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Introduction

In recent decades, low- and middle-income countries 
(LMICs) have reoriented health systems to deliver 
essential health and nutrition services at the most 
local level, the community, in order to accelerate 
progress toward public health goals.1 Evidence 
that community-based interventions – such as 
immunization, micronutrient supplementation 
and malaria mass drug administration – improve 
maternal, neonatal and child health and nutrition has 
increased steadily,2 and it is clear these interventions 
contribute significantly to reductions in morbidity and 
mortality. Moreover, by supporting improved access 
to preventive and promotive services, including 
early diagnosis and treatment, community-based 
interventions can reduce total health-care costs 
(e.g., by reducing avoidable more costly inpatient 
hospitalizations) and increase efficiency (e.g., by 
reducing disparities).3,4

Despite these successes, there remains a gap in our 
understanding of whether some delivery strategies 
of community-based interventions are more effective 
than others and under what conditions. Perhaps 
more important is a gap in our understanding of 
what constitutes an effective delivery strategy. 

At the centre of this gap is an assumption that 
the effectiveness of programme delivery can be 
measured comprehensively and exhaustively in 
terms of coverage. 

For decades, public health and nutrition programmes 
have had a singular focus on coverage as the critical 
metric to track the effectiveness of essential service 
and intervention delivery. UNICEF is challenging this 
established norm and asking: does effective delivery 
go far beyond characteristics of coverage? Another 
key question, as we look beyond coverage, is: exactly 
what additional dimensions of effectiveness should 
we focus on? 

The purpose of this stakeholder consultation is to start 
bridging the knowledge gaps by exploring the views 
and opinions of practitioners involved in the delivery 
of a range of health and nutrition service delivery 
programmes. This consultation was undertaken 
through an online survey and followed up with 
interviews with a subset of online survey respondents. 
The interviews were carried out to supplement the 
online survey and provide a more nuanced level of 
detail and perspective from key practitioners. 

For decades, public health and nutrition programmes 
have had a singular focus on coverage as the critical 
metric to track the effectiveness of essential service and 
intervention deliver.
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Online survey 
An online stakeholder consultation on parameters 
of health and nutrition service delivery effectiveness 
was developed to build on a related scoping review 
on the same topic.5 The consultation took the form of 
an online survey. The purpose of the consultation was 
to explore current perceptions and use of parameters 
to assess the effectiveness of service delivery of 
community nutrition and health interventions.

Several frameworks and primary health care (PHC) 
indicators were explored when selecting potential 
parameters which might be used alongside coverage 
to estimate the comparative effectiveness of public 
health delivery strategies. The parameters that were 
included in the aforementioned scoping review as 
well as in the stakeholder consultation were based 
primarily on the Primary Health Care Performance 
Initiative (PHCPI) conceptual framework of an effective 
PHC system. 

Ultimately, 11 parameters of service delivery 
effectiveness were identified for inclusion in the 
survey: community acceptance, access, availability, 
community awareness, clinical outcomes, efficiency 
(cost-effectiveness), equity, quality, resilience, 
responsiveness and sustainability. Clinical outcomes 
were not included as a parameter in the scoping 
review; they were found to shift the focus of search 
results towards effectiveness of interventions and 
away from the main exploratory topic of the review 
– effectiveness of service delivery. However, since 
clinical outcomes are critical for programmatic 
purposes, they were included as a parameter in the 
online stakeholder consultation on this topic. 

The survey questionnaire was divided into four 
sections (see Annex 1: Survey questionnaire). 
Respondents were first asked to select which 
of the 11 proposed parameters they found to be 
important in assessing the effectiveness of delivery 

programmes. Respondents had the option of adding 
relevant parameters that were not included in the set 
of 11. Second, respondents were asked to rank their 
selected parameters in order of importance to their 
work. Next, respondents were asked to indicate, for 
each selected parameter, the extent to which they 
agree or disagree with the statement that data for 
each of their selected parameters would be generally 
available and if that data would be useful in decision-
making. Finally, respondents were asked what 
they see as the main challenges in using indicators 
of effectiveness beyond coverage, and how they 
think these challenges can be addressed. Profile 
information including information on institutional 
affiliation, geographic region of work, and whether 
respondents could be contacted for follow-up was 
also collected in the survey.

The online stakeholder consultation was developed 
using the cloud-based survey software SurveyMonkey. 
The SurveyMonkey survey link was live between 16 
March and 1 April 2021. Consultation respondents 
were purposefully selected key decision makers 
and influencers in government, academia, bilateral 
donor organizations, relevant UN agencies and civil 
society organizations (CSOs). Potential participants 
were notified of the survey through a standardized 
email message. Respondents who started but did 
not complete a survey (for example, leaving the 
selection and ranking of parameters of delivery 
effectiveness blank) were sent one follow-up email 
before the survey closing date to ensure that they 
did not experience any technical issues with the 
SurveyMonkey platform. Survey data was downloaded 
into MS Excel. All answers were analysed using 
Stata/SE version 15.1 (StataCorp) except for the 
open-ended text. Qualitative answers from the open-
ended questions on main challenges and potential 
ways to address these challenges were screened 
for keywords in MS Excel and subsequently grouped 
manually by theme. 

Methods
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Interviews

To gain a more in-depth understanding of the 
responses from the online survey, follow-up 
interviews were conducted with a small subset of 
survey respondents. 

Interview questions were structured to follow up 
on the online survey questionnaire and were all 
open-ended (see Annex 2: Interview questions). 
Interviewees were first asked to confirm their areas 
of work including type of service delivery they have 
been involved in. Subsequent questions touched 
on characteristics of effective service delivery and 
the potential need to define and use parameters 
beyond coverage. Interviewees were then asked 
about the parameters they both did and didn’t select 
in the online survey (those they found to be of 
importance in the assessment of the effectiveness 
of delivery programmes), if they would propose any 
changes to parameter definitions as presented to 
them in the online survey, and if there were any 

other parameters they might consider relevant for 
service delivery effectiveness. Next, interviewees 
were asked about the parameter ranking process 
and why they prioritized certain parameters over 
others. Finally, interviewees were asked to expand 
on the main challenges they identified in the survey 
in using parameters beyond coverage and about the 
availability and usefulness of the different parameters 
of effectiveness. 

Interviews were conducted via online audio and/or 
video calls during the first two weeks in April 2021, 
following the survey. Interviews took between 30 
and 60 minutes. Interviewees were purposively 
selected based on the number of parameters selected 
in the survey (some parameters or all parameters) 
and across different administrative levels and 
organizations.  

Interviews were not recorded; all answers were 
transcribed during the interview and analysed using 
MS Excel.
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Online survey

Respondent profile

Total number of respondents A total of 80 
respondents filled out the online questionnaire (see 
Table 1). Of those 80, 76 selected parameters of 
delivery effectiveness, while 70 respondents both 
selected and ranked the parameters (considered a 
completed survey). Sixty-two (62) respondents also 
provided answers to open-ended questions on main 
challenges in using indicators of effectiveness beyond 
coverage. 

Areas of work Almost half (33 or 47%) of the 70 
respondents who completed the survey indicated 
one sole area of work specialization (see Table 2). Of 
these respondents, 15 work exclusively in nutrition, 10 
in immunizations, four in neglected tropical diseases 
(NTDs), two in malaria, and two in polio. The same 
number of respondents (33 or 47%) indicated having 
between two and eight areas of work. Overall, almost 
half (47%) of those who completed the survey 
indicated they worked in immunization, 40 per cent 
in nutrition, and 27 per cent in maternal and newborn 
health. Just over one fifth (21%) of respondents 
worked in polio and malaria, 14 per cent in HIV/AIDS, 
13 per cent each in sexual and reproductive health 
(SRH) and NTDs, and 3 per cent in tuberculosis. Over 
one quarter (26%) of respondents indicated they 
worked in other health and nutrition sectors including: 
advocacy, child health, adolescent health, campaign 
effectiveness, disabilities, health systems, ICCM/
HIS, implementation research and delivery science, 
monitoring and evaluation, outbreaks (measles), 
and primary health care. The top area of work for 
global respondents who completed the survey was 
immunization (56%), while the top area of work 
for non-global respondents was nutrition (71%) 
(see Table 3).

 

Organizational affiliation Survey respondents 
came from 20 different organizations (see Table 4). 
The highest proportion of the 70 respondents who 
completed the survey identified UNICEF as their main 
organizational affiliation (36%), followed by Bill & 
Melinda Gates Foundation (13%), and the US Centers 
for Disease Control and Prevention (10%). By category 
(see Table 5), almost half of respondents (47%) work 
for UN agencies, one fifth (20%) for CSOs, 13 per 
cent for foundations, 11 per cent for government 
agencies, 4 per cent for government, 3 per cent as 
independent, and 1 per cent from academia.

Geographic distribution Just over half (36, or 51%) 
of respondents work at global level (see Table 6). 
Over twice as many UN agency respondents work 
at non-global level (23) compared with global (10). 
Conversely, most respondents from foundations (7 of 
9) and all respondents from government agencies (8) 
work at global level. 

The remaining respondents work at non-global 
level (see Table 7): 10 per cent regional, 27 per cent 
national, and 11 per cent subnational. The seven 
regional respondents worked in West and Central 
Africa (3), Sub-Saharan Africa (2), in Eastern and 
Southern Africa (1), and East Asia and Pacific (1) (See 
also Annex 3: Additional results tables from the online 
survey, Table 11.) 

Results

Table 1 Total number of survey respondents, 
by section of survey completed

Survey section Respondents Completed 
survey?

Respondent profile 80 No

Parameter selection 76 No

Parameter ranking 70 Yes

Challenges 62 Yes
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Table 2 Number of respondents by work specialization 

Areas of work Respondents with 
completed survey 
(n=70)

Respondents with 
incomplete survey 
(n=10)

All respondents (n=80)

n % n % n %

Immunization 33 47 6 60 39 49

Nutrition 28 40 5 50 33 41

Maternal and Newborn Health 19 27 4 40 23 29

Polio 15 21 2 20 17 21

Malaria 15 21 0 0 15 19

HIV/AIDS 10 14 2 20 12 15

Sexual and Reproductive Health 9 13 2 20 11 14

Neglected Tropical Diseases 9 13 0 0 9 11

Tuberculosis 2 3 1 10 3 4

Other1 18 26 2 20 20 25

1 Advocacy, Child Health, Adolescent Health, Campaign Effectiveness, Disabilities, Health Systems, ICCM/HIS, Implementation Research and 
Delivery Science, M&E, Outbreaks (Measles), Primary Health Care.

Table 3 Number of global and non-global (regional, national, or subnational) respondents by work specialization, 
with completed survey

Areas of work Global (n=36) Non-Global (n=34) All respondents with 
complete survey 
(n=70)

n % n % n %

Immunization 20 56 13 38 33 47

Nutrition 4 11 24 71 28 40

Maternal and Newborn Health 1 3 18 53 19 27

Polio 7 19 8 24 15 21

Malaria 7 19 8 24 15 21

HIV/AIDS 2 6 8 24 10 14

Sexual and Reproductive Health 1 3 8 24 9 13

Neglected Tropical Diseases 6 17 3 9 9 13

Tuberculosis 2 6 0 0 2 3

Other1 13 36 5 15 18 26

1 Advocacy, Child Health, Adolescent Health, Campaign Effectiveness, Disabilities, Health Systems, ICCM/HIS, Implementation Research and 
Delivery Science, M&E Outbreaks (Measles), Primary Health Care.
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Table 4 Number of respondents by organizational affiliation 

Organizational affiliation  Respondents with 
completed survey 
(n=70)

Respondents with 
incomplete survey 
(n=10)

All respondents (n=80)

n % n % n %

Bill & Melinda Gates Foundation (BMGF) 10 13 2 20 10 13

Catholic Relief Services (CRS) 7 9 1 10 7 9

Gaza Community Mental Health Programme 1 1 0 0 1 1

Global Affairs Canada (GAC) 1 1 0 0 1 1

Helen Keller International (HKI) 3 4 1 10 3 4

International Medical Corps (IMC) 1 1 0 0 1 1

Independent 3 4 1 10 3 4

Juzoor for Health and Social Development 1 1 1 10 1 1

Ministry of Health, Togo 1 1 0 0 1 1

Nigeria Governors Forum 1 1 0 0 1 1

Piramal Foundation 1 1 0 0 1 1

Sida (Sweden) 1 1 0 0 1 1

The Carter Center 2 3 0 0 2 3

The Task Force for Global Health 1 1 0 0 1 1

UNICEF 29 36 1 10 29 36

UNRWA 1 1 0 0 1 1

US Centers for Disease Control and Prevention (CDC) 8 10 0 0 8 10

University of Trento, Italy 1 1 0 0 1 1

WHO 5 6 2 20 5 6

WHO, UNICEF 1 1 1 10 1 1

World Bank 1 1 0 0 1 1

Table 5 Number of respondents by organizational affiliation category1

Organizational affiliation category Respondents with 
completed survey 
(n=70)

Respondents with 
incomplete survey 
(n=10)

All respondents (n=80)

n % n % n %

UN 33 47 4 40 37 46

CSO 14 20 3 30 17 21

Foundation 9 13 2 20 11 14

Government agency 8 11 0 0 8 10

Government 3 4 0 0 3 4

Independent 2 3 1 10 3 4

Academia 1 1 0 0 1 1

1UN: UNICEF, UNWRA, WHO, World Bank, CSO: Catholic Relief Services, Gaza Community Mental Health Programme, Helen Keller 
International, International Medical Corps, Juzoor, Nigeria Governors Forum, The Carter Center, The Task Force for Global Health, Foundation: 
Bill & Melinda Gates Foundation, Piramal Foundation, Government agency: US Centers for Disease Control and Prevention, Government: 
Canada (Global Affairs Canada), Sweden (Sida), Togo (Ministry of Health), Academia: University of Trento 
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Table 6 Geographic distribution of respondents working at global or non-global (regional, national, or subnational) 
level

Region Respondents with completed 
survey (n=70)

Respondents with incomplete 
survey (n=9)

All respondents (n=79)

n % n % n %

Global 36 51 5 56 41 52

Non-Global 34 49 4 44 38 48

Table 7 Number of respondents by administrative level of work

Administrative work level (n=79) Respondents with completed 
survey (n=70)

Respondents with incomplete 
survey (n=10)

All respondents (n=80)

n % n % n %

Global 36 51 5 56 41 52

Regional 7 10 0 0 7 9

National 19 27 4 44 23 29

Subnational 8 11 0 0 8 10

Total 70 100 9 100 79 100

Table 8 Number of global and non-global (regional, national, or subnational) respondents by organizational 
affiliation category1

Organizational affiliation category Global (n=36) Non-Global (n=34) All respondents with complete 
survey (n=70)

n % n % n %

UN 10 28 23 68 33 47

CSO 8 22 6 18 14 20

Foundation 7 19 2 6 9 13

Government agency 8 22 0 0 8 11

Government 1 3 2 6 3 4

Independent 1 3 1 3 2 3

Academia 1 3 0 0 1 1

1 UN: UNICEF, UNWRA, WHO, World Bank, CSO: Catholic Relief Services, Gaza Community Mental Health Programme, Helen Keller 
International, International Medical Corps, Juzoor, Nigeria Governors Forum, The Carter Center, The Task Force for Global Health, Foundation: 
Bill & Melinda Gates Foundation, Piramal Foundation, Government agency: US Centers for Disease Control and Prevention, Government: 
Canada (Global Affairs Canada), Sweden (Sida), Togo (Ministry of Health), Academia: University of Trento 
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Over twice as many UN agency respondents work 
at non-global level (23) compared with global level 
(10) (see Table 8). Conversely, most (seven of 
nine) respondents from foundations and all eight 
respondents from government agencies work at 
global level.

Three countries were represented by more than one 
respondent: Kenya (three respondents), Afghanistan 
(two), and India (two). The remaining 14 countries 
were represented by a single respondent. India 
and Myanmar had respondents from both national 
and subnational level, and in total there were seven 
countries and eight respondents representing 
subnational level (two from the State of Palestine) (see 
also Annex 3: Additional results tables from the online 
survey, Table 12).

 
 
 

Parameter selection

Participants selected between two and (the 
maximum) 11 parameters from the provided list 
as helpful to assess and improve programme 
performance, with an average of eight parameters 
selected per respondent. In order from most to least 
popular, the following parameters were identified 
as helpful to assess and improve programme 
performance: equity (90%), quality (84%), access 
(80%), sustainability (77%), community acceptance 
(73%), availability (66%), clinical outcomes (66%), 
efficiency/cost-effectiveness (66%), responsiveness 
(63%), community awareness (60%) and resilience/
robustness (54%).

The popularity of parameters for delivery effectiveness 
differed somewhat between global and non-global 
respondents; however, the only statistically significant 
difference was seen for community acceptance 
(proportionally more global than non-global participants 
selected this parameter, p=0.04) (see Table 9).
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Table 9 Selection of parameters for delivery effectiveness that were identified as helpful to assess and improve 
programme performance by geographic distribution of respondents who completed the full survey

Parameter selection All respondents (n=70) Global respondents 
(n=36)

Non-Global respondents 
(n=34)

n % n % n %

Equity 63 90 32 89 31 91

Delivery quality 59 84 30 83 29 86

Access 56 80 29 81 27 79

Sustainability 54 77 29 81 25 74

Community acceptance 51 73 30 83 21 62

Availability 46 66 21 58 25 74

Clinical outcomes 46 66 26 72 20 59

Efficiency/cost-effectiveness 46 66 24 67 22 65

Responsiveness 44 63 22 61 22 65

Community awareness 42 60 21 58 21 62

Resilience/robustness 38 54 18 50 20 59

Ten respondents (14%) selected ‘Other indicators’ and 
provided open-text responses when asked “which of 
the following indicators of delivery effectiveness (in 
addition to coverage) would in your view be helpful 
to assess and improve programme performance?” 
(Annex 3: Additional results tables from the online 
survey, Table 13). No specific additional parameters 
were noted in the open text. Instead, population 
health outcomes (DALYs, morbidity, mortality, survival, 
disease elimination or eradication), the ability to 
address root causes of health or nutritional deficits 
when selecting parameters, and effective coverage 
(quality) were suggested to supplement existing 
parameter definitions. In terms of equity, suggestions 
included ensuring the definition included hard-to-reach 
populations, those with disabilities and those not 
accessing routine delivery, as well as gender equity. 

Further suggestions included considerations 
of context in programme design and delivery, 
integration and linkages with other programmes or 
sectors, ethical partnerships in programme delivery, 
and health system strengthening. Community 
perspectives were also highlighted in several 
comments, including considerations of community 
attitudes towards a programme, and empowerment 

of communities and community health workers. 
Considerations of community prioritization of 
interventions were suggested for the definition of 
community acceptance, and incorporating information, 
communication, and attitudes of health service 
providers in the definition for access. 

Suggestions also included placing emphasis on 
financial sustainability with regard to delivery 
effectiveness and cost-benefit and value of 
programmes. Finally, considerations of digitization for 
improvements to data quality, data availability, data 
for planning and implementation, and for accurate 
reporting were also emphasized. 

When asked directly (“Do we need to improve the 
definition of these indicators?”), over half (53%) of 
respondents who completed the survey indicated 
definitions need improvement, 36 per cent did not 
think any improvements were needed, and 9 per cent 
were not sure (Annex 3: Additional results tables from 
the online survey, Table 14). Two respondents (3%) 
provided written suggestions to improve definitions, 
namely clarifying the distinction between access 
and availability, and between responsiveness and 
resilience. 
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Parameter ranking
A total of 70 respondents ranked their selected 
parameters. No ties were allowed in the ranking 
exercise. Each of the 70 participants selected at least 
two and up to 11 parameters each, for a total of 545 
possible rankings (282 for global respondents and 263 
for non-global respondents) (see Figure 1: Relative 
importance (ranking) of proposed service delivery 
parameters). 

Availability, access and equity were consistently 
identified as relevant for decision-making, and ranked 
as being more important (top half, triangle pointing 
up) relative to the other parameters an individual 
respondent selected. In contrast, service quality, 
community acceptance and sustainability were 
identified as relevant by more than two thirds of 
respondents but were identified as less important 
(bottom half, triangle pointing down). Each parameter 
was initially selected by at least 50 per cent of 
respondents as important for decision-making, and 
one third of respondents selected all 11 parameters.

Note: Respondents selected and ranked parameters 
in order of importance to their work. If an odd number 
of delivery effectiveness parameters was selected, 
the middle value was assigned to the top half or 
bottom half of the list based on a random coin toss: 3 
parameters, top-half includes ranked values 1 and 2; 
5 parameters, top-half includes ranked values 1-2-3; 
7 parameters, top-half includes ranked values 1-2-3; 
9 parameters, top-half includes ranked values 1-2-3-
4; 11 parameters, top-half includes values 1-2-3-4-5. 
Service delivery categories have been abbreviated in 
the figure, but included: community acceptance of 
services, access of services, availability of services, 
community awareness of services, clinical outcomes, 
efficiency/ cost-effectiveness of service delivery, 
equity, quality, resilience/ robustness of service 
delivery, responsiveness of service delivery, and 
sustainability of services.

Main challenges in using parameters 
of effectiveness beyond coverage

It’s not just how many are reached, (but) who 
was reached? We continue to miss un- and under-
vaccinated children in both routine immunization and 
campaigns. (…) The impact of the intervention either 
on routine health services or the impact of other 
situations on the intervention are critical to measure.

Shift in stakeholders’ mindset and acceptance that 
coverage alone does not mean enough.

The last two sections of the survey address perceived 
challenges in using parameters of effectiveness 
beyond coverage. The penultimate section addressed 
perceived data availability and usefulness of proposed 
parameters, and the final section addressed overall 
perceived challenges in using parameters of 
effectiveness beyond coverage.

All 70 respondents completed the penultimate 
section. Respondents were asked whether they 
agreed, were neutral or disagreed that data is 
generally available for various service delivery 
effectiveness parameters (see Figure 2). Non-
global respondents tended to agree that data was 
available for service delivery parameters, while global 
respondents tended to disagree and indicate that data 
for service delivery parameters was not available. An 
equal number (n=8) of global respondents agreed and 
disagreed about the availability of data on community 
awareness of services. 
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Availability, accessibility and equity were consistently identified as important for decision-making
Among 70 respondents who provided 545 responses, availability, accessibility and equity were consistently ranked as being     more important (top half) for decision-making relative to the 
other parameters an individual respondent had selected. In contrast, service quality, acceptability and sustainability were identified as important by more than two-thirds of respondents, but 
were identified as    less important (bottom half) than other selected parameters. Each parameter was initially selected by at least 50% of respondents as important for decision-making, 
and one-third of respondents selected all 11 parameters.

NOTES: Respondents characterized their work as global, regional, na�onal or sub-na�onal and selected and ranked parameters in order of importance to their work. If an odd number of delivery effec�veness parameters were 
selected, the middle value was assigned to the top half or bo�om half of the list based on a random coin toss: 3 parameters, top-half includes ranked values 1 and 2; 5 parameters, top-half includes ranked values 1-2-3; 7 
parameters, top-half includes ranked values 1-2-3; 9 parameters, top-half includes ranked values 1-2-3-4; 11 parameters, top-half includes values 1-2-3-4-5. Service delivery categories have been abbreviated in the figure above, 
and included: equity, service quality, accessibility of services, sustainability of services, community acceptability, availability of services, clinical outcomes, efficiency of service delivery, responsiveness of service delivery, community awareness 
of services, and resilience of service delivery.
SOURCE: UNICEF Survey of Service Delivery Effec�veness Parameters, 2021.

All respondents
(n=70

Work at the regional, national or subnational level
(n=34)

2027ACCESSIBILITY

2025AVAILABILITY

1831EQUITY

1320CLINICAL OUTCOMES

1121ACCEPTABILITY

1425SUSTAINABILITY

1121AWARENESS

1522EFFICIENCY

1420RESILIENCE

1822RESPONSIVENESS

29SERVICE QUALITY 19

Work at the global level
(n=36)

EQUITY

21

32

30

30

26

AVAILABILITY

SERVICE QUALITY

ACCEPTABILITY

CLINICAL OUTCOMES

16

29ACCESSIBILITY 22

23

24EFFICIENCY 16

17

19

14

21AWARENESS 15

18RESILIENCE 14

22RESPONSIVENESS 18

29SUSTAINABILITY 19

MAJORITY
FREQ RANK 
(TOP / BOTTOM)

SELECTION
FREQ

MAJORITY
FREQ RANK 
(TOP / BOTTOM)

SELECTION
FREQ

MAJORITY
FREQ RANK 
(TOP / BOTTOM)

SELECTION
FREQ

RESPONSIVENESS 44 36

SUSTAINABILITY 54 33

CLINICAL OUTCOMES 46 25

EFFICIENCY 46 31

ACCEPTABILITY 51 29

RESILIENCE 38 28

AWARENESS 42 26

AVAILABILITY 46 36

ACCESSIBILITY 56 42

EQUITY 63 41

59SERVICE QUALITY 32

TOP 50%

BOTTOM 50%

Respondents working 
at non-global levels 
ranked availability, 

accessibility, equity 
and acceptability as

important  for 
decision-making

At the global level, 
availability, accessibility, 

equity service quality and 
clinical outcomes were 
ranked as important for 

decision-making

Figure 1 Relative importance (ranking) of proposed service delivery parameters

Perception of data availability for programme delivery effectiveness parameters varied by the level at which respondents worked
Among 70 respondents who provided 545 responses, non-global respondents tended to    agree that data were available for service delivery parameters, while global 
respondents tended to    disagree and indicate that data for service delivery parameters were not available. Each parameter was initially selected by at least 50% of respondents 
as important for decision-making, and one-third of respondents selected all 11 parameters.

All respondents
(n=70)

Work at the regional, national or subnational level
(n=34)

Work at the global level
(n=36)

MAJORITY
FREQ

SELECTION
FREQ

MAJORITY
FREQ 

SELECTION
FREQ

MAJORITY
FREQ

SELECTION
FREQ

RESPONSIVENESS 41 16

SUSTAINABILITY 53 25

EFFICIENCY 45 19

ACCEPTABILITY 50 21

RESILIENCE 37 19

AWARENESS 41 20

AVAILABILITY 45 29

ACCESSIBILITY 55 26

EQUITY 63 30

57SERVICE QUALITY 22

RESPONSIVENESS 21 10

SUSTAINABILITY 25 13

CLINICAL OUTCOMES 20 14

EFFICIENCY 21 10

ACCEPTABILITY 21 10

RESILIENCE 20  8

AWARENESS 21 12

AVAILABILITY 25 20

ACCESSIBILITY 27 16

EQUITY 31 13

28SERVICE QUALITY 15

CLINICAL OUTCOMES 45 31

AGREE

NEUTRAL

DISAGREE

RESPONSIVENESS 20  9

SUSTAINABILITY 28 16

CLINICAL OUTCOMES 25 17

EFFICIENCY 24 11

ACCEPTABILITY 29 14

RESILIENCE 17 12

AWARENESS 20  8*

AVAILABILITY 20  9

ACCESSIBILITY 28 13

EQUITY 32 18

29SERVICE QUALITY 14

*An equal number (n=8) of global respondents agreed and disagreed about the availability of community awareness of services.
NOTES: Respondents characterized their work as global, regional, na�onal or sub-na�onal and were asked whether they agreed, were neutral or disagreed that data are generally available for various service delivery effec�vess 
parameters. Service delivery categories have been abbreviated in the figure above, and included: equity, service quality, accessibility of services, sustainability of services, community acceptability, availability of services, clinical 
outcomes, efficiency of service delivery, responsiveness of service delivery, community awareness of services, and resilience of service delivery.
SOURCE: UNICEF Survey of Service Delivery Effec�veness Parameters, 2021.

Respondents working 
at non-global levels 

tended to agree     that 
data was available for 

all parameters

Respondents           
working at the            

global level tended to    
disagree, and indicate that 

data was unavailable 

Figure 2 Perception of data availability for proposed service delivery parameters
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Figure 3 Main challenges in using parameters of effectiveness beyond coverage as identified by number of 
mentions by respondents who completed the online survey (n=62)

27

Prioritisation an planning

54

Data generation and supply

54

Data analysis and usage

Of the 70 respondents who completed the survey, 
62 provided answers to open-text questions on what 
they see as the main challenges in using indicators 
of effectiveness beyond coverage and how they 
think these challenges can be addressed. These 
challenges were grouped into three themes based 
on keyword analysis: 1) prioritization and planning; 2) 
data generation and supply; 3) data use and analysis. 
The number of mentions per theme is show in 
Figure 3 below. 

Each of these three themes was then further divided 
into components. 

 • Prioritization and planning encompass indicator 
definitions (10 mentions), understanding and 
acceptance of indicators (9), and financial 
resources (8).

 • Data generation and supply encompass data 
collection (27 mentions), data availability (16), and 
data quality (11). 

 • Data analysis and usage encompass data usage 
(14 mentions) and data analysis (6). 
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Prioritization and planning Indicator definitions were 
identified as needing improvement, mainly regarding 
clarification for certain parameters (for example, 
‘sustainability’). Overall understanding and acceptance 
of indicators was linked to ensuring resources and 
support for data for new indicators. Budgeting for 
data collection and feasibility of data collection with 
limited resources were also highlighted as important 
challenges.

In order to address challenges in prioritization and 
planning, respondents suggested various solutions 
including strong technical guidance, involvement 
of community and leaders, appropriate design of 
indicators, and strong advocacy. 

Data generation and supply Challenges with data 
collection were mentioned by close to half of the 
respondents, who specified issues such as systemic 
and individual capacity to collect data, deciding what 
data is required, and how and when it will be collected 
and with what frequency. Data availability and quality 
were also seen as important challenges in introducing 
other indicators of effectiveness, with concerns about 
the lack of robust data systems and reliability of data.

Proposed approaches to address challenges in data 
generation included digitization of data, simplifying 
information systems, ensuring training and capacity, 
and improving and/or standardizing tools and 
methods. 

Data analysis and usage Respondents mentioned 
data usage and analysis the least often in the survey 
compared with the other two themes. Challenges in 
data usage and analysis included capacity to analyse 
data, improving use of data from other sources 
(e.g., qualitative data) to supplement primary data 
collection, the need for context-specific use of 
data, as well as use of appropriate data for different 
administrative levels. There is an overall need to create 
systems for continuous feedback and awareness 
of data to maintain the importance of data in daily 
work, and to improve follow-up and dialogue with 
target populations. Advocacy and engagement with 
governments and key stakeholders and adoption 
of indicators with regular moments of review 
and flexibility to pivot were some of the solutions 
proposed to overcome barriers in data usage and 
analysis.

Detailed descriptions of challenges and potential ways 
to address are given in Annex 4: Main challenges in 
using parameters of effectiveness beyond coverage.
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Follow-up interviews
Profile of interviewees

Twelve individuals who completed the online survey 
were purposively selected for follow-up audio or 
video interviews. Three of the interviewees work at 
global level, and nine at non-global level: two regional 
(West and Central Africa and sub-Saharan Africa), four 
national (Indonesia, Kenya, Nigeria, Uganda) and three 
subnational (Cameroon, Myanmar, State of Palestine). 
Organizational affiliation of interviewees included UN 
(UNICEF, UNWRA, World Bank, WHO), CSO (CRS, 
HKI, Nigeria Governors Forum), foundation (BMGF), 
and government agency (US CDC). Nine interviewees 
selected only some of the proposed parameters 
of delivery effectiveness as helpful to assess and 
improve programme performance in the online survey, 
while three selected all 11 proposed parameters 
(access, availability, clinical outcomes, community 
awareness, community acceptance, delivery quality, 
efficiency/cost-effectiveness, equity, resilience/
robustness, responsiveness and sustainability). 

The interviewees indicated involvement in the 
following health and nutrition programmes: maternal 
and newborn health (7), immunization (5), nutrition (5), 
HIV/AIDS (3), malaria (3), polio (3), neglected tropical 
diseases (2), and sexual and reproductive health (2). 
All interviewees have been involved in various types of 
service delivery (routine service/intervention delivery, 
outreach service/intervention delivery, Child Health 
Events/Regular Events to Advance Child Health (CHE/
REACH), and/or mass campaigns).

Perception and role of coverage 

Having good coverage of poor quality services will 
still lead to bad outcomes. All parameters need to go 
hand in hand to design or redesign [a service delivery 
programme ].

Coverage was considered to be the main driver to 
meet programme goals. It was seen as the simplest 
parameter, a good starting point to use as a first 
step to measure service delivery effectiveness: easy 
to quantify, inexpensive, and with well-established 
systems for data collection and use. Coverage was 

seen to provide some status of programme delivery 
and to be a known indicator for regular reporting 
comparisons (quarterly, mid-year, annual). Coverage 
was also seen as a “neat and tidy” reporting 
parameter to reflect whether a target population 
was reached or not, without requiring further 
exploration into impacts and/or health outcomes; 
evidence of improved clinical outcomes can take time 
and coverage is a “quick and dirty” way to follow 
programme delivery. 

Despite all these attributes, overall coverage was 
viewed as a necessary but insufficient parameter. Not 
enough emphasis is placed on meaningful change and 
impact when there is a singular focus on coverage. 
For example, national-level data can mask subnational 
inequities, so it is possible to have very high coverage 
but still exclude the most vulnerable (“the last mile”). 
In humanitarian settings, a singular focus on coverage, 
which perhaps can work in some routine settings, 
does not improve targeting – “it’s not a nuanced 
indicator”. Additionally, it is easy to get distracted by 
coverage data. Meeting programme objectives is 
important but having good coverage of poor quality 
services will not lead to good outcomes. Finally, 
coverage does not provide space for client-centred 
parameters, such as quality of service delivery. 

There was consensus among the interviewees 
that there is a need to define and use parameters 
of delivery effectiveness beyond coverage. Other 
parameters are required to understand, discuss and 
react to needs, barriers and gaps, and ultimately help 
understand why programme goals, impact, or clinical 
outcomes are not being achieved in programmatic 
settings. Use of additional parameters beyond 
coverage was also indicated as being important 
for working towards positive long-term outcomes. 
This can be helpful during mid- or post-programme 
evaluations to better understand whether an 
intervention was successful, and whether it should 
continue, be adapted, or be phased out.
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Parameters of delivery effectiveness

Are we reaching the right people with the right 
services at the right time? 

A well-oiled delivery platform is one that is able to 
deliver interventions that will lead to good health 
outcomes.

Interviewees were asked to discuss their selection 
of parameters of delivery effectiveness in the online 
survey – why they chose certain parameters as helpful 
to assess and improve programme performance, 
why they omitted others, and generally speaking, 
what characteristics an effective delivery programme 
displays. 

Overall selection of parameters Many interviewees 
indicated that they didn’t expect to select all 
parameters, and some didn’t recall if there was a 
limit on the number of parameters they were allowed 
to choose in the online survey. Interviewees mostly 
indicated that all proposed parameters are important, 
and that it wasn’t a deliberate choice to exclude any in 
particular. Instead, many interviewees prioritized their 
“wish list” of additional parameters, stating that this 
seemed to be a more realistic approach. Contextual 
relevance was a key influencer of parameter selection. 
For example, in one case, awareness was not deemed 
relevant because the survey was answered from 
the perspective of a well-established programme 
where the population is already well aware of the 
service being offered. A phased or tiered approach 
to parameters was suggested, for example if using 
parameters for health system strengthening as 
opposed to strengthening a particular service delivery 
programme. Interviewees also indicated that they 
selected parameters that were more relevant during 
the current COVID-19 pandemic.  

Clinical outcomes The ability to achieve programme 
objectives (i.e., good health outcomes) was 
mentioned by several interviewees when asked 
about the ideal characteristics of an effective delivery 
programme. Looking at the end goal of a programme 
(clinical outcomes) and not being “distracted” by 
coverage was identified as important. Individuals 
who did not explicitly mention clinical outcomes in 
response to this question stressed the underlying 
importance of clinical outcomes in other parts of the 

interview. When asked if they recalled why they did 
not select clinical outcomes as a relevant parameter, 
the most common answer was that interviewees felt 
it was a “given” that clinical outcomes are the most 
important.  

Equity Interviewees identified equity as a key 
characteristic of effective service delivery. An effective 
programme should have clear targets to ensure the 
right population is being reached; for example, to 
ensure the right populations are reached for any 
catch-up interventions that were paused or missed 
because of COVID-19. Equity was tightly linked with 
clinical outcomes by some interviewees. Inequities 
at subnational level can be hidden by nationally 
aggregated data, and it is critical to identify those 
subnational gaps and enhance support to capture and 
address inequities. Digitization of services such as 
using GIS to keep track of vaccination posts was one 
example of using technology to successfully target 
service delivery. Equity was also linked with cost-
effectiveness, and cost-effectiveness was the main 
consideration beyond access, community awareness, 
and availability for many interviewees. There was a 
clear desire to have efficient service delivery, but at 
the same time it was recognized that it is usually less 
efficient/more costly to provide services to those 
hardest to reach. 

In one instance, equity was not selected because a 
particular programme was planned to reach everyone 
in a specific administrative level (e.g., state or district) 
and hence the respondent didn’t find it necessary 
to specify this particular parameter of delivery 
effectiveness.

Availability, access Availability and access were top 
parameters for several interviewees. Access was 
identified as an element of availability: something 
must be available and meet needs or expectations 
of the community before it is accessed. Availability 
was thought of not only in terms of supplies, but in 
terms of health facilities, trained staff and equipment, 
which in turn was linked with delivery quality and 
clinical outcomes. Adequate logistics, monitoring and 
staffing were indicated as critical for delivery quality, 
for example using technology for monitoring, ensuring 
end-process monitoring, and looping back information 
across administrative levels. 
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Some interviewees indicated that they did not choose 
awareness, community acceptance, and/or access 
if they selected clinical outcomes as one of their 
parameters, since the former need to be in place 
in order to achieve the latter (clinical outcomes). 
Conversely, some did not choose clinical outcomes, 
because they selected other parameters (such as 
community awareness, community acceptance and/or 
access) that they deemed important to achieve clinical 
outcomes and produce the greatest programmatic 
impact. For one interviewee, community awareness 
and access are already included in programme 
proposals, and hence were not selected because they 
were seen as already internalized in a programme; 
for example, if children are not attending/receiving 
a specific service, community leaders will go door 
to door to follow up. “There is no need for those 
parameters because there already are specific follow-
up actions.”

Community-centred service delivery Interviewees 
stressed the importance of community participation 
and community awareness and the need to 
strengthen partnerships with all administrative 
levels, and communities in particular, to support 
service delivery at community level. This includes 
community engagement to understand local needs 
and priorities, ensuring demand for the services from 
the community, choosing the right platform (modality) 
of service delivery for a specific context, asking 
how communities can contribute to support service 
delivery, and client satisfaction.

Efficiency/ cost-effectiveness Cost-effectiveness 
of interventions was another identified characteristic 
of importance. Interviewees mentioned financial 
constraints in programme delivery, and the need to 
implement services in a way that is affordable to 
populations as well as to governments (e.g., using 
existing structures to implement services at lower 
cost).

Sustainability Sustainability was referred to mostly 
from a financial perspective. Several interviewees 
mentioned financial crises that have led to restriction 
of services and affected the effectiveness of their 
service delivery programmes. In many cases a 
programme could be working well but then funding 
is cut and service delivery crumbles. In order to 
be effective, service delivery should have low 
overhead, and also should have reliable, high-level 
financial support (whether from government or 
donors). However, some interviewees indicated that 

sustainability (and cost-effectiveness) were thought 
of as “decision-making level” parameters, and 
not relevant parameters for service delivery, or for 
humanitarian programming.

Sustainability was also referred to from a human 
resources (capacity) perspective. Challenges with 
high staff rotation and recruiting new staff were 
identified as harming the quality of service delivery. 
Sustainability of clinical outcomes is also often 
measured by whether services continue. Interviewees 
brought up the importance of agility – the ability to 
adapt to new interventions – in service continuity, 
and also the idea that service delivery programmes 
should be so simple that they are self-sustained: for 
example, using existing host-country infrastructure 
such as schools in order to reach those most at risk. 
There was also the perspective that sustainable 
service delivery was not necessarily an end goal – 
for example, if the underlying cause of a health or 
nutrition problem can be eliminated or if a newer and 
improved programme is implemented. 

Resilience and responsiveness System resilience 
(bouncing back from COVID-19, ensuring continuity 
of essential service delivery such as an essential 
package of interventions) was also identified as an 
important characteristic of effective services delivery, 
but deemed less relevant during the pandemic. 
This was mentioned by several interviewees, who 
indicated that resilience (and responsiveness, 
also identified as important) were too specific 
to emergencies or shocks, and that while this 
information “would be nice to have”, they are already 
stretched for other indicators that they deem more 
immediately relevant. 

Although resilience and responsiveness were 
identified as critical systemic parameters for delivery 
effectiveness, some interviewees stated that existing 
health systems are neither resilient nor responsive; 
they are not adequately set up to absorb shocks, or to 
rebound from shocks such as natural disasters or the 
current pandemic. 

Quality Quality was linked to responsiveness of 
data – including regular and reliable data, especially at 
subnational level – and these parameters were seen 
as important characteristics that were lacking. When 
probed further, interviewees identified challenges 
(delays) in receiving a regular flow of good quality 
information in order to be able to evaluate service 
delivery. 
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Parameter definitions Some interviewees indicated 
they did not see any overlap between the parameters 
and that there is no need to redefine the proposed 
parameters. However, several interviewees pointed 
to some similarities or strong relationships between 
certain parameters and noted that some parameters 
are not necessarily mutually exclusive. 

Examples of interconnectedness of parameters:

 • Coverage and equity (identifying neglected 
populations who are not receiving services, i.e., 
who are excluded from the coverage numerator). 

 • Equity and access; equity and clinical outcomes; 
equity and cost-effectiveness.

 • Availability as an element of access; availability 
and quality; quality and clinical outcomes.

 • Community awareness, community acceptance, 
and delivery quality (people-centred service 
delivery). 

 • Clinical outcomes and cost-effectiveness. 
 • Resilience and responsiveness, community 

acceptance, and clinical outcomes; not only 
should core functions be able to continue 
(resilience), but services during an emergency 
such as the current COVID-19 pandemic should 
also be responsive and acceptable, and goals 
(clinical outcomes) should be achievable.

 • Quality and responsiveness
 • Sustainability and cost-effectiveness.

Some interviewees also felt that certain parameters 
were difficult to tease out from one another from a 
practical perspective. 

Examples of where additional explanations or clarity of 
definitions would be useful:

 • Measurement of success (i.e., effective 
programme delivery) should go beyond clinical 
outcomes; for example, it should include 
measures of morbidity, or proxy measures 
such as signs/symptoms of health and nutrition 
outcomes. 

 • The definition of equity and how it is measured 
must be decided in advance and reflect the 
context (gender, health, disability, etc.).

 • Interviewees indicated that sustainability could 
be very difficult to measure. Most interviewees 
referred to financial sustainability of service 
delivery programmes.

 • Add a human resources component to delivery 
quality (or even include training of providers as a 
separate parameter).

 • Improving cost-effectiveness to those hardest 
to reach is difficult to measure; for example, 
determining whether service delivery through 
community health workers is reducing the burden 
on health centres and ultimately saving money.

Other parameters of effectiveness These (11) are 
the essential parameters from which we can measure 
effectiveness of service delivery.  

No additional domains or parameters of effectiveness 
were indicated by those who selected all parameters 
in the survey. When asked, interviewees who 
selected only some parameters in the online survey 
indicated the following considerations of measuring 
effectiveness: relevance of a programme (is the 
service necessary), demand or interest from clients 
of service delivery (target groups, populations), health 
workforce capacity for service delivery and reporting, 
and integration of service delivery programmes with 
each other (avoiding silos).

Parameter ranking

Some interviewees stated that the ranking exercise 
was very easy, while others didn’t remember or didn’t 
pay a lot of attention to ranking. Some agreed that 
they would have tied or grouped certain parameters 
because they viewed them as either overlapping or 
as a subset of one another – such as access and 
availability. 

The main challenge in ranking the selected 
parameters was identifying what frame or lens 
(context) should be used for the ranking. Since it’s 
very context-specific, ranking differs depending on the 
service in question and also at what administrative 
level the service is being provided. For example, 
availability and access may be the the most intuitive 
parameters for district health managers, while clinical 
outcomes could be more important at hospital level. 

Parameter ranking justification Overall, the 
contextual considerations were the most important 
justification for ranking parameters, and hence ranking 
differed for each interviewee. The most relevant and 
feasible parameters were ranked highest, and the 
least accessible or feasible were ranked lowest. 
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The parameters were generally not seen as end 
points. The most common thread between all 
interviewees was that clinical outcomes were ranked 
highest, or interviewees stated they would have or 
should have ranked them highest, because they are 
viewed as the primary indicator of the capacity of a 
platform or programme to deliver services and reach 
children or other target populations. Other parameters 
were supporting actors to ensure this end goal.

Other examples of ranking justification included:

 • Community awareness was ranked ahead of 
community acceptance, as the level of community 
awareness was seen to influence potential 
communication and health education strategies, 
which would then influence community 
acceptance. Both influence clinical outcomes.

 • Equity was ranked high, in order to have adequate 
information for the next campaign (to understand 
why some children were missed).

 • Efficiency/cost-effectiveness was ranked ahead 
of other parameters because of the challenge 
of overall costs and impact it has on programme 
service delivery, especially when funding comes 
from different sources or from multiple activities. 

 • Sustainability and availability are the most 
pertinent to programmes, and in particular 
sustainability of routine service delivery, and 
hence were ranked towards the top. 

 • Access was ranked towards the top because 
it was viewed as a proxy indicator for clinical 
outcomes or coverage in conflict-affected areas. 

 • Responsiveness, while recognized as important, 
was ranked towards the bottom because it was 
deemed difficult to assess and measure.  

Main challenges in using parameters 
of effectiveness beyond coverage

The challenges highlighted in the interviews 
aligned with those that were identified in the online 
survey; these were grouped into three categories: 
1) prioritization and planning, 2) data generation and 
supply, and 3) data analysis and usage. Challenges 
that differed from the survey or those that were 
underlined by interviewees are highlighted below.

Prioritization and planning Interviewees stressed 
the lack of a common language for additional 
parameters; for example, there are multiple definitions 
for indicators such as sustainability. Resources for 
data collection were also considered very constrained 
and highlighted as a major challenge in using 
parameters beyond coverage.

Data generation and supply Echoing the survey, 
interviewees emphasized that priorities differ 
depending on administrative level (subnational, 
national, regional, or global) and context. Data 
collection can already be “tedious” and the need to 
identify clear programmatic goals and prioritize the 
selection of relevant parameters was highlighted due 
to constraints such as difficulties for a programme 
manager to track all (11) proposed parameters. The 
prioritization of parameters was described not just 
as deciding what parameters are actually necessary, 
but also which data are being collected, “just to be 
informed”.

Establishing systems for data collection (e.g., for 
less common parameters such as measures of 
social inclusion or cost-effectiveness) and data 
measurement (i.e., capturing the right indicator) were 
also discussed as challenges. Interviewees also 
mentioned uncertainty about the availability of data 
and ensuring the right frequency and sources of data; 
for example, supplementing national surveys that 
may take place every few years with subnational data 
collection such as post-event surveys that can include 
context-specific parameters such as community 
acceptance, among others. Data quality was also 
identified as particularly tricky to monitor (data quality 
assessments). 

One exception to this view came from one 
interviewee working in long-established health and 
nutrition programmes, where health delivery and 
reporting systems are strong and electronic reporting 
is the norm; they indicated that no major challenges 
are foreseen in using all parameters beyond coverage.
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Data analysis and usage Data analysis and nuanced 
insight are not mainstreamed, due to time constraints, 
prioritization of other activities, and lack of training 
and/or capacity. Utilization of data to improve existing 
structures (looking back at the data is not a regular 
activity): “We do the activities but don’t stop to 
reflect; it’s not enough to reflect, we need to be 
held more accountable to outcomes.” Interviewees 
also mentioned overall challenges with collation and 
forwarding information. Access to, control of, and 
distribution of data (data is generally not centralized) 
is particularly challenging when this occurs across 
government departments. 

Usefulness of metrics in measuring different 
parameters of effectiveness Overall, interviewees 
indicated that the different parameters of service 
delivery effectiveness would be useful in the context 
of their programmes. These parameters could help 
shape a new system, or at least help rethink the 
current health and nutrition system and identify what 
is and is not working. 

There was general consensus that it would not 
necessarily be helpful to present all of the parameters 
at same level of importance and that it would not 
be possible to focus on all 11 parameters at once. 
Interviewees expressed the need for some core and 
some secondary parameters and subsequent metrics, 
noting that some information is not routinely collected 
(e.g., responsiveness, sustainability) and that those 
parameters are perceived to be more useful for 
decision makers at higher administrative levels rather 
than programme managers, for example.

Generally speaking, metrics, or at least proxy 
indicators, are available for clinical outcomes. It was 
noted that some data is already available in various 
reports (e.g., coverage, availability of resources 
including financial, staff). Certain parameters such as 
community awareness and community acceptance 
could be measured by client satisfaction. In general, 
it would be a matter of collating, reviewing regularly, 
and adapting programme service delivery according 
to outcomes and reports. There was also a desire to 
adapt and adopt relevant parameters to be measured 
systematically in various contexts. This could mean 
improving the flow of information through digitization 
of data collection and collation.
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Summary of evidence 
from the online survey
All 11 parameters were identified as relevant by 
over half of survey respondents. Equity, service 
delivery quality, access and sustainability were 
seen as important by more than three quarters 
of respondents, while resilience, responsiveness 
and community awareness were selected as 
important by the fewest number of respondents. 
No differences were found for parameter selection 
between respondents from different administrative 
levels apart from community acceptance, which was 
selected by more global than non-global respondents. 
Respondents did not suggest any specific parameters 
in addition to the 11 already listed in the survey.

When asked to rank their chosen parameters, 
respondents consistently ranked availability, 
access and equity in the top half. Service quality, 
sustainability, and community acceptance were 
selected as important by more than two thirds 
of respondents but ranked as comparatively less 
important than other parameters. Notable differences 
were seen in parameter ranking between global and 
non-global respondents. Community awareness, 
efficiency, resilience and responsiveness were 
ranked in the lower half by both global and non-global 
responders. Service quality and clinical outcomes 

were ranked in the top half by global respondents 
but mostly in the bottom by non-global respondents. 
Conversely, non-global respondents ranked 
community acceptance in the top half while global 
respondents tended to rank it in the bottom half. 

There was consensus that data on the 11 
effectiveness parameters would be useful in decision-
making. Global respondents had a generally negative 
view on data availability (except for clinical outcomes 
and availability) – likely driven by their perspective and 
vantage point that looks across countries and sees an 
absence of comparable, standardized data. In contrast, 
non-global respondents tended to be more positive 
and feel data is available for all parameters. 

Three overarching themes were identified from 
challenges of using parameters of effectiveness 
beyond coverage: challenges in prioritization and 
planning, challenges in data generation and supply, 
and challenges in data analysis and usage. Specific 
challenges included robustness of data systems, 
limited financial resources for data collection and 
analysis, low government acceptance of data and/
or parameters, data collection (including frequency 
and timeliness), data use (including lack of capacity 
for analysis and interpretation and centralization 
of decision-making based on data), and lack of 
understanding and agreement on definitions of 
parameters of effectiveness. 

Discussions

Equity, service delivery quality, access and sustainability 
were seen as important by more than three quarters 
of respondents, while resilience, responsiveness and 
community awareness were selected as important by the 
fewest number of respondents. 
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Several suggestions were made by respondents for 
improvements to proposed parameter definitions. 
This included suggestions to clarify the distinction 
between responsiveness and resilience and between 
access and availability. Other suggestions included 
specifying granularity in the definition of equity and 
sustainability: namely including potential target 
groups for equity and placing emphasis on financial 
sustainability of service delivery.  

In addition to improvements in definitions, two 
general considerations for parameters of service 
delivery effectiveness were highlighted by 
respondents in the survey. First, the importance 
of considerations of context and of community 
involvement in service delivery programme design 
and delivery. Second, considerations of digitization 
to address challenges in data generation and supply, 
integration of services across administrative levels 
and sectors, and to improve reporting and data usage 
during programme delivery.

Supporting evidence 
from interviews
The interviews enabled further insight to be gained 
into the perceptions of parameters of effectiveness 
beyond the survey data. Overall, coverage was viewed 
as a necessary but insufficient parameter. There 
was consensus among interviewees of the need to 
define and use parameters of delivery effectiveness 
beyond coverage, and that these different parameters 
would be useful in the context of their programmes. 
Interviewees stated that parameters of effectiveness 
would help them react to needs, barriers, and gaps in 
service delivery. 

While no specific additional parameters of 
effectiveness were identified in the interviews, two 
key considerations of parameter selection were 
underscored by interviewees: contextual relevance 
and prioritization of parameters. It was evident from 
discussions that a one-size-fits-all list of parameters 
would not be ideal or useful for all contexts. Moreover, 
it would not necessarily be helpful to present all 
parameters at the same level of importance, and 

interviewees expressed the need for some core and 
secondary parameters (and subsequent metrics). A 
tiered approach to using parameters based on various 
factors including relevance, time frame of service 
delivery, and administrative level of work could be 
more useful from a programmatic perspective. 

The main challenge that interviewees had in ranking 
their selected parameters was identifying what frame 
or lens (context) they should use for the ranking. There 
was a desire to adapt and adopt relevant parameters 
to be measured systematically in various contexts. 
Some interviewees stated they would have tied 
or grouped certain parameters that they felt were 
either overlapping or as a subset of one another – 
such as availability as a subset of access. As in the 
survey, interviewees emphasized that contextual 
considerations were deemed most important when 
selecting and ranking parameters. The most relevant 
and feasible parameters were ranked highest, and the 
least accessible or feasible were ranked lowest. The 
parameters were generally not seen as end points, 
but as a means to an end – to measure the capacity 
of a platform or programme to delivery services and 
improve clinical outcomes. 

The challenges of additional parameters that were 
highlighted by interviewees aligned with those that 
were identified in the online survey. Interviewees 
stressed a lack of common language when speaking 
about parameters of delivery effectiveness and 
the need to clarify parameter definitions. The 
interconnectedness of the parameters was evident 
from all interview discussions. Interviewees also 
mentioned challenges or uncertainty about the 
availability of data and ensuring the right frequency 
and sources of data; this could be supported by 
improvements in digitization of data collection and 
collation. Some parameters were identified as 
interesting and possibly useful but tricky to monitor 
(e.g., quality, sustainability, responsiveness), and 
others were perceived to be more useful for decision 
makers at higher administrative levels rather than 
programme managers, for example. 
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Practical applications 
How can the results of this stakeholder consultation 
be practically applied? It is promising that overall, 
both online survey respondents and interviewees 
agree that additional parameters of effectiveness 
would be useful to help improve health and nutrition 
service delivery. Several challenges related to use 
of these parameters were also identified, however. 
Can the definitions of these parameters be refined? 
If coverage is low for a particular programme, then 
how can these parameters be best used to identify 
the weaknesses in service delivery? Do we need to 
improve data availability to be able to measure these 
parameters? The answers to these questions are of 
critical importance to the practical application of this 
ongoing study. 

From this consultation, some parameters of 
effectiveness were identified as more relevant 
than others. Equity, access, and sustainability were 
selected as relevant by more than three quarters 
of respondents and ranked as important. However, 
respondents raised questions about the best 
definition of equity and sustainability. It could be 
argued that the definition of equity used in the survey 
(i.e., the “extent to which a delivery programme 
minimizes disparities in either access or health and 
nutrition outcomes”) was too narrow, and neglected 
to consider that inequity in most cases is about 
multiple deprivations. For example, if missed vitamin 
A supplementation is the only deprivation for a given 
group of children, and other key programmes are 
delivered frequently, is lacking supplementation an 
equity problem – or is the delivery problem elsewhere 
(for example with access)? A change is proposed to 
the definition of equity (as a parameter for delivery 
effectiveness) to refocus it on multiple deprivations 
and clustered disadvantage, to “the extent to which 
children missed with one intervention (e.g., vitamin A 
supplementation) are likely to have other deprivations 
(such as zero-dose DTP, or unimproved household 
water source or sanitation)”. 

In the survey, sustainability was defined as the 
extent to which the “delivery programme maintains 
operations without interruption over an extended 
period of time”. However, some respondents 
commented that this definition is too broad, and that 
sustainability can be broken down to its constituent 
parts. Some survey respondents made the point that 
a main challenge for sustainability is the availability of 

domestic funding for service delivery, which narrows 
the definition to financial sustainability. It is also clear 
that a delivery programme’s sustainability is not just 
about that programme but also other programmes. 
This is the case particularly when resources, e.g., 
staff, are shared across multiple programmes. To take 
this into account, it is proposed to divide the definition 
of sustainability into two: one focusing on financial 
sustainability (“the extent to which resources for 
delivery come from domestic sources/government 
budgets”) (rather than from donations, for example), 
and one focusing on resources (“the extent to which 
service delivery can be provided with other delivery 
programmes” (e.g., by similar staff time, resources, or 
delivery focus). 

Availability was selected as relevant by almost two 
thirds of respondents, and those who selected 
the parameter ranked it as important to decision-
making. Regional and national/subnational decision 
makers ranked community acceptance as important 
to decision-making, although seen as relatively less 
important by global respondents. Service quality 
and clinical outcomes were ranked as important to 
decision-making by respondents at global level but 
less important by regional and national/subnational 
respondents.

It is surprising that resilience and responsiveness do 
not feature more prominently; particularly considering 
the current COVID-19 pandemic and related service 
disruptions. However, responses may reflect that 
these four parameters of effectiveness were not given 
much prominence in decision-making prior to the 
pandemic; their definitions were not well understood; 
or that they are difficult to measure, hence difficult 
monitor in a programme. The experience of the global 
pandemic, as well as sizeable disruptions to public 
health and nutrition service delivery may mean that, in 
the future, resilience, responsiveness and efficiency 
will take up a more prominent role in decision-making. 

It is encouraging that respondents at subnational, 
national and regional level generally found that data 
on the effectiveness parameters is readily available. 
This is promising because it could indicate that local 
decision makers know of context-specific information 
that is helpful in assessing the effectiveness of 
their programmes, vis-à-vis the parameters of 
effectiveness. Future work on delivery effectiveness 
should explore the availability and use of data at the 
national and subnational level.
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Based on survey responses and subsequent 
interviews, it is evident that the 11 parameters need 
to be categorized in order to help in their prioritization. 
A division of parameters for delivery effectiveness 
into three distinct groups is proposed (see Table 10). 
The first group is composed of parameters of prime 
importance for decision makers: equity, access, 
sustainability, availability and community community 
acceptance. The second group contains parameters 
of potential importance, but that so far have not been 
given much attention: Resilience, responsiveness, 
efficiency, community awareness and service quality. 
The third group is for parameters for which there is no 
immediate or granular data and potential to generate 
actionable data at the programme level, depending 
on timescale and impacts of interventions: clinical 
outcomes.

Limitations
Three key limitations were identified in this 
stakeholder consultation. First, survey and interview 
respondents were purposively selected. This 
consultation was a primary exploration of a new topic, 
and hence respondents with a good understanding of 
health and nutrition service delivery were selected. 
However, this may have introduced potential bias in 
responses. Second, interviews were not recorded, 
for privacy reasons, and this may have affected the 
data that was transcribed. In order to mitigate any 
potential errors, interview questions were created a 
priori, a strict interview script was used, and interview 
answers were transcribed into a standardized matrix. 
Third, the nature of the stakeholder consultation 
(online survey and one-on-one interviews with 
a subset of respondents) was sufficient for 
the initial purposes of the consultation but also 
necessarily limited the discussion on service delivery 
effectiveness. 

Table 10 Proposed parameters groups

Group Description Parameters 

Group 1 Parameters of prime importance for decision makers Equity, access, sustainability, availability, and community 
community acceptance.

Group 2 Parameters of potential importance, but so far have 
not been given much attention

Resilience, responsiveness, efficiency, community awareness and 
service quality

Group 3 Parameters for which there is no immediate or 
granular data and potential to generate actionable 
data at the programme level, depending on time 
scale and impacts of interventions

Clinical outcomes  
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Conclusions

This stakeholder consultation aimed to challenge 
the established norm of the singular focus on 
coverage as the critical parameter to measure 
effectiveness of health and nutrition service delivery. 
Key decision makers were asked through an online 
survey and subsequent interviews whether effective 
delivery goes beyond coverage, and if so, what 
are the additional parameters of service delivery 
effectiveness. 

This stakeholder consultations started to bridge 
the knowledge gaps on this topic. From this 
consultation, there was consensus in the need to 
define and use parameters of delivery effectiveness 
beyond coverage and that data on the proposed 
parameters of effectiveness would be relevant and 
useful in decision-making. Three main considerations 
emerged from the consultation: 1) the importance 
of considerations of context and of community 
involvement in service delivery programme design 
and delivery, 2) the importance of a tiered approach 

to using parameters and the need for some core 
and secondary parameters, and 3) the importance of 
common language and the need to clarify parameter 
definitions. 

Further exploration is required to help improve 
our understanding of the linkages between the 
proposed parameters and the operational reality in 
LMICs regarding additional parameters of service 
delivery effectiveness. It is possible that continuing 
this work in small groups or through subsequent 
national-level consultations could be a good next 
step for subsequent exploration into service delivery 
parameters. This could be useful in particular for 
determining generic definitions of parameters that 
could then be tailored depending on context and 
help with the prioritization of parameters of service 
delivery.  

Further exploration is required to help improve our 
understanding of the linkages between the proposed 
parameters and the operational reality in LMICs regarding 
additional parameters of service delivery effectiveness.
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Annex 1  
Survey questionnaire

Section 1: Respondent profile 
Questions 1-8

1. What is your name?

2. What is your email address?

3. In which of these areas do you work? 
(Immunisation, polio, malaria, neglected tropical 
diseases, nutrition, maternal and child health, 
sexual and reproductive health, HIV/AIDS, TB, 
Other area of work (open-ended)).

4. What organization are you affiliated with?

5. What is your position?

6. At what level do you work? (Options: global, 
regional, national, subnational).

7. In what region do you work? 

8. In what country do you work?

 
Section 2: Parameter selection 
Questions 9-10

1. Which of the following indicators of delivery 
effectiveness (in addition to coverage) would 
in your view be helpful to assess and improve 
program performance? [Options: community 
acceptance, access, availability, community 
awareness, clinical outcomes, efficiency/ 
cost-effectiveness, equity, quality, resilience/ 
robustness, responsiveness, sustainability, none 
of the above, I don’t know, other indicators (open 
text option)].

2. Do we need to improve the definition of these 
indicators? [Options: yes, no, I don’t know, other 
(open text option)]. The following definitions were 
provided:

 � Community acceptance – the extent to which 
the delivery program is increasing community 
acceptance of the intervention being delivered 

 � Access – the extent to which the delivery 
program ensures access to services and 
interventions, and minimizes physical and 
financial barriers 

 � Availability – the extent to which the program 
makes services and commodities available in a 
timely manner 

 � Community awareness – the extent to which 
the community is aware of the intervention 
being delivered and/or that service delivery is 
taking place and when it is taking place 

 � Clinical outcomes – the extent to which the 
program is achieving a reduction in mortality 
and/or morbidity 

 � Efficiency/ cost-effectiveness – outcomes (e.g. 
coverage) divided by cost of delivery 

 � Equity – the extent to which the program 
minimizes disparities in either access or health 
and nutrition outcomes

 � Delivery quality – services and interventions 
are provided safely, timely, and in a way that is 
people-centred

 � Resilience/ robustness – A delivery program’s 
ability to continue core functions or return to 
normal operations over an acceptable period 
following a shock or disruption (such as 
COVID-19 or other national emergencies)

 � Responsiveness – The ability of a delivery 
program to be sensitive to and pivot in 
response to shocks (such as COVID-19 or 
other national emergencies), e.g., changing 
timing or location of service delivery following a 
crisis. Sometimes referred to as “humanitarian 
adaptiveness”

 � Sustainability – the extent to which the 
delivery program maintains operations without 
interruption over an extended period of time
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Section 3: Ranking  
Questions 11-13

1. Please rank the indicators that are most relevant 
to your work in order of importance. [Options: 
community acceptance, access, availability, 
community awareness, clinical outcomes, 
efficiency/ cost-effectiveness, equity, quality, 
resilience/ robustness, responsiveness, and 
sustainability] 

2. Do you agree with the following statement: 
Data are generally available on the indicators 
below. [Options: community acceptance, access, 
availability, community awareness, clinical 
outcomes, efficiency/cost-effectiveness, equity, 
quality, resilience/ robustness, responsiveness, 
and sustainability, I don’t know].

3. Do you agree with the following statement: Data 
on the following indicators would be useful in 
decision-making [Options: community acceptance, 
access, availability, community awareness, clinical 
outcomes, efficiency/cost-effectiveness, equity, 
quality, resilience/ robustness, responsiveness, 
and sustainability, I don’t know].

Section 4: Challenges (open-ended) 
Questions 14-16

1. What do you see as the main challenges in using 
indicators of effectiveness beyond coverage?

2. How do you think these challenges can be 
addressed?

3. Can we contact you with follow up questions if 
needed?
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Annex 2  
Interview questions

All interviewees  
Questions 1-7

What health and nutrition programs have you been 
involved in

1. What is your current role related to health and 
nutrition service delivery? Are you at the technical 
level, management level, senior policy level?

2. What type of service delivery have you been 
involved in? (Routine service/intervention delivery, 
Outreach service/intervention delivery, Child 
Health Events/Regular Events to Advance Child 
Health (CHE/REACH), and/or Mass campaigns)

3. Based on your experience, what characteristics 
does (or would) an effective delivery programme 
maintain? 

4. In your opinion, why is coverage often a primary 
focus in many delivery programs? 

5. In your view, is a singular focus on coverage 
in planning and program delivery restricting or 
enhancing programs’ performance? 

6. Is there a need to define and use parameters of 
delivery effectiveness beyond coverage?

If some parameters were selected (Questions 8-11):

1. In the survey you completed, we suggested a set 
of additional parameters of delivery effectiveness 
(in addition to coverage); you selected some 
of these as relevant – I wanted to ask you 
about the ones you did not include [go through 
all parameters that were left out]. We want to 
better understand why you did not select these 
parameters. Could you explain why you left 
these out? If prompting needed: Does it reflect 
a consideration that is just not relevant in the 
delivery of health and nutrition interventions (if so, 
why is it not relevant and could it become relevant 
if circumstances change, how)?; Or is it relevant 
but just not realistic to take into consideration – 
for example for practical reasons (if so, what are 
the constraints, and what would be required to 
overcome them?)  

2. I also wanted to ask you about the parameters 
that you chose as relevant [go through all 
parameters that were chosen].

3. Are there other domains that you did not write in 
the survey that you might consider now?

4. Do any of the parameters need to be redefined? 
If prompting needed: For example, do you see any 
overlap between them? If so, any suggestions as 
to improved definitions?

If all parameters were selected (Questions 12-13):

1. In the survey you completed, we suggested a set 
of additional parameters of delivery effectiveness 
(in addition to coverage); you selected all of these 
as relevant. Are there other domains that you did 
not write in the survey that you might consider 
now?

2. I wanted to ask you about the way these 
parameters are defined: Do any of the parameters 
need to be redefined? If prompting needed: For 
example, do you see any overlap between them? 
If so, any suggestions as to improved definitions? 

All interviewees  
Questions 14-17

1. Did you find it a difficult task to rank the 
parameters in terms of importance? If so, why? If 
it had been possible, would you have tied any of 
the parameters for importance?

2. Please talk me through your rankings, why did 
you give this parameter this rank [for all the 
parameters]?

3. What are the main challenges in using parameters 
beyond coverage [build on responses to open-
ended questions in questionnaire, if any]?

4. In the questionnaire, we asked about the 
availability of data and the general usefulness 
of the different parameters of effectiveness. 
Within the context of your programs, are there 
metrics that might be useful in measuring these 
parameters?
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Annex 3  
Additional results tables from the online survey

Table 11 Geographic distribution of respondents working at regional level. 

Region Respondents with 
completed survey (n=7)

Respondents with incomplete 
survey (n=0)

All respondents (n=7)

n % n % n %

East Asia and Pacific 1 14 0 0 1 14

Eastern and Southern Africa 1 14 0 0 1 14

Sub-Saharan Africa 2 29 0 0 2 29

West and Central Africa 3 43 0 0 3 43

Table 12 Geographic distribution of respondents working at national and subnational level,  
who completed the survey.

Country National (n=19) Subnational (n=8) All respondents (n=27)

n % n % n %

Afghanistan 2 11 0 0 2 7

Australia 1 5 0 0 1 4

Azerbaijan 1 5 0 0 1 4

Burundi 1 5 0 0 1 4

Cameroon 0 0 1 13 1 4

Central African Republic 0 0 1 13 1 4

India 2 11 0 0 2 7

Indonesia 1 5 0 0 1 4

Iraq 0 0 1 13 1 4

Kenya 3 16 0 0 3 11

Malawi 1 5 0 0 1 4

Mali 1 5 1 13 2 7

Mauritania 1 5 0 0 1 4

Myanmar 0 0 1 13 1 4

Niger 0 0 1 13 1 4

Nigeria 1 5 0 0 1 4

Pakistan 0 0 0 0 0 0

State of Palestine 0 0 2 25 2 7

Syrian Arab Republic 1 5 0 0 1 4

Togo 1 5 0 0 1 4

Uganda 1 5 0 0 1 4

Zambia 1 5 0 0 1 4
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Table 13 Number of respondents who provided open text answers for parameter definitions.

Which of the following indicators of delivery 
effectiveness (in addition to coverage) would in your 
view be helpful to assess and improve program 
performance?

Respondents with 
completed survey 
(n=70)

Respondents with 
incomplete survey (n=6)

All respondents (n=76)

n % n % n %

Open text answers 10 14 0 0 10 13

Table 14 Number of respondents who indicated definitions need improvement or not.

Do we need to improve the definition of these 
indicators?

Respondents with 
completed survey 
(n=70)

Respondents with 
incomplete survey (n=6)

All respondents (n=76)

n % n % n %

Yes 37 53 5 83 42 55

No 25 36 1 17 26 34

I don’t know 6 9 0 0 6 8

Other 2 3 0 0 2 3

 
 
 
 
 
 
 
 
 
 

What do you see as the main challenges in using parameters 
of effectiveness beyond coverage?

How do you think these challenges can be addressed?

Challenge 1: Prioritisation and planning

1.1 Indicator definitions (mentioned among 10 of 62 open text responses)

 x Agreement on definitions

 x Consistency of definitions

 x Specific, measurable, useful, and easy to track definitions

 x Technical guidance from health agencies/authorities

 » Systematic indicator definitions and data collection for 
challenging indicators 

 » Guide with indicator definitions and recommendation on 
data collection methodology

 x Design

 » Define indicators using currently available data, then explore 
what other data could be useful

 » Design indicators with feasibility, application, use in mind

 » Participative approach with key national and international 
stakeholders to propose data collection approach for indicators

 » Country-level input on indicator definitions

 x Pilot 

 » At subnation levels 

 » Testing with end-users in real programme settings 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Annex 4 
Main challenges in using parameters of 
effectiveness beyond coverage
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What do you see as the main challenges in using parameters 
of effectiveness beyond coverage?

How do you think these challenges can be addressed?

1.2 Understanding and acceptance of indicators (mentioned among 9 of 62 open text responses) 

 x At community level: how data can be used to help improve 
health services, community acceptance and community 
awareness

 x By those providing service delivery e.g., implementation 
actors: resistance, how to shift mindset from status quo 
towards acceptance of indicators

 x Government, stakeholder ownership 

 x Integration in national information systems

 x “Shift in stakeholders’ mindset and acceptance that coverage 
alone does not mean enough”

 x “The lack of knowledge of the program people in these 
indicators. Health services research is not something people 
are used to, nor is the WHO, MoH guidance adequate in 
these issues for the country staff that is working around the 
globe in health settings. MoH and WHO in many regions have 
defined indicators which are bare minimum but are taken as 
evidence of excellence. The attitude of program managers and 
program staff to stick to those indicators, not learn anything 
new and be comfortable with that is a major stumbling block. 
The technical support from WHO doesn’t actually nudge 
the programs to go beyond already established guidance, 
developed a decade or more ago and hence mediocrity is the 
end result.”

 x Involvement of community and leaders

 » Increase investments to improve community understanding and 
use of programme data

 » Establish systemic approach to involve all actors (from 
community to central)

 x Advocacy

 » Demonstrate/advocacy of value in monitoring these indicators, 
using these indicators routinely/regularly, value of knowledge 
(indicators) about communities receiving services 

 » Improve operational research components linked to advocacy

 » Political commitments

 » Change in priorities

 x Health system strengthening

 » Nudging/education of health staff (improve training, motivation)

 » Ensuring a well-trained public health workforce on surveillance, 
data management, and response

 » Mandated research components in service delivery programmes

 » Establish the indicators as parameters of system maturity to help 
integration and utilisation of information from indicators

1.3 Financial resources (mentioned among 8 of 62 open text responses)

 x Cost of data collection and analysis (additional resources) 

 x Feasibility of frequent data collection with limited resources

 x Integrating indicators/data collection into budget

 x Ensure availability of resources

 x Advocacy for programs funding by the government

 x Design indicators keeping in mind the feasibility of data collection 
and envisioning their application and use; testing the priority 
indicators with the end-users in real programme setting may help.

 x Link data to levers that increase the resources available to 
implement action based on these data

 x “Consensus and dialogue through a reputable channel that links 
data generation to funding”

Challenge 2: Data generation and supply

2.1 Data collection (mentioned among 27 of 62 open text responses)

 x Deciding what data is required

 x Methodology and tools 

 x Routine data collection  

 x Timely data collection

 x Standardisation of data collection

 x Lack of platform to collection data

 x Resources to collect data (human, financial)

 x Complexity 

 x Admin level (scope) of data collection

 x Data collection from non-traditional sources (e.g., program 
review data)

 x Deciding on data source (e.g., surveys, routine)

 x Capacity to collect data

 x Scope of data collection

 x Proxy/alternate modalities of data collection (not sustainable if 
not integrated into national systems)

 x Frequency of data collection

 x Some indicators easier to collect than others

 x Targeting (it’s not just how many are reached, who was 
reached? we continue to miss un- and under-vaccinated 
children in both routine immunization and campaigns. I also 
agree that the impact of the intervention either on routine 
health services or the impact of other situations on the 
intervention are critical to measure (resilience)

 x Training and capacity building

 x Digitisation of data

 x Improve triangulation of different types of M&E that is designed to 
provide data for proposed indicators

 x Standardisation of methods for data collection, analysis, and 
distribution

 x Pilot: target a few countries where needs are greatest (not where 
easiest)

 x Improve tools to measure and control, better follow-up and dialogue 
with beneficiaries

 x Create mechanisms for continuous awareness of data users to 
maintain importance of data in daily work
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What do you see as the main challenges in using parameters 
of effectiveness beyond coverage?

How do you think these challenges can be addressed?

2.2 Data availability (mentioned among 16 of 62 open text responses)

 x Lack of robust data systems 

 x Sources/availability of relevant data 

 x Availability of operational data

 x Availability of data that is not routinely collected

 x Frequency of data availability

 x Timeliness of data (recent)

 x Discrepancies in availability of data depending on what 
results are being measured (E.g.: “programme inputs (e.g., 
availability), outputs (e.g., access, sustainability), outcomes 
(e.g., equity) and impact (e.g., efficiency/cost-effectiveness)”.

 x Access to available data 

 x Digitisation

 » Digitisation of processes

 » More mobile data collection (specifically on operational 
components of a campaign)

 » Campaign digitisation

 » Mobile money payment to vaccinators

 x Data sources

 » Identify data sources with households/community members, 
involve them in design stage of intervention (community 
awareness)

 » Rapid small scale (sentinel) surveys

 » Periodic household surveys

 » More frequent surveys

 » Data collection using “special surveys”

 » Regular “quality of immunization” surveys modelled after similar 
ones in some countries or malaria case management; twice a 
year, results out quickly after 2-4 weeks

 » Expand admin data collection  

 » Difficult in routine systems at health facilities; suggest periodic 
household surveys

 » Lean on existing community/subnational forms of data

 » Rapid ongoing community survey (community information 
system highly unlikely…)

 » Innovation

 x Ensure resources e.g., setting in place an additional mechanism 
when information is not available in the routine systems

 x Systems

 » Identify a small number of tracer indicators for each results 
domain (e.g., input, output, outcome, impact) for standardised 
use across countries

 » Harmonise with HMIS

 » Establish system to regularly generate or collect data on 
programme effectiveness

 » Establish a research institute in Africa for campaign 
effectiveness, a global organization on campaigns with a focus 
on digitisation 

 » Work with government partners to make HMIS and other data 
sources as real-time as possible
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What do you see as the main challenges in using parameters 
of effectiveness beyond coverage?

How do you think these challenges can be addressed?

2.3 Data quality (mentioned among 11 of 62 open text responses)

 x Reliability of data

 x Quality of information 

 x Poor documentation 

 x Quality of data collection

 x Simplify the data being collected (what is really needed)

 x Collaborative work between stakeholders to develop tools and 
methodology

 x Incorporate indicators into global indicators used in program 
evaluations/reviews

 x Stronger involvement and buy-in by national health authorities

 x Additional resources to support gathering of additional or more 
detailed data, as well as investments in frontline capacity of HCW 
to understand why this data is so important - not just for partners for 
the community and country   

 x Information systems

 » Restructure national services of statistical information system in 
each field of activity

 » Improve HMIS, including enhanced community information 
systems

 » Set up additional mechanisms to collect and compile data on 
community acceptance

 » Set up additional mechanism when information is not available in 
routine systems

 x Digitisation of data

 x Real-time monitoring

 x Consideration for insecurity and access to communities (e.g., 
not always possible to have representative sample)

 x Training and capacity building

 » Technical capacity building of staff

 » Training to health staff on importance of data collection 

Challenge 3: Data analysis and usage

3.2 Data analysis (mentioned among 6 of 62 open text responses)

 x Capacity to analyse data

 x Methods to analyse data

 x Tools to analyse data (e.g., digital, mobile)

 x Resistance to use of qualitative data

 x Training and capacity building

 x Technical capacity building of staff and advocacy with governments 
and key stakeholders

 x Better operational research components linked to advocacy

 x By restructuring the national services of the statistical information 
system applied to each field of activity.

3.3 Data usage (mentioned among 14 of 62 open text responses)

 x Coherent and convincing translation of analysis to decision 
makers, in order to take action for programme improvement, 
impact

 x Capacity to use indicators for action

 x Use of data at appropriate admin level (national, subnational)

 x Context-specific use of data (cultural differentiation)

 x Linkages between operational factors and impact

 x Integration into programme use

 x Frequency of data use decision making

 x Timeliness of data use for decision making

 x Use of indicators to improve decision making

 x Training and capacity building

 x Sensitization and engagement of stakeholders to improve use of 
program data.

 x Frequent and consistent transparency around use of indicators 
across all levels of a MoH structure

 x Institutional adoption of indicators, regular cadence for review and 
flexibility to pivot design to meet desired outcomes

 x Triangulation of data

 » More attention to various forms of data that are budgeted, 
triangulated, and vetted by communities and subnational entities

 » A better triangulation of different types of M&E that is 
specifically designed to provide data on some on the indicators 
described above.

 x Digitisation

 » Digitisation of data that is people-centred

 » Mobile data collection

 x Enhanced community-based HIS and real-time monitoring
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