RHINO On-line Forum

December 8 - 19, 2014

December 5, 2014
Hiwot Belay <hiwot_belay@jsi.com>

Dear Forum Participants,

The RHINO on-line forum on assessing and improving routine health information system in Low and Middle Income Countries (LMICs) starts this coming Monday December 8th. We are thrilled that so many of you registered to participate.

In this online forum, we hope to hear about methods you and your colleagues have applied to assess or monitor RHIS performance, types of information generated through such assessments, and on how the assessments have been used to create change.  We are hoping to have a wide ranging discussion that covers most, if not all, the important aspects of monitoring and improving RHIS performance. The schedule that we have loosely outlined is as follows:

Week 1 (December 8-12): Data Quality for RHIS and the Performance of Routine Information Systems Management (PRISM) toolkit. What were your experiences in assessing RHIS performance? What tool (s) did you choose and what information did you generate? What were the strengths and weaknesses of the tool(s) you used? What else did you want to be captured in addition to what is already covered? How can the PRISM Framework and tools be improved?

Week 2 (December 15-19):  Discussion on the RHIS assessment findings leading to action. What actions or activities have allowed you to translate the findings from the assessment into tangible improvements of RHIS under consideration? What are the success stories or best practices of assessment leading to action? What are the challenges or obstacles you faced in using the assessment findings to bring change?

The forum will be moderated by Hiwot Belay (M&E/HIS Advisor), Alimou Barry (Senior HIS Advisor), and Theo Lippeveld (Senior HIS Advisor) from MEASURE Evaluation, and Juan Eugenio Hernández (HIS Advisor) from INSP. The moderators will respond to questions and stimulate further discussion during forum. At the end of each day they will provide a synopsis of the day’s discussion and responses to questions raised during the day.

To add a comment or question to this forum either rely to this email or send an email to rhinoforum@lists.jsi.com  When writing, please let us know what country you are participating from and which organization/project.

We look forward to lively and interesting discussion on the course of the two weeks.

Best Regards,

The Moderators
December 7, 2014
Hiwot Belay <hiwot_belay@jsi.com>

Dear Forum Participants,

We encourage everyone to contribute their experiences and ideas to the forum and hope these discussions will be interesting and relevant for you and your work.  

As mentioned in our introductory email, the main objective of the forum is to discuss approaches to assessing and improving the performance of routine health information system (RHIS) and how these assessments led to change.  There are several tools for assessing data quality and information use that we will discuss, but the forum is not limited to these.  If you have experience with a tool or method relevant to the forum, please feel free to add a new thread to the discussion.

Please consider the following questions while sharing your experience:

1. What was your experience in assessing RHIS performance? If you used a standardized tool or method, what was it? Where did you conduct the assessment (country, administrative level- facility, district, region, national, etc, information system, programmatic area, indicators)

2. What informed the decision for selecting this tool/method? What information did you expect the tool to provide you?

3. How did this tool meet your needs for assessing RHIS performance?

4. As information technology evolves, the health sector is taking advantage of new technologies by shifting from paper-based systems to computer-based systems across many countries.  What is your experience of assessing the performance of electronic RHIS? What techniques did you apply to assess or improve the quality and use of electronic data?

We look forward to lively and interesting discussion. To add comments or questions to this forum either rely to this email or send email to rhinoforum@lists.jsi.com

Warm regards,

The Moderators
December 8, 2014

Erwin Nakafingo <nakafingo@gmail.com>

Greetings to you all,

Thank you for the opportunity to participate in the forum. In Namibia, introductory workshops on the use of PRISM as a tool to assess RHIS performance were recently conducted. A country wide assessment using this tool is yet to be planned. However, I feel this will provide insight on the specific challenges that the country/MoH is experiencing on data collection and quality.

I am looking forward to hearing from others on their experiences on other tool or how best this tool can be used.

Regards,

Erwin

Juan Eugenio Hernández Ávila <juan_eugenio@insp.mx
Dear Forum Participants,

 
 
 Routine Health Information Systems performance assessments using PRISM had been carried out throughout the Latin American Region; most of Central America, and also in Peru, Uruguay and Mexico.
 
In particular, in Mexico there had been two assessments; in one, we took advantage of a national health information systems meeting and applied one of the tools in the PRISM package: the organizational and behavioral Assessment Tool (OBAT).  The results of the analyses pointed out that one of the main problems in the Mexican routine information system was the competences of the people involved in the collection, transmission, analyses and interpretation od data collected and the use of information.
As a response to this, the National Institute of Public Health developed an MPH program specially designed to strengthen the capacity of the workforce in the health information system.  Since 2010 we have trained more than 30 health professionals in the area of health information systems and biostatistics.  The program has evolved and now has an online branch which has been used by people in other Latin American Countries as well.   
 
 --------------------------
 
Dr. Juan Eugenio Hernández Avila

juan_eugenio@insp.mx
 

Director del Centro de Información para Decisiones en Salud Pública

Instituto Nacional de Salud Pública
 
Director of the Information Center for Decisions in Public Health
National Institute of Public Health, Mexico
 
Kolawole Oyediran <kolawole_oyediran@jsi.com 
Dear Forum Participants,

 

The Nigeria National Response Management Information System (NNRIMS) was developed as a framework for monitoring and evaluating the country’s response to HIV but does not function at an optimal level due to several challenges such as proliferation of vertical reporting systems. In addition, there are issues of poor data quality and low utilization of the data being generated from the system; thus, the need to assess the functionality of the system with respect to data quality and use of information.

 

Nigeria’s National Agency for the Control of AIDS (NACA) and other stakeholders have used RDQA/DQA, a data quality tool to assess the strengths and weaknesses of the NNRIMS to generate quality data for evidence-based decision-making. RDQA was used for the national HIV/AIDS information system. NACA has encouraged its use at the sub-national level on regular basis. The use of RDQA has been applied at both national and sub-national levels. The tool assesses indicators in various thematic areas such as ART, PMTCT, HCT and OVC.

 

It was a collective decision by the stakeholders and led by the National Agency for the Control of AIDS in Nigeria, to provide information on the strengths and weaknesses of the NNRIMS to generate quality data. The findings from the use of the tool was necessary for program planning and policy formulation, particularly for evidence-based HIV and AIDS interventions

 

The tool provided needed information that helped the stakeholders, particularly NACA to redesign the system.  For instance, the assessment revealed that the multiple data collection and reporting tools exist at the facility level leading to vertical reporting systems, which increases the burden of data reporting at lower levels, especially by service providers. The assessment results have been used to harmonize indicators, data collection and reporting tools, and improvement in the coordination of the HIV/AIDS data collection system.

-----------------
Kolawole Oyediran <kolawole_oyediran@jsi.com 
The broader Nigeria HIV M&E system was assessed using the UNAIDS’ organizing framework aka 12 components.  The results revealed the strengths and weaknesses of the NNRIMS  and stakeholders used the findings to develop a national costed M&E workplan.  It should be noted that the observation from the assessment led to call for integration and interoperability of HIV M&E and the national management health information system.  

-----------------------------------
Alimou Barry <alimou_barry@jsi.com>
Thanks Kola for sharing the Nigeria's experience, I will jump in to highlight the broader West African context along with recent developments around MEASURE Evaluation assistance to countries in conducting RHIS PRISM assessments.

In West Africa, until mid-2013 only few countries had conducted a PRISM assessment: Cote d'Ivoire in 2008 and 2012 and Liberia in 2012. The Cote d'Ivoire team will join shortly to share its experience. 

More recently, MEASURE Evaluation assisted several francophone countries in conducting National RHIS assessments using the PRISM approach and tools. These countries are the following: Burundi in August 2013, Mali in December 2013, Guinea in March 2014 and Niger June 2014.

 

The first three assessments (Burundi, Mali and Guinea) were fully funded by USAID and the last one was a result of collaboration between MEASURE Evaluation and the West African Health Organization (WAHO). It was a good example of collaboration between an ECOWAS country and MEASURE Evaluation through a cost share mechanism involving the MoH of Niger and USAID. For this, Niger supported the local cost for the implementation of the assessment, and the USAID paid the MEASURE Evaluation time and travel. 

 

Out of these PRISM assessments, an action plan was developed for Guinea, which is waiting to be implemented and, a work plan has been developed for Mali to address the survey findings. This work plan is currently pending the USAID Mission approbation, while in Burundi several interventions are being implemented based on the PRISM findings and main recommendations.

 

For the francophones:
{En Afrique de l'Ouest, jusqu'à la mi-2013 seuls quelques pays avaient effectué une évaluation PRISM : Côte d'Ivoire en 2008 et 2012 et au Libéria en 2012. L'équipe Côte d'Ivoire sera là bientôt pour partager son expérience.

 

Plus récemment, MEASURE Evaluation a aidé plusieurs pays francophones dans la conduite des évaluations nationale des SISR en utilisant l'approche et les outils PRISM. Ces pays sont les suivants:Burundi en Août 2013, le Mali en Décembre 2013, la Guinée en Mars 2014 et Juin Niger en 2014. Les trois premiers (Burundi, Mali and Guinea) ont été entièrement financés par l'USAID et le dernier a été le résultat de la collaboration entre l'Organisation Ouest Africaine de la santé  (OOAS) et le Project MEASURE Evaluation. C’était un bon exemple de collaboration entre un pays de la CEDEAO et MEASURE Evaluation à travers un mécanisme de partage des coûts entre le ministère de la Santé du Niger et l'USAID. Pour cette dernière, le Niger a supporté tous les coûts locaux de la mise en œuvre de l'évaluation, et l'USAID a payé le temps du staff de MEASURE Evaluation et le Voyage}.

 

De ces évaluations, un plan d'action a été élaboré pour la Guinée, qui attend d'être mis en œuvre, au Mali, un plan d'action a été developé et il est actuellement en attente de l'approbation de l'USAID, alors qu’au Burundi, plusieurs interventions sont mises en œuvre sur la base des résultats de l’évaluation PRISM et des principales recommendations}.

Dr M Alimou BARRY

MEASURE Evaluation

Co-Moderator

---------------------------------------
Kolawole Oyediran <kolawole_oyediran@jsi.com 
Dear Dr. Barry,

Just reading a report of NHMIS conducted in Nigeria that used PRISM framework. It was conducted in Nigerian 6 states. The results from the assessment have contributed to some decision in reviewing procedures and policy governing NHMIS.  Abt Associate supported the assessment in 2012 with PRISM adapted.

--------------------------------

December 9, 2014
Tome CA <tca@wahooas.org>

Thank you Dr Barry and Mr Kolawole,
Je suis très bien votre échanges sur le sujet qu’intéresse beaucoup à l’OOAS entant qu’Organisation Régionale avec la responsabilité d’œuvre pour l’amélioration des Systèmes Nationaux d’Informations Sanitaires.
C’est vrais que nous travaillons ensembles depuis quelques années et l’année 2015 sera dédiée pour appuyer les pays dans leurs efforts de renforcement des SNIS. Nous pensons de saisir les résultats des évaluations des pays comme le Mali et la Guinée et des les appuyer vers les actions qui peuvent les amener à améliorer les performances de leurs SNIS.

J’espère que cette espace va servir vraiment d’échanges des bonnes pratiques pour bien inspirer les bons initiatives dans l’ensembles des pays de la CEDEAO.

Encore une fois, merci

TC

Tome CA

Chargé de l'Information Sanitaire (PO_SIS)

Organisation Ouest Africaine de la Santé

01 BP 153 Bobo-Dioulasso 01 - Burkina Faso

-----------------------------------------
Assetta BARA <assetta.bara@gmail.com 
Bonjour à  tous,

Recevez une synthèse des éléments de réponse aux questionnaires de la journée d'hier pour le compte du Burkina Faso.

Il n’est plus à démontrer  qu’une information sanitaire fiable, et disponible à temps réel est un élément essentiel dans la prise de décisions à tous les niveaux d’un système de santé (régional, national et mondial). Mais force est de constater que bon nombre de pays, surtout africains, ne disposent pas d’informations normalisées et de qualité. Le Burkina ne faisait pas exception à cela avant janvier 2013. En effet,  Avant l'opérationnalisation de son entrepôt de données sanitaires, le Burkina utilisait la Base de données (Base mono-poste) appelée Rapport d’activités Sanitaires informatisés (RASI) pour la gestion des données de routine. L’évaluation de la qualité des données consistait à vérifier la cohérence entre les données des registres des formations sanitaires (outils primaires) et celles contenues dans le RASI. Elle se faisait à travers des enquêtes annuelles de qualité des données.

L’enquête qualité consistait à arrêter une liste d’indicateurs essentiels de routine à vérifier. Ensuite, les enquêteurs collectaient les valeurs de ces indicateurs dans les FS à travers les registres et une comparaison est faite par la suite entre les données du registre et celles contenues dans le RASI.

De cette évaluation, les insuffisances constatées sont entre autres:

1-discordances entre les données compilées des registres et du RASI;

2- discordances liées à la non harmonisation des outils de collecte (multiplicités des sources de collecte);

3- discordances dues aux erreurs de saisie (plusieurs niveaux de saisie) ;

4- faible taux de complétude et de promptitude ;

L’analyse de ces insuffisances nous a conduit à mettre en place  un système d’entrepôt de données sanitaires (dénommé ENDOS-BF ;  burkina.dhis2.org) normalisées et de qualité qui prend en compte l’intégralité de l’information sanitaire de routine disponible à tous les niveaux en temps réel.

Cordialement 

Assetta
--------------------------------------------
Chris Moyo <moyochris@gmail.com
Dear Forum Participants,

One of the challenges of HMIS implementation in Malawi has been low
data quality in terms of data discrepancy between what is in the
recorded in the registers (data collection tools) at facility level
and what is reported to district level.  In order to address the
Malawi Ministry of Health has since 2012 adapted an electronic Data
Quality Assurance (DQA) tool to be used during data verification
exercises at facility level. This tool compares recounted data from
registers to reported data. The tool is used by district HMIS officers
and Zonal M&E Officers during the quarterly supervision visits to
health facilities using selected indicators in a particular thematic
area.

While this exercise has contributed to the reduction in data
discrepancy, there are a number of issues that need to be addressed.
Lack of lap tops in the districts is problematic in using an
electronic tool during supervision and providing feedback to
facilities. Skills limitations as most of the health workers are not
oriented on the DQA tool. In addition, the supervision team is unable
to leave a copy as part of the feedback to facility staff. The
introduction of the tool should therefore be accompanied by putting in
place necessary capacity and competency  for it to be useful.

------------------------------------------------

Alimou Barry <alimou_barry@jsi.com 

A quick translation of Tome Ca (WAHO),

Thank you Dr. Barry and Mr Kolawole,

I am following your discussions on the subject that interests very much WAHO as a Regional Organization, with the primary responsibility of improving the National Health Information Systems within the region.

It is true that we are working together for several years and 2015 will be dedicated to support countries in their efforts to strengthen the NHIS. We will capture the results of RHIS assessments of countries such as Mali and Guinea and provide support to carry out actions that can lead them to improve the performance of their NHIS.

 

I hope this space will really be used for exchange of good practices to inspire many good initiatives in the sets of the ECOWAS countries.

 

Again, thank you

Best Regards

-------------------------------------------------------
Alimou Barry <alimou_barry@jsi.com  

This is a quick translation of Asseta points

Hello everyone,

Just a summary to answer the yesterday questionnaires on behalf Burkina Faso. 
It is well established that a reliable and timely health information is an essential element in decision making at all levels of the health system (regional, national and global). But it is clear that many countries, especially in Africa, do not have standardized and quality information. Burkina was not an exception to that before January 2013. In fact, before the operationalization of health data warehouse, Burkina was using the database (single-user base) called computerized Sanitary Activity Report (RASI) to manage routine data. The assessment of data quality consisted in verifying the consistency between the data from registers of health facilities (primary tools)  to those in the report (RASI). It was through annual surveys of data quality.

Quality survey was to draw up a list of key indicators routine to verify. Then, investigators collected the values of these indicators in the Health facility level through the records and made comparison with subsequent registry data and those contained in the RASI.

From this assessment, the shortcomings included:

1-discrepancies between the data compiled records and RASI;

2- discrepancies related to non harmonization of data collection tools (multiple data collection sources);

3- discrepancies due to input errors (multiple input levels);

4- low completeness and timeliness;

Analysis of these deficiencies led us to set up a Health data warehouse system (called BACK-BF; burkina.dhis2.org) standard and quality that takes into account the entire health information routine available to all levels in real time.

---------------------------------------------
Alimou Barry <alimou_barry@jsi.com 
Great Chris!

You just pointed out that a tool can be important for a system, but it is by no means sufficient by itself to bring meaningful change. Thinking about the key players andtheir needs (staffing, material, guidance documents, equipment, type of support) is certainly a good way to go, which is in part what the PRISM approach does. 

One suggestion, until you find laptops and printers to release feedback in a timely manner, handwriting feedback might feel the gap and help highlighting the strengths and weaknesses and outlining key recommendations for improvement. People need to keep in mind that staffs needs to be empowered and well equipped to identify  and solve solving. 

Dr Alimou Barry
Co-moderator

---------------------------------------------
Fred Cornelius <thefredsc@yahoo.co.uk 
Dear Participants,

In Uganda, the HMIS is being implemented in all the districts and is well utilized by most the districts though the data quality is still lacking. The ministry of health and other implementing partners use the DQA tool to assess the quality of data reported by the district and discrepancies are found in the data reported through the HMIS system and what is actual counts during the DQA recounting process. In the most recent DQA conducted in 8 health facilities in south western Uganda, it was found that not all the data was being captured in the registers and mistakes are commonly made will making monthly and quarterly reports. Records assistants though trained still record wrong information in monthly and quarterly reports. For instance, there are scenarios were the report templates asks for number of tins of tablets consumed but the persons who compile monthly or quarterly report record the number of tablets dispensed and similarly for stock availability. 

Moreso, comparisons are made between the DHIS/HMIS and HIBRID reporting platforms and discrepancies though have greatly reduced over the past 2 years. Districts enter data into the DHIS/HMIS and implementing partners enter data into the HIBRID which is later compared on a quarterly basis. Implementing partners are have now been rights to view data entered into the DHIS/HMIS and are now working closely with districts to stream dependencies were they are identified 

Fred Werikhe

Measure and Evaluation Analyst

JSI R&T, Uganda

+256-782 551196

----------------------------------
Bob Pond <pondb@mac.com 

Dear forum participants

 

The attached 3 page document presents a case study on immunization data quality assessments in Nigeria.

 

National Data Quality Self-assesments (DQS) of routine immunization data have been performed annually in Nigeria since 2006.  The “verification factor” (third doses of DPT vaccine recounted from tally sheets divided by third doses of DPT reported to higher levels) has been 95% to 98% for the last three years. The report of the latest DQS, conducted in February 2014 concludes that “Over the past six years the country has demonstrated a steady increase in the verification factor…. this demonstrates a good progress in routine immunization data accuracy.”    However, careful review of the report and comparison of routine data with survey estimates of immunization coverage reveals that such a simple conclusion masks major problems with data quality.

 

I invite you to consider the case study.

 

Regards, Bob Pond

Independent consultant

Portland, OR, USA

--------------------------------------
Hiwot Belay <hiwot_belay@jsi.com 
A number of you mentioned DQA, RDQA and PRISM tools. In 2013, MEASURE Evaluation produced a report on the application of PRISM framework and tools and subsequent interventions to improve RHIS in over 23 countries. Application of PRISM tools have identified the root causes of low RHIS performance, related to the production of quality data and use of information for decision making. Interventions resulting from these assessments have addressed reforms in HIS and capacity building to use information for decision making. Examples of repeat PRISM assessments to evaluate the performance of RHIS come from Pakistan, Mexico, Ethiopia, Liberia and Cote d’Ivoire. These assessments have shown encouraging improvements in the production of quality data at health facility level and use of information for decision making mostly at the district/county level. For instance, initial PRISM assessment in Liberia identified the gap in HMIS task competence among district and health facility managers and M&E/HIS officers.  

Below are links to some reference documents related to PRISM and DQA including the above mentioned PRISM application inventory report

Inventory of PRISM Framework and Tools   http://www.cpc.unc.edu/measure/publications/wp-13-138
PRISM Framework and Tools  http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/prism
PRISM Tools User Guide   http://www.cpc.unc.edu/measure/publications/ms-12-51
Data Quality Assurance   http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/data-quality-assurance-tools
 

I would also like to encourage forum participants to share your views on the following questions related to the tools/methods:
· How these tools met your expectations, what are the strength and weaknesses of these tools?
· What is your experience of assessing the performance of electronic RHIS? What techniques did you apply to assess or improve the quality and use of electronic data?
 

Best regards,

Hiwot

-------------------------------------------
traore moussa <traoremoussah@yahoo.fr 
Dear All here is the experience of Côte d'Ivoire MEASURE Evaluqtion team:

Two assessments using PRISM tools have been conducted in Côte d’Ivoire.

The first PRISM assessment was implemented in 2008 by the MSHP and MEASURE Evaluation to fully understand all factors contributing to the performance of the Routine Health Information System. The variables studied were related to the quality of data (accuracy, completeness, and timeliness), data analysis, use of information, and the main determinants of the performance of the RHIS. The results from the assessment were used by the Ministry of health (MoH) to develop an HIS strengthening plan that guided HIS activities from 2008 to 2012.  The HIS strengthening plan was rooted in improving data quality and the use of information for decision making.  In 2012 the second PRISM assessment was conducted to assess improvement in HIS performances.

Data entries and analysis of PRISM assessment in 2008 was done with EXCEL and in 2012 with PRISM DEAT.

Main findings: From 2008 to 2012, data accuracy score increased (Facilities: 43 to 65% and for Districts: 40 to 81%), data completeness score increased (facilities: 45 to 65% and District: 80 to 98%); the timeliness score of monthly reports received by districts decreased from 60 to 50. Data-use score increased from 40 to 70% at the district level; The score remained the same 38% at the facility level. The regional and central score are not reported, because not been assessed in both the two PRISM assessments.

 

PRISM tools have the advantages to touch several factors influencing RHIS. The analysis tool (PRISM DEAT) provides the main results automatically after data entry. Each region and district can have individually its database and results after the assessment. This allow decentralized level to develop their own strengthening plan. The database is open and can be used for further analysis with other software.

PRISM DEAT is a powerful tool because of the easiness that it gives in producing PRISM Results. For its wide use, it needs to be moved from Microsoft Access limited to the system Microsoft windows, to another universal software or web application.

 

 Two levels of data quality assessments were conducted. Data Quality Audits (DQAs) were conducted at the national (2011 and 2012) level and Routine Data Quality Assessments (RDQAs) at the regional level. After the PRISM of 2008 health central level’s staffs and regional and Districts staffs were trained on the use of RDQA and DQA. Several supervisions combined with RDQA have been conducted by regions and national programs using RDQA.  More and more central and decentralized levels have been assessing data quality.  The indicator assessed in both 2011 and 2012 DQA was “the Number of HIV Patients still on ART”. The DQA showed that the verification factor for both DQA was very Low (less than 15%). This poor quality proceeded from the huge difference between figures at central level and those at district level. The central level used to obtain HIV data from PEPFAR implementing partners not from districts and regions.
The results have been used in the development of an action plan and budget for improving data quality in HIV care and treatment programs. Routine Data quality assessment was combined to supervisions

DQA and RDQA tools are very easy to use because they do not need to be installed. Only excel files with automatic charts and summary tables.
At regional and district level the use of those tools is easy. But at national level it will be interesting to allow the user to evaluate more than 4 regions and 8 districts on the same file.

For a better significant result using DQA tools, more than one indicator must be assessed when we want to assess the data quality of the whole RHIS. At the scale of a country, indictors must be selected from most of health programs which collect data. 

 

Regardes

TRAORE Moussa 

mobile:04 00 75 25 
MEASURE Evaluation,Côte d'Ivoire

---------------------------------------------
Nutley, Tara - tnutley@futuresgroup.com 
Hello all, I’m attaching a paper that summarize the fantastic work the Cote d’Ivoire team implemented  to improve information systems from 2008-2012.
 
Tara Nutley
Senior Technical Advisor
MEASURE Evaluation
Futures Group
tel: 919.240.7645 | skype: fg-tnutley
email: tnutley@futuresgroup.com

----------------------------------------------
December 10, 2014
rtohouri <rtohouri@gmail.com 

Version Française plus bas.

Dear forum participants,
I will not talk here about a specific country. What I want to share here is some thought inspired by what I have noticed in several countries in their process towards a better Health Information System.

Most of the time, an assessment is the trigger for decisions and actions leading to implementation or strengthening of the routine HIS. The findings from various assessment tools are used to define plan, established strategies etc. and to correct the weaknesses of the HIS. Therefore the quality of these findings is crucial and need to be as accurate as possible. The problem is that the quality of the data collected during those assessment exercises is subject to be influenced by the skills, knowledge and honesty of the enumerators, the mistakes while capturing the data from the paper to the computer and by the skill of the data analyst.
Systematized and reduce at maximum level human errors are then a priority if we want to avoid to be oblige to assess the assessment findings…

Assessment tools like PRISM, HMN, etc. from my point of view should evolve to take in to consideration mobile technologies to allow easy electronic data collection and transmission with GPS coordinates of the location were the data was collected and finally automatized the data processing.

Tools like DHIS2, Akvo Flow and PRISM DEAT are possible building blocs to help build such a system. Achieving this, will allow us to provide more accurate and systematic findings to be used to drive decisions to address more precisely the routine HIS systems problems and lead to better one.

---

Chers participants au forum,

Je voudrais ici partager une de mes préoccupations concernant les outils et méthodes d’évaluations de nos systèmes de santé. La plus part du temps, l’évaluation est le déclencheur des décisions et actions qui mènent à la mise en place ou au renforcement du SNIS en général et SISR en particulier. Cependant la qualité des résultats obtenus dépend de plusieurs facteurs difficiles à contrôler tel que les compétences, l’honnêteté supposée ou avérée des enquêteurs, des erreurs de saisie du papier vers l’ordinateur pour analyse et de la compétence de l’analyste des données.

Systématiser et limiter au maximum les erreurs humaines devient donc une priorité si on veut éviter que les résultats de l’évaluation ne nécessite d’être évaluer eux-même.

De mon point de vue, les outils d’évaluation tels que PRISM, HMN, etc. doivent donc évoluer pour prendre en compte la collecte informatisée et la transmission des données en temps réel avec prise en compte des coordonnées GPS du lieu ou la collecte à été réalisée et enfin automatiser tout en restant générique, le traitement des données collectées.

Des outils tels que DHIS2, Akvo Flow, PRISM DEAT et autres peuvent être utilisés comme socle pour la mise en place de telles solutions qui pourraient être mise à la disposition de tous. Ce faisant les résultats des évaluations du SIS deviendraient plus précis, plus fiable et les décisions et mesures prises pour son renforcement SISR plus efficaces.

--
Dr Tohouri Romain-Rolland

--------------------------------------------
Yoon, Steven, S - say7@cdc.gov 
Thanks for the interesting discussions.
 
So what happens after an assessment?

 

How are identified problems/gaps prioritized?

 

How are funding/resource obtained?

 

How are changes monitored? Evaluated?

 

How are pilots scaled up?

 

How do we know that things did not regress back?

 

 

Steven Yoon

CDC

-----------------------------------------------------------------
Alimou Barry <alimou_barry@jsi.com 
Thanks Romain for your points.
I will respond by saying that the honesty of data collectors and their skills are always issues to pay attention to for any survey. To alleviate or eliminate any possible effects of such behaviors, three things need to be considered: 

 

- Number 1: organizing a strong training after a good selection of data collectors (on the survey methodology, primary and secondary data collections being used in country, the PRISM questionnaires along with a pretest) with an emphasis on teamwork approach, 

 

- Number 2: setting a good supervision system comprising both an internal and external supervisions along with a good and permanent communication with all the team members.

 

- Number 3: Composing the teams of data collectors in such a way to find a good balance between the members of the teams and allow mutual support as appropriate.

  

For instance, in my experience with PRISM assessments we always have different teams of three data collectors including one internal supervisor, and at least three teams of external supervisors working in pair (MEASURE Evaluation staff and Government counterpart) to supervise the teams of data collectors (each team of external supervisors covering two teams of data collectors at maximum). Some time when the distances allow it we do a rotation between external supervisors. 

 

Data entry into the PRISM DEAT ACCESS Application (Data Entry and Analysis tool (DEAT) is done in the field at the same as data collection data is being performed doubled by a close supervision of both the data abstraction and the data entry. That way a first step of data correction could always be done in the same location and later a second step data quality check of the data entry is performed as appropriate. To this end a sample of each of the four questionnaires could be drawn and checked for quality, but until now we have been able to check the data entry quality for all the questionnaires for all sites for conformity between the paper based and the data entered in the DEAT. 

 

In addition to the supportive and close supervision, data collectors go to the field with specific instructions (as support for data collection) and a check list for further guidance and control before leaving the selected site. We have also added to the PRISM DEAT (Data Entry and Analysis tool (DEAT) a new link for data entry check to look for double entry, incoherence of data entry and missing data for accuracy check.

 

Finally, after the data entry and the data entry check, launching the predefined analysis program of the PRISM DEAT will automatically generate, in few clicks, the PRISM assessment basic results under the form of a series of outputs for each individual PRISM tools. The DEAT also offers an option to do additional computations including Pivot table, descriptive statistics and gender consideration analysis and etc.

 

 Mobile technologies might be good and could be a possible alternative, but I wonder how we could use them without facing the same issues you just raised (honesty and skills of the operators who will first abstract the data from registers, interview people as well, and then input them into the device). Another issue you might consider with mobile device is the self-administered OBAT questionnaire. I will stop here and the discussion can continue.

  

 

With what I have described above we reduce any wrongdoing at the minimum level by fostering the teamwork and the data collector’s commitment to work well.  

 

 

Regards

Dr M. Alimou BARRY 
MEASURE Evaluation
Co- Moderator
------------------------------------------
Alimou Barry <alimou_barry@jsi.com 

Thanks Moussa for pointing out the possibility to get regional database out of the DEAT to look into regional results. 

A quick comments on the steady score on data use (38 on a scale of 0-100) In Cote d'Ivoire. This is due partially to the fact that the criteria for judging data use rely heavily on the facility capacity to document the use of data. First, we check if the minute notes are available and conserved at the site under study, and then whether discussions take place around data and if decisions are being taken and implemented or monitored,  and last whether referral to high level for help is used by the site for advocacy. Another reason was that staffs at the facility level the staff is often overwhelmed by service delivery and monthly report preparation,  and sometime particularly in rural health centers, they are under staff and are not able to hold even meeting (only one staff). Last,  when meeting are organized, the minute takers might not be accurate in taking notes and this may often lead to inaccuracy and ultimately to an underestimation of the real score of the use of information for a given facility or district ...

Dr M Alimou BARRY

MEASURE Evaluation

Co-Moderator

Theo Lippeveld <theo_lippeveld@jsi.com 
Dear Rhinos,
Thank you so much for all the contributions that were received until now. It shows that RHINO is well alive!

As far as I could read, PRISM and (R)DQA are the main mechanisms of assessing RHIS. Let us know if other tools are around to assess the RHIS performance. Many of you have contributed to share the strengths and weaknesses of these tools. This will help projects such as MEASURE Evaluation to review the tools and eventually make them more relevant and accurate.

I personally would like to hear from you about the appropriateness of these RHIS assessment tools to measure the performance of certain RHIS domains such as 

· Measuring appropriate use of information and communications technology (ICT)

· Measuring the RHIS performance by private sector health services

· Measuring the RHIS performance of community-based health services

· Measuring the presence of information culture

Next week on December 16 we will have a RHINO Board meeting. I am sure the first results of this important RHINO forum will impress our Board members and generate innovative ideas on how to better assess and improve RHIS performance.

RHINO greetings,

Theo

------------------------------------------
Olusesan Makinde <sesan.makinde@gmail.com>

Hello Theo & Everyone,
 
I first got introduced to the PRISM Framework at a Symposium in Arusha, Tanzania in 2009 (From data to impact: Using health data for results). In 2012, I was able to apply the PRISM tool to assess the Routine Health Information System in Nigeria. At this time, Nigeria was about adopting the DHIS 2 and was interested in learning of potential challenges to the success of this endeavor. Then, I was working on another USAID project. I found out that the office checklist which was an important tool for the success of my assessment was no longer in the PRISM tools when I downloaded it in 2012. I had to return to the CD I received in 2009 to pull up this tool. I will like to suggest that this office checklist be reintroduced to the PRISM tools as the availability of these office equipment in Facilities and District/ Local Government offices can be key to the success of the RHIS. Its removal from the tool I believe weakens the tool. Implementation of this tool may be optional when carrying out a PRISM assessment but I will suggest that it should still be included.
 
Kind Regards’
 
 
Sesan Makinde

MEASURE Evaluation
Nigeria.

--------------------------------------
December 11, 2014
Hiwot Belay <hiwot_belay@jsi.com 
Dear Dr. Makinde,

Thanks for your input. The Office/organizational checklist  is also included in the PRISM User's Guide (see. Chapter IV section 4.4). This checklist helps to capture availability of relevant supplies, equipment, infrastructure and human resources for a functional RHIS at facility and district levels. This checklist is applied in a number of recently conducted PRISM assessments (eg. Cote d'Ivoire, Ethiopia, and Liberia).

Best,

Hiwot

--------------------------------------
Alimou Barry <alimou_barry@jsi.com 

In addition, the checklist tool was also applied in Burundi, Mali , Guinea and Niger more recently.

Alimou

---------------------------------------
Olusesan Makinde <sesan.makinde@gmail.com 
Thanks Hiwot for letting me know the office checklist is still in use.
The document available at this website http://www.cpc.unc.edu/measure/publications/ms-11-46-d does not seem to contain the office checklist and this was the document I had downloaded then. Or am I missing it somewhere in the document?
 
Regards’
 
Sesan Makinde
MEASURE Evaluation
Nigeria.
Bob Jolliffe <bobjolliffe@gmail.com 
Thanks Sesan for providing this link.  Apologies for my ignorance, but for the benefit of us newcomers I wonder if someone might share links to similar resources being discussed in this forum.

Regards

Bob

---------------------------------------------
David Boone <david_boone@jsi.com 
Hi Bob,

 You raise some important points - particularly that measuring reporting accuracy is not sufficient to identify all the problems in public health M&E systems.  The DQS (and DQA/RDQA/PRISM etc.)  all measure reporting accuracy by recounting the value of an indicator for a selected reporting period and comparing it to the value that was reported by the unit (facility or district) for that period.  It doesn't say whether the data in the 'source document' are accurate to begin with, or anything about the quality of service or coverage.  So it is quite possible to have perfect reporting accuracy while missing half the target population!

Another limitation to the DQS/DQA/RDQA methodology is that the sample size typically used is woefully inadequate to estimate reporting accuracy for the larger population of health facilities.  Typically 24 sites are sampled' using probability proportionate to size, 6 in each of four clusters or districts.  Mathematical modeling by Woodard et al (attached) shows that in order to get just +/- 10% precision on the estimate of reporting accuracy you need to have at least 55 sites in up to 30 clusters.  Often the number of sites included in a given data quality assessment is determined by available resources, and in my experience these things rarely have a sample large enough for good precision of the estimate of accuracy.

One work around is to include data verification as part of a larger health facility assessment, such as for service availability or readiness.  This type of health facility assessment typically has a sample size in the order of 100 or more depending on the domains of estimation (e.g a much larger sample is required for subnational estimates - like region).  If data verification were included in an assessment of this size it would produce more precise estimates of reporting accuracy.  It is also conservative of resources since you can get service availability and readiness information alongside the information on data quality.

As it happens, WHO and partners (e.g. GAVI, Global Fund, etc.) have been working on a holistic approach to data quality, one that links data quality assurance to existing planning cycles so that limitations in the data are known in advance of its use for planning.  The Data Quality Review is a holistic method that cuts across program areas to produce a health system-wide determination of data quality.  It includes a national level desk review of RHIS (and/or Health Progam) data which looks at completeness of data and reporting, internal consistency, external consistency (i.e. comparisons with survey values), and the adequacy of denominator data.  It also includes health facility data verification from a sample of health facilities - typically administered as part of a larger health facility survey like the WHO Service Availability and Readiness Assessment (SARA).   The DQR toolkit is nearly complete and should be ready for distribution (by WHO) sometime in the first quarter of 2015.

Thanks,


Dave

---------------------------------------
Hiwot Belay <hiwot_belay@jsi.com 
Here is another link to the PRISM tools version 3.1. http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/prism
Below are additional resource materials that are shared earlier in this week. 

· Inventory of PRISM Framework and Tools   http://www.cpc.unc.edu/measure/publications/wp-13-138
· PRISM Tools User Guide   http://www.cpc.unc.edu/measure/publications/ms-12-51
· Data Quality Assurance   http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/data-quality-assurance-tools
 Best,

-------------------------------------------
December 12, 2014

Juan Eugenio Hernández Ávila <juan_eugenio@insp.mx 
Dear Forum Participants, We Have experienced some local technical difficulties here in Mexico one of my Colleges (Dr. Lina Sofía Palacio )has tried to post some of the results of assessments in the Latin American Region without luck. I am posting them for her.
 
Use of PRISM Tools
	Country
	Tool
	Year

	1. Costa Rica
	OBAT V. 2.0
	2009

	2. Ecuador
	PRISM V. 2.0
	2010

	3. Honduras
	OBAT V. 2.0
	2006

	4. Mexico
	OBAT V. 1.0
	2005-2006

	5. Paraguay
	PRISM V. 2.0
	2006-2007

	6. Peru
	PRISM V. 2.0
	2008-2009

	7. Dominican Republic
	PRISM V. 2.0
	2008-2009

	Source: Country Assessment Reports.


 
Some common aspects in the results from applying the PRISM Tools in the different countries are as follows:
 It has been observed that the two components of performance—data quality and use of information—show varying behaviors. Use of information has consistently achieved fairly high scores in all countries, while data quality shows low percentages. This could indicate that information use is not always linked to data quality. Appropriate use of information does not guarantee high quality of data. This confirms that other aspects such as the determining factors measured through the PRISM tools have an impact as well. The same is true for the opposite situation—higher quality of data does not necessarily mean that information is used appropriately.
Behavioral factors also have a direct impact on the performance of the system and processes such as data collection, filling out forms, data integration, capturing, transmission, processing, analysis, presentation, and feedback are affected by the gaps between real competencies and perceived competencies of health care professionals. Furthermore, in most countries, the limited knowledge about the usefulness of data has been the primary factor linked to low quality of data and use of information. These and other identified gaps relating to knowledge of methods and skills to verify the quality of data and interpret data, problem solving skills, and the capacity or skills to implement processes, have been incorporated into these countries’ strategic plans as priority elements in improving the HIS.
With respect to the organizational factors, the absence or promotion of a culture of information directly affects the performance of the RHIS in most countries where assessments have been conducted. That is, if a working environment where key attitudes, values (evidence-based decision-making, empowerment, problem solving, accountability, and rewarding good performance, and activities related to the RHIS are emphasized) do not exist, health workers do not internalize the values required to generate, maintain, and change the information system. Moreover, in regards to the administrative functions of the HIS, the primary weaknesses in terms of governance and training have been observed to be related to evidence-based decision-making, rewarding good performance, and quality of supervision visits and feedback
An analysis of the technical factors has revealed that deficiencies in most countries lie within components related to information technologies, development of software for data processing and analysis, development of indicators, design of data collection forms, and development of procedure manuals. The majority of countries that have carried out assessments have included relevant improvement plans or interventions in their strategic plans, for future development related to these issues.
 Lastly, routine health information systems interventions are complex and therefore difficult to detect their direct and immediate impact on health systems. The changes in technical and behavioral components are easier to gage in the short run but it takes a significant period of time for organizational interventions to achieve performance gains.
 
 Dr. Juan Eugenio Hernández Avila

juan_eugenio@insp.mx
 

Director del Centro de Información para Decisiones en Salud Pública

Instituto Nacional de Salud Pública
 
Director of the Information Center for Decisions in Public Health
National Institute of Public Health, Mexico
 
----------------------------------------
Juan Eugenio Hernández Ávila <juan_eugenio@insp.mx 
Dear Forum Participants, 
Due to some local technical problems in Mexico we have not been able to participate, I just recently posted some of the results in the Latin American and Caribbean (LAC) Region on behalf of  Lina Sofía Palacio, a member of the Board of RELACSIS, a network for the strengthening of health Information systems in the LAC Region.  The results posted on her behalf show some common findings in the countries which make mi think that we could try to analyze the results of all countries in order to find regional or global commonalities that could help us develop tools or design interventions that could be applied regionally or globally.
 
For Example, it has been stated that limitations in the competences and skills in the processes of the RHIS and/or use of information is an important issue influencing the performance of the RHIS.
This the case not only in the LAC Region, Chris Moyo from Malawi Mentions the skills limitations as one of the main factors to improve data quality through electronic DQA tools. Many of the quality issues mentioned by Assetta BARA may be addressed by training the RHIS working force; of course a national data warehouse could be very useful but it is my opinion that technology alone will not solve the problem. 
 
I propose to develop a core courses that we could launch online to train the health information workforce.  Massive Online Open Courses (MOOC) are now a reality that we could use to deliver knowledge and competences to almost every part of the world.
 
Another issue that affects the implementation and sustainability of health information strengthening plans and its implementation is the hardware and software required.  In this regard, I some time think of open software communities such as R (the R project) or the SQL community (MySQL POSGRES) or GIS community (GRASS GIS, gvGIS, Qgis, etc.) and imagine we could try to engage them into an interest group that will develop an open RHIS modular software that could be adopted and contributed by everyone in such a way as they do in those communities.  The people´s driven Routine Health Information System)  UTOPIA….   In this regard I have to agree with  Dr. Tohouri Romain-Rolland that the tools now available should have to evolve and perhaps become something like an open software: easily adaptable in an open development platform that does not require MS-ACCESS, I also Agree with Alimou in the sense that systematization alone will not account for intentional wrongdoing.  As any survey, data collection for RHIS performance assessment depends on a careful selection of field personnel, well-planned and thorough training and strict field supervision.  All other software and hardware gadgets may help.
 
I celebrate the contribution and attention WAHO (Bob Pond) is making to this forum, I think that multilateral organizations could really contribute to the strengthening of the networks needed to improve the performance of RHIS.
---------------------------------------------------
Bob Pond <pondb@mac.com 
Thanks David for calling attention to WHO’s “data quality report card”.  Examples for Cambodia and Uganda can be downloaded from a WHO website:  http://www.who.int/healthinfo/publications_topic_data_quality/en/
 

These reports are well worth reviewing.  As you note, the report cards assess

· completeness;
· internal consistency (e.g. extreme outlying values from particular provinces, consistency over time, consistency between ANC1 and DTP1, consistency between DTP1 and DTP3, verification factors, etc…  );

· consistency of population denominators (consistency with UN estimates as well as internal consistency);

· external comparison of administrative estimates of coverage with survey estimates of coverage.

 

One aspect that requires revision (see pages 29 and 30 of the Cambodia report card) is the way that survey (2010 DHS) coverage of measles coverage is compared to administrative estimates of measles coverage.  Inappropriately, the authors use DHS measles coverage by 12 months of age (77%) rather than measles coverage among children 12 to 23 months of age (82%).  The result is to over-estimate the discrepancy as 15 percentage points rather than the 10 percentage points found by WHO and UNICEF (see the WUENIC report athttp://apps.who.int/immunization_monitoring/globalsummary/wucoveragecountrylist.html ).  The report card thus concluded that there was a serious problem with Cambodia’s administrative estimate of measles coverage.  The WUENIC folks disagree and have consistently agreed with Cambodia’s administrative estimates and largely ignored the survey estimates.

 

The other flawed technique that is used is to compare a survey estimate from one year (2009) to administrative estimates from a series of years and conclude that the discrepancy represents some sort of trend in data quality rather than a true trend in coverage. 

 

This is an early example of a data quality report card so perhaps these issues have since been addressed.

 

The numerous methods for assessing consistency are well illustrated in the reports and provide much food for thought for anyone seeking objectively verifiable ways to assess the quality of a large, national dataset.

 

The data quality report card approach is well worth checking out.  Expect to see more of this approach in the future as GAVI and others hope to move beyond the questionable DQS/DQA approaches that many countries have used to date.

 

Bob

-------------------------------------------
Alimou Barry <alimou_barry@jsi.com 

Dear Forum participants,

Thanks to Juan for his nice summary. I would like him to further share with us what he think represent the main triggers of data use in their context. That would be good to know while we are observing the opposite on much African countries (improvement in data quality and low level of use of information).

Also,  I would like to share few points about the DEAT , the focus on ICT and use (database managers proficiency level). The PRISM data entry and analysis tool (DEAT) offers the options to add new questions to the diagnostic tool as long as those questions call for a yes or no answer. As such, it allows to take into consideration country additional needs if any. In Niger and Guinea we added additional questions to the diagnostic tool to further explore the appropriate use of available database by data managers (proficiency level). I am attaching here the technical questions asked to the database managers at intermediate and central levels in Guinea and Niger in 2014.  

In addition through our recent PRISM assessments (Burundi, Mali and Guinea) we reviewed the database structures and functionality by requesting a demonstration by the central level and we looked into (type of software, location of data and data entry program, capacity of storage, security levels and the existence or not of a decision support Systems (DSS)) to indicate the weaknesses and strengths and then propose suggestion for improvement.

Finally we have also added color coded criteria into the DEAT application to generate a color coded PRISM framework into the excel sheet output results to allow a quick view for the data analyser on good results as well as medium and bad results needing improvements.

Any other experiences in exploring appropriate ICT use?

Alimou Barry
----------------------------------------
Suzanne Cloutier <suzanne_cloutier@jsi.com
I've been following the discussions this week on data quality and electronic systems with interest.  MEASURE Evaluation collaborated with the Botswana MoH and the mission to develop standard operating procedures, a tool with a user manual, and a training curriculum for routine data quality assessments (RDQA).  We adapted the global RDQA tool to the country context, which included a few questions specific to electronic systems:  back-up procedures and quality assurance processes, such as double data entry.  Although this is a good start, there is much more to validating data quality in electronic systems.

 

It's a misconception that an electronic system is the solution to poor data quality.  Electronic systems don’t improve data quality if the underlying data management processes that they support are weak or ineffective.  Bill Gates once said "The first rule of any technology used in a business is that automation applied to an efficient operation will magnify the efficiency.  The second is that automation applied to an inefficient operation will magnify the inefficiency."  I have firsthand experience with this.  I designed and implemented an electronic patient registry for an Isoniazid TB Preventive Therapy (IPT) program.  After 30,000 retrospective patient records from IPT registers were entered into the database, I analyzed the quality of the data and found it to be quite poor.  Apparently, there were widespread misunderstandings about what data should be entered into the various fields in the register.  Most of the data were useless for decision-making, but if we had done an RDQA, I wouldn't have been surprised if the reports matched what was in the registers.

 

Collected data must accurately reflect what's happening in the real world to be of value.  That means that data quality needs to be assessed not only after the data are collected, but before that, i.e. when and how the data are collected.  To do this, you need to look at the application and the people who are responsible for collecting the data, particularly how they interact with the application they use to collect data.  It's not enough to ask if they've been trained.  It's important to ask if they actually use the application and if so, how and how often.  The application needs to be assessed to determine if it supports accurate data entry, e.g. user friendly interface, appropriate data edits, efficient and effective functionality, etc.

 

Some of this is covered by the PRISM tools, but they need to be expanded.  There are other aspects of the technical and behavioral determinants that could/should be included.

 

Regards, 

--------------------------------------

Dear all,
Many thanks for your continued thoughts and sharing of experience. This week we heard country and individual experiences in assessing and improving RHIS using mainly PRISM and DQA tools.
 

Examples from countries that have used the PRISM tools in measuring data quality and information use highlighted the need to look, beyond the traditional technical aspects of RHIS, to other domains of RHIS performance (behavioral and organizational). For instance, the study from Latin America Region showed that the relationship between data quality and use are not linear. Appropriate use of information does not guarantee high quality of data. This confirms that other aspects such as the determining factors measured through the PRISM tools have an impact as well. The PRISM assessments in Cote d’Ivoire, Burundi, Mali, Guinea, Niger, Nigeria, Liberia, Ethiopia and a number of Latin American countries have revealed the systemic and behavioral weaknesses in RHIS including low level of staff competence in performing RHIS tasks, multiple data collection and reporting systems, very low information use (particularly at point of data production), etc.
 

The participants also highlighted the following gaps/ challenges with assessing RHIS performance:
· The qualities of the implementation of the assessments have implication on the findings – as any survey, data collection for RHIS performance assessment depends on a careful selection of field personnel, well-planned and thorough training and strict field supervision, incorporating data verification rules.

· Though PRISM DEAT provides automatic summary results of the evaluation, it should evolve to open software application platform.

 
We also heard about the DQA implemented in Uganda, Burkina Faso, Cote d’Ivoire, Nigeria, and Malawi. The DQA allowed countries to establish a mechanism for routine monitoring of data quality at both national and subnational levels - RDQA integrated with supervision. The DQA also identified the skills limitations as one of the main factors to improve data quality.
 

The discussion brought out that measuring reporting accuracy as done by DQA/ RDQA and PRISM is not sufficient to identify all the problems in health M&E systems. These tools are focused on measuring reported data by comparing with the data in the source document. It does not show the accuracy of the data in the ‘source document’ or anything about the quality and coverage of service. The other limitation of the DQA/RDQA is the sample size used in the monitoring is inadequate to estimate reporting accuracy for the larger population of health facilities. WHO and partners have recently developed “data quality report card” which provides a holistic approach to review data quality cutting across program areas and linking data quality assurance to existing planning cycles. Below is the link to an article on the assessing quality of routine data in Rwanda using the data quality report card method.
Toward utilization of data for program management and evaluation: quality assessment of five years of health management information system data in Rwanda
 

In the course of the one week, issues pertaining to data quality dominated the Forum discussion and few examples related to using information for decision making pointed. In countries repeat PRISM assessments undertaken slight or no improvement in information use was observed particularly at facility level. Another important and timely issue that has not been discussed more broadly is measuring the quality and use of electronic RHIS. We heard that  the attempts made in Guinea, Niger and Botswana to include few questions specific to electronic systems in the PRISM and RDQA tools looked at electronic database structure and functionality, managers’ capacity to use the database, backup procedures and quality assurance processes (double data entry), etc.  Although this is a good start, there is much more to validating data quality in electronic systems.
 

We encourage everyone to participate and share the vast experience in assessing and improving RHIS, particularly at country level. MEASURE Evaluation, as part of Phase IV, has planned to update and expand the scope of the PRISM tools. The discussion we had and those that are forthcoming will inform the planned revision.

Warm regards,

The Moderators
----------------------------------

December 14, 2014

Hiwot Belay hiwot_belay@jsi.com
Dear Forum Participants,


Thanks again for your continued sharing of experiences.


Last week, we had a very good input from a number of you on your experience and views in assessing the performance of routine health information system. During this discussion, Steven Yoon has raised an important question about what happens after assessment.


We would like to hear your views and experience on how the assessments led to RHIS reforms – using assessment to create change:

· What actions or activities have allowed you to translate the results from the assessment into tangible improvements of RHIS under consideration?

· What are the success stories or best practices of assessment leading to action? Can you give examples of assessment findings and the resulting intervention(s) to improve the RHIS?

· What are the challenges or obstacles you faced in using the assessment results to bring change?

· How are changes monitored? Evaluated? How do we know that things did not regress back?

For late-comers or those that still want to further report on the assessment tools, please do so, even during this second week.

We look forward to lively and interesting discussion.

 Warm regards,

The Moderators

-----------------------------------------
December 15, 2014

hiwot_belay@jsi.com
Dear Forum Participants,

Thanks again for your continued sharing of experiences.

Last week, we had a very good input from a number of you on your experience and views in assessing the performance of routine health information system. During this discussion, Steven Yoon has raised an important question about what happens after assessment.

We would like to hear your views and experience on how the assessments led to RHIS reforms – using assessment to create change:

· What actions or activities have allowed you to translate the results from the assessment into tangible improvements of RHIS under consideration?

· What are the success stories or best practices of assessment leading to action? Can you give examples of assessment findings and the resulting intervention(s) to improve the RHIS?

· What are the challenges or obstacles you faced in using the assessment results to bring change?

· How are changes monitored? Evaluated? How do we know that things did not regress back?

For late-comers or those that still want to further report on the assessment tools, please do so, even during this second week.

We look forward to lively and interesting discussion.

Warm regards,

The Moderators

--------------------------------------------
December 15, 2014

Tariq Azim

Hi Hiwot,

Thank you for moderating an interesting discussion on RHIS assessment and opening up very pertinent follow-on questions for this week.

Re. actions following assessment, I speak about the Southern Region (SNNPR) in Ethiopia. As you know (you being part of that PRISM assessment) we conducted two rounds of assessments. During these assessments we included some additional questions on information use forums at district and health center levels. These questions probed into the decision making practices at those levels. Based on the findings of the first assessment on data quality and information use, the Regional Health Bureau (RHB) decided to revamp the Performance Review Meetings at zonal & district health offices and health centers. The RHB produced guidelines for the meetings and widely circulated it as a directive for all health units. The second assessment showed improvements in the the Performance Review meetings in terms of the participation of the health institution's head and other departmental coordinators. However, data quality remained as as issue. This November, the head of the SNNP RHB got very serious about data quality and formed a number of teams constituted by RHB officers and staff from Implementing partners to go out to every zones and do an in-depth assessment of data quality at district offices, health centers and health posts at community level. Many issues in data quality have been identified. Through this exercise, one matter that came out strongly was that the incentive for reporting better service coverage has strong influence on data quality. Thus, the RHB is now emphasizing more on data quality than reporting high service coverage. 

In this exercise undertaken by the RHB, I see two important aspects of it: One that the exercise was conceptualized and carried out by the government (partners were requested for technical and logistic assistance, but the whole exercise was done under the leadership and initiative of the RHB - which speaks about the sustainability of such assessments. In fact, RHB is now asking all its partners to help in conducting quarterly assessments of data quality. 

The second, as I mentioned earlier, is the realization that too much emphasis on reporting high service coverage can have a detrimental effect on data quality.

I have done some spot checks of data quality and the aforementioned assessment used similar methods of checking the Family Folder or Maternal Health Cards and examining the internal consistency of data within those cards as well as matching them with the reports. What I felt during these spot checks of data quality is that when we find data quality issue, it is not just representing simple errors in data recording or transcribing. It also indicates more deeper problems with service quality. 

Anyways, I think SNNPR showcases how openness of the government to own the RHIS assessment findings can lead towards improvement in data quality or at least initiation of sincere efforts to improve it.

Tariq 

-------------------------------------
Bob Pond pondb@mac.com 

Dear forum participants,

 

Imagine assessing the routine data of 192 countries and doing it every year using little more than the routine data themselves and findings from household surveys.  Can’t be done?  Not advisable? Well, this is exactly the job taken on every July by a committee of experts convened by WHO and UNICEF to reach consensus on the WHO/ UNICEF Estimates of National Immunization Coverage (WUENIC).  This is a thankless task without which near complete chaos would reign in estimation of trends in immunization coverage.

 

WHO websites describe the process (http://www.who.int/immunization/monitoring_surveillance/routine/coverage/en/index4.html ) and provide access to the most recent report for each country (http://apps.who.int/immunization_monitoring/globalsummary/wucoveragecountrylist.html ).

 

Even after many years of such reviews and efforts to improve the reliability of immunization data, major discrepancies persist between administrative estimates (i.e. those based upon routine data combined with official population estimates) and survey estimates of immunization coverage.  For half of the 73 countries supported by the Global Alliance for Vaccines and Immunisations (Gavi) the discrepancy is greater than 10 percentage points.

 

The WUENIC committee does a heroic and indispensable job.  Not surprisingly, however, given the limited and imperfect data at their disposal, there are numerous examples of countries for which the committee made major revisions in their estimates when new data became available.  The attached case study documents a series of dramatic revisions of WHO/UNICEF’s interpretation of discrepant estimates of Ethiopia’s DPT3 coverage.  The case study illustrates well the challenges of reliable estimation, how interpretation of discrepant data varies significantly from year to year and how household surveys (often assumed to be the most reliable data source) may themselves be bedeviled with problems of reliability.

 

I hope you can check it out.

--------------------------------
December 16, 2014

Juan Eugenio Hernández Ávila  
Dear Forum Participants
Here I post some of the experiences in the Latin American region that my collegue Dr. Sofia Palacio has discussed with me but was unable to post herself:
 
After the HIS and RHIS assessments were made in the countries using the HMN and PRISM tools all results were shares among the region through RELACSIS, a Latin American network for the strengthening of health information. With RELACSIS a working group was conformed to analyze results and to review working plans and implementation to share best practices among the practice community.  RELACSIS was founded by the countries in the region and is now financed by USAID-PAHO and other organizations.  All assessments have been done between 2005 and 2010; implementation of strengthening interventions took place in 2010 – 2014 but there is a need to do new assessments to measure health information systems improvement.
 
Other areas of health information system strengthening have been, as we have already mentioned, the development of curricula and training opportunities for the working force in HIS.
 
 
In My personal opinion, one of the main factors slackening the strengthening of RHIS and HIS in general are  the limitation in competences needed at all levels of the health information system structure form data producing, validation, transmitting and processing to evidence based decision making.  Another factor has to do with rotation of personnel again at all leaves, but most important high level officials may discard assessments results and or plans emerging from them if there is not a national policy that incorporates long term plans for RHIS strengthening which overcome political cycles.
 
Lina Sofia Palacio-Mejia and Juan Eugenio Hernandez-Avila
---------------------------
	David Boone
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Hello everyone,

Really enjoying this discussion!

One of the weakest aspects of RHIS is data management (HMN - 2007).  In response, MEASURE Evaluation undertook a process to identify and promote standards for RHIS data management in an effort to improve this vital aspect of RHIS.  A workshop of RHIS experts was held in 2012 to discuss and identify standards across 4 thematic areas: 

1) Indicators and User data needs

2) Data Collection and Reporting Tools

3) Integration and Interoperability of RHIS

4) Data Management Governance

The output from the workshop culminated in a guidelines document on RHIS data management standards.  The standards were then validated in Bangladesh and Nigeria by applying a tool to measure the extent to which the local RHIS adhered to the standards, then asking the assembled RHIS staff to judge the standards for appropriateness, relevance, usefulness.  Feedback from the two countries was then used to modify the guidelines and standards.

The guidelines on standards (draft attached) are intended to facilitate the development of system strengthening plans following an RHIS assessment.  It presents solutions to the weaknesses uncovered during the assessment. 

In MEASURE Evaluation Phase IV we will be working with partners to operationalize the standards.  Stay tuned! 

David Boone

	Assetta BARA
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Bonjour chers participants,

Recevez en pièce jointe la stratégie d'amélioration de la gestion de l'information sanitaire de routine au Burkina Faso

Cordialement

Assetta BARA

+226 78 81 91 70

skype: dinaprecieuse

	traore moussa
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MEASURE Evaluation Cote d’Ivoire team contribution to the RHINO Forum
After PRISM 2008 assessment, a set of actions have been identified in the short term and long term to address the weaknesses of the RHIS. The actions which have resulted into tangible improvements before the second 2012 PRIMS Assessment are the following:

A.      Data quality improvement
·         Training in use of the Data quality assessment tools (DQA, RDQA) for MOH’s staffs of the central and decentralized levels ( district and region)

·         Technical assistance to the five (5) Health regional directorates (supported by the project) for the integration of the use of the RDQA tool during supervision (one or two supervisions per year according to the availability of resources) as well as the use of the results of these RDQA to identify data quality problems, develop action plan, and solve identified problems locally. 

·         Technical assistance to improve the follow up of monthly report transmission completeness at the regional level by providing regular feed back to the health districts

·         At central level : 

o   Development and dissemination of the Data Management Procedures Manual for managing data with a component on “data quality assessment”. 

o   Technical assistance to the Health Information Management Directorate/MOH in conducting the 1st national DQA.

o   Development of training curricula on HMIS, data analysis and quality control introduced in training institutions program.

o   Development of 4 years strategic plan for the directorate in charge of health information, planning and evaluation (DIPE).

o   Revision of data collection tools (paper based and electronic )

o   Trainings on the use of these data collection tools.

 

 

Tangibles improvements:
·         Increased data accuracy from 43 to 60% at the facilities level and 40 to 81% at the district level

·         Completeness scores have increased from 45-65% at the facility level, and 80 to 98% at district level;

·         Improved capacities of the MOH staffs and its  partners to conduct DQA and RDQA with limited assistance from the project

B.      Improvement of use of information at the district level
·         Training in data analysis, data presentation and use of information (on job training and pre-service training) for stakeholders involved in data management at central and decentralized levels of health system,

·         DDU workshop was conducted to identify barriers of data use and development of action plans to address identified barriers.

·         Technical assistance to five (5) health regional directorates (supported by the project) in the organization of coordination meetings with their districts and facilities, during which they analyze their own data, present them,  discuss and use them for planning and carry out specific health interventions for improvements such as supportive  supervisions and regular regional coordination meetings leading to continued regional staff capacity building for problems identification and solving

·         A data use summit organized to promote culture of information: segmented in two separate workshops, one on Data sharing and another one on use of information for two target audiences: the Health region directorates, and the Health programs. The two activities were coordinated by the top management of the Ministry of Health and Fight against Aids through the General Directorate of Heath in person.

·         HIV data triangulation was conducted and provided specific recommendations, this was widely disseminated.

Tangible improvement:
·         the use of Information increased from 44 to 70 in a scale of 0-100 at the district level

·         Data use culture is being promoted through the regular coordination meeting.

·         Data use summit led to the following results: key indicators were identified, data from these key indicators were analyzed and interpreted, and annual targets have been determined on the basis of the current performances and finally strategies were identified for improving health interventions through the framework linking data to action.

·         Awareness raised about complementarity between survey data and routine data and consistency of data collection tools and protocols across studies

 

CHALLENGES/OBSTACLES
·         Behavior changes are very slow, so some outcome occur a long time after the interventions

·         MOH Staffs turn over

·         Institutional changes (one leadership change every two years with a lots of implications on the Ministry of health structures))

·         Insufficient financial resources   at the MOH to implement some PRISM assessment recommendations.

·         Steady data use score at the facility level (Alimou pointed out during the first week of the forum some of the possible reasons of this steady score for data use at the facility level). We are planning to address these more effectively).  

The changes have been monitored by conducting a second PRISM assessment 4 years after the 2004 initial assessment.  On a more regular basis at the decentralized levels the changes were monitored by the PRISM follow up assessment tools used by some Health Regional Directorates. This tool is a simple PRISM tool to check data accuracy and data use at a given location (health facility, district or regional level) at low or no cost. 

 

Regards

TRAORE Moussa 

mobile:04 00 75 25 
MEASURE Evaluation,Côte d'Ivoire

	Yoon, Steven S. (CDC/CGH/DPDM) via lists.jsi.com 


	
	12/18/14
[image: image15.png]



	
	[image: image16.png]



[image: image17.png]




	to traore, RHINOFORUM, Leontine, Alimou, Arnaud, Edwige, romain
[image: image18.png]




	


This is very interesting. I am very impressed that you were able to measure the changes.
 
Is there a tool – similar to PRISM, but much smaller and focused – that can be used to measure the changes? I am guessing that PRISM assessments should not be repeated frequently. Did disease programs acknowledge that improved information system helped with their work? Were they able to articulate what the improvements were – what were they able to do after the improvement that they weren’t able to do before?
 
Finally, can we go beyond these process and output indicators, and measure the impact of on health outcomes? Is it possible to have causal attribution from improved health information system to morbidity/mortality?
 
 
/S/
 
Steven S. Yoon, ScD, MPH
CAPT, US Public Health Service
Malaria Branch
Centers for Disease Control and Prevention
1600 Clifton Road
Atlanta, GA  30333
USA
syoon@cdc.gov
Phone: 404-718-4748
	Hiwot Belay
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From: Theo Lippeveld <theo_lippeveld@jsi.com>
To: "Yoon, Steven S. (CDC/CGH/DPDM)" <say7@cdc.gov>
Cc: traore moussa <traoremoussah@yahoo.fr>, RHINOFORUM <rhinoforum@lists.jsi.com>, Leontine Gnassou <leontine_gnassou@ci.jsi.com>, Alimou Barry <alimou_barry@jsi.com>, Arnaud Kouadio Bah <arnakou@yahoo.fr>, Edwige Bosso <edwigebosso@yahoo.fr>, romain TOHOURI <rtohouri@gmail.com>
Date: Thu, 18 Dec 2014 07:51:03 -0500

Thanks Steven for your comments (and great to have you on the RHINO forum).

Under the new MEASURE Evaluation Phase IV project we will review and revise the PRISM tools. One of the suggestions is to indeed create a tool that can be used for monitoring the RHIS performance on a more frequent basis.

As for the impact of a well performing RHIS on health outcomes, this is still the "one million dollar question". We are looking into the possibility of a research study to measure that, but, as you can imagine, there are major methodological challenges. Let us stay in touch on both issues.

RHINO greetings,

Theo

	Bob Pond pondb@mac.com via lists.jsi.com 
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Hi Calle,

 

Thanks for your instructive account of the thinking behind efforts to improve data quality in South Africa.  The discussion brings to mind that the performance of a routine information system is the result of a complex or even chaotic process as opposed to an ordered process.  In an ordered process, effective constraints result in human behaviors that are limited to obeying the rules of the system.  In contrast, in a complex or chaotic process, the agents are not so constrained. 

 

Various alternative approaches have been proposed for understanding and evaluating complex systems. One approach is called “realist evaluation”.  This is described well in a brief web blog ( http://betterevaluation.org/approach/realist_evaluation). “The complete realist question is: ‘What works, for whom, in what respects, to what extent, in what contexts, and how?’. In order to answer that question, realist evaluators aim to identify the underlying generative mechanisms that explain ‘how’ the outcomes were caused and the influence of context…. The programme theory describes how the intervention is expected to lead to its effects and in which conditions it should do so…. Realist evaluation starts with theory and ends with theory. In other words, the purpose of a realist evaluation is as much to test and refine the programme theory as it is to determine whether and how the programme worked in a particular setting.”

 
We can learn several things from this discussion of “realist evaluation”.  First, it is not enough to have a theory.  The theory needs to be continually tested and refined.  Second, since the “generative mechanisms” are shaped by local context (e.g. organizational factors as assessed by the PRISM tool) the process of testing and refining the theory (and taking policy and management decisions based upon the theory) is one that must be undertaken at local level.  To put it simply, what are required are well informed local hunches rather than global rules.
 
An analogy comes to mind:  those seeking global rules celebrate the orderliness and apparent certainty of statistics derived from periodic, “high quality” nationwide household surveys. However, such statistics mask the underlying complexity and are of little use for local decision makers.  Especially for those taking near-term, sub-national decisions, there are no practical substitutes for routine data with all of their messiness/chaos.  The local decision maker must find a way to make sense of what philosopher/psychologist William James called “the blooming, buzzing confusion” of raw, routine data.
 
Cheers, Bob 
	Alimou Barry
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Steven,

Currently few initiatives are underway in Liberia, Ethiopia ( I believe at least partially, Tarik, please confirm), Cote d'Ivoire and Burundi to integrate or to use what we call PRISM monitoring tools as a component of supervisory tools for checking data quality and/or use of information. It can be used on a more regular basis at low cost for intermediate levels and certainly at no cost for health facilities over time. That way it will be possible to see progress and envision correcting mistakes if any. When checking for data accuracy it is always possible to change the data elements as needed and cover more services to improve data accuracy across services for a given site. I am attaching here the tools we are referring to for your consideration. Feedback are welcome.

Alimou Barry

Co-moderator

	Alimou Barry
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Merci Asseta d'avoir partagé le processus de mise en place du DHIS2 au Burkina Faso, mais je voudrais juste indiquer que le contrôle interne de la qualité des donnees dans DHIS2 ne règle pas tous les problèmes de qualité des données. Par exemple, la complétude des éléments de données du rapport mensuel ou trimestriel qui reste une dimension de la qualité des données au niveau des formations sanitaires n'est pas encore résolue par DHIS2 à ma connaissance. Le travail de fond sur le suivi de la qualité doit se faire d'abord au niveau de la formation sanitaire et voir même du niveau communautaire qui contribue à fournir les données à la formation sanitaire pour s'assurer que les données sur les rapports papiers qui arrivent au niveau du district -pour être saisies sur l'application DHIS2- sont de bonne qualité. Si non, l'attention sera ailleurs et la qualité à la base pourrait affecter tout le reste en fin de compte.

Asseta, thank you for sharing the implementation process of the DHIS2 in Burkina Faso, but I would like just to say that the internal quality control of DHIS2 does not solve all of the data quality issues. For example,the data element completeness of the monthly or quarterly report, which is  another dimension of data quality is not resolved yet at the health facility level by DHIS2 in my knowledge. The substantive work on monitoring data quality must first be done at the health facility and even at the community level which contributes in providing data at the facility to make sure that the data on the paper based reports arrive at the district level for data entry into the DHIS2 application, are of good quality. If not, the attention will be elsewhere and the quality at the lower level will finally affect everything else at the end.

Dr Alimou BARRY

	beatrice muraguri <bemura68@yahoo.com>
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Dear All,

I modified the PRISM and HMN frameworks while doing my thesis on Evaluation of HIS performance in Kenya after the HMN assessment in 2008 looking at the implemented recommendations, what has worked ,what have not worked and why .I also looked at the reasons as to why the  some of the  recommendations which are yet to be implemented.

Since it was a literature review, I want to actualize the frameworks in my PhD.These discussions in the forum are therefore very crucial for me.

Regards,

Beatrice Muraguri

 

Beatrice Muraguri BSc HRIM,MPH(KIT,Netherlands)
Health Information/Public Health Specialist
Mobile:+254722564743
Email:bemura68@yahoo.com
Alternate email:wamuraguri@gmail.com
Skype:beatrice.muraguri
Twitter:@beatricemuragur
	Calle Hedberg <calle.hedberg@gmail.com>
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Beatrice,

If I understand you correctly: both PRISM and HMN assessments were done in Kenya?

If yes, did your research show

- whether the two assessments yielded different results?

- which of the two approaches/methods triggered the most comprehensive follow-up (i.e. in implementing recommendations)?

Regards

Calle

Cape Town

	Hiwot Belay
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Calle and Bob,

Thanks for the interesting discussions. You highlighted the importance of routine data for making timely decision at lower levels and the critical role behavioral and organizational/environmental factors play in routine health information system performance. The PRISM conceptual framework demonstrates the complex pathways that leads to improved data quality and continuous use of information and further contributing to improved health outcomes. It also shows the inter-linkage between technical, behavioral and organizational determinants and process that influence RHIS performance. Presence of a culture of information within the organization and health worker's perception of the organization promoting this culture are some aspects that are analyzed through the PRISM. As I mentioned earlier MEASURE Evaluation is panning to strengthen this aspect of the PRISM tools and we appreciate your views and ideas in this area. 

Warm regards,

Hiwot

	Reynolds, Heidi W heidi_reynolds@unc.edu via lists.jsi.com 
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Hi all,

I have been following this RHINO forum and the discussion with interest. It is rich with information about the tools, approaches, successes, gaps, and questions related to routine health information systems. One of my favorite quotes was from Bob Pond, “…for those taking near-term, sub-national decisions, there are no practical substitutes for routine data with all of their messiness/chaos.”  For me that speaks right to the heart about why this RHIS topic is so compelling: there are no practical substitutes!

 

In order to learn how and why information systems improve and function over time, MEASURE Evaluation is designing a Learning Agenda as part of our overall M&E Plan. The learning agenda is a systematic process where we continually assess the gaps and synthesize what we are learning about how to strengthen health information systems, including RHIS. The audience for the results of this learning are people like you: people working to establish, strengthen, and improve HIS performance. The three overarching questions guiding this work are:

·         What are the characteristics of a strong HIS?

·         What are the stages of progression to a strong HIS?

·         What are the factors and conditions of HIS performance progress along these steps?

                                                                                                                                             

While some answers to these questions exist, the learning system gathers knowledge from several sources including existing evidence and adds to the knowledge with evidence from project activities and studies with well-articulated research questions and rigorous methods. We are in the process of launching the Learning Agenda now and learning will continue over the next five years.  We hope to continue to engage with experts like you over the course of implementing this agenda.

 

All the best

Heidi

	Theo Lippeveld
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Thank you Heidi for this contribution. Yes, all these questions need to be addressed. I still think we also need to be able to tackle the most difficult question: do well performing RHIS contribute to the outcomes: improving the health systems performance and ultimately the health of the population at large? In the context of the complexity of the relation between HIS and HS, we maybe we should have a look at the realist evaluation methodology proposed by Bob. MEASURE Evaluation Phase IV is a golden opportunity of five years to tackle that question, for example by setting up longitudinal studies in a couple of countries.  

As a final remark, I wanted to highlight that the contributions provided by many of you during this forum (that is coming to an end this week) have wet our appetite. It also has shown that RHINO as a network that gathers heavily experienced  RHIS practitioners is very much alive! We count on you all to work together on realistic solutions for strengthening RHIS in low and middle income countries.

RHINO greetings.

Theo

	Assetta BARA
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Bonjour Dr. BARRY et tous,
En fichier joint les éléments de réponse à votre préoccupation sur la
qualité des données dans les formations sanitaires.
Cordialement

	Alimou Barry
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Asseta,

Merci bcp pour votre reaction. Mon point c'etait de dire simplement que le DHIS2 ne regle pas tous les problemes de qualite des donnees surtout au niveau des formations sanitaires. Pas de doute bien sur que l'informatisation est difficilement envisageable pour la plupart de nos pays au niveau des formation sanitaires. Ce qui suggere un controle de la qualite de facon reguliere a ce niveau pour s'assurer que les donnees qui arrivent au district sont deja bonnes.

Thank  for your reaction. My point was simply to say that the DHIS2 does not solve all of the data quality problems especially at the health facility level. No doubt of course that computerization is hardly possible for most of our countries at that level, which highly commands a regular data quality control at this level to ensure that the data arriving at the district are of good quality.

Merci bien 
	Calle Hedberg <calle.hedberg@gmail.com>
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Hi,

"My point was simply to say that the DHIS2 does not solve all of the data quality problems especially at the health facility level. No doubt of course that computerization is hardly possible for most of our countries at that level, which highly commands a regular data quality control at this level to ensure that the data arriving at the district are of good quality."

Yes and no - computerisation (at whatever level/scope), assuming the use of professionally designed software, will by itself solve SOME data quality issues. For instance, computerisation will by itself remove errors previously originating with manual collation or aggregation of data (typically: a facility nurse or clerk, who fell of the math wagon around grade 2, spends several days every month collating data from dozens of registers, tally sheets, and similar). Computerisation obviously does not solve data quality problems related to staff knowledge or experience, or problems caused by a chaotic mess of overlapping and partially outdated paper forms originating from different levels and sections/programmes in the management hierarchy.

For me, the fundamental strategic principle is to design an appropriate LONG TERM strategy (15-25 years), tailored to each country, with the following key components:

- Radical reduction and streamlining of primary data collection to essentials

- Continuous, long-term training of staff and managers in collecting, understanding, and using data/information

- Gradual expansion of computerisation to get closer to the actual patient-related activities (i.e. less reliance on paper over time)

The main problem is that the long-term aspect of this are constantly undermined by

- frequent changes at the political and senior administrative levels in each country, typically occurring every 4-5 years at least

- donors preferring 2-5 years project horizons, with limited consistency spanning such horizons

- private consultants & companies who have adapted to the same short-term horizons (always on the move to the next project when funding finished)

- fragmented management and leadership of health information systems both within ministries (programmes doing their own things) and among donors (HMIS projects supported with little/no attention given to cohesive eHealth strategies, even where they exist), frequently made worse by corruption

- a naive belief that simply acquiring the "right" technology will resolve most issues

- limited adherence to principles of transparency (public sharing of data and information) as well as Free and Open Source HMIS systems.

Regards from Cape Town

Calle

	Hiwot Belay
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Dear Forum participants,

We would like to extend our gratitude for your interesting contributions and thought provoking discussions. We have had a chance to share and learn from the experiences of various countries and expertise.

In the course of the two week discussions we covered the broad experiences in assessing RHIS performance (approaches, tools, and practices), and shared observed improvements/successes and identified challenges in RHIS reform.  The discussions highlighted that conducting assessments is not sufficient unless it led to meaningful action.  Some of the RHIS performance improvement interventions that were mentioned include: standardization and harmonization of indicators and data collection and transmission tools; putting in place RHIS strategies and guidelines; gradual transitioning from paper based systems to electronic recording and reporting systems; improved supervision and data quality assurance mechanisms; improving data producers and decision makers knowledge and skills; and establishing a culture  in which information is valued and used for decision-making at all levels of the health system.

 

The following are the key take away messages from this Forum:

· Though routine health information systems in developing countries are weak and poorly managed, there is no practical substitute to routine data for evidence based decision making particularly at sub-national levels. Hence, improving the performance of RHIS is mandatory for effective health systems performance.

· There is a need to consider the behavioral and organizational domains of RHIS in the efforts to improve RHIS performance. One of the main factors slacking the strengthening of RHIS  is  the limited competences available at all levels of the health information system structure from data generation, validation, transmission and processing to evidence based decision making. Country experiences also underscored the importance of local ownership and leadership in the efforts to production and use of quality routine data. The recently developed ‘RHIS Data Management Standards’ document also stressed data management governance as key components of sustained RHIS improvements.  Existing evaluation frameworks could be refined to more clearly show the casual pathways at work between technical, behavioral and organizational determinants for use of information to improve service delivery.

· One of the emerging research/learning agenda for RHIS: Do well performing RHIS contribute to improving the health systems performance and ultimately to improved health status of the population at large.

In officially closing the RHINO online forum on Assessing and Improving RHIS, we would like to appreciate for the great contributions you all have made and encourage you to continue sharing of ideas and experiences through the RHINO listserv.  We cordially ask you to take few minutes and give us your valuable feedback on the forum by using this Evaluation Form .

 

Happy Holidays!

The Moderators

34

