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Abstract

Background: The HMIS is a tool which could be used to improealth services. Nations all over the

\



world are demanding to improve their healthcargiserdelivery quality through HMIS. Currently HMIS
coming up as one of the hot issues initiated toef@med and implemented in Ethiopia. The purpege i

revitalize the health service provision throughdevice-based decision-making.

Objective: To assess the situation of Healthcare provider&ingiin health centers of North Shoa Zone,

Oromia region in relation to HMIS

Methods. A cross-sectional survey was conducted among dll BGPs in Oromia region, North shoa
Zone, in all health centers in March 2010.The qtatite data were collected using self- adminiglere
based pre-tested questionnaire. The study was lidaisal with in-depth interview. EPI6 was used data
entry and cleaning and exported to SPSS versiagtalstical package for coding and analysis. Dptee
analysis was done to calculate the knowledgeud#itind practice scores. To show the associattweba
dependent and independent variables, odds ratio 9686 confidence interval was employed. Logistic

regression analysis was done to control confounelffegcts amongst variables.

Results: 296 questionnaires were returned making the respats 98.3%. The overall knowledge and
attitude on HMIS basic concept was found to betiradly good. But not seem to correspond with piati
as it is comparatively very low. About 70.61% of tiespondents were found to have good knowledge. Th
favorable attitude score was also found to be 8&.08€oncerning the practice, only 20.6% of the
respondents were found to have good practice andfisantly associated with unmarried marital ssatu
[COR=3.22(95%CI=1.80, 5.75)] and [AOR=2.67(95%CR8\.5.59)].From professional category, degree
holders had better practice of HMIS [COR= 2.93(93¢4C37,6.24)] and [AOR=2.93(95%CI=1.06,8.11)].
According to the in-depth interview result, lacktadined and full time HMIS workers, unstandardizieda
collection and reporting tools were underlinedtas ain factors for malpracticing of HMIS at thealtle

centers.

Conclusion: Although the practice of HMIS neglected, the knayge and attitude status of the HCPs on
basic HMIS concepts was relatively found to be gdela result, the HMIS status in general was fotand

be very poor in the study area.

Recommendation: Motivation and Training of HCPs on HMIS, provisiohstandardized data collection,
and reporting tools, allocation of properly trairead full day HMIS workers with sustainable suppert

supervision at each health centre were recommetadeel given due consideration.

Vil
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1. Introduction
1.1. Background

The HMIS is an instrument which could be used tgrome patient satisfaction with health
services by pathway certain range of service gualiie aim of a HMIS is to advance the capacity
to collect, store and analyze accurate health datamprove service delivery efficiency and
effective use of information at data generatioe sit different levels of health sectors. Another
function of HMIS is to organize data from divers#systems to share and distribute them to the
various users for public health interventions. Oiely countries in the globe today have valuable

and comprehensive health systems in a positionlteat and use dai@d).

Nations all through the world are struggling toreese their health services delivery quality using
HMIS. This is true for the developing countrieslutting Ethiopia. Unfortunately, the status of
HMIS in Ethiopia is remained very poor when compate other low-income countries. The
patient/client record handling, reporting systerd atilization of health information for evidence-
based decision making, planning and budget allocats extremely low. These by large
attributable to potentially preventable infectialiseases, nutritional deficiencies and burdenl-of il
health, alarming population growth rate, low edioral level and poor access to the health
services. At health facilities where adequate miation is collected and a considerable effort has

been done to be practice, it is often n t availédreise at the local level particularly at heddéthel

3).



The Ethiopian HMIS has previously been incapable r&spond either qualitatively or
guantitatively to the health needs of the commurty a result, the FMOH of health has initiated
new HMIS as of today it is being started to be iptd practice at different levels of the health
sector in Ethiopia. Even though the importance &8l at all level of health sectors well

recognized, actions were not taken actively 2e8B).

The HMIS draws its data from routine service anchiadstrative records provide an ideal source
for indicators that are evaluated commonly to nmmnibealth program implementation and
indicator definition. The information that is mosadily available for timely monitoring also

obtains from these sources. It has also been gldasicribed in the HSDP 11 strated) (

The HMIS strategy is mainly meant for informatioseuor appropriate public health intervention
before and after any ill- health events occurredmention few such like integrated disease

surveillance response is currently in practizely.

One of the foremost elements of HMIS is medicabrdowhich exists for life long as far as the
patient alive. This record is multifunctional docemh kept by healthcare organizations. It is used
to communicate and document critical informatioowthpatient's medical care by the health care
professionals. A completmedical record is crucial in the quality and e#ietyof patient care
during the health facilities visits and in subseqtd@low-up visits. This is because, it can provide
a complete and correchronologically ordered of patient illness histophysical examination

results, investigation results, treatments andréuplians focare 6, 6).

In most cases, the paper-based record is consigereétde golden standard for patient medical
record documentation. But there are healthcare nirghons that used computer- based
documentation, but, not yet fully replaced the papeased system rather; a combined
documentation system has been in use. The papsedhbaedical record is still the preferred
source of health information for the daily healtbrvice delivery in low-income countries

including Ethiopia for numerous reasoi. (

1.2. Statement of the Problems.
The HMIS with trained and knowledgeable HR problemdeveloping countries are by far higher
compared to developed countries. In spite of rigm@greness to the acute lack of HMIS trained

health care workers, solutions to the HR scarcity laard to attain, especially in the poorest



countries. Although we are conscious about thelprmb and some HR strategies have developed,
due to severely affected old and traditional healfgtems and poor managing HR for HMIS,

situations are not on the correct ways.

When we see the HMIS status in Ethiopia at healthlifies and at health administrative office
levels, we encountered tremendous HMIS problemsutiivout the levels. Just to mention few:
inconsistent data collection and redundancy andblerta use the available health information for
the public health intervention. Irrelevant, tooaghwand unanalyzed data at the point of collection,
incomplete and untimely report, limited evidencadzh planning are also common problems in
HMIS activities. Lack of systematic data collectiand lack of well definedndicators are also
prominent problems especially at health facilityels. From other angles, poor HMIS strategy plagnin
lack of communication and coordination in the Healystem including lack of supportive supervision a
feedback are some of the managerial insufficienclgsreliable HMIS due to low quality, being
unvisionary by the health managers for HMIS, la¢kmmtivation and confidence of HCps for their job
performances with regard to HMIS etc are some efdpious problems which seriously affect the HMIS
in Ethiopia @, 8& 10).

Therefore, it is mandatory to assess the HCPs ladg@, attitude and practices on HMIS in order ke ta

constructive and practical interventions on them.

1.3. Rationale and justification of the study.

A HMIS is an essential means for planning, impletimgy monitoring, strengthening and
managing the overall health service activitieshia health centers. In other way, HMIS enables us
monitoring of health service delivery in terms darp achievement, resource use, HR, disease
trends and profile and health outcomes. HMIS henaf support of health systems performance
assessment in general and to address deficienotegaps in the health services has often been
recommended by researchers. The main issue is logalging the paper-based HMIS can deliver
guality of healthcare services to the most exthat tvould bring about improvement in patient
satisfaction with the health centers for the s@&wiprovided. Although HMIS is a key factor for
the effectiveness of health program, almost no wa& been done to assess knowledge, attitude
and practice of HCPs on HMIS and to establish Ethiopia. There was also no study carried out

on the same issue in North Shoa zone, Oromia region



HMIS is highly considered to be within the priorisets by the Health Sector Development
Program (HSDPIII) strategic plan. It is initiatesl @ne of the burning issues to be implemented in
Ethiopia (10). Therefore, it was found to be indispensable sess how the HCPs perceive and
practicing HMIS and to identify their knowledge gapn it to recommend interventions on HCPs
for improvement of HMIS. Furthermore, we anticipttat the result of this study will be used as a
base line for the future researchers interestingimarea, planners, evidence based policy makers

and other stakeholders who want to use this workfasence.



2. Review of Related Literature.

2.1 Anticipated benefits of implementing the HMIS.

Nowadays, there are tremendous imperative HMIS céessal circumstances to public health
issues facing many nations all over the world. ®micipated benefit of HMIS in HCPs

perspectives imposes on the HCPs sensitivity tosvpatients?).

HMIS is a very crucial and all rounded factor fbe teffective improvement of health conditions of
the community. HMIS background can be positivelynegatively affected by status of knowledge
and attitude of personal characteristics of the slGihereas directly or indirectly affected by
patients/clients as well as the community at latd®llS stands for all health sector levels to
support health organizations objectives for perfmmoe improvement. It also used for supportive
supervision process. HMIS is measured by whetHerrnmation is continuously used to evaluate
policy impact, and whether the data are locallycpesed and used to solve the identified problems
at data generating sites. It is used for sufficegrlity information to create a basis for the ango
monitoring and evaluation of the health programmeseport done in Zambia revealed that there
is wide-reaching effort to build up the experiemtevidence-based policy and decision-making,
to identify problems and set priority, and to malation oriented plan, allocating resource, set
objectives and to develop implementation stratediés 18).

Another most important anticipated benefit of HM#§Senhancing community awareness which
increases the quality of healthcare services rieguh improved patient satisfaction through better
communication. This will in turn promote the appiape use of the health services by the
community at large. It helps us to understand thath needs and aspirations of the community.
Data are obtained through the multifaceted nattitheoHMIS which will help us in understanding

the perceptions of the population and the factofisencing health services utilization. This will

eventually allow strong prediction for the develaof a health system providing to the needs of
the local population. Hence, improved healthcanise coverage and quality of the services

could be anticipated outcom#9y.

According to a survey in Burkina Faso on HMIS fouhét patients sensed that services were
suited more towards their needs after HCPs hadvextdraining on patient service recordings.
The knowledgeable HCPs on HMIS could benefit frma information generated by an HMIS. It

could help them re-arrange their service by adgpéinmore kindhearted patient/client-centered



approach. They adjusted their attitude and introdua welcoming atmosphere at health service
outlets based on the feedback of their clie8)s (

In general, quality, well designed and managed H€MISults in the reliable, consistent and better
health service delivery (curative, preventive, potie and rehabilitative) to the community. This
can be achieved at all levels of health servicévegl points as well as health administrative
offices. As it clearly stated in HMIS for Ethiopithe cornerstone to implement HMIS is HR who
are working in the health sectors in particularsthavho are working at health facilities level. This
is because the health facilities are the primagdpcers of HMIS data. HCPs collect data on
patients/clients encounter forms and aggregate tpemarily for the patient's own benefit.
Secondly, they deliver the data to administratexels via a routine report. For sure, sometimes
health data are obtained directly from populatidiest health data generated during the provision
of routinely clinical services at the time of redmg and reporting of services at the health
facilities. The District health offices are suppge give first line supervisory support to health
facilities in particular to primary healthcare wnftom which most health data are origingszd
14).

2.2 Situation of HMIS.

According to HMIS guideline in Ethiopia, there are standard tools to collect data when patients/
clients interact with health care givers at he#ditilities. There are also little standardized HMIS

reporting forms. The end result of this will caus®rmation from one location not be comparable

to that of another location.

In many instances, standardized instruments thaixa are often determined by the requirements
of certain programs, whose information needs mayum be determined by donor reporting
requirements. Data use remains very weak withinhibalth sectors, particularly at the health
center levels. The current HMIS progression is \tlewy in Ethiopia in terms of appropriate HMIS
staff assignment with assigned tasks and respditis#i Very little integration of the recording
and reporting formats for different health servecgities are common problems at health centers

Absence of well developed guidelines for HMIS iscaimpassable mess in the health system.

The consequence is that the same information magdmded several times, creating unusable

large data burden. Yet the HCPs may lack essenfiaimation on other services provided. In



Ethiopia, currently a useful starting point is i@iing on HMIS as pilot at selected hospitals with
training of HCPs 10, 13).

A typical survey was done at Adama Hospital in Wwh& pilot test organized after HCPs were
trained in all aspects of the new HMIS. The tragnincluded: registers with instructions for all
department service wards, patient admission anchdige cards for inpatients and appointment
for follow up. Master patient index cards, inteégcafolders and reporting formats for the newly
reformed HMIS were also included in the trainingwhs being confirmed that it is possible to
reduce the accumulation of numerous and unnegessezords for the same patient as compared
to previously a patient typically received a newdceor each visit to one health facility. Because
of this, HCps would never know the patient’s pastioal history in that facility since they used a
new card for each encounter. This fragmented réemuming led HCPs to make errors during
diagnosis and treatment. The introduction of thev ndMIS forms was initially received
unfavorably by HCPs who erroneously anticipatedengaperwork. An effective and standardized
HMIS can help to improve health service delivemotigh proper data collection and interpretation
for informed decision-making locally in the heal#iTility (21).

There is also reform of the HMIS began with a BP#8easment. This technical and process
assessment identified lack of standardization amgichtive information recording and reporting
processes as two major barriers to providing quahiformation efficiently. This document
contains the revisions in recording tools and repgrprocedures proposed to standardize and
simplify the HMIS. The HMIS captures much of itsndee and disease surveillance data from
patients/clients records that HCPs maintain foe @ard follow up at health centers. HMIS simply
utilizes this routinely established procedure andds on its potential without itself imposing a
totally separate requirement. Obviously there iead for close integration between patient/client
recording and HMIS reporting in order to avoid imf@tion inconsistency and data burden as one
mechanism. Patients/clients need to have a uneged number where ever they received it and
got the healthcare servicelO(11).

One study done in Ghana aimed at assessing steeagthweaknesses of HMIS from which the
overall assessment for Health Service records wasdf to be adequate but still needed to be
strengthened. In general the HMIS in Ghana seenfsave developed in response to demands
made by the overall health sector reforms. Qualitigealth information with regards to morbidity

data generated from the routine health facilitiesrevassessed as being very high (94%).



Population based surveys which was given a sco@3%§ was also showed direct response to
demands made on the system by developments inedlléhrsector. However, some weaknesses
were identified: resources and data managementhieaddwest scores which were reflection of the
limited emphasis given to the overall developmdrtealth information in Ghana. The HMIS of
Ghana has been designed to capture data on voluseevices delivered rather than quality. There
was duplication of data collection forms and somes there were more than three different data
collection tools being used to capture the sama.dat this country, it was found that data
collectors at the facility level hardly use for d@on making the data they collected. The system
was data-driven and not action driven. The studp ahowed that the culture of information use
throughout the health system also remained a ntagmute in Ghana which is very comparable
with Ethiopia @2).

Based on the assessment result, they recommemsetbding a comprehensive health facilities
wide system for HMIS to include all HCPs, healtimeoodities and to review data collection tools
for the health facilities. They also decided thgaldramework for data reporting within the health
sector to synchronize the existing data collectioechanisms and tools. Capacity building of
health information officers, training organizaticisimprove the HR base for data collection and
management were also their steps to improve th#tSH Implementing the concept of unique
identity codes for health facilities, enhancing tevelopment of strong evidence based planning
systems at all health sector levels and dissemimedéth information after developing the health

information resource centers were taken as intéioei22).

A nationwide survey conducted in Ethiopia for imf@tion system across all levels of the health
system showed that the median number of staff msdifpr HMIS was found to be one. Typically,
that staff member reports spending an average ¢folBs per month (10% of working hours) on
HMIS tasks. The survey also confirmed that theredssiderable regional variation. In Addis
Ababa and Tigre HMIS staff spending an averageOohdurs per month (25% of their time) on
these tasks. While in Gamelan HMIS staff used aadya2 hours per month (almost 1% of their

time). There is also considerable variation actessls @1).

At most regions and at the federal level HMIS staffort spending all their time on HMIS tasks.
HCPs working at hospitals spent 25% of their timd at district health offices and health centers
spending 10% or less time on HMIS activities. Thisacceptable practice was mostly due to

absence of knowledgeable and responsible staHiidlS. This indicates that the HCPs have less



awareness and poor attitudes towards HMIS. Howeategll levels the HMIS workers should
spend their whole working time for the HMIS tasRk§, 24).

A report on HMIS in Pakistan indicated that HMISshreow been implemented in a phased manner
and more than 90% of primary health care faciliies using it. Although a sound and basic health
infrastructure available, the majority of facilibased HMIS currently only track type and quantity
of services related to improve the health statdecators. On the same report it has been depicted
that HMIS can be easily adopted in resource-congtda healthcare settings in developing

countries {8).

A report on HMIS by ESHE Ethiopia suggested thgirwvide District level managers with usable
information, all facilities report to the Districghould be well organized, integrated and timely
reported. This information also should be valid appropriate to increase the effective utilization

of quality health service&9).

An important experience was learned in one reseavnlducted in Ethiopia on HMIS emphasized
topic. The study was an interventional study on dexelopment of patient registration and
medical records management system. The findingateld that a well-organized medical record
management system can be effective to improve rgatiormation access and completeness in
healthcare delivery points in developing countdespite the lack of resources.(

Capacity for effective HMIS in Ethiopia at all ldgeremains poor mainly due to the overall
shortages in HR, lack of knowledge and unfavoratéude. Such problems contribute to the
failure to use data as a basis for informed degisiaking and planning. One of the major
concerns relating to the HMIS refers to have guakiealth information to measure health
indicators but still in crisis. Therefore, HMIS miseto be investigated at all levels of health gscto

to take evidence-based intervention on HCPs.

There are various factors influencing the succéssfplementation of a HMIS. Several authors
have identified these factors and issues contrigupositively or negatively to the successful

implementation of HMIS into health centers.

The health system in developing countries has dthryastically in the last few years from a

centralized system with hierarchical reporting taecentralized system. Health systems in a



centralized system only used to focus on diseatsgesrand death reporting from individual health
units to the district and national level keeping tihains. With the introduction of a decentralized
system there has been significant change in usidgv@anaging the health information. The focus
of this system is to use information at the pointalection. The FMOH of Ethiopia emphasized
on this system through the implementation of HM[Zecentralization system gives more freedom
for HCPs where they precede HMIS. It gives respulises for HCPs working at each point of
healthcare delivery. This system needs more skiletlaccountable HMIS officers for the data to
be handled in a good way at all levels of healtle sgstem on a nationwide leveB( 32).

An assessment done in Ethiopia on Ethiopian natibiddlS in March 2007 showed that 50%
appropriate data collection methods were presehinbtiadequate. In general, the assessment
depicted that as there were deficient in all angfate HMIS. Efforts should be made on the flow
of information to be through single channel alorithwther reforms. The HMIS activities should
be with the involvement of all stakeholders andcggdeemphasis needs to be given to those HMIS
components which showed the least performancdsadt strongly recommended that a great deal
of effort should be exerted on the managementedissation and use of dat24j.

A study which used both qualitative and quantietigsearch conducted in two Health facilities in
Uganda in Busia district to establish the type eélth data/information generated at the health
units and how it is processed and stored. Thidystlescribed the levels of utilization of health
data/information and to assess the level of flondata/information to and from the health unit
using self-administer questionnaire. The study alstuded key informant interviews and a Semi -

structured questionnaire.

The findings indicated that most health deliveryngo inherited a very fragmented paper-based
information system. All the health delivery poitit&t were visited did not have a resource centre
and therefore poor data storage. Lack of resouiocaslequate and unskilled manpower, poor
motivation and record misplaced were the major tairgs facing HMIS. From the findings it is

concluded that the HMIS and utilization of it isllshadequate and recommended as there is a
need to establish record offices/resource centerallahealth centers. In general, the study
indicated that to establish, implement and to hged practice of HMIS. The basic thing is first

to acquaint the HCPs with principles of HMIS to reathem responsible and accountable for

routine health service records. It is also impdrtanorient HCPs information are their duties.



Enhancing use of data at data generating site asdyrang focal person for overall HMIS

activities at the health facilities levely).

A study conducted in South Africa on patient meldregords had shown that improving HMIS
performances have the potential to improve theamés of clinical practice. The study depicted
in the system of paper-based medical records, tie aurse of action to prevent omission of
information is by standardization of medical recdaims and continual education of HCPs
regarding the importance of complete medical rezolidwas also stated on the same study that
errors were apparent in paper-based medical recworcdade illegible hand-written entries,
medication orders, and confusing abbreviations.es€hall have the potential for serious
complications to the patient that could easily beided using an electronic health records but it is
not the aim of this study to address this gap @litlerature 26).

A survey done in Ethiopia showed that one of thallehges which influence the implementation
of HMIS at health centre level is the running cdstsboth personnel and patient / client records.
It is estimated that the cost that incurred for IS\Mdan be reduced by 25% by reducing the data
collected and modifying the disease reporting atlging process. It was also confirmed that in
best Practiced regions improvements in planningranditoring practices go hand in hand with
improvements in the information systems. The pewved of practices that use information to
improve service is a key indicator of HMIS performa desired HMIS syster).

2.3. The status of knowledge and attitude towardsHM1S among HCPS.

In the age of knowledge the need of informatiortesysfor all professionals is obligatory to be
well acquainted in information system as per thpeetgnd mission of the organization. Knowledge
is very important resource which has been ignoredusing and making sustainable HMIS
efforts. Knowledge provides the foundation for affiag attitude and is enhances practicability in
the line of predetermined objectives in the heajtstem. It also facilitates communication among
health professionals coming from different backgsi such as health officers, nurses,
pharmacists, laboratory technologists & benefiesmon HMIS. Currently, the issue of knowledge
use in HMIS is assuming an important element inwleld. To this effect there is a need to
identify knowledge level, attitudinal status andside intervention for sustainable and good
practice of HMIS. In this regard there are diffdretudies which had been done to identify
shortcomings and to propose solutions accordingly.
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Currently HMIS is coming up as burning issue tods¢ablished at all levels of health sector in
Ethiopia. However, as several guidelines and litees pointed out HCPs at all levels especially at
health services delivery points are lacking knowkdth HMIS. Even have poor attitude towards
HMIS even though the knowledge of HMIS is on theywsd wide spreading without well-
deepening to the required extent to practicinghia tight track. A typical survey conducted in
Ghana revealed that, HR accessibility and HCPs letdye and skill building for HMIS remains a
challenge in the health facilitie2).

One of the basic problems faced by the health setackling different health services lies in the
issue of gathering valid and reliable health infation that will enable the health sectors to
smoothly manage the changes occurring in the hegdtfem.

No comprehensive survey has been conducted to mee&sowledge and attitude of HCP on
HMIS in Ethiopia. However, a survey conducted imZania on HCPs knowledge and attitudes
towards HMIS and to assess quality of data indcc#tat 8 in 10 HCPs have heard about HMIS
but unfortunately many of them did not have adegjiiabwledge about HMIS. Only 10% of these
HCPs correctly identified the HMIS functions. 20%tbose who knew HMIS always provided
information to patients/clients and they recorainiation from patients but they did not knew the
primary purpose of recording information. This imepl that HCPs need to be well trained about
HMIS. In the same country and study reported tlsiigia structured questionnaire and health
facility heads interview showed that although knedge on HMIS concept was found to be
associated with improved quality of data, trainimyHMIS did not give the impression to
correspond with improved quality of data. Regarsliesduration, supervision had no relationship
with quality of data thus raising serious doubtstemjuality 7).

Presence of a focal person, responsible for da@yoHMIS activities, had a positive influence on

the quality of data where facilities with a focarpon had a higher data completion rate (69.9%)
compared to those without (44.7%). Queries onydel@ending report had no influence in quality

of data and they concluded that training followgdshipervision in HMIS is necessary. There is

need to re-examine the approaches used in traamagsupervision to focus on actual needs of
HCPs 7).
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Another research done in Uganda about the HMISrtegahat information not more than10%
used for health care action at the site of dateeiggion. The reason that was considered was
incorrect and as not helpful for decision- maki#@% of the information enters in a register was
ever never used to improve health service deliverany important means. One of the most
serious attributable factors for the malpractice &r unused the HMIS that has reported was
unskilled and poor knowledge and unfavorable atétwf HMIS working at health facilities
towards HMIS 28).

Even though the HMIS recording and reporting t@oks not well formatted in Ethiopia, currently

the medical records and related information stoakea@t health centers. It also reported to higher
levels keeping the chains in assumption for theopse of resource allocation, planning and for
any public health interventions. Hence, assesdirgattitude and knowledge levels of HCPs on
HMIS is obligatory before initiating whichever imtntion and decentralizing the newly reformed
HMIS to implement at the health centers level .€fme, behavioral interventions are needed to

change HCPs attitudes towards their own rolesarmtalth center88 and35).

HCPs knowledge and attitude status are the detamiiactors for implementation of HMIS to
improve the efficiency and quality of health carervices that patients/clients receive. The
generated health information to be utilized by tmealth planners, health managers, health
researchers, educators and policy-makers the kadgelef HCPs in particular is very important
(23, 36).

A study report on research investigating the HMIS8plementation process and active
strengthening in Uganda revealed that bottleneg&s during implementation. The reasons were
multiple processes nature than the HCPs expectation whexaeniihg to compreherttle causes

of HMIS obstacles in implementation phasésid also the HMIS practitioners were not
knowledgeable when they were promoting an inforamati approach to HMISChanging from a
centralized reporting systetm HMIS supporting use of information at the leeélcollection was
also a challenge due to poor knowledge. Additignalesigningstrategies to facilitate this

approach was not advocat&9y

Different Studies that have been done in sub-Saheoantries revealed as there was resistance
from HCPs against implementing HMIS. The struggheHMIS in these resource poor countries

was aimed at to ensure the routine record keepmnthé extent of sufficiently high quality.
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Another purpose was to improve the paper baseémyisefore considering the use of information

technology systems just like currently attemptimd:thiopia (6, 30).

Another survey conducted in North Gondar to asessitilization of HMIS confirmed that the
health center heads were responsible for Statistiosk in the health centre. The overall
coordination of all activities related to HMIS allgdt for them as additional work. Moreover, they
were also responsible for monitoring and evaluasiotivities in the health center. In this survey,
in all studied health centers the common data ctbdle and reporting tools were manually filled
formats. Among the total HCPs interviewed abous¢h®ols, 86.6% of them did not face any
practical difficulty in filling the formats. But threst faced problem of filling the reporting fotsa
Some of the problems encountered understood anglegity of report formats9).

It was also clearly depicted that 23% of the stddiealth centers had standard data collection
tools and 77% did not have it. Based on the indizidHCP response working in the study area,
about 58% of them did not organized and documeptegerly their registration books and
monthly reports. 28.9 % of them completely did hate registration books and monthly reports
copies. Among the total HCPs interviewed aboutrtfesilings of data generation, 49.9 % of them
showed that there was problem of timeliness of nisp@3% of them also showed that lack of
trained HR. 3.0% of the respondents reported tasgorce of untimely feedbac®) (

In this study, it was concluded that in the majoaf the health centers, the quality of the HMIS
was poor and the practice of using health inforomatby the HCPs was low as they lack
knowledge in HMIS. Finally they recommended solnsi@s per the problems they identified.

In summary, the HMIS principles (standardizatiormicity and integration) and methods
provide the foundation for public health. In otlards, using HMIS information locally at the site
of collection for decision-making appropriately cavoid drawing false conclusions and
recommendations. For all aspects of HMIS activjtle€Ps are the central key player. Whatever
resources and health data a country has, they taenased by themselves for any public health
actions without HCPs intervention. For these resesl and health data to be used, they need
HCPs at each level with their knowledge and gotitlde.

In the near futurepne can anticipate that health planning and othéslic health practices

particularly at the healthcare delivery point levelill be substantially improved by development
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of appropriate HMIS. That is, via the applicatioh rewly reformed HMIS to public health

practices.

Ideally, each HCP will have the potential to limgéther health information from a variety of data
sources. This helps to recognize and compare &whlwide area data patterns that suggest which
public health interventions can be applied andcgitfe. Lack of knowledge, unfavorable attitude
and shortage of appropriately trained HCPs in HMiI® the main setbacks to use health

information at generating site at health centersuphout the study area.
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3. Objective of the study
3.1. General objective

+ To assess the situation of Healthcare providergiwgiin health centers of North Shoa

Zone, Oromia region in relation to HMIS.

3.2. Specific objectives
+» To assess the knowledge and attitudes of Healtlpcaxeders on HMIS at health centers in
North shoa zone, Oromia region
% To assess the practice of Healthcare providersiMiSHat health centers in North shoa

Zone, Oromia region
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4. Methods and materials

4.1 Study design

A descriptive cross-sectional study using both ¢jtetive and qualitative method was employed
to assess knowledge, attitude and practice of HIRR4MIS at health centers in North shoa Zone,

Oromia Region.

4.2 Study area and period.

The study was conducted in North shoa Zone Oronaigidd. North shoa Zone is located to the
North from Addis Ababa. The zone town is Fitche athis located 112 kilometers to the North
from Addis Ababa. North shoa zone has a total afe@775.32 square kilometer. The zone is
divided into267rural kebeles and 23 urban kebetekits altitude ranges1100-2800 meters above
sea level. The climate of this zone is ranges ftQuila” (23%), “Woinadega” (42%) followed by
“Dega” (35%)".

The total projected population of North shoa Zoh€®wmia Region in 2008/09 is estimated to
be1603548 of which724172 is males’ and735046 arealies. A total of 1459218 (91%) people
live in rural areas and144330 (9%) live in urbasaar The health coverage of the zone is 93.3% in
2008/09 fiscal year. There are 13 District healffices which are accountable to their respective
district administration. There is one Zonal Hodpiten by Oromia health bureau and there is also
one District hospital which is under constructidrhere are 29 functional government health
centers all of which are run by their respectivetiiit Health offices. Pertaining the private hlealt
sectors, there is one higher clinic, 10medium cJidi3 lower clinics, 16 drug stores and 8 drug
vendors in the Zone.

Concerning the HCPs working at health centersgetlaee 32 health officers, 35 BSc nurses, 163
Diploma nurses, 7 BSc midwives, and 19 Diploma nwveé®,18BSc laboratory technologists, 10
diploma laboratory technicians, 7 BSC pharmacis3sdiploma pharmacy technicians and 4 health
assistants. A total of 308 HCPs working in the theeénters in the zone and 7 of them were heads
of health centers that were included for qualigtstudy. In addition to these there were 34

environmental and health education workers anabtitese, 22 were health centers heads.

4.3 Sour ce population. All clinical HCPs and health center heads workingHealth centers of

North shoa zone, Oromia Region at the time of theey.
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4.4, Study population
Those clinical HCPs and health center heads wheepted during the day of data collection at the
health centers of the zone were study population.

Inclusion criteriafor quantitative study
Those permanently employed clinical HCPs and iflhefathe health centers are clinical HCPs and
not included for in-depth interview were includedthe quantitative study. During data collection

time, voluntary participation of the study subjestss also considered to be included in the survey.

Exclusion criteriafor quantitative study
Those nonclinical and nonpermanent employed heatitkers excluded from the quantitative

study.

4.5. Sample size deter mination

In this study, the total HCPs in all Health Centensler North Shoa Zone of Oromia Region were
taken as study subjects for the quantitative metfibds, we had avoided sample size calculation
procedure at all to have the likelihood of accesalltsource population and at the same time to get
rid of sampling error. Hence, questionnaires weaepared for all HCPs working in all health
centers whom were determined to be study partitspanthis study. Twelve health centre heads

were purposively taken for the qualitative study.

4.6. Study variables

4.6.1. Independent variables

Socio-demographic characteristics including: Agex,smarital status, religion, ethnicity,
professional category, salary, year of servicesragponsibility.

4.6.2. Dependent variables

Knowledge of respondents’ outcome on HMIS

Attitude of respondents’ outcome towards HMIS

Practice of respondents’ outcome on HMIS

4.7. Sampling procedure

There are 29 functional health centers within N&toa zone from which all 301 HCPs have been

taken to be included in the study. HCPs in eacHtthezentre were listed according to the
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professional category. For qualitative study, twelwealth centre heads were taken as key

informants by using purposive sampling technique.

North Shoa Zone of Oromia Region

A 4

29 Functional HCswith 301HCPs and 29 heads
of HCsin North shoa Zone

A

A 4

All 301 HCPsweretaken for quantitative study

12 HCs heads wer e taken by purposive sampling

A 4

techniquefor qualitative study.

Figure-1.Diagrammatic presentation of sampling pdoces

Note: For selection of the HCs heads for the irptllenterview by the assumption of having role
in the HMIS of the HCs.
HCs: Health Centers.

4.8. Data collection procedures

The last revised description of the English questiore was developed after appropriate
literatures were reviewed. Two combined most imgratrdata collection methods were employed
in this study namely: structured questionnaire amdepth interview. The questions that were
organized in the questionnaire were assembled acdstomed after meticulously revised.

Quantitative data were collected using pre-testedtisired questionnaire.

The knowledge was assessed by coding the respdose) for correct answers and O(zero) for

incorrect answers including yes or no answers witine reserved and short answers and closed
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ended questions. Responses of the respondents oi% hMre assessed and concluded by
analyzing their response scores to a set of quespoepared on knowledge, attitude and practices.
Respondents who scored greater or equal”foggartile £50%) were Categorized as having
“Good” knowledge and while those scored less tRamiartile (<50%) were categorized as

having poor knowledge.

Attitude was also assessed by seven questions. dasure attitude of the study participants,
guestions were prepared with the Likert scale. Témult was assessed by scoring favorable
responses as 1(one) and as 0(zero) for unfavoraebponses. Attitudes of the respondents who
scored equal to and abov¥ guartile £50%)were categorized as having “favorable attitude” and

those who scored less thali guartile (<50%) were considered as having “unfabte attitude”

The responses of the respondents’ practice were dithotomized into “Good” and “Poor”
practice rate. Respondents who scored greaterual &g 3® quartile £75%) were Categorized as
having good practice whereas those scored less3hguartile (<75%)were classified as having
poor practice.

Qualitative data collected from twelve health centeeads by using in-depth interview each for
one hour with semi-structured questions to enrmah substantiate quantitative study what dealings
are practicing by HCPs on HMIS. Explanations on BNt all relevant questions were noted and
summarized. Data collection and reporting toolsh respective health centers also observed to
the specific questions to add evidence on the riiggliof practices. Tape record also was used to

capture the information from interviewees duringlgpth interview.

4.9. Operational definitions

HMIS: The term HMIS for this particular assessment &lenoperational to fit into the existing
situation of the study area. Thus, for the purpafsthis assessment, HMIS encompasses some of
the components of HMIS included in this standardinden. In fact, the current HMIS in
Ethiopia is limited to data reporting and the stadlga is not exceptional, the term HMIS in this

study mainly meant these limited tasks in particalaphasis of the current paper- based system.

HCPs. Most of the time HMIS services are given by HGRsaddition to their primary work
within the healthcare delivery points. For the msg of this study, the HCPs refers to clinical

healthcare service givers at health center levedse who record, compile and report health
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information primarily collected from patients/clisnduring clinical or other health service

encounters at health centers levels.

Knowledge: Is the information that the HCPs what they knowwlHMIS. The assessment was
treated in terms of the respondents their own presvsknowledge which emphases on principles,
patient/client records, use of health informatidiGPs responsibility. The respondents’ knowledge
was measured according to the correct and incomesponses to the series of knowledge

guestions.

Attitude: Is the study subject opinion and personal intgrgitowards HMIS. In this study, study
subjects who have concerns and opinions on HMISrasdonded negatively to questions were
considered to have unfavorable attitude towards $IMhereas study subjects who responded

positively to questions were considered to haverfable attitude towards HMIS.

Practice: This is different unconcealed current activitiéH&CPs on HMIS. This was to examine
how the HCPs are practicing the HMIS in the linetsfprinciples and guidelines by providing
appropriate questions based on the current pragtafi HMIS.

Data: Are the raw unprocessed or unorganized facts tteastored or are seldom immediately
useful to a decision maker but by themselves am@ningless or no meaning until it is placed in a

context

Information: Is the processed data and presented in a meanifogfal which can be used for

planning, controlling and decision- making actestiwithin health system

Non-clinical HCPs. are those supportive workers in health centers miodessionally are not
Health workers such as record workers, cashieuatants, cleaners, personnels, drivers and
guards working in the health centers.

4.10. Selection of data collectors and their supervisorsand training:
Four 18" gradecompleted data collectors and two health officetgervisors were employed. Two
days training were given for both data collectand aupervisors about the objective of the study

and data collection techniques for quantitativedgturhe duty of data collectors during data
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collection time was administering questionnairesespondents and collecting the questionnaire

after completed.

4.11. Data processing and Analysis

4.11.1. Quantitative data

Data were entered, and cleaned by Epl6.04d theor&g into SPSS version 16.0 statistical
package for coding and analyzing. Frequency digiob, percentage, graphs, tables and charts
used to present the result of the study. Associatietween independent and dependent variables
were analyzed by calculating odds ratio with 95%fictence interval. Logistic regression analysis

was done to control confounders.

4.11.2. Qualitative data
Data were transliterated, summarized and analyaeld day during data collection. Analysis was

done for different themes of responses of the ptiueaterview.

4.12. Data quality assurance

Data were collected using self-administered questaoe for quantitative study and semi-
structured question guides for qualitative studye fuestionnaires were prepared in English and
then translated into Amharic and again translatadklio English to ensure consistency. The
guestionnaire was adopted from previously used H&1& related surveys topics in Ethiopia and

other countries with some modifications to makeliapple and contextual to this study.

A pre-test of the questionnaire was done in twothegenters of similar professions of HCPs
found in the Oromia special zone. The questionname modified based on the pre-test survey
findings. Every collected data were reassessechbystipervisors and principal investigator for
completeness and accurateness every day. Up tooB@fe collected questionnaires were also

checked by the data collectors and supervisorb®nlaily bases.

4.13. Ethical considerations

The study was conducted after getting ethical eleee from ethical review Committee of faculty
of medicine and Faculty of Informatics of Addis AlaaUniversity. Letter of support was obtained
from health informatics department of Addis Ababaivérsity, Oromia health bureau and North
Shoa Zone Health Department of Oromia region. mix verbal consent from each health center

was obtained prior to commencing data collectioefoBe administering questionnaire, verbal
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consent was obtained from each respondent. Infwmatn the purpose and procedures of the
study given verbally to all study subjects and Bbeiassured about their privacy and
Confidentiality. Names and other identification thie respondents remain undisclosed in this
study. Each respondent was informed that the irddion that they provided used only for the

purpose of the research not for any other dealings.

4.14. Dissemination of results plan

Results of this study will be submitted to schobbpablic health and informatics department of
Addis Ababa University, Oromia health bureau, Nd8toa Zone health department of Oromia
region and to other HMIS implementing agencies atiter stakeholders as necessary. The
findings will be presented in various appropriaterkehops and seminars. Publication of the
findings also will be attempted in a scientific joal.
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5. Results.

5.1. Quantitative study

5.1.1. Socio-Demographic characteristics of the Respondents.

A total of 296 clinical HCPs with a response ratd@% from all 29 health centers in North Shoa
Zone of Oromia region were included in the analysisthe quantitative study. Twelve (41%)
health centre heads from 29 health centre heads weluded in the qualitative study. None of the

eligible study subjects who were found on the datkection day refused to participate.

The age of the study subjects ranges from a miniraLB1 years to a maximum of 52 years with
the mean age of 26.03 +4.11 years and the medi@arofg5 years. The sex distribution of the
HCPs patrticipated in the study, out of 296 respaotg]ell0 (37.2%) were males’ while186
(62.8%) were females. Most of the respondents, &53%) were followers of Orthodox

Christianity followed by Protestants and Muslimscamt for 22 (7.4%) and 19(6.4 %)

respectively. Two hundred (67.6%) of respondenteewmt married till the data collection day
whereas the rest 96 (32.4%) were married. Two hathdeventy five (92.9 %) of the respondents
were Oromo ethnic group followed by 19 (6.4 %) Amehand 2 (0.7%) were others ethnic groups

respectively.

Pertaining the distribution of the professionalegatries of the respondents according to the level
of education showed (as it is seen in tablel) H@Ps participated in this study with diploma
holders constituted 208(70.3%), among these categot62 (54.7%) were diploma nurses, 13
(4.4%) were pharmacy technicians, 10 (3.4%) werbotatory technicians, 19 (6.4%) were
diploma midwives and4 (1.4%) were health assistarite rest 88 (29.7%) were degree holders
from these, 26(8.8%) were health officers, 31(10.5#&re Bsc nurses, 7(2.4%) were BSC
midwives, 6(2%) were pharmacists, and18 (6.1%) vig8e laboratory technologists. For 62.2%
of the respondents, their salary less than or equd2 birr and 76.4% of the respondents had less

than or equal to 4 years work experience. (Tablel)
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Tablel: Socio-demographic characteristics of redpats working in health centers of
North shoa Zone, Oromia Region March 2010.

Characteristics Frequency Per cent
Age groups(years) N=296

< 25 157 53

> 25 139 47
Median 25

Sex

Male 110 37.2
Female 186 62.8
Marital status

Single 200 67.6
Married 96 324
Religion

Orthodox 253 85.5
Muslim 19 6.4
Protestant 22 7.4
Other 2 0.7
Ethnicity

Oromo 275 92.9
Amhara 19 6.4
Other 2 0.7
Profession category

Degree holders 88 29.7
Diploma holders 208 70.3
Salary(Birr)

<942 184 62.2
>942 112 37.8
Median 942

Year of service

<4 226 76.4
> 4 70 23.6
Median 4

Responsibilities

Outpatient department 137 46.3
MCH Clinic 117 39.5
TB and ART Clinic 42 14.2
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5.1.2. Knowledge of respondentson Basic HMIS
About 163(55.1%) of the respondents were able titevim full what HMIS is and133 (44.9%)

could not correctly write HMIS in full.

Two hundred sixteen (73%) of the respondents refddttat at the health centre level data should
be changed into information before used for denisinaking. Two hundred fifty three (85.5%) of
the respondents reported that health managemelst tdescribes the HMIS which is directly
linked to the use of information at the health cefevel or in general to use information locally a
the site of information generation. Two hundredesgy two (91.9%) of respondents responded
that the ultimate goal of HMIS is to improve theahle of the community at large. Two hundred
sixty (87.8%) of the respondents correctly repotted the primary data source for HMIS at health
centre level is health service records. The res{1262%) of them mentioned different sources.
Only 28(9.5%) of the respondents from the totatigtparticipants knew culling procedure in the
HMIS activities and 157(53%) of the respondentpoesled as they did not know it. One hundred

eleven (37.5%) of them considered it inappropneseich as keeping and analyzing records.

One hundred seventy nine (60.5%) of the respondentsaled that when patients come to the
health center with a health record numbers (cajdnom somewhere else and have the slip cards
need to issue new number and give services. Ondrédiright (36.5%) of the respondents said no
need to issue new number and provide services @%)Yeported as they did not know whether
new numbers are issued or not. Concerning the palrstata written on individual patient card,
those respondents said health centers property 202r€68.9%), and those said patients property
were 85 (28.7%).The rest7 (2.4%) thought to be HPRxperty.

Two hundred ninety three (99%) of the respondentsnkat least one benefit of HMIS. In the

health centers, whatever medical information oaggd from patients/ clients and any other
physical and investigation findings recorded priigefor the patients/clients benefits. But among

the respondents only 160(54.1%) of them respondegasting this idea. The rest responded as
health centers and HCPs account 132 (44.6%) ad8&63 espectively. Each respondent knew at
least one HMIS principle. (Table2).

Most of the respondents described that the commnestrgbtion of indicators, data collection
instruments, data processing and analysis procedarm the basis for effective HMIS. Few of
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them explained that without consistent principled aase definitions, healthcare delivery service
performance cannot be systematically measured mpdoved across different places and time.
Some of them described that one HMIS report at glaee should be shared at all places by
stakeholders or partners through integrated repuattreporting channel. This is very important for
all customers of HMIS information to derive theatd. Another important HMIS principle which
elicited by the study participants was enables HNWSbe implemented simplicity which is
collecting, analyzing and interpreting only the omhation that is immediately relevant to
performance improvement makes best use of limitedan and other resources.

Majority of the respondents knew the primary objexof the newly reformed HMIS as it is for

local use of information for action where it is gested were 242 (81.8%). Similarly 50% of those
who were responded correctly for the question abminumber of health indicators in the line of
the new reformed HMIS compared to the previouspolittice is less werell8 (39.9%).The rest

responded incorrectly as the same and greater34€id.5%) and 139(47%) respectively.

One hundred ninety six (66.2%) of the respondegpented that patient card is fastened with the
other documents in its chronological order. Frorasthonly 86 (29.1%) reported that medical
records are lifetime records of patients kept bwltheare organization and the rest said that
medical records are not lifetime records for thegoas which is actually wrong postulation. One
hundred (33.8%) of the respondents were unabléédntify how the patients /clients individual

cards can be fastened and kept with other docuna¢rgach patient encounter which is actually

their day to day duties and responsibilities.
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Table-2: Knowledge of respondents on HMIS prin@pierking in health centers of North shoa
Zone, Oromia Region March 2010.

Variables Frequency (N=296) Per cent
Which of the following is the principle of
HMIS?
Standardization
Yes 189 63.9
No 107 36.1
Integration
Yes 116 39.2
No 180 60.8
Simplicity
Yes 85 28.7
No 211 71.3
| do not know
Yes 0 0
No 296 100

About 290 (98 %) of the HCPs said that they hawenbeard about master patient index and only
6(2 %) heard about it. But still they unable to wnabout its function when they asked specific

guestions on master patient index and almost simafgort was found on patient tracer card.

Two hundred one (67.9%) of the respondents eliciteat HMIS activities should be the
responsibilities of all clinical HCPs, supportiaffs and other health care receivers. They verifie
such integrated actions help to improve the heatthservices and to reduce HCPs workload and
patients/clients waiting time, to reduce cost fothbpatients/clients and health centers. The rest
95(32.1%) of the respondents said that HMIS isdhly responsibilities of health professionals.

The reason that they have given were privacy anfidentiality issues.

One hundred forty three (48.3%) of the study pgrdicts reported that the target of completeness
and timely submission of routine health and adnviais/e report is to achieve 80% or more. The

remaining 150(50.7%) were mistakenly reported asctoeve 100% and 3(1%) of them responded

as they did not know.

Only 35 (11.8%) of the respondents described thaha patients have right to inspect or copy
their medical records whenever they want. The26%(88.2%) said that patients do not have right

to inspect or copy their medical records that thaye in the health centre and the reason that they
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gave was because of ethical issues. But this isheotase according to the newly reformed HMIS

principles.

All respondents verified that they have limitatiasfsknowledge, resources and poor management
system to practice HMIS activities on the rightckaAll of them proposed solutions for the
limitations that they stated for. Their proposeduson were giving training for all HCPs and
supportive staffs about basic principles of HMIBfedent tools, technique of analyzing, compiling
and how to change data into information and hown#ie use of it. In addition to this, they also
proposed adequate resource allocation and the &drators who direct and manage the overall
work process should be skillful. On top of thise thespondents’ suggested that responsible,
technically well trained and skillful, full time HM workers should be assigned at each health

centre.

In summary, when the overall knowledge score of réspondents in the study area measured,
about 209(70.61%) of them were found to have gowoalMedge. Whereas 87(29.39%) of them

have poor knowledge (Figure-2).

M Good
Oproor

Figure-2. knowledge score of respondents working in
health centres in North shoa zone, Oromia Region
March 2010

Binary logistic regression analysis was done anseigcted knowledge questions and knowledge
outcome to see their relations. Multiple logistegression analysis was also done to control
potential confounders. No statistical significass@ciations were found before and after adjusted

for other variables.
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Table3.Relationships between selected variablekaodledge of healthcare providers’ on
HMIS working in health centers of North shoa zobeymia Region March 2010.

Variables Knowledge score

HMIS is the only N=296

responsibility of health

professionals.

Yes 64(67.37%) 31(32.63%)0.80(0.47,1.35) 1.35(0.76,2.40)

No o 145(72.14%) 56(27.86%) 10 1.00
The patient card is

fastened with the other N=293

documents in its

chronological order.

Yes 135(68.88%) 61(31.12%)1.02(0.99,1.04) 0.23(0.01,5.55)
No o 73(75.25%) 24(24.74%) 1.00 1.00

Medical records are

lifetime records of N=293

patients.

Yes 63(73.26%) 23(26.74%)1.02(0.99,1.04) 0.23(0.01,5.55)
No o 145(70.05%) 62(29.95%) 1.00 1.00

Clinical and service

records are hand written N=294

on different forms.

Yes 173(68.92%) 78(31.08%)0.59(0.27,1.30) 2.09(0.84,5.22)

No o 34(79.07%)  9(20.93%) 1.00 1.00

The completeness and

timely submission of N=293

routine health reports in

health centre level is to

achieve 80 % or more.

Yes 99(69.23%)  44(30.77%)1.02(0.99,1.04) 0.29(0.02,3.61)

No o 109(37.20) 41(13.99) 1.00 1.00
Patients have right to

inspect or copy their N=296

medical records.

Yes 21(60.00%)  14(40.00%)0.58(0.28,1.21) 1.93(0.83,4.47)

No o 188(72.03%) 73(27.97%) 1.00 1.00

P-value 0.05 O reference groups

Statistical analysis was done to see crude andstadjuassociations of some selected socio-
demographic variables and the score of knowledgeespondents on HMIS principles and
activities. When socio-demographic variables comgavith knowledge outcome of respondents,

no statistical significant associations were fo(ihable4).
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Table4.Relationships between selected socio-deapbgr variables and knowledge of healthcare
Providers on HMIS working in health centersNairth shoa zone, Oromia region March2010

Variables(N=296)

Agegroup(years)
< 25

> 25

Sex

Male

Femaleo

Marital status
Single

Marriedo

Monthly Salary(Birr)
< 942

> 942

Profession category
Degree holders
Diploma holders
Year of service

< 4

> 4
Responsibilities
Outpatient
department

MCH Clinic

TB and ART Clinic

Knowledge score

112(71.34%) 45(28.66%)  0.93(0.56,1.53)  1.14(0.GLY.
97 (69.80%) 42(30.20%)  1.00 1.00
77(70.00%) 33(30.00%)  1.05(0.63, 1.76)  1.08%(1.90)
132(71.00%) 54(29.00%)  1.00 1.00
154(67.54%) 74(32.46%)  0.82(0.48,1.38) @ZL,1.44)
53(77.94%) 15(22.06%)  1.00 1.00
125(67.90%) 59(32.10%)  1.42(0.84,2.40)  1.5%(3.46)
84(75.00%) 28(25.00%)  1.00 1.00

62(70.50%)
147(70.70%)

26(29.50%)
61(29.30%)

1.01(0.59)1.750.65(0.31,1.37)
1.00 1.00

157(69.50%) 69(30.50%)
52(74.30%)  18(25.70%)

1.27(0.69,2.33)
1.00

0.79(0.27,2.33)
1.00

93(67.90%) 44(32.10%)  1.57(0.71,3.47)  1.97(0.48).8
86(73.50%)

30(71.40%)

31(26.50%)
12(28.60%)

1.21(0.53,2.73)
1.00

30(0.44,3.84)
1.00

_*Significant at p-valued<05
O Referent groups

5.1.3. Attitude of respondentstowardsHMIS

Attitude of the respondents towards HMIS were diohozed into favorable attitude and

unfavorable attitude by computing the median scAgea result, 240(81.08%) of respondents out

of all respondents found to have favorable attit@hel the rest 56(18.92%) of them have

unfavorable attitude towards HMIS (Figure3).
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Figure-3.Attitude score of the respondents working
in health centres in North shoa zone, Oromia Region
March 2010

Among all respondents who had favorable attituseatds HMIS 26(10.8%) of them were health
officers,26 (10.8 %) were BSc Nurses, 128(53.1%jewdiploma Nurses, 13(5.4%) were BSc
Laboratory technologists, 10(4.1%) were diplomaofalory technicians,4(1.7%) were BSc
pharmacists,10 (4.1%)were diploma pharmacy tectmscéd(1.7% were BSc midwifery,19(7.9%)
were diploma midwifery and 3(1.2%) were health stasits respectively.

HMIS is easy to implement at health centre lekialing reformed HMIS for health centers will
bring reasonable advantage, to implement and strenddMIS at health centers levels HCPs need
to change their attitude positively towards HMIS, lealth centers level data burden is
unreasonably high and have adequate time to petftiMiit job at health centre were Some of the
inquiries on which favorable attitudes reportedhny respondents (Tableb).
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Table5. Distribution of the respondents’ attitu@sponse levels about the specific questions on
HMIS working in health centers of North shoa zobeymia Region March 2010.

Specific questionson  Strongly Disagree Neither Agree strongly
HMI S attitude. disagree(l) (2) (3 4) agreg(b)

1. Respondents level

of agreement on high 2(0.68%)  1(0.34%) 23(7.77%  119(40.20%) 151(51.01%)
data burden.

2. Attitude of 9(3.04%) 179(60.47%) 4(1.35%) 80(27.03%) 24(8.11%)
respondents on HMIS
implementation.

3. Attitude of
respondents on
changing of HCPs
attitudes on HMIS.

4. Attitude of
respondents on 4(1.35%) 76(25.68%) 87(29.39%) 105(35.47%) 24(8.11%)
HMIS advantages.

5.Respondents level

of agreement on 1(0.34%) 4(1.35%) 6(2.03%) 37(12.50%) 248(83.78%)
HMIS

implementation

6.Respondents level

of agreement on 26(8.78%) 161(54.39%) 90(30.41%) 16(5.41%)  3(1.01%)
quality of data

Collection and

reporting tools

7. Respondents level

of agreement on 5(1.69%) 110(37.16%) 97(32.77%) 80(27.03%) 4(1.35%)
adequacy of time for

HMIS activities.

13(4.39%) 40(13.51%) 163(55.51%) 80(27.03%)

Logistic regression analysis was done to see tfa@we effect of the independent variables on the
attitude outcome. Crude logistic regression analygsas done and no statistical significant
association was found. All socio-demographic vdeststill did not show statistical significant
associations yet after adjusted multiple logistigression analysis was done (Table6).
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Table6.Relationships between selected socio-deapb@ variables and attitude of HCPs on
HMIS working in health centers of North Shoa ZoBepmia Region March2010.

Attitude score COR(95%Cl) AOR(95%ClI)
Variables(N=296) Favorable Unfavorable
Age groups(years)

< 25 128(81.5%) 29(18.5%) 0.94(0.53,1.68) 0.7225(..50)
> 25 112(80.6%) 27(19.4%) 1.00 1.00

Sex

Male 87(79.1%) 23(20.9%) 0.82(0.45,1.48) 1.17(2&R)
Femaleo 153(82.3%) 33(17.7%) 1.00 1.00

Marital status

Single 159(79.5%) 41(20.5%) 1.39(0.73, 2.67) 1.74(B.74)
Married 6 81(84.4%) 15(15.6%) 1.00 1.00
Ethnicity

Oromo 222(80.7%) 53(19.3%) 0.24(0.02, 3.88) 0.20((.65)
Amhara 17(89.5%) 2(10.5%) 0.12(0.01,2.71) 0.11(2.82)
Othero 1(50%) 1(50%) 1.00 1.00
Profession category

Degree holders 65(73.9%) 23(26.1%) 1.01(0.59,1.75)2.16(0.84,5.57)
Diploma holders 175(84.1%) 33(15.9%) 1.00 1.00
Monthly Salary( Birr)

< 942 145(78.8%) 39(21.2%) 1.50(0.80,2.81) 2.3HB.20)
> 942 95(84.8%) 17(15.2) 1.00 1.00

Year of service

< 4 183(81.0%) 43(19.0%) 1.03(0.52,2.05) 0.47(L3BPR)
> 4 57(81.4%) 13(18.6%) 1.00 1.00

Responsibilities

Outpatient department  107(78.1%) 30(21.9%) 1.19(2.85) 0.62(0.12,3.26)
MCH Clinic 99(84.6%) 18(15.4%) 0.77(0.31,1.94) (®26,3.17)
TB and ART Clinic 34(81.0%)  8(19.0%) 1.00 1.00

*Significant at p-vals®.05
O Referent groups

5.1.4. Practice of respondentson HMIS

The responses of the respondents to practice wehetdmized into “Good” and “Poor” practice
score.

As it is shown in table6, only 10(3.4%) of the re@sgents were supervised in the third quarter of
the year2010 by their respective supervisors twigity six (18.9%) of the respondents had
supervised once. Majority of them 230(77.7%) ofisgpondents were not supervised during same
period. From those supervised respondents onevemdrhes, feedback was given to very rarely

only for 24(36.4% of them after supervision was mad
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Figure-4.Number of supervision made for respondents working in health
centres by their respective supervisors in the third quarter of the year
2010 in North Shoa Zone, Oromia Region March 2010

All HCPs reported that their monthly report prepiara day from day one of every month as
Ethiopian calendar extends up to™@ay. Of which142 (48%) prepare beforé"14lay and the
rest 154(52%) prepare from"tb18"days of every month as it clearly depicted in (€&l The
study found out that respondents also submittenl tBport not only on Monthly bases but also

guarterly and annually bases.

Table7.Duration of Monthly report preparation dayrbspondents in health centers of North shoa
zone, Oromia Region March 2010.

Dates Frequency Per cent
Before 14" day 142 48
Between 1% to 18" day 154 52
Total 296 100

Respondents were recognized that there was ladkawfed, responsible and full time HMIS
workers in 94.3% of the health centers to run therall activities of HMIS. But actually there
should have been there responsible and full daptdevHMIS workers in addition to the clinical
and other supportive workers. Eleven (3.7%) ofrdmpondents said that as they did not spent any

time for HMIS activities alone. According to thespondents report, majority of them spent little
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time on HMIS activities ranges from zero to six teoper month and averagely it was calculated to
be 3.37 £1.51 hours per month (Figure-5).

100

Mean =3.37
Std. Dev. =1.506
H =296

Frequency of respondents

Time spent(in hours)

Figure-5.Distribution of time spent(in hours)by respondents on HMIS per
Month in health centres in NOrth shoa zone, OromiaRegion March 2010

Two hundred seventy nine (94.3%) respondents wateds that there were no full time HMIS
workers at their health centers. two hundred feiky(88.2%) of them explained correctly that the
responsibility for this HMIS were all health pro$egsnals and supportive staffs. The rest
33(11.8%) of them reacted that the responsibledsoith the health centers were only HCPs at the
service rendering rooms and heads of the healttersenThe remaining 17(5.7%) of the total
respondents stated that those health centers wWiael full HMIS workers were employed by

global fund for the purpose of ART services.

One hundred forty four (48.6%) of the total respamid reported that as they analyze, compile,
interpret and report data monthly but out of 14gpmndents only 15(10.4%) of them documented
appropriately in the record room. The remainin®@(%3.6%) did not document in the record
room. Keeping in mind that all HMIS activities panined by error prone and tedious paper-based
system. The rest 152(51.4%) were reported as tltbpat analyze, compile, interpret and report

data monthly.

Only thirty five point five percent of the respomtie reported that as they use important tools to

display health indicators in HMIS process. Fromstheighty seven point six percent of them were

35



able to write the indicator tools that they repdrt@able, graph and charts were that they

mentioned. The remaining twelve point four perceinthe respondents were unable to write the

tools that they responded for. Sixty four poinefpercent of the respondents reported that they did
not use tools to show their health and relatedrmédion indicators.

Only 65(22%) of the respondents reported that these discussed with other health centre staffs
to evaluate their health centers HMIS activitiesges from 1-24 times per year. But 231(78%) of
the respondents have never discussed.

In respect to provision of information support amunities for surveillance, about130(43.9 %)
of respondents reported that they were providedrimétion to the communities on different
epidemic prone diseases, immediately reportableodéimel public health importance diseases. The
disease entities that they mentioned were poliantes, measles, tuberculosis, leprosy, cholera,
malaria etc. Out of 130 respondents, 115(88.5%herh mentioned correctly while 15(11.5%) out

of them pointed out other type of health informataiher than information for surveillance.

Inquiry was prepared for respondents if they hamkived any formal or informal training on

HMIS. All respondents reported that they had noeireed training.

Out of the total respondents only 5(1.7%) of thezported that they have HMIS rules and
guidelines in their health centers. But all thesgdglines were other programs guidelines not

particularly prepared for HMIS.

From the total of the respondents 136(45.9%) etdiglthat they calculated plan achievement for
essential services and prepare map for their headtiters catchment area. The remaining
160(54.1%) of the respondents responded that tideyad calculate the plan achievement which is
actually very important to provide a better healéine services and to improve community health
in general. Two hundred seventy two (91.9%) froethtal respondents responded that they have
registration book in their office to record theatints/clients information, routine service defive
records. The remaining 24(8.1%) said that theyndidhave registration book because all routine
health information that they got from the patientdients registered or recorded by their

colleagues.
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One hundred seventy (57.4%) of the study partitgpoavere aggregated their data on daily basis.
Among the total aggregated 116 (68.2%) were usé¢a waprepare their plan of action and to
make decision after changing to information thategated at their health centers. One hundred
twenty six (42.6%) of the respondents aggregat¢al idanthly, not on daily basis.

Majority of the respondents uttered that they cleanthe data in to information at health centers
level. They also expressed that they used the nrdton for decision making to know the

magnitude and trends of the disease in the aredcatidat cases and to take other public health
actions in their catchment areas. They also usedi#ita to build up suitable strategic preventive
methods based on the situation of the local backgtdut they did not have standard procedure to

change the data into information.

According to the study finding, only 23(7.8%) oktrespondents were developed HMIS activities
plan of action for their health centers. The typelan that they reported were annually, semi-
annually and quarterly. But all these plans werebased on the newly reformed HMIS principles
rather based on the previous old and manual HMdStjmes.

To sum up, When the overall practice score of ggpondents in the study area measured, only
61(20.6%) of them were found to have good practbereas 235(79.4 %) of them have poor
practice (Figure-6).

s &8 =8
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&
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Figure-6.Practice score of respondents
workingin health centres in North shoa zone,
Oromia Region March 2010
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Practice of the respondents on HMIS was compardd thieir socio- demographic variables.
Among the marital status that was statisticallyngigant before and after adjusting for
confounders wasnmarried group$COR=3.22(95%CI=1.80, 5.75)] and [AOR=2.67(95%CR8g,
5.59)]. Those who unmarried HCPs working in heamters in North shoa zone of Oromia
region almost about 3 times more likely to accostpHMIS activities than those married HCPs in
the same health centers. Among professional catetjue statistical analysis for degree holders
before and after adjusted to see the relations théh practice outcome was also statistically
significant [COR=2.93(95% CI=1.37, 6.24)] and [AORS3(95% CI=1.06, 8.11)]. Being degree
holders was found about 3 times more likely to aggiish HMIS tasks than diploma holders
(Table8).

Age < 25[COR=2.01(95%CI= 1.13, 3.57)], salaryd42 [COR=2.14(95%CI=1.21,3.78)], year of
service < 4 [COR= 2.93(95%CIl= 1.60,5.37)], from responsil@s, working in outpatient
department[COR=4.14(95%CI=1.92,8.93)] and workingn iIMCH Clinic [COR=3.24
(95%Cl1=1.50,6.98)] also were statistically sigreint before adjusting for other variables. But
after adjusted for other variables their significarwere disappeared. The other variables which
were considered to be factors to affect the praatitthe respondents on HMIS did not show

statistical significant associations before andradtdjusting for confounders (Table8).
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Table8.Relationships between selected socio-dembgravariables and practice of HCPs on
HMIS working in health centers of North Shoa ZoBepmia Region March 2010.

Variables(N=296) Practice score COR(95%ClI) AOR(95%Cl)
Good Poor

Age groups(years)

< 25 24(15.3%) 133(84.7%) 2.01(1.13,3.57) 1.53(0.68,3.41)
> 256 37(26.6%) 102(73.4%) 1.00 1.00
Sex

Male 22(20.0%) 88(80.0%) 1.06(0.59, 1.91) 1.35(05672)
Femaled 39(21.0%) 147(79.0%) 1.00 1.00
Marital status

Single 28(14.0%) 172(86.0%) 3.22(1.80, 5.75)* 2.67(1.28, 5.59)*
Marriedo 33(34.4%) 63(65.6%) 1.00 1.00
Religion
Orthodox 56(22.1%) 197(77.9%) 3.52(0.22,57.14) 5@27,91.82)
Muslim 2(10.5%) 17(89.5%) 8.50(0.37, 195.45) 100338,281.02)
Protestant 2(9.1%) 20(90.9%) 10.00(0.44, 228.70).82(0.45,307.84)
Othero 1(50.0%) 1(50.0%) 1.00 1.00
Professional category
Degree holders 9(10.2%) 79(89.8%)2.93(1.37,6.24)° 2.93(1.06,8.11)"
Diploma holders 52(25.0%) 156(75%) 1.00 1.00
Monthly salary
<942 29(15.8%)  155(84.2%) 2.14(1.21,3.78)" 1.07(0.34,3.37)
> 9426 32(28.6%)  80(71.4%) 1.00 1.00
Year of service

<4 36(15.9%) 190(84.1%) 2.93(1.60,5.37)" 1.61(0.47,5.51)
> 49 25(35.7%)  45(64.3%) 1.00 1.00

Responsibilities

Outpatient department  21(15.3%)  116(84.79%).14(1.92,8.93)" 1.62(0.35,7.44)
MCH Clinic 22(18.8%)  95(81.2%) 3.24(1.50,6.98)" 2.41(0.79,7.31)
TB and ART Clinico  18(42.9%)  24(57.1%) 1.00 1.00

~ *significant at p- value.€6,
O Referent groups

Selected predictors of practiceon HMIS

Various predictors of practice were selected andtyilogistic regression analysis was done. After
adjustment, multiple logistic regressions were aleme for the possible confounding factors.
Among these predictors, use of tools to displaytheadicators in HMIS process had statistically
significant association with poor HMIS practiceerdfdOR=0.42(95%CI=0.20, 0.88)]. Availability
of HMIS rules and guidelines in health centers &laod statistically

Significant association with poor HMIS practiceer@dOR=0.05(95%CI1=0.01, 0.34)se of data

in health centers to prepare plan of action angsaeemaking [COR=0.39(95%CI=0.22, 0.69)],

Provision of information support to communities $arveillance [COR=0.43(95%CL=0.24, 0.76)]
and aggregating data on daily basis in health cenfteOR=0.54(95%CI=0.30, 0.99)] were
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statistically significant when binary logistic regsion analysis was done but disappeared when

adjusted for other variables (Table9).

Table9. Relationships between selected variabidspractice score of HCPs on HMIS working
in health centers of North Shoa Zone, Oromia Reijanch 2010.

Variables(N=296)

Practice score

COR(95%CI)  AOR(95%CI)

Good
Presence of full time HMIS
workers in health centers
Yes 2(11.8%)
No 6 59(21.1%)

Use of important tools to
display health indicators in
HMIS process in health

centers
Yes 37(35.2%)
No o 24(12.6%)

Use of data in health centers
to prepare plan of action and
decision-making

Yes

No o

Provision of information
support to communities for

35(30.2%)
26(14.4%)

surveillance
Yes 37(28.5%)
No 6 24(14.5%)

Availability of HMIS rules
and guidelines in your health

center
Yes 9(81.8%)
No o 52(18.2%)

Aggregating data on daily
basis in health centers
Yes

No o

Presence of plan for the
HMIS activities in health

42(24.7%)
19(15.1%)

centers
Yes 8(34.8%)
No o 53(19.4%)

Poor

15(88.2%)  2.01(0.45,9.04)  1.38(0.ZBY.
220(78.9%) 1.00 1.00
68(64.8%) 0.26(0.15,0.48)  0.42(0.20,0.88)"
167(87.4%) 1.00 1.00

81(69.8%) 0.39(0.22,0.69)"
154(85.6%) 1.00

0.69(0.32,1.49)
1.00

93(71.5%) 0.43(0.24,0.76) 0.90(0.42,1.93)

142(85.5%) 1.00 1.00
2(18.2%) 0.05(0.01,0.24)"  0.05(0.01,0.34)"
233(81.8%) 1.00 1.00

128(75.3%) 0.54(0.30,0.99)°  0.67(0.33,1.39)

107(84.9%) 1.00 1.00
15(65.2%)  0.45(0.18,1.12)  2.16(0.4463D
220(80.6%) 1.00 1.00

*significant at p- value <0.05
O Referent groups

40



5.2. Qualitative study

A total of 12 health centre heads were involvekeg informants who were taken purposively.

The in-depth interview data were compiled basetherthematic approach of Knowledge, attitude
and practice of the heads of health centers inqgusponses on HMIS at their health centers.
Almost all interviewed health centre heads wereadron the importance of HMIS establishment

at health centre level and they were able to steteelevance of HMIS.

According to the interview of health centre heddsk of knowledgeable and skilled manpower is
prominent problems for HMIS to practice in the hlealentre. These problems affect the HMIS
implementation program in multidirectional. Thatnigtionally and hierarchically at all levels the
HMIS programs will be severely affected. Such ldtlcation of resources to address the health
problems of the community at large in preventiorgnpotion, curative and rehabilitation. As a
result of this there will be mal-distribution andastage of resources to the country as a whole.
Furthermore the effect of improper HMIS activitesindividual health centre level has collective

effect on the national health sectors developmesgram.

Most of the health centre heads gave their posjtiggfication on the advantages of establishing
good HMIS at the health center. They explained eheso two broad categories. The first
advantage suggested was in the patients’ side lendther was in the HCPs side. Pertaining to
patients’ side, most of the interviewees clarifibdt it augments patient’s satisfaction by avoiding
the patient medical records loss so as to imprine quality of service. This is because the
likelihood of finding medical record numbers fotuming patients/clients increased significantly
as the result reduced patients waiting time. Adl pinevious history, physical examination findings,
laboratory findings and ordered treatments wilkbpt properly and at the same time unnecessary

cost can be avoided.

Concerning the HCPs side, they can get all theipusvnformation written on the patients/clients
individual cards so that HCPs can have access aedjuate time to take care of their

patients/clients. One of the interviewees forwardedidea as;
“If HMIS is re-engineered and implemented, it willve a great deal of advantages like, workload
for each HCP will reduced so that the quality otadaan be improved and responsibility

responsiveness will be increased by all HCPs.”
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Some of the interviewees recommended as stratesfyHEPs should be educated on HMIS
starting from their pre- service training to makerh familiarized with the HMIS and to create
team sprit with supportive staffs and to considemart of their future career in the healthcare
services. The interviewees also suggested that warth to establish HMIS committee at each
health centre to monitor, evaluate the effectivenes HMIS and to make correction action
practice. They also stated that the HCPs have ns#pbties to inform the patients/clients and
their accompanies to participate in HMIS while tlagg in the health centre by giving appropriate

information at each encounter of health centrethesrvice gateways.

One key informant recommended as the solution tprove the HMIS was first to assign a
responsible and appropriately trained fulltime HMi®rker. Secondly, a single point entry for
patients/clients registration needed. Standardizatif medical record formats which adapted to
the unique needs of Ethiopian languages and amas supply of these formats must be
guaranteed so that data will be consistently ressbi@hd reported over time and across locations.
Recognizing and rewarding for positive change adivatng HCPs, identifying appropriate
opportunities to introduce information and commatian technology although this is viewed as a
second step after first establishing more fundaatemd well-reformed, well cleaned and reliable
paper-based HMIS. Enhanced HR training and sudilEnatrengthened regular supportive
supervision should be maintained. One interviewetetlined the following;

“Without adequate and appropriately trained statife HMIS implementation will not be
achievable. As prerequisite, HMIS requires wellegnced health personnel with special training
in information technology to use HMIS information improve performance of all HCPs. And
those supportive staffs that have relation to patiecords and documentation should be trained in
HMIS activities on their line of duties. ... all oth@ecessary resources should be allocated

adequately, timely and monitored to insure theasnability.”

Almost all interviewees critically pointed out thihe quality of medical data recording; reporting
and documentation formats are not good. Sincerdifteforms provided for different departments
have similar disease entities and they changedahar time which supplied from higher level as
the result of this unreseanonable and unusable falghdata burdens are stored unsuitably. They

revealed that the action plan that set at all tahéealth centre level did not base on the health
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information generated at the health centre. Tha ttatt reported each month is not complete and

analyzed so it needs intervention in the future.

As all health centre heads stated, the main clgdkerto implement HMIS and to keep its

sustainability that, the work load, lack of budge€Ps turnover and time constraints.

One of the key informants said that, “I often rep@g clinical examination due to loss of patient
history, it is difficult to look for the laboratortest results in the medical records, other pasent
information often mixed in my patients medical nels) it is difficult to find out the vital signs of
the patients, it is difficult to find out the medton administration details of the patients and my
written orders in medical records frequently hagebeen followed.”

Another health centre head explained his ided'despite the difficulties and challenges it is
possible to implement and improve the HMIS to supptinical practice and reduce the time
needed to find medical records moreover, to tak®raon any ill health for the community at

large.”

Two of the key informants also pointed out simildrought as; “well- designed HMIS,
Collaboration and trust among HCPs can improveiegibn of HMIS, the safety of patient care
by reducing medication errors”. They recommendegam approach involving all HCPs and
collaboration between them is very important tolenpent HMIS and to reach its goals.

All of the interviewed health centre heads indidatmost of the HCPs have favorable attitude
towards the HMIS as reflection seen from their sHdMIS activities in particular if they trained
on it. But few of them do not welcome to have gaginhion and sense of ownership of HMIS
activities because there is no trend of utilizieglbth information for any action at the health cent

level.

All interviewees responded that all HCPs and suppoistaffs of the health centers should have

responsibility for HMIS as per the individual wotlpe characteristics.
One health centre head said that, “I am respondineall HMIS activities particularly for

compiling, monthly, quarterly and annually repagtiand documentation without any formal

training and orientation because the other HCP#idicconsider HMIS as part of their main duties
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and responsibilities as they experienced inappatgmractice trends on it. They also consider

HMIS is the duty of data clerks only”.
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6. Discussions

There were no adequate comparable study conduct&thiopia as well as in the study area to
assessing the knowledge, attitude and practiceGPdHon HMIS. There were also limited other
related literatures and information to make congmariwith this study finding. Therefore, it is
possible to say, this is the first study carrietl @u knowledge, attitudes and practice of HCPs on
HMIS in the study area so that it put in base Imfermation for evidence-based decision-makers
and other interested prospective researcherseiamme area. The main objective of this study

was to assess knowledge, attitude and practioesstaiHCPs on HMIS in the study area.

This study has tried to show the status of knowdeddtitude and practice of HCPs on HMIS with
a special emphasis on paper-based HMIS at heaitersan North Shoa Zone, Oromia Region. In
the view of the fact that the paper-based HMISqipiles and methods provide strong bases for the
prospective computer-based one In addition, thaéystiied to distinguish the associations between
the HMIS knowledge, attitude and practice assessmaicomes of the HCPs working at health
centre in the study area with selected socio-deapiyc variables of the respondents. These
variables are, age, sex, marital status, religathnicity, profession, salary, year of services and
responsibility. HMIS remains poorly understood withie practice for local information use and

decision-making at information generating sitehia study area.

From the total respondents participated in thisl\sto0.6% of the HCPs in the study area were
found to have good knowledge. Similar study congldicin HCPs in Tanzania showed that very
much less result was found, that is only 20% of H@Ps knew HMIS principles and related
activities. Ten percent of these HCPs correctlyiidied the HMIS functionsZ7). The possible
reason for the increased knowledge level in oudystwill be the HCPs could have more
information about HMIS in Ethiopia even if the ptiae was very low and the HCPs could not had

adequate knowledge on HMIS at which time the study conducted in Tanzania.

In this study analysis, duration of year of sersioeas expected to have significant effect on
knowledge, attitude and practice of HCPs on HMI$ibwas found out that it was insignificant
after adjusting for other variables. The possildason for this could be, the HCPs particularly
those who have a better work experience were oedupiith other administrative, clinical
activities. Most of the time they participated iifferent field work and meetings out of the health

centers rather than engaging only in HMIS actisitieherefore, HMIS overall activities found to
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be weak which is actually very important to advahealthcare service delivery performance and

ultimately to improve the community health in wideeiging.

Sixty point five of the respondents reported thaew a patient comes to the health center with a
health record number from some other places needsue new number and give services. Thirty
six point five percent of them reported correctiattno need to issue new number and deserves
services. Concerning the personal data writtenndividual patient card, those respondents said
correctly patients property were only 28.7%. Tinplied that HCPs need well organized training
on HMIS before acting to implement at the healthtieelevels since majority of them do not have
sufficient knowledge on patients return record ngemaent and the owner of the information

recorded on the patient card.

Ninety nine percent of the respondents knew at leas benefit of HMIS. In the health centers,
whatever medical information originated from patieolients and any other physical and
investigation findings recorded primarily for theatignts/clients benefits. But among the
respondents only 54.4% responded supporting teis. iihe implication is the HCPs do not have
adequate knowledge about the primary purpose obrdewy the patients’ information and

therefore, HCPs need appropriate in-service trginin

Each respondent knew at least one HMIS principlestvbf the respondents described that the
common description of indicators, data collectionl$, data processing and analysis procedures
created the basis for effective HMIS. Few of thexplained that without consistent principles and
case definitions, healthcare delivery service permce cannot be systematically measured and
improved across different places and time. Fewhef tespondents described that one HMIS
reported at one place should be shared at all plagestakeholders or partners through integrated
report and common channel and from these, all ouste of HMIS information derive their data.
Another important HMIS principle which elicited liye study participants was developing simple
HMIS to be easily implemented and to enable togase simplicity in collecting, analyzing and
interpreting only the information that is relevaatperformance improvement makes best use of

limited human and other resources.

Eighty two percent of the respondents knew the annobjective of the newly reformed HMIS as
it is for local use of information for action andidgence- based decision-making to identify

problems, to set priority, to make action orientpthn, to set objectives and develop
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implementation strategies. This finding supportgalstudy conducted in Zambia that was carried

out to assess the experience of evidence-basesiateanaking(15, 18).

Sixty eight percent of the respondents explained tirainwave that HMIS activities should be the
responsibilities of all clinical HCPs, supportiviafés and other health care service receivers. This
is crucial to improve the healthcare services andetiuce HCPs workload and patients/clients
waiting time and to reduce cost for both patietiesits and health centers. The rest thirty two
point one percent of the respondents said that HMIShe only responsibilities of health
professionals. The reason that they have given \eracy and confidentiality issues. This
implied that, it is obligatory to initiate trainiran newly reformed HMIS strategies for HCPs in the

study area to clear the sideway practices by thB4d@ health centers level.

All respondents verified that they have at least of the following limitations such as lack of
knowledge, resources and or poor management systeractice HMIS activities on the right
track. All of them proposed solutions for the liatibns that they stated for. Their proposed
solution were giving training for all HCPs and safjve staffs about basic principles of HMIS,
different tools, technique of analyzing, compilingd how to change data into information and
how to make use of it. In addition to this, thésoaproposed adequate resource allocation and the

administrators who direct and manage the overalkyoocess should be skillful.

Pertaining to the attitude of the respondents, @101 them from the total study participants have
favorable attitude towards HMIS.A comparable sunenducted on HCPs knowledge and
attitude towards HMIS in Tanzania had shown th&&tf them were found to have favorable
attitude which was almost similar result with tetsdy 7). The implication of this result can be
articulated as the readiness of HCPs is existedarfavorable way if the preconditions for HMIS

activities are fulfilled.

Majority of respondents felt that it is good if HSIktrengthened and implemented at health centre
level. They showed their positive views that theyl mvolve in the implementation process to
increase HMIS performances for better use of healtbrmation for better healthcare service
delivery in the future. Majority of the respondiealso strongly agreed that the HMIS data burden
was very high and unused locally at their healthtexs for public health action and planning

purpose. It was encouraging that over four ie fof the HCPs in North shoa Zone working at the
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health centre agreed with the weaknesses that H&/h®t well exercising as it should have been

at the health centers.

Different Studies that have been done in sub-Saheoantries revealed resistance from HCPs
against in developing and implementing HMIS. Theuggle on HMIS in these resource poor
countries were aimed at to ensure the routine dekeeping to the extent of sufficiently high
quality and improving the paper based system befmesidering the use of information
technology systems just like currently attemptimdcthiopia (6, 30).

With respect to supervision and feedback, only 3afthe respondents were supervised in the
third quarter of the year 2010 by their respectupervisors two times. Around nineteen percent
of them supervised one time and 77.7% of them wetesupervised at all. From those supervised
respondents one and two times, feedback was gieey narely only for 36.4% of them after
supervision was made. This study finding is rektivcomparable with a study done in North
Gondar which had shown that about 34.7% of the HSIR&rvised but only12.2% of them was
given feed back in the first quarter during thedgtyearp).

In another report in Ethiopia indicated that only%& of HCPs working at health centers were

received supportive supervision for overall heaitormation system in 1997 EQQ).

The absence of appropriate trained and responkiBldor HMIS, absence of standardized rules
and guidelines were the major constraints for HMt8vities. Absence of communication of data
between HCPs who work at the health centers andatlisealth offices, lack of timely supportive
supervision and feedback for HCPs and tastelessifagports were also setbacks in improving
HMIS performance. All will cause for the deteriooat of motivation of HCPs in many features.
Continued supportive supervision will be requireduality data collection is to be maintained. A
study was done in Tanzania showed that preseneefotal person, responsible for day to day
HMIS activities, had a positive influence on thelifty of data where facilities with a focal person
had a higher data completion rate (69.9%) compiaréaose without (44.7%27).

The use of locally generated information was almushe existing in the study area. Data
collection in the health centers was poorly orgadiz Data aggregating processing was
fragmented, time consuming and error prone. The $H@Peach office did not feel sense of

possession about the data at the site of data aj@rebecause HCps did not make use of it for
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better decision making for their health servicefgrenance improvement. In the study area, the
entire HCps were not trained how to change the tat@ information and how they use the

information for decision-making.

In this study, monthly report preparation day frday one of every month as Ethiopian calendar
extends up to 8day for HCPs at health centers level. Out of 2¥5Ps 48% of them prepare
before 14 day and the rest 52% prepare front"td18"days. A study done in North Gondar
showed that 19.92%of HCPs were reported befotedty, 33.9% were reported betweef2td
24"day and46.19% were reported aftef"28ay of every month at health centers level. This
reporting day’s differences may be due to the tbffiees of the reporting policy of the areas but

currently the reporting period policy might be cbad Q).

This study showed that, majority of the respondepiant little time on HMIS activities ranges
from zero to six hours per month and averagelyas walculated to be 3.37 +(SD1.51) hour. A
survey conducted in Ethiopia showed that at thdttheanters level HCPs spent 16 hours or less
per month their time on HMIS activities keeping tttea considerable variation across health
centers. This unacceptable practice result in shuisly mostly due to lack of appropriate and
unknowledgeable staff allocating, workload, lack safpportive supervision, lack of sense of
ownership of the HCPs and absence of responsilléuditime HMIS workers . This indicates that
the HCPs have less awareness and dispossessagl givpohasis towards HMISZ, 18).

In this survey, no one respondent reported thatthken formal or informal training on HMIS.
This implies that lack of knowledge on HMIS mighagatively compromise information use for
decision making and other public health intervan#éspecially in community. Rate of analyzing,
compile and interpret found out to be 48.6% byH@Ps at health centers in the study area. Thirty
five point five percent of them use important tomsglisplay health plan achievement indicators in
HMIS process. Fifty seven point four percent of teepondents were aggregated their data on
daily basis. Among these 68.2% of them were uséal tdgprepare their plan of action and to make

decision after changing data into information tpeterated at their health centers.

A report during the national health sector develeptrprogram Il strategic plan evaluation and
self-assessment workshop in 2002 GC showed thagrfelaan 25% of the HCPs who were
working at health centers were developed their ahplan for HMIS (10). In our survey, from the

total respondents 45.9% of them reported that @edgulated plan achievement for essential
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services and use charts, graphs and tables toagiswid prepare map for their health centers
catchment area. A comparable study conducted ifthheanters in North Gondar showed that
22.8% of the HCPs used graphs and charts to didpkiy calculated achievement indicator.
Twenty three percent of them used their informatomprepare plan of action and 18.2% of the

HCps calculated area coverage for essential sasraiceé prepare Maps (9).

In this study, among the total study participar282(91.9%) of them reported that they have
registration book in their offices to record thgatients/clients information, routine service
delivery records. A study conducted in North Gorslawwed that 71.1 % of the HCPs have these

registration books in their working offices (9).

Practice outcome of the respondents on HMIS waspeoed with all socio- demographic
variables but only marital status from these, baingharried was found statistically significant
before and after adjusting for confounders [COR2@2%CI=1.80, 5.75)] and [AOR= 2.67
(95%CI =1.28, 5.59)] were respectively. The poss#kplanation for this evidence will be those
unmarried HCPs will give more emphasis for thelssjavhen they at their duty areas and more
likely to have potentials to perform their dutiesdaresponsibilities in a better way than those
married HCPs. On other words married HCPs will fegdiitional responsibilities for their home
and families which share their time when they aqui@hing their routine duties at their working
offices.

Among the professional categories, Degree hold@GR= 2.93 (95%Cl= 1.37, 6.24)] and
[AOR=2.93 (95%CIl= 1.06, 8.11)] had better practamost three folds than Diploma holders.
This difference implied that as the pre-servicentrey of HCPs is longer, their practice of HMIS is
better.
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7. Strengths and Limitations of the study
7.1. Strengths of the study

The study included all HCPs (100%) for quantitatstedy and 41% of health centre heads for
gualitative study in the study area. The respoase of the respondents was 98.3%. Qualitative
study design was used to enrich the main quan@atiudy. Currently the study topic is one of the
hot priority issues of the Ethiopian governmentgistic regression was employed to control the
effect of confounders. Since there is no similadgtin this area, this study can provide baseline
information for policy makers, stakeholders and barused as an icebreaker for those interested

researchers in the same area.

7.2. Limitations of the study

Lack of comparable studies and references to caertpas study finding were the main limitations
of this study. Since the study design was crosseset; it did not take into account to relate @aus
and effect relations. One of the limitations ofstisitudy also could be the fact that non- health
professionals like record workers, cashiers, clegreecountants and guards were not included in
the study which could have been equally essemtiadentify the knowledge, attitude and practice

problems on HMIS in the study area.
Acquiescence bias might be there, i.e. participardyg agree with statements as presented in order

to “please” the researcher particularly in attitugieestions. Social desirability bias also possible

i.e. respondents may portray themselves in a nawialyy favorable light rather than being honest.
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8. Conclusions

In conclusion, the study in general has shown tiatHCPs practice on overall HMIS activities
was found very low even though the knowledge aridudé status of them on basic HMIS
concepts was relatively found to be good. Highapprtion of respondents working at health
centers in North shoa zone, Oromia region wereusotg the health information properly that
generated at the health centers from routine pateients healthcare service delivery records and

administrative records.

Several negatively compromising factors for HMISgirce which are associated with it were
verified particularly in the line of HMIS routine akk related which make HMIS in a weak
position and not to be practiced in the right kréar better health service delivery at health
centers. This implied that HMIS needs all roundeggbrous interventions in the study area.

In this study, only few predictors were found to dignificant factors to affect the knowledge,

attitude and practice of the HCPs. But the otheiatées had not shown significant association. It
indicated that further extensive study needed tdywhe insignificant associations.
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9. Recommendations

To improve and maintain the HCPs knowledge, atéitadd practice on HMIS based on this study
finding and conclusion, the following recommendasiavere made:

1. In-service training should be given by Regiohahlth bureau, zonal health department and
Woreda health offices to all HCPs working in healt#mters about HMIS. Motivation measures
also should be taken to have HCPs sense of owpeaisli responsibility on HMIS.

2. A sustainable and regular supportive supervisiith timely feedback should be maintained by
Woreda health offices as well as zonal health depart and Regional health bureau for all HCPs
for those working in health centers as an esseglgahent for improving overall performance and
to create conducive working environment for theauaability of good HMIS practice.

3. Responsible appropriately trained and full tiRdIS workers should be assigned by Woreda
health offices at each health centre in order tprawe HMIS activities performance in turn to
improve the healthcare service performances.

4. Standardized, integrated and simplified datéecbbn and reporting tools should be developed
by Federal ministry of health and put into practicall health centers.

5. A well designed and standardized guidelines ands about HMIS principles should be
developed by Federal ministry of health and disted to all HCPs working in health centers to
improve their HMIS performances.

6. Redundancy of data collection and reporting khbe strictly monitored and controlled by all
health centers to avoid unnecessary time wastag#dBs so as to increase the time for the HCPs
to take care of their patients

7. As the second stepladder after well establistivegpaper-based HMIS, computerized HMIS
should be considered by Regional health bureaualdogalth department, Woreda health offices
and health centers in order to improve the HCPgieficy on HMIS practices as well as to
improve the healthcare services performance.

8. It is worth to conduct further study by Federahistry of health to determine different factors
among HCPs and other non-health professionalsttapyéo-dated information about the status of
the HCPs knowledge, attitude and practices on HiI8esign strategies and to make favorable
ground for the speculated computer-based HMIS.

9. HMIS sensitization training should be given &brhealth science and medical students in the
tertiary education level before graduating to egbhigm with adequate knowledge about HMIS to
practice well after they assigned to the actualijothe health sectors. To develop curriculum and

implement this strategy, Federal ministry of healtbuld take due attention.
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11. Annexes

Annex 1. Conceptual framework for KAP factorsinterrelated to HMIS.

Human attributes:

Type of profession

Training

Year of services

Salary

Responsibility

Material,
supplies,
Budget and
other
partners’

supports.

Availability of
Dedicated
And full time

HMIS workers

Community
Awareness

About HMIS

Government
Commitment
Policy and
decision,
Plan at
different
levels

y

Training and

motivation of

healthcare providers

Attitude of

healthcare

Provider:

" Good HMIS practice

Knowledge of

healthcare providers
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A survey questionnaires to assess Knowledge, Atitand practice of healthcare providers on
health management information system at healthecemf North Shoa Zone of Oromia Region,
2010.

Annex 2. | nformation sheet

Hello, my name is and | am worlaiitg Ato Tegegn Kifle who is a Master

student in Health informatics program at Addis Adamiversity, medical and informatics faculty.
Currently he is working his Master’s thesis entities “Assessment of Knowledge, Attitude and
practice of healthcare providers on health managenméormation system at health centers in
North shoa zone oromia region.” In this study, mlers introducing the objectives of the study to
the study participants, confirming their willingsegdministering the questionnaire and collecting
the questionnaire after they completed.

Contact address

If you have any questions, contact any of the fwihg individual and you may ask at any time

when you want:

1. Tegegn Kifle: Faculty of medicine and Informatics, Addis Ababaugnsity.
Telephone: 0911197859

2. Dr.Fikru Tesfaye: School of public health, faculty of medicine, Addibaba University.
Telephone 0911433355
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Annex 3. Informed consent form (to be taken by data collectors)

Today, | am here to take data from Healthcare plergi by using questionnaires which are
prepared by Tegegn Kifle. You are selected to gigdte in this study.

The purpose of this questionnaire is to collectadibm healthcare providers to study their
knowledge, attitude and current practices of healdmagement information system at health
centers in North Shoa Zone of Oromia Region andédhalt of this study will help to improve the
healthcare services and used as an input.

I would like to assure you that, the informatibiattyou provide is strictly confidential and wikk b
used only for the research purpose. Your namenatllbe written on the questionnaire and you do
not have to answer any question if you do not waméke part or you have right to stop filling this
guestionnaire at any time and | will respect wiaeser your decision will be. But the genuine
information that you will provide is enormously @igeo achieve the objective of this study.
Taking the information you got from the above iattcount, | would greatly appreciate your co-

operation in responding to this questionnaire. fiime that you need is about 20-30 minutes to fill

it. Are you willing to participate in this study?a. Yes 2. No
Thank you for your willingness to participan this study.

Name of data collector gn.Si Date

Name of Supervisor ign. S Date
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Annex 4. Structured Self- administer questionnaire for teare providers
01:QuestionnairelD.No Date of interview

Address of respondent.
02: Region 03: Zone 04: District
05: H. facility 06:Kébe 07:Town

Self-administer questionnaire to assess Knowledtgyude and practice of healthcare
providers on health management information systelnealth centers in North Shoa Zone, Oromia
Region March 2010.

PART | — Demographic and socio-economic charadiesis

Instruction: In this section pleasacircle the number given of the choices that éxdits your

status out of the list.

NO Questions Categories Skip
101 Age Years (age in complet
years)
102 Sex 1) Male
2) Female
103 1) Single
Your marital status 2) Married
3) Divorced

4) Widowed/Widower
5) Separated

104 Your religion 1) Orthodox

2) Muslim

3) Protestant
4)Other (specify)

105 Your ethnicity 1) Oromo
2) Amhara
3 Other (specify)-------------------
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106

Profession category. Encirc
one

lel) HO
2)Nr(BSc)
3)diploma Nr
4) Lab.(BSc)
5) Lab.(diploma)
6)Pharmacy(BSc)
7) pharmacy (diploma)
8)Midwifery(BSc)
9)midwifery(diploma)
10)Health assistant/Junior nurse

107

Your Monthly Salary. write
on space provided

1) <500

2)500-1000
3)100141500

4)15012000
5) >2000

108

Year of services in yea
Write on space provided

1)5
M2) 610
3)1115
4) >16

109

Current
Encircle one

responsibility,

1) Adult OPD

2) under 5 OPD

3)Immunization and growth
monitoring room

4) Maternity room

5) VCT room
6) TB/Leprosy & injection room

7) Laboratory room
8) Pharmacy room
9) ART room

10) Other (specify)

6
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Instruction: For the following questions, gde, answer what you know according to the given

Part Il. Assessment of Knowledge

questions.
No | Questions Category Skip
201 | What does HMIS stand for? Write it |in
full
202 | At health center level before using daig information
for decision- making it needs to b&)knowledge
changed into __ (Encircle one) 99) | do not know
203 | Which one describes HMIS ad)health management tool
information use at health center level?)health research tool
(Encircle one) 99) | do not know
204 | What is the ultimate goal ofl)to improve community
HMIS?(Encircle one) health
2) to allocate budget
3) to make decision
99) | do not know
205 | Which of the following is the principle ofl)standardization
HMIS? (Encircle as much as you know)| 2) simplicity
3) integration
99) | do not know
206 | Which of the following is used as primar¥)health service records
data source for HMIS at health cenfr2) guidelines
level? (Encircle one). 3)research findings
4) books
99) | do not know
207 | What is culling procedure in the HMISL)removing unnecessary
activities? records
(Encircle one) 2)Keeping records
3) analyzing records
99) | do not know
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What is the primary objective of thel)local use of information for

208 | newly reformed HMIS at each healtlaction
centre level? 2)improve economy
(Encircle only one) see from the giveB)sending report to higher
lists only. level
99) | do not know
209 |If a patient comes to your health centddno need to issue new
with a health record number (card)naumber and give services
from somewhere else and has the s needs to issue new
card, according to the new HMIS rulegjumber and give services
which one is the correct action? (Encircl®) no need to accept the
only one) patient at all
99) | do not know
What do you know about the number |df) less
210 | health indicators in the line of the newW) the same
reformed HMIS compared to the old 3)greater
Practice? 99) I do not know
211 | What are the benefits of HMIS in general) For resource allocation
(Encircle as much as you know.) 2) For decision- making
3) For any public health
action
99)I do not know
Which one is the responsibility ofl)Data collection &
212 | healthcare providers at health center&ggregating daily
Encircle as much as you know) 2)data storage
3)data analysis
4)distribution of healthcare
information
99) I do not know
213 According to the newly reformed HM|S) patients

the personal data on a patient card is|tBghealth facilities
property of the------------- (Encircle one) | 3) healthcare providers
99) | do not know
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214

Medical records primarily recorded for thg) patients

benefits of

2)health facilities

(Encircle one)

3) Healthcare providers
99) | do not know

215

Is HMIS the only responsibility of heal
professionals at health facility level? Eli
your reasons for your response

On the space provided.

th) yes
CiR) no
99) | do not know

216

Have you ever heard about Master Patidn¥es

Index?

2)No

<

>217

217

If yes for question _n@16, what is it7

Describe briefly.

218

The patient card is fastened with the ot

documents in its chronological order

hBryes
2)No
99) I do not know

219

Medical records are lifetime records

patients kept by healthcare organization

dfYes
2)No
99) | do not know

220

Have you ever heard about Tracer Car

1?  1)Yes
2)No

—221

221

If yes for Q#220 what do we use it f¢
Describe briefly

r?

222

At your health center clinical and serv
records are hand written on differe
forms Dby healthcare providers a

administrative staffs.

cBYes
r)No
n€9) | do not know

223

In HMIS principle, the completeness &

timely submission of routine health a

M) Yes
n@) No

administrative reports at health centi@9) | do not know

level is to achieve 80 % or mor

(Encircle one)
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224 | Patients have right to inspect or copy thdiyYes
medical records 2)No
99) | do not know
225 | Do you have Limitation/s to practicd)Yes —>226
HMIS? 2)No
226 | If yes for Q#225, what type ofl)Knowledge — 227
Limitation/s? Encircle 2)Resources
More than one answer is possible 3)Others
227 | What type of solution would yqu

recommend for your limitation/s answer
in Q #2267

Mention on space provided

ed
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Part I11. Assessment of attitude
Instruction: (Please complete the table below by ticking ™ in the appropriate box to show
your level of agreement to the given HMIS Charastes)

| L evel of agreement to beticked |

8
. > D = >~ a
o | Characteristicsof HMIS = D %g’/\ T 2
>l >6 8 s 20 B8 | 28
@ s8 g% |35 8P| 5§
[ o —
B | =< Z2° |5 |65

301 | What will be your level of agreement;
if your supervisor tells you that your
health center HMIS data burden |is
unreasonably high?
302 | HMIS is easy to implement and use
for the health centers
303 | To implement HMIS, the healthcare
providers working at your health
center need to change their attitudes to
support and strengthet
304 | Having reformed HMIS for health
centers will bring reasonable
advantages by the current availaple
staff's pattern:
305 | Do you agree, if the reformed HMIS|is
established at your health center?

306 | What is your level of agreement, if the
quality of data collection and reporting
tools are said to be 100% standardized
currently present at your health
center?
307 | You have adequate time to perform
HMIS job at your health center
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Part IV. Current Practicesof HMIS

Instruction: (Please encircle the answer from the given listsont of each question that best

describe HMIS practice at your health centre).

401

How many times have you been supervised by \

respective supervisors in the last 3 months?(BEecince)

dyd, 2)2, 3)3 4)4,
5) morethan4times
6) None

402

How often do you get a feedback from yoa)every month

respective District health office at your workingit?

2) sometimes
3) very rarely
4) Not at all

403

What is your monthly report preparation daytstg

1) before 14 day

from day one of every month as Ethiopian calendar?between14-18" days

3)after 18" day

404

How much time do you spent per month on HN
activities averagely? (In hour).Write on speé

provided

VIS

1ce

405

Do you analyze, compile and interpret mon

report and document its copy very well?

thiyl)Yes
2)No

» 406

406

If yes for question_nd05, where? And if not, why"

Please describe briefly on the space provic

Evidence

D

led.

407

Are there full time HMIS workers at your health 1) Yes

center?

2) 2) No

™ 408

408

If not for Q#407, who are responsible for i&sbribe
briefly

409

Do you use the important tools to display e

indicators in HMIS process at your health center?

alt) yes
2)No

1, 410

410

If yes for Q # 409write two frequently usedIsoon

the space provided.

1)

2)

411

Have you ever discussed

center staffs to evaluate the effectiveness of

formally with theltheal)Yes

oR)No

health information system?

™ 412
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412

If yes for question_né11, how often per year? Wri

on the space provided.

te

413

Do you use your data at your health centerepare

your plan of action and decision-making?

l)yes
2)No

414

Have you ever trained in HMIS?

1l)yes
2)No

415

Do you provide information support to commuast

for surveillance?

i11) Yes
2) No

| » 416

416

If yes for Q # 415, what type? Give evidenceshe

space provided.

417

Do you have HMIS rules and guidelines in y

health center?

our 1) Yes
2) No

—+418

418

If yes for Q# 417, what type? Write the nano&/she

space provided

419

Do you calculate plan achievement for esse
services and prepare map for your health ce

catchment area?

ntiall) Yes
ntre2) No

420

Do you have registration book in your workiogm
rather than patient/ client individual sheet? If

why?

1) Yes
No 2) No

421

Do you aggregate data on daily basis in yolicest

1) Yes
2) No

> 422

422

If not for Q#421, who aggregate it? Elicit dre

space provided

423

Has the planning for the HMIS activities be

developed at your health centre?

e Yes
2) No

> 424

424

If Yes for Q # 423, What type of planningtisifi it
is available? More than one answer is possible

1)Annually

2) Semi-annually
3) Quarterly

4) Monthly

This is the end of this questionnaire. Thank yoryveuch for your patience and co-operation to

complete this questionnaire
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Annex. 5. In- depth interview Guidesfor health center heads

Address of respondentRegion................ ZONE....cocvvieiieinnnn, District................
Kebele................ Town..........cceneee. Name of health facility............................
Date of interview....................... Name of interviewer...................... Sign....coooeee .

Respondents: The respondents for this interviepaiticular are the health center heads workirfggatth
centers in North Shoa Zone, Oromia Region, Ethiopia
Introduction: Good morning! | am Tegegn Kifle. Inga from Addis Ababa University and | am a second
year postgraduate student in health informaticgnam. | am here today to interview healthcare mlens
and the head of this health center about their Hkfi®~ledge, attitude and practices. All commentghb
positive and negative are welcome. You would sayymaoints about HMIS in the line of your view
concerning your knowledge, attitude and currentcicas of HMIS at your health center. With your
permission, | will use a tape recorder to ensuceiacy of the data collection. | would like to cionf that
all your comments are confidential and will be usedresearch purpose only. This interview will be
conducted only if you agree to take part in thiglgt Are you willing to participate in the study?
If you are willing to participate in this studywill continue the interview.
Thank you for your willingness!
1. What advantages do you anticipate if HMIS islwstablished at this health center? It relevancy?
2. What strategies would you recommend for HMIS?
» As prerequisite before implementing
e During implementing phase
* For sustainability
3. How do you feel about the quality of data cdltat instrument and the whole process at your healt
center?
4. What could be the main challenges to implemedt make sustainable HMIS at your health center
level?
5. How do you see the existing attitude of HCP$1bHS working at your health center?
6. If the new reformed HMIS implemented at yourltfeaentre, who should responsible for overall its
activities and what is your role in your health tegrior HMIS activities?
7. Any other points and recommendations that youlavbke to add about HMIS!
We finished the interview. Thank you for your pate and spending your much time to conduct this

interview!!
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