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Improving health aid for a better planet:  
The planning, monitoring and evaluation tool 
(PLANET)

Background International development assistance for health (DAH) 
quadrupled between 1990 and 2012, from US$ 5.6 billion to US$ 28.1 
billion. This generates an increasing need for transparent and replicable 
tools that could be used to set investment priorities, monitor the dis-
tribution of funding in real time, and evaluate the impact of those in-
vestments.

Methods In this paper we present a methodology that addresses these 
three challenges. We call this approach PLANET, which stands for plan-
ning, monitoring and evaluation tool. Fundamentally, PLANET is based 
on crowdsourcing approach to obtaining information relevant to de-
ployment of large–scale programs. Information is contributed in real 
time by a diverse group of participants involved in the program deliv-
ery.

Findings PLANET relies on real–time information from three levels of 
participants in large–scale programs: funders, managers and recipients. 
At each level, information is solicited to assess five key risks that are 
most relevant to each level of operations. The risks at the level of 
funders involve systematic neglect of certain areas, focus on donor’s in-
terests over that of program recipients, ineffective co–ordination be-
tween donors, questionable mechanisms of delivery and excessive loss 
of funding to “middle men”. At the level of managers, the risks are cor-
ruption, lack of capacity and/or competence, lack of information and 
/or communication, undue avoidance of governmental structures / pref-
erence to non–governmental organizations and exclusion of local ex-
pertise. At the level of primary recipients, the risks are corruption, par-
allel operations / “verticalization”, misalignment with local priorities 
and lack of community involvement, issues with ethics, equity and/or 
acceptability, and low likelihood of sustainability beyond the end of the 
program’s implementation.

Interpretation PLANET is intended as an additional tool available to 
policy–makers to prioritize, monitor and evaluate large–scale develop-
ment programs. In this, it should complement tools such as LiST (for 
health care/interventions), EQUIST (for health care/interventions) and 
CHNRI (for health research), which also rely on information from lo-
cal experts and on local context to set priorities in a transparent, user–
friendly, replicable, quantifiable and specific, algorithmic–like manner.
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The last two decades have brought revolutionary changes 

in global health, driven by popular concern over AIDS, re–

emergence of tuberculosis, novel pandemics of infectious 

diseases (such as SARS, influenca A(H1N1)pdm09 virus 

and MERS CoV), the rising burden of non–communicable 

diseases and falling but still unacceptably high maternal and 

child mortality [1]. International development assistance for 

health (DAH) quadrupled between 1990 and 2012, from 

US$ 5.6 billion to US$ 28.1 billion, with the private and 

voluntary sectors taking on an increasing share of the com-

mitment [2]. Influential philanthropic organizations (eg, Bill 

and Melinda Gates Foundation) and disease–specific pub-

lic–private partnerships (eg, Global Fund to Fight AIDS, 

Tuberculosis and Malaria) have reformed the architecture of 

global health funding [3]. This generates an increasing need 

for transparent, fair, replicable and coordinated processes 

and tools that could be used to direct global health funding. 

The key challenges are setting investment priorities, moni-

toring the distribution of funding in real time, and evaluat-

ing the impact of these investments.

Currently, policy–makers have access to two types of infor-

mation to assist with these three tasks. The first type is 

rooted in epidemiology and focuses on understanding the 

present burden of disease and the reduction in that burden 

(ie, morbidity and mortality) that a project or policy could 

achieve. Most recently, the ‘lives saved’ terminology has 

been adopted by agencies such as the Global Fund and 

used to drive evidence–based health policy [4]. To support 

this, resources have been invested (eg, by the UN agencies 

and the Institute for Health Metrics and Evaluation (IHME) 

at the University of Washington–Seattle) in generating 

more comprehensive and detailed estimates of global, re-

gional and national disease burden and in getting this in-

formation into the hands of decision–makers [5]. While 

successful at identifying the major causes of morbidity and 

mortality, the focus on the burden of disease as the domi-

nant criterion for priority setting has been criticized [6].

The second type of available information is economic and 

focuses largely on cost–effectiveness. Policy makers at the 

national and sub–national level have limited resources for 

scaling up cost–effective health interventions in their pop-

ulations [7]. When planning the “best buys” for commit-

ting their resources, they are faced with a complex task. 

They need to choose among at least several dozen interven-

tions that target various diseases and vulnerable popula-

tions and decide on the most rational way to invest in the 

scale up of selected health interventions. Health investors 

usually like to know how many deaths (or episodes of dis-

ease) could be averted for a fixed level of investment. The 

more deaths averted per fixed investment, the more cost–

effective the scale up. When the cost is low and the num-

ber of averted deaths high the intervention scale–up is 

highly cost–effective. When the cost is high and the number 
of averted deaths low then the intervention scale–up is not 
cost–effective. This type of analysis has been promoted by 
the World Bank, the Commission on Macroeconomics and 
Health and the recent report “Global Health 2035” [8–10].

While the above epidemiological and health economic ap-
proaches should, in theory, result in better–informed deci-
sions, there may be a large gap between theory and prac-
tice. In some circumstances, sound epidemiological and 
health economic arguments may not result in successful 
project outcomes due to problems related to the mecha-
nisms of delivery. For example, most DAH projects fail to 
align with the principles of the Paris Declaration and the 
Accra Agenda for Action, which outline best practice ap-
proaches to aid effectiveness [11].

The complexity and technocratic nature of both burden of 
disease and cost-effectiveness exercises have often led to 
evaluations being conducted in an opaque manner and not 
in line with these best practice principles. These types of 
analyses are often unstandardized, subjective (given the 
huge variation in quality and type of data), time–intensive, 
costly and not replicable. In this article we attempt to over-
come these problems by proposing a novel approach to 
planning, monitoring and evaluation of development as-
sistance for health.

PROPOSING PLANET TOOL

We present a new methodology called PLANET (Planning, 
Monitoring and Evaluation Tool) that could be used to im-
prove information on the delivery and implementation of 
DAH. Fundamentally, PLANET is based on a combination 
of two useful procedures: (i) the reduction of the multi–di-
mensional space of a complex system to a smaller number 
of core variables that capture most of the variation (eg, using 
a statistical procedure known as principal component anal-
ysis); and (ii) the use of collective knowledge for decision–
making [12,13]. Our approach brings transparency, inclu-
siveness, fairness and replicability to the process.

Principal component analysis is a statistical technique 
which reduces a very complex system of large number of 
variables to a small number of relatively independent “prin-
cipal components” which still capture a sizeable proportion 
of variation in the system [13]; by defining a set of 15 “cri-
teria”. Through this the PLANET process effectively reduc-
es a notoriously complex and multi–dimensional task, 
which could be approached through an almost infinite 
number of “lenses”, into an exercise in which 15 of the 
most important (and reasonably independent) criteria for 
priority setting are clearly defined. If necessary these can 
later be weighted according to their relative importance to 
the users.
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Collective knowledge has been increasingly recognized as 
a way to address these types of challenges [12]. Collective 
knowledge and crowdsourcing refer to the process of tak-
ing into account the collective input of a group of individ-
uals rather than of a single expert (or small number of ex-
perts) to answer a question [12]. This is based on the 
observation that the average of collective judgments is clos-
er to the truth than any single expert judgment in most cir-
cumstances [12]. The pre–requisites for this process to 
work are: (i) diversity of opinion (each person should have 
private information even if it is just an eccentric interpreta-
tion of the known facts); (ii) independence (people’s opin-
ions are not determined by the opinions of those around 
them); (iii) decentralization (people are able to specialize 
and draw on local knowledge); and (iv) aggregation (some 
mechanism exists for turning private judgments into a col-
lective decision – in this case, the PLANET method) [12]. 
Once each individual is given an opportunity to express 
their opinion in a way that is treated equally with respect 
to the opinion of any other individual, then the personal 
biases that those individuals bring into the process tend to 
cancel and dilute each other regardless of who the partici-
pants are. What is left is information based on the accumu-
lated knowledge, lifetime experience and common sense 
of those who took part. This collective knowledge illus-
trates that disagreement and contest, rather than consensus 
and compromise, among independent minds can lead to 
the best decisions [12].

CONCEPTUAL FRAMEWORK

We conceptualize DAH as a process in which multiple 

stakeholders invest a finite sum of money each year into 

improving health and development in low and middle–in-
come countries. In theory, if the total sum was known, if it 
was all coordinated centrally, and if appropriate evidence 
on the “architecture” of missed development potential was 
available globally, then there would be one optimal way to 
invest these resources with the maximum possible impact, 
while all other approaches would achieve a lesser improve-
ment in global development. In this process, the funding 
can be thought of the “energy” or “resource” required to fill 
the gaps in development, while all steps through which 
these funds need to be taken during this process can be 
seen as potentially retarding forces which may cause de-
viations from the most effective approach. These forces do 
not disappear even if more money is injected into the sys-
tem. A problem is that, in reality, we neither have the de-
tailed evidence nor the information required for the opti-
mization of the process of DAH, nor can we monitor and 
centrally coordinate the flows of funding.

However, regardless of that, we can develop a conceptual 
framework that can systematically define all the fundamen-

tally important retarding forces that are at work through 
this process, and try to assess, for each initiative (based on 
the collective knowledge of the persons most closely in-
formed about each step in the process), how likely it is to 
complete its mission, and how vulnerable it is to retarding 
forces (Figure 1).

Building on McCoy et al 2009 [14], we identify three func-
tions associated with DAH and the associated stakeholders. 
The first function is labeled ‘providing’ and is concerned 
with the need to raise or generate funds (the funders of 
DAH) to improve global health through development. The 
second function is ‘managing’ and is concerned with the 
management or pooling of those funds, as well as with 
mechanisms for channeling funds to recipients (the man-
agers of DAH). The third function is ‘spending’ and is con-
cerned with expenditure and consumption of those funds 
(the recipients of DAH). It is worth noting that while this 
schematic establishes a clear time sequence of the key 
events in the DAH process, several actors work across all 
three levels simultaneously. Nevertheless, similar to McCoy 
et al. 2009 [14], we believe that these categories provide a 
useful framework for studying the DAH process.

FUNDERS OF DEVELOPMENT 
ASSISTANCE FOR HEALTH GRANTS

The first level of stakeholders of interest are the funders of 
DAH, referred to here as donors, which could include phi-
lanthropists, government or international organizations, 
and the investors from the private sector and industry. Do-
nors have become increasingly aware of the importance of 
measuring success in terms of political sustainability but 
have not been in possession of a clear framework or tech-
nology to help them undertake this task effectively. Often 
their priority is on disbursing resources according to inter-
nal interests, or they find delivery data too difficult to col-
lect accurately, or too politically sensitive (Figure 2).

At the level of donors, several factors could hinder the ef-
fectiveness of investments. First, donors could misalign the 
size of their support (financial commitment) with the size 
of the problem (burden of disease). An unprecedented 
amount of money is being pledged and used to fund health 
services throughout the world. However, several studies 
have shown that funding does not correspond closely to 
burden [2]. For example, Shiffman demonstrates that with-
in communicable diseases for the years 1996 to 2003, there 
were several neglected topics such as acute respiratory in-
fections and malaria [15]. Similarly, Sridhar & Batniji not-
ed that in 2005, funding per death varied widely by disease 
area from US$ 1029.10 for HIV/AIDS to US$ 3.21 for non–
communicable disease [16]. The reasons for this misalign-
ment could be due to the social construction of the prob-
lem [17], lobbying by vested interests [18] or the personal 
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ed and well–meaning initiatives which descend with good 
intentions on countries in the developing world [23]. How-
ever ambitious or well–intentioned these initiatives might 
be, it becomes difficult in this environment for recipient 
governments to develop and implement sound national 
plans for their country. While there is, in general, little in-
centive for various development partners to coordinate 
their activities, some development projects work better 
through a joint strategy. Thus, the risk that development part-
ners will fail to coordinate their activities for a specific project 
needs to be established.

Fourth, donors could invest in new players and models 
rather than strengthening and building on the existing in-
stitutional infrastructure. As noted above, there has been a 
continuous expansion in the number as well as type of ac-
tors involved in DAH. Instead of examining how the exist-
ing institutional infrastructure –specifically the WHO and 
World Bank – can be reformed to deliver on projects, new 
initiatives are launched that attempt to compensate for their 
shortcomings [24]. For example, the World Bank has an 
important role to play in DAH given its long history work-
ing in countries through governments, as well as in its 
knowledge–bank role. Similarly the WHO is unique in be-
ing governed by 193 member states and its role in setting 

interests of donors [19]. Thus, the risk that the donors are 
misaligning their financial commitment to a disease area with 
the burden it causes needs to be assessed.

Second, donors could prioritize initiatives that focus on 
their national self–interest rather than those that support 
improved health in the recipient country. For example, 
since the Oslo Declaration in 2006, health and foreign pol-
icy have become increasingly linked [20]. While translat-
ing health into national security language might attract at-
tention from high levels of government, this focus has been 
limited to a few high–profile problems such as AIDS, pan-
demic influenza and humanitarian assistance and not ex-
panded to less glamorous areas such as health systems, 
malnutrition or water and sanitation [21]. In fact a review 
of six countries’ policies illustrates that most strategies tend 
to be catalyzed and supported by concern with surveillance 
and control of infectious disease [22]. Thus, the risk that a 
development project serves national self–interests, such as eco-
nomic, geopolitical or security, rather than improved health out-
comes in the recipient country needs to be established.

Third, donors could fail to coordinate their activities. The 
current architecture of funding of global health and devel-
opment is characterized by fragmentation, lack of coordi-
nation and even confusion as a diverse array of well–fund-

Figure 1. A summarized overview of the structure and some key determinants of function of the global development assistance 
system.
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evidence–based norms on technical and policy matters, 

highlighting best practices that improve health globally and 

monitoring and coordinating action. Thus, the risk that a 

development project will result in a new institution rather than 

working through the existing institutional infrastructure needs 

to be established.

Finally, donors could fund their initiatives in a way that re-

sults in too much funding going to more costly institutions. 

As McCoy et al. discuss, global health is a multi–billion 

dollar industry, and there are clearly competing interests 

amongst different actors to make use of this funding [14]. 

For example, pharmaceutical companies appear to benefit 

considerably from global health programs that emphasize 

the delivery of medical commodities and treatments. 

NGOs, global health research institutions and UN bureau-

cracies also have an interest in increasing or maintaining 

their level of income and thus tend to prefer that funding 

from major donors flows through them (as managers of 

funding), rather than directly to developing countries. Fur-

ther scrutiny is needed on aid flows in global health to as-

sess whether they are being captured by vested interests 

and used to support inappropriate spending on the private 

commercial sector or on a large and costly global health 

bureaucracy and technocracy. Thus, the risk that a develop-

ment project will be designed in a way that results in too much 

funding going to costly organizations needs to be established.

MANAGERS OF DEVELOPMENT 
ASSISTANCE FOR HEALTH GRANTS
The second level of stakeholders in DAH consists of the 
managers of DAH grants. These could be national govern-
ment ministries, NGOs, academic institutions in donor or 
recipient countries, private sector (with pharmaceutical 
companies and biotech industries), various private or not–
for–profit independent consultants and country offices of 
international organizations. Managers are often torn be-
tween global priorities, specifically the priorities of donors, 
and being accountable to local communities and the ulti-
mate recipients of aid (Figure 3).

At the middle level, several factors can hinder the effective-
ness of investments. First, managers could deliberately steal 
resources from the investment for their own benefit, ie, the 
risk of corruption. The need to identify and address cor-
ruption and weak governance is often lost in the commit-
ment to raise funds and expand services [25]. Thus, the risk 
that funding from the project will be stolen needs to be assessed.

Second, managers could inadvertently channel resources 
to purposes other than project objectives because of mis-
communication, lack of competence, or lack of capacity 
[26]. For example, those managing the project may not 
have the necessary technical or administrative skills to meet 
key objectives. Thus, the risk that managers inadvertently 
channel resources to purposes other than project objectives due 
to lack of competence needs to be assessed.

Figure 2. The level of funders and key performance 
risks at this level.
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Third, managers could lack credible information and evi-
dence to maximize the cost–effectiveness of investments. 
The basis of cost–effectiveness is that interventions should 
not only have established effectiveness in reducing disease 
burden but also represent an effective use of resources. For 
a certain budget, population health would then be maxi-
mized through choosing interventions that show the best 
value for money. Most information about cost–effective-
ness, such as that generated through the WHO–CHOICE 
project, are available at the regional level [27]. This creates 
challenges when applying these estimates to country and 
district level projects. Thus, the risk that managers lack good 
information on the cost–effectiveness of investments needs to be 
assessed.

Fourth, managers could route funding through non–gov-
ernmental organizations or private sector bodies rather 
than working through governments. In the past two de-
cades there has been a move towards funding non–state 
actors, especially by the newer funding institutions [23]. 
For example, the Global Fund’s use of country–coordinat-
ing mechanisms gives a larger voice to civil society as it is 
supposed to include a wide range of actors in a participa-

tory process. The US government, particularly through its 
HIV/AIDS funding, predominantly funds faith–based or-
ganizations and NGOs. The marginal involvement of de-
veloping country governments in many DAH projects rais-
es questions about long–term sustainability [28]. However, 
in some situations funding through NGOs or private sec-
tor bodies rather than through governments can work bet-
ter but this should be carefully considered over a long term 
time horizon. Therefore, the risk that a project routes funding 
through nongovernmental organizations or private sector bod-
ies rather than through government needs to be assessed.

Fifth, managers could exclude the participation of local ex-
perts and the inclusion of local evidence in the processes 
of priority setting. Managers face strong incentives to ori-
ent ‘upwards’ towards the donors that are funding the proj-
ect [29]. They have little incentive to include local experts 
and local knowledge. Thus the risk that local experts and lo-
cal evidence are excluded in the processes of priority setting 
needs to be assessed.

The above are the first ten PLANET criteria to evaluate an 
initiative on DAH. The informants for these aspects would 
include policy–makers in various global health institutions 

Figure 3. The level of managers and key performance 
risks at this level.
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as well as health economic, governance and health systems 
experts (Table 1).

RECIPIENTS OF DEVELOPMENT 
ASSISTANCE FOR HEALTH GRANTS

The third level of stakeholders includes all those involved 
in the final stage of DAH of reaching the recipients (ie, gov-
ernment health systems, NGOs, private health care provid-
ers, local community representatives, and recipient groups 
(eg, mothers and children) themselves, including the op-
erational workforce. At this level, several factors could hin-
der the effectiveness of investments (Figure 4).

First, the primary recipient could deliberately steal funding 
or commodities from this process for his/her own benefit. 

Numerous studies have documented such problems, for 
example, in the procurement of health supplies, in under–
the–table payments for services, and in nurses and doctors 
who fail to show up at their clinics but nonetheless collect 
their salaries [30]. Thus, the risk that funding from the project 
will be stolen needs to be assessed.

Second, the recipient could set up unnecessary parallel 
structures to deliver on the project rather than working 
through government or ‘horizontally’. Horizontal interven-
tions are defined as those that strengthen the heath care 
system, improve health systems service and delivery, and 
address general non–disease specific problems such as 
health worker shortages and stock outs of medicines and 
supplies [31]. Despite the consensus that DAH should be 
funded horizontally, most financing is channeled vertically 

Table 1. Questionnaire for Implementation of PLANET

Level Planning Monitoring Evaluating
1 – Donors 1. �Is it likely that the amount of financial in-

vestment may not be proportional to the 
size of the problem(s) being addressed?

1. �Is the amount of financial investment dis-
proportional to the size of the problem(s) 
being addressed?

1. �Was the amount of financial invest-
ment disproportional to the size of the 
problem(s) being addressed?

2. �Is it likely that the investment may be 
driven largely by the interests of the do-
nors?

2. �Is the investment driven largely by the in-
terests of the donors?

2. �Was the investment driven largely by 
the interests of the donors?

3. �Is it likely that the investment may have 
been approved without full recognition 
of similar investments from other donors?

3. �Is the investment being implemented 
without full recognition of similar invest-
ments from other donors?

3. �Was the investment approved without 
full recognition of similar investments 
from other donors?

4. �Is it likely that investment may create 
even more funding mechanisms rather 
than using existing ones?

4. �Is the investment creating even more 
funding mechanisms rather than using 
existing ones?

4. �Did the investment create even more 
funding mechanisms rather than using 
existing ones?

5. �Is the investment likely to spend too 
much of its total budget on costly ‘middle 
men’ organizations?

5. �Is the investment spending too much of 
its total budget on costly ‘middle men’ or-
ganizations?

5. �Did the investment spend too much of 
its total budget on costly ‘middle men’ 
organizations?

2 – Managers 1. �Is it likely that the desired effect of the in-
vestment will be reduced through cor-
ruption and stealing of resources?

1. �Is the desired effect of the investment be-
ing reduced through corruption and steal-
ing of resources?

1. �Was the desired effect of the investment 
reduced through corruption and steal-
ing of resources?

2. �Is it likely that the desired effect of the in-
vestment will be reduced through incom-
petently managed allocation?

2. �Is the desired effect of the investment be-
ing reduced through incompetently man-
aged allocation?

2. �Was the desired effect of the investment 
reduced through incompetently man-
aged allocation?

3. �Is it likely that the desired effect of the in-
vestment will be reduced due to poor ev-
idence to support decisions?

3. �Is the desired effect of the investment be-
ing reduced due to poor evidence to sup-
port decisions?

3. �Was the desired effect of the investment 
reduced due to poor evidence to sup-
port decisions?

4. �Is it likely that the desired effect of the in-
vestment will be reduced due to unneces-
sary preference for NGOs over govern-
ment?

4. �Is the desired effect of the investment be-
ing reduced due to unnecessary prefer-
ence for NGOs over government?

4. �Was the desired effect of the investment 
reduced due to unnecessary preference 
for NGOs over government?

5. �Is it likely that the desired effect of the in-
vestment will be reduced due to unneces-
sary exclusion of local expertise?

5. �Is the desired effect of the investment be-
ing reduced due to unnecessary exclusion 
of local expertise?

5. �Was the desired effect of the investment 
reduced due to unnecessary exclusion 
of local expertise?

3 – Recipients 1. �Is it likely that the desired effect of the in-
vestment will be reduced through cor-
ruption and stealing of resources?

1. �Is the desired effect of the investment be-
ing reduced through corruption and steal-
ing of resources?

1. �Was the desired effect of the investment 
reduced through corruption and steal-
ing of resources?

2. �Is it likely that the investment may un-
necessarily create parallel local imple-
mentation structures?

2. �Is the investment unnecessarily creating 
parallel local implementation structures?

2. �Did the investment unnecessarily create 
parallel local implementation struc-
tures?

3. �Is it likely that the investment may not be 
well aligned with local priorities or fail to 
involve local communities?

3. �Is the investment not well aligned with lo-
cal priorities or failing to involve local 
communities?

3. �Was the investment misaligned with lo-
cal priorities or did it fail to involve lo-
cal communities?

4. �Is it likely that the investment may seem 
unethical, inequitable, or in any other 
way unacceptable to recipients?

4. �Is the investment unethical, inequitable, 
or in any other way unacceptable to re-
cipients?

4. �Was the investment unethical, inequi-
table, or in any other way unacceptable 
to recipients?

5. �Is it likely that the desired effect of the in-
vestment will be reduced due to lack of 
adequately trained human resources?

5. �Is the desired effect of the investment be-
ing reduced due to lack of adequately 
trained human resources?

5. �Was the desired effect of the investment 
reduced due to lack of adequately 
trained human resources?
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(defined as setting up separate systems to deliver on the 

objectives often related to specific diseases). In recent years 

much of the funding has been directed to address HIV/

AIDS, malaria and TB [2]. The imperative to show measur-

able results in a short–time frame results in setting in place 

short–term fixes that deliver on the project with the prob-

lem that relatively little funding may go towards capacity–

building or working through government. Thus the risk that 
a project will result in unjustified parallel local implementation 
structures rather than work through the existing health system 
needs to be assessed.

Third, the project may not be aligned with local priorities 

or promote community involvement. The choice of a DAH 

priority directly affects recipients’ health, meaning that 

these individuals should also have the right to participate 

in deciding on the priorities and implementation of the 

project [32]. If this participation is to be meaningful na-

tionally (or locally), then the results of the participation 

must have the possibility of having an impact, in this case, 

of affecting the nature of the project. Thus the risk that the 

project will not be aligned with local priorities or promote com-
munity involvement needs to be assessed.

Fourth, the project could be seen as unethical, inequitable 
or unacceptable to the final recipients. In recent years pol-
icy–makers have increasingly become aware of the dispar-
ities in health status between different groups in society and 
the distributional impact of interventions [33]. In particu-
lar, concern focuses on the extent to which interventions 
reach and benefit disadvantaged groups, such as the poor, 
women or certain ethnicities or otherwise marginalized 
populations. Thus, the risk that the project is not ethical, equi-
table or acceptable to the final beneficiaries needs to be assessed.

Finally, the project may not be sustainable, defined in terms 
of ensuring required human resource capacity to deliver on 
targets and objectives. It is increasingly recognized that the 
success of local implementation is highly dependent on a 
strong health workforce [26]. Despite this awareness, much 
of the focus of DAH is on commodities such as vaccines 
and drugs. While these are of course necessary, it is people 
who prevent disease and administer cures. Thus the risk that 

Figure 4. The level of recipients and key performance risks 
at this level.
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the project will lack the requisite human resources, such as 
trained health workers, needs to be assessed.

The informants reporting of these final 5 criteria could be 
representatives of operations workforce and / or the ultimate 
recipients. The above factors can be used as the 15 criteria 
to plan an initiative on DAH at the inception stage, to mon-
itor its implementation in real–time, and/or to evaluate pre-
viously conducted efforts. The resulting questions that could 
be asked of key informants are provided in Table 1.

THREE APPLICATIONS OF PLANET

The PLANET approach, as defined above, has three major 
applications in the field of development assistance. First is 
in planning of new initiatives in development. Donors in 
particular might be considering different investment op-
tions and project possibilities to address problems in de-
velopment. While the overarching concern is justifiably a 
reduction in burden of disease, running a PLANET exercise 
will look at other equally important dimensions that would 
impact on the success of the project in reducing burden of 
disease as well as aligning with best practice in develop-
ment.

How could the framework be used? Based on this con-
ceptual framework we have developed a questionnaire 
(Table 1) which can be used to engage three groups of re-
spondents. These would include those with knowledge of 
health governance, economics and health systems as well 
as policy–makers intimately involved with the execution 
of the project. It would also include those at the local level 
who are likely to be involved with the delivery of the proj-
ect as well as the actual beneficiaries. All relevant stake-
holders would be given this questionnaire and asked to 
respond independently and anonymously based on their 
knowledge of the project. The process could be conducted 
by technical experts in a transparent way (eg, each vote 
counts equally). The outcome would be a comprehensive 
list of the strengths and weaknesses of particular projects 
against many criteria, based on the collective input of tech-
nical experts. Additional criterion or questions can be add-
ed or substituted in to ensure covering all aspects relevant 
to that specific project. Analysis of the respondent data 
would, taken together, provide a complete picture of the 
strengths and weaknesses of the project that would be 
made available publicly.

Given that donors would be running this exercise using the 
expertise and accumulated knowledge of respondents, an 
additional step is necessary. Donors would need to define 
the context of the exercise based on their anticipated out-
comes, the population they are targeting, the time–frame 
they are working under as well as stating how much risk 
they are willing to take to reach certain outcomes. For ex-

ample, the Bill & Melinda Gates Foundation might be will-

ing to take a major risk for a high–payoff while public do-

nors such as the UK government might be looking to 

minimize risk and under those conditions to maximize 

health outcomes. The outcome would be a comprehensive 

list with competing priorities ranked according to the com-

bined scores they received in the process. Such a list would 

be helpful because it provides an overview of the strengths 

and weaknesses of competing DAH options against many 

criteria, based on the collective input of technical experts. 

The list can also be adjusted by taking the values of many 

stakeholders into account such as occurred during the ex-

tensive experience with the implementation of CHNRI in 

health research prioritization [34].

Second, PLANET can be used to monitor ongoing initia-

tives and receive real–time feedback on their implementa-

tion. Third, PLANET could also be used to evaluate the 

success of previous initiatives. Evaluation is often woefully 

neglected in development and efforts such as by the Center 

for Global Development to fill this gap have focused on the 

creation of new institutions with the capacity to undertake 

this kind of work [35]. However, no standardized method-

ology exists to evaluate projects across multiple criteria cap-

turing the essence of whether or not it was successful. Fur-

thermore, this approach is not only concerned with 

considerations of disease burden reductions or change in 

health outcomes but with the actual process of implemen-

tation of the project, its strengths and weaknesses and 

whether it aligns with ‘best practice.’ The implementation 

would be similar to that described above using a modified 

questionnaire (Table 1).

STRATEGIES FOR DATA COLLECTION

Exploitation of collective knowledge is now possible and 

moreover easier and cheaper than ever before. Information 

/communication technology becoming a digital utility en-

ables us now to seek input from hundreds or thousands of 

independent individuals at little higher cost than asking 

one person. We can now, in real–time, in almost every 

country or setting collect feedback or opinions from an es-

timated 6.8 billion people who actively use mobile phones 

(with the proportion of smartphones rapidly growing) [36]. 

This can be done through text–message [37,38], automat-

ed phone calls, dedicated apps, email or the internet in a 

device or platform agnostic manner. It is certain that this is 

redefining not just the norms of who provides a feedback 

or communication of their assessment of a programme and 

how and when this is done, but also how DAH and indeed 

health care is delivered or consumed. The PLANET ques-

tionnaire is currently being developed into an app that 

would be freely available to all governments, international 
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institutions and individuals looking for a simple, tech–

friendly tool to plan, monitor and evaluate DAH.

CONCLUSION

The PLANET tool has several major advantages over exist-

ing efforts in planning, monitoring and evaluation. First, it 

presents a standardized methodology that can be used for 

planning, monitoring and evaluation of any type of DAH 

project, but it also has sufficient flexibility to be tailored to 

the context of specific projects or initiatives. PLANET 

would be an additional tool available to policy–makers, 

along with LiST (for health care/interventions) [39] and 

CHNRI (for health research) [13] which will involve local 

experts and incorporate issues of local context in the pro-

cess of determining priorities in a transparent, user–friend-

ly, replicable, quantifiable and specific, algorithm–like 

manner. Second, it is simple to implement and with the 

development of mobile–phone software, should be able to 

be run anywhere in the world at low–cost. The low–cost 

of input means it can be run multiple times resulting in 

real–time monitoring of DAH. Third, while respondents 

are protected through anonymity in feedback, the results 

are provided transparently. Finally, the exercise gives equal 

voice to all those involved in the process of development 

from the donor (eg, in London, Seoul or Seattle) to a man-

ager and to a recipient (in rural Uganda, Dhaka or Antigua). 

The voice of local stakeholders, including operations teams 

and beneficiaries, is included in every exercise.

The use of these types of novel methodologies can lead to 

more rational planning, higher quality evaluation as well 

as more knowledgeable future decision–making, especial-

ly given that DAH has traditionally lacked formal tools to 

examine delivery and implementation. The use of such 

tools would promote attention to objective evidence on 

planning, monitoring and evaluation leading to more ef-

fective aid and ultimately better evidence on reduction in 

the burden of disease across the world and how this relates 

or could relate to specific development efforts.
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