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WpUCTION

Health informstion is collected from wario

mtry. For example, data are available from swrveys

census, hospital and dispensary/clinic reportinmg and special studies.
Health information is wsed to determine priority intervention progeams,
for health services planming resource allocation (supplics and

manpower), to evaluaste prevention progsam ef fectivensss and to monitor

disease occurrence,
In order to maximize the wsefulmess of date which are collected, a
summary of who will wse the information and for what purposes should be

outTined (optimally in the program plamning stage) as a program

objective. This process should also point cut weaknesses
collection system i.e.what important information is missing.

This report focuses om the collection of disease occurrence data at
the dispensary level for the purpose of monitoring overall trends in
disease occurrence and for health services planning. These data will
provide only a very crude basis, however, for evaluzting the
effectiveness of a specific intervention program (such as CCCD)Y. More
appropriate methods for evaluvating program effectiveness will be
discussed under the section "Compatibility between the National HIS and

the CCCD Objectiwves™.



Togo is made wp of five regions which are S

prefectures, Lach region has & hospital and most pre

hospital and numerous dispensaries. The dispensaries are manned by at

1w

least one trained "infivmier d'etat” whose activities are supervised by

the prefecture "medecin-chef”
The present system of collecting dispensary-level data began in
1964. ELach month the dispenssry nurses tabwiste the numbar of cases of

diseases which they treated, by age and sex, and forward this

information on to the MC (Sec
for his prefecture and forwards it on to the Ministry of Health (MOH) at
the national level. The data ave sumrarized by the Statistics Office
within the Division of Epideniology by prefecture and for the country as
a whole.
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Information on 37 diseases is the Director Gzneral (0G) on

(m

a monthly basis which, in turn, is distributed to 12 international

organizations. Data on over 900 categories of +4isease {hased upon the

WHO Intermational Classification of Discase) he

published in an annual report which is distributed to

divisions within the ¥OH, to other ministries { s.g. the Ministry of
Planning) and to interested mational and international researchers (See
Table 1).

Over the last 20 years the national HIS has hzd to adapl i

international classificationm of disease and in data processing

technology. Although thesa modifications were de

system of data collection, the process of change ftse
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Eseential Characteristics of a Useful HIS

In order to justify the effort and resources expended te collect
health data, the information must be wseful and actually wsed.

tam include
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Characteristics which define a wseful sys &
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completeness, b) accuracy, ¢) timeliness and d) reliability. The

|fa

specific parameters of these characteristics, however, will vary
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according to the needs for which the HIS has been designe

which affect these characteristics are found at all levels of the data

[

collection system, The following analysis will describe the quality of
the present national HIS, in terms of these characteristics, based upon

a review of data available for 1984 and 1935.

COMPLETENESS

In Togo, one g@ai of the natiomal HIS is to have 100% health

information coverage. At present there are various health units which

are not included in the system. M

ong these are some of the private

religious-based dispensaries and hospitals, the private wrban physicia

clinics, some urban medical centers and the hospital nets Table 2

Vists the approximate number of health wnits which are missing from the
HIS,

The names of health umits in just the city of Lome are listed inm
Table 2b. Scme of these centers <¢=nd reports to the Statistics Offics

but there is mo comsistency im which onesTePoTign a regular basis. That

is, from one year~ to another different Lome health centers report

disease occurvence which rakes anpual sumzaries U



al disease totals include soms L data but not all, and ne

from the same sources. The names and nu ibers ropart

year are not

cannot be made to adjust for the missing &

health date more wseful, & policy needs
data are either considered separately (and also are not fraluded in the
denominator) or are consistently included in the
national totals.

Information on hospitalizations is coliected on a special form for
every individual admitted as an inpatient (See Form 2). This
information is forwarded to the Statistics Gffice throughouwt the year
and is designed to be included in the annuwal report. This data has
never been processed, however, because no compuler program exists for
the data.

The Regional Hospitals trept the

otherwise not recorded in the system. In an effort to document what
proportion of cases are missed by mot including hospitai data in the

KIS, the 1984 annual hospital reports were reviewed for all 5 Regiomal
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Hospitals. The number of cases of a few important

frood diseases,

treated on both an inpatient amnd outpatient basis, wa

data for 1984 are presented im Tables 3 and 4. Tha tot:

in 1984 (the demomirator) includes some, but mot all,

in Lome. ~ .

the disease for which the Targest proportion of impatient cases was

missed was for measles (8.6% of the total m

recordad in
the HIS for that year). Some measles cases may have been transferred

within a hospital, however (eg. from pediatrics to the contagious ward)

and therefore 8.6% may be an overestimate. The numbers for cases of

diarrhea are even more approximate due to dwfferences a




oportion of inpatient cases may have bDeen Lransterred 7ran
other dispensaries or the prefecture polycl)inic and Fould therefore
allroady be recorded inm the system. It is difficult to caloulate .
exactly how many cases e referved/transferred patients in order to
adjust the 8.6%, however, because no vecord is kept of transferred

afistor 1§ &
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patients. The dispensary rurses rote in their da

h.3

wspital staff

by

patient is evacuated or referred to & he but the

does nmot indicate in their Togs if am ; patient has been

g P
previously treated elsewhere. If it cam be assumed that, overall, at
least 5% of all cases seen in the dispensary are referred to and reach,a

hospital, the proportion missing from the WIS is  at least 5% less

than the 8.6% estimate.{ In fact,

referred to a higher level of medical care wange from i
be assumed that the temdency for nurses to refer patients has wemainsd
constant over the years, the relative monthly and/or annual disease
trends are comparable and the data are useful for disease surveillance,
Table 4 lists the outpatient data from the 5 Regional Hospitals.

A comparison of these two tables swggests that most patients treated at
the hospitals are admitted as inpatients and represent the most severe
cases. The proportion of cases missed by mot including outpatient
measles cases is 2.1%. The limitations described above for inpatient
estimates apply egually for outpastient data. I[f the two sowrces of

hospital data are combined, about 10% of measles cases treated are

missed by excluding Regional Hospital data.
Table 5 lists the nuwwber of cases of the same disezses treated in

1979 im 9 out of the 11 main med

ical cemters in Lo

was obtained from an annual publication. The proportionm of measles cases

treated in 1979 in “*hese nine health centers was 3.5%.

of all measles cases treated (out and in patient) in
in 1982 was 5%. This suggests that at least 10% of all measles cases

were from just the city of Lome.



Table 5b notes the percent completansss of reporting in 1984 and
1985 for just the city of Lome. The number of expected reporls was
calculated assuming that there were 19 health centers functioning all
year round {excluding the CHUY. The coverage was less than 50% for

either year. Considering the magnitude of the affect that the Lome data

has on the mational tebulations, the Statistics Office sheuld

standardize its policy for including Lore data to improve the usefulness
cf the data.

As of October, 1985, there were 316 health dispensaries which were
included in the national HIS. In 1984 there were 308 dispensaries which

reported disease occurrence. Tables 6 and 7 Vist the proportion of
reports which ware received by the Statistics Office for these two
YEeArs.,

The number of reports expected was calculated based upon the number
of prefecture dispensaries assumed to be functioning all year round. In
fact, in some areas dispensaries were nonoperational for a few months
out of the year when the nurse was on vacation and/or because the
dispensary is affiliated with a school., In addition, a few dispensaries
were newly opened in 1985 and may not have been functioning for the
first few months. An asterisk in the tables indicates those prefectures

i

in which a problem with estimating expected numbers @Y exist. One
asterisk indicates that the missing data come mostly from one (or more)
dispensaries; two asterisks indicate that all of the missing data are
from one {or more) months.

A tour of the rural dispensaries was scheduled to determing why
some disease reports were not received. The MC keeps a copy of all
reports at his office and therefore it was possible to verify the number
and dates of reports sent. In many instances the number of reports
received by the Statistics Office was less than the number turned in by
the nurses and forwarded by the MC. The completeness of reports filled
in therefore is actually very high (over 90%) and recommendations to

imornve reayrting should b2 directed at the aatignal lavel,
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the Division of Epidemiology in cooperation with the CCLD Program. The
syrvay revealed that approximately 75% of mothers prefer to treal theiw
children at the health center for measles and/or diarrhes. This

suggests that dispensary level data veflect approximately 3/4 of the

actual number of diszass cases occurving, & correction Factor of 25%

-

could be applied to the dissase totals to provide & better estimate of
the actus) number of cases for health planning purposes. If it can be
assumed that the proportion of wonon who would chose to trest

¥

children at a ¢linic has remainad stable over the years, however, the

correction factor ¥s unmecessary

<
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study ralative monthly or annyal

trends in disease occurrence.
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PIMEL IRESS
BEST AVAILABLE
Table B is a Uist of the various steps imvolved in processing the
health data and the time requirved to complete cach step. The time.
required estimate is hased vpon informetion provided by the health

personnet themselves, A special work-flow amalysis is naaded to

provide a more exact time lime. Figure |
indicates, under optimsl conditions, how much time it should take for

At present disease

data to get from the dispensaries to
occurrence is scheduled to be reported on a manthly and annval basis.
Factors which affect timeliness in disease reporting, therefore, must be
divided into those factors which affect monthly reporting (i.e. disease
surveillance) and those which affect the publication of an annual
report.

The Division of Epidemiology., within the ¥OH, is responsible for
reviewing and responding to chamges in disease trends., In adaitiom, 2

system of weekly telegram reporting of 5 important diseases exists which

complements the collection of monthly disease occurrence reports { for

meningitis, cholera, yellow fever, sma If an outbreak
is confirmed from either source of information, a team from the office
of "Grandes Endemies” within the Division of fpidemiology is

assigned to handle the situatiom.

Table 8a summarizes how timely the currant processing of health

"

data is for both the monthly and yearly publications. The manthly
reports arrive in the Statistics Office for processing within 2 months
of recording.The 37 diseass monthly bulletin passes via the office of
the Director of Epidemiology with approximately 2-4 months time delay.
Occasionally disease trend graphics are constructed by hand and Tncluded

in epidemiologic reports to facilitate interpretation of the dsta.
Provisional summaries are made, when needed, on certaim diseases of
interest. The Director of Epidemiology suggests that a comprehensive

quarterly review of the trend in a select number of indicator disesses
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hostatistics report which surmarizes 211 of the health dats for

igalth services planning

additional work load has entailed 3 ot of duplycate effort and hag

taken time way from routine data processing tasks. This, in turn, has

%

resuited in time delays in the processing of dincoming data for the

monthly bulletin, Ideally a suw

mary health services data publication
should be available for widespread distribution within 6 months of the
start of the new year,

The various bottlenecks in the

ystem which retard the processing
of data are outVined in Table 9. These are divided into problems at the

peripheral and centra) Jevels, Recommendations to alleviate the

=¥
f5i

bottlenscks ars listed in Table 10,

facilitate efforts at solving the prablen



ACCURACY

Mealth fnformstion s only a¢ wseful as it accurately veflects the
country's health status, The Jevel of accurecy of reporting of the
peripheral level reflects the proficiency of the dispensary nurses who
diagnose and record the data, and the interest of the MC who verifies
the murses monlhly reports.

In most dispensaries only 15 or 20 different categories of disease
are treated on a routine basis. Prior to 1920, a reporting form with 56
tropical diseases was wsed to record monthly disease eccurvence . by age
and sex. This system was judged to be inefficient based upon the fact
that most of the form was left blank and the nurses added extra pages

under the open heading "other™. A lot of paper was required to supply

ey
oF

the forms and frequently the swupply of forms ram short. In addition
was thorght that a preprinted format encouraged the nuwrses to fitl im
the forms at random.

Im 1980 a new system was instituted whereby the muwrses i1l in the

disease categories themselves om am open fowrm (Ses Form 1)}. This system

cuts dovn on wasted paper and emcourages nurses to take more

responsibility in orgamizimg the disease occurrence data.
system, however, has resulted in coding problems because 1) the coders
often haye difficulty im reading the nurses haﬁd%rﬁiﬁmg (or carbom

cupies) and 2) some nurses Tist symptoms rather tham specific disease

i

categories and so it becomes the coders responsibility to classify the

_F
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symptoms into one of the TI0 plus WHD disease cat This entails

a lot of time searchimg throwgh two Jarge WHO volumes of disease
classification. In additiom, the WHD classification codimg schems

includs two spaces after the decimal point. The computer program to



process the dats, however, is not compatible with this system of coding

and an intermediary coding scheme had to be devised. This interr

system is very tedious and confusing and results in imaccuracies in
interpreting disease classification.

Recently a new Vist of 97 disecases was distributed to each
dispensary nurse to use as a reference guide for filling in the monthly
disease report. This was an endeavor, om the part of the Statistics
Office, to alleviate the coding hottleneck. The Statistics Office,
therefore, is awsre of the coding problems and is actively seeking
alternatives to improve the present system of data collection (See Form
3).

The nurses in the dﬁﬁpémgawﬁes all hold the title of "infirmier
d’etat” which means that they have successfully completed at least 2
years of standard nursing training. Some dispensaries ave equipped with
Taboratories (e.g. the polyclinics), others have microscopes but many
have no ancillary facilities at all. ODiagnoses, therefore, are often
made only on symptoms and whether or not the prescribed course of
treatment "cured” the patient ( i.e. if the patient did not return to
the dispensary).

This method of diagnosing is obviously wore accurate for certain
diseases than others. For example, measles is %@ﬂatﬁwﬁﬂy easy to
diagnose based wpon symptoms whereas diagn@gﬁng'the type of diarrhea
necessitates a laboratory procedure. Some dispensary nurses diagnose
amebiasis based wpon the patient's recollection of blood in the stool
whereas other nurses require a microscopic confirmation. Some
dispensary nurses diagnose malaria wusing blood smears whereas others
presumptively diagnose all fevers as malaria. There is, therefore, no

standardization of diagnoses among dispensary nurses.



The MC 1s responsible for verifying the nurses' diagnoses during
his towr of the prefecture and during his monthly weeting with the

dispensary nurses. The MC should be familiar with the laboratory

facilities of each dispensary and ha should establish the liwm
each nurse's diagnostic capsbilities. At present this responsibility s
acknowledyed but, in practice, it is mot routinely carried ouwt. &3 a
result, tabulations of some disease categories are insccurale on any
Tevel higher than the dispensary or prefecture.

This problem could be circumvented in some instances by egyregating
"like" diseases into the most general classification (e.g. dysentery,
amebiasis, gastro-enteritis and intestinal parasites into the
classification of diarrhea) for purposes of routine disease
surveillance. The desired level of accuracy of the HIS wmust be
established based wpon the goals for which the WIS was set up (taking
into consideration the limitations of the health facilities). If & more
precise Tevel of accuracy is desired to monitor intervention program
effectiveness or to direct disease preventiom activities, resources will
be needed to retraim nurses @nd to supply the dispensaries with more
sophisticated laboratory equipment. Alternatively, using another system
of data collection {e.g. sample surveys) might prove a wore efficient
manner of obtaiming accurate data for these purp@ses (See Section on
Compatibility}., At the very least some standardization of dizgnosing at

the dispenzary level is needed to inmcrease the wsefulness of thz disease

occurrence data currently collected (Possibly of a format similar to

that wsed in " The Guide to Yaccimations ").



RELIABILITY

o

Reliability refers to the ability to obtain sinilar reswlts during
repeated collection of the same dsta. In the context of a HIS this cam
be divided into the reliability of diagnosing and the reliability of
collecting/ recording datae.

The former concept overlaps with data accuracy as discussed above.
Within any 5né dispensary, if a nurse considers fever to be presumptive
of malaria, the nurse should be consistent in this diagnosis for all of
his patients. Most nurses are consistent with their own system of
diagnosing but problems arise in dispensaries in which there is more
them one nurse who treats patients (if they have different systewms of
classifying symptoms). This is not a problem for diseases with obvious
symptoms but is a potential problem for important disease groups such as
malaria/fever, diarrhea/dysentery/parasites/amebiasis and
bronchitis/tuberculosis/respirvatory infections.

The MC should monitor this potential problem during his tour of the
dispensaries by reviewing the murses' daily patient register. The
nurses record which treatment, if amy, was given to each patiemt; the
disease diagnosis should be consistent for all patients given any one
medication {except in those cases where the same medication is
prescribed for more thanm one disease). For example, if Flagyl is
prescribed for amebiasis and/or giardiasis, and the diagnosis is
microscopically confirmed, this diagnosis should be recorded as one of
these two diseases rather tham as ome of the more general categories of
parasites or dysentery. If, on the other hand, this treatment is given

for suspected amebiasis (i.e. blood in the stool with no lab

i

confirmation), the diagnosis should be consistently marked dysentery by

all nurses working in the same dispensary. A natiomal ouidaboak for




standardizing these procedures at the dispensary level would increase
the reliability, and accuracy, of diagnosing which would, in twrs,
render the health data much more wseful for all purposes.

The number of cases of any disease, e.g. measles, which were
treated in any one dispensary showld be recorded the same on all
official forms.That is, the mumber ¢ cases of weasles recorded on the
Statistics Office monthly report form should equal the number recorded
on the two EPI forms (See Forms 4 and %) and on the Sentinel form (See
Form 6) (if the dispensary is a vaccination center and sentinel post).
Onily the number of cases of measles are tabulated from the sentinel
reports at the Division of Epidemiclogy although data on measles,
whooping cough, neonatal and adult tetanus, diptheria, polio and
tuberculosis are collected. 3 sentinel posts were selected from each of
the 5 prefectures im the Maritime Region.

The sentinel post data for Janwary of 1985 (chosen at random) were
compared to the same data collected from the monthly disease reports.
Table 1la notes that the two sources of data on measles occurrence
correlate in only one out of five prefectures (Lacs), assuming that the
distribution of measles cases is uniform throughout the prefecture. The
direction of the difference in reporting between the two seources of data
is not consistent therefore it would be difficult to suggest which
source is more accurate. The forms are filled out by the same dispensary
nurse, based upon information from the daily patient register and
therefore the most likely source of error is from filling out the data
forms.

Similarly, the number of cases of meningitis, cholera, yellow
fever, smalipox and typhus recorde by the weekly telegram should equal
the number recorded on the monthly report. Table 11 Tists the weekly
reportable data for the month of January, 1985

compared to the data submitted on the monthly WHO bulletin. Only 10 out




of 21 prefectures reported anything during that month and only
meningitis information was reported out of the % possible disease
categories. Move cases were reported on a weekly basis except in the
prefecture of Tong in which twice as many cases were recorded on the
monthly reports as were recorded on the weekly telsgrams. Cases of
yellow fever were vecorded from two prefectures on the monthly -eport
which were not reported by telegram. This discrepancy can be explained
by the fact that many of the weekly reports include information only on
cases which occur near to the hospital and which come to the attention
of the MC. This reflects the difficulty in commnicating between the
dispensary and the MC on a rapid, weekly basis.

The monthly report should be the most comprefhensive source of
information on these 5 diseases but, in fact, in most instances the
number of cases from the weekly report is greater. This suggests that
1) the cases which are being reported by telegram are patients which

come directly to the hospital and which therefore are not recorded in

the system and/or 2) that these patients are veferals from other

dispensaries which are not equipped to make these diagnoses and who have

been diagnosed and recorded as having some other disease (i.e.

o]

misdiagnosed). In order to come up with a more accurate estimate of th

i

number of cases of these 5 diseases, the telegram should indicate from
which dispensary the case was recorded . In this way the hospital cases
can  be separzted from dispensary cases in the annual publication and
epidemics can he . localized more precisely. This is

presently done by some MC's but is mot a nationmal standard procedure.



TRAINING OF PERSONNEL

Health datas is recorded and interpreted by vuny health

professionals between the time that it is recordsd and published. The
kind and level of training that each of these professionals receives
dictates the degree of sophistication at which they will be able to
interpret and/or manage the health data.

Table 12 Vists the traiming received by the various health
professionals who currently hanmdle the data. Public health coursework
{including statistics and epidemiology) is currently part of the medical
and nursing curriculum; some of the dispensary nurses and MC's, however,
received their diplomas when this training was not included in the
curriculum, A continuing education course therefore should be scheduled
for these particular individuals in am effort to increase their interest
in, and concern for, an accurate and timely HIS.

Four out of the 16 staff members presently working at the
Statistics Office have had formal statistics training but only one of

these has had any programming experience. There are at least 8
Statistics Office staff members who are available to receive additional
training in programming or statistics and at least 4 others in the
Division of Epidemiology (See Table 12b). There is personnel trained in
prograrming who work for the Central Computer Office (CNT) but they are

not under the direct supervisiom of the Statistics Office and therefore

cannot bs relied upon to complete routine data processing p
Limitations to tﬁﬁeﬂy and accurate data processing as a consequence of
the level of training of the current staff are listed in Table 9.
Recommandations for additiomal training to overcome these limitatioms

are in Table 10.



COMPATIRILITY BETWEEW THE NATIONAL WIS AND THE CCCD OJECTIVES

The CCCD Program focuses on those diseases which have the greatest
affect on mortality and which can be controlled with coordinated efforts
f.e. the vaccine-proventable diseases, malaria and diarrhea.
Specifically the vaccine-preventable diseases include whooping ccugh,
diptheria, tuberculosis, polio, tetanus and measles. The targst
population for CCCD activities is children under the age of § and
pregnant women i.e. the groups at highest risk for mortality and
morbidity.

Out of these 8 diseases only measles, diarrhea and malaria have
proven to be appropriate for monitoring via a national disease reporting
system in Togo. The incidence of diptheria is not large enough to offset
inaccuracies inm the data collection 3y&té@, Tuberculosis is poorly
diagnosed and questions remain regzrding the efficacy of the BCG
vaccine. Whooping cough is often misdiagnosed at the dispensary level,

tetanus may be grossly underreported because cases die within the first

few weeks of life, and polio is mot routinely reported until later in
life when the symptoms mamifest (K. Murphy, personal communication).

Mortality data is even more difficult to obtain via the national HIS

because many patients die at home and therefore are never recorded by
the system.

To supplement the information gathered via the national HIS, 2
series of morbidity and mortality surveys and special studies have been
carried out by CCCD (and other health personnel in the MOH) and
additional studies are planned. Table 13 lists some of the
additional sources of data which are, or will be, available for use in
evaluating CCCD program success. Other sources of health data may be
required in the future for national health policies which remaim, at

present, only ideal goals.



In terms of specific CCCD targets, health data s curvently
collected which could be uwsed to measure of the following cbjectives:

1. Imcrease malaria treatment of fever from 25-75% - Special studies
have been launched to measure this objective (e.g. the study by M.
Deming) but data are collected routinely by the MOH, Division of Malaria
Control which could be used for this purpose (see Form 9). These data
are not incorporated into the HIS but a carbon/xerox copy could Le
forwarded to the Statistics Office, if an official policy were
established. The accuracy/completensss of these date is unknown but it
is assumed to be high considering that the data are collected to
documant drug use,

2. Increase use of ORT in health facilities to 50% - Inforwation on this
objective has been collected via a KAP study but data are routinely
collected by the Division of WCH, VOW which address this target (see
Form 8), The assumptions duacussed above regarding the treatmwent of
malaria similarly cover these data. For both objectives the denominator
{i.e. the total number of cases) must be estimated in order to calculate
the proportion tﬂﬁﬁtﬁd This has been provided previously using a fixed
formula {e.g.  num urber of episodes of dnazrh@a/vhiﬁd/ye@r L the
nurber of children uﬂder %) but the denominator could aiso be estimated
from the HIS national disease totals.

3. To reduce mortality of under 5°s by 25% - This has previously been
measured via a series of mortality swrveys. Hospital mortality data
will be available from futwre studies but no national mechanism exists
for measuring total mortality. ODispensary level data on diarrhea
mortality are recorded onm Form & but this includes only cases treated by
the nurse. In some dispensaries the nurse and/or midwife schedules home
visits to check up on patients and thereby collects good village
mortality data. This, however, is mot a standard natiomal procedure.

In addition, the data are recorded only in the nurses daily register and
are not reported to the national Tevel except om Forms 8,10 or 11.

A1l births and deaths are supposed to be registered with the nearest
office of “etat-civil” but this system is not routinely enforced. An
incentive exists to register births because a child cannot enter school
without a formal certificate of birth. Deaths are uwsually formaily
confirmed by a MC and registered only for legal reasons i.e. to confirm
that the death resulted from natwral causes.

4. To increase vaccination coverage of under 1's from 10 - 50%
Currently yearly vaccination coverage SuUrveys are conducted t@ Fegsuyre
progress towards this objective. fermation is rout unwﬁj cellected,
however, by the Division of Epidemioloay {See Forms £.5 and 7) which
could he used to document this target. The vaccnmatu@n supny is
monitored relatively stringently and therefore it canm be assumed that
these data are fairly accurate.

5. To reduce measles morbidity by 50% - This objective can be measured
directly from data from the natl@naﬁ HIS. The quality of these data was
discussed under the Sectiom "Essential Characteristics of a Useful HIS"
and recommendations to improve problems in the system are outlined im
Table 10.

6. To reduce the incidence of low birth weight (LBW). This information
is available only for hospital births and/or from an individual mother's
health card if she took her baby to be weighed immediately after a howe
birth. Information @n hospital-born premature infants is currently
routinely collected | {Form 10) but informatiom on LBY is ot roco
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#*

only rQWEr h@&pﬁiaﬂ«h@1ﬂ infants, Inforn o e frﬁﬂﬁ Eﬁ tm~
proporti- j fﬂlﬁﬁ %awm b@bur! who ave Lm# awuﬂ”
however, f@v o
program efforts.

Wi

cral studies

The decision whether or not to laumch S5 Il
routinely collected data to measure program objectives de
various factors. The quality of the data is one of the
factors, A second ﬁﬁpﬁfiﬂﬁi factor is the ei L e
data. At preceﬂi, althought the data are
not centralized and aff@ria would need to b& f@* ,
facilitate information-sharing at the natiomal level.

A third factor which should be considered i3 the po
continuity of the HIS. [f the data are m&ednﬂ umﬁy to

success of short-term projects, special stud
Fffnrnﬂmt and effective manner of doc awigmg Progr

he other hand, these dats would be wseful for mond
prmmfams {e.g. national health pla s§ &xd/ﬁﬁ for on aﬁ ng epid
syrvel llance, efforts to ﬁ@fﬂwdﬁz the data collection would
Justified.

mm Fa

USEFULNESS OF THE HIS DATA

The wusefulness of data can be defined as how well the collected
data quantify that which should be measuwred. Conversely, are H%E&
collected which quantify things which are not necessary to measur
The data which are collected on the monthly HIS form (Form 1) ﬁﬂilvﬁé
disease-speciyic information, broken dowm by age and :exgaﬂi the total
number of new {incident) and old {prevalent) cases of all diseases
together. The age breakdown of disease occurrence is Eﬂmart4mt to know
for focusing intervention efforts. A sex breakdown is ‘ native
for disease occurrence ﬁﬂ adults than ¢ nﬁﬂﬁﬁﬂﬂ tﬂrwuan durferanres in
disease incidence by yest al etielogy.
Denominators from cen&us TFanidﬂg mﬁc'Fd b@ f~ d broken down by age
and sex to permit age/sex specific rates t alculated, Information
on the number of prevalent versws incicdent cases is only useful if the
information is disease-specific.

The WHD 900+ categories of disease classification should be used
only for hospital data. An abridged version of the list should pe pr
for dispensaries/polyclinics with leboratory facilities. Classifica
of dispensary data should be restrictsd to a Vist of ¢ & neral *ﬁse;se
categories to which more specific hospital data could be added for
national totals.

i

\44

e.g. 1. diarrhea (general for national tot
i. unknown etiology (no further
ii. protozoal
iii. bacterial

iv. viral
v, malaria
vi. malnutrition

B. dysentery (blood and/or rucus in stool)
protozoal

bacterial

. Wkngwn etiology
stro-enteritis (diarrhes
. viral

ii. bacterial

1. toxim

=]




@fcupat‘@r,ﬂ calegories were

The dat® of Uﬂry and exit are coded but this fnformation is
aloo provided by the variable muw%nr @E days hospitalization™,
Information on diagnosis of exit shouwld be coded in order to make the
hospitalization data more wseful for health services plamning and
disease surveillance. If the nurber of hospitalized cases/prefecture
were added to the data set containing the total mumber of disease cases,
an index of the trend in disease severity (¥.e. the hospitalization
rate) could be calculated snd monitored.

Hospitalization rates are wseful for monitoring the progress of
intervention programs {such as the use of ORS) which focus on treating
disease; whereas programs which focus on disease prevention { e.q.
yaccioation campaigns) measwe success by a reduction in disease
inciderce, treatment intervention programs measure success by a
reduction im the complications/severity of disease. (In fact, these
efforts could initially produce am increase in the prevalence of disease
if the disesse withouwt treatment is characterized by a high, rapid
mortality rate),

The decision concernimg which diseases to include in the recently
distributed monthly WIS reference guide (Form 3) was agreed upon by a
group of medical professionals and MOH staff. The logic wsed to order
this list, however, is not apparent and the iist is still inappropriate
for dispensary level wse. An abridged form should be provided for
dispensary nurses which is pre-formatted and pw&‘uﬁdaﬁ to reduce coding
errors and delays in the processing of data.

Information on the treatmemt of children with malaria and/or
diarrhea (Forms & and 9) could be streamlined and included on the HIS
form (Form 1) to reduce the duplication of health informationm currently
recorded by the nurses. During a recent tour of the dispensaries, many
nurses commented om the volume of reports they were required to fill out
each month. Regardless of the amount of time that it takes (or showld
take) to fill in each report, if the murses feel that they are
overburdened by this task, then the quality of the data recorded will
be affected,

One stfategy to encourage imcreased nurse imterest im, and concerm
for, filling in the reports would be to refime the system of data
reporting. If the nurses realize that efforts . are teing made in their
interest to reduce the burden of data reporting, it is Tikely that their
attitude towards data collection would improve. Im order to combine
reports, a coordinated effort imvolving staff from various divisions
within the MOH - is necessary. A natiomal dfsplay of committwent to
improve the HIS is mandatory, as am initial step, to emcourage
cooperation from other levels withinm the data collection system.

Currently the data are presented im table form and occasionally
graphs are drawn, by hand, to facilitate data interpretation. I[f
efforts were made to overcome some of the Sh@ntcwmtngx of the HIS (as
outlined im this report) the quality of the data would be good encugh to

justify computerizing the system at the level of the Office of
ﬁiatnstncs/fpﬂdamn@ﬂ@gyn A computer package which could provide basic
dascriptive statistics such as the following would be appropriate:




1. Time trend grephics

2. Comparisons of the inciderce of 2+ diseases on one bar graph
3. Incident rates by birth cohort

4, hge-specific rates
5.
Si
7.

Proportion of all cases hospitalized
Proportionate morbidity raties
Standardized morbidity ratios

Obviously, in order to justify the resources needed Lo produce
these epidemiologic statistics, a commitment from the Division of
Epidemiology must be given to review the data on 2 timely basis and to
interpret the statistics. In addition, a timely veport should be
forwarded to each MC (possibly in the form of a newsletter) with advice
and comments from the Division of Epidemiology, as appropriate.

©

MATIONAL HIS AND RECOMMERIATION

Talie 9 Vizte furoldam w0
. e

- timey syetem, = Fuy 1 gy
pltare of & o0 b b chy oamrs &2f e
ji

noted dn parent This Tzt
A
b

At b

]

TR EY
d al  smpenw
to ensure high gquality oo iy ;
var ded for, and encoursged to, improwve repor g
o et i mwel b B T oo e b a o

L, I -
mrporated tinto Frarmal maticonsd Health policy to

8

* S A . . ;:~  L ',“-“it‘fg T —
cotseration at all Tewels. & Tist of th 1Etives

PE T BETEA K Lo fhig heal th mFarmation Svs§em sk o

BEST AVAILABLE


jmenustik
Best Available


improve ,ﬁ& p1udaﬂt HZB f , , ,
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of which are outlined i - ortant display of comm
at the national level ditional efforts to
modily the system are @@tanneﬁ beﬂ@w:
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#s

L. 3 years ago the coding/collection form was changed to the present
form in an effort to save paper and Lo encourage the nurses to think
about what they are recording.

2. Hospitalization data has been collected and entered onto & diskette
since 1979 but no program exists to process the dats. Many requests
have been made to the Director of CHT to instruct the programmer to
correct the problem. At present hospital data is forwarded to the
Statistics Office in the form of an annuwal hospital publication.

3.Data entry has been postpor for the, year 1984 onwards due to a backleg
in the system, The disketies becone i they are not wsed and
numerous diskettes remain to be processed. A report for 1984 which was
requesied by the DG Jis being produced by hand uniuﬂ the processing of
data is brought up to date.

!
&

4. The Head of the Statistics Office discussed the problem of the
backlog at CNT with the Minister of Health. 3 wonths ago he was
instructed to research the possibilities of imstalling his own
computer system im the Statistics Office. Mr. Glikpo visited Weng
computers inm Lome to get estimates om the cost and training
opportunities. He reguested information from IBM, both in Togo and in
Abidjan, but did nmot receive any reply. He submitted a reguest to WHO
for the purchase of a computer and funds for traiming his staff.

5. Mr. Glikpo is interested im amalyzimng the data %ggggsjust collecting

and tabulating the informatiom. He would Tike to . = his annual reporting
T e0T up to date and to STart a new ay%tnn of his own. He

would §ﬂkﬁ to include hospitalization data to document severity in

disease trends amd to break tne data up into subcategories e.g.

dispensary versus polyclinic data.

6. Mr. Glikpo is concerned about the reliability of the data. During
his recent sensibility tour of the dugpenaﬂrﬁES he asked the nurses to
verify their data. He found that, im some instances, the data do not
correspond to what is moted imn the daily register. He brought this fact
to the attentiom of the MC's and suggested that the nurses collect data
on a more frequent basis (e.g. daily or weekly) to reduce ervors in
tabulating disease totals.

7. Mr. Glikpo would Tike to launch
reliebility of the data (2.2,
considering installing a mew co
to launch this kind of study.

3. Memsah from the Statistics Office recently attended a semimar im
Jakar om computerization im the wedical field.

9. The DG has expressed a desire to fund a program to retrain the
Statistics Office staff im Franmce or elsewhere. AL presemt Dum
scheduled to leave for Abidjanm for 4 years additiomal statistics
training with support from an outside grant.
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TABLE |
PERSONS TN NEED OF THE NATIONAL HEALTH DATA

Internmational Level

WHO Geneva / WHO Afro BRZ
URICEF

The surrounding Afvricam countries
National Level

Minister of Planning

Bureauw des Etudes de Plam

Diveccion du Plan des Gens Maritime

AT other Ministries (e.g. Ministry of Education, Finance/Econcmy)
Le Centre d'alphabetisation

Les Centres d"education de Ta Sante

Division of Epidemiology (MOH)

Division of Maternal amd Child Health (MOH)

Division of Malaria Comtwrol (MDH)

Medical Students to write their theses
Students im public health
Medical assistants for their “memoires”

Various international researchers ( e.g.to study meningitis)



TABLE 2

HEALTH CENTERS MISSING FROM THE NATIONAL HIS
Private clinics in Lome {listed in the phone book) - 20
Polyclinic in Lome - 1
Government Medical Centers im Lome - 11 (some send reports)
2 Centres de Sante (some years one or the other report)
Prefecture Hospitals - 15
Regional Hospitals - 5
Private Hospitals ~2 {One Ttaliam one in Lacs, one German one in Kloto)
Private dispensaries - 4 (One Baptist center in Kloto, one Adventist

centerin Yo, one Red Cross center in Tchaudjo and one Adventist center
in Ogou)



1 polyctinic
1 ChY

TABLE 2b

HEALTH CENTERS IN THE CITY OF LOVE

Centre de Sante de Be

Centre de Sante de Lome

Centre Social de Gendarmerie

H
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de Zongo

de Amoutive

de Tokoin

de RIT

de Maison pour Tous

de Casablanca

de Be

d'Adjangba Kome
d"Accewil Kodjoviakope

de Croix Rouge

Dispensaire de Commune

el

LE

de CFT
de Marche
de Protestant

de Bon Secours
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INDIVIDUAL HOSPITALIZATION FORM
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HUMBEP OF CASES OF DIZEASE
FOR CHILDREN

Maldarix Measlissg rarrbes W Cough
7EF 04 1337 43 CHI ped)
. F
=, ¥R rd i Leantzag)
124 oW A “h
23z 2 CH
{Karad
(LT 155

201 CH(ped)

3 (contag) (Htalpame)

L b
I
U
P

133E 131% 217 =4 Total

toEst s 17302 TAE2F 2502 Ezlimate
1524
cries

.34 B.oY ¥ 3. 758 2.1% 4 Micssing

* There is a possible ovarlap in the numbsr of czsss Jdus to
tranzfere within the hospital.

*¥%¥This may be an cverestimate Jdue to transfers.



malaria

155 (est)

350

576

1.0

HOSPITAL CUTPATIENT DATA 1984

measles

155{est)

68

160

383

2.1

TABLE 4

diarrhes

765{est)

160

141

1336

2.4

hospital

CHU

CH Sokode{contag)

(pediatrics)

(CH Dapaon included)

(CH Atakpame no

outpatients)

(CH Kara no outpatients)

Total

4 of total 1984 cases



TABLE 5
CITY OF LOME CENTRES SOCIAUX CASES 1979

measles malaria diarrhea Center
4 18 71 Gendarmarie
23 72 174 ongo
441 1753 1153 Amoutive
61 119 158 Tokoin
5 20 RIT
25 90 130 Maison pour Tous
b5 235 217 Casablanca
44 116 300 Be
57 111 390 d'Adjangba
720 2519 2613 Total
20147 315553 122238 Total 1979 cases

3.5 79 2.1 % of total



THSLE 5b

CITY OF LONE PERCENT RTPORTVING COVERAGL

#in fexp. yr. Leoverage

100 228 1984 43.8

40 133 1985 30.0

19 Health Centers total
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8.

9.

TRULE 8
STEPS AND TIME REQUIRED TO PROCESS THE HEALTH DATA

Average # reports/dispensary - 5 {up to &)
Time needed to complete esch report - 15 win. to 2 hrs.

Time needed to complete all reports - approximately 5 hrs (up to 8
trs )

Verification of disease reports by prefecturs HC
Average # dispensaries/prefecure ~ 15
X 5 veports/prefecture
75 reports
15 min. to verify each report = 18 3/4 hrs.

Tabulation of monthly occurence of 37 diseases by prefecture for the
monthly bulletin for the DG - 1-2 weeks

Typing of the 37 disease report on the official form and
verification of the typing - | week (1-2 typists)

Coding of the remaining 950+ disease categories by 3 coders
Average 15 dispensaries/prefecture with 1 page of disease listings

2 days -~ 1 week/prefecture/vorker
X 21 prefectures

2T weeks/1 worker or up to 3 1/2 weeks by 6 workers

. Yerification of the coding by the Statistics Office Programmer

and correction of codimg mistakes
Average 1/2 - 1 hr/page
X 316 dispensaries (with one page/dispensary)

158 - 316 hrs. or up to 1 1/2 months working 7 hrs./day
Data entry on diskette by 4 data enterers working 6 hrs/day
(if the worker is expsrienced and the information is legible
and error-free)
Average 30 pages/day/worker
X 316 pages

10.5 days/1 worker or 2.6 days by 4 workers

Writing a computer program to process the data (if the data are
clean) - 2 weeks working full time.

Running the program - 1 day if there are no errors

10.Verifying the output - 3 statisticians working full time

Average 1 hour/output page 7
X 300 - 400 pages of output ?

=00 - 400 hours/1 ey




(1f the data arve obviously fincorrect the MC's are sent a telegram to
confirms the results. A response to the telegram could take anywhiere
from a few days to a few weeks)

11.Typing the computer output results in a Form rearvanged for
publication - 1 month ?

12.Publication - a few weeks to momths ?
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CURRENT STATUS OF DATA REPORTING TIMEL INESS

ed by Octod

er
2

ed data fTor pr

Honthly Bulletin - Aug. 1984 report {chosen at random) returned from the
DG's office inm March - 5 months delay.

Yearly Report - 1978 report published in Nov. 1980
1979 report published im April 1982
1980 ™ " in May 1983
1981 ~1982 dats unprocessed due to changes in the coding
systems mo program exists to accommodate the changes.
1983 report to be published by the end of 1985
1984 data fs starting to be coded. Data entry has been
postpomed until the previous years' data is processed.

- Average time delay 2-2 1/2 years
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roparting and to provide informztion on trerdz in sewerity of
dizesnze .. h@s@ntaﬂuzatu@n rates’.
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be sent to any nurses who does not turn in & report, @ copy of
this note should be included in with the manthly morbidity
repoarts which are sent to the Ministry of Health, :

LY SUPPLIES (To be ariginzlly provided by the CCCD Program)

1) Chal¥boards or re-usable pencil disease forms on which
nurses Can record on x Jdaily or weesiRly bssis the number of
diseazes treated,

v Carbwon pxper sor making duplicstes reports,

wndardized reference guides for the nursss which
cribe how dizease should be categorized/diagnoss -]

S5 oA

ey ¥ pre-zddreszsd, pre-ztamped snvaslonse in
whach Yhe month)ly reports can e sent.,

&) One two fFile Zaxbinets for storage of the monthly
at the Health Statistics Dffice.
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1y The Medecin Crnedfs should
Use a9 dmportance of timels, scours
el d e im the form af o shor i worl i G : 2

sensi tization tour by membzrs of the Divison o Cpidemi ol ogy and
trne Health Statistice Office.,

2y The Medecin Thedz should sharz thiz information with
their prefecture nurses durﬁmﬁ %h@ fallowing monthly meeting.
Yo Madecin Chefe zhould be pr wided with srecidfic guidelines to
S

-
tratn the nurszse ncluding a ference guide for

i 3
dizgnosing diesszes at the dﬂvw

#

n”:rdnzed o
maary lewvel,

#E

i 'ﬂ

[ LI U

%

3 One staff member $rom the Division of Epidemislogy and

tiam 3taff members from the Health Statistics OfFfice
sheould be trainsd in the uze of computers including dats
murmdpul stion srod data management .
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TABLE 11
WEEKLY TELEGRAM REPORTING COMPARED TO THE MONTHLY HIS
{4 weeks reporting of weekly telegram in January 1985)

meningitis y.fever prefecture
woekly monthly weekly monthly
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Tome
At alkyarme
B i maly
Doul felgow
Kozal
Kloto

5 Wawa

B Sowtounba



TABLE 1la

SENTINEL DATA COMPARED WITH MOY

Sentinel # cases  Ipref.

Post Pref. covered
Lacs 6 3715=20
Yo 3 3/ 1g=21
Yoto 162 3/8=37
Zio 46 3j2i=11
ol fe 53 378=37

fexp.

414
141

ITHLY HIS REPORTING

#reported
monthiy

s
@

B
5]

Toref.,  Fexp.

covered

87 3z
&2 34
#a 156
0 4
73 &7

* Sentinel expected numbers were calculated by determining what
proportion of the prefecture is represented by the

and adjusting the murbers by the remyining pr@pwnmuum
cted murbers were calculated wsing the percent comy
reporting of each prefecture (Tabse 7) and adjusting Aucmrﬁﬁn_hy,

HIE

sentinel post system

Ehﬁ monthly
&b s of
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Hombre total de ¢ ' i
1) =~ Nombre de cas chez lew enfants Agés de meinz de 6 meis
Wombre d¢ €2z chen les enfunts Eaég de K moias B £ ans 2

L

Wombre de cas chez les

ﬂh
5]
=7
®
P
¢l
=
4]
foe
Wi
5
5]

o
s

(2]

) ~ Nombre total 2+ cas traitis par SRO

3 ) - Nombre de cas traités par sutres méthodes :
Hombre total de décés :
1 ) Cus sous SRO

thodes =

(‘Lh.

2 ) Cas sous auntres m

) Nombre total de dicés pir tranches d'&ge

¥

a ) Moins de & Yois =

i

B ) azés de 6 mois & 2 ans =

¢ ) Agés de 2 zns & S ans =

- Deshydratatiorn ... ......c33
Cause de dices - Molnutriticn .. . PR PEPI IR -

Quantité totnle de SRO regus

Quoantité totale de 3RO wtilisde :




MINISTENE DE LA SANTE PUBLIQUE  REPUBLIQUE TOGOLAISE
DES APFALRES SOCIALES BT DE LA Unbon - Palx =~ Solidarité
CONDITION FEMININE i e

DIRECTION GENERALE DE LA SANTE PUBLIGUE

SERVICE MATIONAL DU PALUDISHE
Tél, 21=32-27 FiciE 1°

RAPPORT MENSUEL A ENVOYER AU SERVICE WATIONAL
DU PALUDISHE - B.P. 518 LOME-~TOGO

e A A, Il B s U - b, S A s e A

SUBDIVISION SANITALRE DE

CENTRE/SOUS~SECTEUR , 7 (1)

MOLS DE - 19

WOM DU RESPONSABLE

CHIHIOTHERAPIE

(Paludisme + P, d'Origine indéterminée traitée & la chloroguine) .

S E % B

o : — Ttal (M+F) |* Comprimés utilisés
AGE | T

0 - 11 mois

1 - 4 ans

G ans

L}

110 ~ 1% ans

15 ans et plus

Total

Stock le premier du molS ...cscssssscsscscarsssssscsscscsssas
Regu pendant le MOLE sssesessscsscscsvsascssscsssansansscssowsn
TOLBL sasssrsescsssssassesscasssscsssssassmnssnea

* Chloroguine utilisée dans 1e DoLls suvessesssssscscsossasssess
Stock le dernier jour du moisS sesseececssossssssssasesccssnsace

4 “ Y -
lFalt =8 ataaspmaacsyutamagl@ B RN E ST T S E W R W AR W B D

Signature,

HB.~ N'oubliez pas de marquer la Subdivision Sanitaire, le Centre, la date et les
; comprimés ntilisés. ' ' ’
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FORM 11
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{(fenmes avant la nalssance)eseescsces
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Consultations des petits enfants
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Enfants nés vivants escscccccrsecscssassasecasscscacnes
Enfants morts-nés et avortements .e.cesossscsccncaas
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Vaccinations antitéianiques seeececaccccacescecansee
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Séances d'éducation sanitaire tenuesSisecseescsascscewe
au dispensaire sccecectceaveccerccnccsnes
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Signature et titre:
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TABLE 12
TRATWING OF H1S PERSONKEL

Dispensary nurse - Diplome d'infirmier d'etat

Two years standard nursing treining {previously)

Currently 3 years trainming - statistics training (40 hrs. class plus
2 weeks practicum at the Statistics Office in the third year).

Hedecin-Chef - Standard medical training plus 2-3 months at the WHD
office in public health {as of 1985).

Secretary to the MC in the hospitale (responsible for forwarding all
prefecture reports) - 6 year Certificate d'etude plus possibly a few
years of secondary school. Typing training but no statistics.

Regional Hospital Director - University degree plus 1 month training
at the WHO office in public health (for hospital data).

3 statistics personnel - Diplome d'enginier adjoint d'estatistiques
from Yaounde. 2 years training in statistics {=French bacc or U.S.
High School). 1 of these (who is the liaison with CNT) received a
few months training as a Cobalt programmey.

4 coders - a few years of secondary school but no statistics or
medical training.

. 4 data enterers - Certificate d'etude plus 8 months training from CNT

1 data preparer - trained in data entry. (responsible for submitting
the computer jobs).

1 CNT programmer - traimed in Libreville and for 2 years in France.
Able to program in Cobalt, Fortran, PLM, Assembly and RPGII.

10.Head of the Statistics Office - H.S. equivalent in statistics. One

year public health traininmg in Montreal.

11.Head of Epidemiology - M.D. in preventive medecine. A few months

training in epidemiology im France.

12.Additional Division of Epidemiology staff - The staff member in

charge of the Sentinel data has a master's degree in public health
from France and is familiar with the CCCD Kaypro D-Base package.



TABLE 12b
STATISTICS OFFICE STAFF AND DUTIES

Mr. Glikpo - Head of Office

Hr. Mensah Kowadzo - Viaison with CNT; works half time at each office
Trained in Cobalt.

Mr Dumanuy and Mr. Hossou-Atsouve - Prepare the wonthly disease reports
for the DG/WHO; they manage the other office workers and analyze the
computer printouts to determine the accuracy of the data before it
is prepared for publication.

6 coders- They are responsible for adding up the number of consultations
and consultants per prefecture, for coding the diseases according to
the WHO classification and adapting this for the computer program.
They tabulate the PMI/Maternity reports by hand (See Forms 10 and
11) and at present they are preparing an intermediate report for the
WHO which summarizes the number of cases of disease by dispensary
by month {See Form 12).

1 secretary/receptionist/typist ~ types the WHO Bulletin and the
annual report

1 messenger/typist

4 data enterers/coders - They are presently coding 1984 data. Data
entry has been postponed until the previous years have been
processed.

Total = 16 staff

1 programmer works for CNT and s responsible for all Health Data.



TASLE 13
ADDITIONAL SOURCES OF HEALTH DATA

2 Mortality Surveys {1 in Nov. 1983 in the Maritime Region, 1 in Sept.
1984 in the Plateaux Region)

1 Reliability Survey to compare the accuracy of the HUNS data
(Sept.1985)

A report on the treatment of malaria in ¥loto, Wewa and Haho (by
M.Deming)

Joint WHO yearly vaccination coverage surveys

Annual Falciparum malaria surveillance studies for sensitivityof the
organisim to chloraquine

A KAP survey on the use of ORS (on a subset of the MUHS
population){Plateaux Region, Wov.1984)

a Pre/post training evaluation on the wse of ORS and nivaquine by
trained health staff {Sept.1985)

A University of Benin study of the morbidity and mortality in Lome
Hospital in 1982

A study of 5 Lome Sentinel posts for baseline statistics 1978-1983 (K.
Murphy )

A study of 4 "Centres Sociaux” in Lome (K. Murphy)

Future studies:

Hospital morbidity/mortality data for under 5's - The University of
Benin (ffrom all hospitals)

A nmeonatal tetanus survey - Joint Togo MOH/CCCD

A polio lameness survey - Joint Togo MOH/CCCD

Other routinely collected drug use and service data

3 EPI reports - Grandes Endemies (Forms 4,5,7)

1 ORS wse report - MOW, MCH Division (Form 8)

1 nivagquine use report - MOH, Malaria Division (Form 9)
1 Sentinel Post report - CCCD (Form 6)

2 Maternity/PHI reports {Forms 10,11)

Annual reports by the MOH, Division of MCH, the Centres de Samte de
Lome, the Centres Sociaux de Lome and the individual hospitals
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