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ABSTRACT

Background: Health Management Information System (HMIS) supports informed
strategic decision making through the production of quality data and information for action
that helps mangers and health workers plan and manage the health service system. HMIS is
one of the major 'core’ activities given due attention even though the ongoing ‘business-

process re-engineering’ in HMIS program has resulted several measures to be taken,

Objective: To assess the new HMIS implementation status in Addis Ababa.

Methods: A cross-sectional, descriptive study was conducted, Purposive sampling was
used. Structured questionnaire, in-depth interview and observation were made between

March and April 2010. Both HMN and PRISM frameworks were used to evaluate the results.

Result: There were 220 respondents and among them, 80% were clinician health workers.
The majority of respondents (94.5%) did not participate in the designing efforts of the new
HMIS and one hundred fifty one (68.6%) respondents are currently involving in the HMIS
activities. There is no incentive (93.6%). Two hundred and eleven (95.9%) respondents use
HMIS for reporting purpose. Implementation lacks ownership (91.4%), coordination and
leadership (85%), strategy and policy (63.3%), motivation (92.7%), shared responsibility
among stack holders (57.7%) and not considered as the extension of the previous HIS(92.%).

Conclusion: large numbers of respondents currently participate in the manual based HMIS
activities through a well designed data collection and reporting formats. A short period on
job-training, absence of incentive, motivation and lack of management support lead to poor
information use culture that is limited mainly for a send-report purpose. HMIS

Implementation suffered from ownership, follow-up, communication and leadership.

Recommendation: HMIS should be a core activity furnished with appropriate human,
material and financial resources. Improved data processing and management should be
accompanied by Skilled and trained health workers with appropriate ICT use. Management
shall support, facilitate and motivate information use culture. HMIS implementation in Addis
Ababa should have ownership, follow up, coordination, cooperation and communication

among stack holders.

Key words: HMIS, HIS, Data Quality, Information Use, Implementation status.
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CHAPTER ONE
INTRODUCTION

1.1. Background

Ihe digital age is transforming our world at a dramatic speed (1) New technologies as well
as new wav of doing things have been developed in the use and development of information
as a vital resource where countries development status 18 being measured on the capability of
production and usage of this resource for different strategic purpose (2). Information that is
presented in the form and format convenient to the potential users at the right time and place
is needed in every walk of life (3). Health Management Information System 1s even more
vital in developing countries where the trends of discase are severed and resources are hmited
(4) It is in these countries that the need for HMIS s given more attention where most of the

hoalth interyentions are financed and technically assisted by donors (5).

Health System is a set of all interrelated resources, organizations and actors that are involved
in the regulation, financing, and provision of actions whose primary intent is to protect.
promote or improve Health (6). Health Information System (HIS) is the component part of
the health svstem that integrates data collection. processing. reporting. and use of the
information necessary for improving health service effectiveness and efficiency through
better management at all levels of health services (7) These svstems in general transforms
raw facts or figures (data) into information by adding order. context, and purpose and then
into a body of health knowledge by attaching meaning to this transformed data

(information)(8).

Health Information System therefore plays an important role of providing information about
past and current health status and conditions of health at all level of the service structures.
which further helps to formulate health strategies 10 1Improve health care services (9). The
effective use of HIS is possible only when the data it provides reflects, more or less. the
reality about health indicators, ie it must be timely, complete . and accurate. more
importantly, this data should be used(10). Thus, health Information Systems are increasingly

important for measuring and improving the quality and coverage of health services (11).



Ihe Health Information System (HIS), therefore, generates and provides timely, relevant and
appropnate information to the health seekers, planners and decision makers on the status of
health care system Health Management Information System (HMIS) 1s concerned with the
provision of information for effective health management at individual facilities and societal
level An effective HMIS is necessary for managerial improvement. It helps to plan health
services and evaluate health programmes, monitor health status. service needs and set
prionities for the allocation of health care resources based on tmely and accurate information

(12)

I'he World Health Organization (WHO) has emphasized the major obstacle for the
achievement of health for all in the year 2000 was due to the lack of improved HMIS that
support effective health management (13). The primary aim of HMIS is to support informed
strategic decision-making by providing quality data that help managers and health workers
plan and manage the health service system. HMIS promotes the utilization of health data and
mformation for decision making at all level from the routine day to day health care
services 1o the highest policy making (6). 1t is, therefore, vital for timely generation, analysis
and dissemination of information for public health decision making. and  insure use of
health information in decision making at federal, regional, district and health facility
levels (7)

Ithiopia has signed an agreement 1o monitor and report its progress 1ow ards MDG with the
WHO and the United Nations (UN) For this purpose. the HMIS/M&E strategic plan aims 10
a shared monitoring and evaluation system in Ethiopia. The ministry of health (MOH) has,
therefore. given more emphasis to HMIS for successful implementation of Ethiopian Health
Sector Development Program 111 (HSDP) (14).

HSDP 111 has considers HMIS as one of the seven core process of the health sector that
promotes one plan one budget and one report through the provision and use of information
that can esaluate and monitor the progress of the country towards better health delivery (15)
I'he specific objective of Ethiopian HMIS 15 “to increase the quality of management of the
health system by developing a functional HMIS which provides quality information that can
be used at all levels of the health system for planning, managing, monitoring and evaluating
their respective activities (16).

Despite the fact that HMIS has the purpose “to support informed strategic decision-making

by providing quahity data which help managers and health workers in planming and managing

2



the health services: monitoring disease trends and control epidemics: provide periodic
evaluation towards agreed targets,” health information in Ethiopia is rarely used for
management decision making since data 15 collected and reported in multiple formats
characterized by incomplete, untimely reporting and poor quality (15, 16). These lead to the
new HMIS reform to start from June 2004 onward focusing on the design of reporting

formats, training of staffs and computerization of the system using localized DHIS (13).

“Strengthening the Ethiopian HMIS project’ was carried out by John Snow Inc. (JSI) with the
objective to review. design and implements a cascaded national HMIS & ME strategy and
svstem 11 was carried out based on performance-based approach with rationalized use of 1CT
with 4 view to successfully implement, monitor and evaluate the HSDP 1. SDPRP 11 and the

Health MDGs (17).

HMIS process re-engineering assessment report of 2006 showed that the existing HMIS s
one of the major problems of the health sector and evaluates its performance capacity

efficiency and effectiveness at national level (18).

The new Ethiopian HMIS is launched on June 8 2007 with the goal of “creating
comprehensive and  standardized national HMIS for evidence based planning and
management of health services as well as decision making at all levels-community, health
facility, woreda, regional and federal levels (18.19). The new HMIS program focuses on
information use. data quality. data burden. human resources. Information and Communication
Technologies (ICT) and financial resources. [t is believed to improve health system
efficiency and effectiveness through  the following guiding principles: standardizing.
recording & reporting forms. integration. simplification. human resource development and

ICT application (19).

Implementation process began with pilot running on selected facilities and implementation
scale-up is now operational in four of smaller regions and is aimed at to roll out to all regions

including Addis Ababa (18).



1. 2 Statement of the problem

The national health information systems of Fthiopia focuses on the promotion and
prevention of disease targeting on primary heath care (PHC) services through the provision
of information for planning and managing the health care system ( 16). Health promotion and
prevention of disease 1s facilitated with decentralized administration in which Woredas have
the mandate to decide on their budget. Thus, districts becomes the most appropriate level for
coordinating top-down and bottom-up planning and coordinating stakeholders efTorts

through improved health information system (13).

The major problems that contribute HMIS not seryve ils purposes and met 1ts objectives are
lack of attention ginen to HMIS. shortage of resource and lack of strategic direction (15) as
well as lack of integration. absence of standards and guidelines. inadequate staffing and poor

ownership(16).

On the other hand, the ongoing “business-process re-engineering’ in the health sector and
HMIS program in particular has resulted several measures to be taken. There is still
considerable lack of clarity around the role of specific technical support agencies in roll-out
of the HMIS. especially Tullen University which has been leading this work in the past two

vears (10)

It is. there for. essential to assess the effectiveness as well as the challenges and prospects of

the new HMIS implementation.

This study. tries to assess the nature and problems related 1o the new HMIS implementation
program supported by Tullen University at facility. sub city and regional level It tried 1o
assess the implementation process interms of weakness and strength in data capturing and
reporting design. maintaining data (information) quality. encouraging information utilization
for action. assess the contribution of technical support to strengthen HMIS units at facility.
sub city and regional levels to accommodate and fully implement the program on all facilities

and sub cities in Addis Ababa.



1.3 Research Questions

This research is mainly aimed at answering the question “'to what extent is the new HMIS
implementation program is successful?”"More specifically. this study is designed to assess

and give answers for the following questions:

» How recording and reporting is designed in the new HMIS?

» What were the characteristics of the previous HMIS and how the new HMIS tries to
transform the existing health information system?”

> How best of the new system in data capturing, and reporting, maintaining data
(information) quality, utilization information for action”

» What are some common steps and reforms planned in the new HMIS implementation”

»  What are critical success factors in HMIS implementation”

» What other issues need to be settled if any” And finally tnies 10 suggesl possible
solutions for success and sustainability of the new HMIS as well as the betterment of

the health system in general.



1.4. Objective

1.4.1. General objective

General objective of this study is to assess the status of new Tullen University Supported
[IMIS implementation program in public hospitals, health centres, sub cities and regional

bureau level in Addis Ababa.

1.4.2. Specific objectives
The specific objectives of this study are:

To assess the data capturing, reporting and information utilization,

v
v Toidentify the strengths and weaknesses of the new HMIS implementation,
v To describe factors affecting the implementation of the program:

v

I'o propose possible solutions for the effective implementation of the new HMIS



1.5. Significance of the study

I'his rescarch is primarily aimed at fulfilling the academic requirement It can also serve as a
starting point for assessment of the current HMIS based on the situation in public facilies.
sub cities and regional bureau in Addis Ababa 10 identify the strength and weakness ol the
svstem at national level to make appropnate measure al infanule stage of implementation
Ihe research can therefore serve to understand ideal and practical situation of the new HMIS
in Ethiopia through this work on the current trends in Addis Ababa Health Bureau. This

assessment is therefore significant

v To Addis Ababa Health Bureau take corrective measures on areas functioning least in
the new HMIS

v 1o serve as a spring board for those who wish to adopt and extend 1t further in wider
and deeper scale at national level.

v It can be an addition to the existing literatures and to the efforts in this regard.

1.6. The Scope of study

s study 1s focused on the assessment of the new HMIS practice based on the Performance
of Routine Information System Management (PRISM) and Health Metric Network (HMN)
frameworks that emphasize the production of quality data and the continuous use of
information for action along with adequate human, material and financial resources. This
study is, therefore, limited to routine health services of health facilities and health institutions

in Addis Ababa implementing the new Ethiopian HMIS.

1.6. Organization of the Study

Ihis paper is divided into six chapters. The first chapter deals with introduction. statement of
the problem and justifications for the study, research questions, objectives of the study and

limitation of the study.

Chapter two deals with review of relevant literatures on HMIS, Health sector reform. HMIS
and Health service management, HMIS Re-design and International effort. sustainability of
HIMIS reform. HMN and PRISM frameworks. HIS reform practice in Afnca and evaluation

rescarches on HMIS



Chapter three deals with methodology of the study. It covers study area and its design, source
and study population, sampling and sampling procedures, quantitative and qualitative study,
data collection techniques: questionnaire, in-depth interview, observation), data analysis, data

quality management, ethical consideration and operational definitions

Chapter four deals with the presentation and analysis of data collected through questionnaire,

in-depth interview and observation
Chapter five deals with the discussion of the findings.

In the last chapter. the conclusions and recommendations of the rescarch based on the

rescarch findings 1s included

A bibliography of available writings cited is attached 1o indicate sources consulted while

conducting the study.

The questionnaire and interview structure is also attached under the annexes as last part of the

research paper



CHAPTER TWO
REVIEW OF LITRATURES

2.1. Introduction

Relevant literatures that are hoped to be useful for this assessment study on the
implementation status of the ‘New' Ethiopian HMIS implementation program are review ed

as follow

2.2. Health Management Information System

IHealth Management Information System (HMIS) is used to refer to the predominant concept
of a formal and structured health information system set up 10 support and facilitate health
management decision-making at different levels of any health system. It is designed to carry
both epidemiological information (health prevalence. incidence. mortality. and morbidity
statstics) and administrative information (resource INputs and service utilization). Effective
and efficient HMIS would provide district health managers with the information required o
make effective strategic decisions that are the yehicle for district performance and

sustainability in these decentralized health systems (20).
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Figure 2.1: Integration model of the national health management information system (40).



It can be said that HMIS has different sub components including HSMIS that is mostly
concerned with report generation from routine service activities and use information for
evidence based management decision making. However, for the purpose of this study, HMIS.

HSMIS and HIS are used interchangeably

2.3. The Health Sector Reform

The world health organization has defined health broadly and positively as state of complete
physical. mental, social and psychological wellbeing: not merely the absence of infirmity and
discases (7). This suggests that clear understanding of the concept and definition of health
from socictal perspective 18 important for the better management of health sectors since
health 1s viewed not simply as a problem of disease but of all factors contributing to lower the

quality of life that the poor experience (21)

The global public health reform emphasise societal effort for the betterment of the health
system at large. This public health reform is characterized by the shift from curative 10
preventive care, from individual and hospital care 10 community and public health care, from
centralized to decentralized health care. from a specific project approach to a comprehensive
sectoral approach. This reform inturn has necessitated the restructuring of fragmented health
information systems into single comprehensive health management information systems. The
restructuring of health information systems has become. an important trend in the entire
developing world since the adoption of primary health care as a global strategy for achieving
the “health for all’ goals (9). In addition to this. effective public health practice requires

timelv. accurate and authoritative information from a wide variety of integrated sources (22)

In line with this public health reform. governments. states and international organization are
now introducing many reforms such as decentralization. integration of different health
programs, strengthening of management practices, and the introduction of Information and
communication technologies (ICTs) to strengthen the health sector (23). ICTs are considered
as enabler and as key factors in achieving administration reform based on decentralization

through the diffusion of information to local areas in developing countries (24).
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2.4, IMIS and Health Service Management

Health care is the total societal effort, undertaken in the private and public sectors. focused on
pursuing health. Health service, on the other hand, is specific activities undertaken 1o
maintain or improve health or to prevent decrement of health. It can be preventive, curative,
rehabilitative, or palliative in nature. Health care and health service provision now a day 1s
dependent on well functioning health information system The establishment of well co-
ordinated information systems at the various levels of the health care system in developing
countries, using appropriate stafl’ could contribute greatly to improvements in health care

delivery (25).

The world health organization (WHO) has long identified health information systems as
critical for achieving health for all. A report of a WHO meeting (1987) clearly links
improved health management 1o improved health information systems Health information
svstems (HIS) generate information in order to inform health planners and decision-makers
on what is happening at health delivery facilities. In this way, health management
information systems improve health management and health management is a pre-requisite
for good health delivery services (26). HMIS. therefore, fills the gap between disease
occurrence (health problems) and the response of the health service providers. This health
information that come usually from routine data sources and sometimes  collected from
larpe  population studies or from community surveys is believed to be an indispensable
resource for effective health management by enabling decision-makers at all levels of the
health system, identify health related problems and needs, make evidence-based decisions.
make optimal allocation of scarce resources. To meet these objcctives, HMIS has to generate

meaningful, reliable, accurate and timely information to the health managers (13).

2.5, Health Information System Redesign

Integrating all societal efTorts. health services as well as different health programs such as
integrating Malaria, Tuberculosis. STD/AIDS programmes that impose their unilateral data
requirement recall HIS redesign and integration since they follow diverse reporting and
monitoring systems. Such reforms within the multiple separate health related efTorts, services
and programmes on the other hand is very challenging since multiple actors. agendas.

organisational culture, particularities of the disease and technology involved (27)
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salth services. on the other hand. are heavily dependent on foreign financial and techmcal
pport from aid agencies. being vulnerable to donor’s policy. This trend limit the scope of
tional decision-making, leading to duplication of efforts, lack of coordination, wastage of

sources and outcomes are controversial (28)

his clearly indicates that redesign of HIS in most cases is initiated and operated by those
reign agencies who provide the financial and technical support with no or limited local

nervention

.6. Components of Health Information System

he HIS or HMIS is a "system" which has an organised set of interrelating components that
an be prouped under two entities: the information process and the health information system
nanagement structure (11)

‘hrough the information process raw data (inputs) are transformed into information 1n a
usable” form for management decision-making (outputs). The information process can be
sroken down into the following components: (1) data collection. (i1) data transmission, (1)
jata processing, (iv) data analyses and (v) presentation for use in planning and management

5 the health services.
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Figure2. 2: Components of Health Information System and ideal Data and Information Flow
(WHO 99362)
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The above figure 2.2. Shows that five steps of the information process represent a set of
cntical pre-requisites for a well functioning HMIS. A cnitical review of these steps may
therefore help us to understand what 1s still lacking to establish a fully operational HMIS and

Health Service Management (29).

I'he management structure of a HIS/HMIS includes both planning for the required health
nformation system resources, and developing a set of organizational rules for health

nformation system management.

According 1o Smuth, information system can be seen as a set ol elements working
nteractively to gather and process input data and to disseminate and distribute output
nformation. Information system 1s composed of five components: hardware, software, data,

rocess, and people (30).

2.7, International Efforts in HMIS Redesign and Implementation

toas widely recogmised  that interventions in the activity of HMIS redesign and
mplementation are “a very cost effective technical and fingncial investment™ (31) Donors
ire key vehicle in the coordinated and sustainable health information system redesign. Hence,
slobal development organizations along with national and local Qovernments are investing
[Torts to support and improve the management of the health sector through building
ustainable HIS by empowering local capacity through exchange of experts in the field.

ducation programs. and skills as well as investing funds (32)

VHO has taken a lead in helping low-income countries develop HIS by providing technical
nd financial support to assess, design and develop such svstems. No standard
levelopment strategy for WHO support is used, but specific principles for guiding
1IS development and technical cooperation are encouraged (33).

VHO has recommended that successful Health Information System Redesign should meet
he following guiding principles (GP) (7):
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GP1 Do not destrovs existing systems, butld on the strength and leam from the weakness of

what already exists

GP2 Different admimistrative levels in the health system have different roles. and therefore
have different data needs Not all data needs should be generated through the routing system
of data collection Data that are not frequently needed or are required only for certain subscts
of the population can be generated through special studies and sample surveys.

GV Not all the data collected at a centain level need 10 be submitied 10 higher levels The
most detwled data should be hept at the source, and reporting requirements 10 higher levels

should be hept ot a minimum

G4 The capability of the staff who will be tasked with filling out the forms must be taken
into consideration in designing them. The most effective data collection and reporting tools
are simple and shont

GPS The way the HIMIS data is processed should be consistent with the objectives for data
collection and the plans for data analysis and utilization.

GP6 Traming programmes should be designed according to the needs and level of the target
groups

GIPT Ihe svstem should be pre-tested in conditions that reflect as much as possible the actual
conditions prevanling dunng 11s implementation

GPY The goal of monitoning and evaluation 1s not 10 focus on what is wrong and condemn it
rather, 1t 15 to hughhight the positive aspects of the system that make it work, as well as 1o

identify what went wrong as a basis for improving the system.

P9 An effective way of motivating data producers is 1o constantly provide them with both
povitine and negative feedback on the status of the data they produce

GPl1o mmdopnmnorunmmudm-mmmi-, It is a dynamic endeavour
where managers and workers strive for constant improvement.



Health Information System Program (HISP) is an international program which encourages
e povernments of descloping countnies 1o develop Health Information Systems adapied 0
thesr neods 1n an effort 1o bring them up 1o par with developed countnes. HISP started in
South Africa in 1994 with a mission 10 put in place sustainable and flexible Health
Information Systems that meet the needs of the local populations in such a way that many
developing countnes can learn from the experience of sustainable and Nexible health systems
mtroduced elsewhere 1t s also necessary for developing countries 1o explore the roles,
lluences and relations between the global, the local. and the field levels The resources of
PSP (C 1) solutions, matenals, and expenences) are shared based on Froe and Open Source

Soltware principles (34)

Ihe District Health Information System (DHIS) software was first developed in 1995 and has
been customized into national needs in several countries and translated into many languages,
such as. Portuguese. Swahili, Spanish, Telugu, Russian, Mongolian, French, Chinese, and
\ctnamese The maim mission of HISP has been maintained Since DHIS has been expanded
fo many other countnies in Afnica and Asia and about 70% of HISP activities are training for
health workers and health managers since large scale traihing and support schemes in the use
and management of health information consume 70-80% of the resources allocated o system
development (35)

The HISP program in Ethiopia was started with team of Ethiopian and foreign esperts by
providing  consultancy . coordmating HISP  tasks including arranging and  conducting
tramings. meetings with the mimistry of Health and developing tools that facilitate the use of
DHIS at woreda level (34)

With such international efforts, a functional HMIS is using a break through ICT tools in data
collection, processing. analysis and information use whenever returns are high and nsks are
low compared 10 the paper based data management tools. Kimaro and Nhampossa have sad
that the creative use of microcomputer technology 1s one of the most promising means of
improving the quahity, tmeliness, clanty, presentation, and use of relevant information for
priman health care  and in health information systems in general  “(35).



.8, Sustainability of Health Information System Reform

ustwnability can be seen as a process, starting from the inception of the system, to the
arous processes around design, development, support and implementation. Sustainability
oncerns the longevity of these processes and how they co-exist over time, especially once
xternal support is withdrawn. It means that no external support is needed to continue its

xistence (36)

oor focus on the development of local expertise on the part of donor imitiated projects and
w tendencies of neglecting of social and orgamizational issues are cited as factors
ontributing to the problem of ineffective implementation and sustainability of IS in
eveloping countries (11). Heeks points out what is transferred 1s not only machines,
ardware, software, skill and knowledge but also the attitudes, the value systems together

vith the social, political, and cultural structures (37).

pecifically. Health information svstems are complex social systems that tend to be deeply
mbedded 1in social working practices. Scholars argue that “the success of a health
Wormation systems reform depends not only on technical improvements but also on in-depth
nderstanding of political, socio-cultural, and administrative factors™ (38). No matter how
ood the design of an information system, it will not be effective unless there is internal
esire. dedication and commitment of leadership to have an effective and efficient health

ervice management syvstem™ (39)

\ccording to Land. the aforementioned determinant factors for the successful adoption of
ew HIS can be regrouped into six as- motivation for introducing the new system,
ommitment to the system, organizational culture, the management of the implementation
rocess, the ‘distance’ between the existing system and the replacement system and the

:chnology itself (40).
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2.9. Health Information System Reform Practices in Africa

Assessment of health information system reform practice in Africa show that the process of
HIN redesign and introducing a final version demands continued and collaborative effons of
1 stack holders in the health care industry

HIS 0 Uganda was started before 1988 and wis focused on vertical reporting system on
narrow and specific communicable discases. A first revision inl 992 introduced an integrated
horizontal approach whereby more information on management aspocts could also be
collected and analysed  The second revision in 1997 comprised data on human and financial
resources. drugs and medical equipment in addition 1o the routine disease and activity reports
Ihe third revimion i 2000 brought about the application of ICT along with computensed
database and databanks the Mimistry of Health with major contnbutions from the donor
community - Another revision process, in which the Private not-for-Profit (PNFP) sector has
been heavily involved, started in the year 2004 and is in its final stages (41)

Ihe process of fine-tuning and introducing a final version shows Uganda has boen successful
in implementing the national “Health Management Information System”™ (HMIS) This »
atteibuted 1o the combined efforts of different providers operating jointly in the health sy stem,
the wse of information for momtoring performance indicatons and for management/ decision
making purposes at each level, improved use of ICT for a sound implementation and use of a
national HIMIS such as an e-mail network system for improved connectivity and data
management using a computer based HMIS that improve the data entry, data processing and
data analyas mechanisms This Excel based HMIS programme is built using multiple sheets
and multiple hinks that auto-gencrate reports. graphs and charts, beside the main HMIS
atibsation indicators A snapshot at given point in time of what 1s done by the unit and
ohservation of trends 1o assess performance of the health institutions is possible  This helps
the management to develop a cntical approach in response to sudden or apparently
unjustified patterns changes over time both 1o monitor discase’s tronds and offers a major
impact on management processes (41).

Ihe Health Management Information System (HMIS) of Tanzania before 1989 was a paper
Faved svatem designed as the routing reporting system for data and health indicators covering
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all public provate and Non Governmental Organisation (NGO) health fachites It win
cralusted s being fragmented providing limited useful foodback and unrohiable data The
poal of the new HMIS was 1o address the problems of the previous HIS through integration of
the parallel systems, ensunng a regular flow of reliable information within and between
different levels and 1o support the agenda of reform through decentralization It wi
comened into Swahuli in Apnl 1991 with the involvement of lop level health managermon
protessionals assisted by evternal consultants with financial support coming from sanows

and the Tocal povernment would take full responsibility for financing after the fiest

implementation (42),

I gvpuian health information system (HIS) was started before 1989 It was & core process
designed from the bottom up and covering only facilities operated by the Ministry lacking the
capacity 1o incorporate data from other health care providers. The new information system is
desipned from the top down 1o incorporate some programs such as urban and rural health care
svatemn based on their information demand (43)

2010, Exaluation Researches on HMIS

Assessment studies conducted in Ethiopia and in Africa is reviewed in order 1o examine the

current practice of the new HMIS

Veeessment of the Fthiopian Health Sector Development Program (HSDP 111) shows that
FIMIS s rarely used for management decision making Data is collected and reported in
multiple formats characterized by incomplete, untimely reporting and poor quality
According to HSDP 111, the major problems are lack of attention given to HMIS, shortage of
resource and lack of strategic direction (15).

Assessment study of HMIS in Addis Ababa by Alganesh in 2008 Showed that the existence
of wgmificant awareness on data generation and timels reporting. effective use of the adopied
DIIS showing a good start 10 expand it in the long run. The study recommended a short-term
and long-term action that Addis Ababa Health Burcau should take As a short-torm task,
capacity building activities at sub city level is nocessary to play pivotal role of grasping
report generated at health centres, to perform a Vanty of analysis and reduce load on regional
HMIS  As a long-term task, adequate ICT infrastructure. trained staff. computer skl



nproved stafl commutment. information utilization for decision making. improved and
ersistent follow up insure success and sustanable change in the HMIS. The progress of the
vstem and utilization of generated information, supportive role of physicians and political
ommitment of all management levels are minimal and reports coming from the prvate
calth institutions are not incorporated in the analysis of reports at the sub-city level (13)

INIS process re-engineenng assessment report of 2006 showed that HMIS should focus on
crformance of the system in terms of information use and data quality by advocating the
ced for fundamental rethinking and redesigning such as non value adding recording-
eporting steps, low accuracy of data collected and reported, lack of complete reporting at all
vels. absence of standardized and uniform formats and lack of skilled human resource (18).

An assessment study on information Utilization related to HIV/AIDS program in 2006 by
sashaw showed that data and information were generated at the health institution and district
svel from routine reports. vertical programs and disease surveillance activities, collected
sing manually filled formats and finally communicated 1o the next higher level using non-
lectrome media Data quality was poor and information utilization rate was very low. He
ccommended the needs for standardized data collection and reporting formats, identification
f important indicators, feedback, supervision. adequate training and creating sense of
swnership for individual working in those information units/departments (44)

'he Fthiopian National Health Information system assessment report of 2007 also identified
hat HIMIS is among the major problems of the health sector. It is characterised by inadequate
1aff skill. burdensome and fragmented information flow and characterized by parallel
eporting system with no integration among the various subsystems. This resulted in
edundant and conflicting reports and poor quality of data in terms of accuracy and timelines,
sreventing information users from effective utilization of information for decision-making

ind research (45)

A study Conducted by Azeb on factors affecting HIS use in Private and Public facilities in
Addis Ababa revealed that the necessary inputs to HIS such as legislatives and planning
ramework, unit, personnel, budget, equipments, trainings and coordination mechanisms
ymong other subcomponents were not sufficiently allocated on the facilities in Addis Abba
1S process in these facilities focused on data collection and a sending-report preparation I
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v mot produce nformation for decision making. nor deseminate the information  The
twds abo identified the following main factors that contribute 10 the low performance of
(S lach of appropnate inputs 1o the system, lack of HIS manipulations shill, lack of
scentives, lack of feedback, lack of technical support, low attitude of health workers, lack of
nanagement commitment and awarencss, centralized decision making sbsence of
Aformation culture, and non participation of HIS stafls in the planning process (14)

Vesenament studs of VIS at public hospitals by Meseret also pointed out that the processes
1 data collection, analysis, storage and dissemination on the supply side and provision of
esource. regular supervision and feedback on the demand side are woak These had resulted
e 1o the organizational, technical and behavioural determinants. There is low commitment
1 the decision making bodies in allocating resources (human, material, financial), developing
wuman shill and infrastructure. The study also reveals that there are technical problems such
w mappropnate data collection and complesity in reporting formats. lack of standardized
fata collection formats as well as insufficient skill of stafY 1o perform the required tak There
« o established penodic monitoring and feedback mechanisms. Confidence. incentive and
noti ation 10 the stafl are found 1o be insufficient Despite all these prevailing limitations and
onstrants, the study showed encouraging tendency and good practice of utilising HMIS for
sanmng and decision making at hospital level. Distributing computers, using new formats
wnd providing training on the new HMIS is a good sign of organizational commitment for the
mprovement of HIMIS (12)

I Health readiness assessment survey on govemnment health care institutions by Damiew
howed that DHIS. telemedicine, Electronic Health Record .e-HMIS, Pharmacy tracking
oftware (ARV registration) along with its new version(IHMS) are ICT related projects being
sophied at different levels of implementation in Addis Ababa government health facilities
A\ccording 10 the study. prontization has not been set as 1o which technology s 1o be
mplemented first and which one 1o follow since health care institutions haye shown low level
e licalth readiness for these projects. DHIS which has been in use in most of the
mstitutions 1n Addis Ababa to facilitate the vertical health service reporting from facility
level 10 sub-city health offices and finally to Addis Ababa City Administration Health Bureau
i reported 10 be satisfactory for completeness and most data managers are satisfied with the
reporting facilities that the software provides (46) DHIS had also proved 1o have powtive



pact on HMIS since Addis Ababa, Tigray, Amhara and SNNP regions have achieved

595 end of vear completeness along with woreda and above with high consistency ( 19, 45)

Study conducted by Bradley and Wong on the impact of introducing computer assisted
w system on medical record accessibility and completeness as well as changes in
vsicians satisfaction showed that this simple and inexpensive set of intervention in
edical records and patient registration processes at the hospital significantly improves the
anagement and system operations, patient medical information accessibility and phvsician
tsfaction due 1o the completeness of medical records even if there is resource limitation to
pport climcal work(47) This 1s a break through an 1CT intervention survey for HMIS in
hiopia since 1CT in health sector has been confined to office works only (48)
nother study on scaling of health information systems in Nigeria and Ethiopia showed the
wd for cultivation process that emphasize, develop, facilitate and motivate increased

formation use, local champions’ commitment and ownership (49)

ssessment of Rwandan HMIS remarked the need for clanty of rules and responsibility of
ch stach holders. re-establish monthly coordination meetings that serves a forum for
scussing feedback on all changes and implementation process. determine the champions 1o
obilize and raise awareness of technical realities, required capacities and benefits of

rengthened systems, emphasize and use feedback, support data analysis and utilization (50).

ssessment study on the Nigerian HMIS showed that HMIS re-design was based on the four
ymponents of the information cycle: Collection, Processing. Analysis and Presentation and
s (self-assessment and feedback) 1t uses paper-based collection tools at facility level since
calth workers directly collect and report while health service 1s rendered. The study key
wsults includes a fully functional Localized DHIS software called HIFA n data management
ctivities since DHIS is practical in several African countries (e.g. South Afnca, Ethiopia,
ad Zambia) and in other countries (e.g Norway, India and Vietnam). Training manuals with
Tective and practical teaching methods, HMIS explanatory package developed for advocacy
urpose. indicators and data analysis tools, a cross-state data analysis that was completed in

006-200% and annual data review workshops are among the success of HMIS efforts (S1)

\n assessment study on the design and implementation of HMIS in Malawi pointed out that
is taking full advantage of lessons learned by pioneers around the world and others who had
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cont expenence of HMIS reform. Malawi concoptualized. designed and implomentad
mple decentralized. acton-onented HMIS Though the achievements made in 4 yoars ane
Jte remarkable the mam aim of optimizing data quality and use have not yet been fully
eved  The suppont for fmmmummlmﬂ
formation s created in the entire health sector (39)

omparative study on the challenge of sustainability of information system in doveloping
suntnes with paricular emphasis on Mozambique and Tanzania had identified that major
wtors thit contnibutes for un-sustanability are the misalignment of the interests. roles and
sponsibiliies of the actons involved in the process (the donors, “\m and MOH)
fective collaboration between these actors is fundamental 1o sustain the changes achieved
y the long run. These interests of the actors should be aligned in a common network 1o
Sdrews the long term users” and organizational needs. These needs should build sustainable
wers shill and conducive working enyironment that can retain human capacity through better
rkers benefits incentives and work procedures created by the involyed acton in response

y performing their responsibilities (1%)

1L Frameworks for Evaluation

fealth Metric Network (HMN) is an international partnership that develops its own
ramework based on the premise that better health information means betler decmion making
nd therefore better health for all HIMN Framework is one of the several framework that is
sed as puidelines for assessing, strengthening and monitoning health information systems
HIS) development and management by defining key health information standards, data and
nalytic capacities, and guidelines for information use at country-level, HIS development and

ocall regronal/global access and comparability (52).

e HIMN Framework has two pants the normative and an implementation portion The
wormatine components describe the standards and assessment critena relating to the inputs.
srocesses. outputs. and outcomes of the health information system and comprse sin major
Lomans MIS resource. indicators, data source. data managoment. information products,
Siasemination and use The implementation component outlines a roadmap for strongthening
health information systems and includes, a tool 1o guide assessment of health information



vtem thus enabling countnes 1o ostablish a bascline and monitor progress of health
rmation stemn development The Framework s not inlended 10 replace evasting
wwal pudelings and other documents that provide detalled information on speafic
ety of HIS HIMN targets its framework 1o be the universally accoplod standard for
Wing the collection. reporting and use of health information by all developing countries

d global agencies (53)

e formation pesduts J

- Dissemination and tae J

Figure 2.3 Health Metnic Network Framework (6, 53, 55)

¢ Petformance of Routine Information System Management (PRISM) framework s

ther Tramework that helps 1o measure the performance of health information wstem It
onceptual framework developed by MEASURE Evaluation and John Snow, Inc, and »
g used to define HMIS performance as the production of quality data as well as the

atinvous use of information (54)

o framework proposes the analvsis of three hey factors 10 analvse routine health

rmation svstems These includes a set of technical, organizational. and behavioural
wermimants which influence the HMIS processes. with the objective of improving HMIS
dormance The behavioural determinants refer the knowledgo/skills, attitudes. values and
tivation of the people who collect and use the data The techmical determunants implios



3 collaction forms, processes systems and methods while the organizational determenants
dves information culture, structure, resources, and roles and responsibilities of ey
butors at cach level (55) The three determinants ofien connected one another 10 have a
mance of routne health information ssstem (12, $5) For esample. if 3 ransd

orhet feels hoshe has not really masterod the necessan shills, then the required

v be performed will be reduced. On the other hand, achieving competency in action
hoas collecting and using health information requires not just knowledge and shill but also

upportive environment

'RISM Framework for understanding
palth information system performance
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CHAPTER THREE
METHODOLOGY

cStudy Aren

Cstudy was conducted in Addis Ababa, a capital city of the Federal Republic of Ethiopa
Can s divided for administrative purpose into 10 sub cities and %9 keboles in which

ut 2 7 millions residents dwell

ve are about S00 health faciliies in Addis Ababa which range from goserment
calizad hospitals 1o privatels owned ones, from higher clinics to lower clinics and from

I centres 1o health posts There are 30 hospitals, 26 health centres, 94 special climies, 9
her climies, 146 medium chinies, and 103 lower clinics. Among these health facilities, five
pitals and all the 26 health centros are administered by Addis Ababa City Government (V)
+study area of this research is all Addis Ababa city administered health facilities and
Ith management units at sub cities and regional levels.

L Study Design

Crosssectional descnptive study design, utilizing quantitative and qualitative study
thods, was employed 1o describe the status of the new HMIS implementation program

. Duration of the Study

s atudy was conducted between October, 2009 and June, 2010. The data collection through
Gionnares nterviews and obsenation was conducted between March, 2010 and Apnil,
0 Data analysis, interpretation and wiite up were done between May, 2010 and June.

|0

. Source and Sample Population

A\ddis Ababa city gosernment administered health facilities. sub city health offices and
onal health burcau were source population while all health service departments of health

pes sub aties (distnets) and regional level where the new HMIS i implemented were
sample or study population



* Sub Cities and Health Conters under them implementing new HMIS
are 11 Number of Public Health facilities in Sub Cities in Addis Ababa, 2010 (19)

Tusion and Exclusion eriterin
+ Inclusion criterin  health professional who take traming and directly involve in
health care service delivers of treats patients of clients at facilities, head of core
process of case team. HMIS focal persons o those BPME stafl working on behalf,
medical directors, officers of head of sub cities who are expected 1o use data for
decimion making and reporting are included in the study
»  Exclusion criterin  Healthcare provider or officers who do not salisly the above

critena are excluded from the study

. Sample Size and Sampling Procedures

ce purposive sampling 1s chosen, service departments in cach lnulh facility and sub cities
cre the new HMIS 1s implementing were taken. The new HMIS is currently implemented
1 G e hospitals. thirteen health centres, five sub cities and at regional health bureau Two
Jh care providers of officer from cach case of core process in these organizations who
oy ncdusion entena were selecied using purposive sampling 1o respond for  both
ditative as well as quantitative data



Quantitative study

respondents in the study population were chosen based on a purposive sampling size and
odure stated above There are on the average cight big departments known as case
s at hospitals and four at health centres as well as four core processes under cach
ciies and regional health bureau This study purposely took only two respondents
ight case teams in five hospitals (=80), two in four case teams in thirteen health
¢ (~104) and two from each four core processes in each sub cities and regional
au (~48) Hence, a total of two hundred thirty two people working in/responsible
IMIS related activities were participated for the qualitative study.

Qualitative study

health institutions in the study population were covered and there record rooms and
S unit or BPME teams, their reporting system and experience of respondents on HMIS
ities were observed and interviewed. An in depth interview was conducted with 18
idates which were 7 from hospitals, S from health centres. S from sub cities and | from
m o The interviewees were 7 medical directors two from hospitals and five from health
es. S HIMIS focal persons all from hospitals and § BPME oflicers who work on behalf at

cities since there was no focal person assigned as HMIS ofTicer for each health centres

Data collection Techniques

¢ methods were emploved The quantitative method was used for assessment part by
2 o self admimistered questionnaire. Qualitative methods were used 1o further explore the
ts found from the quantitative study using in depth semi-structured interview with
ted participants and observation on card rooms and BPME sub core processes using
k list as well as HMIS related activities and resources. Data collection methods used in

study were

27



estionnaire

Cquestionnaire includes questions that help 1o assess current practice in the new HMIS
lementation Both open and close ended questions were included in the questionnasre
© questionnaire was self constructed and prepared in English based on standard HMN
Seline for HIMIS  The questionnaire used contains a 49-em of closed and open ended
o organized into five parts Most flems were prosented as statements 10 which
wndenin answered ves of no tvpe with a third category ~“don not know  or requesied o
Cate theit agreement rom the choice of strongly disagroe. disagroe. noutral, agree and

ngly agree

he Tinst pan. 6 questions were asked about the socio-demographic information of the
sondents which include name of their institution. department they were working in
dion they hold their sex. educational status and feld of specialization In the second part,
Cwere O questions used 1o assess HMIS inputs The third part contains 7 questions deals
hoprocess of HIMIS and the fourth part contains 7 questions that was used 1o assess HMIS
put The fifth part of the questionnaire contains 3 sets of questions aboul techmical,
anizational and behavioural determinants that possibly affect positively or negatively the
1S implementation status as well as open-ended questions that respondents possibly
aments on the strength (success) or weakness (failure) of the implementation and
pestions for improved implementation of the HMIS. (Annes 1)

¢ questionnare was pre tested at Zewditu hospital, Kazanchis health centre and Kirkos
Caty with four respondents in each of these health institutions prior 1o the actual study
1od and appropriate accommodations were made.

data collectors were hired 1o orient, distribute and guide the respondents while filling
~tionnare A total of three supervisors were assigned so that they adyised data collectors
crever the need anse The data collectors and supervisors were given training on how o
o respondents while filling the form They were also responsible for collecting back the
stionnaires they distnibuted l’.ad!ol'mulllld'mﬂwm-“ which
| increased the response rate



lepth interview

depth Interviews had helped 1o further dig out findings for the research and to explain
esult of the questionnaire. Hence, interviews were conducted face to face using semi-
wred and open ended interview guide line. The interview was recorded and transcribed
he purpose of analysis. Eighteen interviews were conducted. Thematic analysis technique
used to analyse the interviews. (Annex 2).

ervation

researcher conducted systematic observation on data capturing and reporting formats,
ementation progress reports, minutes of important HMIS related meetings, official
rs, quarterly HMIS reports, visits of card rooms and BPME sub core processes, checking
he structure, activities, patterns of information flow, working enyironment, availability of
pments and indicators Checklists were used for recording of information obtained from

onal observation (Annes 3)
Study Variables

endent (Outcome) Variables
Implementation Status of the new HMIS
pendent Vanables
Health facihties. Institutions (HC, HP. Sub cities. Regional Bureau)
Respondent Category(Head, Health Working Stafl, HMIS focal persons)
Data Element
Set of Indicators
Standardized formats
Data Quality
Information Use
Determinants of Implementation
- Techmcal
- Organizational
- Behavioural



0. Operational Definitions

e team or core process  work department or unit in the new civil service reform content
thiopia

o olection of facts that an information systems can transform into useful information

Jith Information System o system that integrates data collection, processing. reporting
wse of mformation necessary for improving health service effectiveness through better
wagement at all levels of health services.

Jth Management Information System- an information system specially designed 1o

s 10 the management of health services

Jth Working staffs - Clinicans delivenng service 1o patients of chients in health facilities
responsible 1o capture HMIS data on every climcal visit

ormation- an organized sel of data that gives meaning
egration in IMIS  data or information collected and recorded 1o and reported from one
tral HIMIS unit

use  Computer and related infrastructure used for HMIS activities. Implementation

cons factors - the use of data quality assurance tools, momitonng performances, existence
Milled stafl, well designed formats, standardized set of indicators, budget for HMIS, ICT
_coordination, cooperation, communication, shared responsibility among stack holders,

formation System — a system that provides information support 10 the decision- making at

h level of an organization

nership - o connder accept and priotize HMIS as core activity or as part and parcel of
fessonal duly

plification  the reform i HMIS requires roporting only data elements needed by
icalorns

lled and trained staffs — the expenence and know-how of health professionals for HMIS

IVILIeS

ndardization proviwon of uniform recording and reporting formats, registers and tally
ciowen ol indiators and therr definitions, discase list for reporting and thew cawe
inibons, as well as data clements



em a collection of components that work together 1o achieve a common objective

nical Committee - A group of experts organized 1o provide guidance, oversight and

lve HMIS activities

zation of Information - use of information for different purpose (planning. decision
ng. 10 take action, to provide information) at all levels of health secior

L Data Analysis

data from the questioner was entered in Epinfo version 3.3.2 then exported to SPSS
on 15 by the principal investigator to be analysed. The assessment of new HMIS
ponents has been described using tables, figures and graphs.

¢ the interviews held. the results from the questionnaire added with the interview were
pared and possible explanations concerning the issue at hand were discussed on the

ISS10n pant

srding o PRISM framework, factors influencing the implementation status are classified
technical, organizational and behavioural determinants. The response (o question on each
of determinants are organised in five categories (strongly agree, agree. neutral. disagree
drongly disagree) During the analysis, these likert type categories of choices was further
wped and recoded into three categones by dichotomizing sirongl,\ agree and agree into
¢ as a positive rating and strongly disagree and disagree into “disagree’ as a negative
1 Neutral response is believed 1o be equidistant to the adjacent ratings in both directions
is ignored as a non response for this study purpose (46).

. Data Quality Management

rescarcher attempted to carefully enter and analyvse the data collected Data quality was
red using different techniques such as.

uning given to data collectors for two days about the contents of the questionnaire and
sent supervision were done. The qualitative data collection was conducted by the
cipal investigator.

£}



rwonal supan ision dunng the process of data collection was made In addition. Problems
rtered at the ime of data collection was reporied immediately and appropriate actions
ety devipned quastionnasres and interview guidelines were preparad. morooser pre lest
done pnof 1o final distnbution and interview of the study and appropriate COMECIONs Wi
o Data colloctors assisted the respondents in case of difficulties. Completencss and
hilits of the questioners filled was chocked on spot

¢ questionnaires were cheched for missing values and inconsistency. Completeness and
it Questionnaires that were found 10 have lots of missing values and INCONSINENCIe
¢ eneluded

W data et and cleaning was made by the principal investigator Notes were taken on
e demanding further clanfication by revisiting the study area

ews were conducted by the principal investigator to avold any miss understanding

3, Ethical Considerntions

dudy work was carned out after getting approval from the ethical clearance commitiee

Ve Ababa Unversity. Medical Faculty through Health Informatics Program/School of
I Health Data was collected after getting written Ethical Clearance from Addis Ababa
 Administration Health Bureau Information sheet and writlen consent forms were
vered along with each questionnaire and all the subjects were asked if they were willing
Jarticipate 0 the study. and those who refused 1o participate was excluded Informed
val consent was obtwned from all interviewed subjects Objective of the study was
seed with each participants and privaey was maimtained dunng interview  All the
foews were transenbed after the respondents consent

4. Dissemination of Results

o findings of the study will be disseminated 10 the school of public health/ health
rmatics program, Addis Ababa regional health bureau, MOH, and 10 the government and
govermment mmmmﬂupomﬂymldmmmhﬂl’y.




CHAPTER FOUR

PRESENTATION AND ANALYSIS OF DATA

Chapter presents the results, analysis and interpretation of data collected through
sonnaire, in-depth interview and WMMM thirteen hoalth contres.

sub cities and regional health burcau where the new HMIS s w

Results of Quantitative Study

1. Characteristics of the respondents

» hundred thirty two questionnaires were distributed and two hundred twenty four were
med  Among retumed questioners, four were discarded because of inconsistont and
o values Thus the remaiming two hundred twenty which gave the response rate of
o used for the analysis purpose for this study. According 1o table 4 1 bellow, one
dred fourteen were females (518%) and one hundred six were males (482%) The
ondents were KO from five hospitals (36 4%), 104 from thirteen health Centres (47 3%),

rom five sub City health ofMices (13 6%) and 6 from regional health bureau (2 7%)
le 41 Socio Demographic Charactenstics of Respondents, their qualification and
Won i theit respective Institutions in Addis Ababa, 2010

Respondents
profile

Sen

‘ Qualification

 Institutional
Posiion

Classification Frequenes  Percontage
 Male 106 ax2%
Female 14 SIN%
‘Diploma M 382%

First degree (BSC) 17 $32%
Doctorate degree (MD) 10 s
 Masters (MSC, MPH) ) L% N
Specialization . ' .

" Hosprals ¥ A A%
Health Centres M 473%
[SubCity o 136%
Region 6 27T

| Head 4 20%

| Health Working staff 176 s




ducation level of respondents who are working in the different departments of health
jtes constitute from diploma to specialized doctors as shown in the table 1 above. About
espondents (62%) are degree holders and above. Among them, 44 respondents (20%)
calth workers who are heads of Case Teams and Core processes entitled as ‘process
rs” while 176 respondents (80%) are health workers who directly involve in the health
provision 1o clients or patients and 1s entitled for the this study purpose as “health

ing stafls

L Assessment of HMIS Inputs

erning the existence of guide lines, regulatory or planning frame work as a standard to
5. more than 114 health workers (50%) reported that they did not know the eistence of
cal and techmical. logistic. personnel as well as budget requirements. However, 67
ndents (300%). only claim the existence of reporting requirements. Let alone these
ards, 137 respondents (62.3%) do not even know the existence of HMIS Units or related
rtments in their institutions.

h workers were asked about HMIS related assistance received from sub cities, regional
h burcau, ministry of health and donors. 167(75.9%) and above respondents didn’t get
yack. supervision as well as consultancy for HMIS related activities.

c4 2 HIMIS Related Assistance Recenved during Implementation. Addis Ababa 2010

sistance Never Rarely Sometimes | Often Always
sceived

raining T129(132%) | 160712.7%) | 30(13.6) 0% |- |
‘eed back 167(75.9%) | 52(23.6%) | 1(0.5%) - f
M UPervision 167(75.9%) | 50(22.7%) 1(0.5%) .
‘onsultancy 171(77.7%) | 43(19.5) 4“3(7 3%) . 10.5%) ety
opistics DI8(3S5%) | 113(51.4%) | 27(123%) 209%)
‘inancial 1149(67.7%) | 61(27.7%) 10(4.5%) |- ST T

hown in table 4.2 above, there is a logistic provision according to 140 respondents
194+ 12 3%)  Different forms, registers, tally sheets, and medical card folders were



lied by techmscal supporting agency, Tullen University Currently, stationanies are sl
able sccording 10 149 respondents (67%).

Wt 149 repondents (67 7%) clam that there is no budget allocated for well functioning
IS gt am of the facility suneved Respondents from regional health bureau. however.
Dt thes have redittibuted the mones they recen od from ministry of health 1o renov e
ated contral card room system for cach health facilities. Since the new HMIS demands
sated card wstem organized centrally in one room  before launching  HIMIS

lementation

ndicated in table 4 12, 29 health workers (13.2%) claimed that they did not take any
Ay about HIMIS for different reasons such as being new recruits, at annual leave, bewng
Ao other personal reasons 190 respondents (72 7%+ 13 6%) assured that they have
Lee davs on job trmming They suggested also that this training and a two day
station for some of them was not enough 10 cover the module. Even |56 (70.9%) of them
ned that some isues and questions raised during the training was not neither betler
amed not referred 1o the next decision level who are expected 10 respond.

scerming avarlability of 1T equipment and communication lechnology in the BIPME sub
Cprocess (equisalent 1o department) which is responsible for managing the new HIMIS
Vties computers are claimed 1o be available only by 65 respondents, printers by 62
wndents. telephone line by 81 respondents and internet or any kind of network by 40
wndents There are no computer and fax machines in any of BPME acting umit in health
ros and sub cities covered by the study.

A Assessment of HMIS Process

A Data capturing

ording 1o table 4 3 bellow, one hundred and fifty one respondents (68 6%) are currently
slving n the data collection, analysing, interpreting and reporting activities. Only twenty
health workers in head position (36 8%) involve in these HMIS core activities. Whle 6%
wdents (30 9%) consider themselves that they did not know nor had any role because of
ok load specialization ot hgh ranking management positions. Two hundred and eyt



sndents (4 $%) reponted that they Mﬂ”ﬂ““““”*
5
¢4 1 The Role of Health Workers in HMIS, Addis Ababa, 2010

[ Position ‘i Data Col_‘“ilal um ﬁ
! 13556 %%) 0 19(43 2%)
| 1126071 6%) R R )

o orkers were also asked whether they have used forms. tally sheets and regisien & 4
o ool Tor data collection and reporting of nol. According 10 table 4.4 bellow. 193
ndents indicates that they hav e used these tools However, 152 respondents only suggost
ey filled counted o coded immediately after each clinical visit or other HMIS related
La 46 health workers feel pain from work overload and unable 1o fill count or code these
» just after cach clinical visit rather they usually did these routines at the end of each
bine davs and 22 respondent did not consider these activitios as pant of their duty rather
v annist them i recording and reporting actisiies

Ith workers were also asked 10 point challenges they face during data collection and
sting  These problems are summanzed as follow.

mmon discases are not included in the new HMIS discase classification (HMIS-DC),
ot hospital diagnosis are missed because of these limited HMIS-DC,

atroverss 10 collect data from admission & discharge services, new and repeal cases in

N planning sTVICes
V <18 vears 15 not reportable,

i forms and registers to be filled in the Out patient and Emergency sorvices is against
R principle which daw-mdmbh“m.m”lddm

astic provisions were not made before implementation is launched,
IS necds mote stationens . needs it own budget.

ard room workers are incapable and not inferested 10 retnieve missing cards, 10 help users
o they lost their service card id, they give two or more medical record number (MRN) o
 person or ungle MRN 1o many individuals which in one way or another our cliont lose

modical storn y
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4.1.3.2. Data Transmission and Processing

There was an effort to see whether health workers have been using ICT or computenzed
program for data capturing, transmission, processing, analysis and information use or an
other HMIS related activities. The majority of respondents (96 8%) indicated that they did
not use 1CT. However, only 42 respondents (19.1%) have been using word process and excel
1o compile and process data as well as to produce report Regular and tmels data flow »
crucial for HMIS even if 202 respondents (91 8%) did not know the existence of both
minimum period of data processing and procedures of transmission or reporting According
(0 207 respondents (94.1%), summary reports are sent in paper form while 13 respondents
use soft copy using flash disk or floppy for data or report transmission purpose

Health workers were also asked which data sources they are using while data capturing and
report generating. 84.1% of them are using service records contned as individual medical
record folder. 12.7% are using health and disease records and 3 2% are using administrative

records

Development of a set of indicators and minimizing the number of data elements 18 & major
shift from the old system to the ““new’" health information system. Regarding to this, 117
respondents (53.2%) claimed that the new HMIS includes all necessary data clements
However. 93 of the respondents (42.3%) suggested the need to include additional essential
data sets According to figure 4.1 below. Sixty health workers from hospitals (X1 1%)

reported that the new HMIS does not include adequate data elements

100 = =
80 {7
” .'”
60
u No
4 ¥
: DX

Health Centers

Figure 4.1. Adequacy of Reportable Data Elements in the new HMIS among Health

FFacilities. Addis Ababa, 2010



Respondents were asked 10 point problems related 1o this idea and thesr response e =

follow

- New HMIS disease classification underestimates the diagnostic capacity of hosprtals where

most common diseases are categonzed as ‘others.”

- A patient who got treatment for different interrelated discases in one episode s conmdered
s of he had got only one treatment and these difforent diagnoses are reponied as a single

man dragnose” leaving the rest as “others”. The new system did not conmder these others &

a non reportable data element since they are very important 1o identify the ten top disease for

that particular health facility, or for its logistic arrangements, or even they may serve as a

spring board to conduct surveyor surveillance for that particular health facility,

-Some indicators such as surgical infectious rate that possibly used 1o assess service quality

of particular facility. office level health related activities of sub cities or regwon indicaton

laborators performances which possibly measure our diagnostic capacits and other possible

indicators are not included in the new HMIS,

TIMIS does not consider the four-tier system of health services delivery where health contros

and hospitals at different levels are assumed 1o capture as well as report similar data sets and

compute similar indicators even if they provide the different health services.

-Currently, HMIS fails to incorporate data from other health facilities such as private as well

as non- oy ernment organization health facilities and even community level health activities.

414, Assessment of HMIS Outputs

4.1.4.1, Data Quality: the foundation for the new ilMls

Ihere was an attempt whether health workers know the existence of mechanism that control
data quality and continuous quality assurance for the data being collected and processed 192
(X7 3%) of them did not know its existence Even 206 respondents (93 6%) claum that there s
no regular programs and supervision conducted yet Health workers were asked 1o rate data
quality in terms ofﬂndwwwhidldllbwdl\'ﬂlﬁkhhm and
submitted on time according to established deadlines. 149 (67.7%) as well as 192 (%7 3%)
respondents show their agreement on timelines and adoquacy of data or reports respectively

On the completeness of tally sheets, regisiers and reports, only 102 respondents (46 4%)
agree and on the accuracy data only 9643 3%) of respondents agrees
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Frpure 4 2 Data Quahity Measures assessed in Health Facilities of Addis Ababa, 2010
4.1.4.2. Data Analysis and Presentation

Ihe analysis and interpretation of data at any given health service level can help 1o know the
status of health services provided and identify possible health probloms at the place of thesr
orgin Data presentation is a means of displaying data 1o be accessible 10 other people
Health workers were asked “how and 1o whom generated report of information is prosented ™
207 ol respondents (94 1%) reported that reports are presented in paper form  These reports
are sent 1o management body of the facility, o regional health bw-u and 10 the depariments
i their facility according to 66(30.0%), $3(24.1%) and 44(20 0%) respondents respectively

1.1.4.3. Information Use: ultimate target of the new HMIS reform

There was an effort 1o see “for what purpose health workers are using information from this
routine health services According 10 table 4 bellow. most health workerns use information
from the new HMIS for reporting purpose (98 9% (n- 211)) o fo give information for internal
ctack holders. By far, only few health workers are using this information for decrmon making
(36 8%), for planning purpose at institutional level (36.8%). 1o compare with previous report
(35.9%) or to monitor and evaluate performance (35 9%)



Table 4.5: Information Use pattern in the new HMIS in Addis Ababa, 2010

" Information Use Yes No I dont
! use

Ior reporting 1o higher level only 211(98 %) | K(3 %) T 0 $%)
" To give information 1o the stack holders 178(80.9%) | 4209.1%) -

To compare with the previous report 9059%) | 140(636%) | 1(0.5%)

!

" I'o monitor and evaluate performance 9059%) | 141(641%) -

For planning purpose at institutional level only — K1(36 X%) 13963 2%)

For decision making/ 1o lake action N'KI(JIM%) 139(63 2%)
mstitution level l

Two hundred six respondents (93.6%) did not know the existence of any incentive that
encourages information use. According to table 46 bellow, only nine respondents (4.1%)
consider training they took as an incentive. In addition to this, 85.5% of respondents (n 1XX)

clarmed that there is no policies that cultivates Information Use Culture

Table 4.6: Information Use Enhancement Mechanism used in the new HMIS in Addis Ababa.

2010

| Response | Froquency _ | Percentage
iistence of Incentive for|[Yes |9 4.1%
Information Use Ne ki | 206 93.6%
Idon know § 23%
Kind of Incentive used for [ Money |1 __|05%
Information Use (Training |9 4.1%
| I donotknow | 210 95.5%
Existence of policies that | Yes I 05%
Encourage Information Use | No 188 85.5%
Culture I don’t Know 31 14.1%
" Existence of Backup Yes ) 21 9.5%
'No 190 86 4%
;Iddn'ikn_oww |9 L _|41%

a1



4.1.4.4. Feedback

I'here was an attempt whether health workers know the existence of regular monitoning and
evaluation mechamsm. as well as regular feedback Monthly or quarterls M&EE meeting s
not made according to 203 respondents (92.3%). Very few respondents reported that
management review monthly meeting is currently used as a monitoring and evaluation
mechanism of HMIS. 201 health workers (91.4%) claimed that feedback mechanism 15 not
currently employed. According to table 4.2, regular supervision, or consultancy scheme al

least 1s not designed.

Ihere was an interest to see the existence of backup system that may help 1o use information
(or future references. 190 Health workers (86 4%) assure that there s no any back up
document of last two years even if very few respondents indicates the evistence of
computerized and paper based system. There are no rules and regulations about the securnty,
use. transfer. retention, and destruction of health data or information according 1o one
hundred ninety nine respondents (90.5%) even if 19respondents did not have the information

about these facts.
1.1.5. Assessment of Determinants of HMIS Implementation.

PRISM framework classifies factors that influence implementation status of HMIS nto
technical, organizational and behavioural determinants. Health workers were asked to rate

their agreement towards these sets of determinants.

4.1.4.1. Assessment of Technical determinants

cal aspects of determinants as the nuts and bolts of the
information system that the system developer and implementer should focus their energy

The majority of health worker agree with the existence of standardized set of indicators and a
well designed data collection and reporting forms according to 187 (85.0%) and 175 (79 5%)

respondents respectively. Many Health workers, on the other hand. believe that they (60 9%)
Il out HMIS formats and they (76 8 %) are not skilled

I'he frame work considers techni

are not well trained to properly fi



enough with HMIS related activities. One hundrod and ninety four respondants (88 1%) s
supgest that there are non friendly format for reporting and 10 visuslie rosdss

According to table 4.7, most of respondents (96 8%) sl claimed that the new HMIS
currently does not use appropriate information lechnologs for data captunng. analyan

rransfer. and presentation

lable 4 7 Techmcal determinants of HMIS Implementation Addis Ababa, 2010

) I'echnical Determinants Disagree Neutral mg—: ' |
There 1s standardized set of | 21 12 In? l
Indicators (9.6%) (35%)  (x80%) :
Ihere 1s well designed formats | 23 (10.8%) NN 1SN
Ciherers well Traned siall | 134 @09%) (3 SI@4%
l (15.0%)

There 15 skilled  human | 19 (8.6%) R4S | 169 (T6N%)

resource ‘
Friendly formats DRI 1T02% 196N
Use of appropniate 1CT L!ll(% ”§ ‘Imtﬂﬂ % | sQw™)

1.1.5.2. Assessment of Organizational Determinants

Tabled 8. bellow shows Health workers agreement on effect of organizational also referred to
as environmental or systemic factors on the implementation tatus  Most health workens
disagree with the existence of coordinated effort and leadership (83 %) existence of sirsteg)
and policy that show clear roles and responsibility of professional in data W
management and use (63.6%) and evistence of onganizational culture ot explots s sheres

values for the implmmmw'm

There were a significant number of respondents (57 7%) that agroed with the absence of

devolution or decentralization in the implementation process (planneng. trEmng. plot
running and implementation) that create a shared respomibility o address posubic prodiom



budget or HMIS resources control. Few staff (17.8%) shows their disagreement on the
existence of narrow structure of the health system that may possibly affect implementation

status

lable 4 ¥ Organizational determinants of HMIS Addis Ababa, 2010

()rgzunn/:uional/cn\uonrﬁenlf ' 'l‘)is-ly_o'c. neutral [ agree

systemic factors
Ixistence of coordinated effort and leadership 189 (85.9%) | 17(7.7%) | 14(6.4%)
Existence of strategy and policy 140 (63 6%) | 70 (31 8% | 10(4 5%)

olut 127(57.7%) |83 (37.7%) | 10(4.5%)

decentralization

Presence budgets or resource Control 169 (76.8%) | 44 (20.0%) 1 7(3.2%)
' ,. - |
Ixistence of wider Structure of the health system | 39 101 80 (36.3%)
(17.7%) (45 9%)
Iwastence of organizational culture 126 (57.2%) | 78 (35.5%) | 16(7.3%)

(acceptance or resistance )

4.1.5.3. Assessment of Behavioural Determinants

There was an effort to see the impact of behavioural factors on the HMIS implementation
status. Most health workers (92.3%) agreed that the new HMIS is not the extension of the
previous one. According to table 4.9 bellow. there is no motivational mechanism that uses
data 10 assess performance according to 204 respondents. Large number of health workers
(201) suggested the absence of follow up, coordination. cooperation and communication. One

hundred seventy eight health workers believed that HMIS implementation lack ownership

that transform care provider into effective data collectors and information users Health

workers are not empowered to take active participation and take HMIS as part and parcel off

their professional duty according 1o 203 respondents and even they lack confidence to

participate and make decision for HMIS related activities according to 191 respondents

Mam health workers believed that there 1s a falure
about information us¢ culture according 1o 198 respondents

of advocacy about the new HMIS (191)

and there 1s a lack of promotion

an



Table 4.9: Behavioral determinants of HMIS Addis Ababa, 2010

Behavioural Factors Disagree  Neutral 1 igrcc
The new HMIS is not considered as | 10 fm’z_x) 120 1
estension of the previous one-fals to | (4 5%) ‘("2 %) |
give credit to the previous good work : l’
Lack of motivational mechanism when | 5 (22%) | 11 204
data collectors use it for assessing their (5.0%) | (927%)
performance
Absence  of  better follow up, | 4 15 201
coordination, cooperation and | (1 8%) (6X%) (V1 4%)
communication I
Lack ofownership 17(1.7%) |28 178
(11.4%) | (80.9%
Lack of Empowerment of care providers | 17 B 27
(1.7%) | (800% | (123%)
Lack of confidence to make decision at | 29 (9.1%) | 1”7 lzu |
HMIS related activities (17.7%) |(9.1%) |
Poor Advocacy (Failure 1o speak of the | 40 BT 120 |
opportunity with HMIS reform ) (14.1%) [ (727%) | (9.1%)
Lack of Promotion of Culture of 25 171 T T
Information (114%) | (77.7%) |10 9%)4

Respondents were ashed to mention the success of falure obtaned after implementing the

new HIMIS The response 1o this open ended question is summanvzed as follows

it 1s a good start, failure is with the absence of follow up. ownership., coordination, and
strong advocacy,

- HMIS needscontinuommdmilmvisbnforhmlobemledonmud

complete,



-there is no ongoing monitoring and evaluation on implementation status in line with what 15
planned and feedback for the activities performed and reported,

-performance monitoring and data quality assurance 10 be made a1 individual health worker
level on daily base. departments level on weekly base. facility level on monthly base. sub

cines level on quarterly base regional level on annual base.
-let health-workers be consulted for revision on what HMIS misses,
- by giving refreshment courses and practical training on HMIS

Jet leadership commitment from top management and role modelling involvement from
specialized health professionals, to prionitize HMIS activities by management stafl and full

support from other stack holders
“staffing card room with skilled personnel and computerize (o minimize problem in it,
- use the opportunity associated with ICT in recording and reporting system,

- by timely provision of all needed supplies, allocating budget and assign HMIS focal person

on every facility,

wated clear role of individual health workers. their departments, health facilities. sub cities
( districts). and region (- Addis Ababa Health Bureau) for the sustwnability of HMIS

implementation,

4.2. Qualitative Result

An in depth interview was conducted with 18 respondents in 7 hospitals. S in health centres.
S sub cities and 1 in region. The interviewed personnel were medical directors. HMIS focal
persons and BPM ofTicers who work on behalf at sub cities. There 1s no focal person trained
and assigned as HMIS officer for each health centres.

Interview focuses on issues about how the new HMIS is implementing. data sources used.

common tools employed on data capturing and reporling. clusion. of adequete. deta

clements. commitment of the management 10 priotize this core activily. assign appropnate

FeSOUrces



The respondents were asked 1o express their view about the new HMIS and how it 1
running, in their facilities in terms data collection, and reporting system Many respondents
consider "TIMIS as the new style of recording and reporting 1t is vers easy, comfortable and
best for stafl"as well as for patient.” Another interviewee added similar view that “there s a
clear image on reportable data elements even if there are some limitations * One of the HMIS
focal individual has expressed his opinion that ‘HMIS related works are improved from day
to day: many works are done with minimum person with better quality of data It avoids
multiple reporting systems. It uses one card folder for one patient or client for all possible

services that can be provided in our facility

Head of sub city health offices and facilities were asked “how management 1s commitied 10
strength and priotize HMIS as core institutional activities ~ Most respondents claim that they
did not know how and when HMIS implementation to be launched at regional level One
medical director has said that ‘it would have been better if special training or workshop was

piven on the management of implementation process before ity launched

Head of one sub city health office has said that “our management was not ready for HMIS
implementation. We have not assign HMIS officer and allocate budget at sub ity as well as
health centres level and even we do not consider HMIS as one of our core activities in our
plan. There is no shared responsibility with region regarding HMIS. Every direction is given
from region without our participation.” Medical director of one health centre has sad that
“our health centre was a pilot arca for the new HMIS — We hadn’t got any benefit such as
fund. computer or the like My staffs were de-motivated and did not have positive feeling
towards HMIS. Neither our practice nor other similar cases were not evaluated and
communicated to us. I think sub city and region did not communicate with Tullen about the
plan for pilot running and the current implementation * Another medical director of hospital
has said that ‘we had reorganized our service departments according to civil service reform
HMIS. the latest reform, needs card room to be re-organized again’

erviewee about what data sources the new HMIS 15 used One
om the tramming that HMIS can use both population and

I'here was idea raised to int

mformant has said “we know fr
y use medical service records as well as common health

and forms to trap required information from my clients

senvice based data sources. | usuall

data capturing tools such as registers,
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dunng cach chnical visit. | have never used neither administrative records nor population
based data sources such as census, vital registrations, and survey and surverllance reports

I'here was an interest 1o know what common problems faced dunng a day 1o day HMIS
related activities: One respondent has said “there is lack of knowledge about now HMIS |
usually observe during supervision that health workers face problem in data caplunng and
reporting, There is some misunderstand in registering admission and discharge as well @ post
offering services. They lack confidence to base on crude chient information 10 consider her &
a new or repeat customer.”

Nine davs training for HMIS focal persons, five days for most health officers or numes, and
a two day orientation to pharmacists, laborators technologists, and some administrative stalls
with same course module is not enough 1o intemalize and practice the new HMIS according

1o one focal person

Another person has said ‘HMIS creates more burdens on our work. We have no time 10 give
proper care to patients in emergency. Let HMIS considers about our customer satisfaction
than lose their golden time by such useless recording and reporting activities with these many
forms for every individual clients.”

Medical director of one hospital has said that “HMIS register books do not use name and bed
number but patient 1D only which is difficult to associate register with the individual patient
and even this creates a problem during rounding and attending his health progress. Formats
arc unfriendly; they are lengthy and difficult to read some column notes. There is no enough
space in the tally sheets boxes.* Another focal person has said “HMIS is not applied properly.
poor repistry. improper and inaccurate recording and reporting There are missing values and

discrepancies between registers and tallies -

A medical director from one health centre pointed that ‘there is no responsible person for
IIMIS who can supervise our day 1o day HMIS activities, consult when the need anse and
sometimes monitor our work. This may minimize irresponsibility of some stafl to complete
and fill these forms and registers.” ‘It would have been best if health workers at facility level
participate in the design and planning for implementation. | think there is no cleas tole among
cach stack holders. If health workers, for instance. engaged and clearly know ther role. they
may support the reform with the sense of responsibility by performing activities that HIMIS

demands” according to one informant.



Respondents were ashed whether the new HMIS includes all reportable data cloments for all
their institutional interests or not. One respondent has said "HMIS discase classification noeds
revision since most diseases are categorized as ‘others” HMIS does not properly specily
some common diagnosis in our hospital like ectopic pregnancy which leads 10 incomplete
reporting for most our hospital services and creates problems for logistic armangements
Another respondent has said *HMIS assumes the number of patients 1o match with the
number of main diagnosis which deviates data capturing process from the reality that one
patient may have more than one interrelated or even different disease at a single episode and
this even underestimate the number of work done *

According to medical director of one hospital, ‘HMIS under estimates the diagnostic capacity
of our country and even it does not consider the ever changing advancement in medical
technologies. There is no register for instance 1o record any laboratory results such as body
Murd analvsis Even the work of pharmacist s ignored in the new system Pharmacy and
Diagnostic Units (Laboratory and Radiology) do not have registers Pharmacist and
laboratory technologists design their own forms to follow their daily activities and simphily
their work. HMIS is not capable to capture PIHCT service or HIV case for <15 yeans

Another interviewee has recommended that ‘HMIS needs revision since services at OPD
demands many forms o be filled but the new civil service reform which was started 10 a year
before TIMIS reform requires many people to be served in a specific period of ime This
mas Jower both the client satisfaction on health care provision and data quality while

recording and reporting.”

Another idea that was asked to informants was 10 express their view on the principle of
standardization, simplification, and integration in the new HMIS. One respondent has said
that “even if there is small number of indicators, standardized data collection forms and

integrated channel of reporting through a single reporting unit. HMIS creates high burden to

us 11 requires repeated registering and tallying 1t needs man forms 1o be filled for every
client at OPD which affect their satisfaction. | think HMIS s faled unless immediate
corrective measures are taken.” Another informant has said. “in laboratory and in pharmacy.

professionals prepare and use their own form since HMIS do not have standardized forms and

registers.”
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Ihere was an interest 10 see the view of respondeonts how the new HMIS & enplomonod
according to the stated requirements particularty in torms of plysscal and techmacsl standards
such as computers and offices availability, logistics such & forms and regasers supphes.
tramned personnel and reporting requirements as well a budget allocation Most moedosd
directors from health centres have said that HMIS implomentation i thew facliny was oo
late to start 1t starts recently afler 6 months of traning. There is fo computor, \ acant postion
for HMIS personnel 1o assign, and budget allocatod Logtic Supphes was 100 lste Thy are
sure 1o say HMIS is not & well organized program and there is o responwble body who can
direct, guide and follow up the implementation status *

A large number of respondents from all facilities have said that “imegrated card rooms are nol
orpanized and functional in line with this reform requirements, thew workers ae not capable
for the HIMIS, they are not interested and capable 1o get whon patients lost thewr sers e cand
W retneve card missing. They usually give single master patient card number (MRN) for
many individuals or two of more MRN for one person. They are incapable 1o indes master
patient index cards alphabetically, they are killers of HMIS * Another intervienee with the
same view point added that *card rooms noeds more and skilled stafl Culling procedures
should be drawn and followed *

Informants were asked how the challenges in implementing HMIS are alleviated  According
o the inters ewees neither the management nor the other workers of the facilities have better
awareness about HMIS. 1t is surprising 1o have a response “HMIS is ot yat saned and ')
don't have idea on HMIS® from Addis Ababa health bureau experts. Most of the inferyiewees
emphasized that awareness rising must be made by respormible ofgam

Focal person in the hospital has said ‘Health workers should be motivated 1o conssder HIMIS
as a part and parcel of their professional duty, sub cities and region should take hon vhare on
implementation  Technical supporting  agencs should work in the manner that avoud
dependency and 1o ensure sustanability of HMIS implementation  Another interyiewee has
added “there should be sharing of knowledge. expenence and shill among all participants on
HMIS related activities.”

Al!PMlimthﬂ*Mb“ﬂhﬁﬂ!ﬂdMﬂ
of HMIS mmu.mam-uumumuau
decision making and planning purpose. 10 momtor the progrem of hashth programs and



cvaluate our progress against indicatons  Another madical duecior addad s wond o B
wdea that information should be used for Pationt’ cliont managemont. faciley mumagomeont
health system management as well as MMmﬁ.

Another medical director believed that most implementation relssed probloms we relsed
absence of follow up, coordination, cooperation and commumcation and he concladad b
remark as follow: “Who is the owner of the HMIS project” Plasse handover the ey 1o the
fpht and responsible organization so that we could enjos the benefite and frums of HMIN and
be accountable for the fmlure by impheation *

4.3, Observation

Dunng  Physical Observation, the following Hems were conmdored and obsers o
implementation progress reports, data collection and reporting formats. munutes of imporianst
HMIS related meetings. official letters, quarterhs HMIS reports. visits of card rooms snd
BPME sub core processes,

“The data encoders were seen while compiling tally shoets and propare summed up feports o
yehatit and Menilik hospitals, These forms were repeatedly orased and rewnition.

“ Lot Quality Assurance Sampling (LQAS) method of data quality sssurance i performed in
Yehatit and Menilik hospitals only. BPME toam members at Yekatit hospial s petformng
i techmique regularly once a month, they sent the result for ducusuing 3t management
meeting and document it in a book with suggested solution for future referonces.

‘Data encoders enter data into computers nd reports are prepared from those ageregaies
through computer aided word and excel in all hospitals,
“There are three types of HMIS reports and one additional facility report used for
management meetings

Quarterly Inpatient (1PD) Disease Report (theough quanethy IPD

morbidits and mortality report form)
“Quarterly outpatient (OPD) Discase Report (through quarterly OPD
disease report form and
-Quarterly Service delivery Report



- There s no table, chant and graph prepared that demonstratos or mshe sformation accowide
10 external bodies about new HMIS performance in sy of hoalth facshtses for evample

on sequential disease prevalence of len top disease of that facilins

- possible services provided

- compansons of plans and performances of some common indicmons e man show
incapability or absence of initiatives on HMIS workers in information generstion

“There 1s an opportunity (o see some indicators posted on wall as well s man standardired
reports of DHIS in Ras Desta Hospital where this software is still in use along with the HMIS
reports and statistics umt 18 functional Thes is the result of personal imitiative of the former
statisticians now assigned in another position and modical director encourages thes offon
since he 1s interested 1o see trends in clinical services of the hosprtal

Ihere s no functional Data Quality Assurance or HMIS Monitoring and evaluation leam 1o
check data quality, evaluate and follow the progress of the newly launchad HIMIS in an

health facility

“Ihe reports of health facilities of private and NGO are sent 1o ther respectine sub oty and
region they are not currently integrated and compiled with public facilitios data (report)  the
private sectors role and use information from them are not used 10 plan service coverage. 1o
share knowledge, experience of control their activities.

- There is an effort 1o conyert first. second and third quarter reports into 1IMIS report at sub
Gities and health centres by circular paper writien from region even i implementation «
launched in May 2010 after six months from traming.

~There are quepmmmofwn"ib‘u facilitsos that
can serve I‘oroneﬁsalyﬂ“if“!hmﬁh supphies for the your after.

Mam “other diseases” in forms filled in many hospitals dunng diagnoss ma Pugh hight the
existence of the problems and assessment at facility level man further neoded.

-There i1s no opportunity 10 observe or read from document i amy faciliy that performance
monitonng and evaluation (M&E) had ever performad even if MRE can be performad &



individual level on daily base, at department level on weekly base. at facility level on
monthly base. at Sub city (woreda) level on quarterly base and regional les ol on annual base

~Traming 1s given 1o 1378 health workers (for five davs) and selective administrative stalls
(for two days) at sub cities and health centres, 20 HMIS focal persons were traned for mine
days (5 from hospitals 10 from sub cities and 5 from regions) even if 2 from hospitals (40%),
2 from region (40%) and 4 from surveyed sub cities (80%) leaves their responsibility of
coordinating and guiding implementation activities because of the absence of incentives from
region,

-One data encoder for each health centres and two diploma holder HMIS officers are not vet

recrunted even if the new HMIS reform requires,

Table 4.10: HMIS Implementation Assistance by responsible bodies Addis Ababa, 2010

Ikupomible Bodies |  Remark

egion [Tullen U

Implementation Activities

IHuman Resource recruitment [V v v I'wo data encoder per hospital
Renovation of MR (Card)V v ¥ All  facihiies  where  HMIS
room lmplcmenmlon i launched
I'raining (implementers) YEL Provided for all Health Workers
Printing:  cards, registers, VY Supplied for one year to al
forms #‘lcililia

Computer &  Accessory] = . There 1s no such assistance from
supply rmsonc ¥

“All facilities tries to renovate their card rooms according 10 the specification (60m’” for
hospitals and 24m’ for health centres), each card room in facilities is restructured with two or
more windows to minimize long waiting hours due to card integration that avoid multiple
card keeping svstem for a single client/patient, and master patient card 1s designed 1o be
indexed alphabetically so that card duplication 1S minimized even if workers are incapable 0

don



-All card rooms of health facilities are equipped with MPI | oo if o ol
prepared according to the HMIS specification. there are no file cabinet and com iyt

of the facility,

- Budget. Planning, Monitoring and Evaluation (BPME) sub core process (- depariment) at
hospitals and region, BPME officer at each health centre and sub city are responsible bodies
for over all HMIS activities, HMIS acting Unit or BPME sub core process i the only
centralized HMIS information centre that is planed 10 serve as source of any honzonial and
vertical information (data) transmission for health centres, hospitals, sub cities and region
according to the figure 4.3 bellow

e AS WAS « Asis/to be

FH, PPD, @
( il To nest 11

|

 HMIS (OPD, IPD)

Family Health

From reporting HI

@ms' 0PB, 19D, I0SR
etc W il ;'

formation flow pattemn in the old and in the new HMIS within Health Institutes

Figure 43 In

(1) and reporting Units (HMIS) (19)



“There 15 no budget allocated for HMIS activities nor for the vacant HMIS position in ans

facihities or health institutions,

-3PMI: sub core process al hospitals and regional health bureau are organized with 1CT
cquipments and infrastructures according to table 4.11 bellow There are no such facilities in
health centres and sub cities.

Table 4111 ICT equipments and infrastructures in BPME* sub core processes Addis Ababa
2010

computers ' printers nternet ldeph;ni [Health  Data DOA | Backup ***
officers | encoders | team**
[2 I Yes Yes 2 3 No |No
2 T No No 3 3 No |Yes
[2 G No Yes 4 ] No No
3 iq No No 2 2 1 ["Na No
| 4 ) No No 3 4 INoe [No
& [ R [ |V

*BPME-Budget. Planning, Monitoring &Evaluation* *DOA team-Data Quality Assurance team
***ack up of the last two years health data



CHAPTER FIVE

DISCUSSION OF THE FINDINGS

5.1. Introduction

This study is conducted with four specific objectives. These objectives are 1o assess the data
capturing and reporting design and implementation process of the new HMIS, identily the
strength and weakness of the implementation status, investigate factors that possibly affect
implementation program in Addis Ababa and propose possible solutions for the ellective
implementation of the new HMIS. Findings of the research will be discussed using the
performance of Routine Information System Management (PRISM) framework The PRISM
framework assumed that inputs, process and outputs are influenced by three determinant
factors The first two specific objectives will be seen through assessment of inputs, processes

and outputs components of HMIS and the discussion will be presented as follows
5.2. Assessment of HMIS Inputs

One hundred seventy six respondents (80%) are health workers who directly involve in the
health care provision, 136 (62%) are degree holders and above and among these respondents,
44(20%) are heads of case teams or core processes. From the above evidence, respondents are
well educated health workers and involve in the HMIS related activities. They can give their
work experience with respect to the implementation - status of the new HMIS in Addis Ababa

Citv public health facilities. sub cities and regional health bureau

I'he new Ethiopian HMIS intervention focuses on minimizing the amount of data collection

It standardizes this data collection through paper based tools that can sumulate information

use at all level of health care system. Registers and forms are re-designed to provide

continuity of care and to activate the process of tracing with tally sheets and reporting forms

l'ally sheets are introduced to count activities. A ‘comment’ column and suggestion box in

» ot - ok 1§
the collection and compilation forms 1S introduced. Health workers are expected to cheek and

sign before submission. M&E officers some
bvious fluctuations and computational errors (GPS)

umes renamed as HMIS focal persons are

believed to search for missing values, O
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All reports need to have the name and signature of the compiler (3.19). Thes L

forms. available procedures, cross checking mechanisms and responsibilities attachod
facilitates data quality

Ihe existence of adequate resources for the best implementation of HMIS program is an
invaluable resource. Necessary inputs such as legislatives and planning framework, HMIS
unit and required personnel, budget, equipments, trainings and coordination mechanisms
were not sufficiently allocated in both facilities and health institutions according 1o this study
The new HMIS introduces guide lines. regulatory or planning frame works as a standard even
if most do not know the existence of physical and technical, logistic, personnel as well as

budget and reporting requirements

In most facilities and health institutions, there is no budget allocated for the acquisition of
human and material requirements necessary for success of the implementation. Sub cities and
health centres did not have HMIS focal persons and there is no plan to recruit. This will
create difficulty to compile, present and report HMIS data captured and facilitate health
management decision-making and public health practices at different levels of any health
sustem (13, 20, 22, 25) HMIS process re-engineering assessment repon remarks lack of
okilled human resource (18). A study conducted by Azeb identifies that HIS al health
facilities lack appropriates nputs (9). Similar assessment study conducted by Meseret on
IIMIS at public hospitals also reveals the existence of low commitment of the decision
making bodies in allocating human, material and financial resources (12)

Health workers were asked about HMIS related assistance received from sub cities, regional
health burcau. ministry of health and donors 167(759%) and above respondents demands
feedbach for what they are doing HMIS related activities. supervision as well as consultancy
even if they did not get from any of them (GP9). From the document analysis, there 18

support from region to temporarily recruit data encoders for hospitals. Region also funds
room since the new HMIS demands

one room before launching HMIS

health facilities to renovate integrated single card
integrated card  system organized centrally In
implementation. Technical agency provides short period tranings and printed cards, forms
from techmcally supporting agency
en if there was no schedule approved

there is uncoordinated and limited

and repisters There was a chance 10 Se€ mentors
supervise and consult focal persons al health facihuies e
or at least known by immediate management body Thus,
assistance in the implementation process.
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5.3. Assessment of HMIS Processes

According 1o this study, almost all health workers (94 5%) in Addis Ababa had not
participated inthe designing efforts of the new HMIS (GP4) HMIS wsualls drans
information from routine operations which are relatively inespensive and available wheres o
health svstem operates. HMIS 1s now uses health service records. health and discase records
and administrative records as facility based information sources according 1o 84 1%, 12 7%
and 3.2% respondents respectively (GP2). Health Metrics Network frame work 15 used 10
look at the relationships between HMIS and other information sources The new HMIS also
uses population-based data sources such as census of Addis Ababa City Admunistration w
well as mformation from supporting and administrating system such as logistic information
watem Ethiopian Demographic Health Survey (EDHS). along with HMIS gives more uselul
picture of health sector (2, 19, 55),

Many of the respondents (68.6%) are currently involving in the data collecting, analyzing.
interpreting or report generating activities even if significant number of health worken
(30.9%) did not know their role in these HMIS core activities. HMIS forms, tally sheets and
repisters are used for data collection and reporting These common data collection 1ools are
beng filled. counted or coded immediately after each chimcal visit or afier other HIMIS
related works (GP2). Over loaded health workers (20.0%) are doing these routines at the end
of cach working day personally or through assistance nurses (3, 19, 1)

This study find out the existence of the following problems related to data collection
activities. Respondents particularly claimed that the new HMIS discase classification
underestimates the diagnostic capacity of hospitals where most common discases are
catecorized as *others”. Even a patient who get treatment for different interrelated discases at
one episode is considered as if he had got only one treatment and is reported as a wingle -
main diagnose”. Thus, many ‘other discases’ may create problems and further assessment
survey at facility level may be reputedly required to know say ten 1op diseases for logstic
arrangements or any other health interventions. There are controversy issues on recording
admission and discharge cases, as well as new and repeat cases in family planning services

patient satisfaction where thus contradicting
<18 s not

HMIS focuses on data collection while BPR on
. HIN
focuses shall match with patient load in OPD and Emergency semices

There is no regster 10
reportable. Some registers, tally sheets and forms needs revision



record any laboratory results and pharmaceutical activities. Professionals from laboratorns and
pharmacy design their own register to follow and simplify their work even if this is not in line
with the principle of standardization in the new HMIS (19) Card rooms are not organized
with qualified. motivated and capable workers as well as assisted with 1CT technologies
Data or Report from private sectors is not integrated with the new HMIS even if they
contribute a lot in the health sector and information from them is invaluable 1o plan sub ot
or regional service coverage. 1o share knowledge and experience or control their actis ities
Iimely provision of denominator data from population is needed since they are inflated from
ime to time for different reasons. Assessment report 2006 also shows the existence of

inconsistencies of population denominator between levels up 1o 20% (5, 18)

The main purpose of HMIS is to produce information that can be utilized for the management
of health at each level of the health care system (GPS). HMIS tries 10 enhance the ubilization
of processed data at facility level as well as timely data or information iransmission 10 the
neat level (2. 19). Currently, HMIS is designed 1o uses paper based honizontal transmission
(within in individual health institutes) or vertical information transmission 1o sub city or
region level (19). Health workers (96.8%) do not use computerized program or software for
data recording, report generating or for any other HMIS related activities. However, only
19.1% respondents have been using word process and excel 1o record data and to produce
their report. Data or report transmission from hospitals or sub cities 1o region is made through
paper based mode of transmission even il the new HMIS design proposes 1CT use There is
an opportunity to see data presented in some friendly formats and reports on sequential

disease prevalence using DHIS software in Ras Desta hospital.

The new HMIS demands each level in the health care system 10 send a quarterly summary of
regional BPME sub core process

ce BPME oflicer acuing as

activities 1o the level above. Hospitals directly reporis 10
while health centres reports 1o their respective sub city health ofTi
HMIS officer (unit). Most respondents (94.1%) sent summary reports in paper form while
s for transmission purpose This summar report i1s expected
rrectness, completeness and consistency. Each level
yzable indicator at sub city, regional or federal
the facility in register, service records
ring tools as well as summary of
nits at sub cities and health

some use lash disks and floppie
to be sent after checking for data co
reports only data directly connected 10 anal
level: other information is expected to be retained at
contained in individual medical folder, other data captu
activities in paper or electronic form (GP3) HMIS actung U
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centres or BPME sub core process at hospitals and region is planned 1o be the only central
. g .
unit for any horizontal or vertical information transmission in the new HMIS (5. 19)

5.4. Assessment of HMIS Outputs

Ihe new HMIS advocates efforts that can maintain data quality in terms of the degree 1o
which 1t 1s up-to-date and available when needed as well as submitted on time sccording 1o
established requirement (19). According to this study, many respondents show their
agreement on timelines and adequacy of data or reports. On the average. few respondents
agree with the completeness (46.4%) and on the aceuracy (43.3%) of tally sheets, registens
and reports. According to 93.6% respondents, there is no continuous and regular individual
supervision that facilitates the formats to be filled on time. From the interyiew, Data Quality
Assurance or Monitoring and Evaluation team of health experts is not yet organized in any
(acilities Lot Data Quality Assurance Sampling method (LQAS) is not performed by these
(cams ol experts in health facilities but by data encoders in few hospitals.  Data encoders al
Yekatit and Menilik hospitals conduct a self-assessment feedback through cross-checking the
consistency among registers, forms, reports and tally sheets in addition to little effort 1o
employ LQAS. M&E that can be performed at individual level on daily base, at department
level on weekly base. at facility level on monthly base. at Sub city level on quarterly base 18
not vet performed (19). There 18 also little practice of Evaluation of HMIS works on
management review monthly meeting according 10 few respondents (5 8%). Many scholars
how ever. remark that HMIS in any country shall focus on data quality since imely. complete
and accurate information is invaluable in measuring and improving the coverage of health
services through effective and efficient management at all levels of health services (2, 3. 9.

11, 13, 20).

5 ; \ oriion < '

{ a team of health experts at each facility is organized.
ments are committed and regular technical
on, LQAS and M&E (10, 19). These

data quality can easily be achieved 1
skills of HMIS officers is developed. manage
support existed to help HMIS officers conduct supervisi
coordinated efforts along with the introduction of standardized and uniform formats as well

s by the new HMIS can improve data quality by far(10,

as minimized recording-reporting step
Ababa by Meseret and a

19) An assessment study on HMIS at public hospitals in Addis
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study on Information Utilization to HIV/AIDS program i '
\ in north Gondar in Amhara reponal
sate by Gashaw remarked the existence of inappropriate data collection and e
‘ | | complexity of
reporting formats. untimely' reporting svstem and absence of
! 3 g responsible person for HMIS
related activities particularly in health centres and woreda leyels lead 10 poor data qualiny (2
| | § A8 quaiiy (2
s 12). A study in Malawi also recommends that the main wm of optimizing data qualit
| | | mnn
not vet fully achieved despite many more progress in HIS (39)

Table 5.1: Basic comparisons in number of data elements and reporting steps between old
and new HMIS, Addis Ababa, 2010 (19).

AS WAS AS 1710 BE
o Diseases OPD; 250+ = "« Diseases OPD: 80 ’
e Age group/Gender: 12 »  Age group/gender 6
e Total data elements: 960 +  Total data elements: 498
o Discases IPD: 250+ *  Diseases IPD: 100

o Age group: 12 +  Age group: 6

o Total data elements 1200
o HC 164
+  Woreda 164 i

e Woreda 600 per month . ‘
« Reporting 4-6 '

e Total data elements: 3072

e 1 400-600. per month

e Reporting format 15 pages

4 HC/MHP 60 steps | Estimated at 22 (60% fewer)
b. Woreda 33 | Estimated at 22 (33% fewer) I

¢ Region 28 Fstimated at 22 (22% fewer)

d. Federal 200+ 75% fewer steps

—————

hift from the old system 1o the ‘new’ health

Development of a set of indicators is a major §
ent. 42.3% of the respondents suggested

information system (19). According 10 this assessm
th workers from hospitals (X1.1%)

ata elements and some indicators
ality measurement indicator

the need 1o include additional essential data sets Heal
claimed that the new HMIS does not include adequate d

(GP2) Surgical infectious rate is not included as service qu
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Major ht)S[)ilzll diagnoses such as eclopic pregnancv
Ma Voare missed becau
se of limited HMIS

pisease Classification. HMIS is not capable to capture PIHCT sery H
CIVICe Or l\ case |

for <18
vears” and laboratory results such as body luid analvsis ¢

as data clement These findines

remark the need for rey 1ston of the new HMIS 1o address s
A ress such problems, ¢
5, considers diagnostic

capacity hospitals as well as technological advancement in clinical sery I'h
, A A ! Ices ¢ process of
ine-tuning and introducing best HMIS version is alwayvs
ays a continuing and dynamic
. NAMIC Process

according to many scholars (33, 34,41, 42,35, 43),

Number of Indicators=105

Indicators by Category ; Honthly Data Elements by Categary (HC & Hospta

] Reproductve Healh

e Child Health and EPI

Walaria

aase Prevention &Control mm,
HMADS

Reso Finance

Logishes

Cowerage and Utliaton h

‘ i i |
i o | § hnammenl&nﬂsb l | i
S ] " ] |

Figure 5.1: Indicators and Data Elements in the new HMIS, Addis Ababa, 2010 (19)

Technical skills and motivation of HMIS focal persons, and BPME officers as well as health

workers at grass-root level is a prerequisite for the availability of qualty data (13)

Supervision. LQAS. M&F introduced by the new HMIS is believed to assist appropriate and

quality data collection. compilation and generation of information as well as computation ol

indicators (2, 19). The analysis and interpretation of quality data to generate information at

any given health service level can help to identify health problems at the place of there ongin

(GPs, 2). Two hundred and seven respondents

(94.1%) claimed that reports are presented In paper form. These reports are senl 10
calth burcau and the department in their facility

and solve them with minimal local resources

management body of the facility, regional h
according to 66(30.0%). 53(24.1%) and 44(20.0%) respondents respectiv elv. There 1s nO

outs that display the activity of the health

i forms of HMIS

significant additional effort to see manual or print

lacilities or their service coverage except three standardized repo
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Tables, wall charts and graphs are not prepared and used to display s
y HMIS information in
an

ﬁlCi]iliC5~ 2 from ho S}]il(’l]i ( 0 /0)’ 2 from legiOIl (400/0) and 4 ll‘om surveved
eyved sub an
; es (B0%)

caves their roles of coordinating, guiding and doing M1
activities. This impl
Iy

c'lb. Jnee ivati . a‘».

incapability focal persons and

. at facility, s v
level Determining the champion of the new HMIS helps 1 Iy, sub city and regional
S Nelps 1o mobilize

iechnical realities such as procedures, duties and responsibilities and rase awareness of
presentation helps to provide appropriate incentive for those pcrro:; '"’ data analysis and
explanation is similar with studies conducted by Azeb, Meseret and P::];\Scll (33, 50) This
the need for appropriate incentives to health workers to show dynamic endea\l:nl :‘ccomm

‘our for constant

improvement in HIS (12, 14, 35).

Ihe new HMIS is launched with the ultimate goal of ¢ inp evidenc
making in the health sector through the generaion Of wm'nb‘u“ng w‘dmw.bm’d Wi

- . of quality information and promoting the
use of this information for action (19). According to this study, most health workers use th
information for reporting purpose or to give information for interdepartmental use HMl:
data is sometimes used at monthly management meeting. Only few health workers are usm‘g
this information for decision making (36.8%). for planning purpose (36.8%). 10 compare with
previous report (35.9%) or to monitor and evaluate performance (35.9%) Planning is still
based on previous vear experience in view of current market conditions. HMIS data is notyel
used for strategic planning process. Leadership at all levels of the health care sysiem 15 not
sufficiently uses information for decision making. Program managers and supervisors do not
have analysed information against indicator to identify problems within individual programs
HMIS is being used for sending- report purpose (GP5). This implies information use culture

Is : . : :
poor. Many respondents (93.6%) claim that there are no Incentives of anv kind or policy

gement support that emphasizes. develop.
ost HMIS staff. for instance.
ar to this study

that cultivates Inf; .
hat cultivates Information Use Culture. Mana
lacilitate - e : ; -

tate and motivate information use culture 1s minimal. M

does ; . . . ; o .
es not allowed to participate in the planning and decision process. Simil
e need for more work that improves

14, 49, 50 54).

findi i :
ing, many assessment studies suggested th

informati
ormation use culture that avert the regression of HIS (2,4,

es and regulations provided in the

Accordi
rding to many respondents (90.5%). there are no rul
tion of medical records

new HMIS - ] - >
IMIS about the security. use. transfer. retention and destruc

90 respondents and physical obseryation. there i

heal(t
1 dat: .
alth data or formation.  According to |
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no a back up documents of the last two years (GP1) even i

Ith software learned, sh

hee ared and adopted from the experience of sustainable and bl
C\Ible

R S duced elsewhere under the prine
health system intro er the principle of Free and O
pen Source Software

pHIS had served as a data base and data bank that facilitate datg enir data pr
‘ Dcessing. data

analysis. presentation and - data storage (backup) (12, 13, 14 18. 34, 35, 46, §1 $4
| ' ; : Yy 4) From

ihe interview. culling procedure for medical cards is not introduced by the new HMIS

One of the motives foﬁr the HMIS reform is to provide M&FE mechanism and feedback that
can improve information use culture (19). They encourage health workers 10 give more
attention to the quality and consistency of their own data capturing, analysis and repon
generating  efforts. According to this study, there is no feedback, Ml mechanism,
Supervision or Consultancy Scheme such as forum or workshop emploved for successful
implementation oft HMIS (GP7. GPY). Data Quality Assurance Team 1o be headed by
medical directors of each facility and Implementation Technical Committee at regional level
are not yet established. A study Conducted by Azeb on factors affecting HIS use n Private
and Public facilities and assessment of HMIS by Alganesh in Addis Ababa health bureau u
well as an assessment on Rwanda HMIS strongly suggest the need for feedback on the
practice. changes and progress of HIS (13. 14, 50. 54). Many other scholars and Institutions
working with health related activities also remark the need for feedback mechanisms for

successful implementation and introducing better version of HMIS (7. 9. 20 25,29, 49)
5.5. Assessment of Determinants

The third objective of this research ‘assessment of determinant factors that possibly afTect
implementation program in Addis Ababa’ will be discussed using PRISM framework as

[ollow

nuts and bolts of the information
renergy (12, 14. 19, 5)
set of indicators and a
0%) and 175 (79.5%)

Prism Framework considers technical determinants as the
System that the system developer and implementer should focus thei
The majority of health worker agree with the existence of standardized

well designed data collection and reporting forms according 10 187 (85.
¢ standardized quarterly and annual

dv conducted by Meseret on
er. was expected 10
d 6 n Gandhi

eSpondents respectively. The new HMIS introduces thre

eports (19 In contrary to this achievement of new HMIS. astu

' > \ rh
Public hospitals in 2009 proved that statistician. the then HMIS wo

‘ i ati as Desta an
Prepare 26 reports in Zewditu. 17 in Minilik, 14 10 yekatit.11 in Ras Des
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hospital (12).The work of Sapirie and Gashaw it ‘
collection and reporting format as well as identification of

problemS in the studied HIS (27).

The sending report activity is not vet transforméd‘
generation effort that can be used for health sery
ptervention at each health level. This transformation Wd
needs to focus on capacity building efforts (31, 32, 33):
in the HMIS activities since many Health workers (6
irained to properly fill out HMIS formats they took k ;
iMIS focal persons and BPME officers are resp‘
analysing. presenting and using information for supers
senice delivery They need organized capacity building
support schemes in the use and management of hea’hh‘ |

resources allocated to system development (54).

Effective and practical full-time and on-job training, ‘

mandatory things. These efforts can strengthen
commitment and plav proactive leadership role and |
program. Thev centrally provide timely information
quality of service delivery to the managements. to the staff
health system. Assessment studies contacted by M |
recommend the need for trained and skilled health wi
(12,13, 14). In many literatures, scholars suggested the
the success of HIS reforms (25, 35, 54).

Observation and interview show that adequate ICT equip
dreneeded. There is no computer in health centers and
of respondents (96.8%) assured that the new HMIS ¢
information technology (GP1). ICT may improve the f
that Many respondents (88.1%) claim for its improvem
livities such as data capturing, processing. analys5§
Many more advantages (12. 13. 35. 40).
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pHIS, for instance. has been used in the Ethiopian pjg because of g great f)
5 exibility,

hecks; ability 1
In addition 1o thys.

such as equipment
also improves data quality assurance, and
other data collection process as well as positive consequence

apacity 10 handle new data elements and facilities, buili-in data quality
apacity vy

produce standard reports and capacity to view data in friendly formats

DHIS is capable to incorporate and use census data to resource allocation

«aff, and infrastructure and their proper use. DHIS

for nation-wide roll-out Iy i

capable 10 show and compare performance changes in two Or more vears. |t is fr
years, e¢ open

woftware, easily adaptable 1o local languages and interest even if such ICT application effont

demand additional acquisition of computers, printers and |CT infrastructures cultivating
iechnical skills of data managers (focal persons and BPME officers), day-to-day maintenance
of the system with respect to electricity supply. and running costs (12, 13, 14. 18 34 35 4

54). Many researchers recommended the application of ICT in HMIS since it dramatically

improve data processing and management. accuracy and timelines along with trained and

skilled human resources (12, 13, 35, 46, 51).

Environmental or systemic factors such as resources (human, material and financial), roles
and responsibilities of stockholders, organizational structure, management support and
enabling environment are some organizational factors that determine the implementation
status of any HMIS (12. 52. 53. 54. 55). Health workers were also asked 1o rate thew
agreement on effect of organizational factors on the implementation status. According 10 1his
study. large number of health workers disagrees with the existence of coordinated effort and
leadership (85.9%). existence of strategy and policy that show clear roles and responsibility
of professionals in data collection, management and use (63.3%) and existence of

organizational culture that exploits its shared values for the implementation SUCcess (57.3%)

There were a significant number of respondents (57.7%) that disagreed with the presence of

L . ' : a : int ilot
devolution or decentralization in the implementation process (planning,  training. P

_ s possible problems
funning and implementation) that create a shared responsibility 10 address possibie

attheir infantile stage.

e orientation nor attend workshop on the
cities did not communicaie
ties. This creates

From interview, most respondents did not hav
Management of implementation process before its Jaunching. Sub

| ; ion activi
Mith region ang Tullen about training and the current implementation & s
| ‘ . health bureau an ;
dtl)cndcnc_\ on uncoordinated leading effort of the regional health

B 3 \J L‘cmcn‘ on
SUstain o show their agr

5 5 s als
aility of implementation n question. Health workers 4
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the existence of narrow structure of the health systom thet may powidly ffect
implementation status According to interview and observation, Health Contres snd Sub cties
do not have HMIS units and personnel assigned for this “core sctivits” BPME officers and
other professionals are assigned 10 work on behall as HMIS focal persors Cand moom »
restructured according 10 avil service reform commonls called Busmess Proces Ko
engineering implemented a year before HMIS implementation s lsunched The two reformm
shall be compatible. Both region and sub cities did not practically protize HMIS & & come
institutional activity (15). There is no budget allocated neither for HIMIS sctivities nor for the
vacant HMIS position in any facilities or institutions. Large numbers of respondents (76 5%)
disagree with the existence of budget or HMIS resources control A studs conductad b
Meseret showed similar findings that there is centralized docision making low politcsl

commitment. and narrow organizational structure (12)

There was an effort to see the impact of behavioural factors o the HMIS implementation
status. Most health workers (92.3%), agrees that the new HMIS is not the extension of the
previous one (GP1, GP10). There is no motivational mechanism that encourages the use of
data 10 assess HMIS performance according 10 mosi respondents (92 7%) Health workers
believed that HMIS implementation lack ownership. Large number of hoalth workers
(91 4%) suggested the absence of follow up, coordinalion, Cooperation and commumcation in

the implementation course ol action.

Health care providers are not transformed into effective data collectors and information users.
Health workers are not empowered 1o take active participation and take HMIS as pant and
parcel off their professional duty according 1o 203 respondents and evon they lack confidance
1o participate and make decision for HMIS related activities according 10 191 respondents
(GiP4) Many health workers believed thal there 1S & failure of advocacy about the new HMIS
n about information use culture according 10 193
respondents. Many assessment studies showed similar findings that the management of HMIS
activities should be accompanied with follow-up, Coordination, COOPErAiN and

motivational mechanism that can crese
partcipate n the His

(191) and there is a lack of promotio

communication among responsible bodies.
vely
ownership among stakeholders and empowering themyo active

decision making activities (12, 14.49)
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Strength

“Both quantitative and quat " L3
study "
-All public health facilities @

new HMIS is implemented are co
“The study uses both HMN and PR

g

Limitation Ay ‘-.}
{ 'l—i‘ T

L |
8

-1t 1s generally impossible 1
departments since there is
workers did not participate
did not participate directly 1
after each clinical visit. All
regronal bureau were not p

take training



CHAPTER SIX

CONCLUSIONS AND RECOMENDA TIONS
6.1. Conclusions

Based on the objectives of the assessment. available hieratures were referad and secessan
information about the new HMIS implementation process and resources @ alable were
gathered from facilities and health institutions as well as from health workers who are both &
clinical services and management level through questioner, inferview, observation snd
document analysis. Finally the data obtained were analysed and interpreted and mayor
findings are summarized and the following conclusions are arnved.

HMIS standards and requirements are not well communicated 10 stakeholders HMIS unit in
cach faciliy or sub city is not restructured in their Organogram In most facilities and health
nstitutions. HMIS inputs (human, material and financial resources) are nol avaslable
according to the requirements. 1CT s not currently used in the reform for data recording, of
information generating, Most facilities do not have skilled and well trained stafl for HMIS
related activities, Most health workers had not participated in the designing efforts of the new
HMIS Significant number of them (30.9%) did not know their role in these HMIS activities

Adequate regular technical assistance I8 needed by health workers

I'here are no rules and regulations about the Security, USe transfer, retention and destruction
of medical records. health data or iformation in the new HMIS There is no back-up
ars or forthoselobemimdllwlitymﬂm\ﬂcw

document of the last two ye

information is sent to the next level.

The new HMIS underestimates data cap

data capturing. HIV <15 vear is not reported. ‘ .
: . collection (HMIS)
results and pharmaceutical activities. There 1S mismatch in focuses on data

mates § | of health
and patient satisfaction (BPR). HMIS also underestimates the diagnostic CW“
the HMIS-DC. Surpal infectious rate
Body fMluid analysis 1§ not reportable

facilities. Major hospital diagnoses are missed 1n
not included as service quality measurement indicator.

data element,
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A{.’ 1

Capacity building activities is neede

information use culture and for e
practical trainings, review :
arengthen therr technical skill,

accountable in the implementation progr

There is low political com nitme r
at facility, sub city or regional ' LM
workshop on the management of imy
shared responsibility among stack he A
in the planning. training, pilot '
(57.7%). Implementation lack ow "
stakeholders (91.4%), lacks coordin
that show clear roles and re: 1b lit
and use (63.3%) and do not exploit shar
new HMIS is not the e

(92 3%) There is a failure of 1’

use culture



6.2. Recommendations

Data found from respondents, 0

. i
conclusions are arrived Based
{orwarded for the success of the n

health facilities and institutions.

|-There should be practical co nmit
levels in Addis Ababa to set and organ

5. 1IMIS implementation at should
communication as well as shared
i

course of actions.

3-Guide lines. planning frame y

communicated and applied acco

b

4-The new HMIS should be

indicators. data collection tools ¢

laboratory works.

5-Data quality and Information use
HMIS officers and health
feedback.

6- HMIS focal persons. the cf

motivated to play proactive leader
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Dear respondents:

i working with Tilahun Al
university department of health informati
Tullen University Supported new health
implementation program in Addis Ababa * a:

The objective of this study is to assess the
implementation program in Addis Abab
cities and regional health burcau and
implementation and give recommendation b:

You are. therefore. kindly requested to fill th
will kept strictly confidential. You will be
not obligate to answer any question you don
{0 fill questionnaire. 1f you wish 10 comment

Contact

Name: Tilahun Alemu

Tel 251-91 1-42-46-54

e-mail tilahunal2009(@yahoo.com




part One: Background Information

101, Name of the institution you are working,

102, Unit/ department you are working in
103, Your Position /occupation in the inst :

104. Your sex 1) Male
105 Your educational status

106, 1f you are health worker, what is your
encirele.

1) Health Officer

2) Environmental Health Technician

3) Nurse

4) Health Assistant

9) Other (please specify)




part TWO: Inputs of HMIS

201, What is vour role in health management infi \
1) Data collecting. analysing. interpreting.
2) Data encoder 3) computer programmer 4)

202. Have you ever involved in the design of new
1) Yes 2) No 3)1don't

203. Which standard (guideline, regulatory or|
facility is available in your /health facility
1) Physical & technical — equipment (Computer, O
2) Logistics (€g. forms} <

3) Personnel Trained Requirement 11‘5
L '

4) Budget -
5) Reporting requirements (Time schedule. |
6) 1 don”t know which standard to have

204, Is there a unit (an office) assigned specific

1) Yes 2) No 3) I don’t know
505, What HMIS related assistance do you get

City/Regional/MOI—I/Tullen University?

Assistance Received
- 1) Traning

- 2)Feed back 7

~ 3)Supervision

~4) Consultancy

' 5)Logistic(forms,registers....)

206. Do you have adequate finance assigned 1o I
1) Yes 2) No 3) I don’t knc
207. Which of the following Equipments does

T l'-‘,(rmip_mcm/Facilil)'
l)Computer
2)Fax machine

3)Printer

208. Did you ever attend training on HMIS?
1) Yes 2) No. 3) No response.
209 Do some issues/questions raised during the tr
orreferred to the next decision level?1) yes




part Three: process of HMIS

301 Do you use forms. tally sheets. and registers as
and reporting”? 1) Yes 25

collection
es vour facility collect/record health related
client? 1) Yes 2)No 3) I don’t know

302. Are tally sheets, registers or forms filled ,co

each clinical visit o other HMIS related worl

1)Yes 2) No 3) I don’t know

305. Do

307.Which type of health data sources your la

choose more than one)
|)Health and disease records only 2)Service

3)Administrative records only 4)Census
§)Vital registration 6) Survey
306, Do you think the new HMIS include all repor

your facility/sub city/ region requirement?
1) Yes 2) No 3)Idon’tknow

303, Do you use computerized program/sofiware
generating report?

1) Yes 2) No 3) Idon’

304 If ves. what program/ software do you use 10

report”? (You can choose more than one) _

1) DHIS Software 2) Word Processing

4)Other o

309, 1s there rules for minimum period of mainten
for the data?1) Yes  2) No 3) Ldon’t

308. 1s there clear procedure for reporting/ tré
data within or out side your department/

1) Yes 2) No 3) 1 don’t know

310 How do vou rate the data or report quality 0

V)

following parameters ? ( Make atick ( V

Strongly | At
B h

1) Timeliness reports
2)Completeness of Tally sheets.
registers. reports
3)Accuracy (Consistency-
among tally sheets. registers and
reports & Reliability-data.

reports ) £ »
ﬂ_f\_deguaw_zgwti,_,f




.11 What failure did you notice while data capturing, recording and
3 4 on the new HMIS? Please specify

reporting bas®

e

-

anism that controls the data quality and continuous
alth system data being collected and processed”

m' mech
3) 1 don’t know

rance of he
2)NoO

312 Is there &
quality assu
1yYes

33, Do you have regular programs and guide line for supervision in the

new HMIS? 1) Y €5 2) No 3) 1 don’t know

314, Who performs supervision? 1) Organized staff team  2) sub city

3) regional health bureau  4) Others specify
315. What findings were usually identilied”’

e generated report/information presented to the upper
2) E-mail 3) Networking

flash disk/floppy diskette/ CD

You can choose more

316, In what form th
level? 1) In paper form
4) Soft copy form using

317. To whom do you distribute the generated report? (

than one)
1) To the department/units 1
7) To the higher management
3) HMIS unit only
4)RHB / MOH
5)Other sl
318. Do you have a mechanism/ system for monitoring and evaluation in
new the HMIS? 1)Yes 2)No 31 don'tknow  4)No response

n vour facility
body of the facility/sub citys region

319, If the answer for the above question 1s yes, what is the monitoring and
evaluation system of the new of HMIS?

1) Quarterly review 3) Management review

2) Annual review 4 Regular feedback

5) Other (please specify)

k from higher levels?

2 ’ '
320. Do you regularly receive feedbac
4) No response

)Yes  2)No 3) 1 don’t know

01 Ifves i ; . :
lll” yes, in what interval do you recetve feedback?
) Every month 3) Every six month 2) Quarterly
4) Annuan\ 5) Olher//’#‘ = e _
82




Part Four out put of HMIS

401 For what purpose do you use the information from HMIS wst?
( Make a tick ( V) mark )

T ———

. — 1 |
Information Use Yo 7.\0 1 don it

1) For reporting 1o higher level only

e e - = =4

2)To give information 1o lh?us;n_'

3)To compare with the previous report

~ 4)To monitor and evaluate performance

S)lor planning purpose at institutional level only s

o)For decision making/ 10 take action at institution level l - JL

402 15 there an incentive for information use?
I)Yes  2)No  3)1don’t know 4) No response

403 1f ves. what kind of incentives is used”
DMoney  2)Training  DRecognition  4other---

104 15 there legislative and regulatony pulocmllhl encourage anomulm
use culture? 1) Yes  2)No 3) 1 don’t know 4) No response

405 Do vou have document of the last two years HMIS data’ report /survey
conducted 1)Yes 2) No 3) 1 don't know

406 1f your answer is yes, Inwdommooommcnmm
one) 1) In a computerized form 2) Paper form
3) Any other form, please specify ,

107 Do Your facility have rules and regulations about secuniy. use.
transier. retention, and destruction of.hdlh datainformanon
1) Yes 2)No 3) 1 don't know

® —






Il {0 vOu rale your agrecment on Ihe new [ P AL o R

watus 1n terms of the following Behaviowrs! facions
(Makeatck( ¥ )mark )

Behavioural Factors Strongly | Dusagrew | Nawigl | Agrae 8
| Dnagroe
new HMIS 15 not considered &
(" the previous one
notin ational MEChanism Wi

velors use 11 TOr assossing e
; oo
)Absence ol better follow up
coordination cooperation and
communication !

HWlack of ownership (transforming  care
providers into effective data collecton
and users.) ]
Olack  of  Empowerment of care
ders( 1o take action based on data )

| |
niidence 1o make decimon al
HINIS cd achiviies
Poor  Advocacy(Falure 1o Brngs
credibility with previous good work)
$)1 ack of Promotion of Culture of

Information ( Role modelling, )

What success or failures did you get afler implementing new 1IMIS w0 T

How can the new HMIS implemeniaiion at

'S



i
L | |
R §

Part one (HMIS Focal P :‘ :

1) Can vou tell me |
data capturing, repo
guidelines/ standards ?
i
2) What are vour sources of |

L i
3) What common 1ools are

Do you employ Wi mechan
4) Do you organize pi
Information? Do :
reporting? E.

5) How do you see
and reporting in o

6) How do you recs
Interval?
7) To what extent
improvem |
carry out the pre

8) What are the
implementation?
i

9) How cmlhﬂLl
stafT as well as the m:

Thank you for tal ,4 :




Part Two (Medical Director/ sub city head)

1) Can vou tell me how the new HMIS is implementing in your deparment/facility*

2) How do vou see the work of Your HMIS unit 1o the standard (planeng frame work | (1n
terms o Physical & techmical — equipment (Computer. Office), (o "
Personnel Traned Requirement, Budget allocated. Reporting ’ | ogrtxs fotrw

Aggregation guidelines)

3) How do you see the application of the principle of standardization, smplification snd
integration in data capturing, recording and reporting in the new HMIS?

4) Do vou employ any mechanism for the maintenance of data qualiny *

$) Do vou think the new HMIS include all Reportable data cloments fir @l of sow
mstitutional interest? Do you conduct sunves 10 Ml these gaps”® Do you tepularhy conduct
performance momitoring and evaluation for the better implementation of the new HMIN®

6) How the management 1s committed (o strength BPME sub core process (responsble it
for HMIS activities), allocating budget and priotize HMIS as & core imstitutional scti it

7) What do you think the existing challenges/ probloms in connection with the successlul
implementation of the new HMIS program”

X) How these challenges are improved™

Ihank you for taking the time to conduct this inferyiew !



Physical observation Checklist

Department/facility/sub city/region
Formats/sheets/ registers used

Shill Competence/expenence/ of the stall (by observing flled formats, tally shoots, and
registers, their Legibility and Completeness of data

B S— e ——-—

Room Status

No of staff in HMIS unit

Avarlability TT/communication equipment (pe computers. printers, folephone. intern ale

NeIWOrks, ete)

Avinlability HIMIS oflice

Backup system

— R

Software used for data capturing, Reporting.
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