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ObjectiveTo develop a primary health-care monitoring framework and health outcome indicator list, and field-test and triangulate indicators
designed to assess health reforms in Kerala, India, 2018-2019.

Methods We used a modified Delphi technique to develop a 23-item indicator list to monitor primary health care. We used a multistage
cluster random sampling technique to select one district from each of four district clusters, and then select both a family and a primary
health centre from each of the four districts. We field-tested and triangulated the indicators using facility data and a population-based
household survey.

Findings Our data revealed similarities between facility and survey data for some indicators (e.g. low birth weight and pre-check services),
but differences for others (e.g. acute diarrhoeal diseases in children younger than 5 years and blood pressure screening). We made four
critical observations: (i) data are available at the facility level but in varying formats; (i) established global indicators may not always be
useful in local monitoring; (iii) operational definitions must be refined; and (iv) triangulation and feedback from the field is vital.
Conclusion We observe that, while data can be used to develop indices of progress, interpretation of these indicators requires great care. In
the attainment of universal health coverage, we consider that our observations of the utility of certain health indicators will provide valuable
insights for practitioners and supervisors in the development of a primary health-care monitoring mechanism.

Abstracts in UGS F13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Under the thirteenth general programme of work and the triple
billion targets,' the World Health Organization (WHO) aims
to increase the number of people benefitting from universal
health coverage (UHC) by one billion between 2019 and 2023.
Central to this effort is the expansion and improvement of pri-
mary health-care services.>’ Progress in achieving UHC can be
analysed using the WHO and World Bank’s UHC monitoring
framework,"* but this requires adaptation to local contexts to en-
sure health reforms keep pace with targets. Health programmes
in India,’ as well as the national health policy” and flagship Ay-
ushman Bharat scheme,® are being evaluated in relation to the
aims of UHG; various efforts are currently underway at both a
national’ and state level, notably in Haryana'® and Tamil Nadu."

According to National Sample Survey estimates from
2017-2018, morbidity levels in the southern state of Kerala
are reportedly four times the national average with disparities
by sex and place of residence.”” Although the state has made
gains in maternal and child health,” it must sustain these
gains while addressing the substantial and growing burden
of hypertension, diabetes'* and cancer;" vaccine-preventable
diseases;'®'” and emerging viral infections such as Nipah virus'®
and severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2)."-! Kerala has been subject to unregulated privatiza-
tion and cost escalation,” resulting in persistent inequalities
in service access and health attainment between population
subgroups.”’ In 2016, the Government of Kerala announced
Aardram, a programme of transformation of existing primary
health centres to family health centres;”” with increased staff-
ing, these family health centres provide access to a greater
number of services over longer opening hours compared with
the original primary health centres.

Apart from the WHO’s monitoring framework,” many
countries have done UHC and primary health centre monitor-
ing exercises”>* alongside independent exercises such as the
Primary Health Care Performance Initiative.”” However, most
of these frameworks are intended for global comparison or
decision-making at national levels. The argument for tracking
health reforms is clear, but such a monitoring process must
be specific to Kerala and local decision-making, while also
complying with national and global reporting requirements.
Periodic household surveys offer population-level data, but
are not frequent enough to inform ongoing implementation
decisions. Routinely collected and disaggregated health system
data are vital,” but are often marred by quality issues as well
as technological and operational constraints.”

We began a 5-year implementation research study assess-
ing equity in UHC reforms in January 2018. In our first two
phases we aimed to develop a conceptual framework and a
health outcome indicator shortlist, followed by validation of
these indicators using data from both health facilities and a
population-based household survey. We report on the field-
testing and triangulation components of this implementation
research project, which took place during 2018 and 2019.”* We
reflect on early lessons from the field-testing and triangulation
and, drawing broadly from Ostrom’s institutional analysis and
development framework,’" we emphasize how monitoring can
support learning health systems.’>*> We also discuss how the
monitoring of UHC progress requires a flexible approach that
is tailored to the local political economy.**-*
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Methods
Study design

We began with a policy scoping exercise
for the state of Kerala in 2018. We then
created an 812-indicator longlist from
existing primary health-care monitor-
ing inventories,”’*" and undertook
an extensive data source and mapping
exercise, adapting a process previously
conducted in the region.*’ We applied a
modified Delphi process in two rounds,
consulting key health system stakehold-
ers of the state (frontline health workers,
primary care doctors, public health ex-
perts and policymakers), and obtained a
shortlist of 23 indicators (available in the
data repository).*> We then field-tested
and triangulated some of the indicators
using facility-based data (phases 1 and
2) and a population-based household
survey (phase 2).

Phase 1: facility data collection

In phase 1 (December 2018) we selected
three family health centres in coastal,
hilly and tribal districts (Trivandrum,
Idukki and Wayanad, respectively) of the
state. We communicated the definitions
and logic of the indicators to facility
staff, and studied their data-recording
methods to synergize our processes with
theirs. From these initial steps, we pre-
pared a structured data collection tem-
plate (available in the data repository)*
that we provided to the three family
health centres.

Phase 2: facility data collection

Based on inputs from phase 1 and a
second round of consultations with
state-level programme officers, we re-
fined the indicator list. In phase 2 (June-
October 2019), we used a multistage
random cluster sampling technique to
generate data related to the indicators
at the population and facility level. We
applied principal component analysis
using Stata version 12 (StataCorp, Col-
lege Station, United States of America)
to data from the latest National Fam-
ily Health Survey (2015-2016)* to
categorize districts into one of four
clusters according to health burden and
systems performance. Using an open-
source list randomizer from random.
org, we randomly selected one district
from each of the four clusters, and then
randomly selected both a primary and
a family health centre from each of the
four selected districts. The people served
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by these eight health facilities were the
population of interest in our study.

We held on-site meetings with the
staff of the eight health facilities and pro-
vided them with Excel-based templates
(Microsoft Corporation, Redmond,
United States of America) to input
data for the financial year March 2018-
April 2019 (data repository).*’ Data
were sourced from manual registers
maintained at facilities. In addition to
off-site coordination, we also provided
data-entry on-site support to the health
staff, visiting each facility at least four
times between May and December 2019.
We compiled data from the facilities to
obtain annual estimates for all health
outcome indicators using Excel.

Phase 2: household survey

Our sample size estimation was based on
the proportion of men and women eli-
gible for blood pressure screening under
the national primary care noncommuni-
cable disease programme, that is, those
aged 30 years or older. We estimated a
sample size using routine data reported
by the noncommunicable disease divi-
sion of the Kerala Health and Family
Welfare Department (2018-2019), aim-
ing at a precision of 8% at a 95% confi-
dence interval (CI), with a conservative
design effect of 2 (i.e. a doubling of the
sample). Health facility catchment areas
were grouped by wards, also referred
to as primary sampling units. Eligible
households within a primary sampling
unit had at least one member aged
30 years or older. Individual written
informed consent was sought from each
participant before administration of the
survey. We employed and trained staft to
collect data using hand-held electronic
tablets with a bilingual (English and
Malayalam) survey application. The
survey, conducted during June-October
2019, included questions on sociode-
mographic parameters, health outcome
indicators (e.g. noncommunicable
disease risk behaviours and screening;
awareness of components of Aardram
and family health centre reform) and
financial risk protection (e.g. out-of-
pocket expenditure). National Family
Health Survey (Round IV) state level
weights were applied during analysis.**

Triangulation of phase 2 data

We compared data on selected indica-
tors using Stata and Excel. Since our
focus was on how indicators were be-
ing understood and reported across
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facilities, we did not expect indicators
to directly correspond between facilities
and households, but only to approximate
each other.

Ethics

All components of the study were ap-
proved by the Institutional Ethics Com-
mittee of the George Institute for Global
Health (project numbers 08/2017 and
05/2019).

Results

We obtained data from 11 health facili-
ties in total (seven family health centres
and four primary health centres) during
phases 1 and 2. During phase 2, we ac-
quired facility data on indicators from
eight health facilities (four family, four
primary) jointly serving a population
of 273002 (Table 1). The household
survey was undertaken in the catchment
areas of these facilities, and we acquired
data from a representative sample of
13064 individuals in 3234 households
(Table 1).

We observed both variations be-
tween and uniformity in the indicators
from health facilities and the household
survey (Table 2). In studying these pat-
terns, we made four key observations
(Box 1).

First, the method of reporting our
indicators varied between facilities,
even although all raw data required
to calculate selected indicators were
present in manual registers. In the case
of indicators related to national pro-
grammes (e.g. reproductive, child health
and tuberculosis-related indicators),
data were uploaded directly to national
digital portals without any analysis at
the facility level; officers responsible for
data compilation and analysis exist only
at the district level. Feedback from facil-
ity staff included requests for adequate
training on new or revised reporting
systems, and clarification of their role.
This situation may improve with the
complete digitization of health records
under Kerala’s e-health programme.

Our second observation is that
there exist two problems with the
globally recommended indicators:
(i) manual routine data reporting at
the facility level may be inadequate to
construct the global indicator precisely;
and (ii) globally relevant data may not
be considered relevant to the periodicity
(monthly) or level (facility) of review.
From the facility-level data, the cover-
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age of antenatal care reported by family
health centres was 109.9% (2479/2255);
in household surveys, full coverage of
antenatal care was observed for 90.9%
(85/94) of eligible women (Table 2).
Here, antenatal care refers to women
aged 15-49 years having a live birth
in the past year and receiving four or
more antenatal check-ups, at least one
tetanus toxoid injection, and iron and
folic acid tablets or syrup for at least
100 days as numerator. The coverage
rate is calculated from a denominator
of the total number of women aged
15-49 years who had a live birth in the
past year, which requires retrospective
verification of antenatal coverage. How-
ever, in some facilities, the antenatal care
coverage indicator was calculated using
the previous year’s number of deliveries
plus 10% as the denominator, and the
number of pregnant women who had
received antenatal care as the numera-
tor. It was therefore not always clear that
the data from any particular individual
were included in both the numerator
and denominator and, with a target as
the denominator, coverage could surpass
100%. Practitioners noted the discon-
nect between monthly target-based
reporting and annual retrospective
measurement.

Our third observation is that defi-
nitions and reporting that reflect actual

health-provision patterns require to be
standardized; otherwise, discrepancies
will be observed between data sets. For
example, the indicator for acute diar-
rhoeal diseases among children younger
than 5 years was 6.7% (912/13 552)
according to facility records; however,
a prevalence of more than 3 times this
percentage (21.6%; 195/900; 95% CI:
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18.1-25.2) was reported in the house-
hold survey (Table 2). Several chronic
care indicators, newly introduced as
part of the introduction of family health
centres, also showed discrepancies.
For instance, the percentage of people
screened for blood pressure and blood
glucose was 85.9% (5467/6367; 95% CI:
84.5-87.2) and 82.5% (5254/6367; 95%

Table 1. Demographic characteristics of sampled population in field-testing of health-
care indicators, Kerala, India, 2018-2019

Characteristics Family health Primary health Total
centres® centres®

Population served by 161317 111685 273002

facility

No. male (%) 79841 (49.5) 54190 (48.5) 134031 (49.1)

No. female (%) 81476 (50.5) 57495 (51.5) 138971 (50.9)

Population of 5022 8042 13064

households surveyed

in catchment area of

facilities

No. households 1631 1603 3234

surveyed

No. of people 3076 (61.2) 4760 (59.2) 7836 (60.0)

aged > 30 years (%)

No. male (%) 2435 (48.5) 3756 (46.7) 6191 (47.4)

No. female (%) 2582 (51.4) 4279 (53.2) 6861 (52.5)

No. other (%) 5(0.1) 7(0.1) 13 (0.1)

Note: Inconsistencies may arise in some values due to rounding.
¢ Data combined from four different family health centres and four different primary health centres during

phase 2 of the implementation study.

Table 2. Triangulation of health-care indicators between populations served by facilities and from household survey, Kerala, India,

2018-2019

Health-care indicator

No. (%) served by facility®

No. (%; 95% Cl)* from household
survey*

Pregnant mothers who received all recommended types of antenatal

care for most recent live birth in the past year
(facility: n=2255; household: n=94)

Children <5 years with diarrhoea in the past year

(facility: n=13552; household: n=900)

Low birth weight among newborns in the past year

(facility: n=2803; household: n=157)

Pre-check service® by staff nurse, where available

(facility: n=146 643; household: n=1152)
Blood pressure screening in the past year
(facility: n=273002; household: n=6367)
Blood glucose screening in the past year

(facility: n=273002; household: n=6367)

2479 (109.9)¢

912 (6.7)

177 (6.3)
98139 (66.9)
39081 (14.3)f

33965 (12.4)f

85 (90.9; 84.7-97.1)

195 (21.6; 18.1-25.2)
17 (11.0;2.9-19.1)
801 (69.5; 59.1-79.9)
5467 (85.9; 84.5-87.2)¢

5254 (82.5; 81.0-84.0)¢

Cl: confidence interval.

Note: Inconsistencies may arise in some values due to rounding.
2 The reference period for the facility survey, for which only crude totals reported in registers were available, was April 2018-March 2019.

® Note that numbers used to calculate percentages were provided by Stata to 2 decimal places; we have reported these as whole numbers.
¢ Weighted using the Fourth National Family Health Survey, India.*

4 Antenatal care data from one family health centre were considered invalid and excluded from analysis.
¢ Includes vital sign assessment and case history recording of patients by a staff nurse in a designated area, which is entered into the e-health portal to be available in

real time to the consulting physician. Pre-check coverage is now reported as a daily outpatient tally, and is adjusted for returning patients.
" Calculated as number of individuals screened as a proportion of total population served by the facility; age-disaggregated eligible population (=30 years) data were

not available.

9 Data only obtained from individuals aged > 30 years.
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Box 1.Four observations from field-testing and triangulating health-care indicators,

Kerala, India, 2018-2019

Observation 1: Data are available at the facility level, but in varying formats and platforms meant
for different purposes; digitization may improve this situation.

Observation 2: Established global indicators may not be useful or interpreted as intended in a

local context, and may need to be adapted.

Observation 3: Operational definitions, thresholds for interpretation and processes of routine data
collection must be refined for older indicators and developed for newly introduced indicators.

Observation 4: Triangulation and feedback from the field level, with qualitative input from local
actors, remains vital, particularly for chronic diseases.

Note: Tested indicators are given in Table 2.

CI: 81.0-84.0), respectively, according
to the household survey; however, fa-
cility data yielded a screening coverage
of 14.3% (39081/273002) and 12.4%
(33965/273 002), respectively. These
observed discrepancies could be the
result of: (i) a large proportion of the
population being screened for certain
conditions and risk factors in the pri-
vate health sector; (ii) the fact that age-
disaggregated data are not available at
the facility level; and/or (iii) while the
national guidelines recommend popu-
lation-based screening of all adults aged
30 years and older, Kerala has intro-
duced opportunistic screening for blood
pressure among all aged 18 years and
older. Discrepancies were not observed
for all indicators, however; results for
low birth weight and pre-check services
were similar between the two data sets.

Our fourth observation is that
such triangulation exercises, as well as
obtaining feedback from health workers,
programme managers and administra-
tors, are vital for accurate assessment
of UHC coverage.”” A major problem
reported by staff and officials is that
health facility data are usually just a
tally of patient visits, which is simple
to produce, as opposed to the actual
number of (potentially repeat) patients
receiving care or services. State officials
have been encouraging a move towards
electronic health records to generate
more precise indicators, but adoption
and integration of these will only be
possible when the technology itself is
better aligned to facility-level process
flows, requiring user inputs, investment
and time. Other issues raised include:
the need for appropriate staff (including
temporary contractual staff) training in
programme guidelines and reporting
requirements; the need for clarity in
definitions of treatment (e.g. chronic
disease patients may be advised to
modify lifestyle factors, which would be
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missed if treatment monitoring included
only those prescribed medication); and
the availability of free or subsidised
tests relevant to disease control that are
reflected in monitoring indicators, par-
ticularly for chronic care (e.g. glycated
haemoglobin tests for diabetes care*) at
the primary health centre level.

Discussion

As already observed in India and other
low- and middle-income countries,”
our results indicate that any approach
to improving or monitoring the qual-
ity of health-care must be adaptable to
local methods of data production and
reporting, while ensuring that emerging
concerns of local staff are considered.
Although validity checks are a staple
of epidemiological and public health
research, such triangulation processes in
health systems are infrequent. The Every
Newborn-BIRTH study was a triangula-
tion of maternal and newborn health-
care data in low- and middle-income
countries,”” and some smaller-scale
primary-care indicator triangulation
exercises have been undertaken by In-
dia’s National Health Systems Resource
Centre.*** While there exists a variety
of approaches to monitoring primary
health-care reforms,” we consider the
most appropriate to be the generation
(and modification, if necessary) of indi-
cators from routine data, and their trian-
gulation with household survey data.”

Increasingly, routine data are being
digitized to improve accessibility and
interpretation, as is the case in Kerala.
Useful considerations when introducing
digital health interventions in low- and
middle-income countries are intrinsic
programme characteristics, human fac-
tors, technical factors, the health-care
ecosystem and the broader extrinsic eco-
system.”® Our observations demonstrate
the continuous and complex interplay
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between these characteristics; the real
value of selected indicators may also be
determined by how staff understand and
interpret them.

Our study had several limitations.
Our indicator selection using the Delphi
method could have undergone addi-
tional rounds, but we considered it more
important to get the monitoring process
underway and reduce the burden on
health workers. Some facility-based
information could not be acquired due
to the additional health department bur-
den of flood relief and Nipah outbreak
management in the state. Our household
survey sample was the population aged
30 years and older, resulting in unders-
ampling for other indicators being field-
tested (e.g. newborn low birth weight).
An increase in sample size could allow a
more precise estimation of all indicators.
Finally, the reference periods for the fa-
cility data and the household survey did
not directly overlap; a timed sampling
should be undertaken in the future to
improve the precision of triangulation.

Observing the utility of indicators
in practice is a key first step in the move
towards UHC, requiring investment
and commitment. Using indicators,
standards and other forms of technol-
ogy, which are easy to adopt, can be
problematic because we amplify certain
aspects of the world while reducing oth-
ers.”’ Our examination of family health
centre reforms cautions that, while data
can be used to develop indices of prog-
ress, interpretation of these indicators
requires great care precisely because of
the way they are related to powerful deci-
sions around what constitutes success or
failure, who will receive recognition or
admonition and, ultimately, the legacy of
Aardram reforms. We anticipate that our
observations will contribute to health-
care reforms in low- and middle-income
countries, such as the use of field trian-
gulation to enhance the accountability
and relevance of global health metrics.*
If such activities are carried out in con-
structive partnerships with state stake-
holders and do not introduce unfeasible
costs to the system, they may contribute
to a sustained and reflexive monitoring
process along the path to UHC. l
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Résumé

Indicateurs de soins de santé primaires testés sur le terrain en Inde

Objectif Mettre au point un cadre de suivi des soins de santé primaires
ainsi qu'une liste d'indicateurs de résultats en santé. Tester sur le terrain
et recouper les indicateurs congus pour évaluer les réformes sanitaires
dans le Kerala, en Inde, en 2018 et 2019

Méthodes Nous avons utilisé une méthode de Delphes modifiée pour
élaborer une liste de 23 indicateurs destinés a surveiller les soins de santé
primaires. Nous avons eu recours a une technique d'échantillonnage
aléatoire en grappes a plusieurs degrés pour sélectionner un district
dans chacun des quatre groupes de districts, puis pour choisir a la fois
un centre de médecine familiale et un centre de soins de santé primaires
dans chacun des quatre districts. Nous avons testé les indicateurs sur le
terrain et les avons recoupés a |'aide des données des établissements,
ainsi que d'une enquéte de population réalisée aupres des ménages.
Résultats Nos données ont montré des similarités entre les données
des établissements et celles de I'enquéte dans le cas de certains
indicateurs (tels que l'insuffisance pondérale a la naissance et les services
de vérification des antécédents). Néanmoins, d'autres indicateurs

ont affiché des divergences (notamment au niveau des maladies
diarrhéiques aigués chez les enfants de moins de 5 ans et du dépistage
de I'hypertension artérielle). Nous avons formulé quatre observations
critiques: (i) les données sont disponibles au sein des établissements,
mais sous différents formats; (ii) les indicateurs mondiaux prédéterminés
se révelent parfois inutiles dans le cadre d'un suivi a 'échelle locale; (iii)
les définitions opérationnelles doivent étre affinées; et enfin, (iv) il est
indispensable de procéder a un recoupement des informations et de
récolter les avis sur le terrain.

Conclusion Nous avons constaté que, méme si les données peuvent
étre exploitées pour mettre au point des indices de progrés, interpréter
ces indicateurs requiert beaucoup d'attention. En vue d'instaurer une
couverture maladie universelle, nous estimons que nos observations
relatives a I'utilité de certains indicateurs de santé fourniront des
renseignements précieux aux praticiens et aux superviseurs dans le
développement d'un mécanisme de suivi des soins de santé primaires.
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Pesiome

TectnpoBaHue nokasaTenei NepBMUYHON MeANKO-CaHUTapHON NomoLLM Ha mecTax, UHgna

Llenb Pa3paboTaTb cMCTEMy MOHUTOPUHIA NEPBUYHON MEAUKO-
CaHNTApPHOM MOMOWMW 1 NepeyeHb NoKasaTenen KOHeYHbIX
pe3ynbTaToB B OTHOWEHMM 340POBbA, a TakXe NPOBeCTH
TeCTVPOBaHME Ha MeCTax W BCECTOPOHHE PacCMOTPETb MOKa3aTesni,
npeaHasHaueHHble AnA oLeHKN pehOopM 3PaBOOXPAHEHNS B LiTaTe
Kepana, NHana, 8 2018-2019 T

MeToabl ABTOPbI MCMONb30BaANN MOAUDULMPOBAHHBIN
«AenbOUInCKN» MeTof ANA Pa3paboTKX NepeyHs nokasatenei,
COCTOALLErO M3 23 MyHKTOB, C NMOMOLLbIO KOTOPOrO OCYLLECTBAANCA
MOHUTOPWHT NEPBUYHOV MEANKO-CaHUTAPHOW MOMOLLW. ABTOPbI
MCNOMb30BAIN METOA MHOTOCTYNEHYATON KNaCTePHOW CrlyYariHOM
BbIOOPKM, YTOObI OTOOPATh OAVH PANOH B KAaKAOM 13 YeTbipex
PaVIOHHbIX KNACTEPOB, a 3aTeM TaKI1M e 00pa3oM BbIOpanv CemMbio
N LEHTP NepBUYHON MEAMKO-CAHNTAPHOM MOMOLLM B KaXKAOM 13
yeTblpex panoHOB. ABTOPbI UCMbITaNINM Ha MeCTax U BCECTOPOHHe
OUEHMM NOKa3aTenu C NCNONb30BaHNEM AaHHBIX YUPEXLEHWN 1
AHKETMPOBAHWA JOMOXO3ANCTB Ha YPOBHE MONYNALMM.
Pesynbtatbl [lolyyeHHble JaHHbIE BbIABUAM CXOACTBO MEXAY
LAHHBIMN YUPEXAEHNA 1 AaHHBIMWA aHKETMPOBAHMA MO OLHUM

nokasatenam (Hanpumep, HY3Kaa Macca Tena Npu POXAEHWUU 1
YCnyrvi NpeABapuUTeNIbHON NMPOBEPKN), HO Pa3NMunA Mo APYrvm
nokazsaTtensam (Hanpumep, ocTpble AuapeliHble 0onesHn y aeten
Mnafwe 5 neT u CKPYHWUHT apTepuanbHOro AasneHus). ABTOpb
COCTaBWUM YeTblpe BaKHbIX 3aMedaHus: (i) AaHHble JOCTYMHbl Ha
YPOBHE yUpeXkaeHns, HO B pPa3nnuHbix popmatax; (i) onpeeneHHble
rnobanbHble MokasaTeny He BCerga MOryT MCMNOMb30BaTbCA ANA
MECTHOrO MOHUTOPWHTG; (iii) NpakTyyeckune onpeaeneHna TpebyoT
YTOUHeHUs; (iv) BCECTOPOHHEeE pacCMOTpeHMe 1 obpaTHasA CBA3b C
MECT KpUTUUECKM BaXKHDI.

BbiBog HalbsniofeHvs roBOpAT O TOM, UYTO, XOTA JaHHble MOXHO
1CNOMNb30BaTh 1A Pa3PabOoTKM MHAEKCOB MPOrpecca, HTeprnpeTaLys
3TVX NoKa3saTtenel TpebyeT 60MbLLION OCTOPOXKHOCTH. B AOCTVEHN
BCeoOblLero oxeara yC/yramy 30paBoOXPaHeH A aBTopbl CYMTAIOT,
YTO X HabMIOAEHWA O MONe3HOCTN onpefeneHHbIX rokasarenen
3A0POBbA AAMYT LEHHYIO MHGOPMALIMIO AMA MPAKTVKYIOWMX Bpaveit
1 pyKoBOAMTENEN NpY pa3paboTke MexaHn3ma MOHUTOPUHIA
NepBUYHON MefJNKO-CaHUTAPHOM NOMOLLV.

Resumen

Ensayo de campo de los indicadores de atencion primaria de salud en la India

Objetivo Elaborar un marco de supervision de la atencion primaria
de salud y una lista de indicadores sobre los resultados en la salud, asf
como realizar ensayos de campo y triangular los indicadores previstos
para evaluar las reformas sanitarias en Kerala, India, 2018-2019.
Métodos Se aplicé un método Delphi modificado para elaborar una
lista de indicadores que incluye 23 elementos para supervisar la atencion
primaria de salud. Ademas, se empled una técnica de muestreo aleatorio
por conglomerados de etapas multiples para seleccionar un distrito de
cada uno de los cuatro conglomerados de distritos y, a continuacion,
se selecciond una familia y un centro de atencién primaria de cada uno
de los cuatro distritos. Se realizaron ensayos de campo'y se triangularon
los indicadores mediante el uso de datos de los centros y una encuesta
domiciliaria basada en la poblacion.

Resultados Los datos obtenidos revelaron similitudes entre los datos
de los centros y los de las encuestas para algunos indicadores (por

ejemplo, el peso bajo al nacery los servicios de control previo), asi como
diferencias para otros (por ejemplo, las enfermedades diarreicas agudas
en niflos menores de 5 afos vy la evaluacion de la presion arterial). Se
formularon cuatro observaciones criticas: i) los datos estan disponibles
a nivel de los establecimientos, pero en distintos formatos; ii) los
indicadores globales establecidos no siempre son Utiles para realizar una
vigilancia local; iii) las definiciones operativas se deben perfeccionar; y
iv) la triangulacién y las observaciones en el terreno son vitales.
Conclusion Se observa que, si bien los datos se pueden usar para
elaborar indices de progreso, la interpretacion de estos indicadores
requiere gran atencion. Se cree que las observaciones obtenidas sobre
|a utilidad de ciertos indicadores de salud permitiran a los profesionales
y a los supervisores comprender mejor el desarrollo de un mecanismo
de vigilancia de la atencién primaria de salud para lograr la cobertura
sanitaria universal.
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