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Foreword

These Health Information System (HIS) Guidelines are the first to be developed by
the Tanzanian Ministry of Health, Community Development, Gender, Elderly and
Children (MoHCDGEC). They were developed through an inclusive, participatory
and consultative approach intended to ensure ownership, commitment and
leadership by the key stakeholders. The document responds to the aspirations
of the Health Sector Strategic Plan Il (HSSP, July 2009-June 2015) as well as
recommendations from various assessments, reviews of the existing Tanzania
policy frameworks, a needs-assessment conducted with relevant ministries and
partners, and a review of international best practices.

An earlier assessment done in 2008 to inform the development of the HSSP |
identified a weak regulatory framework for the health information system. This
was subsequently confirmed by a needs assessment to inform the development
of the HIS Guidelines conducted in 2016. One of the biggest challenges facing
the health information system in Tanzania is the lack of coordination within
the health sector. Different pieces are managed by different authorities both
inside and outside the MoHCDGEC. As a result, the health information system
in Tanzania has not been able to perform up to government and stakeholders’
expectations.

The goal of the National HIS Guidelines is to strengthen coordination of the HIS
in Tanzania. A strong HIS is necessary for effective management of health care
services, government accountability, transparency, and governance. They also
provide the information needed to measure the impact of health policies in the
country.

Specific objectives of these guidelines are to provide clear guidance on and
standards for: routine data collection and data quality; analysis and use of health
data for decision-making; data confidentiality and security, and data ownership,
sharing and dissemination. Other objectives are to address the fragmentation
of the HIS by developing interoperability and integration standards; reduce
the health information burden on health care workers through automation and
streamlined systems; ensure interoperability between the health management
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information system and all other health sector information systems; increase
accessibility and use of all available data for decision-making, and finally, to
define roles and responsibilities for actors at all levels of the HIS.

This document will be the guiding reference for managing the flow of health
data through an integrated HIS in Tanzania. It will also facilitate and shed light on
the responsibilities of different institutions and stakeholders. | invite you all to
read and use this document.

=
Prof. Muhammad Bakari Kambi
THE CHIEF MEDICAL OFFICER - MoHCDGEC
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Glossary of terms

Coverage

Demographic surveillance

District Health Information
System (DHIS)

District Health Information
System Version 2 (DHIS 2)

Health facility

Health facility closure and
sign-off

Health Information System
(HIS)

Health Management
Information System (HMIS)

The extent to which an intervention is 1) being
implemented in the right places (geographic coverage)
and 2) is reaching its intended target (population
coverage.

The process of defining risk and corresponding
dynamics in rates of birth, death, and migration in a
population over time; surveillance systems are often
set up around specific intervention studies and later
converted into standing demographic surveillance sites
that can form a platform for further studies

Open-source software platform for reporting, analysis
and dissemination of data for all health programmes,

developed by the Health Information Systems
Programme (HISP) in Oslo, Norway
Second version of the District Health Information

System

Refers to places that provide health care, such as
clinics, dispensaries, health centres and hospitals—
both public, Faith-Based Organizations (FBO) and
private

Following iHFeMS guidelines, a health facility will have
to undergo a “closure and sign-off” procedure to be
considered “fully electronic” and graduate from the
paper-based reporting system

According to WHO, health information systems have
four main functions: data generation, compilation,
analysis and synthesis, and communication and use.
The health information system collects and analyses
data from the health and other relevant sectors in
order to convert it into information for health-related
decision-making

A general term that applies to all systems, it refers to a
routine paper-based or electronic system that collects
information from health facilities and communities
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This term refers to skilled health care providers at
Health workers at the community level. Also known as Community
community level Health Workers (CHW) as described in the National

Community-based Health Program documents

A comprehensive, integrated information system

Hospital Management designed to manage all the aspects of a hospital’s

Information System operation, such as medical, administrative, financial,

(HoMIS) and legal issues and the corresponding processing of
services

A measure of the frequency with which new cases
Incidence of illness, injury or other health conditions occur in a
specified population during a specified time period

A quantitative or qualitative variable that provides a
valid and reliable way to measure achievement, assess

Indicator
performance, or reflect changes connected to an
intervention
A strategy originally developed by WHO-AFRO to
integrate and streamline common laboratory and
Integrated Disease surveillance activities across diseases, as surveillance
Surveillance and Response  activities for different diseases involve similar functions
(IDSR) (detection, reporting, analysis and interpretation,

feedback, and action) and often use the same
structures, processes and personnel

Mfumo wa Taarifa za Uendeshaji wa Huduma za Afya,
MTUHA an official approved Swahili abbreviation of Health
Management Information System (HMIS) in Tanzania

The total number or proportion of people living with a

Prevalence L . . .
specific disease or condition at a given time

This term is used in this document to refer to all health
Private health facilities facilities that operate as “private for-profit”“or as “Faith-
Based Organizations”

Monitoring of rate of occurrence of specific diseases
or conditions to assess the stability or change

in health levels of a population; also, the study

of disease rates in a specific cohort such as in a
geographic area or population subgroup to estimate
trends in a larger population
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1. Introduction

1.1 Introduction

Strong health information systems (HIS) are a necessary component of a health
system. According to WHO, a health information system has four key functions:
“data generation, compilation, analysis and synthesis, and communication and
use”. Ultimately a HIS collects health-related data from the health sector—
in Tanzania this includes the Ministry of Health, Community Development,
Gender, Elderly and Children (MoHCDGEC), President’'s Office of Regional
Administration and Local Government (PO-RALG), the Ministry of Finance and
Planning, the National Bureau of Statistics (NBS), and the Registration Insolvency
and Trusteeship Agency (RITA), among others—and converts it into information
that can be used for health policy and decision-making.!

The importance of the HIS has been recognized by the Government of Tanzania
through the MoHCDGEC. The 2007 National Health Policy? and the Health
Sector Strategic Plan (HSSP) IV emphasized the importance of collection and
use of data for policy and decision-making.® In Tanzania the term “monitoring
and evaluation” is often applied to a systematic approach to collecting, storing,
analysing, and using information to support management of health delivery
systems and to monitor the performance of the government's local and
international commitments.

The HIS in Tanzania consists of many data systems, most of which can be
divided into health institution—based data and population-based data.

1.2 Need for HIS Guidelines

One of the biggest challenges facing the HIS in Tanzania is the lack of
coordination within the health sector. Separate vertical systems and different
pieces of the health information system still operate both inside and outside
the MoHCDGEC. For example, disease-specific surveys are conducted
in collaboration with development partners (Human Immunodeficiency
Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS) Indicator survey,
Demographic and Health Survey, Malaria Indicator Survey, Step-wise Approach
to Surveillance (STEPS) survey); population health surveys, including household
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budget surveys, as well as the census, are managed by the NBS in collaboration
with the MoHCDGEC and the Tanzania Commission for AIDS (TACAIDS); the
vital registration system (birth and death registration) is administered through
the Ministry of Constitution and Legal Affairs within RITA, and the resulting
vital statistics are managed by the NBS. Other information systems such as
human resources, logistics, and laboratory are also managed by their respective
sections or directorates.

To begin addressing this challenge, the MoHCDGEC brought much of this
health information data into MTUHA through the Monitoring and Evaluation
Strengthening Initiative (MESI). As Tanzania moves towards a health sector that
collects electronic individual-level information, rather than one focused mostly
on aggregated health data, there is also a need for guidelines to facilitate this
shift. The National eHealth Strategy and the Tanzania Digital Health Investment
Road Map (2017-2023) both indicate that Tanzania’s health information system
will be focused on gathering client-level data, while also continuing to use
aggregated data to inform policy and operations decisions. The MoHCDGEC
is implementing a facility electronic management system that will contain
individual-level patient information.

Further, while the MoHCDGEC provides policy guidance for the health system,
primary health facilities are managed by local government authorities overseen
by PO-RALG. Recently PO-RALG, working with the MoHCDGEC, has developed
and begun to roll out a hospital-based electronic system that can collect individual
patient data. While the MoHCDGEC and PO-RALG have the Integrated Health
Facility Electronic Management Systems (iHFeMS) guidelines* and standards
to implement eHealth initiatives in public and private facilities, calls for a
national guiding document in line with these HIS policy guidelines have been
consistent—as is evident in HSSP Ill and IV. The increasing use of electronic
health records and other information and communication technology (ICT)
systems for collecting, managing and analysing data have highlighted the need
for clear standards to manage electronic data systems and provide guidance
for data-sharing and confidentiality. This has been reinforced by the passage of
the Statistics Act in 2015, which gives the NBS sole authority to publish official
statistics.®
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In general there has been an absence of clear guidance on many aspects of
the health information system. The health sector is working to address these
issues. Efforts are underway to develop a comprehensive health information
exchange that all the data feed into and where different data sources can be
easily accessed by those who need them. These HIS guidelines are based on:

i.  Recommendations from multiple assessments of the Tanzanian health

information system

i. Areview of the existing Tanzania policy frameworks

iii. A needs assessment conducted by the MoHCDGEC and partners

iv. Areview of international best practices

The needs assessment conducted in November 2016 generated a
recommendation to develop the health information system guidelines and
provided additional guidance on what to include in the guidelines. Some of the
recommendations to be considered in the developed guidelines are categorized
as:

Data collection and quality:
¢ [ntroduce an electronic data collection system at the facility level
e Revise data collection and reporting tools so they are uniform and readily
available
e Harmonise related surveys so that concepts and definitions are similar
across surveys

Data analysis and use:
e Promote data analysis and data use
® |ncorporate data analysis tools into the electronic data collection system

Data security and confidentiality:
® Provide guidance on archiving and data security for paper-based forms
e Protect data by providing passwords to staff according to their roles in the
health information system
e (Clearly stipulate legal consequences for breaches of confidentiality

Data sharing:
e Ensure that health data can be easily accessed by all relevant stakeholders
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e Specify that all health data collected from all health facilities are ultimately
owned by the government

1.3 Objectives of the HIS Guidelines

The goal of the national Health Information System (HIS) guidelines is to
improve the health of all Tanzanians through the strengthening of the health
information system. Strong health information systems are necessary for
effective management of health care services, government accountability,
transparency, and good governance. These guidelines will focus primarily on the
Health Management Information System (HMIS), known in Swabhili as Mfumo
wa Taarifa za Uendeshaji wa Huduma za Afya (MTUHA), and they will also cover
community health, census, vital statistics, survey data, and the interoperability
of administrative and service data systems. These guidelines will be reviewed
as deemed necessary.

Specific objectives of these guidelines include:
1. Provide clear guidelines and standards for:
¢ Routine data collection and data quality
e Analysis and use of health data for decision-making
Confidentiality and data security
e Data ownership, sharing and dissemination
e Access to health care data
2. Resolve fragmentation of the health information system by integrating and
coordinating health institution-based data systems
3. Ensure interoperability of all other health sector information systems
Increase accessibility and use of all available data for decision making
5. Clearly define roles and responsibilities for actors at all levels

Ea

1.4 Background on the Tanzania Health Information System

Heath Information System development began in the early 1990s, when MTUHA
was developed as a supporting tool for health sector reforms in Tanzania. MTUHA
was fully rolled out to all regions in 1997 as a paper-based data-collection system
with the aim of integrating and harmonising other subsystems. Unfortunately,
challenges including limited human and financial resources meant that MTUHA
was not responsive to the information needs of the MoHCDGEC and other health
stakeholders. As a result, vertical programmes such as HIV/AIDS, tuberculosis,
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and immunization invested in strengthening their own health management
information systems, thereby catalysing multiple, duplicative data collection and
reporting subsystems.

At a global level, WHO's Health Metrics Network provided a framework for
harmonisation of health information systems in low-and middle-income countries
that aimed to enhance the entire health information system rather than focus
only upon specific diseases. In 2008, WHO conducted an assessment of the
Tanzania Health Information System and found major gaps in funding, leadership,
qualified staff at the facility level, skills in data analysis and interpretation, and a
lack of computerized systems.®

The assessment, coupled with recommendations from reviews, led to increased
commitment by the MoHCDGEC. This was reflected in the establishment of
the MESI (2009-2015) which brought together monitoring and evaluation (M&E)
stakeholders around a five-year operational plan to modernise and strengthen
all aspects of M&E within the health sector.” Major achievements include
comprehensive revisions of data collection tools, upgrading MTUHA reporting
into a computerized system through the use of the DHIS2, and consolidation of
some vertical programme data into MTUHA.

1.5 Health Information System Data Sources in Tanzania
The health information system is a comprehensive and integrated structure that
collects, stores, collates, analyses, and disseminates health and health-related
data and information for monitoring and evaluating the performance of health
interventions. The health information system consists of separate parts that are
interrelated, interdependent, and work towards a common goal. In short, health
information systems can be summarized as follows:
¢ A health information system consists of health institution—based data and
population-based health data
0 Health institution-based data = administrative data + facility-based
data + community-based data. They include patient and facility records
(including infrastructure, supplies, human and financial resources),
disease surveillance and facility surveys
o Population-based data = censuses + vital statistics + household and
budget surveys + demographic surveillance
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Figure 1. Health Information System Data Sources

<

Population-based Institution-based

Source: Health Metrics Network

1.51

Health Institution—Based Data

The term "health institution—based data” refers to information created,
collected, maintained, transmitted or recorded by an organisation or
establishment, founded for the purpose of providing health-related
services. The primary sources of routine institution-based data are
administrative records such as human resource and financial data,
service records that include laboratory and logistics information, and
disease records in MTUHA and Integrated Disease Surveillance and
Response (IDSR); see Figure 1. While MTUHA collects data from health
facilities and community-based data from villages, private hospitals,
national, zonal and specialised hospitals use different data collection
platforms. As well, some vertical programmes collect data that are
richer than that currently collected by MTUHA.

Much work remains to coordinate these disparate data sources. Recent
progress in the integration of the health information systems has been
due to the introduction of the DHIS web-based system. Aggregated
health institution—based data for each facility is entered into DHIS in
some health facilities, or at the council level if facilities use a paper-
based data collection system. The current health sector strategic plan
makes the interoperability of data systems the highest priority of the
MoHCDGEC.®
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1.5.2  Health Population-Based Data
Population-based data implies all information created, collected,

transmitted or recoded from all elements, individuals or units meeting
the selection criteria in a particular area or place. In addition to the census,
currently, the major sources of population-based data are population
health surveys, which provide nationally representative information
on health status and access to health services. Major surveys include
the Demographic and Health Survey, Malaria Indicator Survey, the
HIV and the Household and Budget Survey (which is not primarily
health-focused). Censuses and household surveys are coordinated by
National Bureau of Statistics, which is responsible for the production,
coordination, supervision, and dissemination of official statistics, and
for the custodianship of official statistics in the country.5 The National
Bureau of Statistics works closely with the MoHCDGEC on the design
and analysis of health surveys.

Traditionally, critical information on the burden of disease in Tanzania
has come from demographic surveillance sites (and recently from the
Sample Vital Registration with Verbal Autopsy (SAVVY) survey). These
sites continuously and completely enumerate all demographic events
(births, deaths, cause of deaths, and migrations) in a geographically
defined population cluster to determine life expectancy, death rates,
and proportional mortality, among other factors. Securing funding
for these sites can be challenging, thus they may not be sustainable
sources of data.

Finally, vital statistics data on births and deaths promise to be a major
source of information on the burden of disease in Tanzania; however,
coverage is still too low to be relied on. While the Civil Registration
and Vital Statistics system is governed by the Registration Insolvency
and Trusteeship Agency, both the National Bureau of Statistics and the
MoHCDGEC have key roles in the system and are the main users of
the data. The government’s vision is to ensure all births and deaths
take place in health facilities, making the MoHCDGEC a key partner in
ensuring that these events are documented.9

A summary of data sources (institutional-based and population-based) in
Tanzania is appended (Appendix A).
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2. Data Collection and Quality

Background

Health institution-based data for most health facilities and all communities is
collected on paper, summarized, and transmitted to the councils. Council
Health Management Teams (CHMTs) enter the data into DHIS, oversee the
quality of data and provide supportive supervision to the facilities. Regional
Health Management Teams (RHMTs) provide oversight and technical support
to councils. Regional Referral Hospitals (RRH) receive supervision and technical
support from the MoHCDGEC. At the national level, the MoHCDGEC is
responsible for setting data collection procedures, including any changes to data
collection tools, and for ensuring the quality of data collected through MTUHA.

Clear and simple data collection procedures enhance data quality.’® The four

domains of data quality are:

1. Accuracy: do the data reflect what is really happening, and are they free of
error?

2. Completeness: percent of reports received and proportion of data elements
reported from each level of the health system

3. Timeliness: reporting according to stated deadlines

4. Consistency: ensure all reporting entities use and fill-out the reporting tools
as required and maintain the required standards across reporting tools

These guidelines build on the existing guidance and resources already available.
Resources include:
¢ Data collection resources: Directions for data collection are provided in
the MTUHA books
e Data quality resources: 2016 Data Quality Guidelines provide detailed
guidance on measures to improve data quality as well as tools for data
quality assessments (DQAs) and routine data quality improvement (for
council, regional and national levels)
¢ National Supportive Supervision tool: This provides guidance on how
supervision should be conducted at all levels of service delivery
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Gaps

The multiple, proliferating and unconnected data systems lead to an increased
burden on health facility workers. Most health facilities do not have designated
data collection staff, so clinical staff must take extra time to complete numerous
forms. The staff is often not adequately trained on the systems, compromising
the quality of the data. The paper-based nature of the system also increases the
chance of human error when transferring data from paper registers to tally and
summary sheets and then finally into DHIS. Efforts to improve data quality, such
as DQAs, are also uncoordinated across programmes and can burden staff.

This chapter provides guidance on:
e Community level data collection
¢ Facility, council, regional and national level medical records
e |aboratory Management Information System
¢ |ntegrated Disease Surveillance and Response
¢ |ogistics Management Information System
e Human Resources for Health Information System
e Population Health Surveys
¢ Civil Registration and Vital Statistics system

2.1 Community-Level Data Collection Guidelines
2.1.1  Collection and Reporting Tools
Health workers at the community level shall communicate data
collection/reporting tool needs regularly with the health facility in-charge
and local government leadership. Recording registers will be used
to record events of public health importance and be communicated
IMMEDIATELY. The register and monthly summary data forms will link
with online reporting forms in the DHIS database.™
2.1.2  Initial Data Entry:
a. Health workers at the community level shall be responsible for
completely filling out MTUHA Book Number 3.
b. All other data for other information systems shall also be entered
immediately upon collection.
2.1.3 Data Reporting—Refer to Appendix D (Community-based health
programme data flow diagram)
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a. Every month, health workers at the community level shall compile
the summary report and submit it to the health facility in-charge. The
health facility in-charge shall compile all reports from community-
level health workers and submit them to the CHMT. For notifiable
diseases, conditions and events that require immediate response,
the community health worker should report to the nearby health
facility of the local government authority IMMEDIATELY.

b. Where technology is available, under the supervision of the facility
in-charge, health workers at the community level shall enter the
information into a tablet/data collection device that will link to the
relevant databases (DHIS, HRHIS).

c. Health workers at the community level shall also submit a copy of
the summary report to the Village Executive Officer and retain a
copy for records.

2.1.4 Quality Checks

a. All data submitted by health workers at the community level shall be
checked and verified by the facility in-charge before submission to
the CHMT.

b. Where electronic data entry technology is available at the community
level, the facility in-charge shall conduct monthly data quality checks
to ensure timeliness, completeness, consistency and accuracy.

2.1.5 Timeliness

Data shall be submitted from the health workers at the community

level to the health facility in-charge by the fifth of the month following

the reporting month. In addition, data for epidemic-prone diseases and
events of public health importance should be reported immediately, and
the summary should be submitted by the fifth of the month following
the reporting month.

2.1.6  Feedback

Feedback, once received by the health facility in-charge from the CHMT,

shall be provided by the health facility in-charge directly to the health

worker at the community level, who will also communicate with the
community for any necessary preventive and control measures.

2.2 Facility-Level Medical Records
2.2.1  Collection and Reporting Tools
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2.2.2

223

a. Providers at facilities shall be responsible for recording the details
of each patient encounter in only one medical system (i.e. paper-
based or electronic medical system that is compliant with iHFeMS
standards).

b. Facilities still using paper-based data collection tools shall include in
their budget funds to purchase all tools for collection and reporting
forms from the central government printer, as part of devolution of
reporting to the health facility.

Initial Data Entry

a. Providers shall be responsible for completely filling out applicable
MTUHA patient registers and tally sheets at the same time a patient
is seen (intake/discharge), as directed in the instructions in the
registers.

b. Facilities in the initial process of implementing iHFeMS-compliant
electronic systems should retain the paper-based data collection
system until the final sign-off procedures are complete, as described
in iHFeMS guidelines and standards.

c. Infacilities that are fully electronic (i.e. have received iHFeMS closure
and sign-off), providers shall be responsible for completely filling out
the electronic system as required.

d. Facilities shall only collect and report health information electronically
if they officially comply with iHFeMS standards and have completed
each step of the approval process including software acquisition,
readiness assessment, procurement, training, piloting, deployment,
closure and sign-off.

Quality Checks

All data quality checks shall be performed as specified in the most

recent version of the DQA guidelines. This includes:

a. Health facility in-charge shall supervise weekly data quality checks to
ensure timeliness, completeness, consistency and accuracy.

b. Errors reported shall be corrected and the change documented.

For fully electronic facilities, built-in data validation and quality check
rules in the database shall apply.

d. Facilities shall have at least two staff members trained on data
quality improvement. This number may be higher at larger facilities
with larger patient throughout.
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2.2.6

2.2.7

_ o}

Data Reporting
a. Facility in-charge shall be responsible for filling out summary reports

and ensuring completeness and accuracy of information before

submitting summary reports to the database.

b. Facility in-charge shall send aggregated data summary to the council
or enter directly into DHIS on a regular basis.

c. Any reports generated through an iHFeMS system must comply
with government requirements (e.g. MTUHA).

d. Individual information:

e Upon initial collection of client information, the client’s identifying
information shall be sent to the National Health Client Registry
database.

e A unigue Medical Record Number shall be generated by the
electronic medical system for each new patient registration.

e All identifiers linked to clinical information collected by the health
provider and sent to a shared health record shall only be visible to
the provider.

e All clinical information collected by the health provider and
reported to a third party shall be de-identified, unless consent is
provided by the patient to share information with a third party.

Accountability

a. Facility in-charge shall cross-check summary data reporting form
and approve it. In fully electronic facilities, the facility in-charge or
other authorized personnel will be responsible for submitting facility
reports to the database.

b. The facility in-charge shall be held accountable for the deliberate
falsification of data. Penalties shall be in accordance with the National
Statistics Act of 2015.

Timeliness

a. Data reporting forms from the previous month shall be due in paper
form to the council by the seventh day of each month or entered in
DHIS by the 14™ day of each month.

b. In fully electronic facilities, data will be available as it is entered in the
system.

Feedback

Heads of facilities shall report to their respective CHMT any issues with

data collection systems that impede the collection of high-quality data
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in both paper-based and electronic systems. Feedback reports provided
by the CHMT shall be implemented by the facility within the suggested
timeframe from the CHMT and maintained in the facility for at least one
year.

2.3 Council-Level Medical Records

2.3.1 Data Collection and Reporting Tools
CHMTs shall ensure that health facilities have planned and budgeted
for data collection tools and/or upgrades, maintenance and repairs to all
routine data collection systems (including hardware and software) are
included in the Comprehensive Council Health Plans (CCHPs).

2.3.2 Data Receipt and Entry
The M&E Officer/MTUHA focal person shall enter the data provided by
public, private and FBO health facilities into DHIS (in the case of paper-
based systems); and ensure summary reports are submitted to DHIS,
for fully electronic facilities. CHMT staff are responsible for ensuring
that all facilities submit their monthly reports on time.

2.3.3 Data Validation
All facility-level data shall be validated by CHMT members responsible
for data on a regular basis, as specified in the National Guidelines for
Health Data Quality Assessment.’ All DQA reports must be uploaded
into DHIS.

2.3.4 Timeliness
The CHMT shall contact any health facilities that have not submitted
their reporting forms after the seventh of the month. Health facility
data from the previous month shall be entered into DHIS by the 14" of
the month.

2.3.5 Quality Assessments
The CHMT shall conduct a DQA at each health facility in the council
at least once a year and at district-level hospitals once each quarter.
Priority shall be given to those health facilities with the lowest quality
scores on DHIS quality checks.
a. Paper-based: Data quality assessments for paper-based data

collection shall follow the detailed guidance provided by the National
Guidelines for Health Data Quality Assessment.

HEALTH INFORMATION SYSTEM GUIDELINES (HISG) I




2.3.6
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2.3.8

b. Electronic health records: Standard operating procedures shall be
developed for DQAs using electronic health records. However, the
DQA guidelines embedded in current electronic systems should be
followed.

Feedback to health facilities

Clear feedback on the quality of facility data shall be given from the
CHMT to the health facilities, including feedback on data timeliness,
completeness and accuracy. Feedback shall be given on a monthly
basis to correct incomplete or inaccurate data, as well as annually as
part of the DQA. Feedback shall be in written format and must be kept
for one year at the facility.

Feedback on data quality shall include the following information:

e Comparisons to other facilities in the council

e Changes in data quality over time

e Recommendations for improvement and action plan

Report to Regional Level

CHMTs shall report to the Regional Health Management Team (RHMT)
any issues with data collection systems that impede the collection of
high-quality data.

Supportive Supervision

Each health facility shall receive quarterly supportive supervision from
the CHMT. This supervision should use existing supervision tools.

2.4 Regional-Level Medical Records
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Data Validation

Council-level data shall be validated by RHMT members responsible for
data on a regular basis, as specified in the National Guidelines for Health
Data Quality Assessment.

Data Quality Assessments

RHMTs shall conduct annual DQAs for councils.

Data Review Meetings

RHMTs shall conduct data quality review meetings, including all CHMTs
in the region, at least twice per year to review data quality challenges,
best practices, recommendations to improve data quality, and the
implications of poor data quality on decision-making. These meetings
shall follow guidance provided in the DQA guidelines.
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2.4.4  Feedback to Councils
Clear, written feedback on data quality shall be given from the RHMT to
the council, including feedback on timeliness, completeness, accuracy
and how the facility/council compares to others in the region, how
its performance has changed over time, and recommendations for
improvement.

2.4.5 Report to National Level
RHMTs shall report data collection systems issues that prevent the
collection of high-quality MTUHA data to both the MoHCDGEC and PO-
RALG. Feedback shall be given as needed and as part of data review
meetings.

2.4.6  Supportive Supervision
RHMTs shall conduct supportive supervision to each CHMT, quarterly,
using existing supervision guidelines. All visits must be documented
by the RHMT and shared with the council. RHMTs shall enter the visit
report, actions taken, and follow-up steps into DHIS.

2.5 National-Level Medical Records—MoHCDGEC
2.5.1 Changes to the Data Collection System

a. The MoHCDGEC shall be responsible for making changes and/
or updates to MTUHA. Major changes in the way that health
institution-based data are collected, such as a switch to electronic
health records, shall be coordinated by the Directorate of Policy and
Planning and the ICT unit at the MoHCDGEC, in collaboration with
the health and ICT departments at PO-RALG.

b. The MoHCDGEC shall work with national, zonal, regional and
specialized hospitals to ensure they have appropriate reporting tools
that are aligned with the type of services they provide.

2.5.2  Integration of Data Collection Systems

All routine health program data collected at the facility level must be

incorporated into the existing data collection infrastructure coordinated

by the MoHCDGEC and the health and ICT departments at PO-RALG.
2.5.3 Review of Data Collection System

The MoHCDGEC shall coordinate regular annual reviews and major

reviews, every three years or as needed, of facility data collection tools to

ensure that they meet the needs of programmes and local government
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2.5.7
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and don't overburden facility staff. Reviews shall be conducted in

conjunction with programmes, the M&E section and PO-RALG.

Data Collection Tools

The MoHCDGEC, in addition to developing the final data collection tools

and updating them as needed, shall print the tools and deliver them to

the Medical Stores Department.

Health facilities shall order the tools from the Medical Stores Department

to ensure that their facilities are adequately stocked.

Data Quality Assessment Guidelines

a. The MoHCDGEC shall be responsible for developing and updating
DQA guidelines, particularly adapting current guidelines for electronic
health records, and providing uniform DQA tools.

b. All health programmes shall use the current approved national
DQA guidelines for quality assessment activities of programme
data.

Coordination of Data Quality Improvement Efforts

The MoHCDGEC shall be responsible for coordinating the efforts of

implementing partners and other stakeholders to improve the quality of

MTUHA data.

Data Validation in DHIS

Specific guidance on data validation shall be provided in the DHIS Data

Quality Assurance guide. The Directorate of Policy and Planning of the

MoHCDGEC shall regularly run data validation checks in DHIS on a

sample of regional data each month. Any data that do not meet the

validation rules should be reported to the RHMTs.

Data Quality Assessment

a. The MoHCDGEC, in collaboration with PO-RALG, shall conduct at
least one DQA in each region every year. Regional DQAs should
cover all councils and visit at least three health facilities in each
council: a dispensary, a health centre and a hospital. Health program-—
data DQAs should be coordinated with the Directorate of Policy and
Planning (M&E), program M&E officers and with M&E officers at the
region and council levels to ensure that facilities are not duplicated
and/or overloaded.

b. The MoHCDGEC shall conduct DQAs for RRHs each quarter.
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2.5.9 Data Review Meetings
The MoHCDGEC shall coordinate annual data quality review meetings
in each region, jointly with the health department of PO-RALG, to
review data quality challenges, best practices and recommendations to
address data quality issues. These meetings should follow the guidance
provided in the DQA Guidelines.

2.5.10 Feedback
Feedback shall be given from the MoHCDGEC to PORALG, which
shall communicate the feedback to the RHMT on the quality of data
according to national DQA guidelines along with recommendations for
improvement. Feedback shall be given immediately, as needed, and
shall be documented in DHIS.

2.5.11 Data Locking
Within 30 days of the end of the year, all data will be locked in DHIS.
This applies to data entered through both electronic or paper-based
systems. Changes to the data can only be made beyond this point if
approved by the MoHCDGEC.

2.6. National-Level Medical Records—PO-RALG
2.6.1 Data Collection and Reporting Tools
PO-RALG, through its health department, in collaboration with the
MoHCDGEC, shall ensure that all CCHPs have a line item for MTUHA
data collection and reporting tools as well as information technology
(IT) and hardware and software infrastructure for DHIS and other health
information systems.
2.6.2 Coordination with HIS
a. PO-RALG, in collaboration with the MoHCDGEC, shall ensure
that any new data collection or management system put in place
in facilities should be interoperable with MTUHA and not create
additional work for facility staff.
b. PO-RALG shall work with the MoHCDGEC to ensure that the
MTUHA meets their needs and is updated as needed.
c. PORALG shall be responsible for coordinating partners dealing with
health data/HIS at the regional level and LGAs.
2.6.3 Data Quality Assessments and Validation
a. PORALG shall ensure that CHMTs and RHMTs adhere to the DQA
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guidelines.

b. PORALG shall ensure all health programmes at LGAs are using the
current approved national DQA guidelines for quality assessment
activities of programme data.

c. PORALG shall be responsible for running data validation for councils
and regions.

Facility and Council-Level Financial Records

All budgeting and financial information related to income and
expenditures shall be entered into DHIS2.

All information recorded at the facility level in MTUHA Book 2 shall be
entered into DHIS2.

The MoHCDGEC shall work with PORALG and the Ministry of Finance
to ensure that the Facility Financial Accounting and Reporting System is
interoperable with DHIS2.

Laboratory Management Information System

The MoHCDGEC's laboratory subdivision shall ensure the laboratory
Information/data systems are interoperable. Specimen intake and
laboratory test results are collected using paper registers at the Level
| laboratories. Level Il and Il labs collect data using multiple electronic
data management systems.

The Council M&E Officer/MTUHA focal person shall provide timely
feedback to each laboratory based on monthly reports.

Integrated Disease Surveillance and Response
Facilities with electronic IDSR capabilities (eIDSR) shall report all IDSR-
reportable diseases from MTUHA Book 5, MTUHA Book 14 and MUHA
Book 9 to the council, regional and national (MoHCDGEC) level using
elDSR via digital systems on an immediate or weekly basis, according to
IDSR standards. At facilities with computers, IDSR data can be entered
directly into the eIDSR page in DHIS.

a. Facilities with no eIDSR capability shall record all IDSR diseases in
MTUHA Book 5 and report on an immediate, weekly or monthly
basis, depending on the MoHCDGEC classification of the disease
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registered.

b. In addition to electronic reporting to the higher levels, IDSR data
from MTUHA books will be summarized in the Health Facility Weekly
IDSR Booklet 3, which is kept at the health facility for actions and
reference.

c. Summary data shall be sent to the council level at the end of each
month as per routine MTUHA data-collection protocols.

2.9.3 The Epidemiology Section shall produce weekly surveillance reports.
These shall be finalized on Tuesday evenings and shared with
MoHCDGEC management. A monthly IDSR bulletin will be developed
and circulated.

2.9.4 The Public Health Emergency Operations Centre shall produce daily
outbreak situation reports to be circulated to all pertinent stakeholders.

2.10 Logistics Management Information System

2.10.1 The Logistics Management Information System shall be inter