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Introduction
The Situation Analysis (SA) approach to assessing the service delivery environment evolved in response to program managers' need for a better understanding of the functioning of facilities and the quality of care received by clients.  Surprisingly, over the past several decades, relatively little attention has been given to developing research methodologies designed to examine the "formidable 'black box' of service delivery."
  While large population-based data collection programs such as the World Fertility Survey and the Demographic and Health Survey have obtained information about facilities through community modules, the methodology used to collect this information and the analysis of the information collected has not received the same attention that other data collection methodologies have received (Casterline, 1985 and Wilkinson, 1991).

This paper describes the Situation Analysis methodology, which was first developed and used in Kenya in 1989, subsequently in many other African countries, and more recently in Asia and Latin America.  This methodology uses five data collection instruments administered at service delivery points (SDPs) such as clinics and hospitals to obtain information on providers, clients, supplies and equipment, service delivery policies, quality of care, and other dimensions of the service delivery environment.  The instruments collect information through a unique blend of techniques that includes interviews, observation of client-provider interactions, and physical counts of equipment and supplies.  This paper discusses the various procedures used, the strengths and weaknesses of the methodology, and the potential uses of the data to measure program impact.

Background
The rapid expansion of national family planning programs over the past several decades in all regions of the world has been accompanied in recent years by an important ideational and structural shift.  Programs that began as a means for countries to obtain national demographic goals have shifted to become a means for individuals to achieve their own reproductive goals through high-quality health care
.  This shift has major implications for the structure, organization, and functioning of family planning programs.

It also has major implications for the methodological approach to program research and evaluation.  When national policies focus on demographic goals, programs tend to be evaluated based on population-level outcomes, such as contraceptive prevalence or fertility change.  The process by which these outcomes are achieved is only of interest as a step toward the national goal.  If, however, the policy focuses on meeting individual reproductive intentions through the provision of quality care, then the quality of services delivered becomes the basis for evaluation.  In this situation, measuring what actually happens to clients in family planning clinics is of primary rather than secondary importance, and generates a need for new methodologies that can quantify the quality of services delivered.

In a number of countries, vertical family planning programs are becoming broader reproductive health programs, a process that has intensified since the 1994 International Conference on Population and Development (ICPD) in Cairo.  In the past, family planning programs have tended to focus on the contraceptive knowledge, attitudes, and practices of women in the reproductive ages with at least one or two children.  Since the ICPD, the focus has been on all women (married or unmarried, nulliparous or multiparous), their partners, and their children. Also, the new focus is on a broader range of integrated activities that includes family planning, safe motherhood, attention to gender issues, child immunization and care, STI diagnosis and treatment, and helping individuals understand and avoid behaviors that threaten reproductive health.

The shift toward a more comprehensive reproductive health program is occurring rapidly in many countries, but not without difficulty.  The addition of new services to family planning programs often requires new provider skills, revised training curricula, new supplies and equipment, increased sources of funding, changed organizational and managerial approaches, different client information and education activities, new policies and new service delivery guidelines.  All of these areas also require new approaches to data collection and new conceptual models for evaluating a broadened, integrated health program.  Attention needs to be directed not only to reproductive intentions and health behavior through population-based surveys, but also to the service delivery environment through facility-based surveys.  

A recent report on reproductive health interventions from the National Research Council (Haaga et. al., 1996) noted that considerable new information on services and cost will be needed in order to meet the ICPD goal of providing by 2015 "universal access to a full range of safe and reliable family-planning methods and to related reproductive health services..."  For example, management information systems (MIS), where they exist and are reasonably reliable, can be expanded to include indicators related to family planning and other health activities.  Similarly, population-based surveys such as the Demographic and Health Survey (DHS) can be linked with or supplemented by facility-based surveys.

As reported elsewhere in this volume, population-based surveys provide information on key family planning, demographic, and health indicators such as contraceptive prevalence, total fertility rate, and infant mortality, as well as information on the knowledge, attitudes, and practice of contraception among the population.  Although these measures are important, they have long been recognized as insufficient as an effective means to evaluate services or guide program planning (Cleland, 1973).  The SA is specifically designed to collect information on the organization and configuration of services, the quality of services provided, and the receipt of services by clients (Miller, R. et. al., 1997).

Description of methodology
A SA study has four essential objectives:  

1.
To describe the potential of current policies and program standards to promote the delivery of quality services to clients;  

2.
To describe the current readiness of service delivery staff and facilities to provide quality services to clients;

3.
To describe the actual quality of care received by clients;

4.
To evaluate the impact of quality services on client satisfaction, contraceptive use dynamics, fulfillment of reproductive intentions, and ultimately, on fertility.

The current SA methodology is primarily directed to objectives two and three, but modified versions can address objectives one and four as well.  The relationship between the four objectives and three levels of measurement --  national, program service delivery point (SDP), and client -- is shown in figure 1.  As one moves from objective 1 through 4, the complexity of study design, data collection procedures, and data analysis increases.  This also increases the time and cost required for study implementation.

The study implied by the first objective is primarily descriptive, and examines the extent to which national-level family planning policies and SDP-level standards promote or hinder the delivery of quality services.  The family planning program effort scores described in this volume share this objective with the SA.

The second objective implies a description of the existing situation at SDPs.  Typically this "basic" SA study describes the extent to which the current service delivery system is ready to provide quality services.  At the SDP level, readiness to deliver quality services means that the services are accessible to clients; staff are available, trained, and competent to give services; commodities and equipment are available and functioning; the infrastructure is adequate to handle the client load; and management and supervisory systems are in place.

The third objective suggests a description of the quality of services received by the client during the interaction with the provider.  This information can then be compared to the SDPs readiness to provide services.  For example, a clinic that does not have contraceptive commodities, trained staff, or basic equipment does not have the potential to provide quality services.  Such a clinic is simply not ready to provide family planning services of any kind, let alone high quality services.  On the other hand, the presence of commodities, trained staff, and basic equipment is not a guarantee that quality services actually will be received by a client.  A provider, even highly trained, may not want to give services to unmarried adolescents, offer clients a full range of methods, fully describe each method,  discuss issues related to STDs, or ask questions to understand fully the reproductive goals of a client. 

The fourth objective implies a fairly complex study that might use a prospective, longitudinal design to examine the impact a particular configuration of services or level of quality has on client satisfaction, contraceptive use, or the ability of couples to meet their own reproductive intentions in a safe and healthful manner.  The examination of impact requires either that a SA study be linked with a population-based study or that two or more basic SA studies be conducted over time, and a panel of respondents be followed from one study to the next.
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The development of the SA methodology was influenced by the systems thinking of PRICOR (Center for Human Services, 1988), by Frerichs Rapid Survey Methodology (Frerichs, 1989, and Frerichs and Khin Tar Tar, 1989), and by the quality of care framework outlined by Bruce (1990).  In developing the methodology, several assumptions were made:


It would be valuable to have a picture of how all major family planning subsystems are functioning rather than focus on just one or two such as equipment or IEC.


Within a particular subsystem, the various subtasks are probably highly correlated, so data on a limited set of subsystem indicators is probably sufficient to determine whether the subsystem is functioning.


In order to make statistical inferences, either a representative sample of SDPs or a census of all SDPs would have to be visited.


Data collected through actual observations of facilities and staff behavior, as well as interviews with SDP service providers and their clients, would yield richer and more valid information than interview responses from key informants.  

These assumptions led to the development of a study involving data collection at a census or representative sample of SDPs in a country or region of interest.  Usually, each sampled SDP is visited for at least a full day by a team of at least three people, including one with clinical training (a physician, nurse, or nurse/midwife) and one with a social science background and field interview experience.  

The five basic data collection instruments, all of which are necessary to obtain sufficient information on readiness and service quality, address study objectives two and three.  They are used in virtually every SA study:


Inventory for facilities available and services provided at the SDP

This involves a complete inventory of equipment, supplies, infrastructure, staffing patterns and training, management, and supervision.  It also collects service statistics, if available, for a 12-month period.


Observation guide for interaction between consenting family planning client and service provider 

All of the interactions between service providers and new or continuing family planning clients on the day of the visit are observed, with the consent of both the provider and client.  Because generally only a few family planning clients are available on the day of the visit, it is usually not possible to make an accurate assessment of service quality at individual SDPs.  However, aggregating all clients across all clinics in the sample can provide a reasonably valid assessment of the quality of care in the region as a whole.  

If quality at the individual SDP level is desired, information on a larger number of clients must be obtained.  This can be done by spending more time at each SDP (possibly a week or more) or by stratifying SDPs by subsystem functioning or client load, selecting a few SDPs per stratum, and spending more time collecting data on clients within each stratum. 


Exit questionnaire for family planning clients attending the SDP

All clients who are observed are subsequently interviewed as they leave the SDP.  The information collected on satisfaction, method use, and knowledge can then be linked directly with data from the observation.


Interview schedule for staff providing family planning at the SDP

All family planning service providers on duty on the day of the visit are interviewed regarding training, knowledge, and attitudes toward family planning and other reproductive health issues.


Exit questionnaire for MCH clients attending the SDP

In some SDPs, especially in countries with low contraceptive prevalence, it may not be possible to find many or even any family planning clients.  In such cases, the MCH client interview can help to ascertain the reasons for non-use of services by women living within reach of the SDP. 

Many other questionnaire modules can be added to these standard instruments.  Most notably, a questionnaire for program managers and policymakers, which has been used in several SA studies in sub-Saharan Africa, addresses study objective one.  A CBD interview schedule, CBD client observation guide and CBD client exit interview were all used in Zimbabwe for an in-depth assessment of their large CBD sector.  The SA methodology can also be used to examine the integration between reproductive health care services (postpartum, antenatal, abortion, STD and HIV) and family planning services.  Recent modifications of the instruments have more fully covered reproductive health issues such as abortion in Senegal (Ministère de la Santé et de lAction Sociale du Senegal, 1995), sexually transmitted disease services in Botswana (Baakile et. al., 1996), and sterilization services in Turkey (Turkey Ministry of Health, 1995).

The sampling unit for a SA study is the SDP.  Rather than a single clinic or delivery system, multiple SDPs and types of delivery systems (MOH clinics, CBDs, NGO clinics, pharmacies, industry clinics, etc.) can be examined. The first decision that must be made, therefore, is which type of SDP should be evaluated.  A sampling plan can then be formulated to include the entire universe of SDPs in the study or more likely, to draw a sample.  

Ideally, the sample should be representative of the selected group of SDPs in terms of type (hospital, clinic, CBD, etc.) services provided (family planning alone or integrated with reproductive health), geographic location (region, urban/rural), and type of sector (public, NGO, private, etc.).  This requires a detailed list of the location and type of all delivery points.  Assuming a list of all SDPs is available, a simple random sample can then be drawn, or, more likely, some form of stratified random sample, with the units drawn proportionate to the number in a stratum.  Usually samples are stratified according to the classifications mentioned above:  region, type of SDP, sector, etc.  Table 1 summaries the sample sizes used in recent SA studies.

Strengths
The SA methodology is primarily diagnostic.  That is, these studies are almost always carried out by Ministries of Health or other local organizations whose main purpose is to improve the quality of services, not necessarily to add to a body of theoretical research.  For this reason, the methodology has many strengths that are attractive to program managers, such as the clarity and accessibility of the results, the flexibility of a sampling scheme that can be tailored to
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 meet specific interests (such as an examination of pharmacies as service delivery outlets) the ease of mobilizing interest among donors and policymakers, and an orientation toward designing program interventions.  These same strengths may not be as important to researchers interested in testing hypotheses concerned with relationship between the demand for services and the supply of services. 

Despite the practical, program orientation of SA, it offers several strengths for analytical studies.  First, as noted earlier, SA opens the black box of service delivery.  For decades, family planning assessment measured inputs such as the number of persons trained or the amount of commodities supplied, and then related these inputs to program level outputs such as contraceptive prevalence or CYP generated.  Information on the process of delivering services was generally not available.  The SA methodology generates a wealth of information about how program inputs are actually configured and applied to create program outputs.

Second, SA helps to obtain operational indicators of the concept of quality of care.  With the establishment of a fairly standard framework for quality of care (Bruce, 1990) came the task of measuring that framework in a credible manner.  Moving from theoretical concepts to discrete, feasible measurements of indicators is a critical step in program evaluation, which the SA formally addresses.  These indicators present a new group of independent variables for use in impact studies.

Third, the picture of service quality drawn by the SA is based on direct observation rather than medical records, provider recall, or client interview.  Each of these methods of gathering data on the interaction has its advantages and biases, but direct observation is one of the most intuitive. In sub-Saharan Africa, for example, medical records are often sorely incomplete, if they exist at all.  Provider reports of interactions with clients are subject to loss of memory, as well as positive bias, as providers may want to report better care than was actually given.  Lastly, client interviews, particularly among less educated populations, cannot be said to provide valid information about what happened during the interaction, but rather what the client remembers from it  (see Franco et.al., 1996 for further comparison of these quality measurement methods).  This leaves direct observation as the most intuitively appealing methodology.  Observation of course contains an inherent positive bias, since the observers presence probably influences the providers behavior.  However, even in the presence of this bias toward higher quality services, many problems with service delivery are found by SA studies.  That is, we are aware of the direction of the bias when interpreting the results, and it does not reduce the variability or usefulness of the data.

Lastly, the SA has undergone years of field testing since its first application in 1989.  All of the questions have been pretested and revised many times based on field experience, and some have been tested for bias in various forms, such as a set of abortion questions in Senegal.  A recent analysis of the reliability of the observation guide showed that it is extraordinarily reliable, producing extremely similar results across two observers witnessing the same interaction (Huntington, et. al., 1996).

Weaknesses
As noted earlier, the original purpose of SA studies was to describe for program managers the functioning of SDPs and the quality of care provided to clients.  Data for analytic research needs was not always an explicit objective.  One result of this has been a tension between program and research priorities reflected in the SA methodology.  For example, researchers sometimes need questions in instruments that study directors are not willing or inclined to include, because the questions do not appear to generate program relevant information or because they make the field data collection more complicated and lengthy.   Moreover, researchers may need a distinctly different sampling plan from program managers.  For example, if a SA is linked with a DHS, then population-level outcomes can theoretically be related to service quality.  In this case, the sampling of SDPs for the SA would be based on the DHS clusters.  Although the DHS sample of women might be nationally representative, the sample of SDPs may not be, or may exclude areas of the country about which program managers are eager to collect information.  Again, the strength of the SA in program managers eyes -- its responsiveness to local needs -- may be viewed as a weakness from a research perspective.

Second, a number of important sampling issues accompany SA studies.  First, reliable sampling frames are not always available, so samples are sometimes drawn from incomplete frames.  Sampling frames are particularly rare in the private sector, and for this reason, only one SA study, in Peru, has included this sector (see Mensch, 1995).  Also, new clients are often not available at clinics on the day of the research visit, inhibiting the studys ability to gather information on quality from all SDPs.  If clients are less likely to be present at lower quality SDPs, then the observation data at other SDPs would have an unmeasurable positive bias.  Moreover, a discussion continues about whether quality information from the various types of SDPs (urban hospitals, district health centers, village health posts) should be weighted in terms of client load or catchment area population.

Impact studies and Situation Analysis
Impact studies build upon the basic SA design and meet the fourth objective noted earlier.  Three variations of impact studies can be undertaken.  The first is the simplest and can more accurately be termed an "output" evaluation study rather than an impact study.
  The procedure would be to conduct two SA studies, each of which would use the same sample of SDPs.  The second study would be conducted approximately three years or more after the first.  The objective would be to evaluate changes that may have occurred as a result of program improvements.  The "impact" of these changes would be measured in terms of improved SDP readiness to provide quality of care, and in the actual receipt of quality care by clients (Miller, R. and Frerichs, 1992-1993; and Miller, R. et. al., 1996).  In a truly experimental design, SDPs in the sample would be randomly assigned to a treatment group, which would receive an intervention, and a control group, which would not.

A non-experimental analysis of this type was carried out in Burkina Faso, using data from SAs performed in 1992 and 1995.  The sampling plan did not follow the requirement that the same group of SDPs be visited, since the program had expanded considerably in the three-year interval and the sampling needs of the program managers had changed.  However, the data was manipulated and weighted in such a way as to make the two national samples comparable.  Since the interventions (improvements in service delivery) were applied to all SDPs, no experimental design was possible.  However, the comparison did allow for some reflections on the effectiveness of the interventions. The results show that the subsystem functioning of the system either remained steady or deteriorated over the interval, whereas most quality of care indicators remained steady or improved slightly, especially with respect to choice of methods, technical competence, and mechanisms to ensure continuity.  Effective information exchange seems to have declined.  The interventions between the studies focused mainly on training, so the observed decline in information exchange casts doubt on the effectiveness of the training.  In the interval, the program was also involved in an extremely rapid expansion of FP services, almost tripling the number of SDPs offering FP in three years, which may have compromised the quality of the program interventions (Miller, K. et. al., 1997).  

A second type of impact study would measure the effect of service quality on clients contraceptive behavior.  Like the previous model, this longitudinal study would require two SA studies several years apart in the same sample of SDPs, but would also require a panel of clients followed over the study period.  During the first SA study, the reproductive intentions of clients would be determined in exit interviews.  These clients would form a panel and be reinterviewed periodically over two or three years, and again during the second SA.  In the interval, problems at the SDPs identified by the first SA might be eliminated or reduced through program interventions,
 and the effects of these interventions on the experimental group would be measured by the second SA.  In this way, the quality of services can be correlated with the ability of the clients to meet their reproductive intentions.

At the time of printing, the only SA study of this design, in Senegal, is in the planning stages.  It is intended to measure the impact of service quality on continuity of contraceptive use.  In this study, which is being conducted jointly by the Senegal MOH and the Population Council, the sample of SDPs will be divided into three.  The first group will receive a program intervention designed by the MOH, a second group will use the COPE methodology for program improvement  (AVSC, 1995), and the third group will serve as a control.  In the two SA studies, data collection teams will stay for enough time at each SDP to observe sufficient numbers of new clients to generate SDP-level estimates of quality.  The panel of clients will then be re-interviewed over the study period to measure changes in their contraceptive behavior.  In the end, the clients contraceptive continuity will be correlated to the observed quality of services they received.

The third type of impact study would link a SA to a population-based study such as a DHS in order to relate the demand for services with the supply of services.  All SDPs in a geographic area covered by a population-based survey (such as a cluster) could be included in the SA study.  This type of study might hypothesize that the quality of care available at an SDP affects the contraceptive behavior of the population within the catchment area of the SDP.   This is a complex study design with several methodological issues that can be problematic.  For example, it cannot be assumed that all clients who live within the boundaries of a cluster necessarily obtain services from SDPs within the cluster.  Some clients may travel outside the sampling cluster for family planning and other health services, but the SDPs outside the cluster would not be included in the sample.  If these clients are not identified, their contraceptive behavior might inaccurately be related to the level of quality available at an SDP within the cluster, rather than to the quality available at the SDP outside the cluster.  Another problem concerns the difficulty of attributing current contraceptive behavior to current levels of quality at an SDP.  The current contraceptive behavior of a woman is probably the result of services and numerous other factors experienced over a period of many years in the past.    

An impact study of this type was carried out in Peru, which had a DHS in 1991-1992, a SA in 1992, and a follow-up of a DHS subsample of women in 1994.  This allowed the researchers to measure the amount of unintended pregnancy over two or three years among the reinterviewed sample, and correlate that with the quality of care data observed in the SA.  The study found that while separating the effect of region of residence from the effect of quality of care is difficult, quality apparently has a significant impact in reducing the number of unwanted births, and it does so net of potentially confounding variables. (Mensch, et. al., 1995).

Conclusion
The Situation Analysis was originally designed as a descriptive, diagnostic study intended to provide program managers with data related to the functioning and quality of care at a representative sample of SDPs.  The SA approach credibly documents, often for the first time in a country, the numerous interacting components that form a complex service delivery environment.  The rich data set from each study obtained through interviews, observations, and inventories has generated policy and program changes, and helped to focus attention on the operational indicators of quality of care.

While the descriptive and diagnostic nature of SA studies remains, increased attention has recently been directed to using the SA approach for more analytical purposes.  Combining SA studies with population-based studies, or using respondent panels together with two or more SA studies offers new opportunities to evaluate the relationship between quality of care and contraceptive behavior, and to measure program impact. 
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�  In a comparison of the national demographic targets and the unmet contraceptive need in several countries, Sindig et.al. (1994) found that if all unmet need were fulfilled, most countries would meet or exceed their demographic targets.  Thus these two goals are equivalent in terms of overall fertility reduction, but the attention to individual needs is more ethical and probably more effective in the long term.


�  This assumption may be questionable, based on an analysis of the correlation between subsystems in three countries performed by Mensch, et. al. (1994).  However, because the methodology has expanded over the years, current versions of the SA collect a wealth of information on several subsystems, so reliance on a limited set of subsystem indicators is lessened.


�   The use of mystery clients has been suggested (see León, 1994), but because SA studies often involve visiting extremely rural areas, the confidentiality of a mystery client is impossible to maintain.  For this reason, direct observation is necessary in rural areas, and the methodology is kept consistent for urban areas as well.


�  See Bertrand et al., 1994.  Bertrand and colleagues outline a process of: 


	Input    Process    Output    Outcome


where the inputs, process, and outputs refer to project or program-specific components, and outcomes to larger, population-based "ultimate outcomes" that are related to effect and impact.


�  If an intervention is not possible, then it would be necessary to select a geographic setting where there is variation in family planning inputs, including quality of services.  In the absence of variation it would not be possible to demonstrate a relationship between quality of care, contraceptive use, and fertility.   





