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A. Rationale

Two events in the 1990s prompted the development of
the present Compendium. The first, the International
Conference on Population and Development (ICPD),
held in Cairo, Egypt in 1994, shifted the paradigm
conceptualizing women’s health. In contrast to the
earlier focus on family planning (FP) and (in some
countries) on demographic objectives, the new paradigm
emphasizes quality of life, gender equity, and human
rights. The Cairo Conference caused the international
community to reconsider the definition of reproductive
health (RH) and the services that programs should offer.
As a result, the field of reproductive health has
broadened to include multiple areas in addition to family
planning: safe motherhood, STI/HIV/AIDS, women’s
nutrition, breastfeeding, postabortion care (PAC),
reproductive health services for adolescents, violence
against women (VAW), female genital cutting (FGC),
and related topics. In the wake of the Cairo Conference,
many governments and non-governmental organizations
(NGOs) have risen to meet the challenge of offering
such a broad range of services, often with inadequate
funding to appropriately address the issues. The goals
from ICPD require monitoring of reproductive health
outcomes in terms of clearly defined indicators, as well
as evidence-based results to demonstrate progress.

A second important trend has been increased emphasis
on accountability from two sources: country programs
and international donor agencies. Many governments,
weary of funding programs that lead nowhere, embrace
the concept of program evaluation for the purpose of
learning how to strengthen programs in an effort to
improve the lives and livelihoods of their populations.
With regard to donor agencies, the United States Agency
for International Development (USAID), the British
Department for International Development (DFID), the
United Nations Population Fund (UNFPA), the United
Nations Children’s Fund (UNICEF), and the World
Health Organization (WHO) are among those donors
who have focused particular attention on program
evaluation, both for the purpose of improving programs
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and justifying the funds expended on these programs.
In addition, private organizations, ranging from the large
foundations to specialized NGOs, have actively sought
more systematic methods to track progress and to
measure results of their efforts.

This interest in program evaluation triggered a
proliferation of initiatives to develop indicators on all
aspects of reproductive health. The current volume
follows in the tradition started by the Handbook of
Indicators for Family Planning Program Evaluation
(Bertrand, Magnani, and Knowles, 1994) and a series
of manuals on Indicators for Reproductive Health
Program Evaluation (Bertrand and Tsui, 1995). The
demand for these publications has been high, with over
4,500 copies of these two publications distributed to
date. These volumes include many indicators that were
tested and used extensively in the field (e.g., total
fertility rate, contraceptive prevalence). They also
include indicators that were experimental in nature: the
“best guess” of experts working on these topics. Over
the past five years, program managers and evaluators
have experimented with these indicators, especially in
new areas of reproductive health (e.g., safe motherhood,
postabortion care, and adolescent reproductive health
programs). The current volume reaps the benefit of this
experimentation, in that many of the chapters herein
were drafted or revised by evaluation specialists who
have used these indicators in their daily work.! As such,
the Compendium of Indicators reflects far greater field-
based experience than did the previous volumes.

Given the diversification and specialization within the
field of reproductive health, few people can claim
expertise across the full range of reproductive health
topics. Whereas these different programs share the
common goal of improving the quality of women’s and
men’s lives through improving their reproductive health

! This statement does not apply to Parts III.L and II1.M, which
are emerging areas for reproductive health programs.



status, the actual measures of progress toward that goal
differ from one type of program to the next.

1. Objectives of the Compendium

The general objective of this Compendium is to
encourage program evaluation and to improve the
quality of work in this area. To this end, the Compendium
provides a comprehensive listing of the most widely
used indicators for evaluating reproductive health
programs in developing countries. Moreover, the
indicators are organized according to a revised version
of the conceptual framework originally developed under
The EVALUATION Project. This framework maps the
pathways through which programs achieve results (see
Figure 1.1), and it constitutes a logical framework for
developing an evaluation plan with appropriate
indicators. The original framework, created for family
planning programs, is readily adaptable to other areas
of reproductive health. Many sections of the
Compendium contain more detailed frameworks that
explain the pathways for program effects specific to the
topic area in question.

Whereas some past evaluation efforts have treated the
operations of reproductive health programs as a “black
box,” this framework specifies how those who design
the program expect it to work to achieve results at both
the program and population level. Moreover, the
framework draws attention to the different aspects of
programs (operational areas, access to services, quality
of care) that must be working satisfactorily to achieve
the desired end result.

The specific objectives of this Compendium are:

e To compile in a single publication a menu of
reproductive health indicators judged most
useful in evaluating reproductive health
programs at both the program level and
population level;

e Todefine these indicators in an effort to enhance
the consistent use of terms across programs,
countries, and donor agencies; and

e To promote evaluation of programs by making
indicators readily available to evaluators.

2. Intended Audience

Several different audiences should find this
Compendium pertinent to their own work, including:

e Administrators, managers, and health workers
in reproductive health programs worldwide;

e Staff in international family planning/
reproductive health (FP/RH) agencies
responsible for designing and evaluating
collaborative projects with host country
institutions;

¢ In-country evaluation specialists responsible for
monitoring performance and for evaluating the
effectiveness of RH programs in specific
settings;

e Private foundations and other donors supporting
RH programs;

e Social science researchers (e.g., demographers,
sociologists, economists), epidemiologists, and
other health professionals; and

e Students and instructors.

3. Organization of this Compendium

This Compendium is organized in three parts. Part I
provides an overview of the document, as well as basic
concepts in program evaluation. The rest of the volume
presents a menu of indicators (including the definition,
data requirements, data sources, purpose and issues)
consistent with the conceptual framework presented in
Figure 1.1, for different types of reproductive health
programs.

Part II presents indicators that crosscut the different
programmatic areas of reproductive health. It begins
with women’s status and empowerment, which has a
pervasive influence on all aspects of reproductive health.
In addition to the indicators described in this section,
the role of gender is highlighted throughout the
Compendium in a series of boxes that provide
interpretations of other indicators from a gender
perspective. The topic of gender appears again toward
the end of Part II, section II.H.4, which presents
indicators to evaluate institutions on gender equity in
their managerial structures and on gender sensitivity in
their service delivery systems. Finally, two of the
programmatic areas in Part III of the Compendium are
highly relevant to gender: male involvement and
violence against women.



Figure I.1. Conceptual Framework: Achieving Results in Reproductive Health Programs
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The rest of Part II deals with the supply environment
for reproductive health. The “supply environment”
refers to the multiple elements that influence the
provision of reproductive health services, including:

e Resources and infrastructure available for
development programs;

e The policy environment - political will, legal,
and regulatory policies;

e The functional (or operational) areas that
support service delivery; and

e The service delivery environment, characterized
by access to services and quality of care.

Part I1.B outlines indicators for evaluating initiatives to
influence the policy environment. The subsequent five
sections deal with the functional areas of RH
programming (management, training, commodities
and logistics, behavior change communication, and
research/evaluation?) which collectively shape and
influence the supply environment. One can directly
evaluate the service delivery environment in terms of
access to services and quality of care, as well as two
sub-elements of quality: integration of services and
gender equity/sensitivity.

Part III presents indicators specific to the major
programmatic areas within reproductive health. It
begins with the three areas that have received the
greatest attention from the international reproductive
health community: family planning, STI/HIV/AIDS,
and safe motherhood. The latter is followed by a
related but relatively new area for program evaluation:
newborn health. Women’s nutrition and
breastfeeding follow. In the wake of the Cairo
Conference, other areas have also entered the RH arena:
adolescent reproductive health programs,
postabortion care, male involvement, violence
against women, female genital cutting, and
reproductive health in emergency situations.

We have excluded topic areas that may be important
but to date have not been the focus of major nation-
wide programs, except in isolated cases or on a small
scale (e.g., infertility, health sexuality, and cervical
cancer screening).

4. Selection of Indicators

Persons with limited evaluation experience often are
bewildered by the process of selecting indicators.

Appendix B presents the following tips on the steps for
selecting indicators:

¢ C(Clarifying the results statements (i.e., objectives
to be obtained);
Developing a list of possible indicators;

e Assessing each possible indicator; and
Selecting the “best” indicators.

We used the following criteria to select indicators
included in this Compendium:

e Validity (the indicator measures what it purports
to measure);

e Importance (the measure captures something
that “makes a difference” in program
effectiveness);

e Usefulness (the results point to areas for
improvement); and

e Feasibility (data can be obtained with
reasonable and affordable effort).

To the extent possible, we selected indicators that had
been field-tested, including those measured in
Demographic and Health Surveys (DHS) and
Reproductive Health Surveys (RHS).3 In certain
emerging areas (e.g., violence against women, female
genital cutting), we also included indicators that
represent recommendations of those working in these
areas, to stimulate dialogue on evaluation in these areas
and to provide possible indicators for testing as these
new programs become more common.

Two topics, notable by their absence, are technical
capacity and sustainability. Despite the importance of
these topics to the field of reproductive health, the
authors were not able to locate a set of indicators that
had been tested and were in use at the field level to
monitor technical capacity and sustainability (although
the indicators for policy, training, and management do
address some elements of capacity building).* A group
working under the auspices of the MEASURE
Evaluation Project on indicators for capacity building
concluded that such indicators would need to be context

2 The Handbook of Indicators for Family Planning Program
Evaluation (1994) included indicators for monitoring and
evaluation (M&E). However, to the authors’ knowledge,
such indicators are not in use in the field. By contrast, the
development of indicators for a specialized area of applied
research — operations research (OR) — has advanced mark-
edly in recent years. Thus, in this Compendium, we have
opted to include indicators for OR, rather than for M&E.



specific. This group is developing a set of guidelines
that will assist organizations in framing the question
and in identifying appropriate means of evaluating
capacity building within their organizations (Brown,
Lafond, and Macintyre, 2001).

This manual does not address the specialized evaluation
of programs that relate to costs (e.g., cost analysis, cost-
effectiveness analysis). Evaluators may use a number
of the indicators (especially output measures, such as
couple-years of protection, number of pregnant women
tested and counseled for HIV, number of visits to male-
oriented services, among others) to establish the cost
per unit of output for a given service. However, the
methodology for conducting cost analysis and cost-
effectiveness analysis is sufficiently technical that we
opt to refer interested readers to other specialized
references (Janowitz and Bratt, 1994; Kumaranayake
et al., 1998). We encourage evaluators to apply cost
analysis and cost-effectiveness analysis in their own
programs, despite the fact that we do not address the
topic in this manual because of the specialized
methodology required.

The wording of many of the indicators in the
Compendium does not specify the sex of the person;
rather, we refer to “audiences, participants, trainers,
providers, adolescents, and others” without specifying
if these are men or women, for the sake of simplification.
At the same time, the descriptions in the text of the
indicators often implies that the client is a woman, which
is often but not necessarily the case. We have retained
the words “she” and “her” to reflect the reality that
despite efforts to include men in RH initiatives, the vast
majority of clients for RH services in developing
countries are women. However, when applying these
indicators, the users of the Compendium are encouraged
to specify the sex of the individuals in question to the
extent possible.

5. Use of the Compendium

This Compendium serves as a reference document for
use throughout the international reproductive health
community. Although funded by USAID, it applies to
reproductive health programs sponsored by a variety of
funding agencies, governments, or NGOs worldwide.
Specifically, the Compendium provides a menu of
indicators to be used selectively as part of the evaluation
of national programs, regional programs, and country
projects. We stress that no program or project would

ever attempt to use all indicators outlined in this
Compendium. In fact, for routine monitoring purposes,
program managers and evaluators should select a few
relevant indicators that are both important to program
objectives and easy to collect and interpret. If
organizations need more feedback, then they can
conduct special studies to evaluate the programs’
performance in areas of particular interest to staff. In
this case, organizations should stagger these special
studies to minimize their research burden.

The indicator descriptions presented herein are designed
to promote standardization of definitions and concepts
among the international reproductive health community.
Whereas standardization is useful, organizations should
adapt indicators to their specific circumstances. This
approach not only ensures that the indicators are relevant
to the organization in question, but promotes ownership
of the monitoring and evaluation process. However,
organizations that choose to adapt (modify) indicators
should clearly state the new definitions and methods of
measurement.

Overwhelmed by the sheer volume of indicators in this
Compendium, many readers will ask: “What are the
10-15 key indicators that are essential for evaluating
reproductive health programs worldwide?” Indeed,
the WHO grappled with this same question and arrived
at a consensus list of 17 outcome indicators intended to
track progress in country RH programs worldwide
following the ICPD in Cairo in 1994 (see Part II1.A).
These indicators are useful to governments and
international donor agencies to measure “the big
picture.”

However, the vast majority of program managers will
find the global list impractical for evaluating their
specific interventions for several reasons. First, the
global indicators require population-based surveys,
which are beyond the scope of organizations working
in a specific region or NGOs working with specific sub-
groups within the population (e.g., truck drivers and sex
workers for HIV prevention). Second, many
organizations want evaluation to cover not only the final
results achieved, but also the progress made in specific

3 These surveys are discussed in greater detail in Section I.B.3,
below.

4 Several reviewers cited work in progress or suggested indi-
cators for sustainability, but given the focus of this Compen-
dium on indicators in use at the field level, we have not in-
cluded those under development.



Box L.2. Definitions of Input, Process, Output, and Outcomes

Inputs are human and financial resources, physical facilities, equipment, and operational policies that enable
program activities to be implemented.

Process refers to the multiple activities that are carried out to achieve the objectives of the program. It
includes both what is done and how well it is done.

Although a high level of input is generally reflected in satisfactory program implementation, it is theoretically
possible to have a high level of input but a poorly delivered program (for example, if a high-level administrator
opposed to family planning were successful in blocking service delivery in facilities under his/her control).
Conversely, there are countless real-life examples around the world where program staff, with highly inadequate
resources, strive, nonetheless, to do the best work they can under the circumstances.

Output refers to the results of these efforts at the program level. Although program managers at the field
level are interested in national trends that show the fruits of their efforts (e.g., contraceptive prevalence for
family planning, prevalence of breastfeeding for breastfeeding promotion), they tend to limit the evaluation
of their own activities to program-based measures, especially measures of output. Two types of output,
shown in separate boxes in Figure .1, are service output (that measures the adequacy of the service delivery
system) and service utilization (that measures the extent to which clients use the services).

Outcome generally refers to results of programs measurable at the population level.® The evaluation of
outcome measures the effect that the program has had on the general population in the given catchment area
(such as all women of reproductive age in a given country). It is important to distinguish between two kinds
of outcome: intermediate and long-term. Intermediate outcomes tend to refer to specific behaviors or practices
on the part of the intended audience — such as contraceptive use, breastfeeding, condom use, consumption of
micronutrient supplements — that will affect the desired long-term outcome (of reducing mortality, morbidity,
or fertility). The long-term outcome refers to the anticipated results of the program (a change in morbidity,
mortality, or fertility). However, the long-term outcome is almost always subject to the influence of non-
program factors, including socio-economic conditions and the status of women in a given country.

¢ Note the exception discussed in the text above that “desired outcomes™ for functional areas are not necessarily measured at the
population level.
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Whereas evaluators often report the findings from a
program evaluation for the population as a whole, they
should disaggregate the results by regions or subgroups,
where appropriate. A program that achieves results by
providing services to privileged urban residents has
achieved less than one that reaches the rural poor.
Similarly, where data are available and the n is
sufficiently large, evaluators may wish to disaggregate
data by ethnic, geographic, and other relevant socio-
demographic factors. The reduction of inequalities
among regions and subgroups may be a programmatic
objective above and beyond the improvement of the
average among the general population. Evaluating this
type of objective requires disaggregation and
measurement by subgroups.

Reproductive health interventions generally address
deeply entrenched practices that will only change over
an extended period of time. The unprecedented drop in
fertility rates worldwide in the late 20% century occurred
with record speed, yet it took 20-30 years to accomplish.
From a program perspective, it is often impractical to
report annually on long-term outcome indicators, even
if those outcomes “really matter” (e.g., changes in
mortality and fertility). Instead, program evaluation
tends to focus on intermediate outcomes (also called
effects) that are more directly linked to program effort
and expected to change in a shorter period of time. In
terms of family planning, the most widely reported
intermediate outcome is contraceptive prevalence (i.e.,
the percentage of women of reproductive age currently
using a contraceptive method). HIV prevention
programs often evaluate “use of condoms at last sexual
intercourse” among members of the at-risk population.
In the case of programs to eliminate female genital
cutting, an intermediate outcome is the percentage of
the population favorable to the continuation of this
practice.

6. Causality

Most programs have the objective of achieving some
type of change at the population level (among the general
public) or at the program level (among clients or
participants in the program). The purpose of many
program evaluations is to measure whether that change
occurs. Yet relatively few evaluations go as far as
establishing cause-and-effect between the program and
the change (e.g., impact assessment that allows for
attribution).
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The indicators per se do not define whether an
evaluation measures impact. Rather, the study design
determines whether one can establish impact (causality).
We illustrate this point with two examples. First,
suppose that Country X has had a nationwide program
to promote breastfeeding over the past five years. DHS
surveys conducted in Year two and Year five demonstrate
a clear increase in the prevalence of exclusive
breastfeeding. Whereas we assume that the program
contributed to this increase, we cannot definitely
attribute this change to our intervention. Perhaps
another NGO may have promoted breastfeeding in the
same areas, without the knowledge of the Ministry of
Health (MOH). Such confounding factors may be
negative in nature, yet positively affect the outcome
(e.g., an economic downturn in the country making it
too expensive for mothers to purchase milk). This
example illustrates a situation in which the program
achieved its objective (increase breastfeeding), but one
cannot rule out factors other than the program
(“confounding factors”) that might be responsible for
the change. Tracking change in a given population (in
the absence of a control group) is also known as
monitoring of results or “trend monitoring.” Many
policy makers are entirely satisfied with this type of
evaluation, especially if the results show the desired
change in the outcome variable; they are not concerned
about confounding factors that might also explain the
change. Indeed, many would conclude that if the desired
change occurs, then the “program has had impact.” By
contrast, evaluation specialists recognize that simple
tracking of change does not demonstrate causality.

In the second case, suppose the government is interested
in evaluating the impact of its breastfeeding initiative.
To this end, it randomly allocates the 20 provinces in
the country to a treatment and a comparison area (i.e.,
10 provinces each). A baseline survey conducted in both
areas indicates that the two have similar socio-economic
characteristics as well as breastfeeding practices. The
government then implements an intensive breastfeeding
promotion in the experimental provinces, but not in the
comparison area (although it plans to implement the
same activities after it concludes the evaluation in the
latter, provided the intervention is effective). Three
years post-implementation, the government conducts a
follow-up study in both areas. The results indicate that
exclusive breastfeeding is significantly higher in the
experimental than comparison provinces. The results
of this quasi-experimental study allow the evaluators
to measure what happened in the absence of the



promotion, and thus to attribute the increase in
breastfeeding to the intervention. In short, this second
case fulfills the requirements for an impact assessment.”

Note: in these two examples, the indicators could have
been the same. What differed — and allowed for impact
assessment in the second case — was the study design.
(For a more detailed discussion, see Bertrand, Magnani,
and Rutenberg, 1996, Chapter IV.)

Many of the indicators in this manual are listed in terms
of percentages, because they involve dichotomous
variables with a “yes/no” answer (e.g., use of
contraception, use of a condom at last sexual intercourse,
use of exclusive breastfeeding, presence of a skilled
attendant at delivery). However, some percentages in
this Compendium are calculated by dichotomizing a
continuous variable. For example, the Percent of
Pregnant Women Who Gain at least 1.0 Kg per
Month in the Last Two Trimesters of Pregnancy is
derived from the continuous variable “weight gain
among pregnant women in the last two trimesters of
pregnancy.” The use of simple percentages (when the
underlying variable is continuous) is justifiable for
purposes of tracking change over time. However, the
dichotomization of a continuous variable represents a
loss of information, and evaluators attempting to
determine causality and control for confounding factors
will need to use such variables in their continuous form.

7. Quantitative versus Qualitative Indicators

Whereas quantitative research has dominated the field
of health and social science research in the past,
qualitative research gained wide acceptance during the
1990s, to the point that the latter has become an integral
part of many social science research projects. Similarly,
qualitative research is widely used in program
evaluation, especially in relation to process evaluation
(e.g., to measure client satisfaction or participant
reactions to the program). Focus groups, in-depth
interviews, observation, and interviews with key
informants constitute the most commonly used
methodologies. Although some researchers have
attempted to quantify the results of qualitative
techniques, the general trend in the field is to capture
the main ideas of respondents through narrative text
rather than through percentages and other statistics.

The authors strongly support the use of qualitative
methods in program evaluation as a complement to

quantitative techniques and quantifiable indicators.
Qualitative research is particularly useful in four areas:

¢ Conducting needs assessments (to learn more
about the local situation before designing the
program);?

¢ Understanding the local terminology for a given
subject (prior to finalizing quantitative data
collection instruments);

¢ Evaluating process (documenting the dynamics
of how a program works, as well as its strengths
and weaknesses); and

e Developing a clearer understanding of the
results obtained from a quantitative instrument
(e.g., the attitudes, beliefs, and values that
underlie a given finding).

By contrast, quantification is essential for measuring
results and impact.

In sum, qualitative research plays an increasingly
important role in program evaluation, and we encourage
evaluators to use both quantitative and qualitative data
to best understand program dynamics. However, the
use of qualitative research techniques is beyond the
scope of this Compendium, which focuses instead on
quantifiable indicators used to monitor program
activities, to measure results, and to demonstrate impact.

8. The Results Framework

During the mid-1990s, USAID introduced a new ap-
proach to monitor its programs throughout the agency,
known as Performance Monitoring Plans (PMP). Cen-
tral to PMP is the results framework — a planning, com-
munications and management tool. The results frame-
work includes the strategic objective and all intermedi-
ate results, whether funded by USAID or its partners,
necessary to achieve the objective. The framework also
conveys the development hypothesis implicit in the strat-

7 This hypothetical example illustrates the elements needed
to demonstrate causality, but it does not accurately reflect the
practical realities and difficulties of field experiments. For
example, top-level administrators often oppose withholding
potential benefits from any groups in their administrative area.
Another problem is that comparison areas are rarely “simi-
lar” on all relevant socio-demographic variables as well as
on the behaviors under study.

8 Needs assessment is a well-recognized component of the
design of programs, though some would question whether it
forms part of program evaluation, since it occurs before the
program is developed. It is part of formative research.
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egy and the cause and effect linkages between the inter-
mediate results and the objective. It includes any criti-
cal assumptions of the development hypothesis that must
hold to achieve the relevant objective. Typically the
framework appears in graphic form supplemented by a
narrative (PriceWaterhouseCoopers, 2001). Evaluators
can apply this conceptual framework to country-level
programs (indeed, every USAID Mission worldwide has
such a results framework), as well as to the programs of
specific USAID-funded projects (a number of which
are illustrated in Part II of this Compendium). Other
donor agencies have similar tools for program monitor-
ing. Although they are not described in detail here, they
also require that evaluators select appropriate indica-
tors to track the progress of the program.

The results framework has a number of advantages.
First, it has shifted the focus from a simplistic “bean
counting” of activities toward the achievement of results.
The number of posters one produces or the number of
nurses one trains no longer matters. The question is
instead, “what result did the program achieve?” A
second advantage of the results framework is that its
widespread application throughout USAID has greatly
enhanced the understanding of program monitoring and
evaluation for all levels of program personnel. Whereas
evaluation used to be passed off to a lone evaluator in a
back office, the results framework is now an integral
part of the design of the program. Program managers
are accountable for achieving the results they outline in
their results frameworks, and program personnel
understand that these indicators represent the criteria
on which their efforts will be evaluated.

The results framework does have limitations. First, the
framework describes the ways that program
interventions will contribute to the ultimate results
through cause-and-effect linkages (e.g., lower level
results that contribute to the achievement of the strategic
objective). In reality, however, the framework rarely
traces all possible influences, such that factors other
than the program can influence the results observed in
ways that the results framework does not depict (i.e.,
the attribution problem). Second, the desired results are
not always easy to measure in quantifiable terms. For
example, the Central American HIV/AIDS Prevention
Project in Central America (Programa Accién SIDA de
Centro America — PASCA) was designed to change the
policy environment for HIV/AIDS programs and to
strengthen NGO capacity to implement prevention
programs in the region of Central America. The need
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for indicators to measure the policy environment gave
birth to the now widely used AIDS Program Effort Index
(API), but this measure was totally untested at the time
it was first used. Similarly, the measures for assessing
institutional capacity building represent the “best
guesses” of the expert group assembled to develop them,
yet they lack the methodological rigor associated with
more common indicators, such as prevalence of
contraceptive use or breastfeeding.

A third limitation is not inherent in the framework itself
but rather in its application. If program managers are
fearful of failing to reach the behavioral objectives of
their programs in terms of changing behavior at the
population level (e.g., outcomes), they may revert to
output measures that are within their manageable
interest. For RH areas where output and outcome
measures are closely linked (e.g., immunization), this
shortcoming is less evident. In contrast, in areas where
the link between outputs and outcomes is more tenuous
(e.g., women’s nutrition), this limitation is more
important.

9. Levels of Reporting for USAID Cooperating
Agencies

The indicators in this Compendium are presented for
use at the national level (e.g., prevalence of
breastfeeding, the percentage of facilities that offer
postabortion care, the percentage of pregnant women
who are anemic). However, evaluators should adapt
these indicators to suit the needs of the organization
using them. For example, if a project works in a single
district or set of districts, this geographical area becomes
the population of interest for the project. Similarly, if
an adolescent project only works in the capital city,
youth of a certain age (possibly defined by socio-
economic or geographic variables) in this city become
the intended audience.

The USAID Cooperating Agencies or CAs
(organizations supported by USAID funding that give
technical assistance worldwide) have to satisfy two
different needs for indicators. First, they work with
host-country counterparts in establishing the best
indicators to use for evaluating the program or project
at the country level or, alternatively, the regional district
or city level, as described above. Second, they may
need to report the aggregated results of their work in
different countries to the donor (e.g., USAID).



The following example illustrates how evaluators can
adapt the “same” indicators to assess a program at the
host country level and at the global level. A training
organization working in collaboration with host country
counterparts may adopt the following indicators from
Part I1.D to measure national capacity for training:

e Capacity to maintain a functional MIS on the
training program,;

e Existence of a training strategy based on needs
assessment to improve quality of service
delivery; and

e Systematic evaluation of the organization’s
training program to improve effectiveness.

This same training organization may then use these
indicators to report to USAID on the number of
countries that achieved these results (of the total in
which they worked).

This Compendium contains over 300 indicators. Many
are in widespread use throughout the world to evaluate
RH programs. Others are in an experimentation phase,
as reproductive health expands into new areas (e.g., male
involvement, female genital cutting, violence against
women). The remainder of the Compendium consists
of'a “menu” of indicators to measure background factors
of the service delivery environment (in Part II) and
outputs/outcomes of 12 different programmatic areas
of reproductive health (in Part III).
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