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Foreword

Chronic crises have become a constant feature of the global landscape. The current economic meltdown is bound
to cause more social and political instability as poverty and inequality increase. Unrest mounts within countries and
tensions rise between states.

As Director-General of WHO, Margaret Chan, recently stated on the impact of the global crisis': “The world is in
a mess, and much of this mess is of our own making. Events such as the financial crisis and climate change are not
quirks of the marketplace, or quirks of nature. They are not inevitable events in the up-and-down cycle of human
history. Instead, they are markers of massive failure in the international systems that govern the way nations and their
populations interact. They are markers of failure at a time of unprecedented interdependence among societies, capital
markets, economies, and trade. In short, they are the result of bad policies. We have made this mess, and mistakes today
are highly contagious.” This manual wants to contribute to understanding what is needed to avoid the negative impact
of “bad policies” in the health sector.

The manual has a long story. It originated as an idea of Alessandro Loretti, a long-serving, now-retired WHO colleague,
back in 2002.

The manual was commissioned to fill the gap existing in this area: neither guidance documents, nor training materials
specifically devoted to the analysis of health systems in crisis were available, and the scarcity of analysts versed in this
field was evident. It was hoped that a dedicated manual would shorten the learning process of analysts, and reduce the
number of mistakes and false starts. Additionally, the multiplication of crises all over the world called for the expansion
of this type of analyses.

The authors of this manual, Enrico Pavignani and Sandro Colombo,worked in Mozambique in the 1990s, where they
had the opportunity to appraise the difficulty of conducting an analysis of a severely-disrupted health sector, as well as
the benefits deriving from a better understanding of the system.

A large part of this manual was written in 2002—-2003, but as the work progressed, it was felt that the sample of stressed
health sectors on which the manual was built had to be enlarged. Progressively, Sudan, Liberia, Iraq, the Democratic
Republic of the Congo, Somalia, Uganda and the occupied Palestinian territory were studied in some detail. Studies
about other countries also became available. They provided grounds for verifying the soundness of the approaches
proposed by the manual, and offered additional insights and materials to be included in it.

Many colleagues contributed to this manual and to the accompanying training materials. The modules composing the
manual enjoyed a wide circulation, and were used by a variety of analysts, field workers and academics, who were
generous with their feedback. A formal peer-review, conducted at the end of 2007 by the Department of Recovery and
Transition Programmes in the Cluster of Health Action in Crises at WHO, resulted in further enrichment of the manual.

Along the way, two independent but closely-related training courses, of which one is co-sponsored by WHO, Merlin
and IRC, were born from this manual. They gave the authors the opportunity to discuss the contents of the manual with
participants coming from crisis-affected countries, and to test many exercises that were progressively incorporated
in the manual. Other training events, conferences and encounters provided further occasions for strengthening the
manual, clarifying some concepts and adding missing parts to it.

Peter Walker? has said that the main challenge of relief, and its essence, is “fo make hard decisions under pressure and
with minimal information”. The quote applies also to chronic emergencies, the subject of this manual. Also in these
contexts, hard decisions taken can have huge implications on the life and well-being of the victims of emergencies, also
beyond the end of the crisis itself. We hope that this manual may contribute to making right decision when facing hard
choices to recover disrupted health sectors.

Daniel Lopez-Acuiia

Director, Recovery and Transition Programmes
Health Action in Crises

World Health Organization Headquarters
Geneva

1 Chan M (2009). The impact of global crises on health: money, weather and microbes. Address at the 23rd
Forum on Global Issues, Berlin, Germany, 18 March 2009.

2 Walker P (1995). Coordination. Always finding the wrong answers to the right questions. In DHA Perspective
1995, Department of Humanitarian Affairs, Geneva; quoted in: Benini AA (1997). Uncertainty and information flows
in humanitarian agencies. Disasters, 21 (4): 335-53.
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The manual in a nutshell

Objective To provide guidance to analysts of health sectors in crisis. This
includes countries on the verge of an economic, political and/or
military catastrophe, protracted crises and situations of transition
from disaster to recovery. The intended users are apprentice
analysts, already with field experience, familiar with quantitative
techniques, attempting to analyse a disrupted health sector.

Content After the introduction, eleven thematic modules cover the main
areas relevant to the study of health sectors in crisis, offering
practical advice, experiences from the field, tools, references and
suggestions for further study. Subsequently, Module 13 deals
with the practical production of a health sector profile. Module 14
complements the thematic modules with sources of information,
definitions and references. Module 15 proposes exercises intended
to explore further the issues covered by the manual. Most modules
include stand-alone Annexes, which cover selected topics considered
of special interest.

Approach Practical, experience-based, and action-oriented. For each important
aspect, ways of analysing the situation are suggested. Patterns
recurring in disrupted health sectors are described and discussed.
Instruments for data collection and analysis are proposed. Common
pitfalls are illustrated and ways to overcome them are suggested.

The manual offers materials for use, rather than for reading. It is
supposed to become a companion, kept on the desk by the apprentice
analyst and consulted as the need arises. In each single troubled
context a great deal of adaptation of the materials included in the
manual must be anticipated by the user.

Conceptual Making (rough) sense of a chaotic environment is usually
premises possible, if adequate effort is spent over a sufficient time span.
The scattered and unused information that is usually available
in such contexts, if exploited in full, may become the primary

source of intelligence.

The returns from robust intelligence work at health system level,
in terms of effectiveness, efficiency and equity of healthcare
provision, may be substantial.

A comprehensive analysis may penetrate the situation better
than the isolated scrutiny of single issues.

Sensitivity to context is key to effective interventions. Ideology,
blueprints and fashions, although commonplace, are useless for
gaining true insights into protracted crises.

Intelligence arises from the cross-fertilization of insider knowledge
and international experience of previous crises.

Caveats No theme is exhaustively explored in all its possible subtleties.
To that effect, valuable texts, accompanied by brief comments,
are recommended.

Whereas the proposed analysis is carried out from a national
viewpoint, the attained results should also be relevant to actors
working at the local level.







Introduction
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The crisis environment

Protracted — mainly man-made — crises multiply the world over, confronting the
public health practitioner with daunting challenges. Healthcare delivery fragments
and deteriorates, memory and knowledge are eroded, and power disperses. Unreliable
and incomplete information hampers sound decision-making, while fast-evolving
conditions increase uncertainty. Operating costs escalate. Security concerns add to
stress and limit the space for manoeuvre. Even in this unfavourable environment,
action cannot be postponed. Tough decisions have to be taken anyway, with or
without the support of valid insights.

The vagueness of terms (none of them fully satisfactory) used in the literature to
characterize these situations reflects their variety: complex (political) emergencies,
protracted crises, fragile or unstable countries, etc. The common feature linking
these situations is that people’s lives are endangered to such a degree that an
external intervention becomes necessary. These crises range from short-term, fairly
intense conflicts threatening small populations, such as Kosovo and Timor-Leste, to
state collapses of catastrophic dimensions across vast, inaccessible areas, such as
the Democratic Republic of the Congo, where mortality rates attained previously
unheard of levels (Coghlan et al., 2006).

Politics, rather than evidence and lessons learnt in other similar contexts, shape
decision-making and resource allocation in a complex emergency. “Action is always
ahead of understanding.” (Pain and Goodhand, 2002). Big mistakes are made and
valuable opportunities are missed. Poorly documented lessons remain unlearnt.
Information and intelligence become crucial to temper the dominance of politics and
ideology, as well as to reduce the gap between expanded needs and scarce resources,
which is magnified by crisis.

Health sectors adjust to crises in spontaneous ways (see Module § for a discussion).
These adaptive responses are often inevitable; in some cases, they are even helpful
for the short-term survival of the health sector. The main concern relates to their
long-term, serious negative consequences. Adaptive responses tend to take place
at the micro-level, and go undetected or partially understood. The recovery of a
crippled health sector is unlikely to materialize spontaneously. It has to be actively
steered in a favourable direction.

Crises magnify pre-existing problems and create new ones, often hidden behind a
curtain of uncertainty. The significance of certain distortions may become apparent
only once the crisis is over, when it is too late to address them. Thus, the timely
recognition of problems and trends can trigger corrective action. Crises provide
unique opportunities for change, opportunities that resolute decision-makers can
grab. Hence the importance of studying crises during their unfolding, rather than
postponing analyses and decisions to more propitious times.

Given the difficulty of understanding the events taking place in a protracted crisis,
health services analysts are usually reluctant to embark on comprehensive studies,
preferring instead to explore narrower, more manageable issues. Equally restrained,
involved aid organizations are not used to commissioning reviews of the level of
ambition commonplace in stable health sectors. But little understanding of a complex
system can be gained from the study of its detached components. And the internal
features of a system are heavily influenced by the context, i.e. by the other systems
it interfaces with. To succeed in penetrating troubled health sectors, adequate
conceptual tools, integrating field experiences into a holistic framework, are needed.

The starting point of this manual (based on the experience gained by working in
protracted crises) is that making (rough) sense of a chaotic environment is usually
possible, if adequate effortis spent over a sufficient time span. Chaos presents patterns,
sometimes original but often recurring across crises, which make it surprisingly
understandable. Given the potentially large returns of an investment in intelligence,
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in terms of the effectiveness, efficiency and equity of healthcare provision, it is well
worth the effort in a majority of cases.

The manual

Standard technical textbooks and training courses offer approaches stressing Why develop a
precision and control, making them unsuitable to war-torn, unstable environments, new manual?
where incomplete, inconsistent or contested datasets are the rule. Specific surveys,

difficult and expensive to carry out and feasible only in secure areas — thus hardly

representative of the whole population — cannot be used as standard tools. As the

field situation evolves fast, information becomes quickly outdated. The analyst must

rely on poor data, complemented by qualitative information, personal memories and

old documents to fill information gaps and to guide interpretation. The triangulation

of different sources and methods helps to discard flawed information and validate

findings. The present manual strives to convey to users the art, as well as the science,

of making sense of troubled health sectors.

The manual reviews patterns commonly occurring in disrupted health sectors, and Aims and
discusses many of the pitfalls that may undermine their analysis. Unique features content
recognized in certain environments are singled out and commented upon. The

manual is essentially practical and action-oriented, with many real-life examples.

Ways to collect, clean, validate, compile and make sense of relevant data, potential

sources of information, as well as main dimensions and issues to analyse, are all

discussed. Pointers to quick ways of gaining a rough understanding of relevant

aspects of troubled health sectors are offered for consideration, without the pretence

of studying these aspects in detail (which in these situations is often unfeasible and

in some cases undesirable). The scope of the proposed analysis is countrywide.
Nevertheless, global results should also be relevant to actors working at the local

level.

Most if not all the situations, problems and approaches discussed in the manual are
inspired by actual work carried out in several disrupted health sectors, frequently
specified in the text. Far from being an off-the-shelf methodology to be applied to
every possible context, this manual is intended to provide assistance to the analyst,
so as to shorten the learning period and to draw attention to some of the mistakes
that may occur in these situations. A great deal of adaptation to each specific context
is needed.

The manual does not attempt to cover all the relevant fields: epidemiology and
public health, health system analysis, health economics, etc. Instead, it tries to
show features unique to disrupted health sectors and to suggest practical ways of
gaining insights about a given situation. The manual is about what to do as much
as what not to do. Given the multiple situations that the analyst may confront, a
broad array of conceptual approaches and practical tools is presented. Some will
be more appropriate than others to a specific context at a given point in time. Some
peculiar situations will call for the development of original instruments, not (yet)
included in this manual. Substantive field testing in different settings is anticipated
for the materials here presented, which will remain a work-in-progress over a certain
period. Feedback from users of the manual is warmly welcomed.

Whereas the main focus of the discussion is on full-fledged crises, the manual should
be valuable also for the analysis of borderline situations, while the crisis is building
up. To understand the main patterns of a weak health sector before events precipitate
an actual crisis can provide extraordinary benefits later, at the onset of an emergency,
by suggesting to old and new actors the broad direction of the needed interventions.
Furthermore, collecting and analysing information is easier before the crisis unfolds
in all its gravity.

Many of the issues covered by the manual are controversial, or in progress. An honest
effort has been made to present the terms of the discussion, to recommend helpful
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references and to throw light on aspects inadequately considered by the ongoing
debate. In most cases, the point of view of the authors has been included. As any
point of view, it will look debatable to readers holding different opinions. Indeed,
any analysis of a disrupted health sector is subject to controversy, which can be
better managed by recognizing existing problems, than by ignoring or trivializing
them, as is often the case in practice.

Audience This manual is intended for public health professionals, economists and social
scientists, in or outside the World Health Organization (WHO), with field experience,
who receive the task of assessing a disrupted health sector, particularly in a recovery
perspective. The users of the manual are supposed to be familiar with the quantitative
approaches used in statistics, economics and public health. To fill the gaps existing
in the conceptual and technical weaponry of the prospective users, selected manuals
and papers are suggested in the Recommended Reading sections and in the Glossary
found in Module 14. Given the extremely broad scope of the analysis covered by the
manual, no exhaustive expertise is anticipated from the prospective analyst. Rather,
a firm commitment to explore the fields encompassed by the analysis and some
ability for autonomous learning are required.

How to use this The manual is conceived as a set of thematic and self-contained modules, all related
manual to each other, but to a certain degree usable alone to carry out sub-sector studies, if
necessary. This approach has implied a certain degree of repetition across modules.
Some of the annexes supplementing the modules are conceived as introductory
guides to specific issues of particular interest in an unstable situation. Other annexes
offer practical suggestions about ways of addressing certain key information gaps.

The reader may follow the sequence of the modules proposed below, or may prefer
to jump to an area of particular interest. Even in the case of a sub-sector analysis,
Modules 2 to 6 have to be considered as essential background reading. Module
12. Formulating strategies for the recovery of a disrupted health sector supposes
familiarity with most of the issues covered by the other modules. Module 13 offers
practical suggestions about the production of a health sector profile, along with
concrete examples. Sources of useful information, a glossary of definitions and
concepts, and introductory notes to specific violence-affected health sectors are
presented in Module 14. Resources. Module 15 proposes exercises intended to offer
hands-on practice on the issues covered by the manual, and check the extent of
learning attained by its user.

Synthesis of the main themes discussed in the
manual

Several themes emerge from the discussion of different areas and shape the way
issues are addressed throughout the manual:

o The essential feature of the broad analysis needed in unstable situations is its
accuracy in relation to the main problems and constraints. Decision-makers
need to be reasonably confident that a major problem singled out by the analysis
is not an artefact, bound to disappear once data improve. Precision, desirable
but usually unattainable, is a lesser concern, because of the aggregate and
approximate nature of most countrywide allocative decisions, thus not seriously
affected by the imprecision of the estimates upon which they are based. See
Module 2 for a further discussion of this issue.

» The primary source of understanding is the often vast amount of unused
information generated by the multiple players involved in the crisis,
complemented by historical data necessary to give depth to the analysis. Huge
strides towards comprehending the main systemic features of the health sector
and its evolution over time can be registered by exploiting in full the wealth of
disconnected pieces of information scattered around in the health environment.
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* 1o be helpful, the analysis has to be comprehensive, i.e. to encompass all the
relevant dimensions of the health sector and their reciprocal links. Without a
holistic perspective, there is serious danger of missing the main patterns of the
whole picture.

“In India, ten blind men were asked to describe an elephant. Since each blind
man was located at a different part of the animal’s body, they produced ten
different descriptions of the elephantine system. Each claimed to have a unique
understanding of the system, and an argument ensued.” (Ellencweig, 1992).

Unfortunately, a disrupted health sector lacks the elegant coherence of an elephant.
Rather, it results from the deposit over time of many layers of disparate decisions
and events. The recognition of its oddities and understanding of the reasons
behind them are therefore key to obtaining true intelligence of the sector. Given
the marked tendency of discrete sub-sector components to evolve disconnected
from each other (information systems from management ones, hospitals from
Primary Health Care facilities, disease-control programmes from mainstream
services, human resources from financing, etc.), the study of present or absent
linkages provides insights of superior order and relevance to decision-making.

*  Health systems must be studied alongside the political, economic, military,
administrative, legal, cultural, and often criminal factors that influence their
inner workings. During a severe crisis, external determinants are frequently
preponderant in shaping the way health systems cope, evolve, survive or collapse,
and sometimes recover. A narrow focus on health issues is always inadequate
and in some cases misleading.

* A truly explanatory analysis must focus on the structural distortions that
condition the functioning of a health sector, regardless of the policies, strategies
and delivery models nominally adopted. An underfunded health sector with an
under-skilled workforce, crippled by poor management practices and shaken by
a conflict, performs below acceptable standards even after a reform package has
changed some rules of the game. Setting the fundamentals right takes logical
precedence over choosing the delivery model or the basic service package. Time
and again, the priority-setting debate ignores the logical hierarchy of means to
be used in different ways to attain chosen goals. For instance, prioritizing safe
motherhood means in many contexts addressing the severe shortage of midwives
first and then second, the limited access to emergency surgical services, i.e. to
intervene on the hardware needed by managers to materialize policies.

»  The once-in-a-lifetime opportunities for change offered by a crisis can be grabbed
only if recognized and understood. A prolonged period of turbulence changes
any health sector irreversibly. Influential actors may passively accept changes
(whatever their features may be), or actively try to steer them in a desirable
direction. Most actors are unable to understand the systemic events taking place
under their noses during a protracted crisis, and fall back on ideology, clichés,
and standard procedures. Widely shared intelligence may inspire sound decisions
or at least limit the damage caused by uninformed ones.

» Imported standard approaches may be passively adopted and even thrive in
the short term, but they are unlikely to take firm root, unless they find genuine
champions within the country. When these champions are truly familiar with the
local context, they can adapt imported approaches to it, in this way responding to
local problems and, in turn, appealing to other stakeholders. The incorporation of
progressively indigenized (or perceived as such) approaches into local policies
may ensue.

* Policies, strategies and plans are meaningless when disconnected from explicit
resource and capacity constraints. Despite the technical difficulties of studying
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resource and capacity patterns and forecasting their evolution in troubled
contexts, these issues are too important to be neglected.

*  Emergency-induced approaches may have serious long-term implications for the
recovery and the development of troubled health sectors. Well-meant decisions
taken in the heat of an emergency by action-oriented minds may irremediably
doom to failure long-term structural processes. The most documented example
is the proliferation of health facilities, often misplaced, wrongly sized or
inappropriately laid out, fuelled by donor largesse, that inevitably jeopardize
the long-term sustainability of resource-strapped health sectors. Additionally,
this heritage puts in jeopardy the equity of future allocative decisions. Another
example may refer to the boom of unplanned, decentralized and often privatized
medical education, which floods the labour market with unneeded doctors of
questionable competence. By recruiting these cadres (usually the only political
option open to weak health authorities), the health sector incorporates a distortion
with long-term negative implications. A third example is the common decision
of leaving health workers to fend for themselves, free of administrative controls.
After years of laissez-faire, reintroducing sound regulatory measures may
constitute an impossible challenge for health authorities.

»  Certain crucial patterns may be older than the crisis (which may highlight as
well as hide them), cannot be explained by it, and will continue to confront
policy-makers long after the crisis is over. A long-term assessment that looks
beyond the limited timeframe of the crisis, which implies a review of documents
anterior to it, coupled with interviews of old actors, is necessary to understand
and address the structural distortions affecting the health system.

* No formalized, “technical” approach can substitute for common sense, a solid
cultural background, field experience and familiarity with the issues at stake,
at least in a poorly-known and unstable environment. Rapid assessments,
logframes, strategic planning, cost-effectiveness assessments, are just examples
of “rational” decision-making approaches, used over the years in unstable
situations. The aim of these conceptual instruments of very different nature is
to give order to chaotic pictures and confidence to stressed managers, which
goes a long way towards explaining their popularity. The danger embedded in
these instruments is to mistake the simplification of a complex reality, obtained
by applying them, as an adequate representation of it. Despite the merits the
seasoned observer may ascribe to these approaches, in many instances they have
been used beyond their scope and applied to contexts unsuitable to them. Given
the neatness of the constructions these instruments produce in skilled hands,
against the scary ground situations typical of protracted crises, the actors’ over-
reliance on them is hardly surprising.

*  Learning from previous crises is possible, provided that it is actively pursued.
The crisis environment, the state of mind of actors, and the culture prevailing
in the aid community, all militate against learning. To overcome the objective
obstacles to learning, additional, purposeful efforts are called for. Learning from
previous crises does not translate into identifying the “best practice” so eagerly
sought by donors. Learning relates to the “how”, “when”, and “why”, as much as
to the “what” to do in ambiguous and turbulent processes. Accepting high levels
of uncertainty about present features and likely outcomes of stressed health
systems is the first step to be taken towards adopting the elusive best practice of

donor parlance.

* Over the past twenty years, several crises have been studied. As experience has
accumulated, important patterns have been identified across situations. Genuine
understanding implies the recognition of diversity as well as of similarity. No
universal thread is likely to hold in every crisis. Conversely, no crisis is unique



Module 1 Introduction

Page 17

to such a degree that experience gained elsewhere proves useless. Considering
the serious mistakes that can be avoided, as well as the better results that can
be achieved by learning from previous crises, determined efforts in its pursuit
appear well spent indeed.

Learning objectives

After studying a module and the accompanying recommended reading, completing
the related exercise, and applying concepts, approaches and tools to real situations,
the user should gradually become able to analyse the corresponding specific area of
a disrupted health sector. This expertise implies the ability to:

* Collect and review the available thematic documentation, disentangling reliable
and relevant data from flawed ones.

* Identify the main information gaps and conceive ways to overcome them.
* Formulate appropriate questions to be posed to informants.

* Identify the main structural features of the area under study, including present
resource and capacity levels.

» Search and find additional relevant documentation, particularly in relation to
unclear or controversial issues.

* Identify the main actors involved in the health sectors and understand their
agendas.

* Compare the area under study with equivalent ones, documented in other
disrupted health sectors, and identify similarities, as well as differences.

» Select the lessons learnt elsewhere that may be relevant to the area under study.

* Identify the main structural distortions affecting the area under study and
conceive realistic measures to address them, while recognizing the resource and
capacity implications of such measures.

* Build realistic scenarios, based on alternative explicit assumptions about the crisis
outcome (persistence, deterioration or recovery), making clear to stakeholders
the likely effects of their decisions. Project future resource envelopes according
to realistic assumptions. Cost the financial implications of alternative policy
options.

* Present the findings of the thematic analysis in a clear, concise way, adjusted to
each specific audience.

* Sustain an evidence-based negotiation with concerned stakeholders about the
strategic choices to be made in the health sector. This capacity implies the
understanding of the positions of different stakeholders.
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Modular structure of the manual

Module 1 Introduction

The introduction provides an overview of the main features of health systems in
crisis and of different analytical approaches called for by distressed situations. The
conceptual underpinnings of the manual are sketched. A set of learning objectives is
provided. The contents of each module are then briefly presented. Thematic reading
paths and lists of the true stories and of the tables included in the manual conclude
the module.

The reading of the Introduction is recommended to every perspective user of the
manual. In this way, the reader will become familiar with its architecture, and will be
in a position to choose the modules relevant to his/her own area of interest. Also, the
location of important topics related to the area covered by a module, but presented
elsewhere, will be facilitated.

Module 2 Making (rough) sense of (shaky) data

The module reviews the information field, in this way introducing several of the
main themes and issues to be discussed, sometimes in detail, in the manual. First,
customary information systems are briefly described, including the way they adjust
— or conversely, succumb — to the crisis. How figures can or cannot be manipulated
to be turned into information and intelligence is discussed. Many key features of
information, such as validity, precision, relevance, and their relative importance,
are briefly covered. Approaches to data cleaning, as well as many common flaws
usually undermining the usefulness of available data, are reviewed. The convenience
of exploiting in full the vast amount of disconnected data frequently available in
disrupted environments is highlighted. Information uses, the design of information
systems, and ways of disseminating the collected information are touched upon in
the final part of the module.

Annex 2 presents several important indicators, potentially relevant to the study
of disrupted health sectors, commenting about their usefulness, strengths and
shortcomings.

Module 3 Understanding the broader country context: past,
present and future

Module 3 introduces the user of the manual to many aspects considered as helpful to
gaining an understanding of a country in crisis. As the field is immense, the selection
of issues to be discussed has been necessarily restrictive. No topic is dealt with in
detail; historic, political, military and economic patterns are briefly covered. Stress
is given to examining the nature of the disruption, in order to foresee its likely
evolution, and to draw useful lessons from other countries. Then, specific topics
are covered: population displacements induced by violence, politics and information
management, and the role of international media in humanitarian crises. After a
discussion of the aid directed to disrupted countries, and how it should be studied, the
meaning of decentralizing the state administration in war-torn contexts is reviewed.
A closing chapter considers the difficult issue of foreseeing the future of countries
in crisis, the stark choices facing stakeholders, and their implications for the health
sector.

Annex 3 discusses the rationale, aims and format of Post-Conflict Needs Assessments,

as observed in several countries in transition. Preliminary lessons learnt by
participating in such exercises are offered for consideration.
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Studying health status and health needs Module 4

In assessing the health status and health needs of the population of countries in crisis,
attention must be paid to the way population, mortality, nutrition and morbidity data
are generated, their meaning and their limitations. The module highlights common
flaws undermining the usefulness of available datasets. Inferences that can be drawn
from the figures produced in violent contexts are discussed, alongside the value for
decision-makers that these estimates bear. Controversial findings are discussed as
revealing examples. Conceptual aspects related to rapid health assessments and
surveillance mechanisms in crisis environments are reviewed. Advice is provided
to enable the reader to explore the documentation on health status and needs of a
given crisis country, to recognize and discard flawed data, and to assemble a reliable
country-wide picture.

Annex 4 discusses the knowledge gained to date about the complex relationships
between conflict, HIV/AIDS and health systems.

Understanding health policy processes Module 5

This module explores the foggy field of policy making, non-making and unmaking
in troubled health sectors, drawing from documented situations as diverse as
Afghanistan, Angola, the Democratic Republic of the Congo, Kosovo, Mozambique,
Sri Lanka and Uganda. Common patterns are described and approaches to policy
analysis are discussed. Ways are suggested to check whether stated policies actually
translate into concrete measures. The coordination of external resources, usually a
key issue in protracted crises, is covered. The main features of the most influential
actors interacting in the policy arena are described.

Annex 5 discusses the rationale for establishing a Policy Intelligence Unit, its main
features and the practical steps leading to it.

Analysing health financing and expenditure Module 6

Module 6 explores the crucial but intricate field of health financing and expenditure,
first discussing ways to study the main sources of internal and external financing,
the aggregate resource envelope that the health sector relies on, the composition of
health expenditure, and how to assess prevailing allocative patterns. Then, a detailed
review of the many variables to be taken into consideration when forecasting the
future resource envelope, followed by practical ways to proceed in the formulation
of sensible projections, is presented. The module also includes a discussion of
sustainability in war-ravaged health sectors and of its policy implications. Throughout
the module, particular emphasis is given to the many information traps that must
be negotiated to reach meaningful conclusions about health sector financing and
expenditure.

Annex 6a provides practical advice about carrying out a survey of external resources,
usually a much-needed if challenging exercise in every aid-dependent situation.

Annex 6b reviews concepts, terms and applications of cost analysis, another often-
neglected but essential area for policy formulation, planning and management of
healthcare activities, particularly in view of a recovery process.
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Module 7 Analysing patterns of healthcare provision

The key aspects of healthcare provision to be considered when analysing a health
sector in crisis are discussed in this module. Coverage of the most important health
services, service loads of healthcare facilities, efficiency, effectiveness and the
quality of the provided care stand out as basic elements to be studied. To assist in
the analysis of the ways a health sector functions, and in the discussion related to its
recovery and reform, a review of healthcare delivery models is provided. The value
of essential health service packages is then appraised. The second part of the module
deals with specific aspects of healthcare provision, such as prescription patterns,
vertical programmes, urban health care, mobile health services, and relief health
care.

Annex 7 discusses rationale, modalities, benefits and limitations of contracting for
health services, an approach adopted in some health sectors emerging from conflict
and being considered for adoption in many others.

Module 8 Studying management systems

This module explores the constellation of management systems in operation during a
protracted crisis, the way they change under stress, as well as how they interact and
occasionally collide among themselves. The need to consider informal institutions
alongside formal ones is stressed. Aid management tools are reviewed in some detail.
The scope for health planning in a disrupted environment is covered, as well as the
features that planning needs to assume in order to be meaningful. The challenges
of regulating healthcare provision in a crisis context are briefly explored. After a
review of empirical considerations related to the revamping of crippled management
systems, a discussion of capacity and capacity-building in a disrupted health sector
closes the module.

Annex 8 briefly examines the relevance of the Sector-Wide Approach (SWAp)
concept and the feasibility of its pursuit in troubled contexts, and sketches SWAp-
oriented initiatives to be considered in such contexts as possible ways forward.

Module 9 Studying the healthcare network

The module examines the ways healthcare networks evolve under the effects of
disruptive forces. After a broad review of composition, balance and shape of the
overall network, relevant aspects — such as geographical distribution, ownership,
physical and functional conditions of health facilities — are discussed. The need to
disentangle new patterns as they emerge from old distortions, which may worsen
during the crisis, is stressed, and techniques are suggested to aggregate available
figures into useful indicators for the study of the network. Particular attention is
given to hospitals and PHC facilities, as well as to their mutual relationships. The
difficulties of planning the recovery of a disrupted health network are sketched,
alongside ways to tackle them.

Annex 9 offers practical guidance on the building of a summary database of health
facilities.
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Analysing human resources for health Module 10

Module 10 reviews the many aspects to be considered in the study of a health
workforce. It starts with the most common developments witnessed in troubled health
sectors. It then discusses the size and composition of the workforce in relation to the
population to be served and the healthcare network to be operated. The main features
of the workforce of several battered health sectors are summarized, highlighting
similarities as well as differences.

Training, attrition, job descriptions, deployment, staffing patterns and staff
performance are in turn considered, as is the subject of volunteer health workers,
a prominent feature in many protracted crises. Issues related to regulating human
resources are touched upon. The role of expatriate staff is briefly covered. The
challenges posed by the integration of formerly rival health workers into a unified
workforce are considered. Civil-service and salary provisions and constraints are in
turn discussed. The module concludes with a review of strategies to be adopted to
restructure a distorted and dilapidated workforce.

Annex 10 presents the post-conflict restructuring of the Mozambican health
workforce. The baseline situation is compared to the human resources for health
resulting from implementing a 10-year plan. Achievements are singled out alongside
shortcomings.

Studying the pharmaceutical area Module 11

The module discusses the patterns observable in the pharmaceutical area of
most conflict-affected health sectors. The usual difficulties in data gathering and
intelligence faced in such contexts are amplified by the peculiar features of the
pharmaceutical field, which demands some additional expertise from analysts of
health systems. First, drugs policy is reviewed in its main components, namely
policy formulation, drug selection, registration and quality assurance, regulation,
financing, procurement and distribution. Then, key logistical aspects of the drug
cycle are discussed: production, warehousing, distribution and waste. The merits of
alternative approaches to these functions are compared. The ways pharmaceutical
areas adapt to disruption if left to their own devices are described, alongside the
reform opportunities offered by protracted crises. A discussion of the steps required
to restructure the area closes the module.

Annex 11 presents a map of actors and activities in the Southern Sudanese
pharmaceutical area, sketched in spring 2006.

Formulating strategies for the recovery of a disrupted Module 12
health sector

The module discusses practical ways to approach the recovery of a disrupted health
sector, suggesting step-by-step iterations aimed at appraising and costing merits and
drawbacks of different broad aggregate options available to policy-makers. Ways to
project the effects of conservative recovery strategies, alongside those induced by
the adoption of alternative service delivery models, are described. Flaws common
in troubled health sectors and possible policy responses are sketched. The methods
described are intended to be applied to a transitional context, such as during the last
years of a conflict, when peace negotiations are under way and a final settlement is
expected.

Annex 12 presents summaries of some completed reconstruction processes, proposed

as empirical reference frames for decision, when future opportunities for recovery
emerge in troubled health sectors.
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Module 13 Producing a health sector profile

The practicalities of developing a health sector profile (HSP) are introduced, starting
by describing its nature and goals, then discussing timing, preparatory work, political
and organizational aspects of the exercise. Indicators to be collected, a few hints
related to interviews, the management of the gathered information and the writing
of the report are in turn reviewed. A production template is presented, sketching the
many issues to be kept in mind during the study. A barebones approach to carrying
out a rapid exploration of a disrupted health sector, within a tight time constraint,
closes the discussion. After it, several examples of HSPs, born out of different
situations, are briefly reviewed.

Annex 13 proposes a concise way of mapping the information collected on a troubled
health sector, using the example of Somalia in 2008, presenting together main issues,
doubts about findings, policy options, and relevant lessons learnt.

Module 14 Resources

This module brings together several resources considered as valuable for the study
of health sectors in crisis. First, some sources of relevant information are briefly
reviewed. A table follows with definitions of many relief or aid management
instruments and related references. A glossary of concepts and definitions, covering
a range of key epidemiological, statistical, economic, financial, management and
aid-related terms, is included. The module is closed by introductory notes to selected
health sectors in crisis, complemented by recommended reading.

Module 15 Exercises

This module proposes exercises intended to encourage the reader to deepen her/
his understanding of the issues covered by the manual. Ideally, after studying each
thematic module, the reader should complete the related exercise. Most exercises
are based on original materials produced in actual health sectors in crisis. A mix of
quantitative and qualitative approaches is used along the module, to reflect the work
that an analyst needs to realize to reach an adequate understanding of the health
systems under study. Some exercises aim at familiarising the reader with analytical
tools presented in the manual, and at extracting valuable meaning from them. The
difficulty of the exercises roughly increases as the reader proceeds through the
module. Each exercise is followed by its feedback, which offers what the authors of
this manual consider as satisfactory answers.
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Thematic reading paths

Some key themes are discussed many times across the manual, from different and
hopefully complementary perspectives. By their importance, these themes deserve
full, stand-alone modules. For the time being, and for the sake of keeping the manual
manageable, they remain distributed over several modules. The interested reader
may find useful the reading paths related to Aid, Health planning, Primary health

care and Recovery from conflict to peace.

Module Chapter Aid

3

The politics of humanitarian aid
Aid patterns
Annex 3: Post-conflict needs assessments

Actors
Understanding coordination

Sources of financing. External assistance
Annex 6a: Why and how to carry out a survey of external resources

Managing aid

Annex 8: SWAp-oriented instruments in conflict-affected and
post-conflict health sectors

14

Relief/Aid management instruments/Coordination mechanisms

15

Exercise 3. Projecting aid to the health sector, in order to reach
some set targets

Health planning

Using available information to develop projections

Annex 2: Monitoring patterns and trends in the health sector:
indicators to be considered for choice

The present resource envelope
Patterns of allocative decision-making
Forecasting the future resource envelope, in a recovery perspective

Healthcare delivery models

Managing aid
Prevailing planning practices

Planning the recovery of the healthcare network
Annex 9: Why and how to build a database of health facilities

10

Strategies to restructure a distorted and dilapidated workforce

11

Restructuring the pharmaceutical area

12

Formulating strategies for the recovery of a disrupted health sector
(entire module)

15

Exercise 2. Choosing indicators to monitor the recovery of the
Somali health sector

Exercise 9. Choosing summary functional criteria to classify health
facilities

Exercise 10. Assessing a post-conflict plan to strengthen human
resources for health
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Primary health

care Coverage of health services
Assessing the effectiveness and efficiency of health service delivery
Healthcare delivery models
Essential health service packages
7 Vertical programmes
Urban healthcare delivery
Mobile healthcare provision
Health care of displaced populations
Annex 7: Contracting for health services

8 True Story No. 14. Spontaneous development of healthcare
provision in a war-affected district

9 Primary Health Care (PHC) facilities (but the whole module relates
to PHC)

Job descriptions, training contents and professional qualifications
10 Staffing patterns

Semi-professional cadres: community health workers (CHWSs),
volunteers, aides, etc.

11 Supply schemes by ration kits

12 Common systemic flaws and possible policy responses
15 Exercise 7. Considering pros and cons of contracting out health care
provision
Recovery from
conflict to The outcome of the disruption
peace A basic typology of conflicts
3 Decentralization in a disrupted country

The future country context: implications for the health sector
Annex 3: Post-conflict Needs Assessments

True Story No. 7. “Big Bang” health sector reform in Kosovo,
2001-2006

5 Formulating a new health policy at the start of a transition from war
to peace

Annex 5: Establishing a Policy Intelligence Unit

Forecasting the future resource envelope, in a recovery perspective

6
Contextualizing sustainability
Healthcare delivery models

7 Essential health service packages

Annex 7: Contracting for health services

True Story No. 13. Sector budget support to provincial recurrent
expenditure in Mozambique in the 1990s

Regulation

Decentralization in a fragile health sector
8 Revamping crippled management systems

Assessing existing capacity

Capacity building

Annex 8: SWAp-oriented instruments in conflict-affected and
post-conflict health sectors
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Recovery from

10

Integrating formerly rival health workers
National human resource development strategy
Strategies to restructure a distorted and dilapidated workforce

True Story No. 17. Rationalist planning in a politically-charged
context: human resources for health in Angola during the transition
from war to peace

Main lessons learnt in previous crises

Annex 10: Restructuring the workforce in a post-conflict health
sector. Mozambique 1990-2002

11

Restructuring the pharmaceutical area

Annex 11: Mapping actors and activities in the Southern Sudanese
pharmaceutical area

12

Formulating strategies for the recovery of a disrupted health sector
(entire module)

13

Annex 13: Supporting the recovery of the Somali health sector

15

Exercise 12. Drawing general lessons from documented health
recovery processes

conflict to
peace
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Further Study

Across the manual, Recommended reading and References have been selected
without any pretence of exhausting the field under scrutiny. The goal of these entries
is to help the user of the manual explore an issue in a fairly short study time, rather
than to gain familiarity with the whole relevant literature, which in many cases is
huge. On several occasions, no satisfactory materials addressing a specific issue in
disrupted environments were found. In these cases, the choice fell back to good
discussions of the issue in stable health sectors. For an example, see below Green,
2007.

Recommended reading (general)

Abel-Smith B (1994). An introduction to health: policy,
planning and financing. London, Longman.

“The book does not pretend to be value-free. It starts from the value premises
underlying the ‘Health for All’ programme. The premises are that all people have
a right to health, in so far as this can be achieved. It follows from this that the
aim of equity ... should underline health policies”. The book tries to cover the
whole range of the world socio-economic contexts (including the former Soviet
Union), thoroughly avoiding the dissociation between health policy in affluent and
poor societies, so common until a few years ago in the literature on “developing
countries”. The issues faced by planners, economists and politicians are the same:
resource scarcity, political pressures, priority-setting, cost containment, inadequate
implementation. What makes the difference is the mix of “environmental”
constraints. Not surprisingly, in poor countries the task is tremendously complex.

Abel-Smith acknowledges that there is little scope for optimism, but argues that
lack of action by government (i.e. leaving the health market to the natural course
of the events, or — better said — unregulated) is out of the question, if equity is the
key concern. Therefore, “it is better to plan than not to plan’; “no plan is realistic
until it is costed”; “a modest plan is safer than an ambitious plan”; ‘it is easier
to add to a plan later on than cut it back”; “a plan can be based on alternative
scenarios from very pessimistic to modestly optimistic” and so on. Are evidence
and common sense the ultimate life jackets for the world’s poor? This golden
booklet, testament of a lucid as well as principled thinker, seems to believe that.

Green A (2007). An introduction to health planning
for developing health systems. 3rd ed. Oxford, Oxford
University Press.

A classic textbook, clear, comprehensive and readable, which offers the best
available review of the field, thoroughly balancing techniques with real-world
concerns and constraints. Green provides a fair appraisal of the most influential
ideas that have shaped health systems world-wide, examining their strengths
and weaknesses, as well as the assumptions and values they are built upon. In
spite of portraying the difficulties of planning health care in developing countries
and admitting its unsatisfactory record to date, the book nonetheless succeeds in
conveying the necessity of supporting decision-makers with rational, evidence-
based approaches, stripped of ideological elements and wishful thinking.
Worthwhile reading for every practitioner interested or already involved in health
planning. Even if the book does not address the specific features and additional
constraints of health planning in troubled environments, it provides a wealth of
general insights and instruments, against which crisis-adapted approaches can be
developed.
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Kaldor M (2006). New and old wars: organized violence
in a global era. 2nd ed. Cambridge, UK, Polity.

An important book, arguing that the organized violence affecting many areas of
the world can be understood only through a new paradigm, which breaks away
from the traditional vision of war still upheld by politicians and the military,
at least in the Western world. “ ... [T]he new wars involve a blurring of the
distinctions between war (usually defined as violence between states or organized
political groups), organized crime (violence undertaken by privately organized
groups for private purposes, usually financial gains) and large-scale violations of
human rights (violence undertaken by states or political organized groups against
individuals).”

Organized violence in the twenty-first century is characterized by global
connections, local manifestations, a high degree of informality and decentralization,
and identity politics. While they differ sharply from modern wars fought between
states, the new wars present also pre-modern features. Ignoring the reality
emerging on the ground exposes governments to fatal risks. The war in Iraq has
tragically confirmed the analysis expounded in this book, that old approaches to
war are dangerously inadequate in a global era.

Morgan P (2005). The idea and practice of systems
thinking and their relevance for capacity development.
European Centre for Development Policy Management.
Available online at: www.capacity.org, accessed 23 August
2008.

Fascinating and surprisingly accessible discussion of the potentials and drawbacks
of systems thinking, once applied to development practice. The limitations of
reductionist approaches to systemic issues are clearly laid down. The need for
moving away from mental models and organizational structures poorly adapted to
a complex, fuzzy, changing world is well argued.

Whether systems thinking as it stands today represents the way forward remains
an open question. The approach is appealing, but not always rewarding or even
meaningful. “Systems thinking is thus always struggling to balance mystery with
mastery, between failing to understand anything of significance and claiming to
understand everything.” Formidable conceptual, cultural and institutional barriers
have to be overcome before systems thinking is adopted in standard development
practice. But that the aid industry desperately needs a breath of fresh air is beyond
question.

The interested reader may investigate the field further in:

Ramalingam B, Jones H, Reba T and Young J (2008). Exploring
the science of complexity: Ideas and implications
for development and humanitarian efforts. Overseas
Development Institute. Working Paper 285. Available online
at: www.odi.org.uk, accessed 26 November 2008.
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True stories presented in this manual
Number Title Module

1 Comparing coverage figures in Sudan 2

2 Population figures in Mozambique 2

3 Understanding the evolution of the Afghan health sector 3

4 Interpreting mortality data in Iraq 4

5 Rapid needs assessments in the Iraqgi health sector in 2003 4

6 Policy studies in Angola in the 1990s 5

7 "Big-bang" health sector reform in Kosovo, 2001-2006 5

8 Making an inventory of NGO projects in the Sudanese health sector 5

9 The transaction costs of coordination: negotiating a standard salary 5
policy in Afghanistan, 2002-2003

10 Summary indicators, Sudan 2002 6

11 Estimating the health expenditure of the Iraqi health sector in 2004 6

12 Coordinating aid in the political vacuum of Somalia 8

13 Sector budget support to provincial recurrent expenditure in 8
Mozambique in the 1990s
Spontaneous development of healthcare provision in a war-affected

14 L 8
district

15 Devolution in Sri Lanka 8

16 The composition of the healthcare network in Afghanistan 9
Rationalist planning in a politically-charged context: human

17 resources for health in Angola during the transition from war to 10
peace

18 Drug donations to Mozambique in 2000 11

19 Responding to the collapse of drug supply systems in the 11
Democratic Republic of the Congo

20 Estimating the cost of revamping the health care network in 12
Mozambique

21 The saga of the Palestinian Health Sector Review 2003-2007 13




Analysing Disrupted Health Sectors Page 30

Tables included in the manual

Title Module

Definitions of selected concepts used in the module 2
A pragmatic classification of the data found in a protracted crisis 2
(I\:/Ihoor;icté)ring patterns and trends in the health sector. Indicators to be considered for Annex 2
A basic typology of conflicts 3
Gross national income (GNI) and aid per capita in war-torn areas (US$) 3
A simplified chronology of the health sector in Angola 3
Comparing post-conflict needs assessments Annex 3
Demographic indicators for selected countries in crisis 4
Crude mortality rates in selected acute emergencies 4
Definitions of selected concepts used in the module 6
Health expenditure for selected war-torn countries 6
Forecasting future resource patterns, in a recovery perspective 6
Service consumption and coverage in selected health sectors 7
Alternative healthcare delivery models deserving consideration 7
Some aspects of quality of prescription in selected countries in crisis 7
Health facilities, by level of care 9
fr?;ri]se indicators related to the healthcare network, collected in health sectors in 9
Variables to be considered for inclusion in a database of health facilities Annex 9
Features to be considered in a review of the workforce 10
Summary features of the workforce, in selected war-affected health sectors 10
Size of health teams, by type of facility 10
National staff employed by the national health service (Mozambique) Annex 10
Deployment of skilled health workers, by region (Mozambique) Annex 10
Average health teams, 1990-2002 (Mozambique) Annex 10
Selected indicators for the study of the pharmaceutical area 11
Mapping actors and activities in the Southern Sudanese pharmaceutical area Annex 11
Common systemic flaws and possible policy responses 12
Supporting the recovery of the Somali health sector Annex 13
Relief/Aid management instruments/Coordination mechanisms 14
A glossary of concepts and definitions 14




Making (rough) sense of (shaky) data

"True genius resides in the capacity of evaluation of uncertain, hazardous, and conflicting information.”
Winston Churchill
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Contents

The module presents an overview of the information field. It introduces, sometimes
in detail, several of the main themes and issues to be discussed throughout the
manual. First, customary information systems, and the way they adjust — or often
succumb — to crisis, are briefly described. We then discuss how figures can or cannot
be manipulated to be turned into information and intelligence. Key features of data,
such as validity, precision, relevance, and their relative importance, are considered.
Approaches to data cleaning, and many common flaws usually undermining the
usefulness of available data, are reviewed. Particularly highlighted is the value
of using the vast amount of disconnected data frequently available in disrupted
environments. Information uses, the design of information systems, and ways of
disseminating the collected information are the final part of this module.

Annex 2 presents several important indicators, potentially relevant to the study of
disrupted health sectors, alongside comments on their usefulness, strengths and
shortcomings.

Introduction

In complex emergencies, marked by uncertainty and instability, the information
base is generally weak and fragmented. Information systems are badly affected and
sometimes collapse; their coverage is invariably reduced', communication and access
to troubled areas are difficult, data are outdated and incomplete, standardization is
poor, and the collection and analysis of data clash with other priorities. Some say
that the strongest indicator of a crisis is the lack of information, often in spite of
the availability of large amounts of unused data. Even in an extremely disrupted
situation like Afghanistan in 2002, health data, although incomplete, of variable
quality and scattered among different sites, were available. However, the capacity to
compile them, judge their accuracy and make sense of them in a comprehensive way
was absent. In most such cases lack of coordination, overcrowding of autonomous
players, communication and security constraints, fast-evolving environments, and
loss of institutional memory are the main causes of this state of affairs.

The information environment

Before the crisis, the health sector may have maintained several routine information
systems:

* A disease-oriented system, focusing on morbidity and mortality reporting,
sometimes called Health Information System, often including a surveillance sub-
system geared to identifying communicable disease outbreaks. Usually it is the
oldest system in place.

* An administrative control system, reporting about staff, facilities, activities,
equipment etc. Often internally split, with, for example, personnel presented in a
way unlinked to facilities, or to outputs, or even to salary expenditure.

* A financial information system, reporting budgets and expenditures, usually
according to general financial procedures established by the ministry of finance
(MoF) and enforced across the whole public sector. Such financial information
systems, usually designed to satisfy central administrative requirements, often
poorly accommodate the needs of sectors devoted to service delivery over most of
the country’s territory, which are naturally concerned with peripheral operations.

» Several special information systems, implanted by vertical programmes or some
central departments, sometimes to address the shortcomings of the mainstream

1 The resulting reduction of coverage is often differential: areas that become
non-covered due to insecurity or other reasons may become different in other
respects, including health.
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systems, in other cases to adhere to international standards, such as for certain
disease-control programmes.

Usually, these routine information systems are run distinct from each other, according
to the instructions and the requirements of different agencies. Thus, cross-checking
expenditure figures against output data may be impossible due to the mutually
inconsistent design of the respective systems. Each system has been conceived
in isolation, to reflect the different needs and points of view of epidemiologists,
managers, accountants, and donors. Attempts at correcting this functional
fragmentation so that most information is collected and analysed within the same
consistent system, have taken place in a variety of situations, in some health sectors
several times, with limited success. In fact, to design a comprehensive information
system able to satisfy the requirements of most concerned parties at all levels of
healthcare management is a daunting challenge.

Alongside routine information systems, a wealth of data is usually collected by
dedicated surveys. In some cases, the choice of these instruments is due to the nature
of the information needed, ill-suited for routine collection. New surveys are launched
also because those who promote them are unaware of the yield of routine systems,
or because they consider their results unreliable or inadequate, or just because they
ignore the existence of other surveys. In most cases, different departments or agencies
carry out similar surveys in isolation, duplicating efforts in a way that makes the
merging of the collected data difficult or impossible.

The picture sketched above, prevailing in most stable health sectors, is likely to
degenerate during a protracted crisis: some data collection activities close down,
whereas others survive so crippled that their outputs become meaningless. Ad hoc
data collection systems are implanted by newcomers. Virtually all aid agencies
support in one way or another information-related initiatives. Surveys proliferate,
as all parties promote them to appease their hunger for information. Cavalier
approaches are commonplace, to such a degree that “rapid appraisal methods” in
some cases might be more accurately described as “misleading or meaningless
appraisal methods”. Dissemination of the available information suffers greatly, so
that a large part of information collected remains unused. Shared resource centres
close down or become disorganized. Old information is lost. Most organizations
respond to this decay by establishing their own information storage capacity, which
frequently remains inaccessible to outsiders. As important insights fall into oblivion,
the same studies are repeated time and again.

In entrenched crises, no information system can objectively be recognized as such.
Rather, the analyst wanders in a murky information environment, filled with figures
but barren of facts, where the few good data are hidden by lots of bad ones and the
noise of irrelevant information. Unused information “building blocks” are usually
available in the environment, often shelved and forgotten in the most unexpected
places. Before launching new rounds of data collection, a serious effort at extracting
further understanding from what is already on offer (although sometimes at a high
retrieval cost) should be made. Beyond gaining intelligence through this digging and
collating work, analysts can identify in this way the main information gaps to be
addressed by future studies.

Information sources

Useful information can be obtained from disparate sources:

*  Documentation centres maintained by United Nations (UN) or donor agencies, or
government departments. Of uneven quality, they vary from country to country.
Their data are often aggregate at national level, which can make them less
useful. A tour of most of these documentation centres is always needed. Gaining
access to some of them may be difficult. In many cases, precious information is
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available abroad, at the headquarters (HQs) of an international agency or at an
academic institution.

*  Routine information collected by the government (Ministry of Health [MoH],
MOoF, etc.). Health authorities tend to maintain some reporting activity, generating
data that frequently await compilation. Most departments prepare some figures,
rarely cleaned or cross-checked and usually incomplete. Statistical reports may
have been published over several years, but stopped being produced as the crisis
deepened. Additionally, government officials may be reluctant to publish or share
with outsiders data of an “internal” or “classified” nature. Indeed, in a country
ravaged by internal conflict, health information may sometimes be of some
military or intelligence interest. Besides these concerns, awareness of the flaws
of the collected information may discourage its disclosure to external scrutiny.

*  Evaluation and supervision reports. Heterogeneous materials often offer pieces
of information that can become useful for a systemic analysis. Aspects not
covered by routine information systems, such as patterns of prescription, can
be explored by tapping these sources. Also, they may help to validate routine
information findings.

» Standardized surveys, such as the Multiple Indicators Cluster Survey and the
Demographic and Health Survey:

- The Multiple Indicators Cluster Survey (MICS) is a household survey
programme developed by the UN Children’s Fund (UNICEF) to fill the
data gaps common in many countries regarding the situation of women and
children. They are repeated every five years, which make a trend analysis
usually possible. The MICS includes indicators about health status (maternal
and child mortality), nutrition, access to water and sanitation and health
practices. The survey consists of three parts: a household questionnaire, a
questionnaire of women aged 15-49, and a questionnaire for caretakers of
children under 5. The first round of MICS was conducted in more than 60
countries; since 2005 it has expanded to cover maternal and newborn health
care, malaria, knowledge of HIV/AIDS etc. Mortality data derived from
MICS cannot be directly compared with those estimated from retrospective
mortality surveys (see Module 4) because of the different methodology.
Online source: www.childinfo.org.

- The Demographic and Health Surveys (DHS), supported by the United
States Agency for International Development (USAID), focus on fertility
and mortality, health status, family planning and nutrition in developing
countries. Common methodologies and survey instruments are utilized
across countries, so that indicators are comparable. DHS surveys have a
country focus and, due to the relatively small sample sizes, an analysis at
regional level is usually not possible. To overcome this difficulty, census
data have been combined with DHS data for within-country analysis. DHS
have been carried out in more than 70 countries around the world. Their
scope has recently expanded to cover health practices, anthropometric
indicators, sexual behaviour, HIV and socio-economic information. The
web site www.measuredhs.com includes survey tools and datasets for cross-
country comparisons. As for comparison of mortality with the traditional
retrospective surveys, the same limitations of MICS apply. For a discussion
of DHS in conflict settings, see Drapcho and Mock (2000).

*  Survey data (often available at NGO offices). Surveys promoted by
nongovernmental organizations (NGOs), usually focusing on the areas covered
by them, may be of limited geographic or thematic scope. In some cases, it is
possible to assemble several pieces of information from disparate surveys. More
often, incompatible data presentations make findings unsuitable for aggregation.



Module 2 Making (rough) sense of (shaky) data Page 35

*  Surveillance schemes, sometimes established and maintained by aid agencies or
NGOs.

* Databases and data repositories managed by research or academic institutions,
such as the CE-DAT, run by the Centre for Research on the Epidemiology of
Disasters (CRED), which compiles standardized data on the human impact of
conflict and makes them public online.

*  Media, which often suffer from insufficient quality and/or coverage of data, but
may represent a useful source of information, mainly when primary data are not
available. Caution in using these data is always required.

*  Personal files maintained by knowledgeable people, who may have amassed
precious documents covering past events. Veterans of protracted crises, spurred
by the collapse of official documentation capacity, may purposely start collecting
valuable information to preserve it from loss. In some cases, even outsiders
with a lasting relationship with a troubled health sector may have maintained
rich collections of reports, which may span several years. Files maintained by
knowledgeable people are doubly precious, because they are likely to result from
a quality selection, whereby useless or flawed documents have already been
discarded. Also, informants can provide useful clues about the relevance and
accuracy of the materials they have kept.

Email contacts are helpful to approach prospective informants, to explain to
them what information is sought and to obtain data. Given the outward migration
elicited by a protracted crisis and the quick turnover of actors, a conspicuous
proportion of the information obtained may come from abroad.

* In most situations, knowledgeable insiders relate to each other through informal
information networks, which can represent the most useful, reliable and
inexpensive source of understanding. For the outsider analyst, to penetrate these
loops can represent the single most important step towards gaining true insights
into the situation. Knowledgeable people are essential not only as sources of
information, but also as checkers of the validity of the analysis eventually carried
out. The outsider analyst sometimes stumbles fortuitously into such a loop. But a
proactive, interactive approach, which openly offers to interested colleagues the
information already collected, can increase the chance of success. Unfortunately,
some knowledgeable people are reluctant to share the information they control.
Also, certain agencies or departments within agencies tend to remain secretive.
Given that the active exchange of data increases their quality, secretive parties
are unlikely sources of first-class information or analysis.

Definitions of selected concepts used in the module

Term Definition

The degree to which a measurement or an estimate based
Accuracy on measurements represents the true value of the attribute
that is being measured (see validity below).

) Deviation of results or inferences from the truth, or
Bias processes leading to such deviation. Its presence leads to
inaccuracies.

Data Raw material - facts and figures, not analysed.

Variable that indicates or shows a given situation, and thus

Indicator can be used to measure change.

The meaningful collection, manipulation and transformation
Information of data in a way that enhances the comprehension of the
studied events.

Precision The quality of being sharply defined through exact detail.
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Term Definition

Indicator of something which is, by its complex nature,

Proxy inherently unmeasurable.

Random Error Error generated by an imprecise measurement.

Shorthand Indication of something which one could in theory measure,
but measuring of which would be very costly.

The degree to which a measurement measures what it
Validity purports to measure. Sometimes used as synonymous of
accuracy. For the subtle distinction, see Last (2001).

Note: Additional terms, extended definitions, as well as related sources and recommended
readings are presented in the Glossary included in Module 14. Resources.

Data, Information, Intelligence

“All receipt of information is necessarily the receipt of news of difference” (Bateson,
1980).

Rough data convey little meaning. Once processed in the right way, they are
transformed into information, i.e. into something contributing to the understanding
of a particular aspect under scrutiny. When relevant pieces of information are brought
together into a meaningful picture, the resulting understanding may rise to a level
qualitatively superior to the one provided by the separated pieces. Intelligence, or
deep knowledge of an issue, of an order not previously available to everybody, is
obtained.

For instance, the absolute number of deaths registered during a crisis is not particularly
instructive. Once related to the studied population and turned into a rate, it becomes
more interesting, because it is now possible to make comparisons. Tabulated over
time, it may show change, hence offering further meaning. Comparing these clues
to rates and trends computed during other crises gives a measure of the seriousness
of the situation, which improves the understanding of events. Disaggregated by sex,
age, ethnic and social group, provenance, exposure to certain events, main working
activity etc., it may suggest the factors behind the vulnerability or the resilience of
some people. Further intelligence of events emerges in this way, by bringing together
disparate pieces of information, so that the eventual picture makes sense. Sensible
and effective actions may be conceived and introduced.

The manipulation of figures must be purposeful. To disaggregate the recorded
deaths is totally useless, if the cause of death did not discriminate among targets.
Clearly, collecting and manipulating vast arrays of figures in the hope that something
interesting emerges is a waste of time?. Unfortunately, this is precisely what many
information systems keep doing.

Indicators

“Indicators are a way of seeing the big picture by looking at a small piece of it”
(quoted in von Schirnding, 2002). Well-chosen indicators are extremely helpful.
Badly-chosen ones may be extraordinarily misleading. Even good indicators may lead
to wrong conclusions, hence to misconceived actions, when they are mis- or over-
interpreted. A common pitfall is to mistake the indicator for the issue of higher order
it was supposed to represent, and pursue a change in the indicator for its own sake. An
eloquent example of this misconstruction, which has deeply influenced international
health policy for decades, is given by Graham (1989), in relation to mortality, chosen
as a proxy for health status, in the hope that the outcomes of health interventions
carried out to improve the latter would be captured by measuring the former:

2 This is equivalent to “data dredging” in epidemiological studies, where a huge
number of variables is collected and then related to a large number of outcomes,
with one in 20 of the associations examined being “statistically significant”
(Smith and Ebrahim, 2002).
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“The role of mortality measures in setting health priorities seems to have gone full
circle. Initially the major justification was based on the apparent ease of measurement,
relative to other outcomes. In the high mortality situations in developing countries,
however, the major health strategies, especially with regard to infants and children,
became ‘mortality driven’. Success became synonymous with mortality reduction
and contributed to the emphasis on medical technology. Mortality reduction became
the goal, not just the measure”.

For a comprehensive discussion of indicators, refer to Lippeveld, Sauerborn and
Bodart (2000).

Accuracy, precision, relevance, cost of indicators

In a complex emergency, as important decisions are taken on the basis of incomplete
information, timeliness takes precedence over precision. Lack of technical skills and/
or security conditions impose the use of “quick and dirty” information. In unstable
situations, precise estimates may be a waste, “little more than an exercise in the
quantification of misery” (Adeyi and Husein, 1989, quoted in Sandiford, Annett
and Cibulskis, 1992): populations move, an outbreak flares up, the access to food
decreases. Then, the situation on the ground may have changed by the time the
findings of a survey are available.

Accuracy and Precision

A. Both accuracy and precision B. Accuracy only

Jekel et al. 1996

Summary findings are acceptable for a health manager under pressure: “precise
quantification of incidence or prevalence rates rarely influences the choice of
programmes offered by the health services” (Sandiford, Annett and Cibulskis, 1992).
Losses in precision are not an important issue when a response is urgently required
or decisions will be taken in any case, and imprecise estimates do not change a
course of action. Accuracy, instead, is crucial for guiding action. In fact, inaccurate
data may result in wrong decisions, leading to avoidable deaths or suffering and to
waste of resources.

When John Maynard Keynes said “It is better to be vaguely right than precisely
wrong”, he alluded to this crucial distinction. And, we can add, it is better to be
vaguely right and on time than precisely right and late.

The aspect under study may be pictorially portrayed as a target and the measurements
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as shots. A is rarely attainable in protracted crises, whereas C and D are plainly
misleading. B remains the best possible approximation even if the obtained estimates
diverge to a large degree from the true value. In the box below, the concept is applied
to the hypothetical estimate of a crude mortality rate. Clearly, if C and D were
retained as reliable estimates, wrong decisions might be made, whereas estimate B
would offer an acceptable guidance for action.

Information does not come for free, particularly in a crisis. The desired features
of information (validity, relevance, completeness, timeliness, precision) must be
related to the use of this information, the capacity of decision-makers to use it and
the resources that are in place for implementing those decisions. The cost incurred
in collecting an indicator should be a function of the decisions related to it. When
they bear important present and future implications and indecision about the best
course of action prevails among actors, the high cost of collecting relevant and
unambiguous indicators is fully justified. Otherwise, expensive surveys may be
launched to provide technical respectability to decisions already taken on political,
ideological, or convenience grounds. When this is the case, a reconsideration of the
chosen approach is rarely triggered by the survey findings. The survey is likely to be
a waste of resources.

The real cost of collecting indicators is usually unknown, but in some cases is high,
particularly with dedicated surveys, or when the start-up investment needed to
implant a routine system is taken into account. In violent environments, the risk
incurred by surveyors and those surveyed must be included among the costs of the
obtained information.

Accurate vs. Precise Measurements
Assuming that in the area X in August 2002 the “real” (unknown) Crude
Mortality Rate was 1.6/10,000/day

1.5 (1.4 - 1.7) would fall in the A. category: an accurate (unbiased)
and precise estimate

1.2 (0.8 - 1.9) would fall in the B. category: an accurate but imprecise
estimate

0.6 (0.3 - 0.8) would fall in the C. category: an inaccurate (biased) but
precise estimate

0.6 (0.1 - 1.2) would fall in the D. category: an inaccurate (biased)
and imprecise estimate

Note: Confidence intervals shown in parentheses

When the choice of indicators is discussed, the cost of collecting them is usually
given only cursory consideration. The opportunity cost, that is the output of busy
health workers foregone because of data collection, may be high. Furthermore, the
opportunity cost of allocating scarce technical capacity to collecting data of marginal
policy value may be enormous. Conversely, when a collection system is already
in place and is under-exploited, to demand additional output from it makes good
economic sense.

Developing “"hunches” for figures

Strengthening the information base is the starting point of any analysis. The spotting
of unreliable figures is based on common sense, experience and some logical
assessment of the data set. Previous first-hand exposure to the phenomena under
study greatly facilitates the task of the analyst. Having participated in health service
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delivery attaches additional meaning (and emotional content) to the gathered data
and assists in the singling out of aberrant figures. Also, it enables the analyst to take
full advantage of contextual information.

Linking indicators related to the same areas, or referring to sequential steps in a
chain, may lead to the identification of oddities, figures that don’t fit into the picture,
or raise doubts about the validity of other data. In most cases, the review of available
data yields several values for the same indicator, sometimes produced by different
sources, sometimes by the same agency or department, unable to consolidate data
because of its internal fragmentation. In this common situation, diverging figures
must be compared for reliability, so as to select the ones looking the least problematic,
given a certain context. Of course, these decisions imply rather subjective judgments
and call for the frequent revisiting of old choices, which new data might have proved
as unwise.

True story No. 1
Comparing coverage figures in Sudan

In Sudan in 2002, two coverage values for attended deliveries were
found:

deliveries attended within health facilities: 12%
deliveries attended by skilled staff: 57%

Clearly, such a high coverage of deliveries attended by skilled
staff against an extremely low proportion of deliveries attended
within health facilities would be possible only if home care were
very developed. Alternatively, ‘skilled staff’ could encompass also
traditional birth attendants (TBAs). This possibility, in order to be
accepted, should be checked against the number of TBAs trained
during recent years and considered as active. Unfortunately, no
related report was found. As other available coverage figures were
rather low, as shown in True story No. 10, the lower coverage value
(for deliveries attended within health facilities) of 12% was retained
as more consistent with the overall picture.

Suspect data can be checked at their source and corrected, or rejected when no
supporting evidence of their validity is found. Outputs disproportionate to reported
inputs, outcomes raising doubts about outputs, or reported achievements unheard
of in other protracted crises are just examples of suspect figures. Ratios and rates
using the same denominator, such as population, once compared and found widely
divergent, alert the analyst to potential problems.

Merely using the information, triangulating it with other sources, checking its internal
consistency, and comparing it with other standards allows for the identification of
data weaknesses, and suggests ways to overcome them. Spotting unreliable data
puts pressure on data collectors, who in this way are made aware that their work is
scrutinized and critically assessed. As a result, the next reports may become stronger.
Not using the information because it is of low quality is too often a comfortable
excuse for not probing it. Dismissing available information as unreliable and useless
is likely to turn into a self-fulfilling prophecy: sooner or later the unused information
becomes unreliable and useless.

The lack of information, if judiciously addressed is, the best “piece of information”
for crisis decision-making. The manager, at least, knows that s/he has to investigate
further, using all available sources and local intelligence. If the issue or the
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geographical area for which no information is available is important, s/he knows that
something is wrong. Actions contingent upon this weakness may be designed and
altered as soon as information improves. Conversely, the lack of information may
lead decision-makers to despair about their chances of understanding events in the
field and trigger evidence-free decisions. Even worse, the lack of information may
embolden ideology-driven players, who are left free to proceed with their favourite
approaches, unrestrained by solid counter-arguments.

Important insights may be obtained exploring what reports do not mention. In official
documents, silence about or only cursory, vague reference to the ongoing conflict is a
surprisingly common finding. Thus, districts occupied by rebel forces may be quietly
removed from the list of reporting health authorities, to reappear months or years
later, as the fortunes of war change.

Comparing the indicators obtained with others related to countries affected by similar
crises helps to strengthen the analysis. The finding of a strikingly dissonant figure
may call for a further quality check to identify possible mistakes. If that peculiar
value is confirmed as reliable, the presence of a feature unique to the disrupted health
sector under scrutiny can be considered for further investigation. For instance, in
the table Health Expenditure for selected war-torn countries included in Module
6, the indicator Private health expenditure as % of GDP for Cambodia (7.8%) is
recognizably out of range. Most reports point to the post-war expansion of private
healthcare provision as a special feature of the Cambodian health sector, thereby
confirming this finding and calling for a thorough analysis of its implications.

Indicators from other troubled countries may also help when having to choose
among competing values of the same indicator, whose reliability cannot be directly
checked. In the absence of better criteria, the figure(s) found as the most consistent
with similar contexts may be cautiously and temporarily preferred to others.

As faulty figures are discarded and credible data are retained and assembled in a
sort of mental patchwork, an increasingly more meaningful and consistent picture
of the health sector, or of discrete parts of it, can be built. New reliable data may
fit easily into this picture, or force the analyst to reconsider it. Confidence in the
profile of the health sector emerging from the fog of wrong figures, unsubstantiated
claims, inconsistent data, and unproven beliefs increases. Annex 13 presents a matrix
condensing the main features of the Somali health sector in 2008.

To improve their validity and internal consistency, broad preliminary findings may
be submitted for verification to knowledgeable people. Also, field visits must be
used to confirm or conversely question a pattern tentatively suggested by available
data. For instance, aggregate national figures may suggest gross overstaffing, such
as in Angola. Field workers, as well as data from a sample of facilities, may confirm
or challenge this conclusion. Field trips may or may not strengthen the feeling that
total figures pointed to something real. Conversely, a failure to confirm the existence
of overstaffing may suggest that the payroll is inflated by many ghost workers or
that staffing patterns are uneven, with overstaffing in some areas and understaffing
in others. In this second case, the original data suggesting overstaffing must be
revisited, corrected if necessary and re-interpreted.

Field trips must be prepared in advance, by assembling the information available at
national level related to the area to be visited, and allowing for enough time to cross-
check it against findings collected at the local level. Short, hurried trips with many
participants are unlikely to allow for careful work. Field trips provide a precious
opportunity to expand the range of informants beyond the narrow circle of English-
speaking, aid-centred people approachable in the capital city. Different, sometimes
dissonant voices may be heard, in this way enriching the reading of the overall
situation. Caution is needed to avoid the common trap of considering field workers
as genuine and more reliable sources of information than informants based further
away. Both sources are influenced by their prejudices, limited points of view, and



Module 2 Making (rough) sense of (shaky) data Page 41

personal interests at stake. Both sources are helpful, once these forces are factored in
and the data obtained are checked against reality.

Proceeding in the analysis, the overall solidity of the gathered information influences
the level of analytical depth that can sensibly be pursued. Large chunks of data may
be found inadequate to such a degree that no analysis is justified, or only broad,
mainly qualitative considerations are permitted. The thorough review of output
figures may reveal so many problems and inconsistencies that no serious comparison
with previous years can be considered meaningful. In some cases, where national
data must be rejected but disaggregated data can be accessed, some figures reported
by some provinces or districts may look acceptable. These figures can provide
precious clues about the issue under study.

Strengthening available data means in most instances discarding a large part of
them. The emerging profile is likely to be barebones, composed of a reduced set
of facts that have withstood scrutiny and can be reasonably retained as confirmed,
of some sensible conjectures (to be clearly worded as such) to be checked further
before being accepted, and of many popular c/aims that have not passed an evidence
test. The dismantling of some of the many unproven beliefs that abound in troubled
environments is perhaps the best single service a thorough study can render to
decision makers. No better guidance to analysis can be found than the following
mocking words, uttered at the birth of modern science:

“«“

. mentalities better equipped for loquacity and ostentation than for reflections
upon and investigations into the most hidden works of nature. Rather than be reduced
to offering those wise, clever, and modest words, ‘I don't know’, they hasten to wag
their tongues and even their pens in the wildest absurdities ” (Galilei, 1632).
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Summing up: a pragmatic classification of the
data found in a protracted crisis
The review of a troubled health sector produces a vast amount of data of assorted

quality. From the point of view of the analyst, the collected data fall in the broad
groups presented in the following table.

Type of Data

Irremediably
flawed data,
for which no
better
alternative is
available

Ways to deal with
this type of data

They should be discarded without
hesitation from any serious
analysis. If they are frequently
used in other documents, they
can be referred to with a firm
advice to drop them,
corroborated by the reasons they
are considered unacceptable. The
key point is that no inference
must be drawn from them. A
blank cell is a better information
than a surely wrong figure.

Examples

Figures compiled using
wrong definitions, or
without adopting explicit
definitions. Also, coverage
figures obtained from
convenience samples
(usually severely affected
by security conditions).
Also, figures challenging
common sense, like service
coverage above 100%, or
figures too good for the
context under scrutiny.

Data without

They should be handled with
care, particularly aggregated
ones. When it is impossible to
understand the way they were

Total health expenditure
per head in Sudan in 2002
was estimated at $17.5.
The original document did

?%unf]cgn(or obtained, they should be not give any detail about
inaccessible discarded. Disaggregated data the way this estimate was
source) can at least be checked for computed.

internal consistency. If used,

their serious drawback should

always be mentioned.
Incomplete Interesting, but of limited The number of deaths in a

data (without
denominator,

usefulness. They should be kept
aside, while ways to strengthen

crisis, without information
about the size of the

period, area them are pursued. affected population, or the
etc.) period referred to.
The findings of apparently careful | In Afghanistan in 2002, the
studies may diverge to a large provision of a Basic
degree from expected levels or Package of Health Services
from international standards, or | was costed at $4.55 per
may just challenge common head. This value looked
sense. The source of these extremely low by any
Apparently findings must be scrutinized if international standard, and

accurate data,
whose value
or meaning is

possible, to try to identify the
reasons behind the surprising
figures. Sometimes, a different

also when compared with
figures from other poor
countries. This low

hard to definition may explain the estimate appeared even
accept discrepancy. If no flaw is found, more difficult to retain,
these data can be used, provided | given the rugged Afghan
a warning is attached. An terrain, which inflates
equivalent cautionary word must | delivery costs.
be added to the results of
computations based on these
questionable data.
They should be dropped from the | Studying the performance
analysis, even if they look of a health sector using the
interesting. The danger lies with | wrong proxy. For instance,
Sound data the reasoning and not with the the outputs of a vertical
but unrelated internal accuracy of the data. To | programme, like the
to the issue avoid this rather common fallacy, | Expanded Programme on
under careful assessment of the issues | Immunization (EPI), are
analysis and self-restraint are demanded. | poorly related to systemic

No flawed inference should be
drawn from data referring to
aspects different from those
under study.

performance.
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Type of Data

Ways to deal with
this type of data

Examples

They can be used in most By the mid-1990s, the size
computations and analysis, of the Angolan health
provided their imprecision is not | workforce was estimated
masked. Ranges, rather than by different sources to be
point-estimates, are better suited | between 25,000 and
. to convey the underlying 35,000. All available figures
Imprecise imprecision. When several suggested that the
data, looking | figures, although remarkably workforce was grossly
approximately | dissimilar, point to the same oversized and needed
trustworthy broad direction, the confidence in | aggressive restructuring. A
these figures increases. precise counting would not
change the broad policy
measures needed to
address this problem.
See True story No. 17.
Common when no hard data are |In Iraq in 2003, the private
available, but some reference contribution to health
figures are needed to estimate expenditure was guessed
an important variable. They can | at 40% of the total. The
be very helpful, provided their only available information
tentative nature is not forgotten. | was that private spending
An effort to scrutinize the had thrived during the last
Educated assumptions used to arrive at the | years, because of the
uesses educated guess must be made decline of subsidized health
9 (particularly when the variable to | care. The 40% share
be computed is very important). |looked reasonable and no
If the assumptions are sensible objection could be raised
and the resulting figures look against it. Thus, it was
reasonable, they can be retained. | accepted as a temporary
Sometimes, educated guesses working value.
are accepted just because they
are not challenged by hard data. | See True story No. 11.
Such things are rarely seen in Thanks to a dramatic
troubled environments. When improvement in Liberian
good data do exist, they usually | security conditions, in 2007
refer to small, controlled it was possible to carry out
situations, like a refugee camp. a nation-wide Demographic
Sound Thus, their findings cannot be and Health Survey, which
precisé and generalized. Claims of accuracy included HIV testing. The
relevant data and precision for data related to | overall HIV prevalence rate
large populations or areas raise was measured at 1.5%.
justified scepticism. The 2006 estimate, based
on few sentinel sites in
urban areas, was 5.7%
(Liberia Institute of
Statistics et al, 2007).

The following diagram summarizes the recommended actions, based on the type of
data discussed in the table above.

Type of data Action

Sound, precise and valid data

. . . Use the data
Imprecise, looking trustworthy, valid

Educated guesses, in the lack of data

Data without source

Scrutinize the
data

Incomplete data (no denominator, no reference period etc.)

Apparently accurate data, whose value or meaning is difficult
to interpret/accept

Flawed/biased data, for which no better alternative is
available

Drop the data

Sound data, but not relevant to the issue under analysis
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Common sources of information flaws

*  Computing mistakes. Sometimes errors are evident at first sight, as when rates
or ratios are out of range or a time series presents figures oddly diverging from
the rest. Along the same lines, similar figures reported by authorities known to
operate markedly different health services raise suspicion. If reports consist of
many tables, the most obvious mistakes may be corrected by cross-checking
their contents and spotting their internal inconsistencies. Flaws may not be
very obvious when crude data are considered in isolation. The comparison and
manipulation of data, by increasing the meaning attached to them, highlight their
problems.

* Incomplete reporting. Shaky communication and supervision lines make
incomplete reporting commonplace. If data are reported in an aggregated form,
this shortcoming cannot be recognized or can only be suspected in cases where
figures are seriously inferior to the expected ones. Losses of reports of disease
cases along the notification chain may be conspicuous, particularly when the
surveillance system is stretched over many steps.

In certain cases, available data can be adjusted to obtain approximations that
diverge to a smaller degree from true values. If a certain district has only
reported its outpatient activities for some months of the year, the district total
annual figure obtained by adding only the reported values would under-represent
true outputs. If the number of available monthly reports is known (say, seven),
an approximation of the total output can be obtained by adjusting it, on the
assumption that the reported months were representative of the missing ones.
In this case, the total of seven reported months should be divided by 7 and
multiplied by 12 to obtain an approximation of the annual output. Of course, the
fewer monthly reports available, the less acceptable this adjustment becomes.
Similar adjustments can be introduced for missing reports from some facilities
within a district, if the output of these facilities during previous periods is known.
In this case, the assumption would be that the volume of activities does not vary
dramatically over time.

» Disregard of, or lack of access to, information related to partners or competitors.
A district authority may report only the staff included in the public payroll, in
this way excluding the health workers hired by NGOs but posted to public health
facilities. In decentralized settings, MoH reports may fail to incorporate health
care delivered by local councils, under the ministry of local administration (or
equivalent). Equally, federal administrations may notify only budget data related
to central ministries. Data related to health care provided by relief agencies tend
to remain apart from data related to mainstream services.

Public officers tend to overlook charity-owned facilities, whose activities are
often ignored in their reports. In large cities, privately-provided health care (a
substantive proportion of which is usually informal) is usually under-reported,
despite its conspicuous volume. True health care consumption can be much
higher than what can be inferred looking at official reporting. For instance, in
Luanda at the end of the 1990s, the activities of about 500 authorized private
outlets and of an unknown number of unauthorized ones were largely missing
from MoH statistics. The very low official levels of healthcare consumption
were a gross underestimate of the true situation.

*  Using different quality thresholds for accepting or rejecting problem data
induces serious inconsistencies across datasets. Some reporting officers may
retain obvious mistakes and aggregate them into totals, hence hiding them from
scrutiny. Other more demanding information officers may drop whole datasets,
in this way reporting to higher levels only cleaned figures, which unfortunately
grossly underestimate the true values. Unsurprisingly, the most diligent health
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authorities tend to be conservative in their reporting, i.e. to discard flawed data,
which translates into reporting lower levels of activity. Indeed, they may even
be criticized because of their supposed low patient loads, or service coverages.

True story No. 2
Population figures in Mozambique

During the civil war, up to four million Mozambicans sought refuge
abroad, whereas internally people concentrated in secure areas.
Official coverage figures, however, were never corrected to allow
for these considerable population displacements. In this way, official
coverages seriously under-estimated actual consumption of health
services inside the country. After the peace agreement (1992) and
a massive repatriation process largely regarded as successful, a
proper census was eventually carried out in 1997. The resulting
Mozambican population was two million smaller than expected on
the basis of projections made from the pre-war (1980) census: a
reduction caused by war-induced excess deaths, plus an unknown
but large number of people who settled abroad and never returned
home. The smaller denominator obviously resulted in higher coverage
figures from 1997 onwards, an increase which was hailed by several
distracted commentators as induced by revamped health services.

Biases, or deviations of results or inferences from the truth, may lead to invalid
conclusions. Figures collected in protracted crises seldom use random sampling
techniques; therefore, they are particularly susceptible to biases. On the other
hand, being predominantly descriptive (i.e. not aiming to draw causal inferences)
they are protected from certain biases that affect analytical studies. Dealing with
biases is first of all a matter of being aware of them when planning a study,
collecting the data and interpreting the findings.

Particularly relevant to assessments in emergencies is the survival bias, which
may occur in a severe crisis with very high mortality. As individuals who
otherwise would have been included in a survey are removed from the sample
by death, the survey’s results underestimate the pattern under study. It has been
alleged to play a role in underestimating the mortality in Somali refugee camps
in the late 1980’s and in mortality studies in eastern Democratic Republic of the
Congo.

Using different denominators, both population estimates and definitions of
population sub-groups, is a common source of inconsistencies, particularly with
population figures. No satisfactory census data are usually available in complex
emergencies and even the best figures are prone to be “massaged” by field
operators according to their convenience. In Angola in 2002, the Government
reported four million internally displaced people (IDPs) — 30% of the total
population — whereas the UN Humanitarian Coordination body registered
only 1.5 million IDPs as beneficiaries of assistance programmes (UN, 2002).
Before accepting local population figures, such as number of IDPs or refugees,
likely to be inflated in order to access emergency aid, cross-checking them with
estimates related to the national population and other provinces or districts is
worthwhile®. In this way, the most outlandish values can be discarded and the
least problematic ones retained. The use of the same estimates in the work of all
partners should be energetically advocated, so as to incur consistent rather than
conflicting inaccuracies. The former are much less troublesome than the latter.

3 About the 'politics of numbers’, see Crisp (1999).
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* Using different numerators, by adopting inconsistent case definitions (e.g.
cholera and watery diarrhoea cases), may result in a mix of diseases, whose
comparison may induce a bias.

» Inconsistent levels of aggregation make the linking of some datasets impossible.
For instance, staff may be aggregated into the provincial payroll, because salary
payments are processed at this level. On the other hand, functioning facilities
are usually presented in district reports. Linking these two datasets to assess
deployment patterns and to estimate workloads may be impossible. Along the
same lines, expenditures may be compiled according to accounting criteria
incompatible with health management decisions. Thus, “travel costs” tell little
about the activities (referral, prevention, education, logistics) actually carried
out. In this case, correct figures may fail to translate into actual information.

» Inappropriate levels of aggregation may mask important patterns. Service outputs
are usually presented according to some partition criterion, as by province or
region. Large administrative units are rarely homogeneous. They may host a mix
of ethnic groups, different economic activities, layers of wealth, environments.
When this is the case, the overall average number of outpatient contacts per
head, to take an example, is likely to fall well below that of better-oftf groups, but
to exceed to a large degree that of the worst-off communities.

Policies conceived to improve service consumption across the whole
administrative unit may fail to recognize the need to concentrate inputs in a
specific marginalized area or population group. In many countries, an example
of this aggregation flaw is found in the region that includes the capital city. The
surrounding areas are often dramatically underserved, due to the ability of the
city to siphon off all available resources. This local disadvantage may be hidden
in the regional average, and overlooked when neglected areas are considered for
targeted support.

The way out is not disaggregating data into the smallest possible units. This
would break the picture into too many pieces and hide broad patterns. Indeed,
similar areas may be safely aggregated, with important gains in the clarity and
economy of the analysis. The solution lies between the two extremes. Large
heterogeneous administrative units can be tabulated into a few sizeable, but more
homogeneous sub-units. By the same token, contiguous small units spanning
regions or provinces, but sharing similar patterns may be merged into meaningful
chunks. The country’s health map would diverge from the official administrative
one, but would gain in value for the health manager.

* Just-in-case data collection, whereby potentially interesting figures are recorded
without a clear assessment of their use, is unfortunately widespread, not only in
fossilized routine information systems. Sudden events, such as the opening of
unforeseen space for manoeuvre for NGOs and aid agencies, due to a dramatic
change in the fortunes of the war, may trigger this kind of initiative. Based on
the (frequently misplaced) assumption that little or no information is already
available, newcomers may embark on a spree of field exercises (sometimes
called “rapid needs assessments”), where a disparate array of data of unclear
use is collected in the hope that they will prove useful later, at some unspecified
upper level of analysis and decision-making. These exercises may absorb vast
resources, divert attention from actual service provision and fuel unjustified
hopes among recipients. Rarely have unfocused data been adequately translated
into true insights. True story No. 5 in Module 4 depicts an eloquent example of
this flawed approach.

»  “Fossil” figures. Given the scarcity of data, certain figures, once incorporated into
widely circulated documents and endorsed by authoritative agencies, may be used
and re-used, even if they are known to be flawed, taking on a life of their own.
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After multiple quoting, the original sources and their shortcomings are forgotten.
Thus, guess estimates never based on actual evidence are accepted at face value
as solid figures. For instance, the deaths caused by the Sudanese civil war were
estimated at 1.5-2 million many years ago. Later, despite the continued raging of
the war, war-attributable deaths failed to rise. The 1.5-2 million figure calcified
into a fossil, quoted in countless reports without relation to field findings. In other
contexts, it is said that a lie, repeated often enough, becomes truth.

The uncritical use of “brand” sources may discourage the pursuit of more useful
information. Instead of reporting a figure that is old, biased or referring to a different
context, to state that in a given setting the maternal mortality ratio is unknown, but
likely to be very high, is usually adequate to inform related decisions.

» Idealized vs. actual patterns. Some aspects of health care provision are particularly
prone to idealized constructions. Referral functions, access to health care,
treatment guidelines, the upholding of legislation, and standard health unit teams
are portrayed in official documents in a way that is widely disconnected from
what is recognizable in the field. Repetition may lead to the replacement of the
“should be” with a reassuring “is”, to be sometimes vehemently defended as a fact.
Rough checks may help to assess the situation. For example, standard treatment
guidelines may exist at MoH level, but remain unknown or unavailable at facility
level. Field surveys may offer clues about the true picture. In Sudan in 2001, a
detailed study of four health areas found that only 28 out of 55 surveyed health
facilities were functioning. Access to basic health care was therefore dramatically
lower than officially reported.

*  Data out of context tell little and may be misleading. Knowledge of local contexts
is critical to interpret data and produce information. For example, a sudden
increase in the reported cases of a communicable disease may be interpreted as
an outbreak by analysts based far away from the site, when it may originate from
the reactivation of laboratory services after a war-induced interruption.

»  Using different criteria to assess whether a facility is “functioning” or a vehicle
is “available” or a piece of equipment is “in order”. Without clear-cut definitions,
detailed instructions, considerable training and sustained supervision, the
collected reports will be useless. For instance, in relation to “functioning
facilities”, a rigorous compiler might include only those staffed according to
standard levels, adequately supplied and regularly reporting their activities.
Another reporting officer could count also facilities known to function below
certain standards, while a third compiler might include even facilities failing
to report for months or years, whose status is unknown to health authorities. 4
practical way of assessing the reliability of a dataset is to look at the collection
tools used to generate it. When forms have been sent to respondents without
accompanying instructions on how to fill them in, the resulting dataset is likely to
be seriously flawed, particularly when the issues to which the collected data are
related are not standardized in everyday practice, or the questions are formulated
in vague terms.

»  The misinterpretation of correct data, arising from the poor understanding of
quantitative techniques, is commonplace among health professionals. In this
way, old estimates referring to a totally different situation may be associated with
ongoing interventions, as monitoring indicators. Or, regional figures belonging to
larger samples may be used for flawed internal comparisons, because of insufficient
sub-sample sizes. Further, a decrease in the reported cases of a communicable
disease may be interpreted as due to an effective intervention, when it is part of a
natural seasonal or annual trend. For instance, after a severe outbreak of measles,
few new cases have to be expected, regardless of immunization activities. A
common mistake is to consider morbidity and mortality figures, generated by
sentinel sites located in secure areas, as indicative of the national situation.
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*  Over-reliance on quantitative techniques frequently affects the work of
statisticians and economists, too often fond of squeezing sophisticated but
unfortunately meaningless quantitative analyses from irreparably flawed
datasets. This sort of “forgery” — sometimes unintentional — is common in stable
situations. In troubled environments, it may go unnoticed to a higher extent,
because of the pressing demands for data and the difficulty of validating what is
available. State-of-the-art multiple regressions or statistical tests may be unwisely
applied to datasets where many figures are missing and the available ones are
questionable. The temptation to “refine” data analysis with these techniques
increases with the ease of use of computer software, whose operations most
information practitioners can neither follow nor understand. Poor data should
be discarded, rather than “analysed” or, if retained, laid bare without bells and
whistles for the open scrutiny of information users, with a warning note attached.

»  Theapplication of elegant presentation techniques to poor datasets is widespread
and mounting, given the “make-up” facilities offered by information technology.
Appealing charts, colours, sounds, drawings and maps convey messages and
suggest quality information, irrespective of the validity of their content. In this
way, unacceptably poor information may remain disguised. As no manipulation
of'unreliable information can overcome its weaknesses, it should not be indulged.
A case in point is geographic information software, which is increasingly used
to map health facilities or disease patterns. With the levels of unreliability that
affect population data, facility functions and case reporting in protracted crises,
these popular maps may be useless or grossly misleading.

Uses of information

Good information is a necessary prerequisite to, but not a guarantee of, good
decision-making. It is assumed that if accurate, timely and relevant data are gathered,
processed and transmitted to decision-makers, they would choose the “best” options.
Uncertainty, complexity and competing pressures, however, disprove this linear
model. Decision-making involves political and personal values and tradeoffs: “any
choice of output indicator as a basis for decision-making, necessarily incorporates
value judgements” (Sandiford, Annett and Cibulskis, 1992). In the heated
environment of a complex emergency, tainted by multiple and conflicting interests,
a neutral use of information is impossible®.

Information may also be deliberately non-used: a frequent strategy in difficult
contexts, where the line of least resistance is usually the most attractive and
unwelcome data can easily be criticized because of their weaknesses. Furthermore,
not all information can be discussed. How realistically can a government in crisis be
asked to discuss its mistakes or its own eventual demise? Informational exclusions
are as important as actual data for making judgements.

Paralysis by Analysis is a special case of non-decision-making, due to the perceived
lack of information. It may arise from a sincere desire for perfection but it may also
represent a strategy devised at blocking necessary action. For example, where it is
known that malaria is a major problem, an exact quantification of its magnitude should
not be considered as a pre-condition for the launching of anti-malaria activities. At the
opposite end of the spectrum, there is Extinction by Instinct: pressures to act, wrong
assumptions or “field experience” force decisions not backed by systematic analysis
(Langley, 1995). In a crisis, the latter mechanism usually prevails. Sometimes, both
mechanisms co-exist; for example donors and NGOs take action inspired by what
was successful in another troubled country, while national authorities decide to wait.
Different perceptions of urgency, different biases, timeframes, priorities, available

resources, and technical capacity can explain this disconnection of responses.

4 For a short discussion, see Politics and information management in Module 3.
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Different information for different purposes

The attributes of the information needed at different decision levels change, moving
from field settings up to the aggregated and even further to the systemic level. The
producers of information should keep clearly in mind the duties, goals and needs
of the targeted users, in order to tailor their product to clients and avoid that “much
of the material remains unprocessed, or if processed unanalysed, or if analysed,
not written up, or if written up, not read, of if read, not used or acted upon. Only a
minuscule proportion, if any, of the findings affect policy, and they are usually a few
simple totals” (Chambers, 1983, quoted in de Kadt, 1989).

1.

Information for field managers must be timely, relevant and compelling.

It is common wisdom that information should be analysed and used close to
where it is collected and action is needed. Operational decisions that are taken far
away from the field are prone to errors, because contextual factors are ignored.
Aggregate information may hide the impact of the emergency on particular
areas or groups, or obscure inequalities in the response. Further, the time for
transmission of data from the periphery to higher management levels implies
that response (e.g. to an outbreak) is implemented too late and too slowly. On the
other hand, the capacity for analysis can be lacking at field level and there might
be the need for engaging experts working at HQs or even abroad. In addition,
information at local level is useful only if decision-making and capacity for
action are decentralized.

Information for allocative decision-making must be timely, valid, fairly
aggregated and comprehensive.

The end user of information who sits in the MoH of the disrupted country, or
in the far-away ministry of foreign affairs of a western capital, and is requested
to make decisions on the allocation of resources, needs mainly aggregated
information. The comprehensiveness of information is particularly relevant in
fragmented settings, where each actor possesses and reports only a partial view
of the whole picture. Thus, a NGO working in a certain district may apply for
donor financing, stressing the underfunding of district health care, while at the
same time failing to mention three other NGOs active in the same district. Donor
officials are forced to make decisions based on such partial information.

Information for structural change, such as introducing a reform in the health
sector, must be valid, comprehensive, retrospective and possibly prospective.

For instance, a health sector heavily biased towards hospital care may consider
the introduction of new, PHC-oriented categories of personnel, redeployment
of staff, the redesign of health facilities and the offering of different health
services. The planning of such a move implies review of training, recruitment
and deployment practices, rethinking of the network as well as of supervision
and supply systems, a change in the interplay of incentives, and the financing
of an entire new layer of health services. Solid information on the existing
health sector, its human resources, network, management systems, and financing
mechanisms, as well as information offering an understanding of the factors that
shaped the sector along its present lines, are needed as a foundation for such an
ambitious and sensitive reform.

Changes over time, potentially the most precious clues for understanding some
issues, are consistently the scarcest sort of information in protracted crises.
To complement the scanty quantitative information about temporal changes,
interviews with knowledgeable sector informants may prove invaluable to grasp
past settings, their evolution and the forces that shaped the sector in originating
the present patterns. In the absence of relevant time series, analysts usually fall
back on static pictures of the sector. Without a broad comprehension of the way
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the sector has changed over time, chances that any structural reform actually
addresses the main problems are negligible.

Using available information to develop projections

Thinking about the future in an unstable environment may seem a waste of time
and energy to many participants, who are usually absorbed by daily, erratic events.
Prevailing uncertainty notwithstanding, several arguments can be formulated to
encourage forward thinking:

e The disruption, particularly when protracted, affects the health sector in its
fundamental patterns; a return to the pre-crisis situation is very unlikely. Most
spontaneous changes are highly unfavourable to sector development. Thus,
anticipating the direction taken spontaneously by the health sector is essential to
devising appropriate measures to control undesirable changes and to encourage
favourable ones.

* New policies are called for by the changed situation, as well as by the demands
of new entrants to the sector. In distorted ways, a complex emergency opens up
a sector to international influences. Forecasting resource availability, emerging
needs and implementing capacity helps to choose the most appropriate and
affordable policies among the many competing proposals likely to be tabled.

* Despite the daily chaos everybody is aware of, once considered in aggregate
terms the sector may show consistent patterns, which can be appraised with a
degree of confidence. For instance, no details about physical destruction are
usually available; nonetheless, reasonably robust estimates of the reconstruction
bill can be elaborated.

* Developing projections about future patterns is a powerful way to test the
reliability of available data and the solidity of the understanding of the sector
gained so far. Producing projections puts pressure on analysts and decision-
makers to clean data, revisit assumptions, find new elements to be introduced
into the computations.

Projections are deductions about future patterns, given a set of chosen conditions.
They are frequently designed to answer the “What if..? ” question. Chosen conditions
may be highly hypothetical or even unrealistic. Forecasts are projections formulated
using realistic assumptions. In many cases, they are predictions of the situation
likely to arise from the present settings if no change takes place, or by incorporating
change, if this is considered as highly probable.

“...forecasts are usually no more than educated guesses dressed up in sophisticated ways.
If the guesses (‘assumptions’) are wrong, the forecast will be wrong. The further one
forecasts into the future, the more the assumptions are likely to be wrong. Thus forecasts
usually tend to be reasonable for a few years ahead but then become progressively worse.
The margin of error increases” (Newell, 1988).

In disrupted health sectors, additional problems compound the inherent difficulty
of forecasting. Incompleteness of datasets, scarcity of time series, the reluctance of
many parties to disclose information, the limited control of players on events, the
disproportionate influence of certain unpredictable factors on eventual results, are
just some of the elements making forecasting a demanding practice.

Projections are based on the following building blocks:

e data. Example: size and composition of the workforce. This information may
be needed to project the salary bill, or to estimate the service coverage to be
attained, or the cost of retraining health workers.

e assumptions. Example: donor funding will expand in the post-war period.
Assumptions may be based on educated guesses, an appraisal of known trends,
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or policy statements by important actors. A firm engagement by an influential
player, such as the World Bank (WB), to funding the health sector, may offer
grounds for expecting donor largesse.

* qualitative assessments, held to be reasonably true. Example: unregulated,
informal private practice expanded during the conflict. This assessment may be
based on observable patterns, such as a boom of urban clinics. To be used, these
considerations must sometimes be turned into a quantitative value. For example,
a study of the Sudanese health sector (Decaillet, Mullen and Guen, 2003)
supposed private out-of-pocket expenditure to attain the same magnitude of total
government health spending, or 1% of gross domestic product (GDP). In this
case, the value attached to a largely-undisputed finding (that private spending is
substantial) is somewhat arbitrary. A more reliable figure must replace it as soon
as it becomes known.

*  “patterns” observed in comparable environments. Example: regulatory
provisions are difficult to enforce in post-conflict settings. This finding, if
considered applicable to the situation under study, may help to project the
expected revenues generated by user fees, or the impact of measures aimed at
regulating drug imports.

For most of the issues whose future evolution deserves close scrutiny, the number of
variables to be considered and the range of variation among them are large. Hence,
projections may produce very diverging results. This should not be surprising.
Alternative scenarios for the future of an out-of-balance sector must be dramatically
different, according to the many ways events may unfold. Decision-makers should
not consider projections as predictions (because of the variety of possible outcomes),
but rather as powerful aids to appraise the likely results of the choices they make (or,
as in many cases, they don’t make); choices that will shape events and eventually
decide the future of the sector.

Modules 6 and 12 explore in greater detail the field of elaborating projections,
building scenarios, and comparing the consequences of alternative choices.

A few tips may be worth considering in relation to forecasting in a disrupted
environment:

* Keep calculations simple and transparent to the users of the projections. The
inadequacy of the dataset on which projections are based usually rules out
sophisticated analyses. Refining the projections depends to a large extent on
the input of stronger data and more cogent assumptions; complex computing
techniques are fairly immaterial.

e Start with a simple, stripped-down model, incorporating only the most important
variables. This is usually sufficient to reach preliminary conclusions and elicit
useful feedback from knowledgeable people. Add variables only if they affect
the results to such an extent that there is a change in the understanding of the
studied issue, and henceforth the decisions to be taken.

e Clearly formulate the assumptions behind the forecasts and attach them to the
results every time these are presented.

* Frequently revisit the steps followed in producing the projections, incorporating
new data as they become available or reformulating assumptions when necessary.

e Submit projections to knowledgeable people. Even if some of them are not used
to forecasting techniques, they may contribute with their “feelings” about the
trustworthiness of results. Computations may be adjusted accordingly.

* Do a sensitivity analysis, testing how sensitive the findings of your analysis can
be to the change of key assumptions.
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* Help decision-makers work out the policy implications of the projections
retained as the most compelling. Implications may be masked, or unpleasant to
such a degree that many stakeholders are reluctant to accept them. Clarifying
implications early in the policy discussion avoids arguments later on and reduces
the risk that support is withdrawn when difficult decisions are needed.

The design of information systems

Sometimes the problem is not the lack of data, but their excess. Even where “easy”
process indicators are available and appropriate, expensive epidemiological data are
collected and analysed, sometimes to measure the health impact of programmes,
more often by entrenched routine, whose rationale has been long forgotten. Many
surveillance systems demand the reporting of a “laundry list of most diseases known
to mankind” (Henderson, 1976). For example, the health management information
system in Afghanistan in 2002 included more than 30 diseases. Given the low coverage
of health services, the scarcity of skilled workers in rural areas, the weak transport
and communication systems, the geography of the country and the weak response
capacity, the coverage, quality, and therefore utility of these data were limited.

Data do not speak for themselves. They must be selected, processed and put into
context in order to become intelligible and useful. The designers of health information
systems, in many cases health professionals themselves, used to dealing with peers
within MoHs, often disregard the fact that not all managers can make sense of
technical information. In troubled contexts, many decision-makers are generalists or
specialists of other fields, such as economics or law, for whom health information is
useful only if it is simple and complements information from other sectors.

Data speak only to those who are prepared to listen. Many action-oriented players
involved in a troubled health sector are culturally deafto figures, unable or disinterested
in taking advantage of the available information.

A crucial decision confronting the designer of an information system is to determine
the level of aggregation of data at the different steps of the path linking the data
producer to the different users, each level being a function of the nature of the
decision to be based on such information. Broad resource allocation decisions,
such as attributing a preferential share of financial inputs to a worse-off province,
should be based on data aggregated to the level that enables the spotting of such a
disadvantage. Feeding decision-makers with the customary stack of detailed service
coverage data would be redundant and even counterproductive, if the gap suffered
by the province is masked by the excess of figures. To achieve aggregation levels
appropriate to each decision level, management structure, data needs and flows must
be analysed before designing any information system. Obviously, such an analysis is
out of place in any sector in a permanent state of flux.

During a crisis, initiatives aimed at redesigning information systems should be
postponed. This is a medium-/long-term endeavour, poorly adapted to troubled
environments, which should not divert energies from more pressing priorities.
Too often, newcomers start new data gathering schemes, bypassing existing
systems. Instead, squeezing value from existing data often provides better returns.
Furthermore, an assiduous exploration of existing information systems strengthens
them and offers precious indications about their strengths and weaknesses, in light
of which their future overhaul can be designed.

Disseminating the collected information

Whereas the production of valuable information attracts attention and resources, its
dissemination is often neglected, even by the very promoters of its collection. Why
this is the case is unclear, particularly when the high costs of producing information
are considered. Information technology has greatly facilitated data storage, retrieval
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and dissemination, but at the same time has flooded information users with an
unmanageable amount of data, inside of which the small proportion of useful ones
is hidden. Having reached conclusions reckoned of some interest to stakeholders,
the analyst must take steps in order to ensure that the information s/he produced is
effectively used. Several considerations may be of interest:

In the information market, supply vastly exceeds absorption capacity. To catch
the attention of busy officials, the collected information must be packaged in
an attractive way. Given the opportunities offered by information technology,
attaining good presentation standards is usually easy. Unfortunately, too often
high-quality data are presented in a dreary way. Alternatively, misguided
enthusiasm in “embellishing” data may eventually make them tiresome to
read or obscure, increasing the chances that they are shelved without being
examined by the target audience.

Condensed information is more likely to attract the attention of readers than
long documents. When the technical nature of the information implies a lengthy
exposition, a strong summary is mandatory. Many copies may be reproduced
and widely circulated, so as to increase interest in the main report. Writing a
clear, exhaustive and interesting summary is difficult, so adequate time and
energies should be devoted to this task. The summary is too important to be left
to the last day of work of an exhausted team.

Language is often an issue. In troubled environments, too large a proportion of
the available information remains in English, thus inaccessible to many local
actors. Obtaining an accurate and readable translation of technical reports is
expensive and difficult. Caution, care and resources are needed to strengthen
translations to the level they become reliable and useful. To the reader fluent
in the local language, the flawed language disfiguring so many documents
supposedly prepared by recipient governments is as embarrassing as it is telling
about their origins.

Language is also an issue in relation to the technical jargon used, which should
be selected according to the main audience of the collected information. The
same content should be rewrapped to become interesting and accessible to health
workers, to politicians, to economists etc.

Some influential and energetic people have great dissemination capacity, which
can be tapped. Once promoted by such individuals, the dissemination of a report
is greatly enhanced. Formal or informal contacts with these information “gurus”
should be actively pursued.

Given the propensity of documents to get lost in unstable environments,
anticipating a good measure of redundancy in disseminating them is worthwhile.
Thus, hard copies should be produced in quantities generously exceeding the
number of perspective users. Informal distribution should complement formal
channels (which for hierarchical organizations mean that often documents do
not reach their potential users). Meetings may be used to brief participants on the
availability of reports and to share copies with them.

For further discussion, see Module 13. Producing a health sector profile.




Analysing Disrupted Health Sectors Page 54

Recommended Reading

Last JM, ed. (2001). A dictionary of epidemiology. 4th ed.
New York, Oxford University Press.

A classic, invaluable companion, which needs no recommendation. The dictionary
includes also useful entries on acronyms used in international health, and on
social-science concepts relevant in the health field.

Lippeveld T, Sauerborn R, Bodart C, eds. (2000). Design and
implementation of health information systems. Geneva,
World Health Organization.

Comprehensive, clear and realistic overview of the field. The specific features
of analysing information in disrupted environments are not discussed. Essential
background reading. Particularly worthwhile is Chapter 3 “Using information to
make decisions”.

Sandiford P, Annett H, Cibulskis R (1992). What can
information systems do for primary health care? An
international perspective. Social Science and Medicine.
34:1077-1087.

A landmark discussion of the main issues related to information systems and of
the drawbacks that limit their effectiveness. Unfortunately, more than a decade
after the writing of this paper, many of the shortcomings singled out by it
continue to undermine information systems in many health sectors. Too many
data are generated, too little understanding is drawn from them, decision-making
remains evidence-free, unrealistic expectations about the benefits of information
technology are fuelled. In most cases, information systems need fundamental
rethinking along the lines suggested by this paper. Information is part and parcel
of sound management systems. It weakens and degenerates when management
practice is poor. To strengthen information without overhauling management
systems bears little promise of real progress.
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Annex 2 Monitoring patterns and trends in the health
sector

Indicators to be considered

The following table reviews some indicators and focuses on practical aspects of data
collection, manipulation and interpretation. In any given country, these indicators
need experimentation, adaptation and validation before they are adopted for
general use. The final decision always depends on a trade-off between the value for
decision-making of the information provided by an indicator on the one hand and its
availability, reliability and cost on the other.

In protracted crises, after the breakdown of routine information systems, indicators
produced by field surveys are frequently the only ones available, particularly in the
areas of mortality, morbidity and coverage. However, they are rarely drawn from
random samples of national coverage, or even random samples at all. Also, they
tend to portray a situation at a given point in time, which is sometimes of limited
informative value. Considerable caution is therefore in order before generalizing
survey findings.

No disrupted health sector has the capacity to monitor all the aspects proposed in the
table below. The selection of the few indicators to be collected and studied depends on
the issues considered as the most important in the policy agenda. In a sector starved
of resources and with anecdotal evidence of conspicuous wastage, indicators related
to efficiency might be the most relevant. In another sector, where the workforce is
perceived as grossly unbalanced and in need of aggressive restructuring, another
sub-set of indicators should be chosen.

The difficulty of collecting some indicators must also be taken into account. In
severely troubled environments, the monitoring of certain indicators would entail
heavy costs and high chances of failure, despite the efforts expended. To fall back
on rough proxies may constitute a sensible strategy. The short life of most indicators
in an unstable environment is another important criterion to keep in mind when an
information-gathering initiative is conceived. Only data related to decisions to be
taken within a short time span stand a chance of being used. Detailed inventories of
facilities, personnel and equipment, if carried out before the capacity to intervene
emerges, are likely to end up in a waste of time, resources and skills.

The proliferation of concerns and “priorities” that usually affects disrupted health
sectors pushes towards the collection of many indicators. Capacity constraints
regularly undermine this purpose. The net result is that few or any indicators are
actually collected, attentions are dispersed in many directions and evidence-free
decision-making remains dominant.

The indicators discussed in the table presented below are mainly of systemic interest,
i.e. they point to global characteristics of the health sector. The thematic modules
composing the manual present additional indicators, related to the specific area
under discussion.



Indicator

Total inputs
(expressed in
financial terms,
by region, level
of care, source,
ownership, rural/
urban and
adjusted per
head)

Dimension to be
Monitored/Usefulness

Inputs. Provides
indications related to
the system’s costs, its
geographical equity
and global and
relative efficiency
(when related to
outputs)

Sources/Ways of collecting
the Indicator(s)

Data provided by the
government, (MoF, MoH etc.),
non-state groups (rebels etc.),
UN agencies, donors, NGOs etc.
need to be aggregated in
monetary terms. Investment
figures should be computed
apart.

Remarks

Tend to underestimate important contributions, such as patient payments or
external resources (particularly from NGOs). May require the use of extrapolated
data, when comprehensive ones are not available, which may be difficult and
generate unreliable results. If certain inputs are computed at subsidized prices
(such as drugs in many cases), it may be incorrect to aggregate their value with
others provided at market price. The judicious use of shadow prices may address
this difficulty. Because of the depopulation of rural areas and the concentration of
IDPs in urban and peri-urban areas, studying the rural/urban split may lead to
flawed conclusions. When migratory movements (internal and abroad) involve a
large proportion of the population, all indicators adjusted "per head" are grossly
misleading and should be avoided.

Investment, by
region, level of
care, ownership,
rural/urban and

Inputs. Crucial to
anticipate the sector
future patterns and
demands, in terms of

Due to the fragmentation that
prevails in most situations,
obtaining reliable information is
labour-intensive. Consider

Should be analysed jointly with information related to the present conditions of
the health care network. The patterns of the ongoing investment help in
assessing the enforcement of stated policies. Whereas the investment decisions
of single autonomous actors may be in line with declared policies, the aggregate

adjusted per costs, service mix, building a national investment patterns may look strikingly at odds with the same policies.
head efficiency, equity, permanent database.
ownership etc.
The Investment/Development Budget of government, donors and NGOs often
includes recurrent expenditure, which needs to be identified and removed to
avoid gross overestimates.
Aggregate Outputs. Provides The Health Management As different services require different inputs and imply different costs, their

service units
(if considered
reliable and
acceptable)

direct estimates of
service volumes, their
geographical
distribution,
ownership and
contributions by level
of care

Information System (HMIS, but it
can be called differently) is the
main source. Due to their
weaknesses, source data may
need substantive manipulation to
become useful. Specific info
sources, such as NGOs, can be
used to complement and validate
HMIS data.

In situations of rampant informal
privatization of healthcare
provision, a large proportion of
service outputs may go
unreported

outputs cannot be directly aggregated, but need adjustment by a weighting
system, which attributes a higher value to the more resource-intensive class of
services. Criteria for weighting different services and adjusting source data have
to be developed, tested and agreed upon by experts. The weights can be based
on total service unit costs.

For specific sub-sectors, a different set of weights may be required. For staffing,
basing the weights on average attendance times would be preferable, whereas for
drug distribution, average treatment costs per broad categories of care may be a
more reliable guide.

The aggregate output distribution may influence resource allocation decisions,
particularly at macro-level (narrowing the level of analysis makes these estimates
progressively less useful). The original data set used to compute aggregate
outputs may be used to study broad patterns of service mix.

If a global aggregate indicator is found unreliable, sub-global aggregates, such as
in-patient and out-patient volumes, may be used instead. This (more
conventional) alternative implies more detailed work when it comes to using
outputs to compute several important ratios, such as workloads, and multiply the
1r:1un|1ber of i)ndicators needed to characterize any production unit (region, district,
acility etc.).
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Indicator

Ratio of global

inputs to global
outputs and its
evolution over

time

Dimension to be
Monitored/Usefulness

Efficiency. Crucial
indicator, whose
computation is
unfortunately fraught
with difficulties

Sources/Ways of collecting
the Indicator(s)

Its computation depends on the
format eventually chosen for
Inputs and Outputs

Remarks

When the technical content of the provided care differs dramatically across areas,
levels of care or over time, to draw conclusions about efficiency from the inputs/
outputs ratio is incorrect. If aggregated estimates of inputs and outputs are not
available or are considered unreliable, a global efficiency index is impossible to
compute.

Instead of computing an actual ratio, which would suggest a technical precision
unsupported by the available information, the presentation of the relationship
between inputs and outputs may remain deliberately impressionistic. A time
series of aggregate inputs and outputs may convey how these two variables
evolve in relation to each other, providing a precious “feeling” of the situation.

Staff workloads

Efficiency. Useful in
redeployment of staff
and to project the
future workforce

HMIS or facility-based surveys
(often carried out by NGOs)

The selection of a sub-set of facilities providing reliable and complete data is
recommended. It should be presented as global and then disaggregated by
region, class of facility, level of training, level of care, ownership. It is easier to
compute if an aggregated measure of output is introduced. Given the frequent
counting of ghost workers among active staff, any administrative estimate of
workloads should be checked in the field before being retained as valid.

Bed Occupancy
Rate

Efficiency

HMIS

Same as above. It may show dramatic oscillations, depending on epidemics,
population movements, availability of skilled staff, drugs or food etc.

Financial
Implementation
Rate, by source

Efficiency. Essential
criterion for the
allocation of non-
wage funding

In most cases, routine data need
to be complemented by reports
and studies

Needs to be linked to planned and real outputs. Aggregated by cost centre,
region, level of care (when possible). Special attention to be paid to absorption of
external funds (given its frequently low levels). Misleading in high-wastage
situations, quite common during protracted crises.

TB Treatment
Success Rate

Effectiveness and
Efficiency

TB-control programme, where
this is in place

When the TB control programme is vertical, this indicator says little about the
systemic performance of the health sector. The same holds for other vertical
programmes. It can be taken also as an indicator or effectiveness.

Ratio of the
average service
consumption per
head of a
privileged group
to a destitute one

Equity. Condenses
imbalances in a single
index and, if followed
over time, shows
whether they are
being redressed

Data source is the HMIS (already
aggregated as Outputs, see
corresponding entry), or specific
studies

Useful only in situations where population figures are available and large
migrations are not under way. It may be particularly interesting when comparing
refugees, IDPs and residents of areas not directly affected by the crisis. It may
require substantial adjustment of incomplete data sets to become reliable. Should
be considered every time major investments are discussed. It may lead to major
redistributive decisions within the health sector.

Proportion of the | Equity HMIS, reports prepared by special | A workable definition of “access to basic health services” must be formulated and
population with programmes, surveys associated to this indicator when it is presented. Using routine data, a range of
access to basic utilisation figures, from the lowest coverage to the highest one, can be retained
health services as a proxy for “access”.

Ratios of health Equity Available inventories of health To be meaningful, these figures need to assume fairly homogeneously distributed

facilities to
served
populations, by
geographical
area, rural/urban
etc.

facilities and mapping

populations within the studied areas, which is usually not the case, particularly in
war-torn contexts with major population movements. Ideally, these indicators
should be refined, looking at the percentage of people having access to critical
services, such as surgical theatres, maternity wards, labs, EPI delivery points etc.
A more instructive indicator would be the Proportion of population within 5 or 10
kms of a designed health unit, which is usually not computable because of the
limitations of census data.
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Indicator

Dimension to be
Monitored/Usefulness

Sources/Ways of collecting
the Indicator(s)

Remarks

Inpatient Case- Effectiveness Facility-based surveys Consider computing this rate for a basket of major communicable diseases; these

Fatality Rate for should be chosen considering the effectiveness of available standard treatment

selected for a given level of care. For instance, a basket of inpatient cases of malaria,

conditions diarrhoea, acute respiratory infections, sepsis and meningitis would provide an
informative, if rough, estimate of the existing capacity to tackle effectively
serious common conditions at PHC level. To study higher-level care, other
common conditions deserving surgical treatment could be added or considered
apart (obstructed labour, acute abdomen, major traumas).

Proportion of Effectiveness Facility-based surveys Simple, straightforward indicator, which should be computable even in troubled

post-operative
infections after
elective surgery

contexts.

Proportion of

Effectiveness and

Facility-based surveys

The well-known International Network for Rational Use of Drugs (INRUD)

rational Efficiency methodology is simple, reliable and informative. It should be used extensively, as

prescriptions a strategy to improve quality of care and to counteract waste, particularly in

within a sample situations where drugs are scarce.

Patient Effectiveness Surveys Exit interviews may be misleading. Home visits provide more accurate

compliance information.

User satisfaction | Effectiveness Surveys Difficult to study and standardize. Interview results may be very misleading.
Before adopting this concept, a robust and sensitive methodology must be
developed. Results should always be considered together with an expert
assessment of the quality of care provided.

Infant Mortality Outcomes High-quality surveys with large Often estimated using indirect retrospective methods, such as the sisterhood one

Rate samples (WHO and UNICEF, 1997) , that measure past rather than present mortality.

| iah i ith Thus, these values should not be used to draw conclusions, such as the impact of

Materna . Outcomes High-quality surveys with even ongoing interventions, about present patterns, particularly in a fast-moving

Mortality Ratio larger samples context.

Workforce Human Resources HMIS, dedicated inventories To obtain reliable figures in very fragmented situations is difficult. Deployment

structure (new needs to be disaggregated by main categories: level of training, gender, region,

enrolments, urban/rural, facility ownership, level of care. In countries with a very high HIV

attrition, skills,
age, gender,
employer) and
deployment

prevalence, the workforce structure may change quickly. Be wary of "ghost
workers", very common in troubled situations.

Average teams
per class of
facility

Human Resources

Routine data need to be validated
by facility-based surveys

Given personnel movements, actual over- and under-staffing patterns in relation
to routine reports are common. Possibly aggregated by training level (i.e.,
university-, mid-, basic-), skilled vs. unskilled. Sub-samples of facilities reporting
complete data may be compiled as representative proxies. Combining these data
with workloads, the average service volume per class of facility (very useful to
study the network in view of restoring, expanding or rationalizing it) may be
computed. In disrupted situations, to find overstaffing associated to reduced
service outputs is common.
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Indicator

Inputs and
outputs of the
pre-service
training system

Dimension to be

Monitored/Usefulness

Human Resources

Sources/Ways of collecting
the Indicator(s)

A specific study is usually needed

Remarks

It could be computed as cost per trainee or per year of training, by level of
training and by training facility.

Inputs and
outputs of the
in-service
training system

Human Resources

A specific study is usually needed

It could be computed as cost per participant per day of in-service training. Due to
the dispersion of in-service training activities, collecting these data is labour-
intensive. Average figures should be taken with caution, because exposure to
in-service training varies dramatically within the workforce (with over-trained
workers against neglected ones). Given the over-reliance on in-service training,
typical of protracted crises, studying this area is particularly relevant.

Drug total
imports, by
source of funding
and adjusted per
head

Drugs

MoH data need to be
complemented with reports
prepared by donors, NGOs and
private importers.

Unavailable in most cases, or grossly underestimated. To collect reliable figures is
very difficult and labour-intensive, particularly for the private sector and for
donations. Caution is needed in aggregating widely different prices of the same
drug. Comparing drug prices purchased through different channels provides
precious indications of the sort of measures needed to improve drug availability.

Drug distribution
by region, rural/
urban, ownership
and level of care

Drugs. Equity

Where centralized, shared
mechanisms are in place, the use
of routine information is usually
possible. In other cases, specific
studies are needed.

It is an essential component of Total Inputs, discussed above. Beyond financial
figures, the appropriateness of the drugs available at each level of care should be
studied (the supplying of drugs inappropriate for a given level of care is a very
common finding).

Waste and
pilferage along
the supply line

Drugs. Efficiency

A tracer study is usually needed
to throw light on this issue.

Usually overlooked during a protracted crisis, this information may provide crucial
contributions to the policy discussion and to the conception of a recovery
strategy.

and at facility

level

Drug availability | Drugs Facility-based surveys A number (5-10) of vital drugs should be selected as markers. The indicator

at facility level cou_lddbe expressed as proportion of selected drugs available over the studied
period.

Absolute level of | Financing Consider the implanting of To be followed over time. Estimates of patient contributions need specific studies

financing, permanent capacity, to carry out |and are difficult to obtain. The external share of total financing helps to gauge

disaggregated by this review at regular intervals. the degree of discretion to be enjoyed by future governments. Trends are as

source and important as absolute figures.

management

responsibilities

Expenditure Financing A specific study with a substantial | Crucial to address existing imbalances, spot gaps and devise measures aimed at

structure, by cost
centre, region,
urban/rural, level
of care,
ownership

field component is usually
needed.

rationalizin% health care provision. To consolidate contributions may be extremely
Icomlplex. Should be complemented and validated by costing studies at facility
evel.
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Understanding the broader country context:
past, present and future

Lindsay Hilsum: “"When reporters don’t know what is happening, they call it anarchy”.
Mark Duffield: “"When aid workers don‘t know what is happening, they call it a complex emergency”.
(quoted in Keen and Ryle, 1996)



Analysing Disrupted Health Sectors Page 62

Contents

This module introduces the user of the manual to many aspects helpful to gaining an
understanding of a country in crisis. As the field is immense, the selection of issues to
be discussed has necessarily been restrictive. Stress is given to scrutinizing the nature
of the disruption in order to foresee its likely evolution, and to draw useful lessons
from other countries. Topics discussed include: population displacements induced by
violence; politics and information management; and the role of international media
in humanitarian crises. The patterns of aid directed to disrupted countries, and how
they can be analysed, are then covered. The subject of the meaning and implications
of decentralizing the state administration in war-torn contexts follows. The closing
chapter considers the difficulty of foreseeing the future of countries in crisis, the
stark choices facing stakeholders, and their implications for the health sector.

Annex 3 discusses the rationale, aims and format of Post-Conflict Needs Assessments,
as carried out in several countries in transition. Preliminary lessons learnt by
participating in such exercises are offered for consideration.

Closely-related modules:
No. 4. Studying health status and health needs
No. 6. Analysing health financing and expenditure

No. 8. Studying management systems

Introduction

While some recent conflicts, like those of Afghanistan, Mozambique, Rwanda and
Sudan, have attracted the attention of historians and researchers, others, such as Angola,
the Democratic Republic of the Congo and Somalia, have remained inadequately
documented and only partially understood. As time elapses and memories and files
are lost, the chance that light is thrown on these latter conflicts decreases.

In most cases, and especially at the height of a crisis, historic insights are as scarce
as they are invaluable. Special efforts are needed to penetrate the political, military
and economic picture, with the support of incomplete and unsatisfactory materials.

The country context affects what happens in the health sector, and what can be done
within it. Without a degree of understanding of the conflict and its root causes, of
its actors and their respective agendas, and of the changes — both those with short-
term and long-term consequences — induced by violence in the fabric of a troubled
country, an analysis of the health sector will remain lame. Further, measures aimed
at sustaining health services during the disruption and at encouraging their recovery
afterwards would be ineffective, or short-lived. The temptation is always strong to
work around conflict (Goodhand and Atkinson, 2001), handling it as an unfortunate
nuisance. Gaining awareness of past and present political, economic and military
events dramatically strengthens the analysis of the health sector.

Alongside countries stricken by widespread violence, many others present features
that suggest a deep crisis. Recent work has bundled this heterogeneous group under
the label of “fragile states” (for a definition, see Glossary in Module 14). They include
countries with repressive governments (Myanmar, Zimbabwe), poor governance
(Chad, Nigeria), localized conflict (Indonesia, Nepal, Sri Lanka, Uganda), chronic
ethnic unrest (Ethiopia), or economic crisis (Burundi, Tajikistan).

In most instances, the various aspects of fragility are intertwined. Given their
intrinsic weakness, many of these fragile states may collapse in the future, in some
cases suddenly. Their health sectors deserve a thorough study, even in the absence of
large humanitarian operations or donor engagement. Several of these health sectors
have already been explored in some detail. Many others (e.g. Democratic People’s
Republic of Korea, Myanmar) lack satisfactory, comprehensive assessments,
because of the resistance of defensive governments to unbiased inspection or lack of
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interested donors, agencies and researchers. Frequently, the available analysis omits
references to the ongoing crisis, in this way supplying a distorted, sanitized picture.
This glaring omission gives a measure of the sensitivities fuelled by the crisis.

The causes of the disruption

“Conflict is a dynamic social process in which the original structural tensions are
themselves profoundly reshaped by the massive disruptions of war. Therefore ‘root
causes’ may become decreasingly relevant in protracted conflicts which have led to
the transformation of the state and society” (DFID, 2002).

According to Yanacopulos and Hanlon (2006), a conflict is “any struggle or
confrontation between groups or individuals over resources or power”, and as such
it is a natural process in any society that, under some circumstances, can become
violent with “armed conflict” and can further escalate into war. Conflict is not
always destructive or a prelude to war: it can be part of the processes of change and
development.

Conflicts arise from a multiplicity of intermingled factors. Political control, poverty,
injustice, scarcity as well as abundance of resources — unequally distributed — have
been singled out by observers of different disciplines as the main drivers. Political
analysts tend to highlight the “grievances” of certain groups as the main causes of
conflict. Conversely, economists see “greed” — or search for maximizing wealth — as
the main explanatory factor.

Examples of greed- and grievance-fuelled conflicts abound, to support all
interpretations. A thorough review of the conflicts of the last decades suggests that
economic factors, usually related to control of strategic resources, play a dominant
role, particularly in perpetuating a conflict, even if this has been ignited by political
causes. And even conflicts constructed as grievance-induced by the main actors may
be better understood by looking at their political economy. Further, conflicts may
be ignited by the abundance — rather than shortage — of primary resources, mainly
if the national economy is not diversified and is highly dependent on a primary
commodity. “Resource” conflicts confirm their essentially non-political nature by
proving singularly resilient to peace-making efforts: in these wars “winning may
not be desirable” since the resulting chaos is instrumental to sustaining illegal and
violent economies (Keen, 1998). In these conflicts only effective interventions at
a political level, sometimes coupled to a peace-making component, can offer a
solution. Measures aimed at a political dispensation that addresses the unfair (real
or perceived) treatment suffered by certain groups, without considering the causes
of violence, may miss the point in most cases of contemporary conflict. In these
contexts, reconciliation approaches based on “universal values”, such as justice,
equity or humanity may deliver peculiarly blunt and ineffective results.

Recognizing this reality contributes to explaining the low profile enjoyed by
healthcare provision in pure resource conflicts, such as in Angola or the Democratic
Republic of the Congo, in contrast to politically-motivated struggles. In the latter
ones, health initiatives may play a role in contributing to peace-building, with
warring parties gaining mutual understanding on a comparatively neutral, technical
ground and even genuinely understanding the interests of their constituencies. In
other contexts, health initiatives may be tolerated by enemies who still do have the
intention to win the hearts and minds of the population they control. However, to
competing predators only interested in extracting wealth by violent means, health
is a non-issue. A settlement may arise only from addressing the real interests of
belligerents in the political and economic sphere.

The political economy of civil wars

Conflicts and economies are bound by mutual, complex links. Poor economic
performance, by eroding the legitimacy of the state, as well as limiting its capacity
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to control events within the country and fulfil its basic responsibilities, may be
instrumental in eroding good governance. In these situations, conflict opportunists
may arise internally, or establish alliances with external actors attracted by local
resources to be exploited and by the impunity enjoyed in relation to a weak state.

As rebels need to finance their challenge to the state or protect themselves from state
repression, they are forced to become economic operators. Criminal businesses that
provide high returns, such as the trafficking of drugs, diamonds, timber, ivory, and
arms, are common sources of war financing. In countries where natural resources are
absent or difficult to exploit for conflict entrepreneurs, cheap labour extracted from
populations may become the main asset on offer, hence the main military objective.
In Mozambique, rebels made extensive use of forced labour to sustain their fighting
capacity, while the government tried to expand the population it controlled as a way
of weakening the insurgency and maximizing aid flows. The time-honoured tactic of
“draining the pond to catch the fish” has been recently applied in Darfur.

The centrality of people in sustaining the war economy through labour may
explain to a certain extent the high profile enjoyed by healthcare provision in the
Mozambican conflict: people become an asset requiring investment, including health
service provision. A totally opposite rationale shaped the Angolan conflict, where
the population was not needed by either contender to support the war effort (ensured
by abundant oil and diamonds). Hence, violent pressure on people to flee across the
frontline, in this way encumbering the enemy and reducing its fighting capacity,
became a widely-used tactic.

The country’s overall economic performance is usually badly hurt by civil war.
Funding to the military expands, to the detriment of social sectors. Infrastructure
and productive assets are shattered. Private wealth is shifted abroad (Collier et al.,
2003). Social capital is destroyed. The resource pool fought over by contenders tends
to shrink. Exhaustion, such as in Mozambique, may pave the way to a settlement.
Conversely, with huge resources shielded from military operations, as in the case of
the Angolan offshore oil, war financing was guaranteed despite general economic
collapse. The party in control of such an asset could indefinitely sustain the conflict.

When the country becomes the recipient of large aid flows, the economy is heavily
transformed, and may suffer from the “Dutch disease”, by which aid ends up
slowing down labour-intensive export activities, with an overall depressive impact
on the country’s economy (Collier, 2007). The labour, service and housing markets
restructure themselves to tap these new aid-related opportunities. While some
domestic production is depressed by price distortion and unfair competition, other
activities, e.g. brick-making, may flourish. New career paths outside the state system
open up to skilled health staff in particular. The economy splits into a wealthy
segment taking full advantage of aid flows, and a poor one only marginally benefiting
from it, while new opportunities arise in the aid industry for educated individuals.
Globalized markets thrive alongside subsistence ones. Diaspora remittances may
grow until they represent a large portion of the economy, as seen in Somalia (Savage
and Harvey, 2007), or conversely shrink, as has been observed in Darfur. Aid, mainly
food, risks being manipulated, appropriated and traded by the elite — emerging anew
or firmly entrenched — economic entrepreneurs and violent actors.

Aid may play a key role in suppressing local dynamics of opposition forces
challenging regimes. Englebert (2003) found in Zaire/Democratic Republic of the
Congo an extremely strong correlation between low levels of foreign aid and lack of
rebellious activities. A time series starting in 1960 shows that “... aid disbursements
have been significantly lower on average in years preceding separatist or rebellious
activity than in years preceding instances of social peace, suggesting that Congolese
elites adjust their behaviour to the economic returns of sovereignty.”

Contemporary conflicts tend to cross national borders, due to regional interests and
the increasing need for movement of fighters, weapons, refugees, goods, money, relief



Module 3 Understanding the broader country context... Page 65

organizations, diplomats, spies, criminals, business people and ordinary citizens. In
some cases, a resurgence of violence in a neighbouring country is clearly linked to a
ceasefire across the border. The damage done by a conflict to neighbouring countries
may be substantial, with the weakest neighbours usually being drawn into civil
war. The Liberian crisis contributed to the escalating war in Sierra Leone. The Cote
d’Ivoire came next. Peacemakers raised in the tradition of state-to-state diplomacy
deal poorly with regional crises.

Military patterns

Most protracted conflicts are marked by long periods of low-intensity warfare,
punctuated by occasional outbursts of conventional military activity. Dominance
of inexpensive small arms, skirmishes, ambushes and/or irregular fighters active in
small groups, are all typical features of low-intensity warfare. The heavy reliance by
grassroots warring groups on child fighters has become a distinctive feature of many
recent conflicts.

The relative ease and low cost of waging this sort of war encourages the emergence
of multiple entrepreneurs. Low-intensity conflicts tend to fragment into confusing,
self-maintaining situations, with actors entering or leaving the campaign according
to opportunity and convenience. Warfare becomes privatized, following business
rather than military rules. Foreign fighting forces involved in the conflict as allied to
warring sides, and in some cases as peacekeepers, are left to fend for themselves, and
themselves indulge in resource extraction or other lucrative businesses.

In many cases, low-intensity warfare is the sole option available to commanders of
small armies of reduced capacity, thus understandably reluctant to engage in decisive
confrontations with the enemy, who may face the same difficulties. Conflicts become
inconclusive, with the bulk of casualties and suffering inflicted on civilians by
soldiers whose main concern is survival: feeding and sheltering themselves, looting
what is within reach and thoroughly avoiding decisive confrontations.

Once created, armies of this kind may endure difficult times and even prosper with
relatively scarce inputs from outside. Conversely, high-intensity warfare is a high-
cost option, affordable only for governments or rebel groups in control of substantial
resources. Whereas the short-term damage to soldiers, civilians and infrastructure
is usually large, high-intensity conflicts tend to end quickly with the emergence of
a clear winner. When the victory scored by one party is not clear-cut, the intensive
phase of a conflict may give place to a protracted sequel of low-intensity nature. Very
asymmetric military force between contenders tends to induce this last pattern (as
seen in Iraq).

The use of landmines by belligerents has far-reaching implications. Landmines kill
and cripple for decades after the end of'a conflict. By limiting access to land, restricting
communications and killing livestock, they affect the economy. Landmines also put
a heavy burden on health services, which have to provide expensive surgical and
prosthetic care to the victims. Additionally, the presence of landmines limits the
resettlement of displaced people once hostilities have ceased. The recovery outlook
of a disrupted country may be seriously affected by this scourge.

Afghanistan, Angola, Cambodia, Iraq, and northern Somalia were considered in the
1990s to be the most contaminated countries in the world, with several million mines
each. Angola had the worst known ratio of amputees per population in the world,
with one per 334 inhabitants (Horwood, 2000). Despite the success registered by
the worldwide campaign to ban landmines, reflected in the worldwide decrease of
mine injuries, recent conflicts have seen their utilization, in some cases on a massive
scale, as in the border dispute between Ethiopia and Eritrea. Global production
of landmines has decreased, but existing stocks are large enough to supply future
armies for some time.



Analysing Disrupted Health Sectors Page 66

Partitioned situations

Protracted conflicts without clear-cut outcomes, particularly when fought across
ethnic or religious fault lines, may lead to uneasy stalemates, with portions of the
territory and population controlled by armed groups, be they politically-motivated
rebels, ethnic or religious armies, or just criminal gangs. The territorial and ethnic
coherence of the resulting partitions is often precarious. The government may
maintain its grip on the main towns, as in Mozambique and Southern Sudan, with
the rebels controlling the countryside. Or the division may reflect revenue interests,
like diamond fields. In other conflicts, the control of people takes precedence over
that of territory. Or partition may create in effect twin states with a well-recognized,
if unstable, frontline, as in Angola.

If control equates to ethnic or religious allegiance, the map of influence may resemble
a leopard skin, as in the West Bank. Borders may remain fluid, or be frozen by
a ceasefire (sometimes imposed from outside). Ethnic cleansing measures may be
applied by certain warring parties to remove the populations living on the “wrong”
side. The return of displaced people after the end of open hostilities may reshuffle
the composition of the population, sometimes forcing communities into tenuous and
uneasy cohabitations, such as in Kosovo.

True Story No. 3.
Understanding the evolution of the Afghan health
sector

The turbulent history of Afghanistan is well known. To track
developments in its health sector in the 1980s, essential reading
is O’'Connor RW (1994) Health care in Muslim Asia: development
and disorder in wartime Afghanistan, which describes in detail
health activities supported by international NGOs based in Pakistan
during the war against the Soviet occupation. The book covers
many aspects of health service delivery under extremely difficult
circumstances: supplying remote providers in a dangerous and
rugged terrain, training and supervising volunteers, collecting
information, evaluating activities, etc. The resulting picture is
fascinating but grossly incomplete (hence potentially misleading),
because it does not cover the health sector managed by the Soviet-
supported Afghan Government (probably at the time the largest
health service provider in the country). Complementing a rich but
unilateral view with documents elaborated in Kabul is necessary. For
instance, the Country Profile prepared by the Ministry of Public Health
in 1985, which did not even mention that the country was at war,
is instructive about important internal developments, such as the
expansion of medical training and of hospital care, which to this day
have serious implications for health services. The partitioned health
sector developed along diverging lines chosen by warring parties,
lines that have to be understood if we want to make sense of post-
conflict patterns.

In most cases, the main concern of leaders, old or new, formal or informal, is to raise
revenues from the population: money, food, fuel, minerals, drugs, or coerced labour.
To gain legitimacy in the eyes of their subjects, military leaders may try to establish
civil administrations and provide some social services. Local and international NGOs
are frequently the main service providers, formally on behalf of the armed rulers. The
International Committee of the Red Cross (ICRC) and international NGOs may succeed
in negotiating with the belligerents over their movements across the lines of control in
order to access isolated populations. Where military activities have led to stable partitions,
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relief agencies and NGOs split their operations accordingly; some of them may even
work with one warring side only. As a result, the separation is consolidated (see True
Story No. 3).

The outcome of the disruption

Terms such as “complex political emergencies” or “protracted crises” encompass a
variety of situations and outcomes:

Continuity of state settings, despite the challenge for supremacy launched by
rebel groups. The weakened state has a limited control over the country, but
never totally relinquishes its functions, at least in terms of political discourse
and international relations. Decades of turmoil end in appeasement (often due
to the exhaustion of the warring sides), or in the unambiguous military victory
of the government. Perhaps after some cosmetic changes in its inner functioning
the state emerging from the crisis resembles that existing before it. The survival
of the original ruling group may be achieved through the change of its political
agenda. Examples: Angola and Mozambique.

The outcome of the crisis is the creation of a new state: Eritrea and Timor-Leste
are recent examples. International sensitivities may keep certain new entities in
an ambiguous legal status, like Kosovo, Puntland or Somaliland. Independence is
not always followed by systemic change, particularly in the public sector, which
may maintain in place old settings. Many post-colonial African states upheld the
language, legislation, and bureaucratic traditions of their previous rulers, opting
for a continuity that some scholars consider as a key factor fuelling conflict, and
at the origin of their subsequent failure. Virtually everywhere, budget systems
are among the state functions most resilient to change. Health sectors are rather
prone to conservatism, as well.

The state “survives” the crisis but rulers are replaced. State functions are reshaped
at fundamental levels, as witnessed in Cambodia and Uganda. New rulers anxious
to affirm their legitimacy are often attracted by reforms, which may involve the
health sector. New governments may enjoy or court international favour and opt
for dominant, “liberal” models, usually a precondition for tapping aid resources.

The state fails and the country implodes, as seen in Afghanistan, Liberia and
Somalia. War-lordism and fragmentation ensue. Aid agencies and NGOs replace
the state as service providers, usually unconstrained by absent or powerless
domestic authorities, and unevenly distributed. As armies and private groups
compete for resources, the conflict becomes “extractive” with exploitation of
strategic commodities as the main driver. The crisis feeds itself.

Where no warring side is strong enough to impose its conditions, protracted
negotiations lead to a settlement between the parties, which split power and get
rewarded with a share of state revenues, as in Sudan and the Democratic Republic
of the Congo. Power- and resource-sharing and security deals present special
difficulties. To ensure an effective peace, such arrangements need conspicuous
levels of resources and political capital. The chances that the country relapses to
war are high. The new government, usually embroiled in a web of ambiguities
and trade-offs, lacks coherence, capacity, credibility and decisiveness.
Conflicting messages are commonplace. The international community may be
as fragmented and inconsistent as the country itself. Instead of embarking on
recovery, the country may be caught in a limbo of endemic if decreased violence,
poor governance and modest investment.

Very protracted crises may evolve through different phases, reflecting some of the
outcomes sketched above, which sometimes coexist, as in the case of partitioned
countries, where no decisive result able to trigger a settlement of the conflict
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materializes. Periods of high international visibility of the crisis may be followed
by periods of neglect. International attention may turn away from or never focus on
certain crises, regardless of their humanitarian impact.

The messy unfolding of many contemporary conflicts is commonly portrayed by
the media as chaos, madness or barbarity. Field workers and analysts may align
themselves with these perceptions, and draw the conclusion that no sense can be
made of such violent events. Conflict becomes an operational inconvenience, whose
effects on relief interventions have to be minimized. Too often, no attempts are made
to understand events perceived as inherently impenetrable. Conversely, analytical
efforts may succeed in unveiling surprising levels of meaning in conflicts as confused
as those of Liberia and Somalia. “Part of the problem is that we tend to regard
conflicts as, simply, a breakdown in a particular system, rather than the emergence
of another, alternative system of profit and power” (Keen, 1996). Some conflicts see
the re-emergence of traditional pre-colonial systems, as in northern Somalia.

"Trends in contemporary Somalia are a reflection not of irrational
impulses of warlords or the 'madness’ of teen-age warriors in an
environment of state collapse, but rather of the calculations of
local actors as they try to survive and profit in a context of great
uncertainty and insecurity. Militiamen demobilizing and taking up
farming in the Lower Shabelle do so because the risks attached to
fighting and looting have become greater than the value of potential

war booty. Businessmen who finance sharia courts do so because
they have come to have an interest in safe commercial corridors and
secure market areas, not in the spoils of war. Warlords who incite
tensions between rival clans do so because their political standing
in peacetime quickly plummets. These actors may miscalculate -
in fact, evidence points to an enormous amount of miscalculation
in Somalia - but they are calculating, attempting to manage and
reduce risk and advance their interests.”
(Menkhaus, 2003)

Lessons learnt during a crisis are rarely transferred to another one, or alternatively,
the experience is transferred to a context where it does not apply. An important
reason is the wide range of conflicts that affect the world, associated to rather uniform
responses on the part of foreign politicians and military, and to a lesser degree by aid
agencies, think-tanks and news organizations. Thus, concepts and approaches found
useful in some contexts may be mechanically replicated somewhere else, despite
the striking differences a careful review might find between crises. Puzzled by the
variety of contexts, some players tend to lean to the opposite side, considering every
crisis unique and calling for original responses. A sensible approach is likely to lie in
between these extremes. It pays attention to both similarities and differences, in this
way adopting previous experiences only when they are considered really relevant to
the new context (which has been adequately scrutinized and understood).

The following chart tries to sketch a summary typology of conflicts, by looking at the
distribution of several important features along the respective spectra. Other features
can be added to refine the analysis. Such a typology is obviously a simplification,
aimed at promoting the understanding of the composite nature of contemporary
conflicts. Any rigid application of it would produce misleading results.
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A basic typology of conflicts
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Conlflicts of short duration and high intensity, with a political nature, such as Timor-
Leste and Kosovo, would cluster towards the left side of the table. In relation to
this group, the implications for external aid agencies are rather obvious. The main
concerns are captured in the “do no harm” slogan (Anderson, 1999). Sustainability,
equity, political reconciliation, ownership, respect for the local economy and labour
market are among the central issues to be considered when planning aid interventions.
In light of this, the massive reliance on foreign NGOs that has marked these crises,
as well as the initial phase of the Iraqi conflict, may be criticized as insensitive and
to some extent inappropriate.

Protracted, low-intensity, resource-motivated conflicts, marked by state implosion
and catastrophic consequences in terms of deaths, destruction, and human suffering
lie on the right side of the spectrum. Afghanistan in the 1990s, the Democratic
Republic of the Congo, Liberia and Somalia are classic examples. The reluctance of
some donors to engage in countries of modest strategic interest, despite the gravity
of their humanitarian predicament, is a constant feature of this group of crises. This
is disturbing, because in situations of total collapse, the international community
represents the only available alternative to the state as service provider and in some
cases as a guarantor of security. The timeframe of interventions expands to encompass
decades. The concerns mentioned above and related to the long-term implications of
aid interventions pale against the magnitude of the crisis. As little is left of previous
settings and institutions to be rescued, one could conclude that little “harm” can be
done to what remains. An engagement implies a protracted, uninterrupted presence,
adapted to the political and military vagaries that mark these contexts, and calls
for programming practices appropriate to them. Short donor funding cycles appear
distinctively disruptive of service delivery in these crises.

Several other crises can be distributed between the two “pure” extremes of this
continuum. Some conflicts presenting mixed features would lie towards the centre
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of the distribution. Angola shows many of the features of the right-hand group, with
the important difference that state functions, although severely weakened, did not
collapse while in contrast the state apparatus thrived. Mozambique would lie to the
left, because of the strong political connotations of its crisis. Sudan and Cambodia
would lie somewhere in between.

When using this way of characterizing conflicts, their dynamic nature must be kept
clearly in mind. Conflicts change over time. Political conflicts, when left unresolved
over protracted periods, tend to move towards the right end of the spectrum, as
the extraction of resources ends up taking precedence over the original grievances
among the concerns of warring parties. Angola was a case in point of this evolution.
Misjudged attempts at negotiating a premature or flawed peace settlement may give
respite to the losing side, in this way perpetuating hostilities.

If this summary approach to understanding conflicts holds, some lessons learned in
the past in Afghanistan might become relevant, with appropriate readjustments, to
the Democratic Republic of the Congo or Southern Sudan. On the other end, Kosovo
might represent too distant a model to be really useful in African conflict-affected
countries. Conversely, an intensely political emergency in a middle-income setting
such as Kosovo looks as a potential source of relevant experience for those working
in the Caucasus, or in Iraq.

Violence-induced population displacements

The mass movements of people affected by violence have become a familiar feature
of the new “world disorder”. By end of 2006, there were 9.9 million refugees!, an
increase of 14% over the previous year. This increase that reversed the declining
trend since 2002 was caused mainly by Iraqis searching refuge in neighbouring
Jordan and the Syrian Arab Republic (UNHCR, 2007). 2006 also saw an increase
in the number of IDPs, who were estimated at 24.5 million at the end of the year
(Norwegian Refugee Council, 2007). The second figure is far less accurate than the
first one, because of the lack of a legal definition and status for IDPs, which leads to
serious shortcomings in the way national statistics are compiled. Colombia, Iraq and
Sudan were the countries with the largest displaced populations.

Population movements may be induced by fighting in their home areas; in these
cases, they appear as unintended side-effects of military operations. But violence
on civilians is often deliberately inflicted, on ethnic, religious, economic, military
or political grounds. Displacing enemy populations away from certain areas of
particular interest, and resettling them in areas where it is easy to control them,
like in camps, may even become the main goal of a military campaign, as seen in
Colombia, Kosovo the occupied Palestinian territories and Sudan.

Given the long duration of many conflicts, displacement may become a chronic, semi-
permanent condition. The longer displacement lasts, the more likely the confinement
of IDPs to marginal areas, where living conditions are harsh and poverty is structural.
The reluctance of both host governments and international agencies to encourage the
legal, economic and cultural assimilation of displaced people into local communities
may only strengthen their exclusion and foster negative coping strategies.

The clustering of weak or failed states succumbing to widespread violence means
that refugees may swap insecurity at home for insecurity abroad. Too often the
political and/or economic predicament of host countries and communities prevent
the provision of adequate assistance to their refugee populations. Sometimes, the
flow of displaced people becomes two-way.

Large-scale violence, and the induced deaths and mass displacements may change
the cultural, economic and demographic patterns of one or more countries. The

1 People displaced from the area of previous residence, who have crossed
international borders. See Glossary in Module 14. Resources, for the full official
definition.
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Rwandan genocide targeted young males of fighting age, leaving two thirds of the
population composed of females. Additionally, they may have a large and lasting
impact on neighbouring countries. Once the conflict is settled, displaced people
returning home may bring habits, allegiances, coping strategies and diseases with
them, in turn affecting the country of origin.

Displaced populations raise a host of political, legal, ethical, security and economic
issues that have proved difficult for host countries to address, as well as for the
international community. Refugees enjoy a clear legal status, codified by international
law. Their protection is mandated to a specialized UN body, Office of the United
Nations High Commissioner for Refugees (UNHCR). Internally-displaced people,
on the other hand, remain under the jurisdiction of their government, which is often
part of the conflict, and in some cases the perpetrator (directly or by proxy) of the
violence that caused the displacement. Decades of international debate have failed
to generate a body of adequate legal provisions aimed at protecting these groups.
And no international agency has been established to that effect, even if in some
circumstances the UNHCR or another agency encompasses the protection of [DPs
in its mandate. Meanwhile, extensive evidence has been collected worldwide about
the extreme vulnerability of internally-displaced people, particularly of those living
outside camps (Salama et al., 2004). On the other hand, there are examples of IDP
communities in camps — e.g. in Darfur — that have better access to relief, including
health care, than the host population.

In some conflicts, fighters intermingle with displaced people to gain sanctuary
from their enemies, secure resources and stage military operations. Camps may
be militarized by warring groups, which take advantage of humanitarian aid. To
avoid the possibility of supporting political or military parties, some agencies opt to
close down their programmes. Other humanitarian actors feel compelled to ensure
they help displaced people, even if in this way they benefit fighters and sometimes
violators of human rights. In these conditions, neat distinctions among civilians,
fighters, political players and criminals are impossible to draw.

The relationship between refugees and host populations is often tense. The latter
may resent the privileged assistance offered to the former by international agencies
as, for instance, in Chad. Sometimes the unlawful behaviour of refugees causes
problems: the Nairobi police, for instance, unofficially considers some areas of the
city inhabited by Somali immigrants as de facto off-limits. Matters are compounded
by the objective difficulty of distinguishing people who have fled genuine threats at
home from economic migrants or criminals.

Host governments may put pressure on refugees to return home, even in situations of
great fragility and uncertainty. Forced return and resettlement may be “encouraged”
by home governments, together with “villagization” policies to show that the crisis
is over. Large migrations have taken place under considerable hardship, creating
serious problems in countries recovering from protracted turmoil, usually ill-
equipped to cope with such inflows of destitute people. Starting activities in support
of resettlement without assured security may be a dangerous pull factor, triggering the
movement of communities back to their villages in the absence of secure conditions.
On the other side, providing relief assistance to camps implies that humanitarian
organizations are — or are perceived as — “colluding in a policy of de facto ghetto-
making” (Slim, 2007).

Sometimes, repatriation has been largely spontaneous, triggered by improving
conditions at home or by the deterioration of the hosting environment. Specialized
agencies are sometimes caught unprepared by these mass movements, as seen in
Mozambique in 1993—-1994.

Resettlement in the home country after decades spent abroad may pose daunting
challenges. The areas of origin may be impoverished by drought and erosion, while
their infrastructure has been destroyed. Landmines may bar access to valuable
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land, or hinder the reopening of roads. Land tenure rights may remain indefensible,
because of the population movements associated with the hostilities. Identity cards
and birth certificates may have become lost or destroyed.

Given the challenges it entails, the resettlement of large masses should be thoroughly
prepared and adequately resourced by collaborating agencies and country authorities.
This has not always been the case. Governments have often taken passive stances,
leaving returnees to their own devices. In other cases, they have handled the issue
assertively, as in post-genocide Rwanda.

International agencies and NGOs have often betrayed a surprising inability to
understand the forces that drive refugees, and their return strategies. Donors have
sometimes been slow to disburse the necessary funds, resulting in fatal delays.
With the increasing specialization of aid agencies, there is the risk that the issue
of displaced people is carved out from the broad policy debate about post-conflict
transition and recovery. In this way, one of the most important components of a
peace process may be dealt with in isolation, as a stand-alone issue.

Giving adequate priority to the reintegration of refugees and IDPs in a transitional
recovery strategy is critical. Decision-makers should keep in mind that mass returns
are political, security and health emergencies, which must be tackled in advance,
and with adequate models, skills and resources. “... [T]he challenge of return,
reintegration and reconciliation requires much more than short-term interventions
and assistance from the UN and other international actors” (Crisp, 2006). The
return of displaced people offers precious opportunities to address problems while
they are still manageable. Disease-control activities, for instance, may be carried
out on a grand scale, efficiently and effectively, by taking advantage of population
movements and concentration sites, where registration has occurred and where it
is possible to conduct immunization campaigns, to provide health information and
screen as well as treat chronic diseases.

Politics and information management

In the politically-charged crisis environment, information is always bent (when not
altogether forged) to accommodate the interests of involved parties. Information is
inherently contentious.

For example:

* Population data may be inflated to increase food and non-food aid, or deflated
to decrease them in enemy areas. See Module 4 for a discussion of population
estimates.

* Morbidity/mortality data may be used to justify, or to deny responsibility for,
political/military actions, as seen in Darfur and Iraq.

* Health needs may be inflated for fund-raising purposes. Some relief agencies
have developed strong fund-raising skills, whose deployment may create the
way a crisis is perceived by decision-makers and the public at large.

*  Studies may be carried out to postpone action, or to justify decisions already taken.
Only occasionally have hesitant decision-makers been galvanized into action by
the results of studies commissioned to advise them. Given the difficulties of
collecting solid data in such environments, studies rarely if ever provide clear-
cut findings. Furthermore, the risks entailed in taking certain decisions may lead
to dismissing of the studies, regardless of the collected evidence.

e Health service performance is praised or criticized according to political
allegiance. In Angola, some international NGOs went out of their way to praise
National Union for the Total Independence of Angola (UNITA) health services
at a time when access to areas controlled by the rebel movement was severely
restricted. Later, the performance of UNITA health services was found to be
much poorer than previously claimed.
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e Embarrassing findings are withheld from circulation, or messed up to obstruct
external scrutiny, or challenged on spurious technical grounds. The publication
in 2005 of a mortality study documenting the severity of the situation in IDP
camps in northern Uganda provoked a strong reaction from the government,
which had regularly tried to downplay the magnitude of this crisis. The Ugandan
MoH, which had participated in the survey, had to retract its original findings,
which were, however, substantially confirmed by an additional round of data
analysis (Rowley, Altaras and Huff, 2006).

* Countries in political and economic crisis, but with authoritarian governments
firmly in control, may go a long way to deny serious issues by manipulating
health statistics and discouraging the unbiased analysis of health status and
health services. Before the collapse of the Soviet Union, little was known of the
severe health and demographic crisis that already plagued it. Now, the health
sectors of Myanmar, the People’s Republic of Korea and Zimbabwe are all
inadequately studied. The scarcity of good-quality studies is in itself a symptom
of an underlying problem, often of a political nature.

Given the interests and the agendas of the parties producing the information that
circulates in troubled environments, multiple sources must be consulted and
respective data compared. Conclusions should always be scrutinized, and frequently
revisited. See Module 2. Making (rough) sense of (shaky) data and True Story No. 4
for a discussion of this issue.

The role of the international media

The intensity of media coverage depends on a combination of factors. Easy access
for foreign journalists, quick transmission of video reports, sharp characterization
(real or fabricated) between belligerents, rapid unfolding of events, involvement of
Western nationals, dramatic footage, and/or attention-catching and exotic features are
among the ingredients needed to make a crisis “noisy”. Protracted, chaotic conflicts
fought in areas of difficult access and complex to convey to Western audiences, do
not obtain the visibility they would otherwise deserve. Despite the availability of
reliable data showing the shocking gravity of its crisis, the conflict in the Democratic
Republic of the Congo never reached centre stage. The aid allocated to this country
remained vastly below the levels that an objective assessment of needs would imply.
Amid this media neglect, the eruption of the Nyiragongo volcano in 2002, which
caused fewer than 100 deaths, achieved exceptional coverage.

Political, security and economic interests affecting the rich world increase media
coverage, which in turn may strengthen the attentions of rich governments.
Additionally, certain crises may receive extensive coverage not because of the human
suffering involved, but because of strongly-felt concerns among Western audiences,
such as environmental damage or the terrorist menace. On the other hand, potential
crises usually fail to attract media attention. Crisis prevention work is unlikely to
be turned into stories of interest to the public of rich countries. The most successful
relief work may go unnoticed in this way.

Empiric research has suggested that the so-called CNN effect plays a decisive role
in influencing donor decisions only in certain cases, usually in the absence of clear
donor policies or in relation to countries of negligible strategic interest (Olsen,
Carstensen and Hoyen, 2003). The ill-fated American intervention in Somaliain 1992,
encouraged by the media coverage of the underlying famine, seems the archetypal
example of a misconceived operation, quickly closed down in the face of mounting
difficulties. The effective rule in most cases is that the response of governments
to humanitarian crises follows political, security and economic rationales, with the
media reacting to the decisions of politicians. The extraordinary visibility of Iraq,
caused by the interests of the rich world and by the controversy that preceded that
war, exemplifies this link.
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Pressure from the public may induce governments unwilling to deploy political,
military and economic instruments to fall back on relief measures. By their manner
of presentation, the media may influence the response to a complex emergency.
Framing a political crisis as a food security issue will encourage governments to opt
for “soft” measures, like pure relief operations. Conversely, the 1999 air campaign
against Serbia over Kosovo, clearly motivated by strong security interests, was
presented by the Western media as a humanitarian intervention (Olsen, Carstensen
and Hoyer, 2003). Once a certain framing of facts has gained wider acceptance,
it may stick even in the presence of evidence challenging it. Often the media first
create, then consolidate, particular constructs that are usually over-simplifications of
reality. Pitting the Muslim north against the Christian south to explain the protracted
war that ravaged Sudan is an example of such misleading interpretations.

The relationship between aid agencies and the media is awkward. On the one hand,
the media coverage of conflicts is rarely satisfactory and often is plainly distorted, in
the eyes of field workers with an intimate knowledge of the crisis and of its subtleties.
Whatever evidence is provided to journalists, it is likely to be processed to become
a story palatable to the particular audience of the involved medium. In particularly
controversial settings, like the Balkans or the Middle East, the manipulation of facts
may be pervasive. Stereotypes abound, also in relation to emergency operations:
“Relief'is either heroic or failed — there is nothing in between” (quoted in IFRC,
2005).

On the other hand, aid agencies and NGOs court media attention in their information
and advocacy efforts as well as in their pursuit of support and visibility. They are
increasingly hiring communication experts, in order to interact with the media on a
professional basis. Agencies have set instructions and procedures for their staff on
how to deal with journalists. In this way, they acknowledge the impact the media
have on humanitarian operations. In fact, media coverage affects funding levels
and the distribution of UN agencies and NGOs across a troubled country or region,
irrespective of true needs. Major agencies and NGOs, especially those relying
heavily on private contributions, are usually very media-conscious.

The lobbying capacity of humanitarian actors, their presence in a crisis, and the
intensity of media coverage are interdependent, and conditional on pre-existing
donor interests. The Darfur crisis offers a telling example of the intermingling of
political agendas, economic interests, relief concerns and media power.

The politics of humani