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I. EXECUTIVE SUMMARY

Purpose of the trip

For this four week consulting assignment in Eritrea (July II-August 4, 1995), the Consultant,
Theo Lippeveld, had the following objectives:

1. Assess the existing health information system (HIS) in a representative sample of health
facilities to determine its strengths and weaknesses, and get input from the field workers
on how to restructure the system so that it can better respond to the planning and
management needs of the health services at all levels.

/ Based on the field assessment and on the previous planning efforts undertaken by the
Ministry of Health and BASICS, propose a detailed workplan for the HMIS design and
implementation.

3. Make recommendations for the design of an appropriate computerized data processing
system capable of conducting required analysis and generating the necessary feedback
information for planning and management of the health services, and propose a computer
training program for relevant MOH staff.

4. Make recommendations on the required technical expertise (long-term and short-term),
and draft the scope of work for the proposed long-term resident specialist.

Summary of activities

With a team from the Ministry of Health. the consultant conducted an HIS assessment study (see
Appendix E). The findings were discussed with the Ministry of Health, BASICS, and USAID,
and recommendations were made on how to improve information support to the Eritrean health
services system.

Based on the study's findings. a five-year provisional workplan for the HMIS design and
implementation was prepared (see Appendix F). The workplan needs to be further refined and
the timeline adapted as soon as the BASICS HIS long-term advisor arrives in-country.

The consultant also gave advice on the design and implementation of a computerized data
processing system.

Finally. the consultant made recommendations on the need for technical assistance to design and
implement the planned HMIS.



Conclusions

The following recommendations are in this report:

- .

1. The health information system needs to be restructured so that information supports the
decision-making process at all levels of the health services ~ystem. It will be very
important, prior to specific interventions to improve the information generating process
and the HIS management structure, to first define the overall structure and functions of
the health services system in the newly-created nation.

2. HMIS data processing should be computerized at national and zonal levels. It is
suggested that a customized HMIS application software package be developed rather than
using commercial database management software. Hardware should be compatible with
the software requirements and the climatic environment in which it operates.

3. The following technical assistance staff is required to effectively support the restructuring
process: an expatriate HIS Advisor on a long-term basis (three years) followed by short
term visits in the fourth and the fifth year; and an expatriate Computer Expert/Systems
Analyst on a short-term basis (48 person weeks in the first three years).

II. PURPOSE OF VISIT

For this four week consulting assignment in Eritrea (July II-August 4, 1995), the consultant had
the follo\'.:ing objectives:

I. Assess the existing health information system (HIS) in a representative sample of health
facilities to determine its strengths and weaknesses. and get input from the field workers
on how to restructure the system so that it can better respond to the planning and
management needs of the health services at all levels.

2. Based on the field assessment and on the previous planning efforts undertaken by the
Ministry of Health and BASICS. propose a detailed workplan for the HMIS design and
implementation.

3. Make recommendations for the design of an appropriate computerized data processing
system capable of conducting required analysis and generating the necessary feedback
information for planning and management of the health services. and propose a computer
training program for relevant MOil stafT

4. Make recommendations on the required technical expertise (long-term and short-term),
and draft the scope of work for the proposed long-term resident specialist.
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III. BACKGROUND

The establishment of an adequate health information system has been part ofa comprehensive
effort of the Ministry of Health to reorganize the health services in ?ritrea after independence.
Before liberation, two routine data collection systems were operational: the Ethiopian
government system in the occupied part of Eritrea, and a new system initiated by the Eritrean
People Liberation Front (EPLF) in the liberated areas. Initial efforts to streamline reporting were
undertaken in 1992, when a working party consisting of high-level public health officials
prepared a new set of comprehensive reporting forms, which are presently used in all health
facilities. In the interim, the Ministry of Health prepared for a more comprehensive restructuring
effort, starting with an analysis of the actual information needs at all levels in the health services
system. In July 1994, the Planning and Evaluation Bureau (PEB) published a document, "A
Health Management Information System for Eritrea," which contained the outline for a
comprehensive restructuring plan.

The Health Information System (HIS) Assessment Study was planned in the initial phase of the
restructuring effort. The Ministry of Health requested this consultancy to assist it in undertaking
the study and analyzing the results, so that recommendations could be made on the further course
of action. It is part of BASICS' assistance to the Eritrea Health and Population Project.
Previously. the consultant had provided his input in drafting the document "A HMIS for Eritrea"
in June 1994.

IV. TRIP ACTIVITIES

This section gives an overview of the activities performed during this consultancy. A full list of
contacts during the visit is provided in Appendix A.

The consultant arrived on July 11, 1995. He first met with Mr. Sennay Kifleyesus, Head of the
Planning and Evaluation Bureau (PEB). and with Susan Ross. HPN Officer at USAID. The first
days were spent reviewing various documents related to this consultancy. A list of the main
documents consulted is provided in Appendix B.

With the help of the PEB Head, an HIS Assessment Team was assembled. The team leader was
Dr. Iyob Tekle, Head of Health Services Planning; the team members were Mr. Ghebrenegus
Negash. Head of the Health Information Unit. Ms. Haimanot Araya, IIC Felego Hiwot Health
Center in Asmara, and the consultant. The consultant prepared a protocol for the HIS
Assessment Study that included developing various questionnaires and checklists. The protocol
was further refined with the input of the other members of the HIS Assessment Team. It
underlined that the conceptual basis for the study was that a health information system was a
"functional entity within the framework of the health services as a whole" (WHO, 1980).
Therefore. the existing health information system would be assessed in terms of its potential to
provide specific information support to make appropriate decisions for planning and

3



management at all levels of the health services system. Another important study objective was to
get input from public health managers and health care providers on the content and the process of
the restructuring process, so as to ensure that the future HIS could better respond to their
information needs. The protocol calls for interviews with the main department heads at the
central level and with visits to a sample of nine health facilities. For further details, the protocol
and the questionnaires/checklists are provided respectively in Appendix C and D.

Data collection was performed between July 17 and 26, 1995. Field visits outside of Asmara
were done in three trips: one to the Senhit Province (July 18-19), one to Denkali Province (July
21-23), and one to the Seraye Province (July 24-25). Bada in Denkali Province, one of the
selected health stations, could not be visited because the lIC was on leave. It was replaced by the
Gelalo health center. Seven main decision-makers in the Ministry of Health were interviewed.
The consultant also met with the representatives of WHO and UNICEF, the main health donors
in Eritrea. to get their input in the future HMIS restructuring.

On July 27 and 28, the HIS Assessment Team analyzed the data from the field visits, interviews,
review of the data collection instruments, and the study of existing documents and datasets. The
team summarized the findings and provisional recommendations in table form and discussed
them with the PEB Head.

On August 1 and 2. 1995, in collaboration with the Ministry of Health, the Eritrean Medical
Association (EMA) organized a two-day Information and Research Seminar for all doctors in the
country. The consultant assisted Dr. Negassi. EMA President, in organizing the seminar. The
Vice-minister and about 60 doctors attended the seminar. The consultant gave a presentation on
August L 1995. on the design of health information systems; he also presented the provisional
findings of the HIS assessment study. The next day workgroups discussed some important issues
related to the preparation of the HIS restructuring: the district coverage plan and the role of the
health centers as referral and supervisory centers. The participants gave some valuable inputs
that helped in finalizing the recommendations of this consultancy.

The consultant further finalized the HIS Assessment Study Report (see Appendix E) and
prepared a provisional HMIS five year workplan (see Appendix F).

On August 3, 1995, an official debriefing took place in the MOH under the direction of the Vice
minister and in the presence of the HPN Officer oflJSAID. All department heads attended. The
consultant presented the recommendations and the provisional workplan of the future HIS
restructuring. He stressed the importance of thc health services system reorganization prior to a
systematic overhaul of the existing system In the Iivcly discussion that followed the participants
at the meeting agreed that the proposed action plan should start in September 1995. It was hoped
that by that time the new administrativc division ofthc country would be finalized and the
BASICS Health Information System Advisor would bc in-country.

4
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The consultant debriefed with Dr. Assefaw Tekeste, in charge of the Health Sciences College at
the University of Asmara, on the advised course of action in the HMIS restructuring and
discussed with him and Sarah MacFarlane, consultant from the Liverpool School for Tropical
Medicine, ways to improve the use of information for the planning and management of the health
servIces.

The consultant also met with Carolyn Krueger, BASICS Project Officer for Eritrea, and Al Neill,
BASICS Coordinator in Asmara, to determine the financial and technical assistance inputs
required to implement the workplan.

V. RESULTS AND CONCLUSIONS

The objectives for this consultancy as described under the "Purpose ofthe Visit" have been fully
achieved.

HIS Assessment Study

A HIS assessment study was undertaken with a team of the Ministry of Health. The findings and
recommendations were discussed with the Ministry of Health, BASICS and USAID. The report
is in Appendix E.

HMIS Design and Implementation Workplan

A five-year provisional workplan for the HMIS design and implementation was prepared and
discussed \vith the Ministry of Health. BASICS and USAID. The workplan in Appendix F needs
to be further refined and the timeline adapted as soon as the BASICS HIS long-term advisor
arrives in country.

Recommendations on a computerized data processing system

The HIS assessment study contains summary recommendations on the design and
implementation of a computerized data processing system, This section adds additional
information for use by the BASICS technical assistance team.

In the Eritrean context it seems appropriate to computerize data processing in the future HMIS at
least at the national and future six zonal levels. The data volume to be processed and the human
and physical resources currently available do not justify a more peripheral level of
computerization. With computer technolog~ advancing extraordinarily rapidly, it is difficult to
make final recommendations on software and hardware options.

5



Software Options

For new computer users, as will be the case with most Eritreans, the Windows™ software
environment provides a consistent interface. Menus, function keys ~d dialogues behave in a
similar manner in most applicatiol1s. In addition, the dynamic linking and embedding and
dynamic data exchange functions available in most Windows™ packages provide very powerful
mechanisms for integrating a variety of different tools (spreadsheets, graphics packages, mapping
software, etc.) with the database software that is used for developing HMIS applications.

We advise using a fully-customized software package for the future HMIS. It will require a
reasonable level of technical expertise, but will result in a product which simplifies work for end
users and can include a wide range of complex outputs. We recommend using a fourth
generation database management software such as FoxPro™ as application software. This
packages have proved to be a reasonable compromise between cost and utility. The software
should be able to compile executable files which can be installed on any number of computers
with no royalties or licensing fees. This also provides better data security, since end-users cannot
change the program logic or data base structures.

Installing a small network at the central Ministry of Health would be worthwhile option to
consider. It will allow managers and administrators to have direct access to all HMISIHF and
HMIS/ADM databases. One network operating system to consider is the Microsoft Windows for
WorkgroupsTM system.

An increasingly important form of analysis in HMIS involves the analysis of the geographical
distribution of trends in health services delivery. Geographic Information Systems (GIS)
packages are helpful for mapping spatial distribution and coverage of health services, and as a
tool to identify geographic areas where health services development activities can be targeted.
Different commercial packages on the market all have a feature that makes it possible to link data
that has been entered in a database application to points and/or regions on maps. Newly
developed Windows-based mapping software (such as Maplnfo™) are quite easy to add to the
menu of a database package.

Hardware Options

We advise that the following hardware be Installed at national and zonal levels. The
specifications given for the computers could he modified based on the requirements of the HMIS
application software. Laptops are recommended for the zonal HMIS offices despite their higher
cost (as compared to desktops). based on the difficult climatic conditions which make a desktop
computer more vulnerable to failure. With a monitor and a desktop keyboard, the laptop could
be used for data entry.

6
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HIRO Office:

• one IBM compatible 486 or Pentium™ (66 MHZ or more) desktop computer - memory
oneGB

• one IBM compatible 486 or Pentium™ (66 MHz or more laptop computer - memory 400
MB

• two color monitors and desktop keyboards
• one laser printer
• one dot matrix printer
• one photocopier
• one uninterrupted power supply (UPS)

Zonal HMIS office:

• one IBM compatible 486 or Pentium™ (66 MHZ or more) laptop computers - memory
400MB

• one color monitor and desktop keyboard
• one dot matrix printer
• one photocopier
• one uninterrupted power supply (UPS)

Computer Training

In September 1995, a Ministry of Health employee with basic computer skills will be sent to
Boston for an intensive one-year computer training course in programming and database design.
In addition to these skills, he would also get basic skills in hardware and software trouble
shooting, operating simple networks, and GIS and communications software. As soon as he
returns from the States, he will be appointed as computer programmer in the HIRO office.

For the data entry staff, we recommend organizing computer training for both the HIRO staff and
the zonal HMIS office staff, in two stages:

1. A general one-week initial training session to introduce the concepts of hardware,
software, operating systems, and the use of commercial word processing, spreadsheet,
and database management packages.

2. As soon as the HMIS application software is developed, an additional one or two weeks
of formal training on the use of the HMIS specific software should be organized.

Both training sessions will be followed by intensive on-the-job training and the assistance of the
short-ternl expatriate computer expert, and then the Eritrean computer programmer.

7



Required technical expertise

The consultant discussed the required technical expertise in detail with the Ministry of Health,
BASICS, and USAID. Three types of technical assistance are required:

1. Technical Assistance for the HMIS Design

As outlined in the workplan, we recommend the continuous presence of a long-term HIS advisor
for the first three years of the HMIS design and implementation. This advisor should have
previous experience in the design of health information systems and in health services planning.
He should have a solid training background in epidemiology and be familiar with database
management and spreadsheet software. The HIS advisor will work closely together with and
provide on-the-job training to the appointed HIRO head. After three years, the HIRO head will
fully take the lead of the HMIS nationwide implementation assisted by the HIS Advisor on a
short-term basis.

2. Technical Assistance for Computerized Database Design

The design of the customized HMIS application software will need intensive short-term technical
assistance (48 person weeks in the first three years) by an expatriate computer expert/systems
analyst with previous experience in the design of complex databases, ideally in the health sector.
The workplan further details the sequence of tasks to be performed by the computer expert in the
first three years of the HMIS design and implementation. Starting from the second year, the
computer expert will work closely with the computer specialist who was trained in the States.
The amount of technical assistance needed in the last two years will depend on the skills
developed by the computer programmer.

3. Technical Assistance for Computer Training

Initial general computer training of HIRO staff and zonal HMIS office staff could be organized
by the HIS Advisor in collaboration with a local short-term computer consultant. The required
capability for this consulting is available. The local consultant could also assist the HIRO staff
on an ad-hoc basis in analyzing available data (e.g., through spreadsheets) and in software
trouble-shooting. The expatriate computer specialist can provide specific HMIS application
software training.

VI. RECOMMENDATIONS

The following summarizes the recommendations in this report:

A. Recommendations on restructuring of the health information system for the
Ministr)' of Health of Eritrea (see Appendix E)

8
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Restructure the health information system so that information supports the decision-making
process at all levels of the health services system:

1. Define functions/activities and corresponding indicators at each health services system
level: national, provincial (or zonal), district, health unit, and patient/client;

2. Define "health districts" based on geographical and cultural realities and appoint district
management teams;

3. Develop "district coverage plans" with active involvement of peripheral health care
providers and communities, resulting in well-defined catchment areas for each first level
care facility (health centers and health stations);

4. Design (through restructuring) the routine health management information system for
health facilities (HMISIHF) to ensure adequate information support to all levels ofthe
health services system, especially to the basic health services;

5. Design and computerize the routine administrative health management information
system (HMIS/ADM) to ensure infrastructural management, financial management,
personnel and training management, drugs and supplies management; and

6. Complement the information generated through routine reporting with information from
appropriate alternative data sources: surveys, information from other sectors, and
informal sources.

B. Recommendations on the design of an appropriate computerized data processing
system and training the computer staff

1. HMIS data processing should be computerized at national and zonal levels.

.., Develop a customized HMIS application software package rather than using commercial
database management software

3. Hardware should be compatible with the software requirements and the climatic
environment where it operates.

C. Recommendations on required technical expertise for the HMIS design and
implementation

The following technical assistance stafT is required:

9



1. An expatriate long-term HIS Advisor (for three years) followed by short-term visits in the
fourth and the fifth year.

2. A short-term expatriate Computer Specialist/Systems Analyst (for 48 person weeks in the
first three years).

3. A local computer specialist hired on a short-term basis.

VII. FOLLOW-UP ACTIONS REQUIRED

1. It is important to plan for an initial three years of project assistance for the HMIS design
and implementation. As discussed with the BASICS team, a detailed budget for the
HMIS design and implementation should be developed.

2. To start the first phase of the HMIS restructuring on time, the HIS long-term advisor
should begin work in Asmara in September 1995.

3. To make efficient use of the technical assistance personnel, it is recommended that a
health planner/epidemiologist be appointed as soon as possible to direct the HIRO and the
HMIS restructuring process and a computer staffer from the Ministry of Health begin
overseas computer training in September 1995.

10
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Eritrean Strategic Health Sector Plan (Draft). Planning and Evaluation Bureau, MOH. July
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Report on Mission to the Ministry ofHealth ofEritrea, Theo Lippeveld, Harvard Institute for
International Development, June 1994.

Guidelinesfor the Assessment ofNational Health Information Systems (HIS). Unit of
Strengthening Country Health Information, WHO/Geneva, 1995.

Strengthening Health Information Systems in Africa. WHO/BrazzaviIle, 1995.

Children and Women in Eritrea. UNICEF, 1994

Ministry ofHealth Cost Estimates Study, Richard Yoder, BASICS Trip Report, May 1995.

Eritrea Health Facility Assessment: Summary Update, John Murray, BASICS consultancy,
June 1995.

The Expanded Programme on Immunization ofEritrea, draft Review Report, Ministry of Health
Eritrea. June 1995.

The Expanded Programme on Immunization ofEritrea. draft Report on Immunization Coverage
Surveys. Ministry of Health Eritrea. June 1995.

The Eritrean Medical Journal. July 1988.
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Proposal to Construct a GIS-based Malaria Monitoring System for Eritrea, Andrew Spielman,
Harvard School of Public Health, June 1995.
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MINISTRY OF HEALTH OF ERITREA

HEALTH INFORMATION SYSTEM ASSESSMENT STUDY
PROTOCOL

INTRODUCTION

This assessment study on the existing health information system (HIS) in Eritrea is part of a long
term effort of the Ministry of Health to restructure the system and to improve the generation and use
of information for planning and management of the health services. In 1994 a planning document
has been prepared by the Planning and Evaluation Bureau of the Ministry of Health entitled "A
Health Management Information System for Eritrea". It calls for a restructuring of the existing
information system in four phases. This assessment study was to be performed in the first phase.
Technical assistance for the study is provided through the BASICS Project with financial assistance
from USAID.

A. CONCEPTUAL BOUNDARIES OF THE STUDY

A health information system cannot exist by itself. It is a "functional entity within the framework
of the health services as a whole" (WHO. 1980). Therefore, the existing health information system
will be assessed in terms of its potential to provide specific information support to make appropriate
decisions for planning and management at all levels in the health services system (= Health
Management Information System or HMIS). The health services system is composed of three
management levels: the patient/client management level. the health unit management level, and the
system management level. In Eritrea. the main health units are health stations and health centers at
the first level. and hospitals at the referral level. In some areas. this network of professional health
units has been extended through community health workers (see figure I).

The decisions to be made derive from the functions and activities at each of the management levels.
At the patient/client level and the health unit level. these functions and activities are directly related
to the deli\'ery of health care to the population. The health centers and the health stations provide
first level care. Since the health stations mostly do not provide the full "minimum" package of first
level care activities (e.g. no family planning sen·ices. or no laboratory). some patients have to be
referred to health centers for these acti\·ities. The hospitals at the provincial level ensure secondary
care (first referral level). The national hospital In Asmara provides tertiary referral care. The system
level provides coordination. planning. and management support to the service delivery levels.
Presently. these functions are provided mainl: from the national level but also from the provincial
level. In the context for the decentrali7..:ltllln polley of the Ciovemment. it is expected that additional
planning and management responsihililie~ \\ill he d\:legated to the provincial level (or to the
projected new regions). Also, up to a certain extent. health centers ensure supervision of health
stations.



The quality of the information support depends further on the information process and on the
management structure of the information system. The information process can be broken down in
the following steps: (1) data collection; (2) data transmission; (3) data processing; (4) information
generation; (5) information use. The management structure ensures optimum use of the resources
needed to operate the information system: persons (e.g. data collectors, statisticians); equipment and
supplies (e.g. telephones, computers, printed supplies); and financial resources.

The data to generate the necessary information can be collected from a variety of sources. From a
methodological point of view, data sources can be classified as routine systems and non-routine
systems. The two main routine health information systems are the health unit based system and the
vital events registration system. Non-routine methods ofhealth data collection include surveys, rapid
assessment methods, and other special studies. In Eritrea at present, the main source of health
infonnation is the health unit based routine information system. The assessment study will therefore
mainly focus on this system, both in government managed health units (80%) and in NGO managed
units (20%).

ORGANIZATIONAL MODEL OF THE HEALTH SERVICES SYSTEM
Based on Three Management Levels

Figure I

Health System
Level

National

Zonal/
Provincial

Subpro\'inciaU
District

Health Facility
Level

Tertiary Level
Referral Hospital

Tertiary Level
Referral Hospital

Secolldary Level
District Hospital

First Lel'el
Health Center

Health Stations

Patient Client
Level

Referred Patients

Referred Patients

Referred patients

Communities
Patients/Clients

Communities
Patients/Clients
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C. INDICATORS FOR THE EVALUATION

B. OBJECTIVES OF THE ASSESSMENT STUDY

Perceived strengths by different data collectors and users

Perceived weaknesses by different data collectors and users

To assess the capability of the existing information(HIS) to provide information
support to alJ management levels of the health services system, and to identify
its strengths and weaknesses.

Obj.l:

Reporting regularity and quality of data

1.1 Indicators related to acceptance: Is the existing HIS perceived as useful by its users at all
levels in the system (care providers, pro\'incial managers, national public health managers and
program managers. other government institutions. donors? How well is HIS integrated in the overall
health services system?

1. To assess the capability of the existing information system (HIS) to provide information
support to all management levels of the health services system, and to identify its strengths
and weaknesses.

2. To assess the relevance of eventual health information system restructuring and to get input
from public health managers and health care providers on the content and the process of the
restructuring effort so as to ensure that the future HIS can better respond to the planning and
management needs of the health services at all levels.

The assessment study has to provide the following information in order to achieve its double
objectives:

HIS indicators: are HIS indicators available for functions/activities performed at all levels of the
health services system?

1.2. Indicators related to effectiveness: Is the HIS providing the necessary information support that
makes appropriate management at all levels in the health services system possible? If so, is there
evidence that information generated by the system is really used for planning and/or management
of the health services?

This assessment study is full part of a broader effort to restructure the health information system in
Eritrea. Its objectives are therefore double:
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Availability of a list of indicators for functions/activities

* at the patient/client level

* at the health unit level

* at the provincial/national level

For evaluation and planning of the health services: health outcomes, demographic information,
distribution of health facilities

For programme planning: MCH, EPI, malaria, AIDS, etc.

For allocation of resources: databases on personnel, infrastructure (building and equipment), on
finances

For health services management: ability to measure coverage, utilization, quality of care

For management support: ability to measure allocation, distribution, and availability of resources

Data collection system: how is the data collection system functioning presently? What is the actual
quality of the data before transmission for further processing?

Adequacy of the design quality of different data collection instruments (forms, registers, cards,
etc.) for the different management levels

% of time spent by staff (care providers and managers) on data collection

Adequacy of laboratory equipment for data needing laboratory results

Quality of data as recorded on various data collection instruments

Quality of aggregation process before reporting

Data transmission' is the data transmission system organized in such a way that data can be
effectively channelled towards the data processing units? What is the present status of the data
transmission system?

Compatibility of the data transmission systcm with line: management channels

Existence and relevance of reporting time tahles

Existence of parallel reporting by programme: infnm13tion systems

% of health units reporting regularly

% of health units reporting timely
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Data processing system: where and how are data processed?

Ability of the statistical staff to operated the data processing systems at the provincial and
national centers

Timeliness of data entry

Quality of data entry

Data analysis andfeedback: What mechanisms have been built into the system for data analysis and
feedback? How if feedback provided to care providers and managers at all levels in the health
services system?

Adequacy of the information feedback systems at all levels in the health services system (in terms
of providing the i·nformation needed for decision making) ,

Timeliness of the feedback reports

Appropriateness of the format of feedback reports

Use ofthe information: Is there evidence that information generated is really being used by health
planners and managers and by care providers at all levels in the system?

Concrete examples of use of the information by care providers for patient/client management

Concrete examples of use of the information for health station and health center management

Concrete examples of use of the information for hospital management

Concrete examples of use of the information at the provincial level

Concrete examples of use of the information at the national level

1.3. Indicators related to efficiency: How well used are the resources (personnel, equipment,
supplies. money) to operate the system. meaning to generated the needed information?

HIS staffing: Have care providers and managers at peripheral levels received adequate training in
data collection procedures and in use of the information? Are responsibilities assigned for HIS



management at the different levels (e.g. for aggregation and reporting at the health unit level, for
verification of reporting regularity and quality at the provincial level)?

% of care providers adequately trained in data collection procedures

% of managers adequately trained in data collection procedures

% of care providers adequately trained in use of the information

% of managers adequately trained in use of the information

% of health units with clearly defined HIS responsibilities

Computer equipment:

Appropriateness of the hardware and software for the computerized data processing system

Functional status of hardware and software

Adequate availability of computer supplies

Printed supplies distribution system:

Procedures for ordering and distribution of printed supplies established

% of health facilities with stock-outs of printed supplies

Organi=ational set-up: who is coordinating the HIS at national and provincial levels? Do clearly
defined job descriptions exist? Are standard instructions available on data collection and reporting
procedures?

Adequacy of HIS coordination

Presence of standard instructions on data collection and reponing procedures at all levels

Recurrent costs ofHIS:

% of recurrent budget allocated for HIS operation costs
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D. DATA COLLECTION METHODS

E. DATA COLLECTION INSTRl;J\1E~TS

1. Study of existing documents and datasets

5. Assessment of computer centcr in Asmara

To assess the relevance of eventual health information system restructuring and
to get input from public health managers and health care providers on the
content and the process ofthe restructuring effort so as to ensure that the future
HIS can better respond to,the planning and man~gementneeds of the health
services at all levels.

In order to collect the necessary data for these indicators. different data collection methods will be
used:

Assessment of importance of HIS restructuring by different public health officials

Planned allocation of sufficient resources (staff, money, equipment) for implementation of new
HIS

Summary of suggested improvements by users at various levels in the health services system

2.2. Indicators related to inputs of future users: If restructuring of the existing HIS is a priority,
how far should restructuring go? Should it be a major overhaul, or should it focus on specific
components of the system? What are these components?

4. Assessment of a sample of health care facilities

2. Interviews with the principal public health managers

Obj.2:

2.1. Indicators related to the relevance of the planned IDS restructuring: does restructuring of the
existing routine information system respond to a need in the context of the overall health policy and
planning environment, and, if so, is it a priority?

3. Assessment of provincial hcadquarters
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1. Questionnaires for Provincial Medical Offices (PMO)

2. Questionnaires for health care providers
* IIC Hospital/Health Center
* IIC Health Station

3. Checklists
* Hospital/Health Center
* Health Station
* Computer center

F. SAMPLING PROCEDURES

The samples should be as representative as possible of the geographic, ethnic, and demographic
characteristics of the country.

Given the time and climatic constraints, it is proposed to limit the sample of facilities to nine: one
hospital, four health centers, and four health stations. One of the health stations will be NGO
managed.

First one health center will be randomly selected in each of the four areas of the country: Asmara,
the western lowlands, the coastal lowlands, and the highlands. Then, for each health center, one
health station will be randomly selected. One will be a NGO managed health station. Finally, one
referral hospital of one of the selected health centers will be chosen (see appendix 1).

G. A~ALYSISOF RESULTS

The data obtained from the various sources will be manually analyzed by the HIS Assessment Team.
For this purpose a table as given below will be used. The results will be incorporated in a study
report. This report will be presented to thc main decision makers in the Ministry of Health for
revision. The final version of this report will thcn be uscd as the workdocument for the HIS
restructuring effort.

INDICATORS DATA SOURCES FINDINGS RECOMMENDA
TIONS
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H. COMPOSITION OF THE STUDY TEAM

The HIS Assessment Team is composed of the following persons:

Mr. Iyob Tekle, Head Health Services Planning
Dr. Girmai Tesfassilasie, PMO Hamasien
Mr. Ghebrenegus Negash, Head Health Information unit, MOH
Ms. Haimanot Araya, IIC Felego Hiwot Health center
Dr. Theo Lippeveld, BASICS consultant



Activity Dates

Preparation Protocol July 12-14

Preparation Questionnaires/Checklists July 14-16

Field testing of Questionnaires/Checklists July 17

Study of documents July 12-31

Interviews public health managers July 14-27

Assessment provincial headquarters July 18

Assessment health facilities July 17-27

Assessment computer center Asmara July 20

Data Analysis July 27-29

Preparation of study report July 30-31

Presentation of report to Ministry of Health August 1

I. TIMELINE
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J. BUDGET

1. Office Supplies

2. Field supplies and other

3. Fonns and photocopying

4. Vehicles
1-10days@Br850 8,500
1 - 3 days @ Br 850 ~

5. Fuel

6. Per Diem 3 team members
Dankalia - 3 days @ Br 70 + 40% 782
HigWands - 5 days @ Br 70 1050
Keren - 1 day, Hotel Br 70 (1 night) 210
M&IE Br 50 (2 days) J.QQ

Total:

Birr 500

1,000

400

11,050

600

Birr 15,892



AREAlPROVINCES HEALTH CENTER HEALTH OTHER
STATION STRUCTURES

Western Lowlands (Barka,Sahel, Elabaret Keren town PMO Senhit in
Gash Petit, Senhit) (NGO) Keren

Coastal Lowlamds Tio Bada
(Denkalia, Semhar)

Highlands (Hamasien, Seraye, Areza E. Gorgiso Hosp.
Akeleguzai) Mendefera

Asmara Acria Edaga Akbi Health Info
UnitIMOH

Appendix 1

1.

2.

July 17
July 18

July 19
July 20

July 21
July 22
July 23
July 24

July 25

July 26

July 27

MINISTRY OF HEALTH OF ERITREA

_HIS ASSESSMENT STUDY
FIELD VISITS

Sample ofhealth units and administrative structures

Itinerary

HC Acria: pretesting of questionnaires
Visit HS Keren town and PMO Senhit in Keren
Overnight in Keren
Visit HC Elabaret - Return Asmara
Visit Health Information Unit Asmara
Interviews MOH officials
Travel to Tio - Overnight in Tio
Visit HC TIO - Overnight in Tio
Visit HS Bada - Return Asmara
Visit Hosp. Mendefera
Overnight in Mendefera
Visit HC Areza
Overnight in Mendefera
Visit HS E. Gorgiso
Return Asmara
Visit HS Edaga Akbi
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NAME: _
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MINISTRY OF HEALTH OF ERITREA

HIS ASSESSMENT STUDY
INTERVIEW OF PUBLIC HEALTH DECISION MAKER/MOH ASMAR;A

DATE: _

FUNCTION:. _

(use other side if more space is required)

The Ministry of Health intends to restructure· the health information system, so
as to make it more responsive to the information needs of decision makers at all
levels in the health services system: health care providers, provincial
administrators and supervisors. and national health planners and managers. We
would like to have your inputs on the existing and planned health information
system.

1. Could you list us the functions and activities of your department/unit?

What is your oplnlOn or. the eustmg health mformatlon system?

Strengths:

Weaknesses

..



q,,-hcc "11'95

Date of visit:

Name of In Charge:

MINISTRY OF HEALTH OF ERITREA I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Yes [ )

[ )
[ )
[ )
[ )
[ )
[ J
[ )
( )
( )
( )

Doctors
1\urses
Health ASSIStants
Health TechnIcIans
Barefoot doctors
)'hd\l,"ifes
Other medIcal
Admlnlstratlve staff
Su ppon staff
Other non-medIca:

PopulatIon 1n CIA

Number of ne- cases las' mont 1".
t .0 InO n t n ~ ft J; 0

~u mor.tta ftJtC'

STAff:

Catchment area defIned No I 1

HIS ASSESSMENT STUDY
QUESTIONNAIRE FOR IN CHARGE/HEALTH CENTERS-HOSPITALS

(use other side of pages if more space is required)

Health Center:
Hospital:

INTRODUCTORY INFORMATION

The Ministry of Health intends to restructure the health information system. so
as to make it more responsive to the information needs of decision makers at all
levels in the health services system: health care providers, provincial
admmistrators and superVlsors. and national health planners and managers. We
would like to ask some questlOns on the existing health information system and
to have your inputs on the planned health information system.



2. HIS INFORMATION NEEDS AND INDICATORS

If not, Whal ot"~r lnformallon do you need"

If not. ":hat o~her InformatIon do you need?

t.

Partially [ 1

Partially [ )

No, not at all [ 1

""0. not at all I J

\n. most!) [ J

Yes. mostly [ ]

Please show it.

What do you think are the functions and activities in
this hospital [] health center [ ]

Yes. tOlall~· I )

No. mostl) no: 1

Yes. totally I )

Yes [ J

No 1 )

No, mostly not [

2.1. Is the information from the data collected on patient/client cards and
registers suffICIent to provide treatment, preventive care, and follow-up
for your patlents/cllents"

:.2. Is the informatIon !Torr. th~ data collected on the present data collectlon
instruments suffICIent to mana&e serVices and resources in your health
facUlty?

1. FUNCTIONS/ACTIVITIES

1.1. Have you been given a list of functions and activities to be performed in
this health unit?

:------------------------------I
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2.3. Is some of the information from the data collected of no use to you?

No, all information is useful [ ]

Yes [ ] Please specify what information is of no use:

3. DATA COLLECTION

.3.1. Do you find it difficult or time consuming to fill in the existing
collection instruments'?

No, not all [ ) Yes [ ] Which ones '?

Data collection instrument Time Degree of difficulty
consuming

very avera some
ge what

I
3.~. Do you report on laboratory results for malaria and tuberculosis'?

No I ) Yes I )

3.3. If yes. do you h.v~ 81: necessary equlpment and supplies"

Yes I ) ~o I 1 Missing:



4. REPORTING

If difficult. could you describe why'?

Why not':'

No. very difficult [ ]

Yes, quite easy [ ]

'es I ]

too I ]Yes [ )

No [ ]

No, quite difflcult [ )

Yes, very easy [ )

4.1. Who fills in the Monthly Report and what is his/her qualification (or their
qualifications if more than one person)"?

4.3. How much time does it take you to fill in the Monthly Report?

4.2. When do you fill in the Monthly Report?

4.5. Do you have 10 your health unIt an instruction manual to fill in the
monthly report"

4.6. Do youuse It"

4.4. Is it easy to transfer the data from your cards and registers into the
Monthly Report~

I
I
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4.7. Have you been given a reporting time table?

If yes. please show me your file with monthly reports.

4.9. To whom and how do you send the Monthly Report?

No [ )Yes [ ]
_/12

_/12

Yes [ )

Yes [ ]No [ ]

Available:
Number sent last year:
Number kept on file:
Month of last report:

No [ ]

If yes, can you show it to me, or tell me?

4.8. When do you send the Monthly Report?

4.10. Do you keep copies of the monthly report'?

_oue_._~_ionn&__I_·"_-_Ilo_._P_i_U_l_Ii_/H l~_h_Cen_t_er_. ------------------~I

I
I
I
I
I
I
I
I

~ \, .

4.11. Did you have cases of measles. polio. cholera. or meningitis in the last I
month'?

If yes. ho"': did you report them"

4.12. Do you prepare and send other reports'?

No [ ]

No I ]

Ye~ I )

'$ u ( ] PJease list them:

I
I
I
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S. DATA TRANSWSSION AND PROCESSING

5.1. Do you receive reports from health stations~

No [ J Skip to 6. Yes [ ]

If yes, give - reporting rate and reporting delays

5.2. Has a reporting time table been defined'?

No I ] Yes [ ] Could you give it to us?

5..3. Do you keep copies of the reports?

Yes [ ] No [ ] Why not?

5.4. Is the data from the reports compiled before sending it to the PMO,?

No [ ) Yes [ )

If yes: Who does it ':'

Ho". much tIme does it take?

5.5. Do you verify the qua1Jty of the reports recei\oed?

No I ) ~es I )

If yes, could you descnbe us your fmdings?

6



Oueationnaire - Ho.pitals/Health Center.

5.6. Do health units report cases of epidemic diseases to you '!

No [ ] Yes [ ]

~I

I
If yes: How'!

How timely'!

Which diseases'?

What type of actions do you take'!

I
I
I
I

5.;. Do you receive reports from other health units than those managed by thel
Ministry of Health?

Do you receIve reports frorr. CHWs and/or TBAs'?5.S.

No [ )

No [ )

Yes [ )

Yes I )

Which ones'? I
I
I

If yes, do you use the lnformatlor. ~ Do you compile the data and transmitI
It to hIgher levels ~

I
I
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\

6.4. Are there any regl!>ter5 that you do not use':' If yes, which ones and why?

6.3. Do you use the mformatlon from the data that you record 10 the registers?

t.

Please give examples.

Please give examples.Yes [ ]

Yes [ )No [ )

No [ ]

6. FEEDBACK AND USE of INFOIU&ATION

6.1. Do you use the information from the data that you record on patient/client
records?

6.2. Are there any patient/client records that you do not use'? If yes t which
ones and why'?

I
I
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6.5. Do you use the information contained in the Monthly Report'?

OUestionnaire - Hoapit&la/H..lth Centera

To discuss with your team
about progress and problems'?

To monitor coverage and quality
of services delivered

To manage resources such as drugs,
vaccines, contraceptives

For other reasons (please specify)

[Yes] [No]

_{Yes] [No]

[Yes] [No]

[Yes] [No]

I
I
I
I

6.6. If yes on any of the preceding items, please give a practical example (e.g.
the last time you used the information) I

I
I

6.":'. Did you recelve feedback reports from the province or Ministry of Health I
in the last su months"

If yes. did you use the Informatlon"

No ( )

No [ )

i es [

) es I )

I
I

7. HIS STAFFING AfID TRAINING I
Do you have a staff pt'::\or Ir charre of data collectIOn/reporting in
facility:

-; .1

~o ( ) Plea~t' specify who and if full time
I
I
I
I
I
I



8.2. When did you receIve pnnted supplies the last time:' How "'ere they
detivered ':'

7.3. Did you or your staff ever receive training in using information for your
daily work:'

8.1. Did you have any stock-outs of printed supplies? If yes, for which data
collection instruments and for how 10ng7

7.2. Did you or your staff ever receh'e training in data collecti0J:1/reporting
procedures'! t.

10

When, where, and on what topics?

When, where, and on what topics?

"'~I I )

Yes [ J

Yes [ ]

No [ )

No [ ]

No [ ]

please fill in checklist

8.4. Do you have a calculato!'-

8.3. How are you su ppo5ec tc order pnnted supplies ~

8. HIS PRINTED SUPPLIES/EQUIPMENT

Ou••tionnaire - Hoapital./Health Center.

I
I
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Oue.tionnaire - Hoapitala/Health Center.

9. SUPERVISION

9.1. Who is providing supervision to you?

9.2. When did you receive your last two supervisory· visits':'
I
I

9.3. Did the supervisor verify how you were filling in the data collection
instruments? I

No r ) Yes [ ) During how much time?

IPlease give an example.Yes [ )No [ ]

Did the super,",sor discuss with you about the information of the MonthlY.
Report?

9.4.

I
9.5. Do you su pen'lse heaJt h statlOns '.' I

No [ J Sklp to 10 Yes [ ) How frequently':' I
9.6. During you; supe:-\";SCf\ \'ISItS do you verify how the staff is filling 10 thel

data collectlor. Ir.strume'nts~

No [ J 'e~ [ J If yes, d u nng how much time~ I
c; - Do you dIsc us~ \to.t r- t h~ star~ abou t the mformation contained in t heI

reports ~

No [ 1 \ f' ~ , 1~ Yes. can you gIve some examples" I
I
I
I
I

~V I



I 10. ACCEPTANCE

12

10.1. Would you be in favor of changing the existing health information system':'

What suggestions can you give us to improve the existing
information system'?

I
I
I 10.2.

Yes [ ]

No [ )

see question 10.2.

could you give us the reasons?

health

I
I
I
I
I
I
I
I
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I
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Information needs/Indicators:

Data collection instruments

ReportIng

Data transmission and processmg

feed back and use of the mformatlon

HIS staffing and tnunmg

HI S pnnted 5upplJes and eq ulpment

SupervIsion



HIS ASSESSMENT STUDY
OBSERVATIONAL CHECKLIST FOR HOSPITALS/BEALTH CENTERS

ILINISTRY OF HEALTH

Hospital:
Health Center:

Date of visit:

CIt-hbc '116/95 1
I
I

-------------------1
.

I
Data Collection tool In stock In use Quality of

YIN YIN recording IPATIENT/CLIENT RECORD CARDS
fr = facility retained
per = patient/client retained Iip = in-patient

l- Out-Patient Card (perl

I2. Out-Patient Record (fr)

J. Child Health Card W/A (per)

4. Child Health Card W/H (per) I
5. Woman Health Card (per)

6. Woman Health Record (frl I
7. TT Vaccination Card (perl

s. Family Plann1n~ Card (pcrl I
9. Family Plann1n~ Record Cfr I

10. Tu bercu IOS15 Card (per I

II. Tu bercu 10Sl!> Record (fr I

12. Laboratory J\equest form Cfrl I
D. X-Ray Request forrr (fr I

14. Clinical Record Card hpl

15. Temperature Card Cap I

16. Referral Form

1 HIS DATA COLLECTION TOOL

I
I

~ I
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ChcCkli.t - Ho.pi~l./Health Center.

FACILITY RECORDS/REGISTERS

1. Out-Patient Register

2. Referral Register

3. Antenatal Register

4. Delivery Register

s. Postnatal Register -

6. Family Planning Register

7. TT Vaccination Register

8. EPI Register

9. Growth Monitoring Register

10. Tuberculosis Register

II. Leprosy Register

l~. AIDS Register

D. Stock Record Card (PMS)

14. Stock Record Card (Vaccines)

15. Stock Record Card (FPI

16. Inventory Card (eqUipment)

17. Temperatu re Record Card

18. Attendance cards

19. Laboratory Register

20. X-Ray Register

21- In-Patient Register

22. Rehydration Register

23. Dressing Register



Checkliat • Ho&pital&/Health Center. 3---------------------------------
REPORT FORMS

1. Monthly Report Form (H/HC-I)

2. Monthly Report Form (HS-l)

3. Compilation Form (HS-2)

4. Weekly Notifiable Diseases Report

5. Community Health Services Report

6. Pharmacy Monthly Report

7. Pharmacy Order Form

8. Tally Sheets

2. DIAGNOSTIC EQUIPMENT

Type YIN Funct. Status

Baby weighing scale

Adult weighing scale

Hemoglobinometer

Microscope with 100>. ImmerSlon ob)ecti\"e

Stains for tuberculoSIS dUl.~nOSlS

Suuns for malana dUl.gnosls

Widal reagents

Sphygmomanometer

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



1. FUNCTIONS/ACTIVITIES

Date of visit:

Province:

<.

Please s how it.

What do you think are the functions and activities of
the provmclal headquarters:

Yes [ ]

No [ ]

(use other side of pages if more space is required)

MINISTRY OF HEALTH OF ERITREA

HIS ASSESSMENT STUDY
QUESTIONNAIRE FOR PROVINCIAL IlEDICAL OFFICER

Name of PMO:

1.1. Ha'l.'e you been gIven a list of functions and activities to be performed at
the provincial headquarters~

The Ministry of Health intends to restructure the health information system. so
as to make it more responsive to the information needs of decision makers at all
levels in the health sen'ices system: health care providers. provincial
administrators and supen'isors. and national health planners and managers. We
would like to ask some questions on the existing health information system and
to have your inputs on the planned health information system.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



Questionnaire - Provinei.1 Uc4ica1 Officer 2----------------------------------

2.1.

No, mostly not [ ]

If not, what is missing'?

No, not at. 'all [ )

2.:!. According to you, is the information from the data collected in the health
unit sufficient to manage services and resources in that health unit'?

Yes, totally [ )

No, mostly not [ )

If not. \I.·hat is mlssmg ':'

Yes, mostly [ )

No, not at all [ ]

Partially [ ]

Is the informatlOn repartee to you by the health units sufficient to plan
and manage the health serVIce:. In your pro\Tmce'.'

Yes. toUllly [ ) ... e:.. mostly I ) Partially [ ]

No, mostly not I "0. not at all [ ]



2.4. Is some of the information reported to you b,· the health uaits of no use '
for you1

I
I

Q1Iestionnaire - 'rovincial 'lkdical Officer 3

No, all information is useful [ ] .

2.5. Do you get information from other sources1

If below average coulc you specify for what type of data and for reasons:

If ye~. please specify what data

Which ones1

Average [] Poor [) Very poor [ )

Yes [ ]

Please specify what information is of no use

Gooc [ J

No [ )

Yes [ )

No [ ]

Excellen t [ )

3.2. Do you collect date "ou n~I~·

3.1. Based on your expenence during supernSlOn and on the reports sent to
you, what is your OpIniOn In general on the quality of the data collected
in the health Units:

3. DATA COLLECTION

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



4. DATA TRANSKISSION AND PROCESSING

OU••tionnaire - Provincial Medical Officer

I
I

4.1. Could you list all reports you nonnally receive from the health units and
specify the frequency, the reporting rate (in ~), eventual delays in I
reporting, and to whom in the Ministry of 'Health you sent them?

I
TTPE or upon neE I TED EYUT UPOIlTIJIG un UPOIlTIIfG DELAT IIlMT TO

I
I
I
I
I

4.~. Has a reportIng tlme table been defined '!

No [ ) Yes [ ) Could you give it to us: I
I
I

4.3 Do you keep cople~ o! the reports ~ I
Yes [ ) ,",,0 [ ) \l.'h)' not ':'

I
I
I
I
I

{\) I~



Oue.tionnaire - Provincial Medical Officer

Is the data from the reports compiled before sending it to th.e Ministry of •
Health'!

If yes, could you describe us your findings'!

Do you verify the q ualJ ty of the reports received '!

Do health umts report cases of epidemic diseases to you'!

Do you recelVt report~ from other health unns than those managed by the
Mmlstry of HeAlt r. -

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

4.4.

4.5.

4.6.

No [ ]

If yes:

No [ )

No [ ]

If yes:

No [ )

Yes [ ]

Who does it'!

How much time does it take'?

Yes [ ]

Yes [ )

How"

How tlmely ~

Wh8~ typr- c~ act10ns do you take"

....·hlch ones~

s



Oue.tionnaire - Provincial Medical Officer

S. USE of INFORWATION

5.1. Do you directlY use the information from the reports received
health units? (before they are sent to' the Ministry of Health)?

To monitor coverage and quality
of services delivered (Yes] (No]

To manage resources such as drugs,
vaccines, contraceptives (Yes] [No]

For other reasons (please specify) (Yes] (No]

I'
from thel

I
I
I

5.2. If yes on any of the preceding items, please give a practical example <e.g.,
the last time you used the information)

I
I

If yes. did you use the lOformation~

5.3. Did you recelve feedback reports from the Ministry of Health
six months"

No I ]

No I )

Yes r )

Ye!> [ ) Please give examples

in the lastl

I
I
I
I

6. HIS STAFFING AND TR ....JNING

6.1. Do you have any st.a!~ at th~ prOVlOC14! level to coordinate HIS actlVltles I
or to process dau-

No I ) \u I 1 Please specify I
I
I
.1

~~ I



MINISTRY OF HEALTH

HIS ASSESSMENT STUDY
OBSERVATIONAL CHECKLIST FOR HEALTH INFORMATION UNIT,lASMARA

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

cJt-hio "illS/'S

Date of visit:

1. Staffing

Position

2. Status of hardware

Computers/Printers/UP S

Qualifications

Functional Status Maintenance



3. Status of Software

Checkli8t - He&lth Info~tion Unit 2

1
..-----------.------~I·

Type of programmes Use

What type"

5. Data collection

4. Status of supplies

•Who/When/Ho. ~

Type Quantity

Dlskettes

Printer ribbons

Paper

I
I
I

1..--0- --...111

I
I
I
I
I
I
I
I
I
I
I
I
I



..

Back log'?

When were last ones produced"

S. Data entry

Who/When/How'?

6. Feedback reports

What types of reports and how were they produced?

J •----------------------------------I'
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



Data CollectIon too] In stock In use Quality of
YIN YIN recording

PATIENT/CLlENT RECORD CARDS
fr = facility retaIned
pcr = patlent/euent retawed
IP = In-patIent

, OU!-PatH:n: Carc ( per)I.

., Ou t - Pt. tIt';': Feecrd (fr)-
J. Chl1c H~8l:h Ca:-e v.: / A ( per)

· Chll: Hee:: ~. Care W/H (per)...
S Woman Heh:: ~ :::a;c ( perl

6. Womar. Heel: !". I- ecord Ifr)

- -.... \'8CC:~fltlO;. :are (per) I
8 Famil\" P;e;.;.;r.~ Cere (perl !

'7. f e!:'oI1~"' :- I- e:~rc (( .. , I
j(;~~:-.;~.~ ...

Ie -; u '~·t : : _. ..
_t.~~ I pc r \

, .
":' L: ~)": • ~ l"~orc (f rI j .. .'- _.- -

· ~ I-t:~e::.', . -· - _.-

-
I_._- -

FA:!:_:~' I :I, ; , !.GI~~[FS I
-- - . .- -- -. --

, I .. ; .. , . ... i-- - ._- - - _.
;.. .. ',.- .. I

--- -- -
.- " . ·f·· --1- - -. - . ----

I

~ r·,· -- - --_.- --- --, - ---- ;

Ck-h5 7/16/9~

1. HIS DATA COLLECTION TOOLS

BEST AVAILABLE copy

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

~ I

WINISTRY OF HEALTH

HIS ASSESSMENT STUDY
OBSERVATIONAL CHECKLIST FOR HEALTH STATION --

Health StatwT1

Date of VIsit:

r>"'~'Y ~"!'J II/'. PI[ copy



I
I
I
I
I
I
I
I
I
I
I
I
I

5. Postnatal Register

6. Family Planning Register

7. TT Vaccination Register

8. EPI Register

9. Growth Monitoring Register

10. Tu bercu los is Register

11. Leprosy Register

12. AIDS Register

13. Stock Record Card (PMS)

14. Stock Record Card (Vaccines)

15. Stock Record Card (FP)

16. Inventory Card (equipment)

1"7. Temperatu re Record Card

18. Attendance cards

19. Dressing Register

REPORT FORMS

1. Monthly Repon Form IHS-l )

., Vweekly !\ot::labfe DIseases Report

3 CommunJ:Y Hea 1: h Se::-\"Ices Report I
4. Pharmacy Mon:hl\' Repo::-: I
" Pharmac\ C':d~~ Forrr. I
6. Tally She(':~ I

2. DIAGNOSTIC EQUI PUENT

2

I
I
I
I
I
I

Type YIN Funct. Status

Baby welt: hJnr scalr-

Adult weI ~ r. : r-, ~. scalt'

5 ph\".c: r,'1C1!T,t-.: r:"::t Ie: I

"'F,c;.T /lVA./LABLE copy



No. all information is useful [ ]

2.3. Is some of the information from the data collected of no use to Y01,1 ":

Please specify what information is of no use:Yes [ ]

3. DATA COLLECTION

o..aUonnaire - H_lth atations 1--------------"
I
'I
I
I
I

3.1. Do you find it difficult or· time consuming to fill in the existing data I
collection insuumen ts ':'

Data collectlon instrument Time Degree of difficulty
consuming

very avera some
ge what

No, not all [ ] Yes [ ] Which ones?

BEST AVAILABLE COpy

I
I
I
I
I
I
I
I
I
I
I
I

tJb



Oueationnaire - Health atationa

4. REPORTING

If difficult. could you describe why':'

Nc> I 1

I.

...·hv not"

No. very difficult [ ]

Yes. quite easy [ 1

'-0 I I

BEST AVAILABLE COpy

Yes [ 1

No. quite diffIcult [

Yes. very easy [

'.f.,. Do yo\: USt It"

..;.~ Do you havt m your htaltr. unit an instructIon manual to fill In the
monthly repo~t"

4.2. When do you .fill in the Monthly Report'?

~A. Is it easy to transfer the data from your cards and registf'rs into the
Monthly Report"

4.1. Who fills in the Monthly Report and what is his/her qualification,?

4.3. How much time does it take you to fill in the Monthly Report':'

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



If yes. can you show it to me. or tell me'?

4.7. Have you been given a reporting time table'?

Yes [ JNo [ ]

_OY_a_a_l_tonn&__tre__-_H_-_l_lh_a_tA_l_i_Oft_a -----------~ I

I
I
I

4.8. When do you send the Monthly Report?

To whom and how do you send the Monthly Report?

If yes. please show me you r file with monthly reports.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

No [ J

Plcast' ust them:

Yes [ ]
_/12

_/12

'u~ : :

Yes [ )

No I )

No [ J

Available:
Number sent last year:
l'umber kept on fue
Month of last report:

No [ ]

Do you prepart' anC: St'nC: ot ht'~ reports"

If yes. how dId yO\; repo~: therr.~

DId you have cases of mea~le~. pollo. cholera. or meningitis in the last
month~

Do you k.eep copies of the monthly report?

~.: ~.

4.11.

4.10.

4.9.



I
I
I
I
I
I
I

_o_ue_&_t_l_Oft_na_I_"_-_He&_1_t_h_&_t_&_t_io_n_5 6

S. DATA TRANSMISSION AND COMPILATION

5.1. Do you receive reports from CHWs and/or TBAs'?

No [ ) Skip to 6. Yes [ ]

If yes, do you use the information'? Do you .compile the data and send them
to higher levels '?

6. FEEDBACK AND USE of INFORMATION

6.1. Do you use the informatlOn from the data that you record on patient/client
records?

,.

I 1"\0 [ ) Yes [ ) Please give examples.

I
I
I
I
I

6.2. Are there any patient/euent records that you do not use? If yes, which
ones and why"

Do you use the lr.formatlor. !Torr. the data tha: you record In the regi5ler~.~

I
I
I
I
I
I

No [ 1 P lea!>e gl \. e e \8ffi pIes.



6.4. Are there an~' registers that you do not use'.' If yes. which on.es apd

Qu.ationnaire - Health atations--------------1
why':'

I
I
I

6.5. Do you use the information contained in the Monthly Report?

To discuss with you r team
about progress and problems:

To monitor coverage and quality
of services delivered

To manage resources such as drugs,
vaccines. contraceptIves

for other reasons (please specify)

[Yes] [No]

[Yes] [No]

[Yes] [1\0]

[Yes] [No]

I
I
I
I
I

6.6. If yes on an' o~ !h~ precedmg nems. please give a practical example
the las! tIme )'OU u5ec the mformatlOn)

I
I

6.-:. DId you recel\'~ f~~dt>ec~ report!> frorr: the prOVInce or Mmistry of Ht'althl
in the last su months-

If yes. d)(~ y 0 ~ '" ~ t' t t'lt· In r0 r mat LO n ..

,,"0 r )

,,"0 I J , t' ~ :

I
I
I
I
I

~Y I



Que.tionnaire - Health .~.tion&

7. HIS STAFFING AND TRAINING

7.1. Do you have a staff person in charge of data coHection/reporting in your
facility?

7.2. Did you or your staff ever receive training in data collection/reporting
p roced u res '!

..

Please specify who and if full time

When, where, and on what topics?Yes [ ]

Yes [ J

No [ ]

No [ J

I

I
I
I
I

Did you or your staff ever receive training in using information for your
daily worli:~

I
I

7.3.

No [ ) Yes [ ] When, where, and on what topics?

I
I
I
I
I
I
I

8. HIS PRINTED SUPPLIES/EQUIPMENT

please fill In checU.1st

8.1. Did you have any stock-outs of printed supplies? If yes. for which data
collection Instruments and for how long:

S.::. When did you recelVe pnnted supphes the last time'.' How were they
deli\-ered ~

S.3. How are yol.: su~po!>t'~ to order pnnted suppues:

I 8.4 .

I
No [ ]

I
I
I



9.2. When did you receive your last supervisory visit~

9. SUPERVISION

9.1. Who provides supervision to you?

Oue.tionnaire - Health .tation. I_____________----.:9

I
I
I

9.3. Did the supervisor verify how you were filling in the data collection I..

instruments?

10. ACCEPTANCE

9.5. Do you supep·lse CI{Ws andlor TBAs'?

If yes, can you tell us how freq uently and how you provide su pen'lSlOn ':'

10.1. Would you be In favor of chani:lng the eXlstmg health information SYSlerr.~

I
I
I
I
I
I
I
I
I
I
I
I
I
I

Please gi\re an example.

During how much time?

Yes [ )

Yes [ ]

Yes [ )

could you lIve us ttle reasons"

s.et question 9.2.

No [ J

No [ )

No ( ]

Yes [ J

No [ ]

9.4. Did the supervisor discuss with you about the information of the Monthly
Report?



10.2. What suggestions can you give us to improve the existing health
information system':'

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Oueationnaire - Health atation.

Information needs and indicators:

Data collection instruments

Reporting

Data transmission and processing

Feedback and use of the 1nformation

HIS staffmg anc aalnlng

HIS pnnted supphes anc equlpmen~

SupervIsion

10
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Health Infonnation System Assessment Stduy - Findings and Recommendations

HEALTH INFORMATION SYSTEM ASSESSMENT STUDY:
Findings and Recommendations

August 1995

A. INTRODUCTION

This assessment study on the existing health information system (HIS) in Eritrea is part of a long
term effort of the Ministry of Health to restructure the system and to improve the generation and use
of information for planning and management of the health services. In 1994 a planning document
has been prepared by the Planning and Evaluation Bureau of the Ministry of Health entitled "A
Health Management Information System for Eritrea". It calls for a restructuring of the existing
information system in four phases. This assessment study was part of the activities in the first phase.
Technical assistance for the study is provided through the BASICS Project with financial assistance
from USAID.

B. OBJECTIVES OF THE ASSESSMEl'iT STUDY

This assessment study was full part of a broader efTort to restructure the health information system
in Eritrea. Its objectives were therefore double:

I. To assess the capability of the existing information system (I-lIS) to provide information support
to all management levels of the health services system. and to identify its strengths and weaknesses.

2. To assess the relevance of eventual health infonnation system restructuring and to get input from
public health managers and health care providers on the content and the process of the restructuring
efTort so as to ensure that the future HIS can Octlt:r respond to the planning and management needs
of the health services at all levels.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

\/fil I



Health Information System Assessment Stduy - Findings and Recommendations

C. CONCEPTUAL BOUNDARIES OF THE STUDY

Figure I
ORGANIZATIONAL MODEL OF THE HEALTH SERVICES SYSTEM

Based on Three Management Levels

Communities
Patients/CI ients

Referred patients

Patient Client
Level

Communities
Patients/Clients

Referred Patients

Referred Patients

Health Facility
Level

Firs! Le\'e/
Health Center

Health Stations

Tertiar.y Level
Referral Hospital

Tertiary Level
Referral Hospital

Secondary Level
District Hospital

National

Health System
Level

Zonal/
Provincial

A health information system cannot exist by itself. It is a "functional entity within the framework
of the health services as a whole" (WHO, 1980). Therefore, the existing health information system
was assessed in terms of its potential to provide specific information support to make appropriate
decisions for planning and management at all levels in the health services system (= Health
Management Information System or HMIS). The health services system is composed of three
management levels: the patient/client management level, the health unit management level, and the
system management level. In Eritrea, the main health units are health stations and health centers at
the first level. and hospitals at the referral level. In some areas, this network of professional health
units has been extended through community health workers (see figure 1).

Subprovincial'·
District

I
I
I
I
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Health Information System Assessment Stduy - Findings and Recommendations

The decisions to be made derive from the functions and activities at each ofthe management levels.
At the patient/client level and the health unit level, these functions and activities are directly related
to the delivery of health care to the population. The health centers and the health stations provide
first level care. Since the health stations mostly do not provide the :full "minimum" package of first
level care activities (e.g. no family planning services, or no laboratory), some patients have to be
referred to health centers for these activities. The hospitals at the provincial level ensure secondary
care (first referral level). The national hospital in Asmara provides tertiary referral care. The system
level provides coordination, planning, and management support to the service delivery levels.
Presently, these functions are provided mainly from the national level but also from the provincial
level. In the context for the decentralization policy of the Government, it is expected that additional
planning and management responsibilities will be delegated to the provincial level (or to the
projected new zones). Also, up to a certain extent, health centers ensure supervision of health
stations.

The quality of the information support depends further on the information process and on the
management structure of the information system. The information process can be broken down in
the following steps: (1) data collection; (2) data transmission; (3) data processing; (4) information
generation; (5) information use. The management structure ensures optimum use of the resources
needed to operate the information system: persons (e.g. data collectors, statisticians); equipment and
supplies (e.g. telephones, computers. printed supplies); and financial resources.

The data to generate the necessary information can be collected from a variety of sources. From a
methodological point of view, data sources can be classified as routine systems and non-routine
systems. The two main routine health information systems are the health unit based system and the
vital events registration system. Non-routine method:-. ofhealth data collection include surveys, rapid
assessment methods. and other special studies. In Eritrea at present, the main source of health
information is the health unit based routine information system both in government managed health
units (80%) and in NGO managed units (20%).

The assessment study therefore mainly focused on this system. It examined first the functions of the
health sen'ices in Eritrea at each management levcl. the cxtent to which these functions have been
made explicit. and the actual operational status of the health services. It then assessed to what degree
the present routine information system provided the information support to permit rational decision
making at each of these levels. It did so by an~;\\ering the following questions:

Related to acceptance:

Is the existing HIS perceived as useful by its users at all levels in the health services system
(care providers, public health managers. health planners. donors)?

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
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Health Infonnation System Assessment Stduy - Findings and Recommendations

Related to effectiveness:

To what degree is the information generating process of the existing HIS effective in
providing information support to all levels in the health services system? Is there evidence
that the information generated is used for planning and/or management of the health
services?

Related to efficiency:

How well organized is the management of the resources (staffing, equipment, supplies,
finances) to generate the information?

Finally it tried to answer the question how relevant restructuring of the existing HIS is in the
overall policy and planning context. It questioned the main future users about the modalities of the
restructuring effort.

D. METHODS AND DATA COLLECTION

Based on the objectives of the study and on the conceptual framework, a list of indicators was
developed to assess the acceptance, effectiveness. and efficiency of the existing HIS, and to examine
the relevance of the planned HIS restructuring effort. Data for these indicators would be collected
through five methods: (I) study ofexisting documents and data sets; (2) interviews with the principal
public health managers; (3) assessment of provincial headquarters; (3) assessment of a sample of
health care facilities: and (5) assessment of the computer center in Asmara. Questionnaires for
Provincial Medical Officers (PMO) and for the in charge of health facilities were developed, as well
as checklists for health facilities and for the computer center.

Given the time and climatic constraints (rainy season). it was proposed to limit the sample of health
facilities to nine: one hospitaL four health centers. and four health stations. One of the health stations
would be NGO managed. The sample was drawn as representative as possible of the geographic,
ethnic, and demographic characteristics of the country. based on a list of health facilities divided in
four geographic areas: the western lowlands. the coastal lowlands, the central highlands, and
Asmara.

A more detailed description of indicators and data collection methods as well as the formats of the
questionnaires and checklists are described in the protocol document that was prepared for this study.
Data collection took place between July 17 and '27. 1995. Table 1 gives an overview of the health
facilities and provincial headquarters visited. One selected health station in Denkali was not visited
because the in charge was absent (Bada). Instead the health center ofGelalo in Denkali was visited.

/\'



Health Infonnation System Assessment Stduy - Findings and Recommendations

In the Ministry of Health in Asmara, the computer center was visited and most department heads
were interviewed.

I
I
I
I
I
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Health Information System Assessment Stduy • Findings and Recommendations

AREAlPROVINCES HEALTH CENTER HEALTH OTHER
STATION STRUCTURES

Western Lowlands Elabaret Keren town PMO Senhit in
(Barka.SaheL Gash Petit, (NGO) Keren
Senhit)

Coastal Lowlands Tio Gelalo (He)
(Denkalia. Semhar)

Highlands (Hamasien, Seraye. Areza Enda Gorgiso PMO Seraye
Akeleguzai) Hosp. in

Mendefera

Asmara Acria Edaga Akbi HIRO/MOH
Department
heads (MOH)

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Table 1 Health Structures Visited



Health Information System Assessment Stduy - Findings and Recommendations

D. FINDINGS

The findings of the HIS assessment study are related following the order of the assessment
framework proposed in the study protoco!. For further details, appendix 1 summarizes findings and
recommendations in table form.

1. Functions of the health services in Eritrea

It was found that the functions of the health services at the three management levels of the health
services system are not clearly defined.

At the national leveL various departments are redefining their functions: the Planning and Evaluation
Bureau: the Pharmacy department; the Central Laboratory; the Human Resources Development
Department. Some national programmes such as EPI and AIDS are defining their functions and
formulating short- and long-term plans. Other programmes such as Mother Health, Tuberculosis,
Nutrition have to start this exercise.

At the regional level, a serious vacuum exist. The functions of the provincial headquarters are
unclear. Although a decentralization policy has been established, it is not yet implemented on the
field. The pending administrative restructuring into six zones is contributing to the existing
confusion. Provincial Medical Officers use their own judgment in defining their actual functions.
Some of them try to formulate shon term plans but are constrained by their financial planning limits.
The supervisory and the referral system does not function. One of the issues is the ambivalent role
of the health centers: should these health units in addition to their first level care functions also act
as a referral center for the health stations and supervise them? At present, their functional status and
staffing pattern certainly does not permit them to do so.

At the health unit level, definition of functions is more obvious. The health stations and the health
centers both are supposed to provide a package of first level care. while the rural hospitals should
provide first level referral care. The actual content of these packages is not well defined, but we have
tried to compare the present activities the health stations and health centers with a standard first level
care package used in other African countries. Curative can: is offered to a certain extent in all
facilities visited. Utilization rates were ac:ccptahle. In fivc of the seven centers more than 20 new
cases per day were seen. Various prc\"cnti\ c and promotiw services were not provided for several
reasons in the health stations and health centers wc \ isited (sec table 2). Even if they were provided,
utilization rates were low compared to the estimated population at risk. We have no sufficient
information to assess the quality of scrviccs pro\ tded. hut in none of the visited centers a system for
follow-up of risk episodes and chronic patients existed.
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Most importantly, their is a very poorly developed interface between health centers and health
stations and the community. Most health workers we interviewed have no precise idea of the
catchment area they serve and of the population in each of the villages in the catchment area. Mostly
no real contacts are maintained with community leaders. No outreach activities or home visits are
organized except in the Asmara region.

Table 2: Standard package offered in first level care facilities

Service N of facilities

1. Curative Care focused on Priority Health Problems 7/7

2. Preventive Care

I Pregnant Ladies
.V>O'O Risk Detection 6/7

• IT Vaccination 5/7

I Safe Deliveries 4/7

I Family Planning Services 4/7

I Children under three

• Growth Monitoring 4/7

• Vaccinations 5/7

..,
Follow-up of chronic discases 4/7j.

4. Promotivc services

• Health education 7/7

• Water and sanitation activities 2/7

5. Community Development Activitics 2/7

Human resources and physical resources managcment at all levels of the health services are
deficient. Health care providers receive no SUpportl\C supervision or structured in-service training.
The drug distribution system except for hospitals IS not based on real needs. Most health centers and
health stations therefore face continuous stock-outs. Equipment is not well maintained, and if it
breaks down. it takes several months befort: it is repaired or replaced.

(
-1>
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It was already mentioned that health centers in addition to their role as first level care facilities, also
have some referral and supervisory functions for health stations. We actually found this arrangement
in only one health center out of the five visited. One PMO was ofthe opinion that both health centers
and health stations should operate only at the first level of care, and !;hat the district hospital should
ensure referral and supervisory functions for both types of facilities.

2. Acceptance of the existing HIS

We questioned the principal national and some provincial public health managers about the strengths
and weaknesses of the existing HIS. On the positive side, staff motivation and high reporting
regularity are cited. Also, most agree that the comprehensive monthly report created in 1992 greatly
improved the information offer at all levels.

Several weaknesses were cited:
* Absence of population denominators
* Plethoric and unfocused disease reporting system
* Low quality and incompleteness of data collected
* Ambivalence in the supervision and data transmission system (role ofhealth center)
* Inefficient manual data processing
* Feedback mostly non-existent
* Low use of information at all levels
* Insufficient staff for HIS coordination
* Lack of training in data collection procedures and use of the information
* Chaotic distribution of printed suppl ies

The general opinion therefore was that the HIS in its present form was not able to respond to most
information needs of the health services system. We will further substantiate these perceived
strengths and weaknesses in the following paragraphs. based on our field visits and on study of
existing documents and datasets.

3. Effectiveness of the existing HIS

How effective is the information generating process in providing the necessary information support
to each management levels in the health scrYlces system? We assessed the different steps of the
information generating process: (l) the information olli:r: (2) data collection; (3) data transmission;
(4) data processing; (5) information generatIOn: (6) information use.

(1) lnforma/ion offer and indica/ors
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(2) Data collection and data reporting

The lack of definition of functions within the health services system obviously results in an
information offer that is not adequate to plan and manage the health services.

Existing data collection instruments for palient/chent manaxement often contain too much data and
are poorly designed. They do not help the care provider to take appropriate case management
actions. and more particularly for follow-up of risk episodes and chronic diseases. For example, no
pre-designed treatment card exist for follo\\ -up of tuberculosis patients.

Insufficient information on continuity of care for patients/clients
No defined catchment areas and specific population denominators in health centers and
health stations
No information on community resources
No information on quality of care (no established standard treatment guidelines)
No information on appropriate use of hospital
No information on quality of laboratory support
No information on functioning of referral system
Insufficient information on physical resources
Insufficient baseline information on socio-economic indicators and mortality

*
*

*

*

*
*
*
*

*

Again, based on a provisional list of functions at national, at intermediate or district, and at health
unit level, we have tried to estimate how the existing information offer is responding to real
information needs. In some areas their is information overload that is unnecessarily burdening the
health care providers: e.g. the endless lists of diseases to be reported every month from all health
stations and health centers; or the sanitation and food hygiene information in the monthly report. On
the other hand serious information gaps have been identified. The following list summarizes those,
but for more detail we refer the reader to appendix 1, where information gaps are linked with actual
functions at each level:

As for health unit management DCI. the stan" of health stations and health centers have no maps or
lists of villages permitting them to locate the population in the catchment area. Most formats of
registers are not standardized. This is important because they are not pre-printed and should help the
staff to compile data for the monthly report. Also. registers only used for this purpose could be

We mainly focused our assessment on data collection and reporting from the routine information
system. We assessed data collection instruments (DCI) for patient/client and community
management. DCI for health unit management. and DCI for system management. A list of most
frequently used data collection instruments in the existing health information system is given in
appendix 2.
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replaced by tally sheets and simplify the burden of data collection. One such tally sheet on MCH
activities exists but it was not found in all facilities visited. No appropriate DCI are available to
measure appropriate hospital use -and to measure the quality of communication between first and
referral leveL

As for system management DCl, most data are provide through routine reporting. The
comprehensive monthly report implemented in 1992 starts from an excellent conceptual basis, i.e.
to direct all information on disease surveillance, on services provided (in-patient as well as out
patient), and on resources used through one single report. It therefore replaces a cumbersome system
ofseparate programme-specific reports. Its format is not very user-friendly for the care providers and
implies a tedious process of disease reporting by sex and age category. It does not permit the staff
to calculate coverage for various activities. It also calls for an excessive amount of sanitation, food
hygiene and laboratory data.

Presently an informal six-monthly and/or yearly report exists mostly summarizing data from the
monthly report. No standardized and timely epidemic diseases outbreak reporting exists. There is
no reporting on physical infrastructure and equipment. Drugs consumption is irregularly reported
through a separate monthly report. We also found in Seraye province that care providers need to
report in addition on a weekly basis on services provided. We were told that this happens at the
request 0 f the local government. Some care providers told us they do not comply because of the
additional data collection burden.

The community health workers (CHWs) and traditional birth attendants (TBAs) linked to health
centers and health stations are supposed to send a monthly community health services report to the
center. In fact. \ve found only one health center (Akria in Asmara) where this actually happened
through the use of a standard form. In another health center (Gelalo), CHWs were keeping notes on
their activities and brought the notebook to the center when it was full.

Very little data collection is actually done at the provincial level. For example, supervisors do not
use a checklist to a measure quality ofcare and to assist in problem-solving. We mostly did not find
evidence of data collection from other sources. such as rapid assessment methods, or data collection
from other sectors (education. agriculture). In Scnhit. the PMO used population data from the local
government as a basis to start developing district coverage plans.
The health facility staffdoes not feel overburdened hy the data collection system. The only exception
that was systematically mentioned was the disease reporting process that took excessive time. in
some facilities up to two full days a month

Several reasons explain why the quality of the data collected and reported is not always very good.
Often no standard definitions have been given to the staff: e.g. difference between new case and
repeat visit~ or case definitions for disease categories. Laboratory support is not always available at
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the health center due to deficient equipment or supplies. Procedures for compiling data from registers
and tally sheets into the monthly report are not always very clear. Mathematical errors and
imprecisions in the reports further deteriorate the quality of infonnation.

(3) Data transmission

Reporting time tables for the monthly report are well known by all health care providers and
managers. Reporting regularity and timeliness of reporting is excellent. According to HIRO feedback
reports. reporting regularity was more than 80% in all provinces except in Senhit and Denkali.
Health stations report more irregularly than health centers and hospitals. We found that NGO
facilities and mission clinics are well participating in the government reporting system.

Parallel reporting is virtually non-existent. Some separate reports exist such as seasonal malaria
reports or sometimes family planning reports, but all reports are transmitted to the Provincial
Medical Officer (PMO). Community health services reports are sent to health stations or health
centers and then sent to the PMO in a compiled fonnat.

The reporting flow between health stations and PMOs is ambivalent. Officially, health stations have
to send the monthly report to the nearest health center who compiles the reports ofall health stations
in a summary form that is sent to the PMO. But at least in Senhit and in Denkali we found that
reports form health stations are sent directly to the Provincial Medical Officer.

(-I) Data processing

Presently all data processing of reports is done manually by compiling the data into summary forms
at different levels. Health stations compile reports from CHWs and TBAs; health centers compile
reports from health stations; provinces compile reports from health centers and health stations; and
the national level compiles provincial summary reports. At the national level. at least one 486 IBM
computer is available for data processing. but the HI RO staff use it only for editing and formatting
the feedback tables. The actual computation is done manually or with a calculator.

This manual compilation at different levels is oh\'iously time consuming and error prone. In spite
of this. compilation is done within the time tables fon:seen by the Ministry. The national level is
actually having some problems at present because compilation is done by two persons instead offour
previously.
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(5) Feedback and use ofthe information

Virtually no analysis ofdata is done, neither at the system management level, nor at the health unit
level and at the patient/client level. Very little feedback is given from higher level to lower levels.
The HIRO issues a limited number offeedback reports to other departments within the central MOH
offices, but not to provincial levels. These feedback formats only list absolute numbers. Lack of
denominators make the information difficult to utilize.

Use of the information for decision making at various levels is very limited. At the patient/client
level. lack of standard treatment guidelines and of a system for patient/client follow-up limit the use
of data to ensure quality care. At the health unit level, no measurement of coverage and utilization
of services takes place. Limited sue is made of data for resource management. The monthly report
is not systematically used for problem identification and solving (with some exceptions such as in
the hospital of Mendefera). In fact, in the absence of the nurse in charge, we often found the monthly
report locked up in hislher desk. The staff told us that the information of the report was mostly not
shared within the team.

The situation is not much better at provincial and national levels. A combination of factors limits the
use of information for decision making: (1) unclear definition of functions and targets; (2)
incomplete information offer; (3) low quality of the data; (4) and lack of training of the managers.
The better use made ofEPI data is probably linked to the provision of training.

4. Efficiency of the existing HIS

Ho\,; arc the resources for the present health information system managed? We assessed the
following components: (I) HIS staffing and training: (2) data processing and computer equipment
and supplies: (3) printed supplics distribution: (4) HIS coordination; (5) HIS recurrent costs.

(1) HIS staffin[!. and training

At the national level, the health infomlauon and rcscarch officc is headed by a statistician and two
clerks who are part time students. Fonncrl~. four clerks \\ere posted. but two of them left and were
not replaced. Obviously. this staffing i~ msufliclent t(1 handle all activities required for HIS
coordination. Except for the statistical oflker. the sta11" ha.... been trained on the job. Limited training
in computerized data processing has lx'cn pro\ iJcJ III the staff. mostly on the use of a word
processing package.

At the provincial level, we found one officcr in chargc of I lIS data processing for both the data from
all the health units in the provincc anJ from the pro\'incial hospital Mostly this person is a
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paramedic with some inborn mathematical skills. He has received training in data processing from
the Chief Statistical Officer from HIRO.
Mostly. in health centers and health stations the in charge of the health facility coordinates the
drafting of the monthly report in which each staff member contributes according to his
responsibilities. As explained before, the provincial statistical officer coordinates the drafting of the
hospital reports. At the health unit level, care providers have not received formal training in data
collection. Procedures on how to fill in the data collection instruments are passed on from one staff
member to another on an informal basis.

(2) Daw processing and computer equipment and supplies

Presently the central Ministry has twelve computers, four 486 IBM and eight 386 IBM machines.
It has one laser and two dot-matrix printers. The HIRO has access to one 486 machine and one dot
matrix printer. As mentioned before they use it for formatting of tables. Spreadsheet and database
management software is available on the computer but actually not used. The other computers are
used by other departments also mostly for word processing. No maintenance contracts are provided.

HIRO does most duplication of documents and formats on a stencil machine. Access to a
photocopier is limited. There seems to be an adequate supply of computer supplies, but paper supply
is limited.

At the provincial and health unit level. calculators are mostly present to help the staff in data
compilation.
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(3) Printed supplies distribution

Printing and distribution of supplies is ensured through multiple sources; the government printing
press prints treatment record cards and mother health cards; UNICEF provides child health cards;
the EPI programme provides vaccination registers; HIRO distributes monthly report forms. Most
registers are not pre-printed and provided by the Provincial Medical Officer. No overall coordination
of printed supplies distribution exists. In most of the facilities we visited one or another data
collection instrument was out of stock. The most regular supply was for plain registers and monthly
report forms.

(4) HIS coordination

HIRO is insufficiently in control of the overall coordination of the health information system: data
collection: data processing; feedback system; printed and computer supplies management. Lack of
staffing and lack of definition of responsibilities are the mainly causing this situation.

Provincial HIS offices have been very recently established and are only involved in processing and
transmitting reports. No real supervision of data collection procedures in the peripheral health units
is done.

HIS coordination is further hampered by the lack of standard instructions on data collection
procedures. An instruction manual on drafting of the monthly report has been prepared by the HIRO
office. but needs revision and is mostly not available in the peripheral health stations and health
units.

(5) filS recurrent costs

We could not gather sufficient data to have a precise estimate of the present HIS recurrent costs, but
it can be assumed that they are very low. For salary costs. only a few staff persons have to be
included v·..ho are exclusively working on HIS activities. Most HIS data collection is done by care
providers as part of their tasks. their time. We found two HIS related line items in the 1994 recurrent
budget cited in the recently implemented MOIl Cost Estimate Study: printing and notices - Birr
12.025: and stationary and office material - Birr 182378. Obviously, this last line item also includes
general office supplies.

Other costs that need to be added are computer supplies. utilities (telephone, electricity), depreciation
of computer equipment, printed supplies prm iJcJ through other sources than the Ministry.
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5. Relevance and modalities of future HIS restructuring

Finally the assessment study also studied the relevance of restructuring of the existing HIS is in the
overall policy and planning context. Based on interviews with the main decision makers in the
Ministry ofHealth, we can state with confidence that improvement ofthe existing health information
system is definitely a top priority in establishing a remodelled health services system.

Mostly it was felt that restructuring should build upon the strengths of the existing health
information system. Everybody also agreed that a broad-based consensus-building process (even if
time-consuming) was a better strategy than an expert-in-the-office approach, in order to ensure that
the restructured HIS would really be institutionalized and used for decision making at all levels.

Various managers and care providers provided us with their inputs on how to improve the existing
HIS. Their suggestions are summarized in the document on findings and recommendations of the
HIS assessment study (appendix I). They are also build in the recommendations of the HIS
Assessment Team that follow this chapter.

E. RECOMMENDATIONS

Based on the conceptual framework proposed for the HIS assessment study, the main objective of
the restructuring will be to set up a health information system that generates information support to
the decision making process at all levels of the health services system, in other words, to transform
it into a health management information system (HMIS). In order to do so, all steps in the
(re)design process of the system need to closely match the structure ofthe health services system.

The health services system in Eritrea is in a phase of redefinition. After liberation, the new
government herited two totally different health services systems: the former Ethiopian health
services system built upon a classic bureaucratic framework: and the flexible EPLF system, able to
respond to quickly changing operational and logistic environments. The main challenge is to match
two health services systems built upon different premises into one system able to provide quality
health care to the Eritrean population. Early on it was decided that decision making in this system
needs to be decentralized to a level as close as possible to the communities. The ideal level as
proposed by the World Health Organization (WHO) is the "health district".

"A district health system based on primary health care is a more or less self-contained
segment of the national health system. It comprises first and foremost a well-defined
population, living within a clearly ddmeatcd administrative geographical area. It includes
all institutions and individuals providing health care in the district, whether governmental,
non-governmental, private. [or) traditional. A health district system therefore consists ofa
large variety of interrelated elements contributing to health in homes, schools, workplaces,
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and conununities. It includes self care, a network of first level care workers and facilities, up
to and including the hospital at the first referral level. Its component elements need to be well
coordinated by an officer assigned to this function." (WHO, 1986).

Another element that will need to be taken into account for the HIS restructuring is the pending
administrative reorganization in the country, abolishing the existing awraja and wereda structures,
and replacing those by zones, subzones, and villages. Therefore, prior to HIS restructuring, the new
health services structure at all levels need to be defined.

A HMIS is made up of several" subsystems", mostly based on the data sources needed to generate
the information. While the Ministry of Health obviously targets comprehensive restructuring,
priorities need to be set on which subsystems need to be developed first. As already explained in the
conceptual boundaries of the assessment study, presently most information in the health sector is
provided through the routine information system. It is therefore recommended to focus the
restructuring on the two main systems of routine data collection:

HMIS/HF: HMIS for routine data collection and reporting from the health facilities

HMIS/ADM: HMIS for administration of the health services resources (personnel,
equipment/infrastructure, drugs/supplies, and finances)

Developmcnt of a vital events registration system. or use of survey and operations research methods
as additional sources of information for decision making will be structured in a later stage. In the
mean time. surveys and studies will be organized on an ad-hoc basis.

Based on these initial thoughts. we have divided our recommendations in five groups:
(1) Definition of the management levels in the health services system and of their respective

functions
(2) Dcvelopment of district coycragc plans
(3) Design (through restructuring) of the routine health management information system for

health facilities (HMISIHF)
(4) Design of the routine administrative health management information system (HMIS/ADM)
(5) Information from alternative data sources

(l) Definition of the management le\"els in the health sen-ices system and of their respective
functions
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On of the first tasks preceding the actual restructuring of the health information system will be to
define the different management levels of the health services system and their respective functions.
Under the new administrative division of the country what will be the role of the central Ministry
ofHealth national level versus the zonal level in decision making? Is the zonal level going to be the
"health district" level? Maybe in Zone 1, which comprises a parfofDenkali province, but not in
Zone 5, which will have a population of more than 500,000. It is clear that another level will
function as "health district level", a "subzonal" level. What will be the respective functions of the
zonal and subzonallevels?

Once "health districts" have been defined. functions and activities of the elements within the health
district need to be defined. What are the functions of the "district health management team? What
activities should be provided by first level care facilities? Is the health center offering more services
than the health station? Which ones? What is the role of the referral hospital at the district level?
Maybe the health center can be a referral center for certain activities such as dental care or
laboratory. Maybe the distance to the hospital is too big, so that certain health centers need to be
equipped for emergency surgery. Should health centers supervise health stations, or should
supervision be organized from the district level. Most importantly, what will be the role of the
community in the management of health services? How can they be actively involved in decision
making? What are the functions and activities of community health workers?

These very important questions need to be answered clearly and based on a national consensus.
Based on these defined functions and activities at each level, the information needs and indicators
can be identified to support decision making.

(2) Dcvclopmcnt of district covcrage plans

Once "health districts" have been defined based on geographical and cultural realities, and taking
into account resource constraints. planning for the effective delivery of health services need to be
started. The "district coverage plan" (DCP) contributes to coordination of health activities in the
health district. The OCP attributes catchment an:as (CA) to all first level care facilities (FLCF) and
determines the location of the referrallc\·e1. First Ic\e1 care facilities include both health stations and
health centers. The referral level is maJnI~ the district hospitaL but. as was pointed out before the
health center can also take certain referral functions: dental care; laboratory services; or even
emergency surgical procedures in areas \\ here distance to the nearest hospital are too far.

The attribution ofcatchment areas to first Ieyel care facilities implies that the staff of these facilities
is accountable to the communities in the catchment area to provide them with a package of
promotive. preventive and curative services. ldeall~ catchmcnt areas of first level care facilities have
a population between 5.000 and 10.000. In areas with low density population this can be lower than
5,000. Possible criteria for CA delineation arc present utilization patterns. administrative boarders,
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(3) Design (through restructuring) of the routine health management information system
for health facilities (HMISIHF)

ethnic realities, natural barriers (rivers, mountains), and road networks. Ideally, CAs should be
defined with full involvement of the care providers. The FLCF staff should make contacts with the
village authorities and estimate populations in each village. As a result list ofvillages and population
denominators will be available to monitor coverage of services within the CA.

The establishment of a DCP is also an ideal opportunity for the FLCF staff to actively establish
contact with the community leaders in their catchment area. Discussions can be held with the
communities on the package of services offered, an inventory made of the main community
resources (such as CHWs and TBAs), and future communication on the organization of health
services established.
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DATA COLLECTIOt\ and REPORTI~G

INDICATORS AND INFORMATION NEEDS

For each indicator determine the feasibility and necessity of data collection through the
HMIS/HF (particularly for information required at the system management level) so as to
limit the burden of data collection hy the care providers

Establish a list of indicators and information needs based on the functions and activities at
each level of the health services system

For those indicators (e.g. mortality or socio-economic indicators) difficult to collect through
HMIS/HF define alternative data sources such as SUl"\'eys or special studies to collect this
information

Standardize definitions (particularly case definitions) and data collection procedures

Compare this list with the existing information offer: eliminate excess information and fill
required information gaps

II<

II<

II<

'"

STEP I:

'"

STEP 2:

Once the role of each level in the health services system has been clearly defined, restructuring of
the routine health management information system for health facilities (HMIS/HF) becomes a much
more obvious task. A step wise process can be followed whereby both the information generating
process (steps I to 4) as well as the management infrastructure (step 5) will be remodelled according
to the findings of the assessment study:
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STEP 4:

STEP 3:

Streamline reporting flow for monthly and yearly reports:

DATA TRANSMISSION and PROCESSING

FEEDBACK AND USE OF THE INFORMATION

Health stations (eventually via health centers). health centers and district hospitals
send their reports to the district health officer who screens data quality and the
content of the reports for immediate action
District Health Officer transmits to the zonal computer center for data entry
Zonal computer center transmits electronically (diskette) to national level

Set up a system for continuity of care (e.g. tickler file system: see appendix 3)

Standardize immediate reporting on epidemic diseases: creation of a simple format

Review the format of all data collection instruments (patient/client cards, tally sheets, and
registers) based on the information required and standardize formats

Standardize yearly report to include data for resource management: update on population in
catchment area: status of building and equipment; yearly drug consumption; financial data

Review the monthly report form: simplify disease reporting from health centers and health
stations: eliminate excess data on laboratory, sanitation and food hygiene; introduce targets
and denominators

Create supervisory checklist to assist district level supervisors in monitoring quality of care
and in problem identification and solving

Train stafT at all levels starting with the HMIS staff and the zonal and district managers and
most importantly all care providers on standardized data collection procedures

Design computerized data processing system for national and intermediate levels with
technical assistance from systems analyst: relational database linked with HMIS/ADM and
programmed in customized user-friendly software (e.g. FoxPro linked with graphics and GIS
software)

-->

-->
-->

*

*

*

*

*

*

*

*

*
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*

*

*

*

Define users and their infonnation needs: communities, health units, district health managers,
zonal health managers, national planners and programme managers, local government, other
sectors

Design "action-oriented" data collection and reporting instruments to stimulate use of the
infonnation by the health care providers and managers themselves: see examples in Pakistan
Instruction Manual (copy left in Planning and Evaluation Bureau).

Design user-friendly computerized feedback reports, combining tabular, graphic, and
mapping data presentation fonnats

e.g. - Yearly summary feedback report to each health unit showing their performance as
compared to the district average
- Quarterly and yearly district feedback reports comparing health stations and health
centers for various indicators such as coverage for preventive services, daily average
number of patients. etc.
- Zonal and national feedback reports comparing district performance based on
coverage, utilization. and quality of care indicators.
- Presenting time trends for morbidity data and for programme activities under
expansIOn

In-service training in data analysis and use of infonnation and introduction of concepts on
information and management in the pre-service curricula (in collaboration with health
sciences college)

--> In-service training at district level: based on actual data sets from the health units
--> Integrate data collection and use of information in all clinical and administrative
management in-service training courses
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HMIS/HF will be intimately linked with a series of dalabases for administrative management: the
administrative health management information system (HMIS/ADM). These databases will assist
the Ministry of Health at national. zonal. and district level to ensure management of the various
management support systems:

STEP 5:

I
I
I
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*

*

*

*

*

*

*

*

(4)

MANAGEMENT INFRASTRUCTURE

Assign overall coordination responsibility for HMIS management to the Health Information
and Research office (BIRO) and provide them with mean~ to ensure this responsibility:
access to transport, storage room, computer and office equipment, and supplies.

Strengthen staffing pattern of BIRO: give priority to appointment of a health
planner/epidemiologist (MDIMPH) as head of the office; maintain position of statistical
officer; appoint computer programmer and minimum two data entry clerks

Establish zonal HMIS offices to assist HIRO in HMIS coordination and provide them with
means to ensure this responsibility: access to transport, storage room, computer and office
equipment, and supplies

Strengthen staffing pattern of zonal HMIS offices: appoint HMIS coordinator (paramedic
with good mathematical skills) and two data entry clerks;

Ensure training of HMIS staff, national, zonal, and district managers and care providers in
data collection and use of the information

Procure appropriate hardware/software and provide maintenance contracts for all equipment
(see appendix 4)

Train HIRO and intermediate HIS office staff in computerized data processing, first through
a generic course and later through a specialized course on using the customized HMIS
so ft \I..'are

Establish printed supplies distribution system coordinated by HIRO:
--> Identify appropriate local printing company who will ensure printing of all HMIS

related DCI
--> Distribution of printed supplies from HIRO to zonal HMIS offices and further to

district health offices. who will be providing printed supplies to the health units on
demand basis

Design of the routine administratin health management information system
(HMIS/ADM)



Health Infonnation System Assessment Stduy - Findings and Recommendations

The development of these databases will take place in three steps:

Once the baseline data have been entered. a system for regular updating needs to be operationalized.
Data for updating will originate mainly form H\lIS 1 IF. e.g. through the yearly report.

For each of the databases. initial data collection need to be undertaken so that a baseline can be
established: for example a list of health facilities with status of building and equipment; or the
present staffing availability in each health facility.
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ROUTINE UPDATING OF DATABASE

COMPUTERIZED DESIGN OF DATABASE

STEP 3:

(1) Infrastructural management
(2) Financial management
(3) Personnel management
(4) Training management
(5) Drugs and supplies management
(6) Laboratory management

STEP 1:

After functions and activities at each level have been clearly defined and indicators identified, the
content of each of the databases can be defined. For example, the personnel management database
will be based on standard staffing patterns for each health unit; or the drugs management database
will start from a standard list of drugs to be available in each type of health unit. Based on this
information the computerized design of the databases can be undertaken with technical assistance
by a systems analyst. The database should be "transactional" so that regular updating is possible.
STEP 2: COLLECTION AND ENTRY OF BASELINE DATA

The core database will be the Health Facilities Database (HFD) identifying each health unit in the
country both private and public, administrative and clinical, functional or non-functional, with a
unique code number. All other databases including HMISIHF will be linked to this database (see
schematic diagramme in Figure 2).



Health Information System Assessment Stduy - Findings and Recommendations

(5) Information from alternative data sources

Examples of alternative data collection sources are:

Often information needed for health planning at national and zonal levels can not be collected
through the routine health unit based system (HMISIHF), because the data are not available (for
example literacy rates), or their collection would unnecessarily burden the health care providers (for
example mortality data). For those indicators alternative data sources need to be identified and data
collected.

l\\

Vital events registration (need further study how to involve communities)
Sample surveys
Quantitative and qualitative rapid assessment methods
Information from other sectors: education. agriculture, etc.
Informal sources

*
*
*

*

*
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Appendix 1: LIST OF DATA COLLECTION INSTRUMENTS USED IN EXISTING
HEALTH INFORMATION SYSTEM.
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Appendix 2: HIS ASSESSMENT STUDY: FINDINGS AND RECOMMENDATIONS

INDICATORS DATA SOURCES FINDINGS RECOMMENDATIONS

INote: provincial level means "zonal" level as
soon as the new administrative structure will be
operational]

I. illS ACCEPTANCE INDICATORS

Perceived strengths Study e\isting documents • Motivated stafT at all levels in the health
Interviews planners/managers services system

• Existence of routine comprehensive monthly
reporting focusing on services provided
• Excellent regularity (mostly more than 80 %)
and timeliness of reporting
• Good participation of non-government health
sector

Perceived weaknesses Study existing documents • Ahsence of population denominators
InterViews planners/managers • Plethoric and unfocused disease reporting

system
• Low quality and incompleteness of data
collected
* Ambivalence in the supervision and data
transmission system (role of health center)
• Inefficient manual data processing
• Feedback mostly non-existent
• Low use of information at all levels
• Insufficient staff for HIS coordination
• Lack of training in data collection procedures
and use of the information
* Chaotic distribution of printed supplies

p
~



2. IllS EFFECTIVENESS INDICATORS

Responu to information needs

Availahility of lisl of indicators Interviews planners/managers * Functions/activities, targets, and * Consensus-building within the MOH on
Questionn. health facilities corresponding indicators at each level in the definition of functions and activities at each level
Questionnaire PMO health services system have not !leen defined in the health services system and on

* Initial work done for Planning Bureau and corresponding indicators
National Puhlic IIealth Lahoratory - National level

- Provincial level
- HospitallHC/HS level

Evaluallnn and plJnnfl1~ Ilf heallh .....nlCr\ Sludy nl\lll1g dala\cts and • Incomplete haseline situational analysis * Analyze data of recent studies and complete
(national 1e\<:11 dl'(ulllelll\ • No mortality and unfocused morhidity data siluational analysis (e.g. DHS survey)

• Idelllifil'allo" III ht'alth nerd\ 11IIt'rvleW\ planners/manager\ • No information on linkage between first level * Focus disease reporting on priority health
• I'lalllllng III ht'allh lalllnlCs t)ut'\llonn heallh lacillties and referral level care facilities problems
implama\lo" Cht'ckllsts health facililies • Limited data on infrastructure, equipment and * Examine possibility of community reporting of
• Plannll1g of heahh \l'r \ Il't's '0 Ilc drugs deaths (child and maternal)
provided • Data from health facility assessment and cost * Establish referral system and information
* Allocation of resource\ estimates study available but not analyzed support

* Establishment of a health institution database
with information on infrastructure/physical
resources/personnel

Programme planning (nalionallevel) Sludy existing dalasets and * Good information offer for EPI (also recent * Identify targets and information needs for each
documents coverage survey), malaria, and Family Planning national programme based on its functions
Interviews planners/managers programmes

* Serious information gaps for Maternal Health,
Nutrition, Tuberculosis, Epidemic Diseases
Control and AIDS programmes.

.,-:~.~,
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- - - - - - - - - - - - - - - - - - -
Heallh services management (moslly Study e'listing datasets and * No defined catchmenl areas and population * Prepare "district coverage plans" with active
provincial level) documel1ls denominalors for firsl level care aClivilies involvemenl of peripheral health care providers

* Coverage and utilizalion of Inlerviews planners/managers * Unfocused disease reporting and communities
services Queslionn. heallh facililics * Amhivalel1l (role of heallh cenlers) and * Define catchment areas for all first level care
* Disease surveillance Checklisls heallh facililies unstruclured referral and supervisory system facilities with list of villages and population
* Quality of care delivered * Lack of data on qualily of care * Focus disease reporting on priority health
• Management of resources * Irregular information now on consumption of problems
• Supervision drugs and vaccines and on personnel * Ree'lamine respective role of health units based

management on geographical and cultural realities and revise
• Incomplele information on laboratory support referral, supervisory and reporting system

accordingly
• Define indicators to monitor quality of care
• Standardize lists of laboratory exams to be
performed in health centers, and hospitals and
eSlahlish system for quality control

lIeallh Untt mana~l"l1Ie", ()ue\tlonn heallh facllilies * No defined catchment areas and population * Define calchment areas for all first level care
denominators for first level care activities facililies with list of villages and population
• Insufficienl information on community * Define indicators on community resources and
resources and involvement involvement
• No information on appropriale use of hospilal * Define indicators on appropriate use of hospitals
care * Establish job descriptions at all levels of the
• No wrilten job descriptions health services system

Patient/client management Questionn. heallh facilities * No information on continuity of care for risk * Define indicator~ and follow-up measures to
episodes and chronic diseases ensure continuity of care
* No information on functioning of referral * Establish referral system and define indicators
system

.;;;;
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Data collection anti reportin/? J\'Jtrm

Design quality of I'lItientlC/irnt dala ("h~r"h"~ h~alth fal"lhll~s • On~n 100 murh data • ESlahlish "tickler file" system for continuity of
collection instrum~nts (OCI) Study 01 1)("1 • NOI arl ion-oflt:ntcd care (family folder system as a more long-term

• Do not permit follow-up (e.g. notuherculosis solution)
card~) * Design action-oriented DCI permitting follow-

up of at risk episodes and chronic patients

Design quality of Health Unit Management Checklists health facilities * No maps or lisls of villages in the catchment * Create maps and DCI to collect data on
data collection inslruments (DCI) Study of DCI area community resources

* Most formats of registers have not heen * Standardize format of registers and tally sheets
standardized * Registers to be used to monitor coverage and
* Several regislers could he replaced hy tally follow-up of at risk episodas and chronic patients
sheets ("halance" registers)
• DCI do not perrnil monitoring of referral * Tally sheets to monitor utilization
system
* Good MCI! tally sheet

Design quality (If Sntem Mtln,ll1rmtnr data nll:dh~t~ health facilities * Monthly report has good conceptual basis of * Redesign monthly report in function of real
colleclion inslrumel1t~ (Dell SluJy of DCI integraled service delivery information needs and for direct use by facility

- Certain sections containing too much staff
data (disease reporting, laboratory, * Standardize yearly report and revise format to
sanitation) include information on infrastructure/physical
- Not designed for use by facility staff resources/personnel
- Insufficient instructions for * Immediate report for epidemic diseases
compilation * Create "supervisory checklist" to monitor

* In certain provinces excessive weekly quality of care
reporting at request of local administration
* No standard format for six monthly and yearly
reports summarizing activities
* Information on infrastructure/physical
resources/personnel is collected directly by
HIRO staff (last time in January 1994)
* No DCI for monitoring of quality of care
* No DCI for epidemic disease control

~
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% of time spent on data colleclion hy care Queslionn. health facilities • Data cnllection time for palielll/clienl forms • Prepare standard instructions for aggregation of
providers and managers and registers acceplahle 10 the health workers monthly report

• Excessive lime fnr compilation of monlhly • Simplification of disease reporting
report. particularly for disease reporting (up 10

several days ... j

Adequacy of lahoratory equipment Questionn. health facilities • Several heahh cenlers have no adequate • Add to monthly and yearly report data to be
Checklist health facilities equipment. supplies. and/or staff for essential collected for monitoring of laboratory equipment

lahoratory tests and supplies

Quality of data recording on DCI and data Questionnaire PMO • Unreliahle data due 10 lack of standard • Standardize case definitions and data collection
aggregation C111,'dh,. health facilltie'\ definilions: new caselrepeat visit. case procedures

definitions • Provide training to heahli staff
• No difference made hetween zero reporting • Provide supervision on a regular basis
and ahsence of activity
• Frequent mathematical errors
• Incomplele reporting

Data tran,tmIHltI"

Exislence and rcle\arl<.e ,., Irr"""'!! IIIllr QuesllOnn health faCilities • Reporting time tables well known by all heahh * Ensure clear reporting time tables under the
tahles care providers and managers new system

Compatibility with exi'\ling hne Queslinnn. heahh facilities * Ambivalent information flow: in certain * Return to two-tier "district system": first level
management channels provinces HS report to health centers; in other and referral level

toPMO * Revise and rede'fine supervisory and reporting
* Six-monlhly and yearly reports bypass HIRO system accordingly
office * All reports should be directed via PMO to

HIRO

Exislence of parallel reporting to Interv iews planners/managers * No real parallel reporting except for HIV lab
programmes Questionn. health facilities resuhs

* Some separate reports exist but go first to
PMO: seasonal malaria reports; in certain areas
family planning; pharmacy consumption report



Regularity and limeliness of rt:pnning Study of e~i~ting dala~t'ls • E~ct'lIenl regularily and limeline~s of Reinforce reporting requirements for health
(}uestlonn hcahh faCllllic~ repun ing sIal ions (e.g. use of logbook)

• According 10 IIIRO feedhack, reporting
regularily was more lhan 80 % in 1994 except
in Scnhit and Dankali
• lIeallh stalions reporl more irregularly
• Excellent reponing raIl'S for NGO facilities

Data processing

Oala pmcessing capacity al provincial and (}ue~tionnaire PMO • Manual dala processing syslem with 100 many * SlOP compilation at heallh center level
nalional level Cht'dll~t IIIROIAsmara compilalion levels: error-prone * Compulerize dala processing at provincial and

nalional levels, using customized data processing
software

111111:lIn("5 and I/IIJIII)' 01 dala cnlr~ l.)ue'1I0nnJIfC PMO • Excellenl excepl recenl problems at national * Ensure adequate staffing for data processing at
Chcdl"IIIIRO/A~I11Jra level hecause of slaffing prohlems provincial and national levels

Data ana/y.m and !(',.,II"I' A

Adequacy of anal)~I~ and It'l'd"Jtl 1," Study e\I'llI1g dalasels and * Vinually no analysis neither al system * Promote immediate use of information at health
decision making d,\(.·UIl1CIIIS managemenl level nor at heallh unit and unit and provincial levels through action-oriented

1r1lenlews planners/managers patient/client management levels data collection and report forms
(}ue~lIonn heahh facilities * Virtually no feedback to lower levels * Computerize feedback system at provincial and

* Some feedback at central level from HIRO to national levels
other MOH departments

Approprialeness of feedhack formats Study of exisling datasets * HIRO feedback formats only list absolute * Introduce appropriate denominators in feedback
Interviews planners/managers numbers: lack of denominators make the formats
Queslionn. health facilities information difficult to utilize * Use of graphic features such as graphs and

maps (GIS) in computerized feedback formats

"".~
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lIu of the informa/ion (;('rreral flndinR: Iimiled training of Illallager~

and care providers on link hetwecn information
and managemcnt

Use for patient/client management Ques\lonn. heallh fae illt ies * Use for direct service uelivery IilllilcrJ by lack • ESlablish slandard diagnostic/treatment
Questlllnnaire PMO of diagnoSlic/lrealmenr guidelines guidelines

• Major problem to ensure conlinuity of care • Create action-oriented DCI
heeause of insutTicient inforlllation support * Establish follow-up measures for risk episodes

and chronic patients and introduce tickler-file
system

ll~e fllr heallh unit management (lirst le\1.'1. QUl.'S\lOlU1. health facilirlcs * No measurement of coverage nor uri1izalion of * Define catchment areas for all first level care
refrrrJllevel) QucslIllnnaire PMO services facilities with list of villages and population

• No use for personnel management (e.g. • Create action-oriented registers and monthly
calculation of workload) report formats
• Limited use of information for resource * Promote team work and problem solving
management approach
• No systematic use of the monthly report for
problem identification and solving (with some
exceptions such as the hospital of Mendefera)
• Monthly reports often locked in the desk of
the IIC

Use at provincial level Questionnaire PMO • Limited use of information in monthly report * Define function~ at provincial level
for health services management and supervision * Complete information support particularly for
• Use of information in general limited by lack quality assurance and supervision
of information support, by unclear definition of • Eventually use other data sources such as
responsibilities, and by lack of training surveys or selected rapid assessment methods

(RAM)
• Create action-oriented report and feedback
formats



Use al nalional level Intervicw planncrs/managcrs • Use of information in general limited hy lack * Define functions and targets at national level
of informal ion supporl and lack of training (e.g. for each programme)
• Beller utilizalion of EPI data is probably * Complete information support through other
linked to provision of training data sources such as surveys (e.g. upcoming DHS

survey) or selected rapid assessment methods
(RAM)
• Create action-oriented report and feedback
formats

1115 EfTlClI'NrY INDICATORS

1115 staffinR

Number and qualtlkahnns 01 illS sl311 al Qucstllmn heahh facilities • Insufficient staff al national level in HIRO unil * Reinforce HIRO staff:
various levels ()ucSl!onnalre PMO • One statistical person is combining data - Headed by epidemiologist/health

ChedltsllJlROIAsmara processing responsibililies of province as well as planner
of lhe hospital - Sufficient number of statisticians and
* Responsibilities for data collection in HCIHS data entry clerks
mostly well defined - Computer programmer

* Appoint full-time provincial HIS coordinator
and clerk
* Appoint at least half-time, statistical person in
hospitals

.,

Training of staff (care providers and Questionn. health facilities * Non-existent at all levels * Need to plan for training in data collection
managers) in data colleclion procedures Questionnaire PMO procedures under new system

Checklist HIROIAsmara * Best is to use cascade-type training starting with
HIRO/Provincial staff

~

~
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Training of staff (care providers and Quest ionn. hea Ith laci lit ies • Non-existcnt at all levels with the exception of • Ensure training in use of information through
managers) in use of the information Questionnaire PMO some programme-oriented training such as EPI imegrated administrative and clinical management

Checklist lIIROIAsmara courses for managers and care providers

Data processinf: and computer tquipment

Availahility of calculators Qucstionn. hcalth facilities • Mostly availahle

Adequacy of hardware/software Checklist lIIROIAsmara • No use of datahase and spreadsheet software • Design customized data base management
• Only wordprocessing software used for data software based on the final design of the
presentat inn restructured HIS
• IIIRO uses one 486/33 IBM computer • Install adequate hardware (computers and
• Most duplication is done with stencil machine printers) to run the software at national and
• Difficult access 10 photocopying provincial levels

• Train required staff to use the software
* Plan for photocopier at national and provincial
levels

Availahility of I:11l1Il'ulcr surr"c" and Chedd.sllllRO/Asmara • Adequate supply of diskelles/rihbons * Ensure adequate computer supplies and paper
maintenance • Limited paper supply for dala processing and feedback

• No maintenance contracts for hardware (?) * Provide maintenance contracts for hardware

Printed supplies distribution

Procedures for ordering and distrihulion Questionn. health facilities * Printing from multiple sources: UNICEF, * Printed supplies purchase and distribution needs
Questionnaire PMO Government printing press, EPI programme, to be exclusively c?ordinated by the HIRO Office
Checklist HIROIAsmara HIRO for monthly reports. * Ensure adequate storage 'space at national and

* Registers mostly plain and bought by the provincial levels
PMO from hospital budget.
* No system for ordering and distribution.

% of health facilities with stock-outs for Questionn_ health facilities * Multiple stock-outs mostly for patient/client * Establish procedures for ordering and
printed supplies Checklist health facilities records distribution

* Good supply of monthly reports



HIS coordination

Adequacy of coordinalion Que~tionn. heallll facllilie~ • IIIRO insufficiently in COlllwlof overall • HIRO should become Ihe clearing house for all
Que~tiollllaire PMO coordination: data collectioll, feetlhack system, information support and responsible for all
Checklisl IlIRO/Asmara printed supplies aspects of information system management

Existence and presence of slandard Queslionn. health facilities • Instruction manual for monthly report exists * Standardize all required definitions and
instruclions on dala collection and reporting Questionnaire PMO hUI is not availahle in most facilities instructions for generation of quality information
procedures Checklisl IIIRO/Asmara * Insufficient standard definitions and * Provide instruction manuals for data collection

procedures and data processing and make them available to
* No diagnostic/treatment guidelines all users

HIS recurrent costs

Amount and nrigm of recurrent hudget Stud)· of e~i~ting data ~ct~ • Low amount of HIS recurrent expenditures • Ensure availability of capital and recurrent costs
allocated for HIS operating cn~l~ Intl'rvlew Hcad Admilllslralion and (salaries. printed supplies and computer for the new system BEFORE operationalization

I'll1all(c/M(>I1 supplies)
()Ut","onnane PMO

INDICATORS FOR RELEVANCE OF
HIS RESTRUCTURING

~'if...

~'~"'
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Assessment of importance of II restru(lUring II1ll'rvil'ws plannl'rs/m3Ilagl'rs • Consensus on lhe priority nl'ed for a well SUMMARY OF IMPROVEMENTS

QUl'SlI,'nnaUl' I'MO fUn(lioniol! illS SUGGESTED BY HEALTH
• IIigh rl'ceplivily for change to improve the PLANNERS/MANAGERS AND CARE
systl'm from all managers at national and PROVIDERS
provincial levels and from lhe donor community

* New system should take into account new
administrative organization of the country
* Establishment of district coverage plans
with catchment areas and population denominators
for first level care facilities
* Establishment of Health Institutions Database
with data on infrastructure ,and physical resources
* Limit data collection to strict necessary
* Simpl ify disease reporting system
* Estahlish standard case definitions, data
collection procedures. and diagnostic/treatment

Plannl'd alltlCalltll1 of sullinl'ol rl''''utn's II1ll'n Il'WS planners/managers Financial planning for illS restructuring: guidelines

for new "'S Capital COSlS: donor-funded * Create supervisory checklist

Recurrent costs: initially donor-funded * Computerization at provincial level

(3-5 years) -- ultimately through cost * Establish effective feedback system from center

recovery system to periphery
* Promote use of information at all levels

(need for recurrent cost study) * Reinforce overall HIS coordination at national
and provincial level:

- Training in computer and analytical
skills
- Full-time HIS Coordinator at
provincial level
- Statistician in each hospital



Appendix 3: TICKLER FILE SYSTEM FOR CONTINUITY OF CARE

For efficient patient/client follow-up, the "tickler file system" is particularly well-suited. This
appropriate technology consists of two rectangular wooden file boxes that can contain the size of the
record forms. One box, the "days box" is divided in 31 slots. The other box, the "months box", is
divided in twelve slots. The system can be used for chronic episodes of illness such as hypertension
or tuberculosis patients, and for preventive risk episodes such as pregnancies and children under five.

At the end of each visit, the appointment date is explained to the patient/client and is recorded on
the card that stays in the health facility. The record card is filed in the "day slot" or "month slot" (if
the appointment is in a different month) of the given appointment. At the end ofeach day, remaining
record forms in the slot of the day are missed appointments for which some follow-up measures can
be instituted. At the end of the month, all records in the nex1 "month slot" are transferred in the "day
slots".

The consultant had the opportunity to observe such system successfully functioning for a first time
in the Kasongo Project in Zaire, and helped to introduce it later in several other projects and
countries.
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2. Zonal HMIS offices:

Appendix 4: HARDWARE/SOFTWARE FOR HMIS MANAGEMENT
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1. HIRO office:

Hardware:

Software:

Hardware:

Software:

1 IBM compatible 486 or Pentium (66 MHz or more) desktop computer-
memory 1 GB .
1 IBM compatible 486 or Pentium (66 Mhi or more laptop computer 
memory 400 MB
2 Color monitors and desktop keyboards
1 Laser Printer
1 Dot Matrix Printer
1 Photocopier
I UPS

Windows and DOS environment
Wordprocessing package
Spreadsheet package
Database management package (e.g. FoxPro/Foxbase)
EPIlnfo and EPIMap
GIS package
Statistical package
Communications package
Customized HMIS software

1 IBM compatible 486 or Pentium (66 MHz or more) laptop computers 
memory 400 MB
1 Color monitor and desktop keyboard
1 Dot Matrix Printer
] Photocopier
] UPS

Windows and DOS environment
Wordprocessing package
Spreadsheet package
EPIInfo and EPI Map
Customized HMIS software
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PROPOSED WORK PLAN FOR HMIS DESIGN AND IMPLEMENTATION

The following proposed work plan outlines the major activities, defines responsibilities, and
gives a time line for the design and implementation of a restructured health unit based routine
health information system. To underline the concept that an adequate information system
provides information for decision making, the restructured system is called "Health Management
Information System" (HMIS).

This five year work plan is based on the document produced by the Planning and Evaluation
Bureau (PEB) of the Ministry of Health. "A Health Management Information System for Eritrea"
(July 1994). and on the results and recommendations of the assessment study undertaken by the
Ministry of Health with the assistance of the BASICS consultant (July 1995). It should be further
detailed and refined by the Planning and Evaluation Bureau and by the BASICS long term
technical assistance team who will be in charge of the design and implementation process.

It should be stressed that. waiting for the new system to be implemented nationwide, the existing
system should continue to function. Some improvements based on the recommendations of the
assessment study could be applied immediately. In-service training on use of the information
could also be initiated. so as to prepare the health managers and care providers for more informed
decision making and better health delivery to the population.

1. Objectives of the HMIS

As already clearly stated in the document "HMIS for Eritrea", the new HMIS should become a
major tool for planning and managemcnt of the health services at all levels: the patient/client and
community Icvcl: the health unit level: the "health district" level. and the national level. It will be
closely linked to the proposed decentralized health services system. Under this model, important
decision making power will be delcgated to the "health district" level. The health district
providcs promotive. preventive. curativc and rehabilitati\'e services to a population of 150,000 to
~50.000 through a network of first lcvel can,' facilities (FLCF) and a first referral level hospital.

2. Strate~' for HMIS Development

The ultimate success of the new H~lIS will depend largcl~ on thc strategy used during the
development process for two main reasons

(I) HMIS development needs to takc into account thl: rl:alities of the communities and of the
work situation of the health care providers III a gcographically and culturally diverse Eritrea. This
is unlikely to happen if the system is dc\ eloped o~ some experts at the central level. It will need
broad invol vement of the future uscrs of thc system



4. Responsibilities and funding for H!\lIS Dcnlopmcnr

3. Scope of the new "MIS

It is therefore proposed to develop first two main subsystems:

The following two strategies are therefore proposed for HMIS development:
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HMIS for routine data collection and reporting from the health facilities

HMIS for administration of the health services (personnel,
equipment/infrastructure. finances)

HMIS/ADM:

HMIS!HF:

Development of a vital events registration system. or use of survey and operations research
methods as additional sources of information for decision making will be structured in a later
stage. In the mean time. surveys and studies will be organized on an ad-hoc basis.

Overall responsibility for development of thc nc\\ IIMIS will be ensured by the "MIS
development team (HMIS/DT). This team will he directed by the head of the Health
Information and Research Office (HIRO). Proposed members will a statistical officer, a training
coordinator. and the technical advisors from the BASICS project.

(2) To pilot test the newly designed information system for at least a year in a "health district"
outside the capital. but at a reasonable operational distance.

A comprehensive HMIS is made up of several "subsystems", mostly based on the data sources
needed to generate the information. While the Ministry of Health obviously targets
comprehensive restructuring, priorities need to be set on which subsystems need to be developed
first.

(1) To use a broad based consensus-building approach in defining the macrostructure of the
health information system, involving as many as possible representatives of the future users of
the system: peripheral care providers; regional supervisors; national programme managers; MOH
department heads; representatives ofNGOs and of the main donors; and representatives of the
main community organizations.

(2) The general management structure of the health services is being remodelled, and the main
management support systems such as financial management, drug management, laboratory
support need to be restructured accordingly. HMIS development, being intimately linked to the
general health services development, need therefore to be tested out yery carefully within this
new decentralized "health district·system".



5. Main phases and activities of the HMIS development process

Some of the activities outlined under each phase ha\'e been slightly modified or rescheduled. A
time line for acti\'ities is following this document.

For the HMIS development process. it is proposed to follow approximately the same process in
four phases as outlined in the document "HMIS for Eritrea":

HMIS PLANNING AND DESIGN (2 YEARS)
PILOT IMPLEMENTATION OF HMIS (l YEAR)
NATION WIDE IMPLEMENTATION OF HMIS (l YEAR)
CONSOLIDATION AND EVALUATION OF HMIS

HMIS PLANNING AND DESIGN (2 YEARS)

Establishment of management capability for HMIS development
• Reinforcement of staffing and infrastructure of HIRO (priority: appoint

health planner/epidemiologist as head)
Assistance by expatriate technical assistance: health information system
advisor and computer specialisvsystems analyst
Immediate use of local computer consultant for further generic training of
the HIRO staff

•

•

PHASE I:
PHASE II:
PHASE III:
PHASE IV:

PHASE I:

Most of the HMIS development effort will be funded by USAID under the BASICS Project. This
the case for all capital investments, including design workshops, equipment, hardware/software
for HIRO and zonal HIS offices, technical assistance and overseas training of nationals, and for
the recurrent costs in the initial years of HMIS functioning. Ultimately, the Government will
ensure funding for recurrent costs through its own funds or through cost recovery mechanisms.

All main policy and planning decisions related to HMIS design and implementation will be taken
based on consensus-building by the HMIS workgroup (HMIS/WG). The HMIS workgroup will
be composed of peripheral care providers, regional supervisors, national programme managers;
MOH department heads, representatives ofNGOs and of the main donors, and representatives of
the main community organizations up to a maximum of30 persons. Chairman of the workgroup
will be the head of the Planning and Evaluation Bureau (PEB). The HMIS development team
will be secretary to the HMIS workgroup in charge of preparing work documents and
implementing decisions taken.

The future IIMIS will be coordinated by the HIRO under the Planning and Evaluation Bureau. It
will be assisted in coordination by six zonal HIS offices assuming early implementation of the
new administrative division of the country.

1.1.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



Identification of information needs

Design of HMISIHF

Development of district coverage plans

Design of HMIS/ADM

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

National workshop on definition of HMISIHF macrostructure
Design and field-testing of data collection instruments
National workshop to finalize HMISIHF design
Design and field-testing of computerized data processing system
Design of computerized feedback formats

Definition of functions/activities at all levels of the health services
National workshop on HMIS indicators and data sources

Organization of conceptual workshops for district managers and lIC of
FLCF at the district level
Data collection for delineation of catchment areas by FLCF staff
Organization of workshops to finalize district coverage plans
Design of geographic information system based on DCPs

Purchase of hardware/software according to requirements of the newly
designed HMIS
Generic training of computer staff

Establishment of a Health Facilities Database (HFD) and initial data
collection
Design of computerized system for financial management
Design of computerized system for personnel management and training
Design of computerized system for drugs and supplies management

Overseas training of health planner/epidemiologist and computer specialist
Creation of the HMIS Development Team (HMIS/DT)
Creation ofthe HMIS Workgroup (HMIS/WG)
Reinforcement of staffing and infrastructure ofzonal HIS offices
Appoint statistical coordinator in each hospital

*

*

*

*

*

*

*
*

*

*

*

Establishment of computer centers in HIRO and zonal HIS offices

Undertake recurrent cost study

*

*

*

*

*

•

*
*
*

*
*

1.3.

1.4.

1.5.

1.7.

1.6.

1.2.



IlIA. HMIS data entry training of COmpU1L'r stan- of zonal HIS offices

I1I.6. Start ofHMIS implementation district wise

PHASE Ill: NATION WIDE IMPLEMENTATION OF HMIS (l YEAR)

111.2. Training of HF staff in data collection procedures

PILOT IMPLEMENTATION OF HMIS (1 YEAR)

Training of master trainers and managers
Training of care providers district-wise•

•

IIA. HMIS data entry training ofHIRO and pilot center computer staff

Based on the experience from the pilot district, HMIS will be revised accordingly and
implemented nationwide. Implementation will be phased in district by district.

I1I.5. Drafting/production of instruction manuals for HF and computer staff

II.5. Start of pilot HMIS implementation

II.I. Identification of location of pilot district and zonal computer center

PHASE II:

The newly designed HMIS will be pilot tested in a "health district" at a reasonable distance from
Asmara. Selected data collected in the health facilities will be reported to a pilot zonal computer
center, that will transmit the data to the HIRO computer center.

11.6. Extensive HMIS monitoring

11.7. Analysis ofHMIS pilot experience

111.1. Finalization of HMISfHF and HMIS/ADM data collection and reporting procedures

111.3. Printing and distribution of a one year stock of data collection instruments for the whole
country

11.2. Training of HF staff in data collection procedures

11.3. Limited printing of data collection instruments for pilot district

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



IV.2. Monitoring and evaluation

IV.I. Training in the use of information

III.8. Extensive HMIS supervision and monitoring

IV.3. Develop plan to meet the recurrent expenditures of the new HMIS

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

CONSOLIDATION AND EVALVATION OF HMIS

* Ongoing HMIS supervision and monitoring
* External evaluation one year after implementation

* Initial zonal or district level workshops based on available feedback formats and
datasets
* Integrate training in the use ofHMIS information in all in-service and pre
service curricula on clinical and administrative management

IV.4. Operations research on the use of information for decision making

PHASE IV:

III.7. Provide computerized feedback formats from computer centers to national and peripheral
managers
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6. IIMIS DEVELOPMENT TIME LINE (starting 9/95)

Acti\i1y nespomihilit~ Year 1 Year 2 Year 3 Year 4 Year 5

1234 1234 1234 1234 1234

PHASE I: II1\1IS PLANNING ANI> OESI<;N

1.1 Estahlishmenl of management capahilily

Reinforcement of IURO staffing and infrastructure I \cad PEB x

Il'chnical assistance Ilead I'EB
1:'palri,lle Ilcalth Infonnation "~'tl'J1l Ad\ is"r (I I I ,\ I BASI< 'S xxxxxxx xxxxxxx xxxxxxx x x x x
r 'palnale l'oll1plller C\pnt S~ ,1,'llIs "nal~ sl (S I I" I x x x x x x x x x x x
I '":011 CIII11I'III,'r consllltant ad hllc III Ihe Isl ~ car x x x x

(hn'l'as Ir:unll1l! IIIRe I slall Ilead PEB
l·ol11l'lIler 'I'nl;lli,t BASICS xxxxxxx
I 1'1,1c11111,III!!I,t 11c.lhh !'I.mner xxxxxxx

Creation ,,' 11\11" J)l'\ c1ol'm,'nl I cam (11\11" J) I) l/cad PEB x

Creatilln IIII1\11S \\1'r~!!roul'(lI'II" \\lil IIMIS/DT x

Reinforcement or ,onal IllS 1Illin" ,Iallinl! and IJ1fraslrudure IIMIS/DT xxx x

Appoint statistical coordinator III hospitals HMIS/DT xxxx

1.2. De\elopment of district coverage plans (DC!')

Org:u1I7ation of clllll'eptlmi \\ nrkshops
National IIMISIDT x
I)istrict-\\ise District mngt x

Data collection for CA delimitation District mngt xx

Workshops to finali7e DCI' IIMIS/DT xx
District mngt

Design of (iiS x



Activity Responsibility Year I Year 2 Year 3 Year 4 YearS

1.3 Id~nlification of infonnatiun ne~ds

Iklinition of functiun",'actl' ilies I'EIl x x x
Departm. heads

National workshop on IIMIS indicators IIMISI()T x
IIMIS/W(i

1.4. Design of IIMIS/DF

Nalional workshop on IIMIS/IIF macrostructure IIMISI()T x
IIMIS/WG

De,ij!n and ficld-teslinl1 uf 1)('1 IIMIS/D r x x

Nallllnal wllrkshnp.n linah/" \1'11\ III" d,'si!!n IIMIS/ln x
IIMIS/WG

I>t-s'j!n Iidd·l,'slll1j! ,., "'lIlpuh.'rl/,',1 dill .• pu...·es'lIlj! s~ ,I~m IIMISl()r x

Ik"l!" "r cllmpulcrllc,llccd",I' k rcpllrts IIMISIDT x x

I 5 IkS'j!n 01 11 ...,,\ .\11\1

[)~sl!!n and ~stil"h,hnll'nl III Ilcallh I 'h:1111'~' I)alahase IIMIS/DT xx

Design of financial mana!!CI11Cnl dataha,~ IIMIS/DT x

()~sign of personnel manag~m~nllraHling dalahase HMISIDT x

Design of drugslsuppli~smanagement dalahase "MIS/DT x

1.6 ESlahlishm~nt compuler centers IIIRO/lonaIIlIS offices

Purchase hardware/son" an: HMIS/DT xx

Generic training of computer staff HMIS/DT x x
Compo trainer

I. 7. Recurrent cost study HMISIDT x
STTA

- - - - - - - - - - - - - - - - - - -
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--<r .......

Arth·ity Responsibility Year I Year 2 Year 3 Year 4 Year 5

PIIASE II: PILOT III\IIS II\IPI.E:\IE:'IiIXnO:'ll

11.1 Identilicalion 01 pilol dl~tri(1 /110,,1 ,(Imputer (enh:r IIMIS')) I x

II 2 I raining of III' slalT io data (olle(\lon inqnlment~ 11f\f1S!1l I x

II J. I.imiled Prinling of dala (ollection m~lrumenh IIMIS/Il I x

11..1. IIMIS data entry Iraining of IIIRO/pilo( compuler eenler IIMIS/Ill x

11.5. Pilol IIMIS implemenlalion IIMIS/IH xxxxxxx

11.6 Extensive IIMIS moniloring IIMISIDT xxxxxxx

II 7 Anal}sis of IIMIS pilol e'perll:nce IIMIS/ln x

PIIASE III: Nil110'\\ lin: II\IIS 1\IPI.f.I\IENTATlON

III I (mah/allon 0111\11<.; III and 11\11<'; A))M dala colleclion procedures IIMISlDl x

III 2 I r,nnll1!! 01 III ,1,.11 10 d,lla (olk,!Ion procedures

TrainlO!! 01 master 1rall1er~ and mana/lers IIMIS/OT x

Training of care pro\ Ilkr, dl,tnel-\\ ise IIMIS/IlT x x
Master trainers

111.3. Printing and dislrihutionof prUlted supplies IlMIS/DT x

1114 IIMIS data entry training for computer slaff IIMIS/DT x
Compo trainer

11I.5. DraOing and production of inslruction manuals IIMIS/DT x

11I6 IIMIS implcmcntation districl-wise IIMIS/DT xxxxxxx xxxxxxx
District mngt

11I.7. Provision of compulerized feedback IIMIS/DT xxx xxxxxxx

IIIR E\tensive supervision and monitoring IIMIS/DT xxxxxxx xxxxxxx
District mngt



Activity Responsibility Year I Year 2 Year 3 Year 4 YearS

PIIASF. IV: 111\115 CONSOl.lnATION ANn [\'ALlIA TlON

IV.I. I raining in th..: usc ot information

Workshops hased on alailahle f..:edhaek fonnals and dalasets IIMIS/ln x x

Integrate training in us..: of infllflnation in pre-service and in-service IIMISIDT xxxxxxx
training

IV.2. Monitoring and evaluation

Ongoing IIMIS supervision and monitoring xxxxxxx

E'\ternal elaluation x

IV J Delelop plantolllcctllMIS recurrent c'\penditurcs x

IVoj ()pcrallons rl"scardl 31:11l IlIcs xxxxxxx

~
~

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


