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Introduction

Welcome to Unit 3. In the last unit, you examined various aspects of collecting and processing data. Once you have information – processed and judged free of preventable errors – it must be made available. Otherwise, what is the point of collecting it and expending all the effort on processing it? 

This Unit looks at the necessity and mechanisms for giving feedback, which, as the name implies, is the process of channelling the collected information back into the system so that it can be used. 

Well defined goals, targets, indicators – as discussed in the first session of this unit – are useful in the management of organisations, as they help establish clear outcomes or ends to target or aim for. But how will it be discovered how, or whether, these outcomes are being achieved? By using information collected in the context of the system. Session 1 will examine the development of goals, targets and indicators. This is intended to provide useful background to compiling, disseminating and using information.

The second and last Study Session outlines techniques and guiding principles for presenting information in a sensible, coherent and easy to grasp manner, while taking into account different audiences and purposes. 

There are two Study Sessions in this Unit:

Study Session 1:        Goals, Targets and Indicators.

Study Session 2:
Presentation Techniques.
Learning Outcomes of Unit 3

	By the end of Unit 3, you should be able to:



	· Assess the value of targets and indicators for service monitoring.

· Argue the advantages and disadvantages associated with a targets and indicators approach.

· Explain the differences and relationships between goals, targets and indicators. 

· Evaluate targets and indicators for appropriateness. 

· Explain the purpose and value of feedback.

· Describe possible ways to give feedback.

· Apply guiding principles to plan and compile presentations.

· Draft reports that are effective in communicating their messages.

· Present the type of data in an appropriate presentation format.

· Tailor presentation techniques to encourage action.




Unit 3 – Session 1

Goals, Targets and Indicators



Introduction

During this session we will deal with goals, targets and indicators as an output of one of the stages in the Management Planning Cycle. This is necessary since we saw that it is important to judge whether indicator values are good, average or bad. Once, we have made our judgement, we need to implement the appropriate action to improve the indicator values. However, we must be certain that the reference points we use for making the judgement are sound. In addition, we need to be sure that the indicators or calculations we performed are sound. This means that targets (as reference points) and indicators must conform to certain criteria or characteristics of sound and valid targets and indicators. This session will explain these criteria to you.

In this session, the Information Cycle meets the Management Planning Cycle - for we consider the development of goals, targets and indicators, a management function, as a part of the Management Planning Cycle.  But now we also see the relevance of this function as part of the Information Cycle. For this reason, you are advised to view the cycles as complementary to one another.

Session Contents

1
Learning outcomes of this session

2
Readings

3
Glossary

4
Characteristics of targets or objectives

5
Characteristics of indicators

6
Types of indicators

7
Pro’s and con’s of targets and indicators

8
Session summary

Timing of the session

This session could take you up to three hours to complete. It contains two tasks and a good point at which to take a break would be after section 5.

1
LEARNING OUTCOMES OF THIS SESSION

	By the end of this session, you should be able to:


	· Explain the differences and relationships between goals, targets and indicators.

· Apply the characteristics required of targets in evaluating them.

· Apply the characteristics required of indicators in evaluating them.

· Assess whether indicators belong to certain categories and whether they provide the required results for service monitoring.

· Argue the advantages and disadvantages associated with a targets and indicators approach.




2
READINGS

The readings for this session are listed below. You are expected to read all of the readings provided.

	Author/s
	Publication details

	Monekosso, G. L.
	(1994). District Health Management: Planning, Implementing and Monitoring a Minimum Health for All Package – From Mediocrity to Excellence in Health Care. Maseru: WHO: 118 - 119.

	Lippeveld, T, Sauerborn, R. & Bodart, C.(Eds)
	(2000). Design and Implementation of Health Information Systems. Geneva: WHO: 56 - 60.


3
GLOSSARY

You may know the entities that we will be discussing in this session by different names. It happens quite often that other names are given to them. Some of these are as follows:

	Entity
	Also known as …

	Goals
	Broad objectives, strategy, performance area, long term objective, etc.



	Targets
	Objective, specific objective, short-term goal, short-term objective, key result area, etc.



	Indicators
	Key performance indicators, measures, variables, etc.




It is less important to be familiar with all the names assigned to these entities. We should however know what they represent. Many sources of literature gives detailed definitions to these terms that are often quite contradictory. For our purposes we will try to define them in the simplest of terms. Therefore, understanding the following explanations will suffice for this module:

Goals are usually broad statements of intent. These merely say what would like to be achieved in very broad terms. It does not give any details of how it will be achieved, by when, or by prioritising which things. We find that goals are usually made by politicians. They need to keep the voters happy and have to tell them what they want to hear. As a result, they make some promises which are usually very loosely defined and very broad in nature. These are known as goals. If they are administratively accepted in the health service, then it is left to the technically-minded officials to break the goal down into manageable and realistic chunks. This gives rise to the need for targets.

Targets, in contrast to goals, are very specific and have been developed to simplify goals. It is usually developed by technically-minded officials and forms the next hierarchical level in the strategic statements of a health service. The targets tell others what will be done in order to reach the overall goals. It usually states specifically how we will go about trying to attain the goal and by when. We assign numerous characteristics to targets that we will discuss in the next section. Since, we need to make sure that we attain targets that are meant to attain overall goals, it must be measurable. The items we use to measure the attainment of these targets are known as indicators.

Indicators are usually numeric measures of performance. They are results of clearly defined calculations that are standardised. This means that everyone who applies them will end up with the same result, making the comparison of these values between geographic areas possible. Indicators can be said to be the twin brother or sister of targets. We should not have one without the other. Targets must be measurable, and therefore must have an indicator. Similarly, the indicators must be linked to targets otherwise measuring them is in vain.

In addition to goals, targets and indicators being given different names, there may also be additional layers of items added between them. In other words, in our discussions, goals are at the top of the hierarchy, second comes the more refined targets with their indicators. This is only two layers. Sometimes, many more layers are added. For instance, one may find the following hierarchy:

1.

Vision

1.1.

Mission

1.1.1.

Goals

1.1.1.1.
Broad objectives

1.1.1.1.1.
Strategy

1.1.1.1.1.1.
Target/Specific Objective

1.1.1.1.1.2.
Indicators

1.1.1.1.1.1.1.
Activities

As mentioned before, the different permutations and terminology is less important for our discussions. It is only crucial for you to understand what the phrases goals, targets and indicators denote.

4
CHARACTERISTICS OF TARGETS OR OBJECTIVES

Targets have to conform to certain characteristics for them to be considered valid. The first letter of each of the characteristics forms the acronym SMART. Hence, the characteristics that targets must have are:

· S for Specific

· This means that they must state exactly what it is that needs to be achieved. We must have no uncertainty about what we want to achieve.

· M for Measurable

· If we can not measure the target, then we would not be able to determine whether we have reached it or not. Therefore, if targets must be measurable, then they need units to measure it, i.e. indicators.

· A for Appropriate

· Targets must specifically state what we want to achieve that is relevant to the needs of the communities we serve. It also has to be aligned with the limited resources we have available and our priorities. If we do not have targets that are relevant to the priority needs of the communities, then we have wasted energy in developing them.

· R for Realistic

· Targets must be achievable with the resources that we have at our disposal. However, we must be weary of setting targets that are too low, because then it can be construed as shying away from responsibility. In other words, targets must be ambitious enough to require real effort, but it must also be achievable with the resources we have.

· T for Time-bound

· Targets must commit the health services to a date when they must account for achievement or non-achievement of targets. If this is not done, then the targets can remain dreams that will never come to fruition.

The following examples have been provided to illustrate common pitfalls encountered when targets are developed and also to illustrate a sound target. Our first example shows a sound target.

	Target: To achieve a new smear positive Tuberculosis cure rate of 85% by December 2005.

        

	Specific
	The target states specifically what proportion of a certain category of Tuberculosis patients must be cured. It is very clear what needs to happen.

	Measurable
	The target is measurable. It clearly states that 85% of the new smear positive patients must be cured. Since, we can calculate the proportion that we do cure, it is a measurable target.

	Appropriate
	Tuberculosis is a very important public health concern in most developing countries. It constitutes large epidemics and the only way to deal with communicable diseases like Tuberculosis is to significantly reduce the pool of infection. This we do by preventing the transmission of the bacteria and curing those who have contracted the disease.

	Realistic
	To judge whether the target is realistic/achievable is more difficult, because we would have to know what the current situation is. Let us assume for our example that the current cure rate is 81%, and that we have the necessary resources to improve the cure rate to 85%.

	Time-bound
	The target clearly states by when we need to have achieved the cure rate, i.e. December 2005. Hence, when December 2005 is reached, we should have made sure that we have achieved the target. This, however, can only be done if we constantly review our progress during the course of the year. This will allow us to address problem areas as soon as we become aware of them. In other words, we should not wait for December 2005 before we check the value of the new smear positive Tuberculosis cure rate.


The following example illustrates some common problems associated with targets. These problems should be avoided:

	Target: To improve the quality of care given to Tuberculosis clients by 30%.



	Specific
	This target is not specific. We could ask: what is quality of care to Tuberculosis clients? Is it a composite index of various factors taken into account? Have we assigned a weighting to each of these factors? Has it been applied uniformly?

	Measurable
	If we do not know what quality of care represents, then we would not know what to measure, or how to measure it. Also note in this example that a common grammatical error is made. Quite often people mean to say that an improvement must be made so that a certain percentage is reached, but end up stating that it must improve by a percentage. Hence, in our example, if it was possible to measure the quality of care and assign a percentage to it, then we would need a baseline to fully understand what the target means. Let us assume the baseline value for quality of care to TB clients is 20%. Then improving it by 30% would mean that we need to end up with 26%, because 30% of 20% is 6%. This error is commonly seen, and you should be aware of it.

	Appropriate
	Quality of care is a very important aspect of health care service delivery, but since it is not clearly defined in our example, it is not the best possible way to measure what we need to know. It may have been better to measure the cure rates achieved; because you need a high quality of care to achieve high cure rates due to the long time it takes to cure the disease. Without high quality of care, we would have many defaulters and as a result low cure rates.

	Realistic
	This target is not realistic, because we can not measure the aspect under consideration. Therefore, we can not determine a baseline.

	Time-bound
	This target does not state by when we need to achieve the improvement.


	TASK 1
 - DEVELOPING SMART TARGETS FROM THE INFORMATION CONTAINED IN THE CASE STUDY
Consider the information/indicators you have available to you on page 6 of the case study (morbidity). Consider any one of the indicators for the region and develop a SMART target for the indicator. Make sure that it complies with all the characteristics mentioned in the section above. Also make sure that you do not incorporate some of the common errors listed in the second table.




FEEDBACK

You were taught earlier that targets and indicators are like twins. The one should have the other at all times. We also told you that indicators are standardised calculations. As a result, it is not raw data. This means that you had an option of developing a target for one of three indicators, namely percentage children fully immunised before one year old, incidence of pneumonia in children under five years old, or incidence of malnourished children under five years old.

Examples of SMART targets for these indicators are:

· Indicator:
Percentage children fully immunised before one year of age.

· Target:

To increase the number of children fully immunised before one 


year of age to 70% by December 2005.

· Indicator:
Incidence of Pneumonia in children under five years of age.

· Target:

To decrease the number of children under five years old 



contracting a new case of Pneumonia during the year to 85 per 


1000 by December 2005.

· Indicator:
Incidence of malnourished children under five years old.

· Target:

To decrease the number of children under five years old newly 


diagnosed as malnourished to 65 per 1000 by December 2005.

5
CHARACTERISTICS OF INDICATORS

Since targets must conform to certain characteristics, their twins (namely indicators), must also conform to certain characteristics. We also use an acronym for the characteristics defined for indicators. We call this URAVES. This is a combination of the first letter for each of the following characteristics:

· U for Useful

· This means that they must be useful to managers. By implication, this means that indicators must be attached to a target, because if it is not used to measure achievement, it is unlikely to be used to improve management of health care services.

· R for Reliable

· If indicators are calculated by different people or different regions, it should give them the same result. This does not mean that they must achieve the same value for the indicator, but it means that the answer must represent the same measurement. The definition (the numerator, denominator and units operators) specified for the calculation must be exactly the same. Also, the numerator- and denominator data should have been collected the same way across all the areas calculating the indicator.

· A for Appropriate

· The indicator specified for a particular target must be the best way in which to measure the attainment of the target. You will recall that we introduced you to proxy indicators earlier. This characteristic implies that proxy indicators can be used if no other reliable means of measuring the target exists.

· V for Valid

· The calculation must be sound. If the numerator and/or denominator are not correct, then the indicator is not valid. Of course, our data has to be accurate enough for the purposes that we need it. If this is not the case, then the indicator value would not be valid either.

· E for Easy

· Calculations that are too complex to do by hand are usually not likely to be used much. This seriously undermines the usefulness of the indicator. As a result, we should try to keep indicators as simple as possible. Managers should not be reliant on expensive computer software applications to calculate indicators. Also, staff at health facilities should be in a position to understand and perform the calculations right at the point of collection. Complex calculations will not be done at lower levels.

· S for Sensitive and Specific

· Indicators must be sensitive enough to detect any changes in the situation it is measuring. This means two things: (1) indicators should illustrate situations early enough that warrants swift action, e.g. outbreaks of disease, and (2) it must show improvements brought about by intervention. If indicators are not sensitive, they will not raise the alarm when conditions take a turn for the worst. Also, they will not show health workers the fruits of their labour. This is demoralising since all the effort has been placed in improving conditions, but the indicator remains unresponsive.

The following examples have been provided to illustrate common pitfalls encountered when indicators are developed and also to illustrate a sound indicator. The first example shows a sound indicator.

	Indicator:
New smear positive Tuberculosis cure rate
=
New smear positive Tuberculosis clients cured


×
100

New smear positive Tuberculosis clients commencing treatment

  1



	Useful
	This indicator is useful since it is attached to one of the priorities of the district health system. For our purposes, we can say that it is attached to the target mentioned in the previous section.

	Reliable
	If all regions use the same definition for this indicator, and they use the same definitions for collecting the data elements, it can be said to be a reliable indicator. This would give all people using the indicator the same result.

	Appropriate
	This indicator is the best way in which to measure whether we have reached the target.

	Valid
	It is the correct numerator and denominator specified for the calculation. It is now up to the accuracy of the data to ensure that the indicator remains valid.

	Easy
	This calculation can easily be calculated by hand. It is therefore easy.

	Sensitive and Specific
	If we cure a greater proportion of the Tuberculosis clients newly diagnosed as smear positive, this indicator would illustrate it. This would be good for staff morale and general interest in information use.


The next example shows a poorly constructed indicator with many of the common pitfalls encountered when developing indicators. Let us assume that the next indicator was also developed as twin for the same target.

	Indicator:

New smear positive Tuberculosis cure rate

=
New smear positive Tuberculosis clients cured
×
100



Total population



  1



	Useful
	This indicator is measuring the wrong thing, therefore it is not useful. You will note that the numerator and denominator do not have the correct relationship. This indicator is measuring new smear positive Tuberculosis incidence.

	Reliable
	If everybody used the same definition, it would be a reliable indicator, but the results would still be meaningless. If only one district calculated the indicator in this incorrect manner, it can not be used to make comparisons with other districts because it would not give the same result.

	Appropriate
	This indicator is not appropriate for measuring the attainment of the target.

	Valid
	This is not a valid indicator since the numerator and denominator is not correctly related. Therefore, it measures something meaningless in relation to the target.

	Easy
	It is easy to calculate, but useless and does not deserve the effort.



	Sensitive and Specific
	This indicator would not be sensitive. The denominator is too large; hence the answer would be very small. The implication is that drastic increases could be represented by as little as 0.1%. This would not provoke action. Can you see that the bigger the denominator, the smaller the answer? Similarly, the larger the units-operator, the more sensitive the indicator? Try the following: Use 10 as your numerator and 1000 as your denominator and times by 1 (as the units-operator). Your answer is 0.01. Now times the same fraction by 100 000. Your answer has increased to 1000. Now let us consider the numerator increasing by 50%. That means our numerator is now 15. In the first case, our answer will be 0.015. This does not appear to be a large increase from 0.01. But in the second instance it would provide a result of 1500. That is a great increase from 1000! Which do you think is more likely to spur managers on to action? Clearly, the second instance. The lesson to be learnt is that the units-operator can make indicators very sensitive to change, or very sluggish to change. We need to make indicators very sensitive to change to provoke corrective action.


Indicators can also be grouped into different categories. These categories will be discussed in the next section.

6
TYPES OF INDICATORS

The various categories or types of indicators that can be identified in an information-led programme information system constitute four major categories. These are briefly:

i.
Input indicators
These indicators consider what the health services put into the system of service delivery. For instance, the ratio of staff to population served, budget allocation per capita, average nurse clinical workdays per month, etc. In other words, this type of indicator refers to the efforts and resources availed by the health authority to deal with community health problems.

ii.
Process indicators
The processes followed are crucial in rendering an effective and efficient health service. As a result, this type of indicator assists management to determine whether the best available technology/methodology is followed to deal with specific health problems. For example, proportion of all first antenatal visits that occurred before 13 weeks gestation, average number of items per script, percentage first-level health clients referred to secondary levels of care, percentage TB patients on community DOTS. All of these examples refer to the process followed by the health care workers in dealing with specific health care problems in the communities. It is also important to note that process indicators can make a great contribution towards ensuring multisectoral and interdisciplinary cooperation in dealing with health problems, because various processes followed by all stakeholders can be measured as process indicators.

iii.
Output indicators
The outputs refer to the direct- or primary result that the efforts of the health authority had, considering the time and resources afforded to deal with the health needs of the communities. For example, the proportion STI contacts treated with the syndromic approach, client satisfaction rate, VCT uptake rate, BCG coverage at birth, etc. Therefore, outputs refer to the obvious result in the community of the inputs afforded, and processes followed, by the health authorities in rendering health programmes.

iv.
Outcome indicators
The outcomes of efforts and resource allocation should be the betterment of the health of the community. Hence outcomes are the overall yard sticks by which health authorities can measure their move towards the goal of health for all. It is anticipated that any consciously decided changes in inputs and processes, to deal with a community health need, will have an effect on the overall health status of the community. For instance, all incidence and prevalence figures fall within this category of indicators. By implication then, the outcome indicators can also be seen as health need (or burden) measures.

The short description provided on the different types of indicators shows that the different types of indicators are all related. To perform a specific function, the health authority must avail and provide inputs; these inputs are communicated or delivered to communities through certain processes. These processes in turn, result in a direct coverage of the population or other measure of output that could not have been attained without the necessary inputs. Finally, the coverage, processes and inputs provided to deal with health needs will have an effect on the status or health needs of the communities served.

	TASK 2
 - CLASSIFYING INDICATORS IN THE CASE STUDY

Try to group indicators 1 to 8 contained in your case study into the following categories:

(a)
Inputs

(b)
Processes

(c)
Outputs

(d)
Outcomes

1.
% teenage births (page 3 in the case study)

2.
Incidence of stillbirths (page 3 in the case study)

3.
% children fully immunised before one year old (page 6 in the case study)

4.
% babies seen within 10 weeks of birth (page 8 in the case study)

5.
Number of nurse workdays (page 9 in the case study)

6.
Number of patients seen per doctor per day (page 10 in the case 
study)

7.
% repeat medication visits (page 10 in the case study)

8.
Expenditure per person per year (page 11 in the case study)




FEEDBACK

(a)
These are indicators that show us what we as a health service is putting into the 
service to deal with health needs. These include:

· Number of nurse workdays

· Expenditure per person per year

(b)
These are indicators that consider how we are using the inputs we are providing. 
These include:

· Number of patients seen per doctor per day

· % repeat medication visits

(c)
These are indicators that tell us how many people in the target populations we 
are reaching with our services. They include:

· % children fully immunised before one year old

· % babies seen within 10 weeks of birth

(d)
These indicators tell us about the health needs of the target populations.

· % teenage births

· Incidence of stillbirths

7
PRO’S AND CON’S OF TARGETS AND INDICATORS
Not everybody agrees that the targets and indicators approach is a good tool to use as a mechanism to improve the management of health care service delivery. Many propose that targets and indicators should not form the foundation of managerial activities. In contrast to this view, many are in favour of the approach and propose many benefits. The main critique lodged against the targets and indicator approach will briefly be discussed in this section. In order to provide a balanced discussion, the benefits of the approach will also be provided. We will commence the discussion with an explanation of the benefits of the approach. These include, inter alia:

· Rational planning is promoted

Since indicators are used as the departure point (refer to an information-led type of MDS/EDS) for our planning, we take into account the health needs of the communities we serve. We do this by considering the outcome indicators that reflect the health needs of the community. As a result, we can say that planning of health services was undertaken in a rational manner. We can objectively show that certain needs exist and require our resources to address. In this way we can show a clear/rational link between health needs and services provided.

· Pro-active planning is facilitated

The use of targets and indicators can assist one to plan interventions pro-actively. We do not need to wait for media reports before action is taken to address problems, because the indicators we calculate would show us problem areas. These can then be addressed before it becomes part of media hype.

· Accountability can be ensured

If managers are made responsible for the performance of certain indicators, they would be held accountable for the performance or non-performance of the indicators. This is a favourable situation since we can have a numeric aid to judge the performance of health services and hold key individuals responsible. Accountability is crucial when one utilises public funds for obvious reasons.

· Identifies intersectoral opportunities

Many outcome indicators cannot be said to be the sole responsibility of the health authorities. Certain factors outside the scope of control of the health authorities impact on the health of communities, e.g. malnutrition, water and sanitation provision, unemployment, violence, etc. When such situations are identified, the indicators can be used as a common factor that guides cooperation between sectors. Consider for instance an outbreak of dysentery. The communities do not have adequate access to potable water and hygienic sanitation amenities. The health authorities would like to see the incidence of dysentery decrease, but they cannot build sanitation facilities or provide clean water to all households. The incidence indicator can then be used to guide cooperation between all relevant sectors to ensure that the outcome is reduced.

· It is pragmatic

We have learnt that targets must be realistic for them to be sound. As a result, health authorities can be ambitious but should remain realistic. In this way, we steer clear of false promises made to communities. This is useful since it will result in an increase in public confidence in the health services and promote a health seeking behaviour. This may in turn lead to greater success in dealing with health problems early on.

· Promotes comprehensive consideration of health services

As you have seen early on in this module, and previously in the section on different types of indicators, we need to consider various aspects to provide a good health service. We have to consider health needs of communities, inputs we provide, processes by which we use resources, the coverage our services achieve and the outcomes of our efforts on the health of the communities we serve. As a result, a healthy mix of types of indicators we monitor gives us a comprehensive view of the health services.

· Efficiency is promoted

Obtaining the ideal mix between inputs provided, coverage achieved and outcomes influenced, allows us to be more efficient with the scarce resources we have. In this sense, targets and indicators can make sure that we use our resources optimally to achieve the best results from it.

· Equity

Targets and indicators are critical in addressing inequities in health resource allocation. We can set targets to move towards greater fairness in the distribution of limited resources. Indicators can assist us in determine what would be fair and allow consideration of how available inputs can be better distributed. Targets can make it a phased approach with less unhappiness resulting.

As mentioned earlier, not everybody is happy that the benefits of the approach outweigh the negative aspects. These negative aspects include, inter alia:

· Promotes a medical focus

It is said that the approach measures illness not health. This is a negative view of health care and should be avoided. Similarly, diseases and behaviour is the focus of attention. It is said that the causes of illness and disease is further removed from the individual. Therefore, focussing on these issues is selective primary health care and not comprehensive primary health care as is the preferred strategy. In other words, the medical focus promotes health care delivery as silos of health care delivery. This means that the different programmes and sectors do not work together to improve the health of our communities. Each one formulates and implements their own approach in isolation.

· Tunnel vision can develop

If managers have targets with their indicators it could become their only consideration. This is dangerous since important matters that arise from time to time that are not measured would not be given any significant attention. It could be said that it does not fit into the priorities of managers and can not be dealt with.

· Its exclusively controlled by the health authorities

The selection of, and specifications within, targets are left to the exclusive judgement of health authorities. As a result, priorities between sectors are not aligned, and the needed collaboration to deal with complex health conditions/causes is not catered for.

· Focus on the easy rather than the important
Targets can be seen as the priorities of health authorities, therefore it could be viewed as the focus of health services. Since it is often found that the things that are easy to monitor is not necessarily the important things, it may appear that the health authorities’ focus is on the wrong things. Very important aspects such as health seeking behaviour, perceptions and understanding by community members are all difficult things to measure, but pivotal in the provision of good health care.

· Cause and Effect driven

If we measure health outcomes, we are in fact measuring effects. This means there must be a cause that led to the effect. Often, the causes are oversimplified and disregard important interventions required for addressing the root of health problems. Interventions that are outside the direct scope of control of the health authorities are not given any consideration. Hence, the opportunities for intersectoral collaboration are disregarded. Situations may result where other sectors could play a more significant role in changing health outcomes, but the health authorities are too focussed on wasting resources on insignificant activities that are in their direct scope of control.

· Demands evidence of effectiveness

Many proponents say that it is not always necessary to numerically illustrate effects of interventions. But the targets and indicators approach makes it clear that interventions must show evidence of improvement, otherwise there would be no use for measurable targets with their indicators. For instance, it is advisable to promote abstinence for the prevention of HIV transmission, but how would routine health management information systems measure effects of this health promotion effort?

· Rational systems ignore real-life complexities

Rational systems that focus on goals and targets are usually rigid. It is argued that strategic- and operational plans that contain the fundamentals for changing indicator values are hard to change. They are usually prepared at predefined periods and do not respond well to changing circumstances. As a result, if additional requirements or new priorities come to light during the course of the year, managers may argue that they will not digress from their endorsed plans. As a result, sporadic opportunities or urgent health needs go unheeded. 

· Sets achievable targets

It has been said that the accused is the judge in the targets and indicators approach. In other words, the person who must remain accountable for attainment of targets is also the one that sets them in the first place. This is construed as dangerous since the targets could be very modest and make no meaningful contribution to the health services. This is merely because the one who would be held accountable does not want to be seen as having failed. In addition, it could be that targets are rapidly achieved and once this happens enthused intervention subsides. This means that real efforts are made for short periods of time and not maintained, because targets are not adjusted accordingly.

· Narrow (health service expenditure) equity

Although it is agreed that targets and indicators could be used to equitably distribute resources, it is also argued that it only aids in attaining narrow equity. More qualitative measures/aspects of equity in health services provision can not be achieved with mere quantitative calculations. For instance, quality of care achieved in different setting is hard to measure in an only quantitative manner. We need to include qualitative aspects to ensure that quality of care will remain although a quantitative shift in staff numbers is undertaken.

· False efficiency (cost containment)

Using numbers to weigh options up detracts from getting a true sense of value that will be obtained. Remember, we said that efficiency refers to doing the best we can with the least resources realistically required. For instance, if we want to be efficient in spending our capital works budget, we may want to get many quotes to have building alterations done. Once the quotes are received we could look at the costs quoted and choose the cheapest quote. However, the construction may be sub-standard, leading to greater costs in the long run to rectify poor building. As a result, we may have contained costs initially, but in the long run, the decision based on monetary value of the quotes was not efficient.

8
SESSION SUMMARY

This session explained the terms goals, targets and indicators. It also explained that many other names are often given to the same elements. Also, the hierarchical levels between these concepts could be different from place to place. Nevertheless, the elements, no matter by which name they go, must comply with certain criteria to make them valid. Therefore, we said that targets must be SMART, i.e. Specific, Measurable, Appropriate, Realistic and Timebound. Similarly, indicators must URAVES, i.e. Useful, Reliable, Appropriate, Valid, Easy, and Sensitive and Specific. If targets and indicators comply with these criteria, they are sound and will prove to be useful management tools in the provision of health care services.

Having said that, some feel that the targets and indicators approach is not a good management technique. They feel that it can, inter alia, lead to tunnel vision, detract attention from real priorities that are difficult to measure and lead to false equity and efficiency. Regardless of this critique, goals, targets and indicators can serve as useful reference points to assist managers to interpret the performance of indicators well. The next session will consider the importance of feedback in communicating information to all stakeholders.
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