. It expresses the frequency, 
i.e. the real probability of the illness, accident or death occurring in a 
given time. Thus, in Table 2.4.a, the risk of a perinatal death for that 
particular community was 26.9 for every 1000 births. 

Next, there is the risk of the outcome occurring to those with one or 
more risk factors. For the individuals concerned, this is the most 
important concept. What is the probability that the infant of this 
particular woman will die? The most usual measure of individual risk 1S 

relative risk. This is among the most useful and simple of measures and 
expresses the ratio between the incidence of the illness or cause of death 
in the popUlation with the risk factor (or factors) and its incidence in 
the population without them. It is therefore also a measure of the 
strength of the association between risk factor and outcome. In our Cuba 
example, single mothers have a relative risk of 1.39, i.e. their chances of 
experiencing a perinatal death are 39% higher than those of a married 
mother. 

While the importance of a risk factor depends to a large extent upon 
the strength of its association with the eventual outcome, from the 
community's point of view, it also depends upon the frequency of the 
occurrence of the unwanted outcome in the community. If a certain risk 
factor were to carry a high probability of, say, fetal death but was very 
rare in the community, the impact of its removal on total fetal mortality 
would be small. This impact on the community's experience is measured by 
attributable risk. It is expressed as a percentage reduction of the 
adverse outcome. 

Attributable risk brings together three ideas: the frequency of the 
unwanted outcome with and without the risk factor present (the relative 
risk), and the frequency of occurrence of the ris~ factor in the 
community. It indicates therefore what might be expected to happen to the 
overall outcome in the community if the risk factor was removed. 
Figure 2.4.a show graphically how both relative risk and frequency of 
occurrence contribute to attributable risk. The importance of this concept 
in terms of policy making can hardly be exaggerated. 

When several factors are present, and are influencing each other, the 
statistical handling of the data becomes more complicated. But concepts of 
absolute risk, relative risk and attributable risk remain unchanged even 
when dealing with a number of risk factors added together. 
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FIGURE 2.4a 

ATTRIBUTABLE RISK: EFFECT ON THE COMMUNITY OF THE REMOVAL 
OF TWO RISK FACTORS 
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Note: Attributable risk is based on the assumption of a causal relationship between 
risk factor and outcome. 
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2.5 How good are we at predicting outcomes? 

SUMMARY 

A risk factor only predicts the chances of an unwanted 
outcome. How good this prediction is can be measured by the 
number of false p08itives and the number of false negatives. 
As one goes up, the other will go down. The prevalence of the 
outcome in the population influences the rate of false 
positives and false negati~8. 

Once risk factors have been identified and quantified, it is pOlsible 
to make an estimate of the likelihood that a given outcome will occur to a 
given group of people. We cannot, however, predict with certainty to whom 
the outcome will occur. Becau.e we are dealing with chance, we are bound 
to make wrong predictions. These wrong predictionl can be of two typel. 

(1) We can predict a bad outcome which will not occur (the smoker who 
does not get lung cancer). The individuals for whom the outcome is 
predicted - who were deemed "at risk" - and who do not experience that 
outcome are called "false positives". 

(2) We can predict a good outcome when 
(the non-smoker who gets lung cancer). 
were falsely deemed "not at risk", are 

in fact a bad outcome occurs 
The individuals concerned, who 

called "false negatives". 

The effectiveness of the risk factor or factors at predicting the 
outcome will depend upon the proport ion of "correct" or true associations. 
An "ideal" risk factor, if prelent, would alwaYI be associated with the 
unwanted outcome and if absent, never. However, deathl from 
gastroenteritis lometimes occur among breast fed infants (though much less 
commonly than among the bottle fed) and smoking and poverty do not always 
predict low birth weight - and so on. In short, risk factors are clues, 
signals and, at best, steps in complex of "causes". False positives and 
false negatives abound and may be so frequent that the practical aspects of 
screening and delivery of care according to risk become very difficult. 

The basis of the risk approach strategy (at the individual level) is 
the identification of individuals who are "at riSk" and the allocation of 
greater care to them. But by its very nature "risk" is not a clear-cut 
yes/no variable. There are always degrees of risk and the level that is 
deemed to warrant extra care is a matter of choice. The more people are 
included in the risk group the fewer "false negatives" but the more "false 
positives" there will be. False positives overload the .ystem and 1IIIIy 
cause inconvenience and even possibly harm to individuals. False negatives 
may entail the unnecessary loss of life. The decision on how much "risk" 
warrants an individual being included in the "at risk" group is thus 
crucial and involves a pay-off between the two types of mis:ake and the 
resources available. 

When we pose the question of how many more false posltlves can be 
"afforded" by this community for the desired reduction in undiagnosed need 
or false negatives, the answer will depend, of course, upon a balance 
between the seriousness of the undiagnosed need and the possible damage 
done by interventions to individuals not at risk and the unnecessary use of 
health resources. 
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2.6 From risk data to interventions 

SUMMARY 

The risk approach can be used to improve the health of 
mothers and children at several levels both within and outside 
the health care system. 

The use of information derived from examination of risk can 
be used for health education and to improve personal and family 
health care. Involvement of the community in the knowledge of 
individual and group risk factors should lead to increased 
awareness of health problems and community action programs. 
Within the health care system, increased coverage should be 
followed by better referral practices to increase congruence 
between needs and skills. Manipulation of risk factors comes 
next, both by treatment of individuals, change in life-style 
and improvement of the environment. This will require the 
changing of facilities and skills to meet the different needs 
both at local levels and at regional and national levels. 

The risk approach will point to the contribution of other 
sectors to health and disease. 

Up to this point the description of the risk approach has involved 
community decisions as to what are the priority problems to be addressed in 
the promotion of the health of mothers and children, the detection of risk 
factors and groups of risk factors and their interrelationships, their 
power as predictors and the calculation of the relative and and 
attributable risks associated with them. Also known would be the incidence 
and perhaps prevalence of the unwanted outcomes and of the risk factors and 
perhaps something of their incidence and trends over time. 

Before these tools of the risk approach can be used in the improvement 
of the organization of health care, particularly at the individual level, 
three additional technical poblems must be faced. A final step will be to 
ask whether the local health care system is able to support innovations of 
the kind proposed. 

First, an answer must be found to the question of how to convert risk 
data, and particularly relative riak, into simple measures which can be 
used at the level of the clinic and local hospital. This is usually 
achieved by some form of scoring. 

The next technical question concerns cut-off points for risk factors. 
This presents no problem when the risk factor is either present or absent, 
nor where the distribution of a risk factor such as age has such sharp 
changes of relative risk that dichotomy or trichotomy is obvious and easy. 
Where, however, the distribution is continuous, the often opposing 
considerations of "yield" and of resources to deal with that yield impose 
constraints upon the risk approach (there is, for example, little advantage 
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in a strategy which classifies 80% of women as "very high risk" unless 
massive resources are available). Finally, the last technical problem is 
that of "trade offs" in screening for risk. By this is meant the often 
painful decisions which turn upon for example, how many false positives are 
to be tolerated in order to reduce the false negatives to acceptable 
proportions. Essentially this is the question (mentioned above) of how 
many and what kind of "mistakes" can we accept in preventive medicine and 
how accurate we have to be. 

The health care system; how can it be changed? 

The community and its services are at this point poised (as it were) 
on the brink of trying some new uses for all the information about risk. 
There is, however, one final question which must be asked and that is 
whether the existing health care system can change enough to accommodate 
the innovations which will be proposed. 

So many variations in the organization of health care exist that it is 
likely that not all could use the risk approach. Systems without a 
coordinated, referral chain or those run without regional or other 
coordination are at a particular disadvantage. Plans to use the risk 
approach would, of course, be fully adapted to local patterns of care, 
local value systems, local religions and local methods of payment. But 
such adaptation has limits (for example financial or operational limits) 
beyond which accommodation is impossible. Before planning the innovation 
it is therefore necessary to describe in some detail the ways in which care 
is currently delivered (particularly as regards the "target" outcomes) as 
well as the policies which exist for the promotion and maintenance of 
health. The main determinants (laws, customs, etc.) of these patterns 
would also be described. The purpose of these descriptions is at every 
stage to seek to answer such questions as; "Is the the health care system 
(and its associated laws, customs, etc.) capable of accommodating the risk 
approach, i.e. can it be changed enough"? Or, "Is it likely that the 
addition of the risk approach will help"? "Are the health data which are 
available good enough to make the approach viable"? "Is there sufficient 
local, regional and national support for the educational and training 
programmes involved to give them a reasonable chance of success"?, and so 
on. 

The risk approach can be applied at all levels of care from self and 
home to intersectoral policy. Eight such uses of the risk approach 
strategy of resource reallocation and care in proportion to need are 
suggested (see Table 2.6a). Each is put forward because it seems likely to 
have a positive effect upon the health care of mothers and children. 
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TABLE 2.6a 

EIGHT USES OF THE RISK APPROACH 

------------------------------------------------------------------
I 1. Self and family care 

I 2. Local community care 

I 3. Increasing coverage 

I 4. Improving referral 

I S. Modifying risk factors I 

, 6. Local reorganization 
and training 

, 7. Regional and national 
reorganization and 
training 

, 8. Intersectoral policy 

Screening self and family for risk, ' 
family health education ' 

Community development, local care 

Risk screening increases coverage 

Risk data or scores mean needs 
and skills are better matched 

Treating high blood pressure or 
diabetes, for example 

Changing skills and facilities 
to match needs 

Changing skills and facilities 
to match needs 

Reflects distribution of need 
and risk factors such as poverty, 
overcrowding and malnutrition 

._----------------------------------------------------------------_. 

Three of the interventions proposed are outside the formal health care 
system - the first two at the level of self, family and community care and 
the third at the most distant level, that of intersectoral policy. Between 
these three are five suggested uses of the risk approach within the formal 
health care system (in increasing coverage, improving referral patterns and 
in matching health professional skills and individual needs, in the attack 
on risk factors, and local, regional and national reorganization and 
training) • 

These uses of the risk data, for purposes of illustration, are treated 
as if separate each from the other. This would not be the case in the 
"real" world, nor would the "referral chain" be as simple as is suggested. 
It is also recognized that health care systems, where they exist at all as 
organized systems, are often chaotic; a mixture of good and bad care, 
costly and free care and sometimes no care at all for those at high risk 
and too much for the relatively healthy. It is with this kind of "real 
life" system that the risk approach is concerned and in which the following 
applications seem appropriate. 
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Applications outside the organized system of care 

Applications of the risk approach (Table 2.6a) are likely to be easier 
within the organized system of care than outside. However, most health 
behaviour, most early care of illness and most preventive of all kinds take 
place in the home or local community before passing along the referral 
chain and into the organized system. 

Se If and family 

Strategies which use the risk data at the level of self and family 
care will depend upon translating and communicating the technical 
information about risk and the associated need for preventive action in a 
form which can be understood. 

Apart from general sensitization to what is important and what 
unimportant in the maintenance of their health, the use of risk data at 
self and family level might be thought of as having three overlapping 
objectives: 

First and most important would be an improved ability to recognize 
health priorities and healthy life styles and behaviour so that, in terms 
which the family uses normally, a more rational approach to self and family 
care would replace irrational interpretations of risks. This could lead, 
for example, to a better understanding of the benefits of family planning 
or immunization against tetanus, and of the risk of not doing so, of 
nutritional care in pregnancy or the early recognition of risk factors for 
infant gastroenteritis. Recognition of realistic priorities in family 
health would foster greater attention to preventive rather than curative 
care. 

The early recognition of risk factors does not necessarily imply an 
anxious preoccupation with illness but rather the gradual sophistication of 
self and family care so that, within the family group, risk situations are 
recognized early and attended to before others of less importance. 

Increasingly informed and responsible health management of the family 
would involve early recognition of danger signals, selective referral, and 
a more critical appraisal of facilities. 

Applications of the risk approach at this level would seek to spread 
new information about the nature and extent of the relationships which 
exist between environment and family health and between behaviour and 
family health. Properly interpreted risk data could become a vehicle for 
the demonstration of cause and effect in the development of disease and 
help to develop interventions appropriate to the local situation. It would 
also seek to foster community action in the control of risk factors in 
accordance with their importance for family and community health. 

Applications within the organized system of care 

The risk approach has been the subject of research mainly at the local 
level where referral systems, scoring and medical interventions to modify 
risk factors are, in maternal and child health at least, reasonably well 
known and where local resources can usually be reallocated. However, as a 
consideration of how the risk approach might be used passes from the 
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individuals in their homes and village clinics to possible assistance in 
the reorganization of health services, the issues become more complex. The 
information needed changes from familiar medical records and relative risks 
to costs, benefits, attributable risks and political concerns. 

Increasing coveraae 

The value of the risk approach in increasing coverage is discussed 
separately becauae in all the primary health care literature, improvements 
in coverage - that is, increasing the nU11lber of persons who receive care of 
any kind is rightly gi .. n great prominence: Health for all requires access 
to health care for all. 

Of all the factors which influence coverage, three have received 
particular attention and all may be affected by the risk approach. 
Availability, access and what has been called "threshold" and acceptability 
are important deter-ineats of both formal and informal care. 

Increasing the availability (or the existence) of appropriate care is 
an objective of the risk approach which, in theory at least, offers a 
method for reallocating resources according to need, and thus should 
increase coverage. The steps involved are, first, a saving of resources 
formerly expended upon those at low risk and their transfer so that they 
become available to those in greater need - among whom would be some of 
those not "covered" by formal or informal health care. In reality, it is 
doubtful if this reallocation could immediately take place so as to reflect 
the need and increase coverage; when it does it is likely to be most 
effective in clinics and hospitals. The screening of the population for 
risk and the care of those found to be in need of it would, initially at 
least, use more resources, particularly community resources newly 
mobilized, the overall availability of care being considerably increased. 
Later, when the principle was understood and applied, new resources would 
be gradually and increasingly allocated according to need. 

Access to the care made available would be improved for the same 
reasons as availability was improved and also because the risk approach 
seeks out those at risk rather than waiting for them to apply to the 
services for help. Persons with understanding of the risk factors in 
family health will reltJlORd earlier and more readily, recognizing the need 
for care (formal, informal and self care) when appropriate. They will 
probably seek health care when needed. In some families, the need for 
health care is not recognized. The reasons for this lack of recognition of 
need are poorly understood and are of course, difficult to separate from a 
reluctance to use services. 

The effect on community health of such an increase in coverage could 
well be a disproportionate i.provement. This is because there is a marked 
excess of high risk persons always to be found among those who hitherto 
have not care at all. For the first time, some of this hidden will be met. 

Improving referral 

By "improving referral" is meant that the movement of individuals 
along the referral chain is facilitated so that all people reach the level 
and kind of care which they need. It is to be hoped that there is, at the 
same time, greater coverage so that more of the people's "needs" are met by 
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community and health service skills which are appropriate. The first 
objective is to achieve the "best fit" in the existing referral chain 
without altering the chain itself, thus ensuring that people are referred 
to the best available skills, facilities, etc. according to their needs. 

A score based upon the relative risk is often used to improve 
referral. It is an effective, if crude, indicator of the urgency and 
seriousness of individual need. Such a risk score is, like the relative 
risk itself, only a proxy for need; it will subsequently be necessary to 
examine in detail the nature of the need, the risk factors involved and the 
facilities and skills available and needed. In this way, the object of 
this part of the risk approach strategy, a matching of need and skill may 
eventually be achieved. In such a system, mothers with the same risk of a 
defined outcome will be referred to the same institution with the same 
facilities, technologies and skills on the referral chain. This does not 
mean that all their needs will be exactly the same but they will fall 
within the same broad group and, ideally, the institution or clinic will 
have the capacity, skills and technology necessary to meet them. 

Modifying risk factors 

Intervention in the causes of illness by vaccination, health 
education, treatment of intercurrent illness in pregnancy or by family 
planning have always been among the classical preventive approaches in 
maternal and child health. Risk data add to the value of these 
interventions by giving a priority to risk factors at the individual 
level. The attributable risk suggests how the community would benefit if 
the risk factors were removed. 

Examples of risk factors which can be locally and directly modified 
include bottle feeding, infected water, certain kinds of malnutrition, 
dehydration and other precursors of severe disease, high parity, short 
birth interval and pregnancy at the extremes of reproductive life. Health 
workers can be trained to monitor and to intervene when such risk factors 
are present. 

Applications at regional and national level 

The value of risk data in regional and national planning must depend 
upon how well they can supplement information which comes from other, more 
routine sources. These are usually vital statistical data, institutional 
and service data, and data about the use of health care. It is unlikely 
that such data will be adequate. However, additional sample population 
data of some kind could probably be obtained and there may also be some 
census material from which denominators for vital rates maybe derived. 

At the intersectoral level 

Because of the independent ways in which the executive arms - usually 
ministries - of countries function, the collaboration of one sector with 
another in joint enterprises related to health is rare. Thus the health 
ministry rarely collaborates with, say, agriculture in order to increase 
the production of a specific item of food and thus promote health. 
Transport and telecommunications which also contribute to the health 
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services are, like education for literacy, rarely though of as assisting in 
health promotion particularly of the young family. Yet in each of these 
examples, the intersectoral effects on health are massive. They suggest 
that more information about the extent of these effects should be of 
interest to the ministries concerned and that they might even stimulate 
collaboration by showing the effect of one upon the other. The sharing and 
joint exploitation of risk data by different ministries even if they did 
not immediately serve these ends sbould be a prerequisite to 
collaboration. The use of risk data by a number of ministries (at national 
level) or executive branches of government (at regional level) offers 
opportunities for collaboration which have not hitherto been available. 
The data offered must however, provoke this collaboration, i.e. they must 
show clearly to "Agriculture" or "Transport" the beneficial effects of 
their actions on the health of mothers and children. Meanwhile, the 
complex politics of collaboration must not be forgotten. 

Intersectoral collaboration in, say, the reduction of maternal 
mortality, or childhood death from accidents will lean heavily upon the 
vital statistics available as well as the risk factors involved. In each 
example, risk data will give further expla~ations of the processes 
concerned and will i llurninate "causes" by descript ion of risk factors and 
measures of relative risks. Attributable risks may serve collaborative 
social policy development by indicating (for the first time in many cases> 
the likely effects on maternal mortality of, for example, a reduction in 
illiteracy, the provision of transport or a reduction in nutritional 
anaemia. Risk factor analysis of maternal malnutrition might thus lead to 
a revision of agricultural priorities. For childhood deaths from 
accidents, the contributions of large families, crowding, poverty, lack of 
play facilities or transport regulations could be given numerical weights 
upon which to base choices in policy development. 
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HOW TO PLAN A WORKSHOP 

You have already had first hand experience, as a participant, of a 
workshop and you have decided to organize and run a workshop yourself. 

This will, however, involve a good deal of work. The following CHECK 
LIST has been drawn up to help you. 

Only those items considered ESSENTIAL appear on this list. Not all of 
them may be applicable in your case and you may also find that some items 
you need are missing. 

Nevertheless 

THE SUCCESS OF A WORKSHOP WILL DEPEND LARGELY 
ON THE WAY IT IS PLANNED AND ON THE ARRANGEMENTS HADE 

THE OPENING SESSION 

Unless you start work AT LEAST six months beforehand, you will be 
increasing your chances of failure. 

The greater the flexibility and adaptability of equipment and staff, 
the higher the chances of success. 

One of the aims of the workshop is to meet the needs of the 
partlclpants. Your apologies will be no use to them if something goes 
wrong. On the other hand, they will be favourably impressed if, when 
something unforseen does happen, corrective measures are taken to keep the 
workshop running smoothly. 

No matter what you do something unexpected will always happen. 
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OPEN A FILE r 
Correspondence relating to the planning, running and evaluation of a 

workshop will soon reach proportions that call for proper filing. A 
suitable system might be a looseleaf file with the following subdivisions: 

Budget 
Workshop site 
Selection of participants 
Selection of assistant organizers 
Documentat ion 
Equipment checklist 
Publicity, press, etc. 
Evaluation 

Whatever social and political system you are working under, you will 
need a budget. The person or persons who will ultimately be responsible 
for authorizing the expenditure involved will need at least one ESTIMATE. 
To work this out, the following simple formula is suggested: 

IE = ( + S) N x 1.25 

E = Estimate 
T = Cost of return travel* per participant 
S '" Living expenses (accommodation, food) 
N '" Number of participants 

In other words, travel costs and living expenses will amount to 80% of 
total costs, leaving the remaining 20% to cover the other expenses (room, 
reproduction of documents, etc.). Where necessary. add a percentage 
corresponding to the annual rate of inflation and get your budget approved. 

\ DATE OF THE WORKSHOP 

You should check whether the dates coincide with public or religious 
holidays, sports events or political meetings, as these may create problems 
with regard to reserving hotel rooms. 

*This obviously implies a substantial financial investment but one 
that is justifiable from the point of view of cost/effectiveness. 

1 Be fore working th is out. read the paragraph on "choos ing the place 
for the workshop" on thi' next page. 
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CHOOSING THE PLACE FOR THE WORKSHOP (over 6 months before D day) 

It has been found from experience that, to make sure part icipants will 
attend on a full-time basis, the workshop will have to be held in a place 
far enough away fr01ll where participants live to enable them to take part in 
all activities without interruption and prevent them from being able to go 
home after the sessions or, more importantly, return to their laboratories 
or their patients. 

The place chosen should be agreeable and the conditions comfortable 
enough for participants to be able to recall with pleasure their experience 
with the workshop. 

BOOKING A MEETING ROOM AND HOTEL ACCOMMODATION (6 months before D day) 

Waste no time in making the necessary bookings. Do it in writing and 
insist on written confirmation detailing the conditions you have specified, 
particularly as regards to meeting room. Wherever possible, a visit to the 
premises is recopmended before making a final decision. If the meeting 
room is too small, too noisy, badly ventilated or badly lit, the workshop 
may suffer irreparably. 

[ CRITERIA FOR SELECTION OF PARTICIPANTS 

Number of participants 

It has been found from experience that as many as 24 participants, 
4 groups of sex can be handled by ~ organizer. By following the maxim, 
"the less you teach the more they learn", it should be possible to increase 
the number of participants still f~r. 

However, there are no strict rules and it is advisable not to have 
more than about 15 participants for a first trial. 

The number of participants is in practice limited by what the 
organizer feels he is capable of coping with and by what the participants 
think they need in the way of help from the organizer. 

The documentation provided for the workshop should be such as to allow 
each participant to advance by his own efforts and with the help of the 
stimulation provided by other participants rather than with the help of the 
organizer. 

Type of participant 

Before selecting the participants, you should set out the criteria for 
selection. The criteria will depend on the objectives of the workshop, and 
might relate to, among others: 

profession 
responsibilities/interests 
language 
multiprofessional or monoprofessional groups 
nationality 
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* Voluntary participation and willingness to innovate 

Attendance at the workshop should be VOLUNTARY and each participant 
should already have demonstrated his desire for change by having adopted 
new methods of his own. He should if possible be in a position of 
responsibility or be likely to acquire responsibility. 

In cases where some of the documentation is not yet available ~n the 
national language, or if assistant organizers who do not speak the national 
language have to be called on, allowance must be made for this and 
participants selected who can at least READ the language used in the 
documents available. 

To be accepted as a participant, it is ABSOLUTELY ESSENTIAL that: 
applicants are aware they will be FULL-TIME PARTICIPANTS for the 
duration of the workshop and undertake to abide by this provision. 

I SELECTION OF ASSISTANT ORGANIZERS (4 months before 0 day) 

As you yourself have already attended a workshop of this kind, do not 
be afraid in your effort to take SOLE charge of a group of about 15 
part icipants. 

In subsequent efforts with greater numbers of part~c~pants, you are 
strongly advised to take on two (for 20 participants) or three (for 30 
participants) assistant organizers (from those attending an earlier 
workshop). You will have to make sure at least four months before the 
workshop starts that they will be able to come so as to give them time to 
make further study of the documents. 

The assistant organizers will have the task of finding answers to 
questions put forward by the participants and of channelling any questions 
from participants that they cannot deal with themselves to the principal 
organizer. 

I WORKING LANGUAGE 

Decision must be made at an early stage as to working language. 

All discussions, whether in small groups or in plenary session (unless 
outside consultants are used) may obviously be carried out in the national 
language. Make arrangements at once for the necessary translation to be 
done. 
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I INVITATION TO THE PARTICIPANTS (4 months before D day) 

It is now time to start the procedure leading up to the final 
selection of participants. As far as possible, you are recommended to 
generate a demand for places in excess of the number you have decided on so 
that you will be able to correct the situation if there are any last minute 
cancellations. You are therefore advised to get in touch now with the 
colleagues you wish to contact. A personal letter will generally be 
preferable to posting up a notice, but your decision here will depend on 
local conditions. What "information" should be sent out at this stage? 
The ma~n points to be covered are: 

(a) aims of the workshop - prepare a letter of invitation adapted to 
the target population 

(b) what is implied by the term workshop - you may annex to your 
letter the text on page 3 

(c) working methods of the workshop 

(d) theme of the workshop 

The place and dates of the workshop should be mentioned on the cover 
page of each document. 

Your letter of invitation should also mention that full-time 
participation is essential and indicate any language stipulations. 

Lastly, you should set a deadline for applications (45 days after the 
date of despatch of the letter of invitation), mentioning that each 
successful applicant will be informed of his selection at the latest 45 
days before the start of the workshop and that the basic documents will be 
sent to him at that time (under separate cover if you have a limited 
budget) • 

It is important that the letter of invitation mentions: 

that there will be two to three participants from each country or 
each province and that they should get together, if at all 
possible, before going to the workshop, in order to 

discuss and agree on one or a few research topics and 

develop a short presentation of MCH/FP problems and HSR in the 
country/province 

that it is hoped they will work together on a study on their 
return, and that therefore 

agreement in principle to the research topic(s) should be obtained 
from supervisors since they will work on the topic(s) during the 
workshop. 
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HODULE 16 THE LIST APPROACH IN MCH/FP CARE 
AN INTRODUCT ION 

Object ives 

At the end of this session, participants should be able to: 

Exercise 

explain the concepts of relative and attributable risk 

list the most important uses of risk information in the 
development of MCH/FP care 

Annex 7 -.-----

Study Table 2.4a (page 24) of the reading material. How can the 
information presented in the table are used to recognize MCH/FP care? 

Reading materials 

16.1 Extract from "A workbook on how to plan and carry out research on tile 
risk approach in maternal and child health including family planning 
(Chapter 2). 
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THE WORKSHOP APPROACH 

The prime feature of a workshop is to create the opportunity for 
participants to acqulre and practice the techniques necessary for the 
formulation, management of health programmes and projects. Because of the 
limited time available, however, assignments have to be carefully 
scheduled. It is a principle of the workshop approach that those attending 
are not students in the usual sense but active participants. As a 
corollary, those responsible for the presentation of the material are not 
instructors but people familiar with the particular method, who will help 
the part icipants to learn it. They are referred to as "moderators". 

Exposition and learning will operate at three levels - individually, 
in groups and in plenary sessions. The programme is designed for 3 to 5 
multidisciplinary teams, each of four to five participants. 

The daily programme consists of unstructured time (approximately three 
hours) and structured time (approximately five hours). Participants are 
invited to devote the unstructured time (late afternoons and evenings) to 
individual preparation of exercises and reading. This allows for 
variat ions in part icipants' background, method of study and allocation of 
time. l Structured sessions take two forms: group work and plenary 
sessions. The purpose of the group work is to produce, in a limited time, 
on the basis of the individually prepared exercises, a written group 
consensus to exercises. Each group elects its speaker, who will normally 
also chair group discussions. Workshop moderators may be called on by any 
group in consultative capacity.2 

The plenary sessions fulfill two functions. First, and most 
important, they provide the forum for joint presentation and comparative 
evaluation of the group exercises, and for reaching a common understanding 
of the underlying issues. A representative from each working group will 
present his group's solution using an overhead projector. This will also 

lparticipants are advised to carry out the exercises individually 
first, thereby assessing whether there is any conceptual gap in their 
knowledge or any methodological difficulties. They may resort to the 
reading material to fill in any gaps and resolve their problems, proceeding 
from the "recommended" references to the "background" reference. An 
earnest attempt to complete the exercises is the key to the success' of a 
workshop. Reading alone does not achieve the educational objectives. 

2In many instances, the material produced by working groups will 
serve as the basis for exercises to be performed in the following 
session(s). Thus the need arises for working groups to reach consensus and 
to identify any remaining conceptual or methodological gaps, which may be 
studied further in plenary session. 
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allow participants to compare and learn from the solutions of other 
groups. The moderator for the particular exercise will chair the plenary 
session and summarize the main concepts and techniques. l Second, plenary 
sessions give an opportunity for the moderator to answer any questions on 
the preparation of the following day's work. 

Setting up the classroom 

If possible, the classroom should be large enough for plenary sessions 
and should have a viewgraph projector for each working group and for the 
moderator. There should be a blackboard. The room should be quite 
separate from the participants' normal working environment so that they 
cannot be easily distracted or called away. Appendix 1 is an example of 
the layout of a classroom. 

Prior to the course (and each day) the director should ensure that: 

(a) each participant has paper and pencils; 

(b) the viewgraph projectors are working; 

(c) there are adequate unused transparencies and scissors; 

(d) a different coloured water soluble pen (in working condition) is 
at hand for each working group to write on the transparencies. 

Advance documentation 

Approximately one month before the workshop the organizers should send 
the participants the following: 

(a) a short description of the workshop objectives and approach; 

(b) the main documents to be used in the workshop, with guidance as 
to which documents should be read or studied in advance; 

(c) a tentative workshop schedule; 

(d) administrative information (e.g. the location, starting time, 
hotel arrangements, daily allowances, etc.). 

lPlenary sessions are committed to producing a documented expression 
of consensus, including the "best" solut ion to exercises, which will be 
used, in most instances, by individual participants for the ensuing 
sessions. The workshop management and moderators will issue this 
documentation as "handouts". 
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CONDUCTING THE WORKSHOP 

1. Introducing the workshop approach 

Preferably the day before the workshop begins, the organizers should 
brief participants on the approach to be followed and should hand out 
course material, highlighting the following: 

(a) 

(b) 

(d) 

(e) 

(f) 

workshop objectives. 

the workshop approach, with emphasis on the need for participants 
to prepare individually and participate actively during the 
sessions. 

the organization of the material (session guides, manuals, case 
study material). 

the role evaluation can play in dynamically altering the conduct 
of the workshop. 

the division of participants into working groups. 

the pretest. 

2. Controlling the workshop 

In conducting the sessions, the organizers should try to adhere to the 
following general principles: 

(a) Keep to the time schedule as closely as possible and draw the 
participants' attention to this. Write the time for beginning 
and completing each exercise on the blackboard. 

(b) Reduce "lecturing" to a minimum. Never answer a question himself 
if there is a possibility that a participant can answer. 

In connexion with organization and conduct of workshop sessions, the 
organizers and moderator should bear the following in mind: 

(a) Preferably before the first session, participants should be 
briefed on using the overhead projector and transparencies (see 
also section 3.C), including 

how to turn the projector on and off. 

the use of the minimum number of words (synthesize). 

the use of graphs instead of words where possible. 

the use of colours to highlight important aspects. 

once the transparency is focused, to look at the audience. 

if they wish to point to an item on the transparency to lay 
the pencil down on the transparency. 
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numbering of transparencies (session number, exercise number, 
subgroup identification) to facilitate typing of group 
solutions at the end of the day. 

(b) In opening each session, the moderator should: 

identify how thet session relates to the overall process 
(using a viewgraph showing the major steps). 

review the objectives of the session to see if they are clear 
to participants. 

answer any non-substantive questions on the reading material, 
e.g. terminology. 

advise the participants which of the results of previous 
exercises should be used in the exercises of that session. 

reassign, if necessary, participants to working groups and 
suggest the time schedule for the exercises. 

(The above should take approximately 5-10 minutes.) 

(c) During the workshop sessions, the organizers should be watching 
for: 

participants who over or under participate. 

important comments that are not understood by a substantial 
number of participants. 

one working group consistently out-performing the other 
working groups. 

moderators who are constantly being criticized by 
participants. 

Possible remedies for the above are: 

individual counselling of participants and moderators. 
additional sessions on specific subjects. 
restructuring working groups to achieve a better balance. 

(d) In summarizing the presentations of working groups at the end of 
each session, the moderator or one of the participants should: 

using a transparency, draw the participants' attention to 
where they are in the process and tie the session's theme up 
with preceding steps. 

emphasize agreewents among working groups. 

identify major differences among working groups. 

not insert his own biases. 
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It is most important that individual working group solutions or a 
consolidated statement of all working group solutions are prepared in 
writing for each session. 

In addition, on a day-to-day basis, organizers and moderators should 
observe the following: 

(e) At the end of the first day, the organizers should brief the 
participants on the evaluation sheets (see section 3.4), 
specifically. 

how each response will be used. 
what the symbols mean, and how forms should be filled in. 
the importance of completing them. 
anonymity will be respected. 

(f) At the beginning of each day, the workshop director should: 

ensure that the materials and equipment are available and 
functioning. 

collect the evaluation sheets from each participant. 

hand out the typed copies of the previous day's 
transparencies. 

(g) At the end of each day, the workshop director should: 

review the next day's assignments with the participants 
emphasizing which readings and which exercises are most 
important. 

remind participants to complete their evaluation sheets for 
each session and turn them in the following morning. 

collect the transparencies and give them to the secretary for 
typing/photocopying (one set for each participant). 

3. The use of visual aids 

The 110 Management Development Manual 36 contains a detailed 
discussion on the use of visual aids, which can be summarized as follows: 

(a) Blackboards 

Blackboards are generally available and inexpensive and require 
no advance preparation of visuals. However, they can only be seen 
from a limited distance. 

(b) Flipcharts 

The major advantages of using flipcharts are that (i) they are 
suitable for one-time briefing which does not justify much time and 
money in preparation of more elaborate visuals; (ii) they are good for 
telling consecutive stories with a number of points which need to be 
emphasized in outline fashion; (iii) if sheets are just flipped over 
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torn off, material is available for recapitulation and 
The disadvantages of flipcharts are that (a) pages have 

space; (b) the transportation of flipcharts poses a problem; 
the dramatic effects greatly limited. 

(c) Overhead projector 

This machine, which comes in models of various kinds, projects 
large size transparent images on to a screen under normal daylight 
conditions. Transparencies may be conveniently produced by drawing or 
writing directly on to transparent acetate sheets (up to 25 x 25 cm) 
with grease pencils or felt-tip pens of a type suitable for working on 
glass or plastic surfaces. They may also be prepared using a 
photocopy process, in which case the drawing is prepared on an 
ordinary sheet of white paper. A piece of sensitized plastic is 
placed on top of the paper and the two are run through the Thermofax 
Duplicator. This produces a black on white visual. If a coloured 
image is desired, colour adhesive film may be added, or a coloured pen 
may be rubbed lightly over the image area. When photocopying diagrams 
or excerpts from books in this manner, remember that typescripts will 
generally be too small for the audience to read even when projected. 
Cardboard frames are available as permanent mounts for the plastic 
sheets; they also serve as a base on which to attach overlay sheets 
and taps to be used in flip-off and flip-on displays. 

The overhead projector is very flexible for presenting complex 
results through three devices: (1) slides, (2) flip-offs and 
(3) drop-ons. A slide (an opaque sheet of paper) conceals all but 
that portion of the transparency that is to be introduced, and can be 
pulled out bit by bit as new portions of the image are to be 
revealed. A flip--off (which can cover portions of the transparency) 
can be used to accomplish the same results, especially for complex 
visuals in which odd shaped portions can be revealed. A drop-on is a 
visual in which items are added to a basic foundation. The number of 
drop-ons for a particular visual is limited only by the transparency 
of the plastic material. (For more explanation, see ILO Management 
Development Manual No. 36, section 4, Audio-Visual Aids.) 

The major advantages of using an overhead projector are that 
(i) the speaker can always face his audience; (ii) he can remain 
seated while working; (iii) it permits the combination of a number of 
methods of visual presentation: prepared visuals (from elaborate 
professionally made, multi-colour, multi-effect to simple home-made 
visuals) and use of a roll of plastic to use as a blackboard in 
writing your own visuals in front of the participants; (iv) it permits 
the use of colour, and is quick and clean. Furthermore, the overhead 
projector can be used without complete darkening of the workshop room, 
which permits notetaking by the participants. 

The disadvantages of overhead projectors are that some types of 
writing pens smudge easily or evaporate on plastic. In consequence, 
in using an overhead projector, one should keep in mind the following 
tips: (i) test felt pens to make sure the ink does not evaporate; 
(ii) switch off the projector when not in use; (iii) rehearse the use 
of special effect visuals such as slides, flip-offs and flip-ons. 
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(d) General comments on visual aids 

In preparing visuals, one should give highest priority to the use 
of pictures whenever possible. Words, single or in phrases, should 
only be used as a second choice. The image approach can further be 
used as a graph to the present statistics and for statistical 
processes. The image area can also be used as a form to present 
accounting reports, statistical tabulations, etc. Unusual devices 
such as lines, arrows, elastic, movable ribbons, multiple-layer images 
can also be used. Colour should basically be used to stress key 
facts; imagination is the major asset for designing visuals. 

Whenever it is necessary to use the image area for presenting a 
very complex set of visuals, it is a fatal error to present such 
visuals to participants all at once. Complex pictures should 
therefore be built up item by item. Participants can readily absorb 
one idea at a time and be quite ready to accept a complicated final 
picture. In consequence, never present complex processes as a 
completed matter, show one piece at a time and keep adding pieces or 
portions; never present a statistical graph all filled in. Show first 
a graph, explain the co-ordinates used and add the figures or points a 
few at a time. 

Colour can increase the effectiveness of almost any display by 
drawing attention to key points, coding the functions represented in a 
complex diagram, improving visibility. Contrast is best: black on 
white, black on yellow; avoid such combinations as light cream on dark 
green. 

Where ideas or objects can be symbolized clearly rather than 
represented in words or in complex drawings, understanding is more 
rapid and display is more concise and bold. Working out effective 
symbols takes time and imagination but the end result can be well 
worth the effort. 

All visual aids, whether charts, graphs, common models or 
diagrams, should aim at being simple, bold and clear. 

Most of the structured time will be spent in practical work and group 
discussions. There should be no formal presentations. It cannot be 
stressed enough that the primary ones is on the participants. The role of 
the moderators is to stimulate the discussions in working groups and in 
plenary sessions. They are also responsible for keeping strictly to the 
carefully programmed workshop schedule and for making sure that the 
objectives of each session and the broad objectives of the workshop are 
achieved. The moderators are concerned with applying analytical methods to 
problem formulation and solution, and they should not be expected to 
express opinions or pass judgement on technical solutions proposed by 
participants. They are, however, at the disposal of the participants for 
private consultations outside the structured workshop sessions. 
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4. Evaluation 

In an effort to ensure that the workshop is in fact achievin)~ its 
purpose, it is proposed to seek regular feedback from participants so thal, 
if necessary, adjustments can be made in specific objectives, methods, 
content and scheduling. It is probable that there will be a satisfactory 
informal exchange of views. However, until it is demonstrated to be 
unnecessary, at the end of the day each participant should fill in the 
evaluation form. Then participants (one representing each working group) 
should meet daily with the course manager, who should follow through any 
implications for change with the moderators. There should be a plenary 
evaluation session at the end of the workshop when participants will be 
asked to complete a final evaluation questionnaire which may be used in 
structuring similar workshops in the future. 

Towards the end of the first week, it might be wise to set aside 30-45 
minutes for each of the groups to discuss how the participants function as 
members of a group and what could be done to improve group performance. 
You should encourage p'articipants to be open and frank, but avoiding to 
hurt those persons who might have problems in the group. 

At the end of the second week, an evaluation questionnaire might be 
useful. Be sure there is time to analyze the annexes and to provide 
"feedback" to the participants. 

PREPARATION 9F COUNTRY PROPOSALS 

When participants have made their presentations (module 3), they 
should start as soon as possible to develop their research proposal. The 
timing of the workshop should be so arranged that approximately half the 
time will be used for preparation of the research proposals. Participants 
from the same country/province will work together. They will develop the 
protocol in parallel with the workshop "themes" hypothesis, research 
variables, etc. Encourage consultations between the different groups. 
(Note that these groups are smaller and different from the 6-8 persons 
groups used in the learning sessions.) 

At the time of preparation of research proposals, the organizers 
should be available at all times. The best measure of success of the 
workshop is when groups wO,rk into the early hours and week-ends. But the 
organizers should be there to help them. 

I NOTES ON MODULE 3 

Enough time should be given to the part1c1pants to present their 
country situation. But be sure nobody goes on talking longer than 15-20 
minutes. (Tell them beforehand). Allow time for discussion - and have the 
notes typed and distributed to all the participants. (If there are no 
written notes, one of the organizers or a participant should be asked to 
take summary notes for distribution. 
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CLASSROOM LAYOUT 

Appendix 1 

Documentation Table 

Group 2 

Group 3 
Group 1 

Table for Overhead Projectors 

I I 

I , 
I , 

I I I , 
I 

, 
\ 

I I I I I 

Key: VG Viewgraph proj ector 
H Moderator 
D Course Director 
p Participant 
R Resource Person 
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( NOTES ON MODULE 

The participants might choose their own time for the role-play. In 
Suva, the theme was on controversial health systems research. (The 
programme is attached.) If you have no experience in organizing role-play, 
you might wish to need the attached extract from "An Introductory 
Course in Teaching and Training Methods for Management Development". 
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PROGRAMME 

FACTS, FICTION 

AND 

PERSONAL BIAS 

A play about controversial 
health systems research 

in MCH/FP 

Suva, Fij i 
7 July 1983 

The Honourable Hinister of Health 
The Traditional Birth Attendant 
The Rural Woman 

- Dr Pulau 
- Dr Rodgers 
- Dr Tambisari 

The Pres ident, Nurse s/Midwi ve s 
Association 

The Politician 
Researcher A 
Resea rcher B 
The Public 

Script 

- Mrs Gratten 

- Mr Abraham 
- Mrs MacDonald 
- Dr Liisberg 
- The Spectators 

Annex 7 

Anonymous The characters in this play 

Producers 

Mrs MacDonald and Dr Rodgers 

are fictitious. Any resemblance 
to any person, dead or alive, 
is a complete coincidence. 
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THE STUDY 

The situation 

The country has high perinatal and maternal 
tetanus is the highest cause of neonatal death. 
assisted by untrained traditional midwives. 

The research topic 

mortality. Neonatal 
50% of deliveries are 

To survey attitudes and practices of traditional birth attendants, and 
compare the results of deliveries by TBAs with the results of deliveries 
assisted by nurse/midwives. 

The objective of the research is to improve delivery outcomes through 
training of TBAs and organizing a referral system of non-risk cases from 
the nurse/midwife to the TBA. 

Research strategy 

50 TBAs and 50 nurses/midwives will be randomly selected. They will 
be followed for two years, all deliveries assisted by them will be 
recorded, and the babies will be followed up for one year. Then the TBAs 
will be trained, and a referral system organized. The new system will be 
tested for a year, and evaluated. 

Role of politician (who is also a professor of obstetrics/gynaecology) 

"Only professionals can undertake deliveries in this country. 
j)eliveries by TBAs are completely illegal. The study is against the law". 

It is also a deliberate attack on the quality of maternal care in this 
country, under the excuse of implementing primary health care. Deliveries 
should be conducted by well trained obstetricians/gynaecologists. This 
study is trying to downgrade what we have already achieved. 

Role of the Minister of Health 

"This study is of considerable interest to my constituency of rural 
people. But how long will this study take? We need an answer NOW. The 
present situation of maternity care is in my opinion not satisfactory. 

"The professional asaociations should consider the cost of health 
care. In the present economic situation, we can only expect small 
increases in the health budget. To rely on obstetricians/gynaecologists 
for maternity care is therefore not realistic. I also draw your attention 
to the fact that we only have one obstetrician/gynaecologist for 75 000 
population, and this ratio will increase only slowly. What is the 
professional associations proposing in order to realistically solve the 
problems of maternity care in this country?" 

Role of President of Nursing/Midwives Association 

"This is completely ridiculous. How can a highly trained professional 
refer cases to an ignorant old woman?" 
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2.3 What is a risk factor? 

- risk factors and outcomes 
- indicators and causes 
- combinations of risk factors 

SUMMARY 

A risk factor is a detectable characteristic or 
circumstance of individuals o.r groups which are associated with 
an increased chance (risk) of experiencing an unwanted 
outcome. Care must be taken in defining what is a risk factor 
and what is an outcome, as some characteristics can be either. 
Risk factors can be indicators or causes of outcomes. If they 
are causes, interventions could avoid outcome, if they are only 
indicators then they can only be compensated for by greater 
care. 

A risk factor is: 

any ascertainable characteristic or 
circumstance of a person or group of 
persons that is known to be associated 
with an abnormal risk of having, developing 
or being especially adversely affected by a 
morbid process l ,2 

Risk factors can therefore be causes or signals but the important 
thing about them is that they are observable or identifiable prior to the 
event they predict. Risk factors can be those which characterise the 
individual, the family, the group, the community or the environment. 
Several studies have shown that first pregnancy, high parity, pregnancy at 
early or late reproductive age, previous child loss, and malnutrition are 
universal risk factors, possession of which increases the chance of a poor 
outcome of pregnancy. Combinations of these and other risk factors in the 
same individuals further raise the chance of a poor outcome. Moreoever, 
the interaction of biological risk factors with others derived from the 
social and environmental setting will have an increased effect. For 
example, multiparity in mothers living in poverty is associated with a 
higher risk of a perinatal death than multiparity on its own. 

Risk factors are, therefore, characteristics which have a significant 
association with a defined outcome. It is important to specify the outcome 
for which each risk factor or group of factors is sought. For example, 
"infant death" is not detailed enough because the characteristics of 

lWHO Regional Office for Europe, Symposium on the identification of 
high risk persons and population groups, Windsor 1972. Copenhagen 1973 
(EURO 4911). 

20ur own definition is that a risk factor is one link in a chain of 
associations leading to an illness - or it could be some indicator of that 
link. 
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mothers whose infants have an increased chance of dying from hypoxia during 
delivery, for instance, may be quite different from those of mothers whose 
infants die from gastroenteritis. 

Risk factors may be specific for a particular outcome, such as 
previous induced abortion leading to cervical incompetence. More 
frequently, however, one risk factor increases the chances of a number of 
outcomes or end-points perhaps to quite a different extent. An example 15 

grand multiparity with its increased risk qf several complications of 
pregnancy and delivery, such as transverse lie, antepartum haemorrhage, and 
premature and precipitate birth. 

It has been emphasized that risk factors are characteristics of the 
person or environment having a statistical association with the defined 
outcome. The "importance" or value of the risk factor to preventive 
medicine depends in part on the extent of the association with the outcome, 
but as well, on the frequency of the outcome in the community. If a 
certain risk factors were to carry a high probability of, say, fetal death, 
this would have considerable importance for the mother concerned. However, 
if this risk factor was uncommon in the community, the impact on the total 
fetal mortality experienced by that community would be small and this~ 
would have to be considered when framing intervention strategies. 

Risk factors can be: 

- biological (age, sex) 
- environmental (water supply) 
- socio-cultural (literacy, poverty, religion) 
- behavioural (smoking, eating-habits) 

health care related (quantity, quality of care) 

Risk factors and outcomes 

The distinction between outcomes and risk factors is not always 
clearcut. It is important to realize that: 

- what is considered a risk factor by some might be considered 
a problem or an outcome by others, 

- a characteristic might be both a problem and an indicator. 

For example low birth weight is a "bad outcome" (a problem) of 
delivery, and a risk indicator for perinatal and childhood morbidity and 
mortality. 
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TRAINER'S NOTES ON ROLE PLAYING 

From the trainer's point of view the first role playing is crucial. It is 
at this time that the group's attitudes to the "':;echnique will be determined end 
thetr future performance as role players will be settled. The role-playing 
session should start by the trainer briefing all the participants. He should 
outline the situation that is to be the basis of the role playing and he should 
gi ve a concise description of the characters involved in the si tuation. This 
being done, the group then acts out the situation making up their lines as the" 
go along. At the end of the scene the actors and i;he audience discuss what has 
taker. place during the scene, the motivations of the people involved and why the 
scene developed as it did. 

In a role-playing si tuation that is effectively handled not only the actors 
bu"':; also the audience become involved and this involveI:Jent often carries over to 
the discussion thereby e~riching and enlightening it. 

If the trainer wishes to involve the audience further he may give members of 
the audience definite tasks to carry out during the scene. For instance, one 
member of the audience lllay be required to note the gestures and mannerisms of the 
ac tors, another may be briefed to lis ten for significant remarks and ye t another 
may be asked to try and spot fo cal points of the draI!la. Another useful way of 
involving the 8.udience is to ask certain members of 'the audience to act as under
studies or prompts for the actors. 

Role playing can be elaborated by the use of several associated techniques.' 
Most obvious is role reversal, the change of character from, for instance, shop 
steward to supervisor. This can. be further elaborated so that roles are changed 
several times during the scene thus providing the actors with different viewpoints 
from which to observe and become involved in an on-going sequence of events. If 
required a scene can be repeated several times with the actors chan.ging roles at 
the completion of each scene. 

The lllain advantages of role playing are: 

1. Role playing provides an. opportunity for developing insight into what is 
happening when it is happening. 

2. Role playing emphasises the importance that feelings and emotions play 
in many problelLs, especially problems associated with human relations. 

3. Role playing enables the manager or supervisor to see a situation from a 
perspective different to his own. 

4. Role playing, successfully handled, develops the interest of the learner, 
therehy providing a dynamic situation during the course of which attitudes can be 
modified and new attitudes developed. 
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Handout I 

ROLE PLAYING AS TEACHING AID 

by R.B. Macdonald, 
Management Development Branch 
International Labour Office 

When developing or revising your training programme you may ask yourGelf: 
"Which method or technique or aid should I use to illuminate my ideas on 
organisational behaviour, or to drive home controversial principles of human 
relations on the work site?" Without doubt you will use the lecture methDd to 
explain the various principles involving people on the job. You may even wish 
to supplement your lectures and class participation by showing a well chosen film 
on the subject in question. Yet you may still find something missing from your 
programme. Perhaps the class has remained somewhat detached from the whole 
session because they have not become adequately involved in the teaching process. 
Furthermore, the very nature of human relations, i.e. the value judgments involved, 
tend to make it difficult for even the most effective educator to get some of the 
more abstract principles and ideas across to the class. 

Some business educators have solved this problem by supplementing their 
lectures, discussions and films by adding role playing sessions to their pro
grammes. It is important to note in passing that in using role playing as a 
tool, emphasis should be placed on supplementing other techniques and methods at 
your disposal. Role playing is not an end in itself. 

What is role playing, and how can, it help you ·-in your teaching task? 

As the name implies, role playing is simply a teaching situation whereby 
participants act out brief roles, a process somewhat akin to the short staf,e skit 
familiar to all of us. There is one difference however; for the purpose of 
business education, role players do not follow detailed scripts. Rather, they 
are given brief written situations or problems with enough supporting facts about 
the personalities to be portrayed to be able to project themselves into the par
ticular roles. It might be worth while mentioning at this point that most role 
players partly depict themselves in the given environment without realising it. 
And with this in mind you may be interested to learn that role playing got its 
start with psychotherapy. It was first use'd by psychiatrists to induce patients 
to act out past situations, thereby helping to produce catharsis ~d to develop 
in the patient a deeper insight to his basic personality problems. 

Almost everyone agrees with the principle that the ability to get along wi th 
people is a personality trait which is needed to be successful in business - at 
least in the organisational sense. But you have seen, I am sure, the supervisor 
who has given lip-service to this most important principle, yet who at the same 
time feels that he has nothing to improve in his relations with his subordinates 
and therefore he is excluded from the need to perfect himself in this most diffi
cuI t function. Role playing can, help correct this, since once the supervisor is 
actively engaged in a role playing session, he should soon notice where improve
ments could be made. One of the greatest difficulties in getting supervisors to 
participate in role-playing sessions is in convincing them that role playing is 
not a theatrical experience but that it is designed to help them become better in 
their jobs as supervisors. You should always emphasise that point and explain 
to the participants that they shculd act as natural as possible. 

It is true that role playing will not change a person I s basic pe rsonali ty. 
N~vertheless with proper guidance from the instructor, it can help a timid super
Vlsor learn how to be more confident in himself, or it can help an overly dog
matic executive to realise where he might improve his personal relations with 
others. And if nothing else, role playing can be used as a medium to promote 
animation in a class which otherwise would remain dull and uninteresting. You 
will soon see in using role playing as a teaching aid that it has a tendency, 
because of its dramatic perscnal aspect, to involve actors, observers and 
instructors alike. 

1 J.L. Moreno: Who Shall Survive (Beacon House, Inc. Beacon, llew York, 1953). 
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In plannine; l'or a role playing session you should keep clearly in mind the 
basic principle, the problem to b~ covered or the messa!,;e to get across to tile 
othe?:'s. Keep thi·; idea foremost In your mind when you develop the roles for 
specific partiri,--lr' s. Try to reflect a natural 3i tuation cornmon to all partici
pants _ role p1a,1 1''' and observers alike. When you prepare your plan it is 
. t nt to -ta:r~ from the known as far as the participants are concerned, and 
lmpor au..... 't' 1 . t h· U - e term co 
proceed to the unknown _ a most importan princlp e In eac lng. tl u, 
names localities familiar to each and every participant. For instance, if you 
were to use the role playing technique to teach m~nageI's how to chalr cO~fere'..lc~~ 
when some of the participants may not have particlpated In conferen~e~, you PoL.I::-~ 
find it appropriate to start first with simple roles lnvolvlng CO~llJ1lt"e~ ~1~i~~~lt 
After one or two sessions you could then advance to the more comp ex an 
conference situations. 

You will not want to use role playing until you have !cad a very comprehensive 
discussion of the issues to be covered. You will want to explain what role play
inO' is and what it is not. For example, before having a role-playing session on 
employee evaluation you should spend ample time discussing the ~rimary priI?ciples 
behind the need for and use of employee evaluati01.l. Y?U ma:y wlsh to outllne to 
the class (OT better still to have the class outll.ne brlefly) what the ldeal 
employee evaluation situation involves. 

Roles should be designed so that the session of role playing itself lasts 
only 15-20 minutes at the most. Participants must be given ample time to prepare 
for their roles and observers should be given instructions on what to look for. 
At the start of your sessions you may find it helpful to emphasise the "total par
ticipation" aspect of role playing, i.e. observers must understand that they are 
not just passive onlookers who sit and watch but that they too will be required 
to participate in the final critique. 

Another importan.t factor to keep in mind is the physical arrangement:" of the 
room where the sessions are to be held. You should strive for an informE.l 
friendly atmosphere. It has been found that the best arrangement of chairs 
assures that all participants face each other as close together as possible for 
comfort. A blackboard should be placed in such a way that it is clearly visible 
by all present, as this will permit you to have basic instructions or information 
in view at all times. Chairs or desks for those who play the roles should be 
set in the front of or slightly to the Side of the group. 

At one time or another all of us have participated in role playing, perhaps 
wi thout realising it. For instan.ce, when you applied for your first important 
job you had in your mind an idea of how yeu, the applicant, should act. You then 
tried t:l play this role, or in other words to adjust your personality to corres
pond Vii th the image in your mind. You certainly tried to use your most con
vincing mar.ners. If you did not get the job you may have chided yourself for 
the improper (in your mind) response to the interviewer. What you did waS to 
undergo a self-analysis of your performance during the interview - of the role 
played by you. There are two strong objections to this type of role playing - it 
is uncontrolled and the only evaluation is through self evaluation, at its best 
most misleading. Many more examples could be given of how we play roles in 
everyday life. 

Role playing as used by business educators helps correct this because it 
permits controlled situations and objective analysiS or evaluation by others. 
Participants should have no fear of committing errors. Certainly In some situa
tions the instructor may intentionally ask the players to commit errors in order 
to clarify a point through comparison with the correct action. 

A number of role-playing situations are available. These range from the 
simple Single role as used to teach sales clerks how to sell merchandise to the 
:nultiple complex role session where supervisors learn to deal with group problems. 
Roles can be reversed to give everyone the chance to see the other person's side 
0f the story. One time Bill can play the role of Jack the supervisor who is 
~ounselling his subordinate. Then Jack and Bill can change roles. The result 
~an be quite edifying for players and other partiCipants in the session. 
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Handout I 

After each short role-playing session it is important to hold a crit:!.que. 
This is when the observers actively participate. To emphasise a point you may 
want one or two of the observers to play the role themselves. 

But role playing is not sui table for each and every teaching situation. 
You will find that it cannot be __ used wi th much success to teach purely technical 
sUbjects. It can hardly be used to teach mathematics, chemistry or geography, 
for example. The time-honoured lecture method supplemented by audio-visual a.ids 
perhaps remains best in those disciplines. 

Finally, the results obtained in using role playing as a teaching aid are 
almost always directly proportional to the time and effort invested by the 
instructor in planning and developing his sessions. 
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FIGURE 2.4a 

ATTRIBUTABLE RISK: EFFECT ON THE COMMUNITY OF THE REMOVAL 
OF TWO RISK FACTORS 

COMMON 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
, XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
, XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 
'XXXXXX' 

HIGH 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 
'++++++' 

LOW 
'XXXiX' 
'XXXXX' 
'XXXXX' 
'XXXXX' 
'XXXXX' 
'XXXXX' 

SHALL 
'+++++' 
'+++++' 
'+++++' 
'+++++' 
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LARGE 
'3fXXXx' 
'XXXXX' 
'xxxxx' 
'XXXXX' 
'XXXXX' 
'XXXXX' 
'X"XXX' 
'X~X' 
'XXXXX' 
'XXXXX, 
'XXXXX' 

----,------,----,------,----- ,-----,------, ,-----,----- ,----,-----,----,-----,-----
THEIR PREVALENCE THEIR RELATIVE RISK THEIR ATTRIBUTABLE RISK 

Note: Attributable risk 1S based on the assumption of a causal relationship between 
risk factor and outcome. 
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2.5 How good are we at predicting outcomes? 

SUMMARY 

A risk factor only predicts the chances of an unwanted 
outcome. How good this prediction is can be measured by the 
number of false positives and the number of false negatives. 
As one goes up, the other will go down. The prevalence of the 
outcome in the population influences the rate of false 
positives and false negatives. 

Annex 7 

Once risk factors have been identified and quantified, it is possible 
to make an estimate of the likelihood that a given outcome will occur to a 
given group of people. We cannot, however, predict with certainty to whom 
the outcome will occur. Because we are dealing with chance, we are bound 
to make wrong predictions. These wrong predictions can be of two types. 

(1) We can predict a bad outcome which will not occur (the smoker who 
does not get lung cancer). The individuals for whom the outcome is 
predicted - who were deemed "at riSk" - and who do not experience that 
outcome are called "false positives". 

(2) We can predict a good outcome when 
(the non-smoker who gets lung cancer). 
were fa lse ly deemed "not a t risk", are 

in fact a bad outcome occurs 
The individuals concerned, who 

ca lled "fa lse negat i ves". 

The effectiveness of the risk factor or factors at predicting the 
outcome will depend upon the proportion of "correct" or true associations. 
An "ideal" risk factor, if present, would always be associated with the 
unwanted outcome and if absent, never. However, deaths from 
gastroenteritis sometimes occur among breast fed infants (though much less 
commonly than among the bottle fed) and smoking and poverty do not always 
predict low birth weight - and so on. In short, risk factors are clues, 
signals and, at best, steps in complex of "causes". False positives and 
false negatives abound and may be so frequent that the practical aspects of 
screening and delivery of care according to risk become very difficult. 

The basis of the risk approach strategy (at the individual level) is 
the identification of individuals who are "at risk" and the allocation of 
greater care to them. But by its very nature "risk" is not a clear-cut 
yes/no variable. There are always degrees of risk and the level that is 
deemed to warrant extra care is a matter of choice. The more people are 
included in the risk group the fewer "false negatives" but the more "false 
positives" there will be. False positives overload the system and may 
cause inconvenience and even possibly harm to individuals. False negatives 
may entail the unnecessary loss of life. The decision on how much "risk" 
warrants an individual being included in the "at risk" group is thus 
crucial and involves a pay-off bet~en the two types of mistake and the 
resources available. 

When we pose the question of how many more false posLtLves can be 
"afforded" by this cOllllllUnity for the dellired reduction in undiagnosed need 
or false negatives, the answer will depend, of course, upon a balance 
between the seriousness of the undiagnosed need and the possible damage 
done by interventions to individuals not at risk and the unnecessary use of 
health resources. 
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2.6 From risk data to interventions 

SUMMARY 

The risk approach can be used to improve the health of 
mothers and children at several levels both within and outside 
the health care system. 

The use of information derived from examination of risk can 
be used for health education and to improve personal and family 
health care. Involvement of the community in the knowledge of 
individual and group risk factors should lead to increased 
awareness of health problems and community action programs. 
Within the health care system, increased coverage should be 
followed by better referral practices to increase congruence 
between needs and skills. Manipulation of risk factors comes 
next, both by treatment of individuals, change in life-style 
and improvement of the environment. This will require the 
changing of facilities and skills to meet the different needs 
both at local levels and at regional and national levels. 

The risk approach will point to the contribution of other 
sectors to health and disease. 

Up to this point the description of the risk approach has involved 
community decisions as to what are the priority problems to be addressed in 
the promotion of the health of mothers and children, the detection of risk 
factors and groups of risk factors and their interrelationships, their 
power as predictors and the calculation of the relative and and 
attributable risks associated with them. Also known would be the incidence 
and perhaps prevalence of the unwanted outcomes and of the risk factors and 
perhaps something of their incidence and trends over time. 

Before these tools of the risk approach can be used in the improvement 
of the organization of health care, particularly at the individual level, 
three additional technical poblems must be faced. A final step will be to 
ask whether the local health care system is able to support innovations of 
the kind proposed. 

First, an answer must be found to the question of how to convert risk 
data, and particularly relative risk, into simple measures which can be 
used at the level of the clinic and local hospital. This is usually 
achieved by some form of scoring. 

The next technical question concerns cut-off points for risk factors. 
This presents no problem when the risk factor is either present or absent, 
nor where the distribution of a risk factor such as age has such sharp 
changes of relative risk that dichotomy or trichotomy is obvious and easy. 
Where, however, the distribution is continuous, the often opposing 
considerations of "yield" and of resources to deal with that yield impose 
constraints upon the risk approach (there is, for example, little advantage 
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in a strategy which classifies 80% of women as "very high risk" unless 
massive resources are available). Finally, the last technical problem 1S 

that of "trade offs" in screening for risk. By this is meant the often 
painful decisions which turn upon for example, how many false positives are 
to be tolerated in order to reduce the false negatives to acceptable 
proportions. Essentially this is the question (mentioned above) of how 
many and what kind of "mistakes" can we accept in preventive medicine and 
how accurate we have to be. 

The health care system: how can it be changed? 

The community and its services are at this point poised (as it were) 
on the brink of trying some new uses for all the information about risk. 
There is, however, one final question which must be asked and that is 
whether the existing health care system can change enough to accommodate 
the innovations which will be proposed. 

So many variations in the organization of health care exist that it 1S 

likely that not all could use the risk approach. Systems without a 
coordinated, referral chain or those run without regional or other 
coordination are at a particular disadvantage. Plans to use the risk 
approach would, of course, be fully adapted to local patterns of care, 
local value systems, local religions and local methods of payment. But 
such adaptation has limits (for example financial or operational limits) 
beyond which accommodation is impossible. Before planning the innovation 
it is therefore necessary to describe in some detail the ways in which care 
is currently delivered (particularly as regards the "target" outcomes) as 
well as the policies which exist for the promotion and maintenance of 
health. The main determinants (laws, customs, etc.) of these patterns 
would also be described. The purpose of these descriptions is at every 
stage to seek to answer such questions as: "Is the the health care system 
(and its associated laws, customs, etc.) capable of accommodating the risk 
approach, i.e. can it be changed enough"? Or, "Is it likely that the 
addition of the risk approach will help"? "Are the health data which are 
available good enough to make the approach viable"? "Is there sufficient 
local, regional and national support for the educational and training 
programmes involved to give them a reasonable chance of success"?, and so 
on. 

The risk approach can be applied at all levels of care from self and 
home to intersectoral policy. Eight such uses of the risk approach 
strategy of resource reallocation and care in proportion to need are 
suggested (see Table 2.6a). Each is put forward because it seems likely to 
have a positive effect upon the health care of mothers and children. 
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TABLE 2.6a 

EIGHT USES OF THE RISK APPROACH 

------------------------------------------------------------------

I 1. Self and family care 

I 2. Local community care 

I 3. Increasing coverage 

I 4. Improving referral 

I 5. Modifying risk factors I 

I 6. Local reorganization 
and training 

I 7. Regional and national 
reorganization and 
training 

I 8. Intersectoral policy 

Screening self and family for risk, I 

family health education 

Community development, local care 

Risk screening increases coverage 

Risk data or scores mean needs 
and skills are better matched 

Treating high blood pressure or 
diabetes, for example 

Changing skills and facilities 
to match needs 

Changing skills and facilities 
to mat ch needs 

Reflects distribution of need 
and risk factors such as poverty, 
overcrowding and malnutrition 

._-----------------------------------------------------------------, 

Three of the interventions proposed are outside the formal health care 
system - the first two at the level of self, family and community care and 
the third at the most distant level, that of intersectoral policy. Between 
these three are five suggested uses of the risk approach within the formal 
health care system (in increasing coverage, improving referral patterns and 
in matching health professional skills and individual needs, in the attack 
on risk factors, and local, regional and national reorganization and 
training) • 

These uses of the risk data, for purposes of illustration, are treated 
as if separate each from the other. This would not be the case in the 
"real" world, nor would the "referral chain" be as simple as is suggested. 
It is also recognized that health care systems, where they exist at all as 
organized systems, are often chaotic; a mixture of good and bad care, 
costly and free care and sometimes no care at all for those at high risk 
and too much for the relatively healthy. It is with this kind of "real 
life" system that the risk approach is concerned and in which the following 
applications seem appropriate. 
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Applications outside the organized system of care 

Applications of the risk approach (Table 2.6a) are likely to be easier 
within the organized system of care than outside. However, most health 
behaviour, most early care of illness and most preventive of all kinds take 
place in the home or local community before passing along the referral 
chain and into the organized system. 

Self and family 

Strategies which use the risk data at the level of self and family 
care will depend upon translating and communicating the technical 
information about risk and the associated need for preventive action in a 
form which can be understood. 

Apart from general sensitization to what is important and what 
unimportant in the maintenance of their health, the use of risk data at 
self and family level might be thought of as having three overlapping 
objectives: 

First and most important would be an improved ability to recognize 
health priorities and healthy life styles and behaviour so that, in terms 
which the family uses normally, a more rational approach to self and family 
care would replace irrational interpretations of risks. This could lead, 
for example, to a better understanding of the benefits of family planning 
or immunization against tetanus, and of the risk of not doing so, of 
nutritional care in pregnancy or the early recognition of risk factors for 
infant gastroenteritis. Recognition of realistic priorities in family 
health would foster greater attention to preventive rather than curative 
care. 

The early recognition of risk factors does not necessarily imply an 
anxious preoccupation with illness but rather the gradual sophistication of 
self and family care so that, within the family group, risk situations are 
recognized early and attended to before others of less importance. 

Increasingly informed and responsible health management of the family 
would involve early recognition of danger signals, selective referral, and 
a more critical appraisal of facilities. 

Applications of the risk approach at this level would seek to spread 
new information about the nature and extent of the relationships which 
exist between environment and family health and between behaviour and 
family health. Properly interpreted risk data could become a vehicle for 
the demonstration of cause and effect in the development of disease and 
help to develop interventions appropriate to the local situation. It would 
also seek to foster community action in the control of risk factors in 
accordance with their importance for family and community health. 

Applications within the organized system of care 

The risk approach has been the subject of research mainly at the local 
level where referral systems, scoring and medical interventions to modify 
risk factors are, in maternal and child health at least, reasonably well 
known and where local resources can usually be reallocated. However, as a 
consideration of how the risk approach might be used passes from the 
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individuals in their homes and village clinics to possible assistance in 
the reorganization of health services, the issues become more complex. The 
information needed changes from familiar medical records and relative risks 
to costs, benefits, attributable risks and political concerns. 

Increasing coverage 

The value of the risk approach in increasing coverage is discussed 
separately because in all the primary health 
in coverage - that is, increasing the number 
any kind is rightly given great prominence: 
to health care for all. 

care literature, improvements 
of persons who receive care of 
Health for all requires access 

Of all the factors which influence coverage, three have received 
particular attention and all may be affected by the risk approach. 
Availability, access and what has been called "threshold" and acceptability 
are important determinants of both formal and informal care. 

Increasing the availability (or the existence) of appropriate care 1S 

an objective of the risk approach which, in theory at least, offers a 
method for reallocating resources according to need, and thus should 
increase coverage. The steps involved are, first, a saving of resources 
formerly expended upon those at low risk and their transfer so that they 
become available to those in greater need - among whom would be some of 
those not "covered" by formal or informal health care. In reality, it is 
doubtful if this reallocation could imqediately take place so as to reflect 
the need and increase coverage; when it does it is likely to be most 
effective in clinics and hospitals. The screening of the population for 
risk and the care of those found to be in need of it would, initially at 
least, use more resources, particularly community resources newly 
mobilized, the overall availability of care being considerably increased. 
Later, when the principle was understood and applied, new resources would 
be gradually and increasingly allocated according to need. 

Access to the care made available would be improved for the same 
reasons as availability was improved and also because the risk approach 
seeks out those at risk rather than waiting for them to apply to the 
services for help. Persons with understanding of the risk factors in 
family health will respond earlier and more readily, recognizing the need 
for care (formal, informal and self care) when appropriate. They will 
probably seek health care when needed. In some families, the need for 
health care is not recognized. The reasons for this lack of recognition of 
need are poorly understood and are of course, difficult to separate from a 
reluctance to use services. 

The effect on community health of such an increase in coverage could 
well be a disproportionate improvement. This is because there is a marked 
excess of high risk persons always to be found among those who hitherto 
have not care at all. For the first time, some of this hidden will be met. 

Improving referral 

By "improving referral" is meant that the movement of individuals 
along the referral chain is facilitated so that all people reach the level 
and kind of care which they need. It is to be hoped that there is, at the 
same time, greater coverage so that more of the people's "needs" are met by 
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community and health service skills which are appropriate. The first 
objective is to achieve the "best fit" in the existing referral chain 
without altering the chain itself, thus ensuring that people are referred 
to the best available skills, facilities, etc. according to their needs. 

A score based upon the relative risk is often used to improve 
referral. It is an effective, if crude, indicator of the urgency and 
seriousness of individual need. Such a risk score is, like the relative 
risk itself, only a proxy for need; it will subsequently be necessary to 
examine in detail the nature of the need, the risk factors involved and the 
facilities and skills available and needed. In this way, the object of 
this part of the risk approach strategy, a matching of need and skill may 
eventually be achieved. In such a system, mothers with the same risk of a 
defined outcome will be referred to the same institution with the same 
facilities, technologies and skills on the referral chain. This does not 
mean that all their needs will be exactly the same but they will fall 
within the same broad group and, ideally, the institution or clinic will 
have the capacity, skills and technology necessary to meet them. 

Modifying risk factors 

Intervention in the causes of illness by vaccination, health 
education, treatment of intercurrent illness in pregnancy or by family 
planning have always been among the classical preventive approaches in 
maternal and child health. Risk data add to the value of these 
interventions by giving a priority to risk factors at the individual 
level. The attributable risk suggests how the community would benefit if 
the risk factors were removed. 

Examples of risk factors which can be locally and directly modified 
include bottle feeding, infected water, certain kinds of malnutrition, 
dehydration and other precursors of severe disease, high parity, short 
birth interval and pregnancy at the extremes of reproductive life. Health 
workers can be trained to monitor and to intervene when such risk factors 
are present. 

Applications at regional and national level 

The value of risk data in regional and national planning must depend 
upon how well they can supplement information which comes from other, more 
routine sources. These are usually vital statistical data, institutional 
and service data, and data about the use of health care. It is unlikely 
that such data will be adequate. However, additional sample popUlation 
data of some kind could probably be obtained and there may also be some 
census material from which denominators for vital rates maybe derived. 

At the intersectoral level 

Because of the independent ways in which the executive arms - usually 
ministries - of countries function, the collaboration of one sector with 
another in joint enterprises related to health is rare. Thus the health 
ministry rarely collaborates with, say, agriculture in order to increase 
the production of a specific item of food and thus promote health. 
Transport and telecommunications which also contribute to the health 
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services are, like education for literacy, rarely though of as assisting ~n 
health promotion particularly of the young family. Yet in each of these 
examples, the intersectoral effects on health are massive. They suggest 
that more information about the extent of these effects should be of 
interest to the ministries concerned and that they might even stimulate 
collaboration by showing the effect of one upon the other. The sharing and 
joint exploitation of risk data by different ministries even if they did 
not immediately serve these ends should be a prerequisite to 
collaboration. The use of risk data by a number of ministries (at national 
level) or executive branches of government (at regional level) offers 
opportunities for collaboration which have not hitherto been available. 
The data offered must however, provoke this collaboration, i.e. they must 
show clearly to "Agriculture" or "Transport" the beneficial effects of 
their actions on the health of mothers and children. Meanwhile, the 
complex politics of collaboration must not be forgotten. 

Intersectoral collaboration in, say, the reduction of maternal 
mortality, or childhood death from accidents will lean heavily upon the 
vital statistics available as well as the risk factors involved. In each 
example, risk data will give further expla~ations of the processes 
concerned and will illuminate "causes" by description of risk factors and 
measures of relative risks. Attributable risks may serve collaborative 
social policy development by indicating (for the first time in many cases) 
the likely effects on maternal mortality of, for example, a reduction in 
illiteracy, the provision of transport or a reduction in nutritional 
anaemia. Risk factor analysis of maternal malnutrition might thus lead to 
a revision of agricultural priorities. For childhood deaths from 
accidents, the contributions of large families, crowding, poverty, lack of 
play facilities or transport regulations could be given numerical weights 
upon which to base choices in policy development. 
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HOW TO PLAN A WORKSHOP 

You have already had first hand experience, as a participant, of a 
workshop and you have decided to organize and run a workshop yourself. 

This will, however, involve a good deal of work. The following CHECK 
LIST has been drawn up to help you. 

Only those items considered ESSENTIAL appear on this list. Not all of 
them may be applicable in your case and you may also find that some items 
you need are missing. 

Nevertheless 

THE SUCCESS OF A WORKSHOP WILL DEPEND LARGELY 
ON THE WAY IT IS PLANNED AND ON THE ARRANGEMENTS MADE 

THE OPENING SESSION 

Unless you start work AT LEAST six months beforehand, you will be 
increasing your chances of failure. 

The greater the flexibility and adaptability of equipment and staff, 
the higher the chances of success. 

One of the aims of the workshop is to meet the needs of the 
part1c1pants. Your apologies will be no use to them if something goes 
wrong. On the other hand, they will be favourably impressed if, when 
something unforseen does happen, corrective measures are taken to keep the 
workshop running smoothly. 

No matter what you do something unexpected will always happen. 
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I OPEN A FILE r 
Correspondence relating to the planning, running and evaluation of a 

workshop will soon reach proportions that call for proper filing. A 
suitable system might be a looseleaf file with the following subdivisions: 

Budget 
Workshop site 
Selection of participants 
Selection of assistant organizers 
Documentation 
Equipment checklist 
Publicity, press, etc. 
Evaluation 

Whatever social and political system you are working under, you will 
need a budget. The person or persons who will ultimately be responsible 
for authorizing the expenditure involved will need at least one ESTIMATE. 
To work this out, the following simple formula is suggested: 

IE = ( + S) N x 1.25 

E Estimate 
T Cost of return travel* 
S = Living expenses (accommodation, food) 
N '" Number of participants 

per part icipant 

In other words, travel costs and living expenses will amount to 80% of 
total costs, leaving the remaining 20% to cover the other expenses (room, 
reproduction of documents, etc.). Where necessary, add a percentage 
corresponding to the annual rate of inflation and get your budget approved. 

\ DATE OF TIlE WORKSHOP 

You should check whether the dates coincide with public or religious 
holidays, sports events or political meetings, as these may create problems 
with regard to reserving hotel roa.s. 

*This obviously implies a substantial financial investment but one 
that is justifiable from the point of view of cost/effectiveness. 

lBefore working this out, read the paragraph on "choosing the place 
for the workshop" on the next page. 
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CHOOSING THE PLACE FOR THE WORKSHOP (over 6 months before D day) 

It has been found from experience that, to make sure participants will 
attend on a full-time basis, the workshop will have to be held in a place 
far enough away from where participants live to enable them to take part in 
all activities without interruption and prevent them from being able to go 
home after the sessions or, more importantly, return to their laboratories 
or their patients. 

The place chosen should be agreeable and the conditions comfortable 
enough for participants to be able to recall with pleasure their experience 
with the workshop. 

BOOKING A MEETING ROOM AND HOTEL ACCOMMODATION (6 months before D day) 

Waste no time in making the necessary bookings. Do it 1n writing and 
insist on written confirmation detailing the conditions you have specified, 
particularly as regards to meeting room. Wherever possible, a visit to the 
premises is recommended before making a final decision. If the meeting 
room is too small, too noisy, badly ventilated or badly lit, the workshop 
may suffer irreparably. 

I CRITERIA FOR SELECTION OF PARTICIPANTS 

Number of participants 

It has been found from experience that as many as 24 participants, 
4 groups of sex can be handled by one organizer. By following the maxim, 
"the less you teach the more they learn", it should be possible to increase 
the number of participants still further. 

However, there are no strict rules and it is advisable not to have 
more than about 15 participants for a first trial. 

The number of participants is in practice limited by what the 
organizer feels he is capable of coping with and by what the participants 
think they need in the way of help from the organizer. 

The documentation provided for the workshop should be such as to allow 
each participant to advance by his own efforts and with the help of the 
stimulation provided by other participants rather than with the help of the 
organizer. 

Type of participant 

Before selecting the part1c1pants, you should set out the criteria for 
selection. The criteria will depend on the objectives of the workshop, and 
might relate to, among others: 

profession 
responsibilities/interests 
language 
multiprofessional or monoprofessional groups 
nationality 
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* Voluntary participation and willingness to innovate 

Attendance at the workshop should be VOLUNTARY and each participant 
should already have demonstrated his desire for change by having adopted 
new methods of his own. He should if possible be in a position of 
responsibility or be likely to acquire responsibility. 

In cases where some of the documentation is not yet available 1n the 
national language, or if assistant organizers who do not speak the national 
language have to be called on, allowance must be made for this and 
participants selected who can at least READ the language used in the 
documents available. 

To be accepted as a participant, it is ABSOLUTELY ESSENTIAL that: 
applicants are aware they will be FULL-TIME PARTICIPANTS for the 
duration of the workshop and undertake to abide by this provision. 

I SELECTION OF ASSISTANT ORGANIZERS (4 months before D day) 

As you yourself have already attended a workshop of this kind, do not 
be afraid in your effort to take SOLE charge of a group of about 15 
part icipants. 

In subsequent efforts with greater numbers of part1c1pants, you are 
strongly advised to take on two (for 20 participants) or three (for 30 
participants) assistant organizers (from those attending an earlier 
workshop). You will have to make sure at least four months before the 
workshop starts that they will be able to come so as to give them time to 
make further study of the documents. 

The assistant organizers will have the task of finding answers to 
questions put forward by the participants and of channelling any questions 
from participants that they cannot deal with themselves to the principal 
organizer. 

I WORKING LANGUAGE I 
Decision must be made at an early stage as to working language. 

All discussions, whether in small groups or in plenary session (unless 
outside consultants are used) may obviously be carried out in the national 
language. Make arrangements at once for the necessary translation to be 
done. 
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I INVITATION TO THE PARTICIPANTS (4 months before D day) 

It is now time to start the procedure leading up to the final 
selection of participants. As far as possible, you are recommended to 
generate a demand for places in excess of the number you have decided on so 
that you will be able to correct the situation if there are any last minute 
cancellations. You are therefore advised to get in touch now with the 
colleagues you wish to contact. A personal letter will generally be 
preferable to posting up a notice, but your decision here will depend on 
local conditions. What "information" should be sent out at this stage? 
The maLn points to be covered are: 

(a) aims of the workshop - prepare a letter of invitation adapted to 
the target population 

(b) what is implied by the term workshop - you may annex to your 
letter the text on page 3 

(c) working methods of the workshop 

(d) theme of the workshop 

The place and dates of the workshop should be mentioned on the cover 
page of each document. 

Your letter of invitation should also mention that full-time 
participation is essential and indicate any language stipulations. 

Lastly, you should set a deadline for applications (45 days after the 
date of despatch of the letter of invitation), mentioning that each 
successful applicant will be informed of his selection at the latest 45 
days before the start of the workshop and that the basic documents will be 
sent to him at that time (under separate cover if you have a limited 
budget). 

It L5 important that the letter of invitation mentions: 

that there will be two to three participants from each country or 
each province and that they should get together, if at all 
possible, before going to the workshop, in order to 

discuss and agree on one or a few research topics and 

develop a short presentation of MCH/FP problems and HSR 1n the 
country/province 

that it is hoped they will work together on a study on their 
return, and that therefore 

agreement in principle to the research topic(s) should be obtained 
from supervisors since they will work on the topic(s) during the 
workshop. 
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PRESS RELEASES 

It is important that the media (press, radio, TV) be properly briefed 
about the workshop. It is the occasion to inform the public about MCH/FP, 
problems in the health system, and about health systems research. 

Invite the media to the opening session, and prepare a short summary 
of the message you have for distribution. 

The same summary, suitably modified, might be used by each of the 
participants on their return home (for the national or local media). 

SECRETARIAL ASSISTANCE 

Lots of documentation will be produced during the workshop. Be sure 
that one, gradually two, experienced secretaries are available for the full 
duration of the workshop and for a few days before and after. Also ensure 
that typewriters, paper, photocopying machine, etc. are available and that 
the machines are in working order. 
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I ACTION CHECK LIST 

Number of days before 
or after workshop 

B 

E 

F 

o 

R 

E 

D 
U 
R 
I 
N 
G 

A 
F 
T 
E 
R 

Decision to organize a workshop 
- Open a file 
- Find a source of funds 
- Have a draft budget approved 

- 365 to - Set the dates for the workshop 
- 180 

- 120 

- 60 
- 45 

- 30 

- 8 
- 2 

- I 

+ 10 
+ 15 
+ 30 

+180 to 
-365 

- Choose the place to hold the workshop 
- Book a meeting room and accommodation for the 

participants 
- Define the criteria for selecting participants 
- Choose the assistant-organizers 
- Take account of the working language 

- Start the procedure for inviting participants 
(inform them of the aims of the workshop) 

- Select the participants from those applying 
- Inform participants that they have been selected 

and 
- Send them the documentation 

Arrange for documentation reproduction equipment 
to be available 
Prepare a checklist of the equipment required 

- Inform the press 

- Review the list of participants 
Arrange the room and inspect the premises 
(with equipment check list) 

- Call a meeting of the assistant organizers and 
reV1ew the programme for the workshop 

- Have a friendly drink 

- Background organization 
of the workshop 

- timetable of work 
- function of the workshop 
- organizing the breaks 
- group photograph 
- make an immediate 

evaluation 

Send a letter of thanks to the assistant organizers 
--~= - Prepare a report on the workshop 

Send the report to the participants 
to the responsible authorities 

- Start long-term evaluation 
- collect data 
- visit the participants 

organize an evaluation meeting 
- publish an evaluation report 
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THE WORKSHOP APPROACH 

The prime feature of a workshop is to create the opportunity for 
part~c~pants to acqu~re and practice the techniques necessary for the 
formulation, management of health programmes and projects. Because of the 
limited time available, however, assignments have to be carefully 
scheduled. It is a principle of the workshop approach that those attending 
are not students in the usual sense but active participants. As a 
corollary, those responsible for the presentation of the material are not 
instructors but people familiar with the particular method, who will help 
the part icipants to learn it. They are referred to as "moderators". 

Exposition and learning will operate at three levels - individually, 
in groups and in plenary sessions. The programme is designed for 3 to 5 
multidisciplinary teams, each of four to five participants. 

The daily programme consists of unstructured time (approximately three 
hours) and structured time (approximately five hours). Participants are 
invited to devote the unstructured time (late afternoons and evenings) to 
individual preparation of exercises and reading. This allows for 
variations in participants' background, method of study and allocation of 
time. l Structured sessions take two forms: group work and plenary 
sessions. The purpose of the group work is to produce, in a limited time, 
on the basis of the individually prepared exercises, a written group 
consensus to exercises. Each group elects its speaker, who will normally 
also chair group discussions. Workshop moderators may be called on by any 
group in consultative capacity.2 

The plenary sessions fulfill two functions. First, and most 
important, they provide the forum for joint presentation and comparative 
evaluation of the group exercises, and for reaching a common understanding 
of the underlying issues. A representative from each working group will 
present his group's solution using an overhead projector. This will also 

lparticipants are advised to carry out the exercises individually 
first, thereby assessing whether there is any conceptual gap in their 
knowledge or any methodological difficulties. They may resort to the 
reading material to fill in any gaps and resolve their problems, proceeding 
from the "recommended" references to the "background" reference. An 
earnest attempt to complete the exercises is the key to the success of a 
workshop. Reading alone does not achieve the educational objectives. 

2In many instances, the material produced by working groups will 
serve as the basis for exercises to be performed in the following 
session(s). Thus the need arises for working groups to reach consensus and 
to identify any remaining conceptual or methodological gaps, which may be 
studied further in plenary session. 
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allow participants to compare and learn from the solutions of other 
groups. The moderator for the particular exercise will chair the plenary 
session and summarize the main concepts and techniques. l Second, plenary 
sessions give an opportunity for the moderator to answer any questions on 
the preparation of the following day's work. 

Setting up the classroom 

If possible, the classroom should be large enough for plenary sessions 
and should have a viewgraph projector for each working group and for the 
moderator. There should be a blackboard. The room should be quite 
separate from the participants' normal working environment so that they 
cannot be easily distracted or called away. Appendix 1 is an example of 
the layout of a classroom. 

Prior to the course (and each day) the director should ensure that: 

(a) each participant has paper and pencils; 

(b) the viewgraph projectors are working; 

(c) there are adequate unused transparencies and scissors; 

(d) a different coloured water soluble pen (in working condition) is 
at hand for each working group to write on the transparencies. 

Advance documentation 

Approximately one month before the workshop the organizers should send 
the participants the following; 

(a) a short description of the workshop objectives and approach; 

(b) the main documents to be used in the workshop, with guidance as 
to which documents should be read or studied in advance; 

(c) a tentative workshop schedule; 

(d) administrative information (e.g. the location, starting time, 
hotel arrangements, daily allowances, etc.). 

lPlenary sessions are committed to producing a documented expression 
of consensus, including the "best" solution to exercises, which will be 
used, in most instances, by individual participants for the ensuing 
sessions. The workshop management and moderators will issue this 
documentation as "handouts". 
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CONDUCTING THE WORKSHOP 

1. Introducing t he workshop approach 

Preferably the day before the workshop begins, the organizers should 
brief participants on the approach to be followed and should hand out 
course material, highlighting the following; 

(a) 

(b) 

workshop objectives. 

the workshop approach, with emphasis on the need for participants 
to prepare individually and participate actively during the 
sessions. 

(c) the organization of the material (session guides, manuals, case 
study material). 

(d) the role evaluation can play ~n dynamically altering the conduct 
of the workshop. 

(e) the division of participants into working groups. 

(0 the pretest. 

2. Controlling the workshop 

In conducting the sessions, the organizers should try to adhere to the 
fol10~in~ general principles: 

(a) Keep to the time schedule as closely as possible and draw the 
participants' attention to this. Write the time for beginning 
and completing each exercise on the blackboard. 

(b) Reduce "lecturing" to a minimum. Never answer a question himself 
if there is a possibility that a participant can answer. 

In connexion with organization and conduct of workshop sessions, the 
organizers and moderator should bear the following in mind: 

(a) Preferably before the first session, participants should be 
briefed on using the overhead projector and transparencies (see 
also section 3.C), including 

how to turn the projector on and off. 

the use of the minimum number of words (synthesize). 

the use of graphs instead of words where possible. 

the use of colours to highlight important aspects. 

once the transparency ~s focused, to look at the audience. 

if they wish to point to an item on the transparency to lay 
the pencil down on the transparency. 
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numbering of transparencies (session number, exercise number, 
subgroup identification) to facilitate typing of group 
solutions at the end of the day. 

(b) In opening each session, the moderator should: 

identify how that session relates to the overall process 
(using a viewgraph showing the major steps). 

review the objectives of the session to see if they are clear 
to participants. 

answer any non-substantive questions on the reading material, 
e.g. terminology. 

advise the participants which of the results of previous 
exercises should be used in the exercises of that session. 

reassign, if necessary, participants to working groups and 
suggest the time schedule for the exercises. 

(The above should take approximately 5-10 minutes.) 

(c) During the workshop sessions, the organizers should be watching 
for: 

participants who over or under participate. 

important comments that are not understood by a substantial 
number of participants. 

one working group consistently out-performing the other 
working groups. 

moderators who are constantly being criticized by 
participants. 

Possible remedies for the above are: 

individual counselling of participants and moderators. 
additional sessions on specific subjects. 
restructuring working groups to achieve a better balance. 

(d) In summarizing the presentations of working groups at the end of 
each session, the moderator or one of the participants should: 

using a transparency, draw the participants' attention to 
where they are in the process and tie the session's theme up 
with preceding steps. 

emphasize agreements among working groups. 

identify major differences among working groups. 

not insert his own biases. 
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It is most important that individual working group solutions or a 
consolidated statement of all working group solutions are prepared in 
writing for each seSSlon. 

In addition, on a day-to-day basis, organizers and moderators should 
observe the following: 

(e) At the end of the first day, the organizers should brief the 
participants on the evaluation sheets (see section 3.4), 
specifically. 

how each response will be used. 
what the symbols mean, and how forms should be filled In. 
the importance of completing them. 
anonymity will be respected. 

(f) At the beginning of each day, the workshop director should: 

ensure that the materials and equipment are available and 
functioning. 

collect the evaluation sheets from each participant. 

hand out the typed copies of the previous day's 
transparencies. 

(g) At the end of each day, the workshop director should: 

review the next day's assignments with the participants 
emphasizing which readings and which exercises are most 
importa~. 

remind participants to complete their evaluation sheets for 
each session and turn them in the following morning. 

collect the transparencies and give them to the secretary for 
typing/photocopying (one set for each participant). 

3. The use of visual aids 

The ILO Management Development Manual 36 contains a detailed 
discussion on the use of visual aids, which can be summarized as follows: 

(a) Blackboards 

Blackboards are generally available and inexpensive and require 
no advance preparation of visuals. However, they can only be seen 
from a limited distance. 

(b) Flipcharts 

The major advantages of using flipcharts are that (i) they are 
suitable for one-time briefing which does not justify much time and 
money in preparation of more elaborate visuals; (ii) they are good for 
telling consecutive stories with a number of points which need to be 
emphasized in outline fashion; (iii) if sheets are just flipped over 
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torn off, material is available for recapitulation and 
The disadvantages of flipcharts are that (a) pages have 

space; (b) the transportation of flipcharts poses a problem; 
the dramatic effects greatly limited. 

(c) Overhead projector 

This machine, which comes in models of various kinds, projects 
large size transparent images on to a screen under normal daylight 
conditions. Transparencies may be conveniently produced by drawing or 
writing directly on to transparent acetate sheets (up to 25 x 25 cm) 
with grease pencils or felt-tip pens of a type suitable for working on 
glass or plastic surfaces. They may also be prepared using a 
photocopy process, in which case the drawing is prepared on an 
ordinary sheet of white paper. A piece of sensitized plastic is 
placed on top of the paper and the two are run through the Thermofax 
Duplicator. This produces a black on white visual. If a coloured 
image is desired, colour adhesive film may be added, or a coloured pen 
may be rubbed lightly over the image area. When photocopying diagrams 
or excerpts from books in this manner, remember that typescripts will 
generally be too small for the audience to read even when projected. 
Cardboard frames are available as permanent mounts for the plastic 
sheets; they also serve as a base on which to attach overlay sheets 
and taps to be used in flip-off and flip-on displays. 

The overhead projector is very flexible for presenting complex 
results through three devices: (1) slides, (2) flip-offs and 
(3) drop-ons. A slide (an opaque sheet of paper) conceals all but 
that portion of the transparency that is to be introduced, and can be 
pulled out bit by bit as new portions of the image are to be 
revealed. A flip--off (which can cover portions of the transparency) 
can be used to accomplish the same reSults, especially for complex 
visuals in which odd shaped portions can be revealed. A drop-on is a 
visual in which items are added to a basic foundation. The number of 
drop-ons for a particular visual is limited only by the transparency 
of the plastic material. (For more explanation, see ILO Management 
Development Manual No. 36, section 4, Audio-Visual Aids.) 

The major advantages of using an overhead projector are that 
(i) the speaker can always face his audience; (ii) he can remain 
seated while working; (iii) it permits the combination of a number of 
methods of visual presentation~ prepared visuals (from elaborate 
professionally made, multi-colour, multi-effect to simple home-made 
visuals) and use of a roll of plastic to use as a blackboard in 
writing your own visuals in front of the participants; (iv) it permits 
the use of colour, and is quick and clean. Furthermore, the overhead 
projector can be used without complete darkening of the workshop room, 
which permits notetaking by the participants. 

The disadvantages of overhead projectors are that some types of 
writing pens smudge easily or evaporate on plastic. In consequence, 
in using an overhead projector, one should keep in mind the following 
tips: (i) test felt pens to make sure the ink does not evaporate; 
(ii) switch off the projector when not in use; (iii) rehearse the use 
of special effect visuals such as slides, flip-offs and flip-ons. 
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(d) General comments on visual aids 

In preparing visuals, one should give highest priority to the use 
of pictures whenever possible. Words, single or in phrases, should 
only be used as a second choice. The image approach can further be 
used as a graph to the present statistics and for statistical 
processes. The image area can also be used as a form to present 
accounting reports, statistical tabulations, etc. Unusual devices 
such as lines, arrows, elastic, movable ribbons, multiple-layer images 
can also be used. Colour should basically be used to stress key 
facts; imagination is the major asset for designing visuals. 

Whenever it is necessary to use the image area for presenting a 
very complex set of visuals, it is a fatal error to present such 
visuals to participants all at once. Complex pictures should 
therefore be built up item by item. Participants can readily absorb 
one idea at a time and be quite ready to accept a complicated final 
picture. In consequence, never present complex processes as a 
completed matter, show one piece at a time and keep adding pieces or 
portions; never present a statistical graph all filled in. Show first 
a graph, explain the co-ordinates used and add the figures or points a 
few at a time. 

Colour can increase the effectiveness of almost any display by 
drawing attention to key points, coding the functions represented in a 
complex diagram, improving visibility. Contrast is best: black on 
white, black on yellow; avoid such combinations as light cream on dark 
green. 

Where ideas or objects can be symbolized clearly rather than 
represented in words or in complex drawings, understanding is more 
rapid and display is more concise and bold. Working out effective 
symbols takes time and imagination but the end result can be well 
worth the effort. 

All visual aids, whether charts, graphs, common models or 
diagrams, should aim at being simple, bold and clear. 

Most of the structured time will be spent in practical work and group 
discussions. There should be no formal presentations. It cannot be 
stressed enough that the primary ones is on the participants. The role of 
the moderators is to stimulate the discussions in working groups and in 
plenary sessions. They are also responsible for keeping strictly to the 
carefully programmed workshop schedule and for making sure that the 
objectives of each session and the broad objectives of the workshop are 
achieved. The moderators are concerned with applying analytical methods to 
problem formulation and solution, and they should not be expected to 
express opinions or pass judgement on technical solutions proposed by 
participants. They are, however, at the disposal of the participants for 
private consultations outside the structured workshop sessions. 
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4. Evaluation 

In an effort to ensure that the workshop is in fact achievin" its 
purpose, it is proposed to seek regular feedback from participants so tllat, 
if necessary, adjustments can be made in specific objectives, methods, 
content and scheduling. It is probable that there will be a satisfactory 
informal exchange of views. However, until it is demonstrated to be 
unnecessary, at the end of the day each participant should fill in the 
evaluation form. Then participants (one representing each working group) 
should meet daily with the course manager, who should follow through any 
implications for change with the moderators. There should be a plenary 
evaluation session at the end of the workshop when participants will be 
asked to complete a final evaluation questionnaire which may be used in 
structuring similar workshops in the future. 

Towards the end of the first week, it might be wise to set aside 30-45 
minutes for each of the groups to discuss how the participants function as 
members of a group and what could be done to improve group performance. 
You should encourage participants to be open and frank, but avoiding to 
hurt those persons who might have problems in the group. 

At the end of the second week, an evaluation questionnaire might be 
useful. Be sure there is time to analyze the annexes and to provide 
"feedback" to the part icipant s. 

PREPARATION OF COUNTRY PROPOSALS 

When participants have made their presentations (module 3), they 
should start as soon as possible to develop their research proposal. The 
timing of the workshop should be so arranged that approximately half the 
time will be used for preparation of the research proposals. Participants 
from the same country/province will work together. They will develop the 
protocol in parallel with the workshop "themes" hypothesis, research 
variables, etc. Encourage consultations between the different groups. 
(Note that these groups are smaller and different from the 6-8 persons 
groups used in the learning sessions.) 

At the time of preparation of research proposals, the organizers 
should be available at all times. The best measure of success of the 
workshop is when groups work into the early hours and week-ends. But the 
organizers should be there to help them. 

I NOTES ON MODULE 3 

Enough time should be given to the partlclpants to present their 
country situation. But be sure nobody goes on talking longer than 15-20 
minutes. (Tell them beforehand). Allow time for discussion - and have the 
notes typed and distributed to all the participants. (If there are no 
written notes, one of the organizers or a participant should be asked to 
take summary notes for distribution. 
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CLASSROOM LAYOUT 

Appendix 1 

Documentation Table 

Group 2 

Grotop 3 
Group 1 

Table for Overhead Projectors 

1 ____ 

I I 

I , I 
I I I I 

I I I 
I I 

I I I 

Key: VG Viewgraph projector 
H }loderator 
D Course Director 
p Participant 
R Resource Person 
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{ NOTES ON MODULE 

The participants might choose their own time for the role-play. In 
Suva, the theme was on controversial health systems research. (The 
programme is attached.) If you have no experience in organizing role-play, 
you might wish to need the attached extract from "An Introductory 
Course in Teaching and Training Methods for Management Development". 

I I 

1\ 
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PROGRAMME 

FACTS, FICTION 

AND 

PERSONAL BIAS 

A play about controversial 
health systems research 

in MCH/FP 

Suva, Fij i 
7 July 1983 

The Honourable Minister of Health 
The Traditional Birth Attendant 
The Rural Woman 

- Dr Pulau 
- Dr Rodgers 
- Dr Tambisari 

The President, Nurses/Midwives 
Association 

The Politician 
Researcher A 
Researcher B 
The Public 

Script 

- Mrs Gratten 

- Mr Abraham 
- Mrs MacDonald 
- Dr Liisbe rg 
- The Spectators 

Annex 7 

Anonymous The characters in this play 

Producers 

Mrs NacDonald and Dr Rodgers 

are fictitious. Any resemblance 
to any person, dead or alive, 
is a complete coincidence. 
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THE STUDY 

The situat ion 

The country has high perinatal and maternal 
tetanus is the highest cause of neonatal death. 
assisted by untrained traditional midwives. 

The research topic 

mortality. Neonatal 
50% of deliveries are 

/ 

To survey attitudes and practices of traditional birth attendants, and 
compare the results of deliveries by TBAs with the results of deliveries 
assisted by nurse/midwives. 

The objective of the research is to improve delivery outcomes through 
training of TBAs and organizing a referral system of non-risk cases from 
the nurse/midwife to the TBA. 

Research strategy 

50 TBAs and 50 nurses/midwives will be randomly selected. They will 
be followed for two years, all deliveries assisted by them will be 
recorded, and the babies will be followed up for one year. Then the TBAs 
will be trained, and a referral system organized. The new system will be 
tested for a year, and evaluated. 

Role of politician (who is also a professor of obstetrics/gynaecology) 

"Only professionals can undertake deliveries in this country. 
Deliveries by TBAs are completely illegal. The study is against the law". 

It is also a deliberate attack on the quality of maternal care in this 
country, under the excuse of implementing primary health care. Deliveries 
should be conducted by well trained obstetricians/gynaecologists. This 
study is trying to downgrade what we have already achieved. 

Role of the Minister of Health 

"This study is of considerable interest to my constituency of rural 
people. But how long will this study take? We need an answer NOW. The 
present situation of maternity care ia in my opinion not satisfactory. 

"The professional associations should consider the cost of health 
care. In the present economic situation, we can only expect small 
increases in the health budget. To rely on obstetricians/gynaecologists 
for maternity care is therefore not realistic. I also draw your attention 
to the fact that we only have one obstetrician/gynaecologist for 75 000 
population, and this ratio will increase only slowly. What is the 
professional associations proposing in order to realistically solve the 
problems of maternity care in this country?" 

Role of President of Nursing/Midwives Association 

"This is completely ridiculous. How can a highly trained professional 
refer cases to an ignorant old woman?" 



- 307/JOS -

Annex 7 

Role of the "Woman from a village" 

"I love my TBA. She is kind, knows the family since 30 years. She 
delivered my eight children. She uses the old traditional ways we believe 
in". 

"Two of my children died shortly after delivery. They had a 
mysterious disease, but the TBA did all she could to save them". 

Role of traditional birth attendant 

I~y grandmother taught me all her skills 1n delivery care. I have now 
practiced for 30 years". 

"The nurse/midwife in the vi llage has never come to see me. I think 
she owes me respect, since she is so young she could have been my 
daughter. 1 think she does not like me. But I would like to know her 
since she knows many things". 



- 309 - Annex 7 



- 310 -
Annex 7 @-s 

TRAINER'S NOTES ON ROLE PLAYING 

From the trainer's point of view the first role playing is crucial. It i3 
a t this time that the group's attitudes to the ~echnique will be cetermined end 
their future performance as role players will be settled. The role-playing 
session should start by the trainer briefing all the participants. He should 
outline :the situation that is to be the basis of the role playing and he should 
gi ve a ccncise deEcription of the characters involved in the si tuation. This 
being done, the group then acts out the situation making up their lines as thev 
go along. At the end of the scene the actors and the audience discuss what has 
taker. place during the scene, the motivations of the people involved and why the 
scene developed as it did. 

In a role-playing situation that is effectively handled not only the actors 
bu~ also the audience become involved and this involvelJent often carries over to 
the discuEsion thereby er..riching and enlightening it. 

If the trainer wishes to involve the audience further he may give members of 
the audier.ce definite tasks to carry out during the scene. For instan.ce, one 
member of the audience may be required to note the gestures and mannerisms of the 
actors, another may be briefed to listen for significant remarks and yet another 
may be asked to try and spot focal pOints of the dr8J!la. Another useful way of 
jnvol ving the audience is to ask certain members of -the audience to act as under
studies or prompts for the actors. 

Role playing can be elacorated by the use of several associated techniques,' 
Most obvious is role reversal, the chan.ge of character from, for instance, shop 
steward to supervisor. This can. be further elaborated so that roles are changed 
several times during the scene thus providing the actors with different viewpoints 
from which to cbserve and become involved in an on-going sequence of events. If 
required a scene can be repeated several times with the actors changing roles at 
the completion of ee.ch scene. 

The ]Lain advan.tages of role playing are: 

1. Role playing provides an. opportunity for developing insight into what is 
happening when it is happening. 

2. Role playing emphasises the importance that feelings and emotions play 
in many problems, especially problems associated with human relations. 

3. Role playing enables the manager or supervisor to see a situation from a 
perspective different to his own. 

4. Role rlaying, successfully han.dled, develops the interest of the learner, 
therehy providing a dynamic 6i tuation during the course of which attitudes can. be 
modified and new attitudes developed. 
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ROLE PLAYING AS TEACHING AID 

by R.B. Macdonald, 
Management Development Branch 
International Labour Office 

Annex 7 

When developing or revising your training programme you may ask yourself: 
"Which method or technique or aid should I use to illuminate my ideas on 
organisational behaviour, or to drive home controversial principles of human 
relations on the work Site?" Without doubt you will use the lecture method to 
explain the various principles involving people on the job. You may even wish 
to supplement your lectures and class participation by showing a well chosen fi 1m 
on the subject in question. Yet yon may still find something mi,ssing from your 
programme. Perhaps the class has remained somewhat detached from the whole 
session because they have not become adequately involved in the teaching proceH';. 
Furthermore, the very nature of human relations, i,e, the value judcments involved, 
tend to make it difficult for even the most effective educator to get some of the 
more abstract principles and ideas across to the class. 

Some business educators have solved this problem by supplementing their 
lectures, discussions and films by adding role playing sessions to their pro
grammes. It is important to note in passing that in using role playing as a 
tool, emphasis should be placed on supplementing other techniques and methods at 
your disposal. Role playing is not rul end in itself. 

What is role playing, and how can it help you ,in your teaching task? 

As the name implies, role playing is simply a teaching situation whereby 
participants act out brief roles, a process somewhat akin to the short stage skit 
familiar to all of us. There is one difference however; for the purpose of 
business education, role players do not follow detailed scripts, Rather, they 
are given brief written situations or problems with enough supporting facts about 
the personalities to be portrayed to be able to project themselves into the par
ticular roles. It might be worth, while mentioning at this point that most role 
players partly depict themselves in the given environment without realising it. 
And with this in mind you may be interested to learn that role playing got its 
start with psychotherapy. It was first used by psychiatrists to induce patients 
to act out past situations, thereby helping to produce catharsis aljld to develop 
in the patient a deeper insight to his basic personality problems. 

Almost everyone agrees with the principle that the ability to get along with 
people is a personality trait which is needed to be successful in business - at 
least in the organisational sense. But you have seen, I am sure, the supervisor 
who has given lip-service to this most importan.t principle, yet who at the same 
time feels that he has nothing to improve in his relations with his subordinates 
and therefore he is excluded from the need to perfect himself in this most diffi
cuI t function. Role playing can. help correct this, Since once the supervisor is 
actively engaged in a role playing session, he should soon notice where improve
ments could be made. One of the greatest difficulties in getting supervisors to 
participate in role-playing sessions is in convincing them that role playing is 
not a theatrical experience but that it is designed to help them become better in 
their jobs as supervisors. You should always emphasise that point and explain 
to the participants that they should act as natural as possible. 

It is true that role playing will not change a person I s baSic per[lOnaljty. 
N~vertheless with proper guidance f'rom the instructor, it Can help a timid super
VlS?r learn ~ow to be more confident in himself, or it can help an overly dog
matlc executlve to realise where he might improve his personal relations with 
others. And if nothing else, role playing can be used as a medium to promote 
animation in a class which otherwise would remain dull and uninteresting. You 
will soon see in using role playing as a teaching aid that it has a tendency, 
because of its dramatic personal aspect, to involve actors, observers and 
instructors alike. 

1 J - " • l.J. Hloreno: Who Shall Survive (Beacon House, Inc. Beacon, Hew York, 1953) . 
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In planning for a role playing session you should keep clearly in mind the 
basic principle, the problem to be covered or the message to get across to the 
others. Keep this idea foremost in your mind when you develop the roles for 
specific participants. Try to reflect a natural situation common to all partici
pants - role players and observers alike. When you prepare your plan it is 
important to start from the known, as far as the participants are concerned, and 
proceed to the unkn.own - a most important principle in teaching. Use terms, 
names, localities familiar to each an,d every participant. For instance, if yOll 
were to use the role playing technique to teach managers how to chair conferences 
when some of the participants may not have participated in conferences, you might 
find it appropriate to start first with simple roles involving committee m~etings. 
After one or two sessions you could then advance to the more complex and dlfflcult 
co~ference situations. 

You will not want to use role playing until you have had a very comprehensive 
discussion of the issues to be covered. You will want to explain what role play
ing is aICd what it is not. For example, before havins a role-playing seSSion on 
employee evaluation you should spend ample time discussins the primary principles 
behind the need for and use of employee evaluation. You ma~ wish to outline to 
the class (or better still to have the class. outline briefly) what the ideal 
employee evaluation situation involves. 

Roles should be designed so that the session of role playing itself lasts 
only 15-20 minutes at the most. Participants must be given ample time to prepare 
for their roles and observers should be given instructions on what to look for. 
At the start of your sessions you may find it helpful to emphasise the "total par
ticipation" aspect of role playing, i.e. observers must understand that they are 
not just passive onlookers who sit and watch but that they too will be required 
to participate in the final cri tique. 

Another important factor to keep in mind is the physical arrangements of the 
room where the seSSions are to be held. You should strive for an. informal 
friendly atmosphere. It has been found that the best arrangement of chairs 
assures that all participants face each other as close together as possible for 
comfort. A blackboard should be placed in such a way that it i8 clearly visible 
by all present, as this will permit you to have basic instructions or information 
in view at all times. Chairs or desks for those who play the roles should be 
set in the front of or slightly to the side of the group. 

At one time or another all of us have participated in role playing, perhaps 
without realising it. For instance, when you applied for your first important 
job you had in your mind an idea of how you, the applicant, should act. You then 
tried to play this role, or in other words to adjust your personality to corres
pond with the image in your mind. You certainly tried to use your most con
vincing manners. If you did not get the job you may have chided yourself for 
the improper (in your mind) response to the interviewer. What you did was to 
undergo a self-analysis of your performance during the interview - of the role 
played by you. There are two strong objections to this type of role playing _ it 
is uncontrolled and the only evaluation is through self evaluation, at its best 
most misleading. Many more examples could be given of how we play roles in 
everyday life. 

Role playing as used by business educators helps correct this because it 
permi ts controlled situations an.d objective analysis or evaluation by others. 
Participants should have no fear of committing errors. Certainly in some situa
tions the instructor may intentionally ask the players to commit errors in order 
to clarify a point through comparison with the correct action. 

A number of role-playing situations are available. These range from the 
simple single role as used to teach sales clerks how to sell merchandise to the 
multiple complex role session where supervisors learn to deal with group problems. 
Roles can be reversed.to give everyone the chance to see the other person's side 
of the s~ory., One tl,:,e Bill can play the role of Jack the supervisor who is 
counselli~g hlB SU?Ordlnate. Then Jack and Bill can change roles. The result 
can be qUlte edlfYlng for players and other participants in the session. 
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Arter each short role-playing session it is important to hold a critique. 
This is when the observers actively participate. To emphasise a point you may 
want one or two of the observers to play the role themselves. 

But role playing is not suitable for each and every teaching situation. 
You will find that it cannot be_.used with much success to teach purely technical 
sUbjects. It can hardly be used to teach mathematics, chemistry or geography, 
for example. The time-honoured lecture method supplemented by audio-visual ai.::: 
perhaps re2ains best in those disciplines. 

Finally, the results obtaincq in using role playill& as a teachillf, aid are 
ulmost alw!tyu directly proportional to the time and effort invested by the 
instructor in planning =d developing his sessions. 
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