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ABSTRACT 

The HMIS in development countries lags seriously behind as compared to the development 

countries: and the existing HMIS in many developing countries is insufficient to support health 

management functions. 

The purpose of the study was; to assess and determine how health information is generated and 

utilized in the decision-making process in Addis Ababa Health Bureau and health care faciliti es 

in the region. The study also attempted to identify factors affecting the quality of reporting, 

information generation and utilization at regional, sub-city and health facility levels. 

The finding of the study indicated that; there is increased awareness for better quality of 

information and steps are taken to improve the HMIS capacity at sub-city and health facility 

levels by adopting the District Health Information System (DHIS) software 

However the study also indicated that there is critical constraint of trained personnel; to analyze 

value and utilize the available data; which seemed to be significant challenge for the progress of 

the system at all levels. 

To improve the performance of HMIS; not only technology acquisition will be required but it 

should also be viewed as a long-term socio-cultural, political, and technical development process. 

It is equally important to improve the understanding of health managers and health professional 

on the importance health information as well as the proper utilization of the available data and 

information for improved health service management. This can be achieved only through proper 

training and increasing the proportion oftrained staff inHMIS on a sustainable manner. 

(HMIS, health information, utilization, DHIS, capacity, constraint, data, socio-cultural) 



I. INTRODUCTIOI\ 

1.1 Back ground 

At the beginning, health information systems were oriented only to collect information on 

disease and health services outputs; but in the contemporary era health information systems 

are referred to be part of the health system; and hold great importance in the planning and 

decision-making of health care delivery services. 

Health information systems generate info rmat ion to inform health planners and decision -

makers on what is happening at the health delivery facilities . HMlS improves hea lth 

management; which is pre-requisite for good health care delivery services. HMIS is there to 

fill the gap between disease occurrence (health problems) and the response of the health 

service providers. 

If information is believed to be an indispensable resource for effective health management; 

it has to generate meaningful, reliable, accurate and timely information to the health 

managers. 

The WHO has also emphasized that; the lack of improved HMIS to support effective 

management is the major obstacle in the achievement of health for all in the year 

2000(MaWer, 1987 as cited by Lippeveld, Sauerborn and Bodart). 

Despite the potentials the HMISs have; the collection, compilation, analysis and utilization 

of health data remains to be practically major problem in the context of developing 

countries. 

Many countries have decided to tackle the problem of HMIS by addressing at its root, and 

plan for more integrated approach to improve it. Countries like Cameroon, Tanzania, 

Pakistan, and Mozambique concentrated on routine information system for first level care 

facilities (Lungo, 2003) 

The drive for reform in HMIS has coincided with the information technology that most 

HM1Ss structured since 1980s are computerized to various degrees. WHO has also strongly 

emphasized on the use of computer technology in the design of district-based health 

information system (Rodrigues and Israel, 1995,as cited by Lungo, 2003). However many 

of the countries which have computerized their HMISs are suffering from lack of 



appropriately trained staff, hardware and software Maintenance Problems (CampbeJ'. 

1997), (Hedberg 2003),(WHO 20041 

The national health information systems in many developing countries have been strongly 

based on the primary heath care (PHC) service. The district becomes then the most 

appropriate level for coordinating top-down and bottom-up planning, for organizing 

community involvement in planning, and implementation, and for improving the 

coordination of government and private care. 

A broad pal1icipatory action research project, staI1ed in South Africa which has also spread 

to other countries like Mozambique, Tanzania, and India, Health Information System 

Programme (IllSP), demonstrates strong methodologies and address how to develop 

district- based health information systems that is featured by an open source soft ware (Braa 

et al .2003 ,as cited by Lungo, 2003). 

The argument is; regional or provincial and district health managers and planners in the 

developing countries have not been able to analyze and interpret such data for planning, and 

should be empowered through strong decentralization. Computer-based information system 

should be implemented to facilitate better storage, analysis and dissemination of health 

data. However introducing computer technology in the development of health information 

system is not necessarily the "silver-billet" that solves the efficiency problem of the health 

service (Sandiford et al .1992, as cited by Lungo, 2003). 

The challenge lies in the question of: How to transform the existing information system for 

generating and utilization of meaningfiJi, reliable, accurate and timely information to 

support management? 

How to build the culture of appreciation and information use for decision making to 

improve the health service? 

How to integrate HMIS at national leve/: while maintaining 

responsiveness and innovation at regional and district levels. ? 

2 

decentralization for 



Since much of the health servIce priority IS gIven to pnmary health care: the routine 

reporting system is the focus of the study. The studv focus is to asses the features and trends 

of the current HMIS in AA in relation to the above questions. 
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1.2 Statement of the problems 

There is a big concern for the improvement of the health care services delivery system, which is 

widely seen to be attributed to the shortcomings of HMIS in the developing countries; where 

WHO calls for reform. 

Despite the credible use of HMIS for evidence based deci sion making (strategic planning. 

improved patient care, effi cient allocation of scarce reso.urces and effective targeting of 

intervention to those in greatest need leading fo r better outcome), countries with the highest 

burden of ill health and the most acute needs for good data have the weakest HM1S in the vast 

majority world ' s poorest countries (Health Metrics Network, Jan 2004, Journal). 

Countries with most limited resources need to make assessment to identity critical priority in 

planning. This is because planning is very much dependent on the quality, quantity, reliability 

and timely available information (data) which in turn is dependent on: 

l' Internal and other users 

l' Structural organization (internal) 

l' Method of collection and relevance of data 

l' Method of reporting (completeness, timeliness, accuracy and comprehensiveness) 

~ Human capacity to collect and analyze the data 

~ Degree of integration internally and with other users 

~ Culture of information utilization for decision-making and others. 

Health planning and the solution to health problems should be reflected in the social, political and 

economical value of the society as well . At national level, the problems are general and often 

normative and strategic; they are more of a tactical and operational nature at regional and local 

level (White, 1977). 

If planning is to be based upon needs of population and be integrated at each level with social 

political values and properties; it requires a well-established information system structured at 

each level to enable a decentralized management at national, regional and local level to enhance 

planning accordingly. 

Acquiring and disseminating information about petjormance quality, pricing and others intended 

to guide the health related decisions of the actors (the state, private sector and the people) are the 

4 



primary means to ensure safely, provisioll and responsiveness to consumer demand of the health 

care. 

Furthermore, the development of suitable HMlS being important, it is meaningless without the 

commitment of the health managers, administrators to make use of the information This 

commitment is vital to build the sense of responsibility and motivation on the concern of 

appropriateness and quality of data, the reliability and utility of the information (evidence) and 

the validity of the conclusions. 

Despite the current effort to decentralize decision-making and building capacity at the distri ct 

level, the use of information was found to be especially weak at district level, which raises 

serious concern. There is also lack of consensus between producers and users of data at each level 

of the health care system regarding the information needed (Lippeveld, Sauerborn and Bodart 

2000) 

To improve the capacity of those responsible staff means improving decision-making capacity 

and making better decisions (White, 1977). 

Ethiopia is one of the least developed countries and its HMlS is by no means different from the 

feature of other developing countries. Ethiopia is also in the phase of decentralization and 

democratization and great managerial responsibility are to be assigned to the health managers at 

different levels. 

A.A, as is the urban center of Ethiopia, is composed of varieties of health organizations, different 

levels of health management units and more sophisticated interaction. Major budget of MOH is 

also allocated in the urban center, which accounts for about 70% of its budget. Despite such 

budget absorption; the quality and access of health care delivery to the needy is questionable. 

Further more there is a fast growing contribution of the private sector in the provision of health 

care, which needs efficient and timely regulatory measures to ensure; safety and standards of 

care. 

So, assessing the features of the current HMIS of A.A Health Bureau can demonstrate the 

characteristics of; how efficienl/y ii1(ormalion is generated and utilized with the current necessary 

inputs (material, financial and human), and what are the prevailing problems of the syslel11 to 

support decision making at each level to addresses community health problem at grass root level 

and yet be integrated at higher levels. 

5 



Under the concern of the technology of information management; computers become essential to 

handle large volume of data or information in a structured and rapid way for speed, qualiry. 

precession, clarity, regularity, reliability and efficiency. However it cannot produce information, 

rather it can only process it. 

Thus it must be understood in the first place that the data entered must be accurate, management 

must be capable of manipulating the computer system into meaning fu ll information especia lly 

when non-medical personnel or very low-level professionals do the data gathering. However, the 

key issue to come up with meaningful information lies in the accurate inputting of relevant data 

and a standardized cost-effective IT system (Keen 1994). 

Common problems in the use of IT include; lack of user-friendly hard ware, poor system 

maintenance, and lack of sustainable energy source and shortage of adequately trained personnel. 

1.3 Rational of the study 

Assessment is one of the initial steps in any planning and one concern of assessment is 

identitying nature of problems, their magnitude of severity, distribution and trends. It helps to 

determine strength and weaknesses of the existing system. 

If planning is to make any difference or improvement in out put, specific objective can be defined 

and intervention can be measured only after base line assessment is available. And repeated 

assessments provide a logical basis for modifications. 

Improving any information system means first of all identitying strengths and weaknesses of 

existing system so as to focus on areas functioning least. HMJS assessment is then the early step 

in the strategy for strengthening and improving it. 

At present, health planning is too often based solely on mortality and morbidity statistics . Thus 

routine health service report has an important place in providing data input for generating the 

necessary information. 

The value of generated information is determined by its utility in deci sion-making. This is 

expressed in tum by the extent of the managers' commitment to generate reliable information or 

make use of the currently available information (data) for decision- making and fo r setting 

priorities to be responsive to health service demand at each level. So it is important to identi ty 

information problem at its root and plan for more integrated approach for improvement. 

6 



Undoubtedly, the role of computer technology in most management functions whether the public 

or private will continue to expand. But, it raises many questions like; what proportion of th~ 

limited resource available to the health sector in low-income countries should be invested in thi s 

technology? At what managerial level of the health management system can HMIS (information) 

be handled well (efficiently in cost effective) with human labor and lor computer technology? 

Under this context the assessment of perceived role of computerization of the HMIS of the A.A 

. RHB can help to investigate the contribution and problems faced in the improvement of current 

HMIS . 

1.4 Research Questions 

~ What are the strengths and weaknesses of the current HMIS? 

~ Does the current HMIS generate the necessary data and information to support planners to 

address health problems of the society at different levels? 

~ How far are health managers at different level committed to generate, appreciate and 

utilize health information as resource input in their managerial activities? 

~ To what extent does the current HMIS motivate and reflect responsiveness and 

accountability of health care providers? 

~ What is the current situation of computer based HMIS in the AA Health Bureau? 

1.5 Objective of the research 

General Objective: 

To asses the strength and weaknesses of the existing HMIS and suggest possible solutions for 

improvement. 

Specific Objectives: 

• To describe the process of data generation, processing and transmission in the existing 

HMIS and routine reporting system; 

• To examine the degree of utilization of the generated information for health 

management functions (planning, monitoring, and evaluation); 

• To investigate the human behavioral factors affecting the efficiency of HMJS from 

valuing of generated data, sense of responsibility in the system and information 

culture perspectives; 

• To asses the status of the RHB in using high technology in the current HMJS. 
7 



1.6 Scope of the Research: 

The study focused on Routine Service Reporting Svstem in the HM1S and is limited to health 

facilities and management units at dist rict and regional levels. 

I. 7 Significance of the research: 

Though the research is targeted to fulfill academic requirement ; it can serve as a good starting 

point for reviewing the current HMIS situation in the region to identity the strengths and 

weaknesses of the system so as to address the problem areas. The research can also contribut e to 

the understanding of theoretical and practical views of the existing HMIS in Ethiopia that can be 

relevant to further studies for academicians, the health sector and its allies. It will also provide 

information to Federal MOH for the current NHMIS strategy discussions. 

The study area is selected with the agreement of the Addis Ababa Regional Health Bureau 

officials. The final results of the study is expected to be helpful input in the improvement effort s 

of the HMIS and in the dissemination oflearning gained in the study. 

The knowledge gained in the research can be directed into three main audiences. 

~ The new knowledge gained by the research can be employed for restructuring of the 

organizational norms. 

~ It can be a base for future research setting and information handling for cyclical 

research practices. 

~ It helps in diagnosing the region's HMIS's problem and for the preparation of further 

intervention. 

8 



2. LITERATURE REVIEW 

2.1.1 Health System Management 

Health System Management is the management of interrelated component parts, both sectoral 

and inter-sectoral. as well as the COIII/IIlI11it)' itself which produce a combined effect 0 1/ the he"l" 

oj a population (WHO, Regiol/al Office for Africa. Jal/, 2000,). 

Health system Management includes the resources, actors and institutions related to the 

financing, regulation and provision of health aWOlb. 

The health system has four key functions 

~ Stewardship (broader concerning than regulation) 

~ Financing including resource generation fund pooling and purchasing. 

~ Service provision (for personal and non-personal health services) 

~ Resource generation; including personnel, facilities and knowledge 

Health Action is any set of activity whose primary intent is to improve or maintain health with in 

these boundaries. The concept of performance is centered on the main goals of improving health, 

enhancing resp0miivelless and assuming of faimess of financial cOl/tribulion, (1. Christopher, 

Murray and Frenk, 2000, Bulletin of the WHO) 

The measurement of effective health care system is judged 111 terms of goals on improved 

capacity of 

~ Physical health status of the population 

~ Satisfaction and comfort of population 

);> Equitable distribution of outcome to beneficiaries 

);> Optimum allocation and use of resources and health care organization; 

through:-lllcorporatil1g selected informatiol/ 011 perceived l1eed~; 

Description of elemelllS and indicators of practical information base for 

decision making (actiol/-Ied illformation system; 

-The development of suitable and sustainable techl/ology for HIS and conducting researches 011 

education, evaluation, and statistics as integral part of HMfS (White, 1977). 

9 



2.1.2 Theoretical concepts of Health Management Information System 

Definitions 

Data: factual information, often in the form of facts or figures obtained from experiments or 

surveys, used as a basis for making calculations or drawing conclusions (Encarta Dictionary ® 

Reference Library 2004). 

Information: Pieces of data organized in such away that allows to make conclusions or gain 

knowledge (Awassa RHB, 2002) . 

Information: definite knowledge acquired or supplied about something or somebody data that 

has been organized and presented in a systematic fashion to clarify the underlying meaning 

(Encarta Dictionary ® Reference Library 2004). 

MIS: a system that provides specific information support to decision-making process at each 

level of an organization (WHO, 2000). 

HMIS : " An HMIS is an organized system of record keeping, reporting, processing analysis, use 

and feed back of information which is designed to provide different level of beneficiaries (clients, 

community, service providers, managers, planners and policy makers) with timely and relevant 

information necessary to formulate policy, plan, implement, monitor, supervise and evaluate 

health programmers"(Campbell, 1997). 

HMIS is required to insure the production of high-quality information as ' resource' or input on 

timely fashion for the needed purpose. The very term of health management information system 

is; to emphasize the use of the information for management of the health systems. 

HIS is a process where by health data (input) are recorded, stored, retrieved, and processed to 

provide information (output) for the management of health programme or system and for 

monitoring health activities (Bodavala 2000), (WHO, Jan. 2000, Regional Office for Africa) . 

The structure of the HMIS needs two major components in terms of input and in terms of 

process . 

System input: 

a) The HMIS system resource includes : 

• Persons-planners, managers, statisticians, epidemiologists, data, 

collectors and others; 

10 



• Hard wares- registers, telephone, computers etc 

• Soft ware-report forms, data processing programs, logistics 

b) Organizational input includes: 

• Rules, standards, definitions, responsibilities, procedures to ensure sufficient use of 

HMIS. (Lippeveld, Sauerborn and Bodart,WHO. 2000 Geneva) . 

SysTem Process: 

a) Information management : data collection, data processing and analysis 

b) Using information for management purpose: problem identification, prioritization, decision­

making, action and result s moniroring (Awassa, 2002) 

2,1.3 Major subsystems of HMIS: For systematic HMIS; WHO proposes to categorize under 

five interrelated subs-systems. 

1. Epidemiological surveillance for notifiable infectious disease, certain environmental condition 

and risk factors 

2. Routine service reporting from basic sefVIces at community level, health center first level 

hospitals, referral hospitals, and special and territory referral hospitals 

3. Special program reporting system (TB, HIV AIDS, Malaria etc) 

4. Administrative systems financing, personnel, drugs and logistics, training, research and 

documentation and external health resource 

5. Vital registration:-formal recording of events of human life: birth, death, marriage, divorce and 

migration. 

The routine service reporting components of HMIS subsystems are categorized by WHO, 

(Sapirie, 2000 p.75 as cited by Lungo 2003) : 

_ Data input: validity and completeness of data recording and collection, including 

surveillance, routine case and activity data, surveys, data emerging from administrative process, 

and registration data. 

_ Data analysiS, transmit Ion and reporting: efficiency, completeness, and quality of data 

analysis, at all levels of the health system, in order to produce actionable information. 

_ Data presentation: includes production of reports with graphs, charts, tables and maps, 

_ Um of information: decisions and actions for patient/client, community, health unit , and 

executive management: 
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_ li!formation system resources: sufficiency and use of critical resources to support : the hea lt h 

system budget; facilities such as space for record storage, records and formats ; and necessan 

equipment for data communication, storage, analysis, and document preparation. 

_ IIIJormation system management: organization and coordination mechanisms for ensuring that 

data and information are properly defined standardized, produced, maintained, shared and 

reported. 

2.1.4 Theoretical considerations in building the HMIS 

• HMIS is an integral part of the health system, which includes all stakeholders. Hence: 

policy concerning HMIS should state; the objectives, implementation and maintenance 

responsibilities of various stakeholders, management structures and the necessary 

resources required at each level. 

• Information needs at each level should be defined; which includes the development of 

data collection methods and instruments, data processing and transmission, and 

appropriate feed back mechanisms that not only based on perceived needs but also based 

on resource availability. 

• Based on the set up and defined responsibility, the presence of competent staff should be 

ensured through in-service training and regular supervision The higher level of the HMlS 

should identifY capacity building requirement for lower levels to provide the necessary 

support to ensure the quality of data collected from the grass roots. 

• The HMIS should ensure that all components of the system are integrated in a systematic 

manner at all levels (central, regional and districts) and with all the concerned stake-

holders including private sector. This includes definition of catchments areas and 

mapping of districts, mechanisms for information sharing. 

• Computer technology can greatly enhance and expedite the data processing, storage and 

retrieval. So to enhance computerization; sustainable regular power (electric) supply, 

adequate protection, adoption of soft ware to local context, skilled manpower and net 

working are important. 

• There should be continuous assessments on relevance, timeliness and utilization of 

produced information at all levels. Plans should be compared with actual performance to 

reflect changes and timely feed backs 
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• There should be defined minimum package of standard for HlS that can be modified to fn 

local requirement without violating the NHMIS . (WHO, Regional Office for Afnca 

2000). 

Steps to be considered during restructuring RMIS 

I . Identitying information needs and indicators 

2. Defining data sources and developing data collect ion instruments for each indicator 

3. Developing data transmition and data processing procedures 

4. Ensure use of the infonnation generated 

5. Planning for the required informat ion system resource and 

6. Developing a set of organizational rules for health information system management. 

(WHO, 2000) 

2.2 Role of HMIS in improving health sel'vices delivel"), system and it's elements 

2.2.1 Role ofHMIS 

Health is an integral part of national socio-economic development. And infonnation is crucial 

input at all management level of the health services from periphery to the center, for patient/client 

management, for health unit management as well as for health planning and system management. 

The question is; how can infonnation become a real "resource" (input) to solve health problem at 

all level of the health services system? 

Infonnation system should be able to, 

~ Define essential indicator, 

~ Standardize reporting systems at different levels, 

~ Assure quality of information (data) in 

• 

• 
• 

• 

• 

• 

• 

Accuracy 

Timeliness 

Comprehensiveness 

Representative ness 

Relevance 

Complementarily 

Ownership, (WHO, Regional Office for Africa, 2004) 

~ Reflect the use of information at all level of health service 

Management and quality {if health service de livelY, 
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~ Arollse or motivate the personnel to develop the cllltllre Q( 

responsibility accounlqbility alld appreciation Q( informallon use 

Planning is an indispensable arm of health services management and has also moved; from an 

intuitive, spontaneous and subjected projection based on the past experience; to much deliberate, 

systematic and objective process of mobilizing information and organization of resources. This 

justifies the basis for the importance of information system in the health services mak ing 

information available; that can be manipulated to particular planning, objectives, decision­

making, and functional use. 

However excessive flow of traditional habits, borrowed formats and redundancy in the 

developing countries HIS ; increase the burden of the peripheral units where data starts through 

which not only the data are not trusted but are not even looked at (Reinke, 1972). 

Of the major obstacles to effective and improved health management in the developing 

countries; lack of information support is the one most frequently sited. The need for well­

designed routine information system to ensure that services are delivered according to standards 

is thus stressed 

Since decision making process hopefully utilizes quantitative and objective information; 

consideration must be given also to the nature of system employed by an organization. 

Unlike the traditional reporting system (data-driven), which emphasizes on data collection to 

satisfY the administrative and routine requirements; HMIS involves routine activities that 

increase knowledge of inputs, processes, outputs and outcomes to provide operational (action­

led) information required for management decisions at each level. 

2.2.2 Theoretical background of data processing 

Through data process, raw data (inputs) are transformed into information in a "usable" !Tom for 

management and decision-making. The data process is composed of data collection, data 

transmilion, dala processing and analysis, and data presentation. 

Health information is basically required for three health management functional categories; 

patient/client management, health unit management and health system management. 

Accordingly, the HMlS should be designed in such away to fit and serve all these categories 

both for clinical and community health services. 
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2.2 2.1 Data collection 

Methods of Data collection: 

i. Routine methods of data collection Routine data collection is data collected at the health 

facility /unit level, (which is the focus of the study and will be discussed later), community data 

collection and civil registration. 

ii. Non- routine data collection : Is method of data collection for more comprehensive 

understandings of the health problem in low accessible situations or areas. This includes rapid 

assessments, surreys. [t provides information more on impacts, attitudes, and behaviors. 

iii. Information from other sectors~such as from education, agriculture, economics, that 

contribute for decision-making on majors issues towards improvement of health status; 

particularly for health policy formulations. 

iv. [nformal investigations: through meetings of individuals or groups. 

Whatever collection method is used or chosen, the data collected should fulfill a particular 

information need. 

Routine HMIS: 

As the focus of the study is on routine information system; only routine HMlS will be dealt with. 

Routine HMlS should support three functions; patient/client management, health unit 

management and the health system management. Routine data collection methods are classified 

into three. 

l. Health unit data collection: The most common form of routine data collection is health unit 

managed data collection; that is particularly geared towards data based on the health care services 

or activities carried out on the people who use the regular heath service of the facility . It is data 

recorded by regular health staffs working in the facility while performing their daily health care 

activities. However, it is the most criticized one for its poor quality and low utilization rate. 

But, this type of routine data collection at the facility level not only can be transformed to helpful 

information tool for planning and management of the health service at different level; but can 

become the trigger for sustained improvement in the health service delivery system through 

utilization of information at institutional level. 

Rout ine health unit data collection is usually organized into separate vertical approach program­

specific data collection; such as Immunization, Malaria, TB, HlV, MCH and others, which are 

handled by separate staff and supervised by program-specific supervisors. Such systems are often 
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well structured, staffed, well oriented and supervised. Care providers of such programmes use 

standardized instructions and ensure more regularity and higher qualitv of daTa 

ii . Community data collection: is an approach which helps to adapt or bring health care deli very 

system to the needs and limitations at the community level and involving the community in 

planning and management of local health services. It does not only help managers and care 

providers understand better the community health needs, but also increases comlllunity 

participation in the generation and use of information specially in health promotion and di sease 

prevention activities. 

A skilled clinician does not just treat symptoms (as is aspirin for fever) rather performs rele\·ant 

examinations to obtain the necessary information to identify so as to treat the underlying healt h 

problem. By the same talken; community (population) based HMIS helps to reveal the unseen 

health problems, reach people those are poor, uninformed, at greater risk and the powerless. It 

allows more careful health assessment on what is happening on the community so as to respond 

not only to readily visible issues as fever is to the clinician but act on health problems which are 

least visible too. 

The questions of coverage, compansons, and causations are best explained (approached) by 

proper analysis and utilization of community based HMlS . 

It helps to reveal community -specific and target population based health problems and act to 

solve the problems through well-informed community participation. 

Routine community-based data can be obtained from home-based records, such as immunization 

card, visit reports, community-based supervisions coordinators. Local government and local 

NGOs are also good data sources and intervention instruments. 

The routine community-based data collection can be facilitated through CBHW. More 

representative data on community health status can be obtained through proper professional 

assistance of the CBHW. But often even the professionals are not well trained to provide such 

assistance & make full use of such potentials. 

iii . Civil (vital events) registration: is also a form of routine data collection system related to 

health. However in developing countries, they function poorly. 
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Data collection instruments 

(a)For the patient/client management data collection instruments are individual' s medical 

records. These formats varv according to thei r particular services and functions; such as curative 

care, follow-up, preventive care. risk identifi cation and others. 

(b)Data collection for health unit management : The main purpose of these data is to permit hea lth 

unit staff to make operational decisions; namely for service de/ive/y managemelll decisions and 

resollrce management decisions. 

Service delivery records; such as registration books, tally sheets, help mainly to gather data on 

the main services provided. Data obtained from these instruments permit the generation of 

multiple data and information through calculations and aggregations of the obtained data; to 

determine amount of services provided, prepare reports to the higher management, determine 

geographical origin of diseases and others. In fact, these records often constitute the main 

database for the system management data. 

The resource management records: are data gathered on personnel, equipment, supplies, drugs, 

finance and other resources to make appropriate planning and management decisions as required. 

(C) For Health System Management: The data for the generation of information for system 

management can be collected (obtained) from two sources; from the health unit reports and from 

the staff assigned at the system level. 

The data reported from the health units are mainly pertaining to the health status of the 

population, services provided and resources used. 

Much of the information needed for system management is generated outside the routine HMIS 

through various qualitative quantitative methods. 

Data can be collected through supervision, interviews, checklists, inspections and routine HMIS 

and is aggregated for the purpose of evaluation monitoring & programming of the health service. 

2.2.2.2 Data Transmission 

The simplest form of data transmission is the transfer of raw data form lowest lever to higher 

level of the health system for processing. However the essence of data- transmition includes 

considerate of him data is transferred among interdependence parties (bodies) in the health 

system to ensure decisions are based on the best available data or information. 
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A well designed if system will not only ensure that data transferred to high management are 

relevant but are also utilized for day-to-day activities management at the data generators level 

(health unit) . 

Data transmission in the three functional categories includes: 

In patients/ client management: referrals 

Health IInit managemelll : Transmition of detailed or summary reports of services provided. 

Health service lIIallagemellt: Transmition of detailed or summary reports on disease incidence 

from lower to higher management , from central unit to lower levels regarding feed backs, budget 

allocat ions others. 

Horizontal data transmition: The horizontal actors in the health system can be numerous; 

consumers, community representatives, governmental agencies and NGOs. 

2.2.2.3. Data processing: 

The goal of data processing is to produce information to aid decision making at all levels in the 

health service delivery system. In the data-processing step; inaccuracies of data have to be treated 

prior to data processing. Information needs' indicators* for the various health management 

functions at all levels (health facility, community, district, regional and national) have to be 

established. 

This can be over-come through making effective use of community based HMJS. It helps to 

reveal information related to the neglected, minorities and helps to ensure equity and community 

empowerment through active participation. It also helps to ensure errors are minimal so as not to 

bias decision making. 

Data can be processed using manual, computerized or combination of the two systems. But care 

must be taken not to hide important information and peculiarities during aggregations. 

2.2.2.4 Data presentation: 

It is a means of displaying generated information to the understanding of the reader. Summary 

reports, charts, graphs, tables and others can be 6roduced at each leveL Visually enhanced 

presentations faci litate understanding both by the reader and presenter. 

2.2.2.5 Data interpretation and utilization: 

Basically, the very essence of HMIS is to produce information that can be utilized for the health 

management at each leveL One of the attributes for the failure of HIS is stated to be the non-or 
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under-utilization of data at facility level. This in turn has negative impact on the stam 

motivation and commitment to appreciate the information svsterr. 

The analysis and interpretation of data at any given health service level can help to identify 

health problems at the place of there origin to solve the problems using local resources. 

Community-based (oriented) designed action plan; not only helps to solve problems at their 

infantile stage but also makes extensive use of the community participation that has great 

contribution for efficiency and sustainabi lity. 

2.2.2.6 Overall management of AM1S 

i. The HMIS should be designed in such away; so as to facilitate effective use of the system III a 

sustainable manner. The HMIS should provide information for planning and managing of the 

health service at affordable cost with well-established organizational rules. 

ii . Resource requirement: the HMIS succeeds or fails due to resource constraints at both primary 

and higher levels; especially at district levels. HM1S design and implementation should be related 

to fit the required function and resources available. 

iii. Staff positions, rules responsibilities: Facilities at all level require staff to perform (support) 

the HMJS and related activities. Whether these activities are performed by care provides or by 

full time staff being dependant mainly on budget condition. Mostly clinical staff responsible for 

specific services can perform the data recording including daily tallies of the services activities as 

a routine part of their daily activities. However, specific clinic staff should be assigned to compi le 

data & prepare reports, (monthly, quarterly others) . 

iv. Training: To produce valid, reliable and useful information; staffs' skill must be built through 

initial training, refreshing courses and regular follow-ups . Staffs ' training can be incorporated 

with regular courses to improve the function ofHMJS and health care provision as well . 

v. HMJS supplies distribution: Basic supplies such as reporting forms, tally sheets computers, 

software on timely fashion insures the prompt functioning the system .. 

vi . Organizational rules : The HMIS should be designed to meet the need of various users. Data 

collectors and users at all level should be aware about the role of the system in the improvement 

of health service delivery system. 

vi. Data collection: such as data definition, transmission, processmg, reporting standards and 

schedules should be established. Data are only comparable if they have been collected usmg 

some instruments . (Lippeveld, Sauerbon, Bodart, WHO, 2000). 

(* Indicators - arc variables that help 10 measu re changes in a g iven situat ion directly or indirectly.) 
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2.3 Back ground of Health Information System in Developing Countries: 

2.3.1 General features: 

At present, health planning is too often restricted to the health sector, which usually is solely 

based on mortalitv and morbidity statistics. However, it should be rather based on measures of 

the health and health needs of the total population, users and non- user of the health services. 

The WHO hypothesis is that the development of rationally structured routine informat ion system 

closely adapted to the information needs of health services at all level including at the 

communities level can potentially contribute to the overall improvement of the hea lth servIce 

management. (Lippeveld , Sauerborn & Bodart,WHO .Geneva. 2000). 

There is also a feeling of the necessity for taking action to fulfill human needs with the emphasis 

of self determination and community participation to consider goal, objectives and priorities in 

light oflocal, regional and national values and expectations and level of development as well. 

Although many factors contribute to the gap between health planning and implementation (at 

different level) one of the most critical problems cited is lack of getting timely and relevant 

information to support rational and effective decision-making. 

HMlS design and implementations are then seen (advocated) to be very cost effective technical 

and financial investment. But much is remaining to be learned (work on) about tne mos: 

appropriate design, implementation and utilization under the contextual framework of the users 

(economical, cultural, technical skill and capacity, for use maintenance and others) on sustainable 

nature and responsive manner. Thus any ultimate achievement of a service or system should be 

examined from "user' s" perspectives. 

Additionally policy makers and managers at all level often al so have access to routinely 

generated information from the health service statistics but this information is frequently in the 

form of raw data from low level (not integrated to give meaning) that their use for decision 

making becomes questionable. 

In addition, health policies appear to be markedly influenced by the positions and shift s of 

definitions of priorities at global level. 

Following the economic recession of 1970s priority of health servIces was redefined with the 

declaration of Alma Ata in 1978. Global consensus built around the new famous definition of 

p.H.e stated; Essential health care based on practical scientifically sound and socially acceptable 
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methods and technology made universally accessible to individuals and families in the 

community through their full participation and at a cost that the community and countrv can 

afford to maintain at every stage of development in the spirit of self reliance and self 

determination (Campell, 1997, (WHO 198 1 )). 

As a result, essential indicators for monitoring the progress of the PHC area were proposed 

(WHO, 1979 and WHO 198 1 b; as cited by Campell, 1997Z). This emphasis shifted the focus of 

HIS on the development of recording, reporting instruments (formats, cards, registers and referral 

slips and others) to suit illiterate and semi- illiterate volunteer staff including the CHW, TRA and 

extension health workers program; which in fact brought the reporting system more closer to the 

community level (Chabot and Rutten 1990 as cited by Campbell 1997). 

Inline with the direction of decentralized management; emphasis was given to the concept of 

integration to be more manageable at lower level of health management which gave emphasis to 

strengthening district health management with the availability of up-to-date relevant information 

to guide variety of actions (WHO 1989, as cited by Campell, 1997). 

However WHO study revealed health workers spent too much time (about 40% of the workers' 

time) on endless filing, registering and colleting data and peripheral health workers often find 

themselves working with rare supervision and support from higher levels (Feuerstein 1993, as 

cited by Campbell 1997) 

Reporting data upwards becomes an end in itself for many service providers' managers and 

information system tended to be data driven instead of action driven (Sandiford Annett and 

Cibulski, 1992, as cited by Lippeveld, Sauerbon, Bodart, WHO 2000). 

This gave rise for the emphasis on need to establish HIMS and WHO proposed that revamping 

HMIS is an attractive investment both because it is relatively inexpensive, and poor decisions 

based on inadequate information can be very costly (WB 1993 as cited by Campbell 1997). Tn 

line with this, WHO took a global stance on the utility of information system in its statement of 

cooperation for countries and regions in building their analysis interpretation and dissemination 

to improve the health related decision making in its statement at International Conference on 

Population Development held in Cairo 1994 (WHO 1994, as cited by Campbell 1997) 

The chaotic status and inefficiency of most existing information system in developing countries 

are linked to structural weakness of the system and lack of integration (WHO, 2000). 

This can be explained as in most developing countries: 
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• Information system procedures were not intentionally planned to provide managemem 

support in an integrated way instead were designed to fulfill bureaucratic requirement fo r 

centralized (colonial) system. 

• Too much emphasis was given (placed) on the measurement of impacts which called for 

costly assessment : which are neither for the identification of needs nor supporti ve for 

future planning and improvement in a sustainable and cost effective way (Campbell 

1997). 

• Many decisions on policy, planning and resource allocation are made without analysis of 

the information that is readily available. Furthermore, the data received are oner. 

incomplete, inaccurate, untimely, obsolete, and unrelated to priority tasks and functions of 

the local health personnel. 

Current HMIS's are therefore widely seen as management obstacles rather than as tools: which 

are considered to be attributed to : 

>- -Irrelevance of information gathered; data coUected do not fully address the 

management objectives at the level of health facility or administrative unit and yet data 

that are needed are not included. 

>- -Poor qualily of data; frequently data collection is performed without taking into 

account the technical skill of the health workers or diagnostic facilities of the health units . 

>- Duplication and wastage among parallel health information systems; vertically 

structured programmes have separate programme information systems, which exist side 

by side in addition to the general routine HIS. Since the data are not cross-referenced 

among the deferent systems, health care providers and system managers spend 

considerable time in collecting redundant and overlapping information. 

>- -Lack of timely reporting and feedback, delays in data transmission and lack of 

feedback at the district level are often caused by the presence of strong vertical 

programmes, planners get outdated information and managers at district level get 

outdated feed back if any or not at all. 

>- -Poor lise of information, insufficient use of the available data at all levels and 

especially at front lines (health institutions, districts health managers) which further 

contributes to lack of appreciation, value and concern to HMIS (WHO 2000, Regional 

Office for Africa, 2004). 
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2.3.2 HMIS in Ethiopi~ 

2.3.2.1 Background: 

Geographic and Demographic: 

Ethiopia is situated in the Hom of Africa between 3 and 15 degrees north latitude an 33 and 48 

degrees east longitude. There are three climatic zones: the "Kolla",hot lowlands (below 

approximately 1 ,500 meters),the "Weyna Dega"( 1 ,500_ 2,400meters),and the Dega or cool 

temperate highlands (above 2,400 meters ).Mean annual temperature ranges from 1. - 16, 16-29.23-

33 degree cent igrade in the Dega, Weyna Dega and Kolla respectively. 

Ethiopia is estimated to have population size of 65 .3 million 011 200 LOf the total 49.8 and 50.2 

are females and males respectively (CSA 1994, as cited by MOH, 2002). 

Health status: 

Ethiopia has poor health status relative to other low-income countries in the Sub-Saharan Africa 

Infections and communicable di seases account for about 60_80 %of the health problems in the 

country. 

Health System Organization: 

The health policy emphasizes the importance of achieving health service access, for all segments 

of the population via a decentralized state system of governance. To attain this goal , the 

government introduced HSDPs of different phases with four-tier health service delivery system; 

characterized by primary health care units, district hospital, zonal hospital and specialized referral 

hospital. 

Management and Support: 

Overall responsibility of the health policy is and regulation being of the FMOH; management 

responsibility of health services is assigned to Regional Health Bureaus (RHBs) . 

Health Sector Management and Information Systems: 

The RHBs are primary institutions responsible for the health servIce delivery. Capacity for 

effective health management at all levels remains to be low. There is major concern regarding the 

Health management Information System. Timeliness and completeness of the system reporting 

are among the major weaknesses of the system. 

Progresses are also observed in some regions . 
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The RHB of SNNP has developed reporting formats and a reference guideline for health worker, 

in the region with collaboration between the RHB, Regional government. and the ESHP JST 

project funded by USAID. This guideline consists of standard data collection formats , standard 

infomlation presentation instruments; such as charts and tables to be followed by the health 

workers and other pertinent information on the subject. The Tigray RHB has also conducted 

similar efforts. 

Initiatives are also under process to prepare National Management Health Infomlation System 

Strategy by the Planning and Programming Department (PPD) of the FMOH (PPO, 2003) 

Considering the problems experienced by many developing countries, the HMIS in Et hi opia 

seems not to be different from other developing countries. Preliminary assessment of NHI\l1S and 

experiences of some regions (SNNR); the current HMIS showed that it has the following major 

deficiencies. 

In general, the curre!1l HM1S is inadequate in providillg the required inforllla/ioll for 

management support; hence, data coming from the system is not a resourceful inputfor decisioll­

making. 

There is considerable IInderulilizalion of the in/ormation generated by the system f or decision 

making at all levels specially in the fronl line where the data is collected and ill/orlllation is 

generated 

These and other problems as stated in other counties are believed to be attributed to many 

factors such as: 

~ The data quality is considered to be very poor. 

~ Outputs ofHMIS are not related to the priority tasks and functions of the local health personnel. 

~ Lack of technical knowledge and skill of data collectors at the lower level. 

~ Lack of uniformity and consistency in definitions. 

~ Outdated rco 
~ Considerable limitation of financial and material resources. (PPO, 2003) 

2.3 HMIS and IT 

The drive for the reform of HMIS coincided with the revolution of information and 

communication technologies that most recently created or structured HMIS are computerized to 

various degrees. The role of computerized information system to permit efficient, timely data 

analysis for decision-making is not questionable. But introducing computer technology in the 
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development of improved HlS is not necessarily the "silver bullet" that solves all the problems of 

efficiency of health services (Sondiford Annet Cibuslk 1992), WHO 2000, as cited by Lungo. 

2003). On the contrary; lack of appropriately trained staff, lack of hard ware, poor system 

maintenance and lack of sustainable energy source of computer equipment can result in the decay 

and obsolesce of expensive computer equipment (WHO, 2004, Regional Office for Africa), 

(Lippeveld, Sauerbon, Bodart WHO, 2000). 

There is another paradigm on IT. Though it improves efficiency and makes work easier it created 

addict ion and dependency on improved information . In fact its addiction, associated with the 

generation of quantitative "informed information ' has destructed managers from qualitative 

aspects of services project delivery (Graham Jones and Nabarro, 1988, as cited by Campell, 

2000,). 

HMIS, monitoring and evaluation must be viewed; as long term socio-cultural political and 

technical development process with short term practical functional application that actually work 

not mainly as a technology acquisition process aimed at purchasing a tum key universal solution 

(Hedberg. Calle, 2003). 

Experience showed : it is a fundamental question of major structural change in management 

practice, large-scale education and training of the work force . Despite the hopeful prospective of 

IT and decentralized HMIS, there are so many constraints experienced by developing countries 

(especially in the development of computerized DHIS.), which is considered to play pivotal role 

as unifYing force on the NHlS. Some of the constraints include: 

~ Limited funding 

~ Deticiency in information infrastructure 

~ The network is still vulnerable to external shock caused by virus, repair and lor 

replacement delays, difficult system codes etc. 

~ Significant underutilization of data I information for decision making 

~ Lack of interest or I and experience of use of information by managers 

~ Inadequate human resource, lack of expertise for strengthening HMl Ss and 

leadership, to develop, administer and use the HMlS at all levels. 
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Even though there are indications that these conditions may change gradually and manv III 

developing countries have in recent years observed to adopt various ICT applications: IT to be 

more than just equipments; infrast ructure, technical and managerial skill, are needed to operate it. 

The problems of infonnation system then interplays with the concem of human, organizational 

and technical factors, which have behavioral and social elements. Thus information system 

development is also a social process. 

"Information technology is often confused with computer appli cations that are designed to 

improve efficiency by automat ing manual systems and are justifi ed from the replacement of 

human labor. Since many developing countries are ' labor-rich ' , any technology that adversely 

affects the already high unemployment rate can be viewed as potentially unwise investment 

(Bjom-Anderson et aI1990", as cited by Lungo 2003 ,) . 

"Information systems are much more than computers and telecommunication equipment, as they 

involve also people and their actions in the organizational setting in which they work" (Heeks, 

1998). It is thus important to account for the people and the implications of their actions in the 

study ofinfonnation system, whether manual or a computer-data base (Lung02003). 

"Intemational literature and experience of South Africa and others show that there are no quick 

solution and in particular no quick technical solution (of lCT) despite systematic propaganda 

from venders to the contrary" (Hedberg S.A 2003 Latvia 2004). 

"Countries that have the resource to computerize should be prepared to process data manually as 

well. Hard ware maintenance should take into account the local capacity to bear the recurrent 

costs of such a network. If the HIS is being totally reliant on computer technology data 

processing; is likely to fail in case of hard ware break down. Therefore manual data process 

should also be included in training courses" (WHO 2004, Regional Office for Africa). 

HMIS and any plan in HMIS and IT should be conceptualized with in the context of the existing 

,<1Iraslruclure in the country and create balance between adoption of existing IT standard with the 

local condition to be integrated with research, social change and education in the health sector. 

(" World-wide experience with large health IT pro/ecls are similar wilh 50%-80% fail"re rale 

Heeks el al 1999; Lippeveld el at 2000 " as ciled by Hedberge, 2003). HMIS development needs 

to address the problem through appropriate approach and emphasis on learning. "The principle of 

26 



"learning by doing" and implementing combined with a strategy to go for achievable results 

' hanging fruit' has proven valuable in South Africa" (Braa, 2003 as cited by Hedberg, 2003 1. 

The process of improving HMIS requires appropriate institutional framework consisting of 

technical expertise, adequate funding and strong institutional commitment to ensure long-term 

sustainable HMIS (Braa, 200 I, as cited by Lungo,). Whenever computerizat ion becomes the 

primary objective of the health information system development efforts; the most important 

purpose of serving the data needs of the care providers tend to get lost (Lungo, 2003) 

2.4. RMIS Reviews Conducted in Developing Countries 

2.4.1 Tanzania Joint Health Technical Review 2002: 

Tanzania took action to improve its HMIS based on reform proposal, which also included 

development of essential health package that focused on increased power to district healw system 

and local government through devolution. As a result HMIS was one of the reform areas. The 

MOH commissioned review of reform held in Feb 2002. One of four key areas selected for 

review was decentralization and HMIS . 

The review focused on technical issues with special emphasis on data collection in public sector; 

that is conducted by HMIS Sub-Group. The review was conducted to assess progress in 

implementation and identify emerging issues. Of the major areas of concern in the review of 

Decentralization and HMIS were; 

l' Assess the ability of HMIS to respond flexibly to current and future information 

requirements with special emphasis on performance linked to poverty reduction, 

debt relief and support to devolution at district level 

l' To identify technical and institutional constraints on data collection and data use at 

all levels for decision-making with particular emphasis to district level. (Collection, 

compilation, utilization taking place). 

l' Assess current system (computer) from user prospective. 

l' Identi fy additional capacity requirement and others. 

2.4.1.1 Assessment on operating progress: 

Organizational arrangement of the health system has three levels. National, Regional and District 

. The assessment took place at each level. 
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Assessment on operating progress showed that according to 3year plan of action (2001-2003 ) 

~ Responsibility assignment (plan) was not appropriate in the HM1S; responsibility 

for the capacity building in HMlS rests only on HMIS. 

~ Recommendation provides detailed activities needed but sufficient attention was 

not given how to achieve. 

Actual achievement of two years showed ; 

Progress was slow - none of the major recommendations were fully implemented . Out often 

only three-implementation progresses of the recommendations were recorded. 

Constraints stated included: 

» Lack of ownership 

» Sudden departure of key personnel 

» Underutilization of high technical capacity 

» Reactive response to task rather than proactive and retroperspective acting was 

only partially successful. 

» Lack of management capacity 

» Shortage of man power 

» Earmarked funding for support 

Aside from constraints major challenge was found how to satisfY the immediate need for 

generating HMIS at national level while generating long-term better use of information at each 

level especially at the district level. 

2.4.1.2 Assessment on Collection, compilation and utilization of HMIS data for effective 

Decision-making: 

National level: process involved total data originated at facility level are aggregated at the 

district and regions before submission to control HMlS unit. 

Assessment revealed the following: 

~ Lack of complete data 

~ Current reports did not assist senior staff decision making due to : 

• Crowded format and inaccurate data 

• Lack of analysis of trends and indicators 
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• Question of relevance of facility based information to national level: which 

also has adverse effect on influencing perceived relevance of routine data for 

evidence based decision making at national level. 

., Missing data, software limitations; no aggregate national figure was sometimes 

available, absence of source codes and systemic maintenance, inadequate virus 

protection. 

Sub-national level 

Facility 

» Staff was required to enter data in details and numerous different registers, 

» Compilation of data was perceived as lengthy and laborious at the facility level, 

» No evidence was found for use the of information for decision-making at facility 

level 

» Perceived absence offeed back by staffs at lower level. 

District 

» Over emphasis on reporting to regional level and assumption of computerization 

would assist better use of information, 

» Over reliance of key HMIS personal contact leading to lack of perceptive 

responsibility for district affairs, 

» Lack of feed back on reported problems, 

» Lack of interest in HMIS at hospital level. 

Region 

~Knowledge of HMIS - operational procedures was largely vested 10 one of the 

members of the management team. 

~ Reporting was of greater priority than follow up and supervision. 

~ Greater emphasis on frequency of supervision (based on checklists guide) rather 

than quality and content. 

~ Supervisors may be outside the skill or technical line. 

2.4.1.3 Implications of Current HMIS 

» Increased perception of non use of information 

» Increased emphasis on computerization 
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~ Increased emphasis on quantity of routine data rather than quality 

~ Current supervision neither promotes efficient data collection nor fosters suppon 

Despite all the constraints and challenges; success and other progress ofHMJS included : 

,. A wide range of information is collected nation wide which most of it is facility­

based 

~ The district-processing file is a well-developed tool for local-evidenced decision-

making and performance monitoring, but not generally used for the purpose designed 

~ Data collection tools are well developed (Lungo, 2003). 

~ Complementarities each individual system is part of the whole. 

~ Dependency - some indicators developed on HMJS as primary source of data. 

~ A number of additional potential opportunities exists (E.g. Local government through 

village executive officer (YEO) creates link (outline between data) at facilities and 

community level. 

~ MOH through HMJS oversees IS at facility level and national level. Devolution, if 

realized has the potential to complement and support improved performance of HMJS 

especially at district level. 

But still gap exists between information and data collection and evidence-based decision making. 

The challenge is how to use the opportunities of decentralization to improve HMJS and maintain 

HMJS at national level. 

2.4.2 Assessment on Evaluation of HMIS in India; 

Need for: Computerized Databases in HMIS 

2.4.2. I. Organizational Structure 

India has three levels of HMJS, Central, State and District levels with the following 

responsibilities . 

Central Level (national) 

~ Main Organization at national level: deals with the collection, compilalioL, 

analysis and dissemination of information regarding health conditions in the 

country covenng various aspects (health status, resources utilization at health 

faci lities etc). 
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., Statistic Division: organized into computer unit, demography, unit performance 

and monitoring unit 

., Sample Registration System (SRS): Conducts census operations (birth death 

mortality indicators fertility) at national level. 

State level (regions) 

:r Have clear demarcated st ructure in the form of directorates for PHC, secondary health 

and medical education. 

>- Each directorate has stati st ics section and computing units. 

>- Each development project has stati stica l officer. 

>- Separate unit maintains vital statistics . 

District level 

}- It is managed by District Chief Medical Officer (DCMO) sometimes two (District 

Coordinator Hospital Services & PHC District Medical Officer) .The DMO is 

supported by two statistical officers who are key personnel in HMIS chain. HMIS 

depends a lot on their perseverance, support and skills to continue & sustain HIMS . 

2.4.2.2 Contents and flow of HMIS 

Issues 

i Structural - No coordination effort at district, state and national level. 

II Procedural- exhaustive into collection PHC but ignores the logical information principle 

of;" No need for information collection that is not used". 

>- IS design tool requires enormous number of registration to be maintained. 

}- Vertical program is separate. 

>- Professionals spend 2 hours per day of the available time on data collection 

}- Indicators are poorly harmonized for inter-district comparisons. 

}- Extra efforts in compiling reports. 

}- Some events are reported afresh (E.g. Location, number of hospitals are all included 

in the monthly report) . 

}- There are long li st of cards for every term of entry. 

}- Absence of feed back creates problems of motivation to insure accurate and rel iable 

data-(example, no feed back on report with district sending CMR zero for one year) . 

}- Reports delay - sent by post or person. 
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~ Less information sent up by high level hospitals on PHC (because patients usualh· 

prefer to visit referral hospital first despite good numbers of staff usuallv resort to 

their own ruled reporting forms (E.g. major senior surgeons). 

~ Usually primary suppliers and user of information have not much interest in the 

information and fail to participate in the main issues that state: should feel they own 

the system; the system should involve extra work and should be perceived as use full 

> The first level HMIS DMO-are generally not attending the PHC and do not take active 

role in the management of PHC; don ' t understand the registers and information 

produced . 

.,. The second level users, who are supposed to guide and supervise, feel indifferent of 

the data for targets . 

iii) Content of existing system 

Aggregatiol1: 

• Is not adequate, may not mean much in many instances because it is usually done 

by the higher level, 

• No useful data on the incidence of many diseases and disabilities 

• Delay in processing 

• Large size of population is considered as single unit for planning, (50 -IOOmillion) 

fails to consider differentials 

• No village (least block level) indicators and focusing on efficient targeting of needy 

population and does not address peculiarity 

Service statistics State level is mostly concentrated on limited indicators (MR, FR. etc). No 

nationwide community based estimates are available for the incidence of various diseases and 

disabilities (e.g. Diabetes Mellitus, Heart disease, AIDS even to some infectious diseases, e.g. 

malaria) . 

~ Usually existing IS in developing is managed by bio-medically trained personnel and 

general health administrators and they focus only on epidemiological services and 

finance. They generate little or no socio-cultural data needed for adjusting services 

and disease control to local health related perceptive, values, resources. 
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I V Human Resource 

~ Absence of training and motivation, which applies to all levels. Kev functions of 

HMlS lies on district or state (Regional) level; but usually 50- 70 % of district 

statistical officers constitute of promoted officers from clerical cadres; not properly 

oriented to new jobs. Most of them have stayed in the same position for long period 

and have tendency to maintain statuesque and lack professional power in extracting 

information . Officers at higher level too lack computer skills to build the system. 

V. Technological 

~ Tn addition to manual paper based system, computers have been supplied to almost all 

districts. But computers are only used to summarize and collect at state level and are 

even worst at district levels, which are used for word processing and printing works. 

VI. Surveys 

Policy makers & external donors place greater reliance on the sllrvey dala - uSllally siale is not 

to the slate government 111 data base 

~ Reports are supplied after longtime of production and hardly is there any follow up 

VII. HMIS and other Agencies 

Usually other agencies engage to conduct studies before lunching any program and 

consultants organize survey to get the necessary information. However, the needed 

information could have been available through normal channel with government in so 

fragmented way, that no particular officers or individual would know where & with whom 

the data exists. 

~ Even if available to donors, the infomlation or data may not suit to the donor' s 

particular requirement. Employed assistants do thus many times ad hoc irregular 

processing of the data collection and processing. Towards end of project; assessment 

becomes very difficult, for information produced may be manipulated to convince 

resu lts sometimes don ' t keep records for amounts (budget) spent 
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» Data generated by donor agencies mostly are owned by them and passed on 10 

research institutions or researches and are monopolized for personal publication or 

consultancies. Even if data is passed to senior officials can probably be personalized. 

VII!. HMIS & private INGOS_- Integration is very weak. 

IX. Use of Informa/ion{a,. Decision Making: 

The common practice in developing countries, priorities 111 health sector are set by 

government in light of political pressure. Role of computerized technology on development is 

understood too. But unfortunately the data culture is very limited in all levels of 

administration. So as long as HMIS doesn' t help in improving the managerial functions, it 

remains as a mere data based system (not information based). Whatever tool and technology 

facilitates the process of effective utilization of recourse should be welcomed and adopted in 

real time. 

2.5 General Observation 

Assessment on obtaining reliable data and information. use for decision making have been 

conducted in several countries like Ghana, Nepal, Latvia, South Africa, Pakistan; all have 

stated the presence of similar problems, which mainly emphasized on the lack (){ clIl/llre ()f 

lise of even the available data and information at allevels of heath mgt units and facilities, 

lack of motivation and work overload of data collectors, and system failure specially 

computerization at district level. "Most of the time planning and management. Decisions are 

done without relevant information and there is culture of non-evidence based decision making 

(National HMTS an overview, Pakistan 2003). "A case study of such a project in developing 

countries reveals that each health center had filed 7770 pieces of data each month from 105 

slums, yet no one had analyzed the data. The problems were just greater than lack of 

computers" (P Ganer, H Anne!, T Hapham 1992). 
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3. BACKGROUND OF A.A 11EALTH BUREAr 

3.1 ADDIS ABABA (A.A) 

A.A is the capital city of Ethiopia with the total population of 3million.lt has a total geographic 

area of 540 square km. It is situated between 9 degrees latitude and 38 degrees east longitude in a 

plateau that stretches at a range of 2200_2800 meters of altitude above sea level. 

The climate is diyided into two major seasons: summer about 9months, and cool months of 

rainfall about 3 months with an overall average of maximum and minimum temperature of 22.9 

and 10.8 degree centigrade respectively. 

Currently the city is divided 10 sub-cities and 103 Kebeles (The lowest administrati ve units) . 

Population profile: 

Men are 48%*, women in child bearing age (WCBA) are 35 .3%, Children under I year are 2.1%, 

children under 5years are 10.2%. Christians are 83%*and Muslims are 13%* 

Economy: 

The economy of the city largely depends on small and large-scale factories which accounts for 

about 18% * of employment. 

Health Indicators, 2004: 

Potential Health Coverage 87% 

Fertility Rate (FR) 1. 9 

IMR 9311000 

EPI Coverage 93% 

The ten leading causes of OPD visit 

I . Acute Upper Respiratory Infections 

2. Broncho-Pneumonia 

3. Other Helminthes 

4. Gastritis and Duedenitis 

5. Infection of the Skin and Subcutaneous Tissues 

6. Inflammatory Eye Disease 

7. Hypertrophy of Tonsils and Adenoids 
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8. Other Toxemia 

9. Muscular Rheumati sm 

10. Acute Bronchitis 

Prevalence of Malnutrition and Diarrhea are 27%* and 12%respectively. * 

(Source of *-MOH Hea lth Sector De\'elopment Programme. 2002/3- 200~/5 . lun.2000 A.A) 

Table3.1 

Health Facilities in Addis Ababa by Category, 2004 

Health Institutions: ! A .A Realth Bureau 

Total Public Private MOH, NGO &Others 

Hospital 24* 5 17 7 

Hospital Beds-

Health Centers 23* 23 - 4 

All Clinics 456' 9 400 3 1 

Health Post& stations 39 

Pharmacies 137* 

DlUg Shops 43' 

Rural DlUg Vender 8* 

I 

Total 

30 

27 

440 

NB: The figures under A.A and A.A Health Bureau are not the same because some of the health 

institutions are directly accountable to the Federal Ministry of Health (FMOH) and are not 

registered in the A .A Regional Health Bureau. 

Health Professionals in A.A 

There are a total of 1497 and 1636 health professionals working in public and private sectors 

respectively. * 

(Source of *-MOH Health Sector Development Programme, 200213- 2004/5, lun.2000 A.A) 
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T ble3 2 H I h I' I R . a ea t pro esslOna S III t Ie eglOn 
Categories Public Pnval:O 

Doctors (all types) 2 19 377 

Health Officers 2 2 1 

Nurses (all types) 658 778 

Pharmacists 2 14 

Paramedical &Others 2 18 388 

(TBA, CHW ) 

(Source AA RHB. 200~ ) 

3.2 Organization of the A.A Health Bureau: 

Currently the bureau has one head, one deputy and four line departments with the required sub 

units. 

Hospitals are managed by authorized board, which currently is under fomlUlation, and are 

accountable to the Regional Health Bureau. Health centers, clinics and health posts are directly 

accountable to their respective sub-citi es health offices. 

Major problems of the health bureau are stated to be: 

>- HMlS 

>- Lack of quality of care and managerial capacity 

>- Severe shortage of pharmaceutical and other medical supplies 

>- Financial problem 

>- Lack of staff motivation 

The problems are put in the order of their priority. The problems are believed to be att ributed 

mainly to : old infrastructure, acceleration of health problems due to newly emerging health 

problems such as my, stress related health problems such as Diabetes Mellitus, HPN, Heart 

Diseases; fast urbanization; finance (about 30% of the user are unable to affo rd user fee), 

accelerated price; lack of guide lines and training, (R. H. B. 2004). 

The general Feature of HMIS in A.A R H B 

Generally, data are registered and collected using paper based tools at the individual servIce 

provider level in the health facilities: which are the major data source of the HMlS. 
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The HMIS in A.A RHB is under refoml starting from June 2004. The reform focused on the 

design of reporting fonnats, training of staffs and computerization of the svstem. The bureau ha, 

adopted new software called DHMIS. This software is believed to be adaptable to the local 

requirements; that users are able to add data elements for local use as long as higher-l evel 

standards are maintained. 

The currentHMJS is functioning using both paper work and computer system. The sub city has 

computers in the sub city HMIS unit and health institutions. The in itial data coll ection and entry 

to the computer are done by the data clerk of the health institutions; the health institutions bring 

their monthly (reports) on flopp y to the sub city Hl'v1JS unit, where it is again is summed-up for 

analysis and sent through floppy to the regional HMlS unit. Reports from clinics and hea lth 

centers are sent to the sub city HMlS unit and hospital reports directly sent to the RHB HMlS 

unit. 

There is one acting statistic personnel in each hospital , health centers and sub city HMlS units 

trained for the purpose. However, some of them are currently equipped with non-t rained 

personnel; because the training program was conducted only once in cooperation with the AAU; 

and the HMlS units whose staffs have left for different reasons couldn't be replaced by other 

trained staff. 

Each of the HMlS units of the public hospitals, sub city HM1S and health centers are supposed to 

have computers and one statistics clerk. 
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4. RESEARCH DESIGl'i 

4.1 Research Settings 

The study is qualitative or descriptive in nature, which is based on secondary data, obtained 

through different literature, primary data obtained from questionnaires, interviews with key 

persons and active observations. 

The study focus is on the analysis of HMlS process and information utilization for decision­

making in the region under study. 

Study population is categorized in to two major groups-the Administrative Units and the Senicc 

providers . 

I. Administrative units ' 

2. Service providers 

Regional level 

Sub city level (district) 

Hospital level 

Health Center 

Clinic 

Samples are taken from the stakeholders under study from data collectors and users perspective 

under the two categories. 

Assessment tools 

The method used is qualitative research characterized by the use of questionnaires, interviews, 

participant observation, and analysis of certain documents. 

Major variables are selected on the bases they can reflect the issues stated on the objectives 

namely from organizational structure, technical capacity and behavioral aspects. In addition to 

questionnaires, valuable interviews and discussions have been conducted with the heads of each 

specimen unit. 

This method is selected for the understanding of social aspect and culture of information 

generation; processing, utilization and understanding of the participants. The participants are 

categorized into: 

-Unit heads; people who are responsible for the management of their respective unit , 

- Front-line ; people who are assigned to routine activities and according to their qualifications; 

that is : physicians, nllrses, technicians alld statistic clerks. 
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Data Collection methods 

As mentioned above questionnaires with open ended and optional choices, interviews especialh 

with department heads or unit heads at health facilities (physicians, nurses, technicians & statisti c 

clerk) and management units, observation of documents, reports, graphs, plans and others have 

been utili zed. 

At districts and regional level the respondents were department heads. As the focus of study IS at 

regIonal level and below; the sub city health offices play pivotal role in the health care delivery 

system in general and HMlS in particular. 

Indicators or variables selected 

1) Organizational variables 

2) Technical Variables (for quality of (lata) 

3) Behlll'ior: Staff attitude towards information 

The above indicators are selected, because it is often believed they affect significantly the 

production of reliable information and it's utility to support decision-making in the management 

of health service (for details look annex J) . 

4.2 Study sampling 

Specimen ITom each category is taken as follows 

Region 

Sub city 

Head ofPPD 

Head of epidemiology 

Head of health service 

Coordinator of HIV prevention and control 

Head of Family Health 

Other pertinent respondents 

Head of sub city or on behalf 

Head ofHMlS 

Head of health service 

Head of epidemiology 

Head of PHC 

Other pertinent respondents 
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Health Institutions Public. Private and NGO 

Hospitals 

Health centers 

Cli nics 

The sub units in the health institutions are categorized into the following units : 

Medical Director 

HMIS un it (or on behalf of) 

General OPDI Emergency/lMCllFP/Specialized Clinics (HIV, TB and Referral clinics) 

Delivery room! Operation room 

Laboratory IRadiologyl Dispensary 

These subunits are selected because most of the routine reports generate 

from these areas. Sample units are selected randomly. 

Sample size: Sub-cities 2 

Health institutio ns Public PrivatelNGOs 

Hospitals 3 3 

Health Centers 6 

Clinics 2 5 
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5. ASSESSMENT RESULTS AND DISCUSSIONS 

Content of Data Analysis 

Data collected through the assessment tool namely the questionnaires were coded and 

reorganized to seven categories as follows: 

I . How data are generated: data generation, codes, formats, and registrations; 

2. How data are managed: collected, summed, presented, and stored; 

3. How data are analyzed and transmitted or reported. For timelines, analysis, use of computers; 

4. Information interpretation and utilization: if data are analyzed to reflect community health 

problems, to make assessment for comparison between plan and performances, for future 

planning, design for community participation and others; 

5. How feed backs and supervisions are carried out, information share and training; 

6. Staff commitment in the overall HMlS activities; 

7. The contribution of computer in the current system. 
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Table 5.1Distribution of respondents by Regiol/, SI/b city and Health 

Institl/tion 

COUllt 
. . . . W, __ ... ~._.~ •. y ___ N_~ 

~ ... ~~.~.I~?~.~.~~.!.~ .. ~.~~~. ~.i.~.~.~i~~ . . ...... .. .. ....... ~ 
l Regional 
I Health : Sub-cil~' Health 
1 Bureau ' Health Office instilution Total 

;"~_"'-~"'_ ~0- -U' '.u. · · '-, .. .... .. -~ ..... -- w".-.-u~ .... 'w.'w~ •.•.. -.......... -.. ......., .-.~~-._ .... ~ •. -:-....., ............ ·.~Y_.-.-_~.-._.....:~ ... =-~ __ .>~"w ........ ", 

,. . . ' I)'~~t~~" ··· ·· .. ·l ·· 2 2 23 27 ~ 
. .. .. • . . . . ... . . . ..... ... .. . .. . j .. . ..... . . ......... ... ... . . .;. . . . 

Nurse I ./ 12 81 9 7 : 
, JOb.:r -; '-,-: '--l 1 

1 '"'· i ~r.~~7 t 81 ........................ ..... 129
1
. ....... ... 153 ... : .. 

! ... !?,t'~~N"""WN L ....... .... _-'-____ 1_6-"' _ ____ ,.~ _ _ __' 

.-. ~ .. 

18 19 
.. --~ .... -- ...... ~ ... 

2 7 10 ' 

Table 5.2 Respondents' Distribution by Job Category of Health Institutions 

iob title 

Doctor Nursc Technician Stat. clerk 

unit head 
14 .f0 12 6 

respondent 10.8% 3 J.O% 9.4% 4.6% 
position 

no position 
9 41 6 1 

7. 0% 3/.8% 4.6% .8% 

Total 
23 81 18 7 

17.8% 62.8% 14.0% 5.4% 

5.1. Data generation 

Total 
7] 

55.8% 

57 

4-1.2% 

129 

100.0% 

Data collection tools at the health facilities are forms, book registers that are designed and 

supplied by the Regional Health Bureau HMIS acting department ; the Health Service 

Management Department and the Planning and Programming Department (PPD) jointly. 

However, most of the private health institutions don't have the regional health bureau formats for 

most of health activities registration and rep0l1ing; except for MCH, FP and EPI services. 

Diagnostic units (laboratory and radiology) also do not have designed standard fonnats for the 

registration and collection of their daily activities. The staff design their own data registration and 
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collection formats to register their daily activities and to simplifY their work. As a resu lt the 

uniformity of the data collected cannot be ensured. 

As per the conveniences of the current recording formats, 75% of the respondents have sa id to be 

simple and complete to register on. However there are also respondents who have expressed 

inconveniences; mainly stressing on redundancy of number of formats and contents. As for the 

availability (cont inuity of supply or copies) of the formats most of the health institutions 

respondents have assured: they never faced shortage of formats . If shortages are to appear, they 

try to solve it by getting the formats photo copied; especially in private institutions. 

Table 5.3 Convenience of registration and r'eporting for'mats 

Simple and Difficutt 
complete to manage Totat 

Doctor 
I ] 5 17 

70.6% 29.-1% /00. 0% 

Nurse 
47 13 60 

Job 78.3% 21.7% /00.0% 
title 9 5 14 

Technician 
64.3% 35. 7% 100.0% 

Stat. clerk 
6 1 7 

85.7% 14.3% 100.0% 

Total 
74 ]-1 98 

75.5% 24.5% 100.0% 

5.2. Data registering and collecting personnel 

The research result shows that the major task of data registration is performed by the health 

professionals who provide the service (doctors, nurses and technicians). More than 80% out of 

the total service; is registered by health professionals However in certain clinical areas; nurses 

take the major role of registration .84% of the nurse respondents register their service while only 

57.2% of the doctors responded that they register their service and the remaining is registered by 

other personnel. 

88% of the nurse and 66.7% of technician respondents have stated that they take data registration 

and collection as part of their job. But only 52% of the doctors stated that they take it as part of 

their duty, which shows marked decline . In the overall observation; 78% of the respondents have 

stated that they take data registration as part of their duty. 
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Table 5.4 Responsible person to record daily activity by job calego~· 

Tnind 
O f her health persons or 

I my sclf professional clerk Tota l 

Doctor 
I! 9 !I 

57.8% -11,]% 100.0% 

Nurse 
55 8 2 65 

Job S-I. 6% 11.3% 3. / % /00.0% 

ti tle i-I 
Technician 

4 18 

77.7% 22.3% 100. 0% 

Stat. clerk 
6 I 7 

85.7% 14. 3% 100.0% 

Total 
96 12 3 III 

86.5% 10.8% 2.7% 100.0% 

Table5.5 Attitude on data registration and collection to take it as part of 

duty by stafT category 

: job 
! title 

: Total 

As one of the problems in the HM IS is repeatedly stated to be poor staff commitment in the data 

registration and collection process; questions were directed to evaluate it; and 28% and 32.2% 

responded that the staff is poorly committed to collect and register data; both the unit heads and 

other staff respectively showing that there is similar observation by all staff. 
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This finding has an impressive observation result. It contradicts with the commonlv stated fac lQ­

for the HM1S's fai lure to be lack of staff commitment. Rather it indicates that, Dotential of tn , 

staff should be upgraded through proper training. 

Table5.6 Self assessment of staff commitment to data collection and reporting by j ob 

ca tegory 

VCI"Y Poo rly 
commit ted Committed committed To.al 

Doctor 
] 8 9 19 

JO. 5% .1]. / % 47.4% 100. 0% 

Nillse 
7 40 16 63 

Job 11.1% 63.5% 25.4% 100.0% 
title 4 3 4 II 

Technician 
36.-1% 27.3% 36.4% 100.0% 

Stat. clerk 
3 .f 7 

42. 9% 57. / % 100.0% 

To.al 
16 56 28 100 

16. 0% 56. 0% 28.0% 100.0% 

Table 5.7 Self-assessment of staffs' commitment towards data 

collection and reporting by respondents position 

Count 

Job ti tle 

Doctor Nurse Technician Stat. d crk Total 
Respondent Unit head 14 40 12 6 72 
position No position 9 41 6 I 57 
To.a l 23 81 18 7 129 

Though the overall observation on the staff's commitment towards data generation does not show 

crucial problem, there still exists wide gap between information need and the capacity to produce 

reliable data. 

5.3 Data source 

The major data source in the RHB is obtained from the public health facilities reports . There is no 

defined method or designed fo rmat fo r the community participat ion; especially for the public 
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health institutions. There is minimal use of CBHW such as CHW. This is evidenced in th~ 

respondents answer for the question; how allY heallh illstitutional obtaills illjormationfrolll fiN 

commullitv ; 23 % responded kebele, 16.8 % CHW and from individuals 16 8%. However, the 

NGOs work closely with CBHW and obtain data through them. There is no community based or 

other designed means to obtain data on vital stati stics so far. 

Table 5.8 Source of information for community participation 

Frequency Percent 
Kebele 25 23.2 

CHW 18 16.8 

Individual report 18 16.8 

Kebele, CHW and 
/I 10. 1 

individual report 

Not designed and DK 35 3 ]. J 

Total 107 100.0 

(OK do not know) 

5.4. Data processing 

The objective of data processing is to produce pertinent infonnation that aids in decision-making 

at all levels of the HMlS. Reports are produced by compiling and analyzing the available primary 

data registers or tally sheets; and 82% of the respondents have stated that they did not face 

shortage offonnats. 

95 % of the public health farcicalities have HMlS unit to collect and process the data registered 

by the health professionals. But most of the private health institutions visited have no separate 

unit for data coll ection and processing. Data are collected and reported by the indi viduals 

working in the specific department either by the health professionals assigned to the specific area 

or by auxi li ary staffs. 

The health professionals working in the public area are mostly overloaded by clinical work 

specially the staff working on IMCI, laboratories and di spensaries in health centers, and in the 

OPD in the hospitals to register their daily acti vities and paper reports. This in turn has adverse 

consequences on the registration, collection and production of routine reports and 10 conduct 

other data analysis. As a result 60% the respondents have stated they have no adequate capacity 
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to collect and process data . The major limiting facto r (47.9 %) was stated to be shortage of' 

trained staff and lack of time. 

Table 5.9 Existence of separate HMIS unit by ownership of health facilities 

Yes No Total 

Public 
7b ~ SO 

95.0% 5.0% IUO.Oo6 

10 /3 " O\\11crsrup Private 
-., 

-13.5% 56.5% 100.0% 

NGO I ~ 5 

20.0% 80.0% /00.0% 

Total 
87 21 108 

80.6% 19. -1% 100.0% 

Despite less work load and large coverage of the private health institutions; all these institut ions 

are not using the RHB 's standard registration and reporting formats . They do not produce reports 

on certain activities such as diagnostic procedures; some of the OPD activities are not even 

registered. The major contributing factor can to be lack of responsible HMIS unit. 56% have no 

responsible unit that serves on data collection and reporting. Lack of standard registration and 

reporting formats and supervision are also contributing factors . 

Table 5.10 HMIS's Limiting Factors 

Freq uency Percent 
Tra ined staff 35 47.9 

Traind staff and 
equipment 

21 28.8 

Traind stan-, 
17 23.3 

equipment and olTlcc 

Tota l 73 /00.0 
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5.5. Data Analysis 

During the study; it has been tried to assess whether the data gathered at health facilitv level are 

analyzed to get meanin,!,>ful info rmation that can be utilized as an input to support the 

management of health service at the institution level. For the question what they do wiTh the 

reports They prodllct!; 76.5% of the fro nt -line staff answered that they transfer the sum to the 

higher management as periodical report s. 69.6% of unit heads responded they ana lyze. HOlVe\·er 

o nly 23 8% stated they present their analysis as a fo nn of graphs, charts and some pri ntout. 

The most common analysis obselved through interviews and inspections were; the analysis 

prepared from sum med up rep0l1s on the incidences of disease or services provided and some 

presented in manually prepared graphs. These reports are aggrega ted according to the report 

fo nns (designed) provided by the RHB and others are comparisons of plans and performances. 

Some graphs were prepared in a meaningful ways in some health centers; namely in Kirkos 

Health Center, that is prepared on the sequenti al disease prevalence of the health services 

recipients in different categories using the current IT and DHlS software which was observed to 

be mainly attributed to the medical director' s initiatives assigned in the health center. 

Table5.1l Data Processing Status by institutions ownership 

Transefer 
Analrzc it its' sum Total 

Public 
20 52 72 

27.8% 72.2% /00.0% 

Omlcrship Pri\'alC 
2 20 22 

9.1% 90.9% /00.0% 

NGO 
4 1 5 

80.0% 20.0% 100.0% 

Total 
26 73 99 

26.3% 73.7% /00.0% 
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Table 5.12 Data Processing Statns by Respondents' Position 

T ranscfer 
AnalY'lC it the sum Total 

Unit head 
U 3] -16 

Respondenl 30.-1% 69. 6% IOU. 0% 
position /l 39 5/ 

No lX)sition 
13.5% 76.5% /00.0% 

Total 
l6 7/ 9 7 

~6.8% 73. J% /00.0% 

To help further the assessment of data analysis; a was question enquired stating; what is YOllr 

observation on the trends of some health problems like diarrhea, accidents and other health 

isslles based on your data analysis? 

Only 22% have responded to indicate some trends; even those who tried to respond some trends 

were just based in their perceived observation not based on data analysis at all levels. But in the 

MCH and Family Planning health service units; recipients' observations have been answered based 

on data available at their respective department in RHB and in the sample NGOs. 

There was also no data analysis conducted to generate information that can reflect health 

problems, which are specific to the local community. This is to stress the importance of data 

analysis should also focus on the generation of information that reflects community (local) health 

status and needs so that intervention health service plans can be community based. 

However during the interviews and discussions conducted with the unit heads; there was a 

common understanding reached on the possibility to conduct some analysis which can be 

valuable input in the health service management and the design of intervention at each level. 

Interviews and discussion were conducted with medical directors of health institutions, di strict 

officers and sub city HM1S officers; if they have tried to analyze the data and reports they obtain 

from their respective health institutions. The only 28 .3 %unit heads responded that there were 

some efforts done. 

This was augmented with the question; if they f eel any gap between the information they call 

generate with the available data, the reports they have & the services they render (provide). 

Majority (60%) of all the respondents have stated; that there is no felt gap, meaning that no more 

information can be generated with the available data. This respoflSe was also more pronollnced 
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by the statistics clerks, who are supposed to pel/orm more of the data analysis and production of 

information; indicating the limited capacity of staffs in the HMIS's IInits. 

Though there is marked increase of felt gap by physicians and unit heads; there is significant gap 

between the infomlation that can be generated with the available data and the overall staffs ' 

understanding and capacity on information generation; refl ecting the staffs ' limitation of 

knowledge on infonnation need and information generation. 

For the question; whal are the possible reasons!or 1I0t allalyzing alld computing the available 

data to identify whal are happenillg to the health problems magnitude; the common cited reason 

for not analyzing the data was (62%); because it is lIot reqllested; some were lack of incentives 

and some responded lack of facility at health facility level. 

However on the interviews conducted with most of the health professionals; the most stated 

factor was the limitation of the knowledge they have on the essence of how to produce 

infomlation and make use of it in their daily activities and have limited awareness on what can be 

done with the available data. 

Despite the availability of computer in most of health institutions including the private ones to 

make variety of analysis; most of the health planning are based on population size and available 

resource; not on the major identified health issues specially at regional and sub city levels. This 

shows that the computers are under utilized at all levels, which may mainly be attributed to lack 

of knowledge on computer system and health statistics. 

Table 5.13 Gap felt between potential to produce more Information with available data and 

current produced reports by staff position 

Yeo No DK Total 

unit head 
20 21 4 45 

respondent 44.4% 46.7% 8. 9% 100.0% 
position 

no position 
17 28 13 58 

29.3% 48.2% 22.5% 100.0% 

Total 
37 49 17 103 

36.7% 47.2% 16.1% 100.0% 

(DK- don' t know) 
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5.14 Gap felt between potential to produce more information with available data and 

current produced reports by job catego~' 

Gap No gap OK Total 

Doctor 
8 5 13 

.f7J)% 53.0% 100.0% 

Nurse 
25 48 73 

joh 3-1.3% 65.7% 100.0% 
(itle 7 7 14 

Technician 
50. (J% 50JJ% 100.0% 

Stat. clerk 
1 3 1 5 

] 0. 0% 60.0% 20.0% 100.0% 

Total 
41 63 1 105 

39.0% 60.1 % .9% 100.0% 

5.6. Data interpretation and information utilization 

The ideal correlation between data, information and decision - making is explained when the data 

collected are transfonned into infonnation with the knowledge of utilizing it for problem solving 

process. The knowledge of interpretation of the infonnation will then guide to make objective 

judgments to make future plans and adjustments in the management of the health services. 

To assess the data interpretation and utilization, there were questions that help to assess if 

comparative analysis are carried out that can help to reveal trends of health problems, assess 

quality of services, efficient use of resource utilization; and what possible explanations were 

discovered to the data findings . 

However there is significant underutilization and lack of information interpretation at all levels. 

On the interviews conducted with the unit leaders and department heads at all level ; there is 

marked effort done to raise the awareness of the necessity of information utilization, which shows 

a good start . But no evidence of trial was obtained for the interpretations of the generated 

information. 

Furthermore to assess the knowledge of the staff on information utilization and interpretation a 

question was asked; if they feel any gap between the services they provide, the information they 

generate and the information they can generate with the available data and report; but most of the 

staff stated no gap was felt. But during interviews and illustrative discussion, the interviewed 
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respondents were very much impressed and aroused how to produce more relevant informalioll. 

which can be an ideal input to their respective health management tasks. 

From the discussion held were: "Have YOII ever tried to evalllate the incidence of intestillal 

parasite and or dental caries in a school age children .. ; in the health facilities, and "Hal'e ),0 11 

el'er tried to assess the trend of accidellt by categories alld is there allalysis conducted to idelltifl· 

the leadillg calise of accident so as to plall prel'elllh'e action ,. to sub city health officers and 

regional respondents. 

There was no ready answer 10 all of the above questions. However. there was a common 

understanding reached on; that much more can be done with the available data; if stotr s 

knowledge on data analysis and information use are upgraded so as to act at each level of hea lth 

service provision and make it responsive to community needs . 

Table 5.15 Use of generated information as stated by 

Respondents' position 

! 
I Health Higher 

Institution management 

Unit head 
28 3t 

Respondent 46.7% 51.6% 
position 

No }X>silion 
2t 32 

36.8% 66.3% 

Total 
49 63 

43.3% 55.2% 

5.7. Reporting and information transmission 

DK Total 
1 60 

1. 7% /00.0% 

53 

/00.0% 

1 113 

1.0% /00.0% 

Reports are initially generated at health facility level. The reports of clinics and heath centers of 

public, private and NGO are sent to their respecti ve sub city HMIS units where the data is entered 

in the computer, aggregated and sub city's reports are produced. These reports are utilized as 

input for the sub city health service management and are also transmitted to the regional health 

bureau for further analysis. Hospitals send their reports directly to the regional HMIS. [n the 

public health institute there are HMlS units for data collection . equipped with one staff and 

computer to prepare reports. Reports are then sent to their respective higher level using floppies. 
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All health faculties are required to send their periodic reports to their respective higher offi ce> 

For the question; how timely reports are collected from the health intuition; 67% responded tl1a: 

reports are received on the required time and on the interviews conducted with the HMIS unit 

officers; 95% of reports received from public health intuition are sent timely . But report s Ii'om 

hospital s, the private and NGOs are delayed. Reports from private and NGOs in addition to their 

delays are not summarized to enter them in the sub city computer system; so is ditTlcult to 

aggregate with the public one. As a result sub city' s repol1s are based mainly on the reports 

received from the public health institution. Some of the main reasons given were, the repo rt s of 

private and NGOs are untimely, there is no proper use of lCD, repots are not coded using lCD, 

rather are sent written in words and is difficult to code them sub city. 

From the sample NGOs and private health institutions (except one hospital), they have no the 

current reporting formats to register their daily activities; they rather prepare their own format for 

the convenience of their work. 

However the MCH reporting format s are available in most health institutions. 

Data reporting coverage for the public health institution, responded to be 95-100% both at 

district and regional level , where as for private and NGOs coverage is less thim 30% at district 

level and not available at regional level. As a result the reporting coverage of private and NGOs 

could not be obtained. No respondent has also tried to cite the reason. Despite the significant rule 

of the private sector in A.A; the absence of reports coverage both at district and regional level 

may show that no emphasis has been given to the private sector. And without adequate 

information from the private sector no plans could be made either to share knowledge, experience 

or control their activities. 

As for the question if they have problems to prepare reports 62% have responded, that they do 

have. The major reason of the problems stated was to be lack of staff and time. Lack of staff 

knowledge, commitment, feed back and incentives were also some of the problems stated. 

5.8. Data presentation is a means of displaying data to be accessible to other people. 12% of 

health institution and 72% of sub city and regional respondents have responded that they present 

their data analysis in different form s as graphs and charts. On personal observation, there were 

handwritten figures in Kazanchis Sub City Health Office in the MCH department on coverage of 

plans with some explanations on significant figures. In Kazanchis Health Center graphs on 
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services rendered and reports in the IMCI, IDSR & EPI were displayed on walls. Simi lm 

presentations are also observed in Gandhi Memorial Hospital about staff distribution and 

activities performed, in Kirkos Health Center on TB prevalence, and Techlehaimanot Health 

Center on the prevalence of malaria patients and vaccinations given. 

These presentations are evidences of the initiatives taken by the health professionals. Howe, ·e r 

HMIS unit s and different departments in the sub cities, those who can produce some graphs and 

o ther presentations using their computer facilities; there are no data presentation di splayed as 

compared to the responsibility they bear. In private health institution no data presentation \Vas 

observed in any unit. Most presentation is also hand writt en except in Gandhi Hospital. 

5.9. Feed back & supervision 

Regular supervision, feed back and timely staff training are very important 111 building the 

capacity of the HMIS at all levels . 

As per the question if there are slIpelTisiollS alld f eedbacks 011 reports frOIll the higha 

managemel1l; 37% of public health institutions' respondents stated that they rarely get. And 

supervision and feedback to private and NGOs are almost non-existent. 

In some departments especially in radiological units; no communication was observed as stated 

by the respondents in the unit. 

The respondents from the regional and sub city health office have responded that there is 

organized supervisory team and time schedule. Supervision coverage by both the sub city and 

regional health offices was also stated to be 90% for public health institutions and 35%_50% for 

private and NGOs. However the figures from higher management and health institutions do not 

correspond; indicating the insufficiency of feedback and supervisions to support and improve the 

HMIS and health service performance. 
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Table 5.16 Frequency of supportive feedback and supervision f.-om higher management b!' 

respondents' position 

~_w.ww.~"'''''Y-''''''''''W_'''_W_'''_~'~''V'''''''''''''''-'''''_r-w_'~W_~'~~~~_~""""'"",,,""""""'-''''''''''·_·_'·_''''''W.'''''''''''''='~._~~~''''''''''~ 

1 . 

Total 

5.17 Presence of feedback and supervision records from RHB 

or sub city health office by health institution ownership 

Yes N" DK Total 

Public 
38 32 12 82 

46.3% 39.1% 14.6% 100.0% 

Ownership Private 
6 15 21 

28.6% 71.4% 100.0% 

NGO 
I 4 5 

20.0% 80.0% 100.0% 

Total 
45 5 1 12 108 

41.7% 47.2% 11.1% 100.0% 

(DK-Don ' t know) 
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Tables.18 Presence offeedback and supervision records from 

RHB or sub city health office by respondents' position 

! Yl'S No OK 

Unit head 
]0 ]7 ] 

Respondent -10.8% 55.1 % -I. J% 
IX)sit i\)f1 ]~ ]8 11 

No posilion 
38./% -1-1. -1% 18. 3% 

TlHal 
~~ 55 13 

39.6% -19.1 % 11. 3% 

Table 5.19 Major areas offocus of supervision in the last six 

month by respondents 

FreQuenc\, Percent 
HIV AIDS , TB 7 16.2 

Management 24 55.8 

valid Reporting system 4 9.4 

All others 8 18.6 

Total 43 100.0 

5.10 Overall Management of the HMIS 

Total 
~9 

100.0% 

63 

100.0% 

11] 

100.0% 

Conceptually, the HMIS unit needs a management structure that mainly includes system resource 

and system rules. System resource includes personnel, supplies, computer and others. 

Organizational rules are necessary to insure optimum use of the systems resource and 

standardization of the system. HMIS units at all level require staff that run and support the 

system's activities. 

Currently, the HMJS at all levels are in their infantil e stage and are not well organized. Especially 

at the regional level, there is no organized separate HMIS unit. The heads of the Department of 

Health Service Management and the Planning and Programming Department jointly facilitates 

the responsibility and task of the unit. 

Though 72.2% of the regional and sub city respondents have responded the presence of job 

description for the staff of the HMl S units at the various levels; there is no clearly defined 

training requirements developed . 

57 



There is no clearly stated staffs ' requirement by qualification and number. All sub citv HMI S 

units have only one upgraded staff to collect, compile and analyze all the reports that come from 

their respective health institutions. As a result, despite the presence of computers in the sub city 

HMlSs, their main duty has only been confined to sum up and sends reports to higher level. This 

was evidenced in the response for the question; if Ihere are allY allalyses condllcled /0 1' 1'0111011' 

disease prevaleuce alld or /0 compare disease prevalellce belweell heallh ills/illlliolls all certaill 

diseases (both in the interviews and questionnaires). Only 38.85% have responded to analyze the 

reports they receive. This figure was mainly obtained in the Depal1ment of Family Health, both at 

sub city and regional level. On observation for data presentations; there are hand writt en graphs 

and descriptive presentations on plans verses performance; which were more observed in Kirkos 

Sub city Health office; and it was reflected also in the Kazanchis Health Center. Health 

institutions' HMIS units are also poorly staffed to assume the expected responsibilities. Some sub 

cities even do not have printers to produce paper printout. 

As to the overall support and supervision, 60%of the respondents have responded that they have 

checklist, regular periods and organized team for supervision. According to respondents answer; 

90% of public and 50% of private health institutions respectively have been supervised in the 

past six months. But only 38.8% could say something on the findings of their supervision. Thus 

supportive supervision couldn ' t be evidenced, indicating that supervisions are more of 

quantitative and inspective in nature. 

60% of the respondents have proved that reports are received (transmitted) on timely bases and 

delays are mostly observed in private health institutions. 

As to how plans are prepared, on the interviews conducted; most plans are prepared in the 

Regional Health Bureau. In fact there is an observation of desperation on some staff stating their 

complaints: "our plall proposals are 1101 considered by the RHB, policy makers are IIOt 

respollsive to ollr requests" and others; which have percussions on the value felt on health 

information by the data generators. 

There is no an organized HMlS review team with established criterion to evaluate and follow the 

progress of the newly launched HMlS. 
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TableS.20 Attitude towards value of health information by job category 

Crucial Necessa ry Tol.1 

[KlClOr 
9 10 19 

-1 7. -1% 52.6% 100.0% 

Nurse 
~3 ]0 63 

Joo 68.3% 31.-1% /OIJ.O% 
lilli..- /I 3 U 

Technician 
78.6% 1/.-1% 100.0% 

Stat. cierI..: 
6 1 7 

85.7% 1-1.3% IOIi.O% 

Total 
69 33 103 

66.9% 33.1 % 100.0% 

Quali ty of data and information management is highly dependent on the value and importance 

given both by the infomlation generators and users. The study showed that there is marked fa ll ; 

that is only 47% in the physicians ' respondents to appreciate strongly the importance of health 

information for the improvement of health service 
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6. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

6.1 Summary of the findings 

This section responds to the research questions and objectives by discussing the findings m 

relation to theories ofHMIS. 

The AA Health Bureau has started to conduct HMlS reform. The bureau has focused on 

strengthening the HMIS by adopting the South Afiica DHIS software and designing various 

reporting formats, tally sheets by categories of health activities. It has also trained staff on HMIS 

in collaboration with AAU department ofInfonnatics. 

Currently the reform is undertaking and the newly organized HMTS is functioning. Health 

professionals record data on the newly prepared formats, tally sheets and registration books 

manually. The HMIS unit clerk at the health facilities level collects these records. Data are 

summarized and sent to sub city HMIS units using floppies within a determined time schedule for 

further aggregation and analyses. The district information desk officer further summarizes these 

reports and sends them to the Regional Health Bureau using floppies . Hospitals send their reports 

directly to the RHB HMIS unit. Finally the RHB HMIS unit further aggregates the received 

reports to prepare variety of information. 

There is perceived need for improved capacity of HMIS at regional sub city and health facility 

levels; and for improved data collection, analysis and better information demand at all levels with 

special emphasis on the sub city health offices. Registration and reporting fonnats have been 

introduced and most of the health professionals are working responsibly with these fonnats . 

Reliable health statistics and other health information can be obtained through well organized 

HMIS and infrastructure. Creation of the unit alone will not ensure achievement of the desired 

objectives. There should be well-organized team at the Regional Health Bureau to guide and 

follow the performance of the units at all levels . The absence of organized HMIS team has an 

adverse effect on the over all performance of the unit. Inadequacies in the system lead to 

production of low quality information. Limited knowledge of health managers on the importance 

of health information leads to poor appreciation of data quality and limited information 

utilization for decision-making. 

With the current policy of decentralization; health managers at regional and district level are 

expected to play major role in producing health plans cooperating with local government and 
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administrative units to promote local heath. This can be achieved if sufficient and reliable heath 

information is available; and if health managers have the capacity to analyze and interpret resuh~ 

so as to use it as an input and promote local innovations. The facility staff members should get 

adequate training, feed back and supervisory support to enhance staff motivation and 

commitment in the generation of reliable data . However at present the primary purpose of data 

collection continues to be reporting to the higher level. 

There is marked shortage of trained personnel in HMlS ; which seems to be the most important 

constraint to the progress of the system. The staff working in the HMIS units are with low level 

of educational status and training. No one of the HMIS clerk has a first degree in any 

qualification (medical field , IT or health statistics) 

Furthermore unless adequate training in HMIS is given to the staff registering the source data and 

data collectors, to convince them the health service; the quality of data generated remains to be 

poor. The poor quality of data has adverse effect on the progress of the HMIS reform as well. 

There is no established training requirement (qualification) of the statistic clerks at all level. So 

who does what is not clearly stated; and what type of information results or analysis can be 

produced by each statistic clerk (HMIS unit head) are not so far established. As staff assigned as 

statistics clerk in the health facilities is of low educational status and are non-health 

professionals; the possibility of data analysis and information manipulation for required input is 

significantly limited. At the sub city level people assigned in the information desk (DHMIS unit) 

are engaged in a multiple of responsibilities with high workload, which adversely affects the 

capacity and effectiveness of the unit. Further more computers in the unit are also used for other 

administrative activities. 

HMIS units Hospitals are not equipped with the necessary qualified personnel; as a result the 

reporting system of hospitals is of poor quality as compared to the public health centers. In 

addition there is poor staff commitment in the registration of health activities and services 

provided especially in the general OPOs. 

Added with the low capacity of the statistic clerk; the HMIS units have heavy work burden which 

has a significant repercussion for the quality of reports produced. 

No designed standard registration formats or books are available in the diagnostic departments 

(laboratory and radiology) for recording their daily activities. Staff of these departments prep{lre 
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registration fonnats based on their own perception on the importance of items (lines) that should 

be included. 

Though there is commitment on data registration and reporting at the health institution level; 

there still exists discrepancy of reports sent to regional office and data analysis reports produced 

at the regional HMIS. This is an indication of poor data quality. 

Despite the large health service coverage of the private sector and NGOs in the capital city there 

is little emphasis given to the repol1s coming from these health institutions. 

There is more emphasis on quantity (frequency) of supervision than quality . There is little 

evidence obtained on supportive supervision and feedback on reports. Health managers at lower 

level and at health institutions have responded that they do not get feed-back on their reports; and 

supervisions are more for inspection purposes, not in its supportive sense; which neither promote 

efficient data collection nor facilitates experience sharing to improve the sk ill of the staff in data 

analysis and information use. This was also supported from the findings of the NGOs and private 

respondents. 

There is marked complaint of non-utilization of the generated data and infonnation by higher 

officials and policy makers at the sub-city and regional respondents. 

There still exists the domination of vertical reporting and interdepartmental information sharing 

is minimal. 

Usually primary suppliers and user of information have limited interest in the infonnation thus 

fail to participate in the main issues. This is evidenced by the minimal effort of unit heads to 

assist, supervise and utilize the HMIS functions at all levels. They are rather indifferent. 

In the current reporting formats community based health activities seem to be forgotten . There 

are no items included in the reporting fonnats for community based health activities which are 

important tools of interventions in the prevention and control of disease such as school health, 

community health related campaigns e.g . sanitary campaigns conducted, any health relateck 

activities performed in cooperation with different associations e.g. youth association, community 

Edirs (fonns of community based associations) and others. 
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6.2 Conclusions 

There is significant awareness created on data generation; as a result, timely reponing coverage 

from health centers and some hospitals is high. 

The newly designed standard registration and reporting formats have got acceptance by most of 

the health professionals and are being utilized in the daily activities in the health institutions. No 

significant shortages of these formats are also reported. 

Some of the health institutions like Gandhi Memorial Hospital and Kirkose Health Center are 

trying to make effective use of the adopted DHIS using their computers. These show that there is 

good start to expand it in the long run. 

The sub-city health management in general and the HMIS in particular plays pivotal role to 

grasp the reports generated by the health institutions. And if, its capacity is improved it can be 

utilized to its full extent so as to perform variety of analysis and to reduce load on the regional 

HMIS. 

However changing a system is not a short-term task. Adequate infrastructure and trained staff in 

the area are important. Changing the social aspects, especially staff commitment to collect 

reliable data, information utilization for decision making and improving computer knowledge 

should be taken as long run achievement which needs persistent follow up and hard work to 

insure success and sustainable change. 

But the efforts to bring the above-mentioned developments at all management levels are minimal. 

As a result support to the system by higher management namely positions run by physicians do 

not seem to play significant supportive role; which currently is a crucial constraint in the progress 

of the system and utilization of generated information. 

The staff working in the HMIS units (statistics clerks), at health centers and hospitals do not have 

adequate training. In some areas even those who have taken training are not in place. The 

statistics clerks do not have any health related basic training; hence even the properly registered 

data by the health service providers are not properly compiled. 

Despite the large coverage of the private health institutions in the capital city, reports coming 

from these institutions are not incorporated in the analysis of reports at the sub-city level for the 

reasons mentioned earlier. This reveals that attention given to them is poor. 
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Generation of reliable data alone does not ensure infonnation use. Information should be weI' 

analyzed an interpreted to identifY prevailing health problems and to identifY areas 0: 
intervention. But this is non-existent in the current situation. which has an adverse effect on the 

utilization of health infonnation as resource input for decision-making. 

The regional HMlS does not currently seem to get adequate support from the MOH in the reform 

process. But building HMIS is a national issue as well. So this has repercussion for the future 

plan of designing standardized Nat ional HMIS. 

The experience of other developing countries, and results of the study indicate the importance of 

capacity building of the HMIS unit not only in tenns of technology; but it is also important to 

support it with social and political commitment. 

6.3 Recommendations 

Build organizational capacity 

It is important to identifY the capacity requirement of the HMIS unit at all levels. Standards of 

resource and staff requirements including qualifications should be clearly developed to improve 

and insure the data collection and infonnation generation in the respective levels. 

There should be closer proximity and functional supports between the health managers (medical 

directors) and the HMIS unit in the data collection and data analysis to improve quality of out 

puts (reports, graphs, charts and trend oriented data analysis) . 

The functional support of health managers and doctors is indispensable to build accountability to 

exploit the potential opportunity that exists and reduce the undermining of the importance of 

HMIS. 

Roles responsibilities and job description of staff assigned in the HMIS unit at each level has to 

be clearly defined. This will help to identifY the training requirements and to incorporate it within 

the curricula of training of the health professionals. 

It would be ideal if the staff assigned to the HMIS units especially at the health facility level; 

where the initial data registration and data entry takes place, be basically health professionals that 

are upgraded in health statistics . Public health nurses who have especial interest in health 

statistics and HMIS can be ideal candidates. Health professional can assume more professional 

responsibilities and can easily feel and check any contradictory data entry at its origin that is 



important for the improvement of data quality. Furthermore the health professionals have more 

potential to identity necessary health information which helps in the generation of wide range 

(variety) of information that reflects health problems related to the specific locality. 

The, needed data may be collected or reported on the designated time; but data quality, 

information use and HMJ S sllstainability can be assured by training and involving health 

professionals to focus on local needs. Thus HMJS design not only should enable to collect and 

summarize data; but also perform certain procedures that help in the analysis and interpretation of 

the generated information. Such improvements can be achieved by creating improved awareness 

on information culture through creation of data dictionary and manuals . 

Standard work sheets and wall charts for all health institutions and administrative units should be 

establi shed. This helps improve the social (cultural) aspect of information generation for local 

use. It also assists health managers and supervisors to compare institutions on service provision 

and function of the HMl S unit. 

Strengthen higher management support 

At present one of the contributory factors to under-utilization or non-utilization of data and 

information in the health service management seems to be the inclination (focus) of the health 

service on curative (clinical) aspects rather than preventive and community-based (oriented) 

health service. So to improve the data and information utilization; the health service activities 

have to be directed to include community based and preventive health service as well. 

Health facility level operational researches need to be encouraged through appropriate incentives; 

which not only improves data quality, but also information generation and utilization for local 

intervention. 

Research units have to be established at least at regional level for proper documentation of 

findings in cooperation with the HMJS unit to support vision oriented planning. 

As most health institutions' managers are physicians; they have to take the lead and initiative for 

the successful functioning of HMJS. There should be a consensus on the importance of health 

information for the improvement of health services at local and national levels, to conduct 

research and meet other objectives as well . 
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Optimi7,c effective su"enision: 

Roles and responsibilities of supervisors should be clearly defined to encourage ana enSUf' 

supportive follow-up. Qualitative supervision should be stressed rather than frequency of 

suoervtSlon. 

Impro,'c community-based health information system 

The reporting formats should include community based health activities; such as school health, 

sanitary campaigns conducted, number of houses visited, reports of CBHWs on health issues e.g. 

number of new boms. number of deaths with their possible causes and others. Such reporting 

format design not only are part of the ordinary system; but they also foster the initiatives taken or 

can be taken to improve the health services provision and community participation. They can also 

be utilized for comparison of innovative and community based approach as to health 

performances of health intuitions. 

66 



BIBLIOGRAPHY 

Addis Ababa Rep:ional Health Bureau. Health Service Information. 2004. A.f. 

Awassa Regional Health Bureau in joint collaboration with The USAID and ESHE!JS[ 

proJecl2002, Health Management Information System, A Reference Guideline ror Health 

Workers in the SNNR, Awassa Ethiopia. 

Beaumont Robin, Evaluating Health Informatioll System, Illtrodlictioll to Evalilatillf< Heallh 

Infortllation System, e-mial : maillo: robin@robinI2 .free-onlinc.co uk 

Beaumont Robin, Evaluation Health Informatioll Systems. e-mailmaillo:robin@robiI1l 2.frcc-Dnlinc.co. uk 

Bodavala, Raganyakulu 2000, Evalilation of Health Managemel1l Information System ill Illdia. 

Needfor Computerized Databases in HMIS, Harvard School of Public Health, Boston, USA. 

Braa Jorn, 2003 , (compilation), Strategies for developing Health Information System ill 

Developing COllntries, South Africa. 

Campbell ,Bruce Benner 1997, Health Management Information System in Lower Income 

COlll1lries, Analysis of system design, implementation alld IItilization in· Ghana and Nepal, WHO, 

N.Y, USA 

Hiaasen Domenic S, Striver Dennis J. , -2004 A Framework for assessing HMiS in Developing 

Coulltries: Latvia as a case Study (Proceedin{!s of the 37th Hawaii International Conference on 

System Science). 

HMIS Sub-Group, Feb.2002, Joint Health Technical Review; Report on HMIS, Final Report, 

Tanzania. 

Hedberg Calle, 2003 . Health information System Progress with Caveats, an integration 

perspective, South Africa Health Review. 

J. Christopher . Murray L & Frenk Julio, 2000, A Frame work for assessing the performance of 

the health system, Theme Papers, Bulletin ofWH02000, 78 (6). 

Justin Keen, 1994, Information Management In Health Services, Open University Press, 

Buckingham, Philadelhpia, ,Chrisham,Chri Higginbotham, (Health Service Management series) 

George M.Scott,McGraw-HiIl, 1986, USA 

Keen Justin 1990, Information Management in Health Services, Open University Press, 

Philadelphia (Health Service Management Series) 

Lippeveld Theo, Sauerborn Rainer, Bodar Claude t, 2000; Design and Implementation of Health 

Information Systems, WHO, Geneva. 



Lungo Juma Hemed , May 2003 ,Data Flows in Health Information Systems, University ofOsk. 

Department ofinfonnatics, Norway 

Osterle Hubert, Walter Brenner, Konrad Hilbers, 1993 . Total Information System Management, 

an European Approach; Institute of Information Management, University of 

St.Gallen,Swizeriand, 

P. Gamer, T Harpham ,H Annet , 1992,l!iformation support for IIrban primaly health care, 

World Health Forum , hltp:/Iwmv.ncbi .nlm.nih.gov/enterd query. fcgi?cmd 

PPD FMOH, HMIS, Dec.2003, Concepts, situation assessment and directions. A discussion 

paper: for national task force on HMIS and MI£, Addis Ababa. 

Reinke William A, 1972,Health Planning, Qualitative Aspects &Quantitative Techniques, The 

Johns Hopkins University, School of Hygiene & Public Health, Department of Internal Health, 

Baltimore, Maryland, 

RHB of Somali National Regional State; 1990, Health Information System, WHO, Ethiopia. 

Sahay Sundeep, Special Issues on "IT and Health Care in Developing Countries" , Department of 

Infonnatics, University of Oslo, Norway, sundeeps@infi .uio, no, 2001 

Samba L.G., Chatora RR.,Goosen E.S.M, 2000, Tools for Assessing The Operationality of 

District Health Systems ,Guidelines ,Division of Health Systems &Service Development, 

Regional Office for Africa, WHO. 

Washer Uwe, Information Systems in District Health Systems' 

htt;l/www.washer.de.uwe/DIPLOM/dipI2 .ht 

White KERR L 1977, Health Service: Concepts and ltiformation for National Planning and 

Management, Geneva, WHO (public Health Papers No.67), 

WHO, 2004, Priority Intervention for Strengthening National Health ltiformation System, 

Regional Office for Africa. 

WHO, 2004, Regional Office for the Western Pacific, Developing Health ltiformation 

Management Systems, A Practical Guide for Developing COllntries, WHO, W A. 



ANNEX I 

Indicators or variables selected . 

1) Organizational variables 

• Structure of the HMIS in relation to decentralization, availability of clearly stated: 

role, responsibility assignment and job descriptions 

• Availability of minimum package of information (MPI) 

• Organizational relationship of the systems' stakeholder (vertical, horizontal) 

• Level of awareness of health policy, goals objectives and HMlS, 

• Availability of responsible unit for supervisory, feed back & follow ups 

• Level of concentration of HMIS operational knowledge, responsibility to key persons 

• Degree of community participation 

• Degree of integration and fl ow of information (amount of information transferred to 

the next higher level, level of data analysis) 

• Presence of demarcated catchments (population) area 

• Level of reliance on survey 

• Who uses the reports of survey 

• Presences of utilization and follow up unit for surveys 

• Degree of relationship with other agencies on data sharing {e.g. Donors' projects, 

documentation of reports in the HMIS of private & NGOS) 

• Presence of research unit 

• Resource profile (Human financial physical) of HMIS at each level 

• Incentive or disincentives provided for information generation and use or non use 

2) Technical Variables (for quality of data) 

• Presence of standard indicators, manuals, reporting time, data presentation & analysis 

for analysis and intera-organization comparisons 

• Presence of standard procedures (diagnosis, treatment and reporting systems) 



• Presence of trained personnel accountable or responsible for the HMlS (identified 

medical, newly trained, upgraded, profession oriented etc) 

• Technology used & available:(manual, computer, diagnostic procedures) 

• Personnel responsibilities for data entry & collection (professional specifically 

assigned) 

• Presence of indicators for vanous di seases including newly emergmg disease & 

disability (HIY, TB, Diabetic Mellitus or HPN etc) 

• Presence oflCD& level of staffs ' understanding 

3) Behal'ior: Staff attitude towards illformatioll 

• Staff motivation to collect data, value & use of information 

• Sense of responsibility in preparation and presentat ion of reports (taking HMlS as part of 

job) 

• . Culture of need assessment, setting priority and self assessment 

• Technological know-how to use existing facility ofHMlS 

• Level of commitment for change (adoption) or improvement 

• Level of knowledge on HMlS; Coding (ICD), Mapping, graphing, 

• Power for information use in planning and decision-making, information sharing, 

ownership 



ANNEX 2 

2.1 Que. .. tionnaire 1 

Region 
Respondent's department and position _________ _ 

Educational status: secondary D university/college D 
title/occupation, ____ ______ _ 

A. Structural 

I . Do you have responsible unit for HMIS? Yes D NoD 
2 If your answer for question No.1 is NO; who takes care ofHMJS? __________ _ 

3. If yes, how many staffs are in the unit? Head D Others D 
4. What is their training? Basic statistics D upgraded D No special training D 
5 .Is there clearly defined and written guideline on the following criterion of the staffs in HMIS 

unit? 

- Training requirement 

- Job description 

- Career 

Yes 

D 
o 
D 

6. Do you think the unit functions adequately? Yes D 
7. IF your answer is No, what does it lack most? Put your opinion. 

NO 

D 
D 
D 
NO 0 

8. What problems have you faced so for with your HMJS facilities? _________ _ 

9. Do you have established list of major functions for the different level of administrative units 

and health facilities regarding information generation? Yes 0 No D 
10. Is there established standard for information needs and utilization of these respective units? 

Yes 0 NO 

II If your answer is YES for question 9 and 10, did these respective units participate in 

the development of these standards? Yes D No D 
12. What enforcement tools do you use to monitor data collection & reporting of health facilities? 

Incentives __________ _ 



Disincentives. (e.g. renewal of licensel _____ _ 

Others ____________________ _ 

I3. How often do you conduct I rely on surveys? 

Often 0 RareO Not at all 0 
14. Who uses reports of surrey &makes follow up 

-Planning department -----------------------

-HMIS U ni t -----------------------------------------

-Others specifY-------------------------------

15. Do you have document of the last survey conducted 

YesO NO 

16 Is there any research unit? Yes 0 NoD 

17. Are you familiar with the current National Policies? 

Health Policy yes 0 NoD 

Drug Policy yes 0 NoD 

Population Policy yes 0 NOD 

Women policy yes 0 NoD 

HIV/AIDS Policy and Strategy Yes 0 NoD 

18. What assistance have you received from the MOH? How frequent? 

Technical 

Regularly 

Training 0 
Feedback 0 
Research 0 
Supervision 0 

Often 

o o 
o 
o 

19. Have you tried to computerize your HMIS? 

Yes 0 NoD 

20. If yes; was need assessment conducted orland tested? 

Rarely 

o 
o 
o 
o 

Yes 0 NoD 

21 . What success or failures have you registered so far? _____________ ~-

22. If failure out weights what do you think were the most possible causes or reasons? 



23 . Do you have standards for HMlS facility requirement of Sub citv and health facilities" 

Yes 

i) Physical &t technical - equipment D 

Computer- 0 
Office D 

Logistics (eg.forms)D 

ii) -Personnel Trained D 
Auxiliary D 

iii) Budget D 
iv}. Reporting requirements 

-Time schedule 

Aggregation guidelines 

D 
D 

NO 

o 
D 
o 
D 
D 
D 
D 

D 
D 

24 Do you think your Sub-city HM1S are well equipped? YES _ _ _ NO ___ _ 

25 . lfNo, is your answer please give your reasons _____ ______ ____ _ 

26. Do you have supervision cheek list? Yes D 
27. Do you have regular progranls for supervision? Yes D 
28 How frequent are you supervision program? Monthly D 
29.. Who performs supervision? 

Organized team _ ___ _ 

Others specifY _ _ ___ _ 

Behavioral 

NoD 
NoD 

Quart. 0 Not definite D 

30. What percent of the health institutions have been supervised for the last 6-month? 

Hospitals ___ % Clinic ___ % Pharmacies ___ % 

Health Center % Training Center __ % 

31. What surprising findings were identified? _________________ _ 

32 What have you benefited from your HMlS unit to identifY the priority needs of health service 

of your region? 

33 .What percent of health coverage does the private sector account for? _ % NA 

34. What percentage of your facilities has submitted report for the last 3 month? 



Health Institutions %. Public % Private -- - % Administrative Wlils_ % NA 

35. IfNA; what is the possible reason you can site" ______________ __ _ 

36. What are the observation on the trends of the following based on your HMIS analysis 

results? 

HIV/AIDS Increasing----- Decreasing------ Not computed-------DK 

High-risk mothers Increasing----- Decreasing------ Not computed-------DK 

TB In creasing----- Decreasing------ Not computed-------DK 

D. Mellitus, Increasing----- Decreasing------ Not computed------- DK 

HPN Increasing----- Decreasing------ Not computed-------DK 

Malnutrition Increasing----- Decreasing------ Not computed----- OK 

Diarrhea Increasing----- Decreasing------ Not computed-------DK 

Accidents Increasing----- Decreasing------ Not computed-------DK 

37. If your answer is Not computed or OK please state the possible reasons. _______ _ 

38. How timely do you get report from the sub city and lor health facilities? 

On time D DelayedD Very delayeD 

39 .How often do you use it for planning? Often D Rare D No D 
40. Do you think you get reliable reports from the respective administrative & facility 

units? Yes D No D 
41. IF NO is your answer for question 40, what is the possible reason can you site? 

No adequate reports. D 
No timely submitted report D 
Poor quality of reports- D 

Others _ _____________ ____ ____________ __ 

42. If yes, what priority health information have you satisfactorily identified? 

• -Leading cause of deaths D 
• -Trends of disease prevalence EJ 
• -Training needs 

• -Financial needs Yes D 



• Unusual trends D 
• Others specify ____ ____ ___ _________ __ _ 

43. Do you feel any gaps exists between the information you need and you can generate, 

on data you have or obtain? Yes D No D 
44.lfyes how can the information system you have be improved? _______ _ 

[fyou have any comment please add here . _______ _______ _ 



Annex 2.2 

Questionnaire 2 
District (Sub City) 

Sub-city ______ _ 

Respondent's department position _ ____________ _ 

Educational status; secondary 

Title/occupation ____ _ 
D university/college D 

Geographic area of Sub-city ________ _ 

Tota l Population _____ By Category Males. _ __ % Females ___ % 

Others _______ __ _ 

Health Coverage % 

Where do you get these figures? Computed in the District D from the RHB D OthersD 

Health facilities Ownerships Total 

Public Private NGO 

Hospital D D D D 
Health Center D D D D 
Clinic D D D D H. Post 

D D D D Pharmacies 

Health training Institutions D D D D 
A Structural 

1. Do you have responsible unit for HMIS? YesD NO 

2. If your answer for question No.1 is NO; who takes care ofHMIS? 

3. If yes how many staffs are in the unit? Head, ___ _ Others ___ _ 

4. What is their training? Basic Statistics D Upgraded D No special training 0 
5. Is there clearly defined written guidelines of their; Put Y in the box if you have and N 

ifnot. Training requirement D Job description D CareerD 

6. Do you believe your HMIS unit is adequately organized? 



Adequate Noouate N A for the purpose 

Staff D D 
Space D D D 
Logistics D D D 

7. IF your answer is NA put your opinion. ___________ _ ____ _ 

8. What system do you utilize for your HMlS? 

Manual ___ Computerized ___ Combined ___ _ 

9. How convenient do you find them1 

Very help full __ Helpful ___ Difficult to manage __ 

Manual 

Computerized 

Combined 

10. Please give your reasons for you answer of question9. 

11 How functional do you think is the unit? Effective D 

12. IFweak, is your answer please give your reasons. 

weakD 

13 . What mechanisms do you have to ensure participation and information sharing with your 

community? 

Kebele administration D CHW D EdirsD volunteers D otherD 

14How frequently do you make use of this relationship? Regularly DIfnecessary Qarely C 

15. Do you have a defined area or population to serve!? Yes D NoD 
16. What enforcement tools do you have to monitor data collection & reporting of health 

facilities and administrative units? 

Incentive _____________________ _ 

Disincentives. (e.g. renewal of license) ____ ______ _ 

Not yet designed _______ _ 

Others specifY __________________ _ 



17. Are you familiar with the current National Policies? 

Health Policy 

Drug Policy 

Population Policy 

Women policy 

HTY/AIDS policy and strategy 

Technical 

Yes 

D 
D 
D 
D 
D 

No 

C 
o 
D 
D 
D 

18. How frequent do you use computerized HMIS? AlwaysD Frequently D Rarely D 

19. How much do you think you have benefited from the computerization of your HMIS to bring 

change in the generation and utilization of health information? Significantly D Poorly D 

20 Ifpoor is your answer, what is the problem? _ ________________ _ 

21 . How frequent do you face any shortage offormats for data collection? 

UsuailyD RarelyD NeverD 

22. What is your opinion about the convenience of recording on the current formats in use? 

Easy to handle D Difficult to understand D Time taking D 

23 . Did you participate in the design of the standards and formats of the HMIS? Yes D No D 

24. Is there definite time for report submission and receiving? Yes D No D 

25 .How efficiently does the time schedule work? Usually D Rarely DNot at all D 

26. Who collects and analyses the reports you receive from your respective institutions? 

27. Do you have the International Code of Disease {ICD}at your hand? Yes D No D 

28. How do you assure that service giving institutions use ICD in their daily activity registration? 

29. Do you have supervision cheek list? Yes D No D 

30. Do you have regular programs for supervision? Yes D No D 

31 . How frequent is you supervision program? 

Monthly D Quarterly D No definite time schedule D 

32. Who performs supervision? 

Organized team ____ _ 

Others specify _____ _ 



33. How efficiently does the team supervise? Effective D Satisfactory D poor [J 
34. If poor is your answer please put your reasons. _______________ _ 

35 . Do you think you have enough capacity to collect reliable data and generate the required 

information? Yes D No D 

36. If No, is your answer, please give your reasons 

37. Do you have established standards & guidelines or procedures In treating the following 

disease? Yes No 

ARl D D 

TB D D 
Diarrhea 

D D 
Obstetric emergencies 

D D 
High-risk mothers 

D D 
Others - drug mgt, 

D D 
Behavioral 

38. How timely do you collect/get data from your respective health institutions? 

TimelyD Delayed D Very delayed D 

39. What percent of health coverage does the private sector account for? _ % NA NA 

40. What percentage of your a facilities have submitted their monthly report for the last 3 

month? 

i) Health Institutions %, NA __ _ 

iii) Public, _ _ __ % NA. __ _ 

iv) Private ____ % NA, __ _ 

41. IfNA; what is the possible reason you can site? ________________ _ 

42. What do you do with the data you get? 

a. Analyze to use it in our department. D 

b .Collect and send them up for analysis.D 

43. What is your observation on the trend of the following? 

Diabetes Mellitus 

Malnutrition 

Increasing 

D 
D 

Decreasing 

D 
D 

Not computed 

D 
D 



Accidents 

ARI 

TB 

D 
D 
D 

D 
D 
D 

44. If analyzed give examples - (graph, chart, tables etc) 

C 
LJ 
D 

45 . Do you use the information for design of plan in your own work? YES D NO D 

46. How timely do you send your reports? Timely D Sometimes delayed Dusuallydelayed 0 
47. Are there any problems to prepare &submit your report? YesD No D 
48. If yes could you list the problems you face in recording and reporting? Put X on the factor 

you consider is most influentiaL 

- Institutions do not send their reports on time __ _ 

- The reports received are of poor quality __ _ 

- Lack of time _ _ _ ___ _ 

-Lack of staff commitment ___ _ 

- Lack supervision & feed back _____ _ 

- Lack facility (formats, guidelines, lCD, staff, computer etc) _____ _ 

-Others, specify _ _ ___ _ 

49. Do you have any evidence of supervisions analyzed? Yes D No D 

50. What percent of the health institutions have been supervised for the last 6-month? 

Hospitals ----­

Clinic --------

Health Centers ----­

Training Center --------

51. What surprising findings were identified? 

Pharmacies ------

52. Do you get feed back on the reports you send up? Yes D 

53. In what forms do you get feed backs from the RHB? 

Written D analyzed reports D GraphsD OthersD 

54. What are your observations on the feedback you obtain from the RHB to improve 

your performance? 

Strongly adequate D Not adequateD 

Adequate D Not responsive to our requestD 

55 . What gaps do feel between the information you need and you have, obtain or generate? 



56.How can the infonnation system be improvedo ________ ________ _ 

If you have any comment please to add. 

Thank vou. 



ANNEX 2.3 

Questionnaire 3 

Health Institution (facility) 

Name of Health sub-city ______________ _ 

Name of Health facility _____ _ _________ ___ _ 

Type of Health facility 

Hospital 

Clinic 
o 
o 

Health center 

Health post 
D 
D 

Ownership public D private D NGO D 
Respondent' s position------------------------------ Title/ occu pation-----------------­

Educational status: Primary D Secondary D CollagelUniversity D 
Structural-

1. What is your major means of communication with Regional or Sub-city Health Bureaus? 

Very often Often Rarely 

Feed back on reports D D D 

Supervision D D D 
Others (seminars, meeting etc) D 

D D 
No communication 

D 
2. Is there separate unit for data collection and information processing? 

3. If your answer is NO; who is responsible for the unit? _ _ _ _________ _ 

4. If yes; are there guidelines on the objectives, responsibilities, and job 

description of the unit and personnel assigned? Put yes if you have all? 

YesD NoD DKD 

5. Do you think your Health Infonnation unit IS adequately equipped to generate the 

necessary infonnation? Yes D No D DKD 

6. IF No is your answer what most does it lack? 

Trained staff D Office D 

Equipment D Logistics D 

Others, _ _______________________ __ 



7. How do you get information /Tom the community in case of health emergency or epidemic" 

kebeleO CHW 0 Individuals reportO Not designedC 

8. Do you have specific catchments area for your service? YES 0 NO 0 
9. Are there any records of supervision &/or feed back /Tom the RHB or Sub-City Health 

Department? YES 0 
10 .lfyes is your answer; what were the major issues? _ ____________ _ 

Technical 

1 I. Who records your daily activities and the services provided? 

[myself 0 Other health professionals 0 

Trained personnel- 0 clerk 0 Others 0 
12. Do you have the International Code of Disease {ICD} with the professionals and 

data collectors? Yes 0 NoO 

13 . Do you have any problem with the current leD? Yes 0 NoD 
14. If yes is your answer, what are your reasons? 

Lack of uniformity in definition 0 Lack of interpretation 0 Missing of code 0 
Others specity _ ___________________ _ _ 

15. Do you think you have enough diagnostic facility? 

16. Do you have standard formats based on category? 

E.g. Reporting form 

Tally sheet 

Yes 0 
Yes 0 

Yes 0 NO O 

17. What is you opinion about the convenience of recording on the current formats? 

Simple and complete 0 Difficult to manage 0 
18. lf your answer is difficult to manage please give your reasons. _____ ___ _ 

19. Do you think you have enough capacity to collect reliable data? 

Yes 0 NoO 

20 lfNo is your answer what do you lack? Faci lity 0 Staff 0 Time 0 
21 How often do you run short of reporting formats? Usually 0 Rarely 0 Never 0 



22. Do you have established standards & guidelines or procedures in treating the following 

disease? Yes No 

ARI 0 D 
TB 0 0 
Diarrhea 0 0 
Obstetric emergencies 0 0 

23 Do you have computer system for generating and utilization of health information? 

yeS D NoD 

24 If YES is your answer, how far do you think you have benefited from the system? 

Very helpful to analyze data and generate new information D 
Helpful to sum-up data 0 
Poorly utilized 0 

Behavioral 

2S . How often do you register the health activities Iservices rendered? 

Routinely 0 Rarely 0 No at all 0 
26. Have you collected & submitted statistic reports for the last 3monthes? 

Yes 0 NoD 

27. If yes, can you show as your copies? 

Yes 0 No 0 
28. What do you do with the data you collect? 

Analyze it D Transfer its Sum D 
29 If analyzed can you give examples - (graph, chart, etc) 

30. What are the most fife prevalent diseases report in your institution? Put them in accordance 

of their prevalence. ---------------------, --------------------------------------------------------,-

-------------------------------,---------------------------------,--------------------------------------

31. Who uses the information you generate? 

The health institution 0 Higher management 0 I don 't know 0 
34. Do you have any problem to prepare &submit the report? YesO NOD 

3S [f yes could you list the problems you face in recording and reporting? 

Lack of staff's knowledge.-

Very often 

D 
Often 

o 
Rarely 

o 



Lack of time--

Lack of staff' s commitment 

Lack supervision & feed back 

Lack facility (fonnats, lCD, staff, computer etc)--­

Others ,specifY------------------

D 
D 
LJ 

D 
D 
D 

36. What is your observation based on your data analysis about the following? 

c 
o 
D 

Increasing Decreasing Not computed 

Diarrhea D 
ARI D 

Diabetes Mellitus D 
Malnutrition D 

D 
D 
D 
D 

37. If not computed is your answer please give your reasons 

38. Do you have list of defaulters ofTB in the last 3 month? Yes D 

D 
D 
D 
D 

39. If NO, can you site the reasons? ____ ___ _ ______ _ _ 

40. If yes, how often do you use them for follow-ups? 

Always (often) D Usually D Rarely D Not at allD 

NoD 

41. Do you know what reportable or notifiable disease means Yes D No D 

42. Have you ever reported of reportable diseases? YesD No D 
43 . How much of your time do you devote for data collection? 

Very long D Long D ManageablU 

44.How much do you think the staff is committed to collect and prepare report s? 

Very committed D Committed D poorly committed D 

45. Do you take data collection as part of you duty? Yes D No D 

46. What is your opinion on the time and effort spent for data collection on the 

improvement of health service!? 

Strongly necessary D Necessary D Not necessaryu I D K D 

47.Do you feel any gap between the services you provide and the report you generate with the 

available data? Yes D No D 

48 If Yes is your answer, What are the possible reasons? 

Services are not fully recorded D 

Data are not recorded correctly D 



Data are not properly recorded and compiled 0 
Others specify _________________________ _ 

49 How can the existing health information system be improved? ________ _ 

50. Please add here any thing you want to add. ------------------------------------------------------------
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