Overcoming Constraints to Using Data in Decision Making

DataUseNet Discussion, September 29- October 4, 2010

Day 1 

Welcome to Day 1 of the discussion on Overcoming Constraints to Using Data in Decision Making.  To start the discussion off I’ve included the findings of a Review of Constraints to Using Data for Decision Making. This publication synthesizes findings of six assessments of constraints to data use in five countries and reports on the constraints common to all six contexts.  The assessments looked at organizational, individual and technical barriers that inhibit data use.  They sought to identify the disconnects that prevent information use by decision makers.  The constraints to using data that were identified as common to all six contexts include:

· Poor data quality 

Poor data quality limits stakeholders’ ability to use data for evidence-based decision making and has a negative impact on facilities’ strategic planning activities and their efforts to advocate for resources. Inaccurate and incomplete data along with delayed reporting affects demand for data. Stakeholders who have had negative experiences with poor data quality are less likely to seek it for future decision making.

· Insufficient Skills to Analyze, Interpret and Use Data
Lack of general skills in the basics of M&E not only affects data quality but also the ability to use data in decision making. Specific training on data analysis and presentation are critical yet often underdeveloped skills. Moreover, the ability to interpret health information and apply it to the programmatic and policy context requires a skill set that is often never addressed in pre- or post-service training of health professionals.

· Insufficient Institutional Support for Data Collection and Use
For routine health information to be used in decision making, providers, M&E professionals and decision makers need to be supported in the collection, analysis and use of that information. Stakeholders need to understand each other’s roles and responsibilities in producing and using data and they need specific guidance in implementing their roles and responsibilities. When organizational systems are in place to support a culture of data-informed decision making, data producers and users are better able to understand the value of data to the health system, data tends to be of higher quality, data is communicated and shared through the health system and, as a result, it is used in decision making.

· Insufficient Access to Data
For data to be useful in decision making, decision makers need to have access to all relevant data sources. Access to both summary reports and full data sets is critical in program management and improvement and policy formulation. For example, complete data is necessary to supporting trend, output and outcome monitoring; problem identification; target setting; site comparison and hypothesis testing. Without sufficient access to full and multiple data sources, data-informed decision making will be limited.

There are many reasons why available data are not being used for anything more than filling in reports.  While some of these reasons are listed above we suspect that there are many that are encountered regularly that have not been identified by formal assessments.  For the Day One discussion, we’d like to hear from you about your encounters with the barriers listed above as well as your experiences facing additional barriers to data use. What barriers have you encountered using data? As we know, barriers to data use come in many shapes and sizes.  

Day 1 SUMMARY of Responses 
Question: Have you encountered any of the barriers to data use listed below? Also, please let us know about your experiences facing additional barriers to data use.

 

Common barriers to data use provided by Data Use Net moderators:

·  Poor data quality 

·  Insufficient Skills to Analyze, Interpret and Use Data

·  Insufficient Institutional Support for Data Collection and Use

·  Insufficient Access to Data

Additional barriers identified by discussion participants:

· Too much data / Lack of minimum list of national indicators

· Inadequate data validation

· Poor data feedback mechanisms

· Poor linkages between data and planning / inadequate data review systems (monitoring)

· Inadequate IT support to facilitate data use

· Poor formatting and presentation of data to stakeholders and more importantly to decision makers in health systems

· Clear links between every data point and its relative value in decision making needs to be made as data systems are developed

· Lack of standardized and harmonized systems for data collection and reporting

· Inability to retain data users in the indicator development process

· Lack of fora for data users that facilitates data use

· Insufficient understanding of how data can improve programs

· Lack of incentive for data informed decision making.

DAY 1 DISCUSSION POSTS

 
Name: Mohamed Ismail Muhamed

Organization: Somalis Vulnerable Situation Support Organization

Country: Somalia

 

Greetings, I can’t express my gratitude for this discussion though I was wishing to participate live but I can express my barriers toward using data in decision making for the following: 

· Lack of capacity building toward data use in decision making in my region.

· Lack of comprehensive and advanced training toward data collection, monitoring and evaluation.

· Poor understanding of skills and qualification about GIS and mapping.

· People are in need advanced trainings outside their region instead of online discussions and trainings

My experience with barriers to data is that I am not able to connect field data which is collected from the Field Survey data in order to change a thematic map. Would it be possible to connect raw data to other software such as Arview or Land serf?

 

Data use in discussions is very important for organizations and other individuals.

 

Best Regards,

Mohamed Ismail Muhumed

 

Moderator comments: 
You raise some good examples of barriers to using data all which center on a lack of technical capacity. Lack of training in M&E and data for decision making is commonly cited in many context, and countries, as one of the principle barriers to data use. This problem is well documented. In order to overcome this challenge, let’s discuss the root causes of the problem. WHY aren’t these types of trainings receiving adequate funding? The common response to this question is there is a lack of resources to fund training and that the training opportunities are limited. While this is true, we’d like the challenge the group to probe deeper into the chain of events that leads to limited funding. During the recent years we have seen an increase in funding for M&E capacity building and infrastructure. We’ve also seen increased funding for health systems strengthening all of which includes M&E. So why are we still not seeing adequate capacity building? Is this not enough of a priority in donor eyes? Why not? Is it not enough of a priority to governments? How could we make this more of a priority? Is there insufficient capacity in country to provide the trainings? Give us your feedback.

 

Regarding your question about creating maps – we need some additional information to fully respond to your question. What do you mean by “connecting” field data? Does that mean you want to associate the data with administrative boundaries in order to create a thematic map? If each record possesses a geographic identifier for which geographic coordinates are available (e.g., a shape file of provinces is available for mapping data in a spreadsheet containing province names), then thematic maps can readily be produced using a variety of software packages, including ArcView and possibly LandSerf (although LandSerf appears to be more for working with digital elevation models). The trick is to have a geographic identifier for each record, and to have a file for the geographic area that contains the points, lines, or polygons that correspond to the geographic entities to be mapped.
 

 Name: Marie Chantal Umuhoza

Organization: AIDSRelief (in conjunction with Futures Group)

Country: Rwanda

 

Dear Data use net members, 

 

AIDSRelief Rwanda has also encountered some of the listed challenges. AIDSRelief utilizes a system known as IQChart (International Quality Clinical HIV/AIDS Registry tool) to collect patient data necessary for the ART programs. This system is used to create an individual medical history on every person tested for HIV.   In 2008, an IQChart report showed that a large number of clients were missing their scheduled ARV appointments. 

 

The clinical teams did not agree with the data, and suspected that the actual number of missed appointments was lower than what IQChart was reporting.    The teams needed additional information to support their claims. They identified the following factors that could have compromised data quality: failure to update records, data entry error, or medical record error (such as patient transfers or deaths). 

 

The central office devised a plan to better understand why the data may have been inaccurate. Using patient data that had already been stored and collected, the office generated a list of every patient that was more than 20 days overdue for an ARV appointment. Clinicians and community coordinators conducted an individual follow-up at the facilities and at patients’ homes. Patient records were updated as appropriate and the entire IQChart database was cleaned. This ensured the quality of the data in the existing medical records. 

 

AIDS Relief Rwanda then took additional steps to ensure that information was being collected accurately and they conducted refresher training on data entry and management. New procedures were also implemented to strengthen routine client monitoring and facility-community collaboration, which in turn improved the accuracy and availability of data. Roles and responsibilities of the community support team were specified in greater detail and activities were scheduled and more closely supervised. New forms were designed for the volunteers to report on their clients, and monthly meetings were scheduled with the community coordinators to share and discuss the information collected and their experiences supporting clients.

 

Please do not hesitate to contact me if you have any question about this Rwanda case.

 

Thank you, Marie Chantal

 

Moderator Comments:

Thank you for contributing this informative example of how barriers to data use were overcome to improve program performance. It is a good example for many reasons, specifically because AIDSRelief immediately set out to identify the root causes of the problem. Before any actions were taken, the AIDSRelief project investigated the problem to determine if the data were actually reflecting the service delivery realities or if there was a data quality error. They found that both data quality and insufficient support of ARV clients contributed to the problem. The dual approach to retrain project staff on the data collection and management systems coupled with the creation of additional supports for ARV clients was a comprehensive solution. Not only did the ARV clients need support with their treatment programs but clinic and community staff needed to have sufficient support and organizational structures available to them so that they could efficiently and effectively do their jobs. 

 

 

Name:   Okiya Bryan

How can you ensure that the data for the number of people reached for example is of good quality in order to make informed decision making?

 

Regards, Okiya Bryan

 

Moderator Comments:
Estimating the number of people reached with services is a common question faced by health programs. How it is calculated depends on what service you are providing. In order for us to provide you with an accurate response can you give us more detail around your question? Specifically we’d like to know what kind of intervention you are measuring. The Number or people reached with what? A clinical service? Which one? An educational campaign? If so how was the educational message delivered. We will be happy to answer you tomorrow once we have more information.   

 
Name: Vikas Dwivedi

Organization: JSI

Country: Timor Leste

 

Thank you for bringing such an important issue linked with Information and its use in the health system. The issue of poor quality of data, access to people and lack of skills are really important for appropriate data use in decision making. Based on my experience, I would like to raise some additional barriers that I feel limit the adequate use of data.

 

Too much data
Often, in developing countries, indicators are not prioritized for data collection. As a result there are thousands of data items on which health workers are supposed to report every month. This increases the burden of reporting and effects quality of data. Health workers do not pay much attention to the number they are reporting and make mistakes. Data accuracy checks are not in place and the end result is poor data quality which cannot be used for any planning.

 

Inadequate data validation
I have also experienced that if there is too much data flowing in from different sources it gets very difficult for decision makers to use them appropriately. Lack of appropriate means to validate the findings from different sources and over-flooding the health system with different numbers

and sometimes contradictory findings hinder the use of data and information.

 

Poor feedback mechanisms
In my observation, feedback is necessary to complete the cycle of data reporting. Managers at higher levels of health system do not review the reports being sent and do not provide any feedback, on quality or results, to the point of origination of data.

 

Poor linkages between data and planning
Often working in health systems, we do not show clear linkages between the data generated through Routine Health Information Systems and planning for the future. This is very important for the health facility level where the data is generated. For example, average number of patients observed every month and keeping adequate stock of drugs and medicines to meet such demand. There are delays in sending requests for medicines resulting in delayed supply and health facilities with no drugs. Without clear linkages between data and planning at the point of generation of data, it is difficult to improve quality and its use. 

 

Inadequate IT support
In today's world, Information Technology has developed so much that data on a timely basis should not be a problem. Sometimes countries don't have the adequate infrastructure to support such system and we in health system have to wait for a good phone or internet coverage.

 

Poor formatting and presentation of data to stakeholders and more importantly to decision makers in health systems
In my experience, presentation of information is very important based on the audience and level of use. Sometimes, information is not translated to policy-relevant formats aiming at higher levels of the health system and more immediate indicators for managers at lower level. Managers at different levels need to be provided with information relevant for use at the level they are functioning. At the national level, the presentation of information should be more on policy level indicators which have longer term effects and managers at the lower level need information more frequently so more of input and process level indicators.

 

I look forward to hear some other experiences, discussions and way forward.

Best regards, Vikas

 

Moderator comments:
You raise some excellent points Vikas.  We have commented on them as you listed them out in your posting.

 

Too much data: Efforts to harmonize indicators and to identify core sets of indicators are currently underway in many countries in response to this problem. Also, efforts to encourage ‘country ownership’ or M&E systems is also contributing to decreasing the over proliferation of indicators. However, the effects of these efforts may take some time to trickle down to where the provider’s data collection burden is reduced. In the meantime what can we do to improve the quality of data collected at the facility level? Failure to pay sufficient attention or treat something with a desired degree of importance is very much an issue of human behavior. A couple of possible steps that could be taken to address this: 1) prove to the health worker that you hear what they are saying and agree with them by either reducing the reporting burden somehow (usually not easy) and/or working together to identify most useful data that they need to pay “extra” attention to and 2) advocate on the importance of the data they are collecting, what it means and how it is and can be used by different levels of the system. This is to foster an increased recognition of the value of data and the importance of the job they have in supplying accurate data.

 
Inadequate data validation
The lack of appropriate means to validate findings from different data sources and the over-flooding the health system with different numbers can result in contradictory findings that hinder the use of data and information. This problem has been noted primarily at the national level during health system reviews when health experts are using data to guide decision making. In these contexts the solution is usually to prioritize data reconciliation activities. This effort requires dedicated and time and resources and needs to budget for when conducting health system reviews. Why is it so challenging to find the time and resources to implement this extra step? An excellent reference that addresses this issue is: www.thelancet.com Vol. 369 March 24, 2007. Have any Data Use Net members had experience addressing this issue in other ways? We’d like to hear from you. 
 
Poor feedback mechanisms
The issue of poor/nonexistent feedback mechanisms is an excellent example of what is usually largely an organization development challenge. Feedback involves behaviors, expectations, styles of communication etc. Everyone can cite the “generic” causes for poor/lack of feedback but a further collaborative in-depth discussion of those causes rarely happens and so the “root causes” for poor/lack of feedback are rarely identified and acted upon.   Why don’t supervisors send (quality) feedback? Even when staff has been trained and instruments/support provided, effective regular feedback is still uncommon and fleeting. Does staff say they don’t have time to provide feedback (but yet they make time for other less essential activities)? Is there a culture of constructive criticism and positive reinforcement or is feedback usually just negative? Do both service providers and managers view feedback both as a responsibility and a right?
 
Poor linkages between data and planning
You state that without clear linkages between data and planning at the point of generation of data, it is difficult to improve quality and its use. This is an excellent point. Frequently we don’t so enough to ensure that the data we collect is relevant and useful for decision making. We often confuse the ‘nice to know’ with the ‘need to know’. By linking data with upcoming decisions or specific policy and programmatic questions we can begin to do a better job with the linkages that will lead to policy informed decision making. Why don’t we show/emphasize linkages between the data generated through Routine Health Information Systems and planning for the future? There are reasons, what are they? Some of them may be knowledge/skill related but many are also reasons related to the behaviors and practices of individuals and organizations. Are there any examples from improving the linkages between data generation and data use? 

 
Inadequate IT support
IT solutions hold significant promise for improving data infrastructure and data use. Some countries are already using technology to improve data collection, data quality and data use. However, the reality is that the IT infrastructure is uneven and some countries benefit from better systems than others. If this is a nationwide situation and it is like this everywhere in the country, it may be difficult for localized solutions to take hold until the national infrastructure catches up. However, if this is a more localized issue and there is the possibility that better IT setups exist in-country, then part of the solution could be a systems strengthening issue (leadership, advocacy, strategic planning, financial planning etc.) Do we have any examples of local solutions succeeding in countries with poor IT infrastructure?
 

Poor formatting and presentation of data to stakeholders and more importantly to decision makers in health systems
The concept of segmenting information to specific audiences is not a new concept. However, it is rarely embraced in the world of M&E and research dissemination. Data will only be used if it is in a format that is accessible to the user. The provision of 100 page reports where data users must wade through complex tables is not helpful. For specific guidance on communication data see http://www.cpc.unc.edu/measure/approaches/data-demand-and-use/making-research-findings-actionable/?searchterm=making research findings actionable. Why are data and research findings rarely segmented to the appropriate audience? What could be the root causes? Why is this not prioritized?
 
Name: Steven Wanyee Macharia

Organization: Univ. of Washington, International Technical Education Center for Health, I-TECH Kenya

Country: Kenya

 

Dear all:

 

In my previous employment at AED CAPABLE Partners project, our experience then was that attempts to introduce some value to the data being collected was retrospective rather than prospective. This meant that the little motivation the programs had to collect data was as has been mentioned, to report to the government and development partners funding those programs. It has been discussed widely that the value of every data element collected needs to be determined as much as possible from the onset. Clear links need to be made between utility of every data point and its relative value to inculcate a culture of data demand and use as has again been widely discussed at various forums.

 

In my current employment at ITECH Kenya we just completed conducting a country-wide training needs assessment for EMRs and HIS, and we are eagerly awaiting results of that assessment which covered different aspects of the 6 areas discussed above.

Sincerely, Steven

Moderator comments:
You raise a similar point to Vikas who commented about that projects/governments/donors do not show clear linkages between the data generated through Routine Health Information Systems and planning for the future. This is because we often approach the whole issue backwards. We start, either implicitly or explicitly, with the data and then look at ways we can use the data we have. What we need to be doing is to start with what actions we need to take. We need to consider what our upcoming decisions are and what questions we need to answer (with data) to inform those questions. We need to begin by looking at our services and activities and deciding what data we need to help us manage them. How can we make this happen? What gets in the way of doing this? For more information on shifting the paradigm to begin with ‘decisions first’ visit http://www.cpc.unc.edu/measure/publications/ms-06-16a/?searchterm=data demand and use conceptual framework

 
Name: Joseph Mabirizi

Organization: MEASURE Evaluation/Futures Group International

Country: Rwanda

 

Lack of standardized and harmonized systems for data collection and reporting
In Rwanda, the failure to standardize data collection tools at the peripheral/lower levels (health facilities, communities) as well as the failure to harmonize the different information systems (at least to have some interoperability between systems) has resulted in the collection and reporting of huge volumes of data most times duplicated and differing (at the indicator level definitions and interpretations) from service unit. This has lowered user confidence on the quality of data being reported and thereby hindering its use at the central level. 

 

Lack of minimum list of national indicators
Likewise, failure to have a minimum list of national indicators has driven the demand for a lot of data and information to be reported at the central level. This has resulted in volumes of data and information being collected and reported at the central level without taking into consideration the structure of the set of indicators (whether ‘headline’ or ‘aggregate’ indicators, ‘core’ or ‘secondary group’ indicators) that would provide a more comprehensive picture across a range of policy issues, thereby making it accessibility meaningless. 

 

Poor data quality
The lack of a standardized data collection system and agreed amount of information to be collected and reported has resulted into having huge volumes of differing data collected that is incomplete and inaccurate and very difficult to assess in terms of quality.  

 

 Insufficient Skills to Analyze, Interpret and Use Data
Though there is much enthusiasm in the country towards M&E and data management, there is lack of general skills in the basics of M&E and data management.

 

 Insufficient Access to Data
Partly as a result of the different parallel information systems in the health sector (as mentioned above), data accessibility is a major hindrance to its use in Rwanda. 

 

Moderator comments:
You raise some excellent points Joseph.  We have commented on them as you laid them out in your posting.

 

Lack of standardized and harmonized systems for data collection and reporting
Different health programs are often funded by different sources and as a result, often struggle from a lack of standardized and harmonized M&E systems. As stated above, in the recent years efforts have been implemented to improve harmonization and standardization yet they are often insufficient and underfunded. To begin to address these barriers we need to ask ourselves: What are the human behavior factors that might be contributing to the lack of standardized and harmonized systems for data collection and reporting?   Do people feel there is no need to have a standardized and harmonized system – they have their system and that is all that matters to them? Are people/organizations defensive about their data collection and reporting systems, afraid people will criticize their systems? Are people protective of their systems and do not want to share with others?  These are some of the possible factors related to human behavior. After identifying all the possible behavioral factors, we will need to consider them one at a time. What would have to happen for these behavioral factors to change so that they were now supporting rather than hindering standardized and harmonized systems for data collection and reporting?
 
Lack of minimum list of national indicators
You raise a point similar to Vikas who stated that one of the barriers to data use is ‘too much data’.   The creation of a core set of indicators would assist programs and countries weed through the multitude of data to those with immediate and useful application. To get to the root cause of this problem we ask – What is stopping countries and programs from creating this core set of indicators? Is it an inability to sift through the multitudes of indicators and identify those that are priority? If so why is this? Are there differing opinions about what is important to track? Is the need for a core set of indicators not widely recognized? Could people/organizations be afraid of what this might mean – that they might have to give up their ‘pet’ indicators or collect new information for different indicators?  What could be the other reasons?
 
Poor data quality
The lack of quality data is directly linked to the issue of too much data. See response to Vikas for commentary on this point. 

 

 Insufficient Skills to Analyze, Interpret and Use Data
We addressed the issue of lack of capacity for M&E and data use in the response to Mohamed. What is different about your post Joseph is that you state that “Though there is much enthusiasm in the country towards M&E and data management, there is lack of general skills in the basics of M&E and data management.” This an obvious disconnect. Who is showing this enthusiasm? If there is this enthusiasm, why is there a lack of general skills in the basics of M&E and data management? Is there money for training? If yes, why has this not resolved the problem? If no, why not? Maybe there is not as much enthusiasm as supposed? Do people get trained and then leave (a cause that is often cited)? Why do they leave? If the skill is more highly valued elsewhere, what can be done to “level the field”?
 

Insufficient Access to Data
The issue of data access often has both technical and organization development causes. Even when the technical issues have been resolved, there are still usually organization “cultural” reasons why access is difficult. It is often as you state Joseph, that there are parallel information systems but sometimes there are other reasons as well. These barriers can be challenging to overcome as they are often at the National level. However they can be addressed in properly constructed and conducted sessions that identify the causes of the access issues and then work to arrive at a solution that is agreed to by all involved parties. The PRISM toolkit can help you asses an M&E system to address some of these types of barriers, among others. https://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/prism/PRISM%20TOOLS-V3.0%20June08.doc/at_download/file

 
Name: Shannon Salentine

Organization: APHIA II Evaluation, Macro International

Country: Kenya

Lack of planning for data use during the development of a routine information system leads to missed opportunities in establishing routine processes for connecting valuable data with users at all levels of program implementation, management and leadership. 
We do a good job of making sure that the indicators are user driven and serve an importance beyond reporting but often forget that the details on how the indicator is actually collected in the field greatly impact our ability to analyze the data for program improvement. I have noticed that designers and implementers of these systems have the best intentions when it comes to creating a system to meet the user needs, yet after initial stakeholder meetings a variety of issues ensue:

· Loss of interest and fatigue in the development process among users- thus reducing essential user input

· Lack of communication on that status of the process and when it is appropriate for users to comment

· Lack of a forum to work with users at all levels on report formats and needed tools to facilitate data use, specifically first-line users

· Lack of focus among users at all levels in prioritizing, articulating and documenting key programmatic questions and information needs

· Exclusion of data elements as a result of limitations due to space on the form or within the system or the perceived capacity of data collectors to accurately collect the data element in the ideal format

These issues result in a system that produces some of the data the users need but often leave them wanting more. I have especially noticed these issues contributing to a gap in data use at the community and facility-levels. Although the system meets data demands at national and perhaps regional/provincial levels, its structures continue to disappoint those with the most influence over program management and improvement- these are the first-line users (i.e. service providers, health workers and community leaders) who are often the data collectors within the system.

Examples where I have noticed technical working groups “miss the boat” in terms of developing a strategically refined system to meet user needs:

· Disaggregation of an indicator by sex and/or age group (to determine if services are reaching those in need as expected)

· Using unique identifiers to link data from facilities with that of community-based organizations (in an effort to map service availability and coverage at the community level and review trends over time within, across and between facilities and CBOs)

· Development of tools to facilitate the use of available population-based data (surveys, census, targeted studies) in comparing program progress with the need in the community

In my experience, I have noticed that when routine monitoring systems are implemented the initial focus is on making data available and few resources are directed towards ensuring that the data are collected and managed in formats that are appropriate for first-line users. It is only in retrospect (once the system has been established and resources exhausted) that the user needs are addressed and data use tools and approaches are requested with limited resources and forced to work within an existing system that was not created with the first-line user requirements in mind.

Moderator comments:
Excellent points Shannon. You pick up on the same thread that both Vikas and Stephen raised but you take it a step further. You comment on the loss of interest and fatigue in the indicator development process among users of the data which results in reduced user input and thus, reduced relevance of the indicators to the end user. You also note the lack of a forum for data users that facilitates data use and lastly, the lack of focus among users at all levels in prioritizing, articulating and documenting key programmatic questions and information needs. You state that all of these issues result in data use not necessarily having the data needed to make decisions.   These are great points that begin to get at the root causes of low data use. The question now is what can we do about the? How can we keep data users engaged and part of the indicator development process?   Why don’t we sufficiently consider data for decision making needs below the national level? How can we help data users articulate their data needs?
Name: Annette Bongiovanni

Organization: QED Group LLC

Country: USA

 

Greetings,

 

I would like to add another constraint-the "So What?" factor or "What's in it for me?" Program managers and other end-users of M&E data sometimes don't see the linkages between the data and their programs. 

 

Perhaps it's because the data aren't always presented in a meaningful format to them and people can readily appreciate how their programs would benefit. Also, the association between incentives for using data and better performing projects is sometimes missing. What I hear more often is that end-users equate a disincentive to gather and use evaluation results. There is the fear looming in the background that if they recognize poorly performing results, they would be held accountable for their own poor performance. This might be the case for an end-of-project evaluation results especially when the monitoring results weren't heeded during the life of the project. Sometimes this is justified and sometimes it isn't. The point is that monitoring data should be trickling in on an ongoing basis rather than "dumping" evaluation data at certain points of time (e.g., during annual reviews or mid-term and end-of-project evaluations).

 

Helping people to understand why it might be a good thing to look at data on a regular basis can be achieved by the following measures (Data Use Net members - please add your suggestions to this list):
 

1.         Adequate attention and funding for project M&E starting with the donor, followed by institutional management. It is rare for a project to set-aside 10% of the total value of the project for M&E

 

2.       Participatory planning-including a cross-sectional team to contribute to project PMPs. The end-users of the data are best poised to tell you what information they need to know whether their project or program is performing well

 

3.       Routinely triage and discuss monitoring data-M&E Team triaging information using simple algorithms that would flag indicators on a monthly or quarterly basis that are not tracking toward their targets.

The programmers and evaluators should meet regularly to review monitoring results so mid-course corrections can be made or to simple explain the reasons behind the indicator results. QED uses our "Red Flag Table" tool to meet this purpose

 

4.       Tell a story-M&E data should be distilled so that a wide range of audiences can understand the results. The same results could be presented in a variety of formats to tell a story (from statistical analyses to a text boxes with quotes from the field)

 

5.       Evaluate personnel performance based on their present and/or use of data-Link staff performance to their responsiveness to M&E data-this should hold true for donors as well. If there is no incentive or disincentive for people to use data and it arrives in Greek, then ‘so what’?

 

Best, Annette Bongiovanni

 

Moderator comments: 
Annette you raise some very good points. Program managers often don’t see the value in data collection. There are many reasons for this – many you state above. To add to the list is the fact that they often don’t see any value for their efforts collecting data. Because of poor feedback mechanisms and as you state – a fear of poor results – data collection is often not prioritized in the service delivery setting.   Also, many times the program manager or provider is not sure how to relate a specific indicator to a programmatic change. They are unsure about what constitutes a significant finding and then how that findings should translate into altering service delivery. To address your excellent suggestions above we ask: Why don’t these recommended steps happen? What are the root causes that inhibit them. For example #1, the 10% budget set aside. Why isn’t it prioritized? Is it an organizational issue? We invite others to comment on each of the issues that Annette raises.   
 

 

Name: Javed S. Ahmad

Organization: Private Health Communication Consultant

Country: USA

 

Dear Members,

 

I am glad that Data Use Net has been formed and it has started a discussion on a critical topic. I also feel the common contexts identified are pertinent and will lead to the core issues.

 

Insufficient Skills to Analyze, Interpret and Use Data
Once a report or publication is printed, what next? I think it depends. If the recipient is a competitor researcher or colleague, he or she will scan it quickly to make a quick judgment. If the report is received by a government official, it will be kept on the desk for sometimes and then shelved. Denser the report is with numbers, less likely will it be to be reviewed with any interest. That brings up the issue of quality of presentation.

 

I have observed that most recipients of research and other statistical reports have no time to analyze data, even if they have the ability to do so. Besides, researchers avoid making general statements about the conclusions and recommendations in the report, because there is always some margin of error and all statements must be qualified. It is correctly assumed that a reader will read, analyze, and draw his or her own conclusions. The bigger problem is that most research is done for research sake, and not for problem solving. Hence, any guidance from research findings will have to be painfully extracted by the reader, and that does not happen very often.

 

Insufficient Access to Data
In my several years of experience of working in the field, my first observation is that research reports are so difficult to find. I am usually told that the 100 copies that were published are all gone. I have thought about this phenomenon a lot and came to the conclusion that when project budget is developed either printing and dissemination costs are not considered or not approved. Sometimes a small number of copies are produced only for the donor's benefit and for the select government officials. The job is done once 10 copies of the report are mailed to the donor's office.

 

The number of copies printed is often too small. Until a few years ago, (when it was not available on the web) even the Health and Demographic survey report was a rarity to put your hands on. To cut it short, the issue of inadequate distribution of published data is a serious problem. Coupled with it, inadequate distribution to all stake holders and potential stake holders, such as university libraries, and research institutions, among others, is a handicap.

 

The biggest event in disseminating data is usually a national level seminar in which a survey report is presented. However, my experience of these seminars is that presentations are usually loaded with statistical jargon and terms like 'coefficients of variance, standard deviation, degrees of freedom, and so on that just pass over the heads of many heads of organizations sitting in the seminar. Speakers try hard to sound as technical as possible to impress their rival colleagues. If we are lucky a finding or two may stick in the minds of a few for the betterment or detriment of the programs.

 
Insufficient Institutional Support for Data Collection and Use
I believe the biggest problem in data use is a lack of culture in bureaucracy for consulting evidence and using it for programming. Decision makers don't ask for it either out of ignorance or a mere lack of concern because their decisions are driven by political considerations or self-interest. Usually research reports also avoid discussing practical implications of the research findings. Statistical abstracts and other similar reports particularly contain wealth of information and yet, are least likely to be consulted for decision making. 

 

And lastly, I wonder, donor agencies have practically spent hundreds of millions of dollars in funding data gathering exercises in the last 60 or so years, but paid so little attention on effective utilization of the collected data at the country level; not to speak of at the local or regional levels. Shouldn't it be a normal practice to ensure that any research and data gathering project must provide for clear objectives and associated costs of why the data are sought, what will be the practical implication of the findings, how will it be disseminated and how will it be used in decision making? Most of the time, the parallel of a research and data gathering project is, to construct an expensive building which has neither doors nor windows. It looks beautiful from the outside but no one can get in there or look into it, after it is completed.

 

Moderator comments:
Your detailed elaboration of the key barriers to data use is excellent. The detail provided gives us all food for thought. 

 

Insufficient Skills to Analyze, Interpret and Use Data
You discuss how the common research dissemination approach is to present the study findings but not necessarily make recommendations for programmatic action. You point out that this is often because research findings need to be interpreted in the local programmatic context – yet that this step is often not supported by the research activity. As a result the data user is at a loss when attempting to interpret the results without the necessary skill set to do to. This begs the question – Why don’t we do a better job as researchers to ensure that our findings are understood and interpreted by the end data user? Why don’t we do a better job at linking our findings to programmatic action?
 
Insufficient access to data
You state that often the M&E and research communities don’t speak the same language as the data user community. Data is often presented wrapped in statistical jargon that sails over the heads of those that it is intended to reach. As a result, the data is not understood and though it may be physically accessible, it is not practically accessible. How can the research and M&E community do a better job simplifying technical language so that it is understood by data users. 

 

Insufficient Institutional Support for Data Collection and Use
Your comment calling for donors to consider mandating that research and data gathering projects provide clear objectives and associated costs for funding data use are innovative. You suggest that the all data gathering efforts be required to state why the data are sought, what will be the practical implications of the findings, how will findings will be disseminated and how the data will be used in decision making – are excellent. The questions for the Data Use Net community are: Can this be accomplished? What are the barriers inhibiting this sort of sea change from happening? 

 
Name:  Hafizullah Mahmudi

Organization: Tech-Serve

Country:  Afghanistan

I am really happy to participate in discussion about data use and learn about different experiences through data use net discussions.

One of the barriers that affect the quality of data is setting "Erroneous programs". There are programs that provide funding based on the result or number of beneficiaries served for each period at a facility. The more the number of beneficiaries the more the more it is funded.  This program setting leads a facility to report the number of patients/clients more than the previous period or at least try to keep it close previous periods with some fake data.

Insufficient knowledge of data collector from a program and missing to select the right respondent also leads to poor data quality and poor data collection processing (data collection forms, data collection timing, data validation rules in data collection software) also increases the chance of poor data quality.

Thanks, Hafizullah Mahmudi 

Moderator comments:  
You point out a common critique of performance based financing (PBF) approaches in the health sector. As they are designed, the performance based approach is seen as strategy to improve health system performance and accountability in low- and middle-income countries. By linking allocation of financial resources to achievement of pre-defined performance targets, PBF is seen as a strategy to align the incentives of providers and purchasers of healthcare services, thereby improving health system efficiency.  Of course there are always situations where abuse exists. It is important that all PBF schemes are coupled with strong data quality systems to avoid this sort of fraud. 

Name:   Mary O’Grady

Country:  South Africa

One issue I haven't seen mentioned, which affects practically all the other issues (please excuse me if it's been included somewhere already), is the time it takes to collect good data, the time it takes to enter it into the appropriate format, the time it takes to harmonize, compare, and analyze it, and  the time it takes to transform the most important data points into language  policy makers and others can easily understand...that is, why specific data is  so important and how it relates to the issues and programs at hand...(not  to mention the time it takes to train people to do all these rather complicated  tasks).

With best wishes, Mary

 Moderator comments:
Mary, you make a good point about the work involved in not just collecting data and ensuring its’ quality, but also in analyzing, interpreting and packaging it so that it can be used in decision making. Many donors, government Ministries and architects of M&E and HMIS systems seem to be of the mind that ‘because you build it they will use it’.  There is an assumption that health professionals will simply find the time in their busy day to identify their information needs, identify data sources, conduct analyses, interpret data and then package it and present it to the correct decision makers.  In reality these sorts of activities require planning, collaboration, time and resources. They need to be detailed in job descriptions and scopes of work. Organizational supports also need to be put in place to support these sorts of activities. 

In the absence of this type of support, what can we do? Advocacy regarding reducing the excessive amount of data is an option.  Another approach is to reduce and prioritize what you will analyze. Think about what decisions you need to make in the near future. Or what programmatic questions your program needs answered. Analysis around these very applied issues should be done first. Think about what you NEED TO KNOW - the application of data - first rather than simply analyzing everything and becoming overwhelmed  By decide on a very specific, limited (=manageable) number of information needs you will be sure to base them on evidence. 
 

Day 2 
Thank you to the many members who contributed to the Day 2 Discussion Question – What are the issues fueling the identified barriers to data use? What are the root causes? We received interesting and thoughtful comments.  Some of the respondents continued to cite barriers to data use, which we will add to the list of barriers when we compile the summary of the weeks’ discussion.  Other respondents provided their thoughts on the root causes of the identified barriers. We have summarized that feedback below.  We recognize that the root causes of barriers to data use are often different in the various countries and contexts where we work so in the moderator comments we have provided some probes that you can apply to your work environments to investigate root causes. We hope that the suggestions from Data Use Net Members and the moderator comments about root causes will provide you with strategies to begin to uncover the underlying causes of barriers to data use in your work 

Day 2 SUMMARY of responses 
Question:  What are the issues fueling the identified barriers to data use? What are the root causes? 

1)    Barrier - Lack of training in M&E, data for decision making and analysis and interpretation 

Root causes - lack of funding agencies and technical expertise in-country, low understanding of data use by the MOH, poor understanding of the value of data in decision making.

2)    Barrier - Poor data quality

Root causes – Lack of knowledge and skills at different levels in assessing data quality including assessment tools that identify areas of weakness, lack of knowledge during pre-service training on the importance of good quality data, data quality assessment tools are not customized to settings of the country health facility context, individuals in data collection roles and have not been trained for this function, lack of standard operating procedures for data management.

3)    Barriers - Too much data, lack of clear links between data point and its relative value in decision making

Root causes - lack of coordination between donors and local governments, weak national leadership, focus is on reporting globally to meet donor demand and not on programmatic improvement or sub-national data needs, stakeholders lack of understanding of indicator definitions so they keep adding to the indicator list.

4)    Barrier - Insufficient access to data

Root cause - Defined protocols and procedures for the sharing and release of information are not defined or put in place

5)    Barrier - Poor attitude toward using data

Root causes – Staff is not properly trained to do this and are frustrated, staff are inappropriately asked to handle tasks that they are not trained for (provider conducting M&E tasks) lack of feedback to staff results in them not knowing the results of their efforts.  

 

DAY 2 DISCUSSION POSTS

Name: Mohamed Ismail Muhamed

Organization: Somalis Vulnerable Situation Support Organization

Country: Somalia

Greetings, thanks for your feed back to my suggestions towards data use and its barriers and the discussions going your site. In my area data collection is very us full for my organization but the main root cause of these are following:

· Local staffs and data collectors are not very professional for data collecting and changing to information that will be useful for the future.

· Funding agencies for data use are limited to my region or not give priority for data use in decision making.
· Ministry of health and other health sectors are not familiar for data use decision making and are in need some basic and advanced training for data use in health sectors.

· There are no any increased funding for monitoring and evaluation in my region for health sectors or civil society organizations.

· MEASURE EVALUATION has no focal points to provide training to health sectors and other data use organizations.

· There is insufficient capacity for local NGO's and the government to provide training towards data use and monitoring and evaluation.

Other question relating to producing thematic maps:  yes there are shape file maps that can be converted in to a map but I mean can connect our data to other software instead of E2G MAPPING tool?

Best Regards, Mohamed Ismail Muhumed

Moderator comments:

Thank you for your continued contributions to the discussion.  It seems that one of the primary causes for low capacity for M&E and data use in your country is that there is a lack of priority placed on using data in decision making.  Your comments about the lack of funding agencies and technical expertise in-country, and the low understanding of data use by the MOH all point to a poor understanding of the value of data in decision making.    A possible solution here would be to investigate why these topic areas are not considered a priority.  Why do donors/MOH/other key decision makers not think data use is important enough to fund?  Once you have some answers to the root causes of their apathy toward M&E and data use the next step would be to engage in education/advocacy with the MOH and other health sectors so that they themselves understand and can advocate for prioritizing M&E and data use.  They are undoubtedly receiving some donor money so they need to make it clear to donors that this is a priority for them.  Also consider casting a wide net in the advocacy efforts.  All stakeholders involved in health need data for future planning and program improvement.  To assist you with your advocacy efforts, MEASURE Evaluation has developed a case study series that highlights the links between data, data use and program/policy improvement. Visit http://www.cpc.unc.edu/measure/publications/sr-08-44/?searchterm=DDIU case study series
_____________________________________________________________________________________
 Name:  Henri BRUN

Organization:  Inter-country support team in West Africa, WHO office for Africa

Countries:  West African Nations

Sorry, because I am coming late in that discussion, but I didn't receive any message yesterday.  Anyway, the discussion of this day is difficult, because a lot of issues have been addressed. I also think that the causes are not similar in all countries.  I am not sure to have time to participate a lot also I will address my priority meanings about two issues:

“Too much data” and "Clear links between every data point and its relative value in decision making needs to be made as data systems are developed"
There are probably a lot of issues, I'll address one I can see in the poorest West African countries.  For me, this issue is a very strong difficulty in countries with a lack of human resources. Managers of priority programs, well paid through the donors, are addressing a lot of data asked by the donor, and other international agencies. His system for collecting data can be or not be parallel. Often, staff who collect and transmit the data receive some subsidy in order to collect data for these programs.  But in his situation, this program manager, who want be appreciated by the principal donor and other international agencies, is in a strength position to impose his views.

For me, the issue of that is the failure in coordination.  Either the countries don't have national coordination, or the national coordinator of health information system doesn't have the necessary power over the program managers in order to oblige them to choose a set of data restrict to the more useful.

The balance of decision power between the program manager who knows his data needs and the HIS manager is not easy, but I clearly think in some cases, it is one of the keys for simplifying the system.

"Poor formatting and presentation of data to stakeholders and more importantly to decision makers in health systems" and "Insufficient understanding of how data can improve programs";
Insufficient Skills to Analyze, Interpret and Use Data"
 I clearly think there are a lot of issues there.

1.      Are we absolutely sure that all of us agree with some ways of analyzing data, presenting them and their meanings to decisions maker, and discussing the decisions from these data.  Really, I think we have failures in sharing experiences, tools about that. A plethora of tools, guidelines are developed: which part of them is dedicated to analysis, various kinds of presentations in function of the level of decision, the various kinds of decision, and the type of decision-maker?  Also the lack of skills is not surprising.

2.      I observed in the recent increase of data collection, and M&E services that resources are dedicated for the whole system, except the analytic part: Money and time for human resources in analysis, interpretation and "diffusion" of data is not planned.

 Henri

 Moderator comments:

Thank you for your insights into the barriers discussed yesterday. Concerning the barriers:

 “Too much data” and "Clear links between every data point and its relative value in decision making needs to be made as data systems are developed" you highlight the issue of lack of coordination between donors and local governments, which is an important one that merits more discussion.  We need to probe deeper to identify why this coordination is weak.  We need to ask why the donors/international agencies are responsible for decisions about the data to be collected and the systems that are developed?  Does this have to be the case?  Could strong national leadership help address this challenge?  Why are managers of national priority programs paid by donors?  Does it have to be this way?  Is there another way of handling this that allows for top people to be in these positions without distorting the system?  Perhaps the root cause that leads to poor coordination is a weak leadership and management.  Ideally the relationship between donor and government is not a power relationship.  Both positions should be aligned, understand their respective roles and be working towards the same objective.  People cannot be effectively ordered to work together, they have to understand the need for it and want to work together for the common goal.

 You also addressed the barriers of "Poor formatting and presentation of data to stakeholders and more importantly to decision makers in health systems", "Insufficient understanding of how data can improve programs" and “Insufficient Skills to Analyze, Interpret and Use Data"
 You make some good points about inadequate mechanisms to share tools and approaches for analizing, presenting and interpreting data and information.  Proven approaches exist, we need to use them.  MEASURE Evaluation and DHS, among other organizations, have experience in the area of tool development for data use.  Visit http://www.cpc.unc.edu/measure/publications/ms-06-16b to down load the Data Demand and Use Toolkit. This document is in the process of being revised and expanded so stay tuned to Data Use Net for the revised version.  We also need to make better use of communities of practice like this one to share these sorts of tools and approached for improving data-informed decision making.

 Your last point on the lack of dedicated resources for analysis, interpretation and "diffusion" of data is right on target. Frequently we see resources spent on building data capture systems and funding research studies and it is assumed that if the data is there, it will be used. This, we know from experience, is not what happens.  We need to ask ourselves why this assumption is so prevalent?  Consider probing to get to this root cause.  How can we convince donor and funders that this additional step needs to be adequately funded to take place?
 

 Name: Samson Bamidele

Organization:  MEASURE Evaluation/JSI

Country:  Nigeria

 Dear Data Use Net Members,

It is great to have the opportunity to discuss our experiences with data use.  It is known to all that without the use of data, all the efforts in the collection and analysis amount to nothing.  It is therefore proper that a way to start looking at this important subject matter is to examine some of the key barriers to data use.

 In Nigeria, my organization (MEASURE Evaluation) was involved in two key learning meetings in February on data use and another one in August.  The meetings in February brought together some new USG implementing partners, two federal government institutions and six states while that of August was an assessment workshop that brought together politicians, planners, accountants, managers and program implementers drawn from seven states.  These meetings identified other salient barriers to data use some of which include:

 Poor attitude to the use of data especially where there are enough structure and facilities on ground to provide basic programmatic information.

1. Cultural influences

2. Political considerations - information not used because of the political implications

3. Indiscipline among individuals and within organizations

4. Poor funding

5. Poor infrastructure to transform data into the right information that meet use by decision maker

6. Information gap between data producers and decision makers

7. Poor appreciation of M&E processes and approaches

8.  Decision makers' unwillingness to use information because of the action(s) he will be called to make

 Further processing of these barriers based on participants' response show that our data use strategy should pay more attention to the organization as much as we pay to the data producer in the past. Certainly, barriers to data use come in various forms and shapes.  Our thorough understanding of this will help in making appropriate steps to addressing them.

 Thank you.  Samson Bamidele

 Moderator comments:

Thank you, Sampson, for identifying additional barriers to data use. In order to get to the root causes of these barriers let’s consider the following questions.

1)      Poor attitudes to use data - First thing is to clarify the issue: How is this poor attitude characterized/why do we consider it to be poor attitude?  Next we need to find out WHY?  Some avenues to explore: What could be the reasons for this poor attitude?  Maybe staff not properly trained to do this and so is frustrated.  Why does this situation occur and what could be done?  Maybe there are too much data and/or takes too much time to be able to focus on data use.  Why would this occur and what could be done?  Maybe the staff doesn’t see the need for this since they never see or know the results of their efforts (no feedback).  Why would this occur and what could be done?
2)      Cultural influences – Consider investigating - What specifically are the cultural issues. Culture affects all aspects of life weather it be health, business, social interactions, etc. How does culture affect health and decisions to collect and use data?  
3)      Political considerations - Investigate the possible ramifications (political implications) of the specific decision.  What would be the implications on health if the decision was not made. Compare the two outcomes. Use this to advocate with politicians. 
4)      Please elaborate on this point, it is not clear to the moderators.

5)      Poor funding – see moderator comments to Mohamed.

6)      Poor infrastructure to transform data – Consider investigating - what infrastructure is needed?  Is the infrastructure really a limiting factor or are there other more important factors?  If the infrastructure is poor, why is it poor?   
7)      Information gap between data producers and decision makers – Consider investigating - How does this gap manifest itself?  Why does this gap exist?  Are there insufficient mechanisms for these two groups of professionals to work together?  Are data producers not interested in understanding data needs?   Are decision makers not interested in sharing data or having data producers be part of the decision making process?  If so, why?
8)      Poor appreciation of M&E processes and approaches – Consider investigating - Why poor appreciation, is this ignorance?  Do people not think this is important?
9)      Decision makers' unwillingness to use information because of the action(s) he will be called to make – Consider investigating the root cause of the unwillingness. Does the decision maker fear failure?  Why don’t they have unwillingness to make decisions in the absence of data?  Could it be an excuse offered up because the decision maker does not have time or interest to participate in data-informed decision making?
 Name: Shannon Salentine

Organization: APHIA II Evaluation/ICF Macro

Country: Kenya

 How can we keep data users engaged and part of the indicator development process?   Why don’t we sufficiently consider data for decision making needs below the national level? How can we help data users articulate their data needs?
There was a unique opportunity last year in Kenya to improve the inclusion of decision-makers/users in determining the national HIV/AIDS core and program-level indicators during the development of the national HIV/AIDS strategic plan and corresponding M&E framework. Stakeholders from the community, facilities, districts and regions were involved extensively in workshops and technical working group meetings to select and define indicators. This resulted in the development of data collection forms for both facility and community-based HIV/AIDS indicators that reflect the need of users at all levels of the routine system.

Despite this, I think sub-national decision making needs are typically overlooked because countries often find themselves needing to focus their time and effort in reporting globally to meet donor demands. A focus on national and sub-national data use can easily fall to the way-side when national M&E teams are tasked with compiling these reports.  This becomes an organizational issue- there becomes a lack of human resources available to work with sub-national users to ensure that they have access to the needed data and the skills required for analysis.

 In Kenya we have addressed this issue by focusing our project’s technical resources on working with district health management teams to develop a tool that would facilitate routine decision-making. DHMT’s identified key programmatic questions that were then broken down into data elements and used as the foundation for developing the structure of an automated data analysis tool. This tool allows the DHMTs to routinely analyze data for review, interpretation and action. This tool addresses many data use constraints:

· Individual constraints: data analysis was automated- reducing the need for analysis capacity in the DHMT, graphs and charts are automatically produced by the tool- thus reducing the time required for an individual to prepare a report.

· Technical constraints: data entry into the tool was programmed to pull data from the existing database thus reducing duplication of efforts and preventing data quality issues that could have arisen, the program is in Excel which was already available in each of the districts

· Organizational constraints: due to the automation of the tool, teams had more time to review and interpret results, the results were available in a timely manner and thus more applicable in making real-time decisions

The strength of this tool is that the DHMTs determined which indicators needed to be analyzed themselves. In addition, the tool includes denominator data so that program coverage, efficiency/quality and achievement towards targets can be analyzed.  Overall, the DHMTs that piloted this tool found it to be very helpful in their decision making processes and there are now plans for a national roll-out of the tool.

Shannon

 Moderator comments:

Shannon thanks for the in-depth analysis of the barriers to data use experienced in Kenya.  Your comment that sub-national decision making needs are typically overlooked because countries often find themselves needing to focus their time and effort in reporting globally to meet donor demands – is a common one.  Because of the reporting burden (collecting too much data) those that could benefit most from data-informed decision making find themselves unable to find the time to do so.  We encourage you to consider if this is fully an issue of lack of human resources to engage in data-informed decision making of if it is more of an issue of lack of prioritization of data us activities.  What is, or should be, the primary purpose or data for a country?  Is it to report to donors or is it for the government to most effectively and efficiently manage the health care system?  While we all understand the realities of performance based funding and the need to satisfy donors to keep the funding stream alive – we also need to consider issues of leadership and country ownership of M&E systems. 

The example of how Kenya addressed barriers to data use at the district level is excellent.  Other Data Use Members can take valuable lessons away from this experience.  It seems that the next steps are to ensure that organizational structures need to be put in place to support the regular use of this tool and to ensure regular discussions around the findings that are generated. To view screen shots of this tool visit the site listed below and scroll down to day 3.  http://www.cpc.unc.edu/measure/networks/datausenet/dashboards-and-data-use-forum-may-2010/dashboards-and-data-use-archive

 Name: Joseph Mabirizi

Organization: MEASURE Evaluation/Futures Group International

Country: Rwanda

 Poor data quality 
The root causes of poor data quality are related to the behaviors and practices of individuals and organizations as well as knowledge and skills. Citing the case of Rwanda, over the last 3 years, the country adopted the Performance-based funding (PBF) approach. Among other quality of services aspects, the PBF resulted in the improvement in timeliness of information reporting and feedback. However, quality of data remained a major challenge as most of the reports were incomplete as staff hurried submitted reports in order to receive monthly financial disbursements. Previously, timely reporting was a challenge and the PBF was praised for its improvement. Over the last 1 year, the health sector has embarked on the improvement of data quality by designing a DQA tool customized to settings of the health facility context of the country and being able to be used by ‘first-line’ data producers for self-assessment (previous DQA tools do not account to the variance in health sector settings and operations across nations including a focus on identification of areas that result in poor data quality). The tool generates scores regarding the different aspects of data quality and these have been incorporated into the PBF scoring system. The awareness and training of first-line data producers in DQA (a knowledge and skills related aspect) and DQA scores being part of the PBF (behaviors and practices) is resulting into improvement of data quality. Facilities have realized the need to reduce on the amount of data being collected and reported and have requested central level support. The central level has responded with the standardization of all data collection tools and reduction in the volume of data being collected and reported. Most facilities have hired Data Managers and M&E officers to routinely conduct DQA and run analyses on data before final submission. The emerging opportunity is to enhance their skills in data management and analysis and advocate for data use in planning and decision making at the peripheral and upper levels. The country is currently developing an SOP on data management. In summary, the root causes of poor data quality are:

· Lack of knowledge and skills at different levels in assessing data quality including assessment tools that identify areas of weakness that result in poor data quality

· Lack of knowledge during pre-service training on the importance of good quality data

· Lack of standard operating procedures for data management 

· Lack of coordinated mechanism on DQA

Insufficient Skills to Analyze, Interpret and Use Data
As mentioned above and previously, every district hospital (that supports lower level health centers) has a Data Manager or M&E officer and the enthusiasm for skills development is high with financial assistance from development partners and Government. However, most of the cadres recruited were from a pool of clinical officers/nurses with little or no skills/knowledge in data management, M&E and statistics/mathematics (an issue of identification of the people right for the roles). And unlike other settings were civil service staff is retained for a period, due to the performance-based approach, staff in Rwanda are contracted for not more than 1 year in their roles and easily assigned other roles or transferred in the process. This complicates the capacity building initiatives. In addition, because of their previous background and the quest for facilities to meet targets set in the PBF, they end up performing other clinical duties and thereby sacrificing the data quality and analysis. The same applies to central level staff with varying education background not aligned with required skills in data analysis and its interpretation and similar turn-over rates across roles.

 Insufficient Access to Data
Currently the Government is drafting a national policy on “access to information.” But with the absence of a defined protocol and procedures of sharing and release of information, most institutions are wary of sharing their data mainly because it is regarded as an asset. In addition, some are not confident with the quality of data under custody and the misinterpretation and misuse of data once shared. The health sector is working on similar guidelines and procedures for institution data sharing and release to promote its use.

 Too much data / Lack of minimum list of national indicators
Recently we embarked on an exercise to sift through the multitude of indicators. We started with 931 and came down to around 193 indicators. The challenge is that most partners felt that their impact or outcome indicators were left out. During the exercise, we realized actually a lack of understanding of what an indicator is across partners. Most input or low level process indicators had been classified as high level indicators for the programs and others had classified activities/tasks as indicators. This is mainly attributed to the low skills level of staff in M&E as well as insufficient designs of PMPs. 

 
Moderator comments:
Thank you for your in-depth investigation into the root causes of the barriers in your setting.

Poor data quality - You point out that the root causes of poor data quality are the lack of knowledge and skills at different levels in assessing data quality including assessment tools that identify areas of weakness, lack of knowledge during pre-service training on the importance of good quality data, lack of standard operating procedures for data management and lack of coordinated mechanisms on data quality assessments. The example you cite is an excellent example of a comprehensive solution that resulted in the central level has responded with the standardization of all data collection tools and reduction in the volume of data being collected and reported.

Insufficient Skills to Analyze, Interpret and Use Data
The use of clinical providers for tasks that are M&E or statistics related definitely contributes to the issues of insufficient capacity to analyze and interpret data. To overcome this root cause we need to ask – How can we change hiring procedures and job descriptions so that skills match job functions.  How can staffing be reoriented to accomplish this.
Insufficient Access to Data
You have share an excellent point that directives to share and release information need to be supported with defined protocols on how to do this.  There are many reasons why individuals and programs are weary of sharing information but if the rationale for why it is necessary and how it will be beneficial to the program is clear, many of these concerns dissipate. It is important to consider – Why are individuals resistant to share data? Are they concerned about patient confidentiality?  Are they concerned that their program will be below programmatic goals set for that program area? These issues need to be uncovered before protocols are developed so that they respond to the concerns of those they govern.

 Too much data / Lack of minimum list of national indicators
Your example of how the proliferation of indicators in Rwanda was handled is an excellent one. You identified the root cause and developed an intervention to address it.
Name:  Samson Bamidele

Organization:  MEASURE Evaluation/JSI

Country:  Nigeria

Dear Data Use Net Members,

Having identified some key constraints to data use and the discussions on the root causes and how they can be addressed I'll like to comment on just a few of the issues raised based on the experience with our work in Nigeria.

1.       Training - the type of training on M&E given in the past by most intervention programs have been found to be inadequate in content and frequency.  As a result of the fact that most intervention programs are donor specific and donor driven, they tend to lay emphasis on donor needs with little or no attention to the entire system.  Training and retraining on key aspects of the program such as information use were not planned for.  This gap in training on information use in the program lead to a general neglect and non-use of data generated.  On the other hand, development work in this part of the world is characterized by high mobility of staff from one program to the other.  This high staff attrition rate requires that all key trainings planned during that program be done over and over again to enable new staff benefit from them and have knowledge on the use of information. Our experience show that if you train a set of people on a particular area from selected facilities, say on DDU and you repeat the training for the same location and facilities six months later, you are likely to have a different set of participants since the last trained people  have moved on.  Our M&E trainings therefore should be rich enough to contain all essential elements and repeated after a period of time on a continuous basis throughout the project life.
2.       Data quality issues - the quality of data is jeopardized by ill-defined indicators, poor data collection and reporting tools, late reporting and incomplete data to mention a few.  When an intervention program is affected by these factors, the information generated from it will be difficult to use and disseminate.  Poor data quality can to a large extent be addressed by taking care of some individual factors such as low skill, poor attitude, indiscipline and lack of commitment.  The individuals behind the generation of data for program improvement is should therefore ensure that such data have the right type of quality that will encourage use by managers and other stakeholders.

3.       Faulty M&E planning process - The process for the design of M&E systems for some of the intervention programs were found to be faulty in the sense that it did take into consideration the need of its stakeholders. When such stakeholders were not involved in the panning of the M&E system they are very likely not going to use the information generated from that system as expected.  They probably may not even understand it.  It is therefore necessary that stakeholders are involved in the planning process of the M&E so that their need can be reflected in the data collection process.  This will encourage use of the information by such stakeholders.

4.       Weak M&E Structure - The M&E system of a good number of our intervention programs do not go beyond activity reporting, compiling massive amount of data without provision for use.  Inherently, such M&E systems cannot use information because there is no plan for it.  At the design stage of the M&E system for our program, adequate provision should not only be made for data availability and analysis but also for information use and continuous demand.  All donor-driven programs should seek to support this approach to M&E design.

Thank you, Samson Bamidele

 Moderator comments:

Sampson, thank you for your continued feedback.  You point out some excellent root causes of the barriers to data use in the Nigerian context. It is probable that these root causes are found in other countries as well and we encourage Data Use Net members to consider these examples as they probe for root causes of low data use in their countries. 

Regarding your comments under:

· Training - Two different issues are raised here, both of which have at least some OD-related response elements.  We offer these questions as food for thought 1) Donor-specific/donor driven programs which dictate or largely determine M&E training.  Is there something via national leadership and/or advocacy that could be done to ensure that data use training is included in these programs?  2) High staff mobility/attrition and the need for continuous training.  If these changes are due to decisions of the organization, can there be a discussion and a plan developed to help mitigate this?  If these changes are due to individual employee decisions to move, why is this happening?  If the root cause of this is determined then it should be possible to come up with some interventions or activities that would directly address the issue and work towards resolving or improving the situation.

· Data quality – You mention poor attitudes of data collectors.  To address this barrier first we need to be sure we know the root causes of poor attitude, indiscipline and lack of commitment.  These are more symptoms than causes.  What is underlying these?  Secondly, once we have the underlying or root causes for these obstacles, how are going to address them?  Often people try to address performance issues by increased regulations and/or sanctions.  The bottom line is that you can’t make and employee or an organization have a good attitude, be disciplined or have commitment, certainly not in any sustainable way.  The only sustainable way to improve performance is if the employee/organization WANTS to improve performance.  Our challenge as leaders is to understand how to bring about that environment

· Faulty M&E planning process - Absolutely.  The awareness and sensitivity to recognize this is a leadership trait.  Also a leadership trait, are the practices of aligning, mobilizing and inspiring stakeholders to do this.  The planning, organizing and implementing practices necessary to this process are management skills.

· Weak M&E structure - Again, the deeper question is WHY is there no plan for it?  Why do donor-driven programs not support this approach?  Once the analysis of the current situation is done and the root causes are identified, priority actions that successfully address these causes can be taken that will allow the team to achieve its desired results.
Name: Vikas Dwivedi

Organization: JSI

Country: Timor Leste 

Dear moderators,

Thank you for the inputs and questions.  In response to the issue of root causes for the problems being identified as barriers to data use, my experience and observations are:

1.            Poor advocacy by donor and technical agencies on existing tools and methodologies to improve health information's system and data analysis and use components. Even in if there is a technical agency present in a country to provide technical support, coordination with other agencies get really difficult. Different agencies do not approach ministries in coordinated manner. Once standardized tools are developed like the HIS assessment and strategy development tool by HMN, it should be widely shared with all donors and agencies and they should communicate with respective country teams to coordinate and provide support.

2.            Low knowledge/awareness of Ministries of Health on technical areas. Capacity to conduct data validation, design M&E frameworks, conduct analysis on defined indicators is low in many developing or low-income countries. This also leads to poor planning for HIS and M&E issues within health programs, poor feedback mechanisms, etc.

3.            Low capacity/skills of health workers in conducting systematic analysis at lower levels of health system

4.            Local country conditions - Dependence on other sectors like infrastructure (internet or telephone). Conditions vary country to country but to provide an adequate IT support to facilitate data management and increase its use, health systems has to depend on provision of internet or telephone coverage to introduce some easy to use IT solutions to maximize data use.

Vikas

Moderator comments:

Thanks Vikas, we have commented on the root causes identified Regarding the firs barrier you address - poor advocacy by donor and technical agencies on existing tools and methodologies to improve health information's system and data analysis and use components - we absolutely agree but consider this more of a symptom than a root cause.  Why is there poor advocacy by donor and technical agencies?  Do they not know how to do advocacy?  Do they feel it is not their job to do advocacy or even not want to get involved with advocacy?  Do they say that they don’t have time to do advocacy (if they do say that, do they think other activities that they are doing are more important?).  Once you are satisfied that you have arrived at a root cause, you can identify your priority actions to address the obstacle.

 

Day 3
As we think about the constraints to data use that have been raised over the past two days and consider how Data Use Net members have addressed these challenges, we have seen the issue of leadership raised in many of the posts.  In order to face any challenge, in this case the challenge of getting people to use data for planning and managing services, some individual or group, usually leads the way in trying to achieve results.  We can learn a lot from investigating how this done.  We have posted an article on leadership for those of you who are new to this topic. Visit  http://www.cpc.unc.edu/measure/networks/datausenet/overcoming-contraints
Thank you to the many members who contributed responses to the discussion questions:
· What successful interventions have you put in place to overcome barriers to data use? 
· What was the result of increasing data-informed decision making? 
· What facilitated your efforts to overcome barriers to data use? 
DAY 3 SUMMARY of Responses 
Question: What successful interventions have you put in place to overcome barriers to data use? What was the result of increasing data-informed decision making? What facilitated your efforts to overcome barriers to data use? 

· Implemented of the Decision Calendar Tool to facilitate data use and develop a culture of using data in decision making

· Trained on data use for decision making first to management staff and to the other lower staff

· Advocated and lobbied on data use in health decision making

· Implemented a comprehensive package of: on the job training in M&E & data quality audit tools, conducted support supervision for M&E activities, held quarterly data feedback workshops for various levels of the health system, developed a national HMIS calendar of activities and reporting and implemented at each level of the health system, nominated focal persons in all regions and hospitals for data management,  included M&E activities on MOH and partner calendars, linked HMIS to the M&E and Planning Department

· Implemented a Ministry led capacity building approach that addressed 2 levels (1) coordination level (province level) (2) data collection level (organizations and institutions field work)

· Implemented a self-assessment of performance at health facilities that experience difficulties in using data - by someone higher up in the organizational structure; built the skills of managers in leadership; and included staff opinions into consideration during the decision-making process.

· Involved staff at all levels in operational planning at their level

· Introduced an information corner in health facilities and at work places where at a glance you can monitor performance through figures and tables

· Encouraged a limited, focused use of  indicators for decision making

· Used MOH data collection tools

· Coach and encourage teamwork

· Encourage local ownership of the data improvement process and encourage leaders to ask what is the outcome 

· Used time series charts to show data-informed improvements in service delivery 
DAY 3 DISCUSSION POSTS

Name:  Mohemed Ismail Muhumed

Organization:  Somalis Vulnerable Situation Support Organization

Country: Somaliland

Dear Data Moderators,

Greetings, thank you for your continued improvement on data use in decision making in health sectors.  My country is Somaliland which was formerly part of Somalia but broke away from Somalia in 1991 and has its own independence and passed away three presidential elections which the last was 26 June 2010.  All the different institutions are working properly and many international and UN agencies are in here to take part the development of this country were peace and stability exist, but the  successful intervention that we have done are following:

· Refresh training about data use in decision making voluntarily without funding

· Advocacy and lobbying for data use in health sectors though it needs more funding

These data use topics in my county are much considered but need advocacy and lobbying for health sectors and the policy makers.  Funds are in need to start full advocacy and lobbying.

Best Regard, Mohemed Ismail Muhumed

Moderator comments: 
Dear Mohamed, We applaud your efforts to conduct training and advocacy and training around data use in your country. We’d love to hear how you did this. What steps did you put in place?  What was the outcome?

 

Name:  Abdillahi Abdi Yusuf

Organization: Ministry of Health

Country: Somaliland Republic 

Dear technical support,

I hope you are doing well.  I'm submitting to you our country data use achievements, constraints and recommendations as below.

1.      Achievements and Efforts by HMIS department over the past years

1. National HMIS office= started two pilot regions for HMIS strengthening

2. Increased number of non-MoHL run health facilities participating: The MCHs staff was given on the job training on data collection as well as HMIS tools which they have been submitting to the regional offices once completed at the end of each month.

3. Development of Pilot Standardized HMIS Tools for hospitals: After consultative meetings were conducted in Mansoor hotel and Hargeisa Group Hospital with participation of the Hospital Directors and MoHL Departmental Directors piloting began in HGH Gabiley district hospital and Berbera Hospital in September 2008.   

4. Continued collaborative (MoHL / supporting partners) support supervision and data quality audits on a quarterly basis health facilities including hospitals MCHs and HPs in pilot regions some efforts have also been made in other two regions at the request of COOPI and MoHL

5. Quarterly Feedback workshops held for MCH staff on findings of support Supervision and monitoring activities- these were held in each quarterly. Various stakeholders ( e.g.UNICEF, MoHL supporting partners and staff were also invited and participated).

6.  Various HMIS Feedback workshops for Hospital staff were conducted in each Qtly on findings of supportive supervision as well as review and development of standardized hospital reporting tools. The participants were from all the country hospitals=2C included the hospital directors and HIS officers.

7.  National HMIS calendar of activities and reporting developed and implemented at each level (Central, Regional and H/F) in all six regions. This entails all health facilities to send all required reports to their regional HMIS offices by 5th day of every month, and all regional reports forwarded to the national offices by 15th of the same month. This has resulted in improved provision of Data Collection and feedback reports from NHMIS to RHMIS then Health facilities in most of the 6 regions as well in the gap period there is feedback between all levels.

8.  HMIS strengthened and Rollout plan was implemented into four rest regions in the country using by the benefit given their staff during the participation of feedback meetings=20

9.  Nominated focal persons in all regions and hospitals  for the Data Mgt  and started for them a continues training twice a year which facilitating by AMREF University that  become part of improvement and strength the capacity of HMIS staff interims of data analysis and preparation of different health forum presentations

10.  National HMIS participated and presented the health Nutrition and WASH activities into the working groups of health sector in the MOH and partners calendar that lead the decision makers to use their plan for the basis of current data

Challenges facing the department and overall data collection and use.

a.             Inconsistent inaccurate and incomplete data collection and provision by MCHs

b.      Inconsistent data collection systems in use at hospital level across the country

c.      Inadequate use of data for decision making by managers at all levels (hence poor quality of data and service management) by both MoHL and supporting partners

d.      Inadequate service and data audit by supporting partners and MoHL

e.      Lack of qualified data manager to assist with analysis at the national and supporting partners

f.       Health professional has no enough capacity of knowledge to facilitate health interventions result or outcome of their input using by available data and information because there was no curriculum based data management in their nursing schools

g.      Inadequate support agencies and technical expertise in-country low understanding of data use by the MOH, poor understanding of the value of data in decision making

 

Overall recommendations

a.      Data quality can significantly improve with regular use of data through querying supervision and service audits (i.e. assessing whether service is carried out as required through critical review of data especially at data collection points in the registers)

b.      MoHL and supporting partners need to have coordination meetings where data is discussed for better collaborative support in improving quality of services and data collection.

c.      The MCH form will need to be improved and updated as many of the data items are confusing to the health workers training is required as well.

d.      Development of standard case definitions to ensure the disease/conditions reported are the ones diagnosed.

e.      Health managers at regional level should practice evidence-based decision making especially in light of limited resources to operate more effectively and efficiently.

f.       More private facilities should participate in data collection 

g.      Institutionalize the data ownership and disseminate into national forum like the elder house parliaments and capitates of ministers to update and inform them for the higher indicators enable them to prioritize their development Goals

h.      The formal education of health institutes may include their curriculum for the basic of data health management.

i.       HMIS technical group to participate and disseminate their presentations in the health working group meetings

j.       HMIS linking to the M&E and Planning dept was very powerful and improved data use

 Best regards,

Abdillahi Abdi Yusuf

 Moderator comments:
Thank you for this comprehensive post.  We have commented on the recommendation as you listed them in you post.

1. The use of ‘enforcement techniques’ (supervision, audits, etc.) are critical to improving data quality and are most effective in the short term. Ultimately the environment and culture needs to be supportive and positive for the behavior change to last.

2. Regular meetings where data are reviewed is vital to data use.  For data use to be ensured, the request for the meetings needs to be proposed and supported internally, by the MoH and the supporting partners.  A possible way to do this is to get them together around the challenge (“better collaborative support in improving quality of services and data collection”) and have them come up with the actions to address the challenge.

3. When updating data collection forms the need to do so must be a joint decision.  Specifically, health workers (the primary data collector) need to be represented in these discussions and decisions.

1. Disseminating data to the data user is critical to data use. This requires good advocacy and communication skills

2. Including concepts of M&E and data use into national pre-service training institutes is an excellent idea to address barriers to low technical capacity. This will require advocacy with registrars of higher learning institutes. MEASURE Evaluation recently drafted a training toolkit for nursing pre-service education. Visit the MEASURE Evaluation website in 2 months for the final training materials. 
 

Name: Steven Wanyee

Country: Kenya

My apologies, I realize this response may be a bit late since I missed out sending this yesterday but it is important for me to enable me contribute.

In my experience especially working at the community levels for almost 2 years, I think the main root cause of most of these barriers discussed here is attitudes and culture towards data. What I mean is, in Kenya and I am sure I speak for a lot of similar environments across the world, we are still stuck to a great degree on authority-based decision making. What I mean is that important decisions are made based on who makes the call and not based on evidence. So, if Dr. X or Prof. Y says something, it doesn’t matter how ridiculous and baseless it is, but because that decision came from them, then it’s almost divine! Challenging decisions and opinions objectively is easily confused with challenging people's competencies and easily bundled up together with disrespect, insubordination, etc. This has been nurtured by our African culture where elders were never questioned, anything they said went. This culture has been nurtured in our schools and thus most of us inevitably grew within such systems and were only able to extricate ourselves from that later in life and realized that it is okay, and in fact encouraged to ask questions, to question decisions or opinions and demand for evidence, and that it is not disrespectful to questions even the decision or opinion of your professor, boss or elder (of course how you do that matters a lot). This culture has then given growth to a careless attitude towards data because anyway, what does it matter if decisions are made by certain persons and they don't care about basing those decisions on evidence, or asking for evidence or even encouraging people to search for evidence to inform decision making process. Another off-shoot to this culture thing is that most settings like in some parts of my environment have also just been consumers and not innovators for the most part. A review of most school curricula will prove that to you - how much for example is research emphasized in most of our school curriculums? How much are theories challenged and students challenged to carry out research to prove opinions, thoughts, ideas?

So to segue into the question for day 3, “What successful interventions have you put in place to overcome barriers to data use? What was the result of increasing data-informed decision making? What facilitated your efforts to overcome barriers to data use”?

Using the MEASURE evaluation approach of the decision calendar was very effective because it enabled us implement at the decision-level, demand for data use as evidence for making decisions starting with periodic, predictable decisions then later as that culture caught on, application was extended to even ad hoc decisions. Consistent provision of technical assistance to deal with all the other barriers could not work without influencing the culture around the need for demonstrating evidence for making especially the very important and key decisions. It was not enough just because someone was an authority for them to imagine that their word was enough. Teaching people how to question key decisions and demand for proof or evidence was a key component in trying to influence attitudes and working backwards from that point enabled the other barriers to get solved, e.g. data quality which was affected by their M&E systems, etc. Bottom line is that, most of the other barriers and their roles in that whole process we affected a lot by culture and attitudes.

My take on this is that culture change needs to be instilled from the lowest levels possible, starting from our primary schools going up. People need to distinguish between demanding for evidence or proof and challenging authority/showing disrespect/challenging competency especially of authorities. The authorities themselves also need to actively lead in research because their students learn from them and want to emulate them.

Moderator comments: Thank you Steven for this provocative post.  You point out some significant root causes to non-data use that exist in the Kenyan context. The example of using the Decision Calendar Tool as a vehicle to facilitate data use is a good one. The Decision Calendar Tool is unique in that if used regularly it facilitates data use not just once, but on a recurring basis. This results in decision makers having positive experiences using data which usually translates into a continued demand for data in the decision making process. The Decision Calendar can be applied in any context as a facilitator for data use. To access the tool visit.  http://www.cpc.unc.edu/measure/networks/datausenet/overcoming-contraints
Name:  Maria Joao Nazareth

Organization:  JSI/ MEASURE Evaluation

Country: Mozambique


Greetings to all of you. I am very happy that I am part of this important forum. Hope we can have more... The discussions are already very interesting and covering a lot of interesting points. Let me share some constrains to and some roots causes of data use.

In Mozambique some organizations com develop their own projects that are not always linked with the Ministry.  We are trying now to develop a basic (I do not like so much the name basic and perhaps it’s more preliminary) capacity building on M&E and need for data collection.  It has been developed in two levels: coordination level (province level) and data collection level (organizations and institutions field work).  We developed 4 modules all of them in these 2 levels. The modules include:

· M&E concepts and terminology

· Information system needs (data collection, reports, feedback and decision making)

· Epidemiologic concepts

· Indicators in health system

The capacity building is been done by government officials (NAC) trained to perform this tasks. The course is very practical trying to have the organization staff arriving from themselves to the concept (very interactive mainly at the lowest level).

We just began the pilot phase and we are getting the barriers and roots cause for not understanding on the need of a data collection, data reporting and sharing, feedback and indicators. It has been very interesting to investing the major needs of the people that are in the field (collecting data).

Maria Joao Paiva Nazareth

Moderator comments:
Maria, thank you for your post on the approach implemented in Mozambique to strengthen data use.  Of note in your example is the involvement of government in this capacity building effort. This involvement builds local ownership of, and sustainability for, the capacity building intervention.  We are interested in knowing how this collaboration was built. With regard to our day 3 questions around leadership we would like to hear if this collaboration has lead to the Ministry actually leading this effort. 
 

Name: Jaakko Yrj-Koskinen

Organization: Helsinki University Central Hospital

Country: Finland

Hello,

I missed the first day of discussion due to my late registration to the forum. My apologies.

Cultural constraints to information use in decision making in developing countries have not been properly addressed in the literature on health information system performance. Because of this knowledge gap I recently explored the relationships between cultural dimensions at the organizational level.  Organizational practices and the use of routine health information in decision making in a rural district in Burkina Faso by interviewing a sample of health managers. Five dimensions of organizational culture were identified as influencing information use in the study population: Performance Orientation, Power Distance, Collectivism, Gender Egalitarianism and Locus of Control which was defined as the extent to which individuals in a society or organization believe they can control the outcomes of their actions. These cultural dimensions seemed to be related to five organizational practices affecting information use: performance assessment, open communication, participation in decision making, responsiveness of health care providers to both men and women’s expectations and a leadership style in which task-performance and relationship-maintenance leadership behaviors are intimately related (PM-type leadership).

A few strategies for enhancing evidence-informed decision making in the local context emerged. These include:

· the facilitation by someone higher up in the organizational structure of a self-assessment of performance at health facilities that experience difficulties in undertaking such a process on their own

· building the skills of managers in PM-type leadership and by providing managers and employees more opportunities to express their opinions in their interactions with their superiors and in work teams

· taking staff opinions into consideration in decision making.

I have submitted for publication to international journals two articles describing the study (one article together with my colleagues at the University of Heidelberg and the Nouna Health Research Centre in Burkina).

Best, Jaakko Yrj-Koskinen

Moderator comments:
Thank you for sharing your research findings with us.  This type of study makes an important contribution to the understanding of many of the barriers to data use.   Now the challenge is how to use this information in developing strategies and actions to successfully address the constraints. We have commented on each of your identified strategies.

· A self-assessment is a valuable tool to get at specific organizational barriers to data use. However, the assessment does not necessarily have to be someone higher up in the structure.  If someone outside the structure is engaged to conduct the assessment you avoid the hierarchical power issues that frequently overly influence the assessment process and end results.

· Building leadership skills is critical to engendering a culture of data use in an organization.  However, another perhaps more powerful way of achieving leadership is by having teams (program managers and employees) participate in a leadership development course that promotes both individual and team leadership. 

 

Name: Everlyne Nyagaya

Organization: HJFMRI-WRP

Country: Kenya

Dear DataUseNet members,

My apologies for coming in at day three. I did not get to participate in the first two discussions but i have read your contributions. They are indeed valuable.

Successful interventions to data use
The interventions that have brought success to data:

1. Trainings on data use for decision making first to management staff and to the other lower staff.

2. Involving staff at all levels in operational planning at their level since planning requires valid data.

3. Training in monitoring and evaluation and focusing on data capture tools and reporting to relevant staff.

4. Introduction of information corner in health facilities and at work places where at a glance you can monitor performance through figures and tables.

Results of increasing data informed decisions
1.The ministry of health can now plan using relevant data and set targets based on valid data.

2. The district health records information officers are able to manipulate the data and inform the Districts on relevant intervention in response to a particular trend in service delivery that needs to be reverted or improved.

3. The health facility staff is able to know what number of clients to expect per month or week and plan accordingly.

What facilitated the efforts
Working closely with the district Health Records Office we realized that they had a very hard time setting targets and planning for the districts health activities because there were no proper records to use as baselines. This facilitated our efforts to improve their panning and help them monitor performance overtime.

Thank you, Eve

Moderator comments:

Thank you for your input Eve. The interventions you cite are great.  We specifically want to point out number 1 - trainings on data use for decision making first to management staff and to the other lower staff. The fact that the trainings involved both management and lower level staff is important because they are all implicated in data use. Lower staff as the data collectors and implementers or any changes in programs that may result from data informed decision making and management as the decision maker.  We’d also like to comment on number 4 - Introduction of information corner in health facilities and at work places where at a glance you can monitor performance through figures and tables. This is an innovative approach. It will be important that the decisions around what to present in the information corner are made by those that are responsible for producing, maintaining and using this information, not any outside forces.
Name:  Delfinus Kivenule

Organization: Tanzania Commission for AIDS (TACAIDS)

Country: Tanzania

Congratulations  for good initiative  you have undertaken by letting  professional on data  to share this dialogue  on the barriers  and what to be taken to improve data use for  program me  improvement. I   work with Tanzania Commission for AIDS (TACAIDS)  
Due to unavoidable circumstances I failed to participate in day one and two, I want to contribute on discussion of day three, which is about interventions to be in place in order to overcome barriers of data use.

Barrier: Insufficient access to data.

Intervention: Develop M&E communication strategy. The strategy should explicitly outline issues pertaining provision of feedback to stakeholders, advocacy on data use, identification of users of data collected, how effectively Public relation (PR) can be used to bridge the gap between Producers and Users of data. 

Barrier: Lack of Training in M&E, data for decision making and analysis and interpretation.

Intervention: This is common barrier to many organizations; therefore I want to share what my organization did to some extent to overcome the barrier.

My organization is mandated to coordinate HIV and AIDS interventions countrywide, for smooth coordination, a robust M&E system is pertinent in order to ascertain whether interventions undertaken by stakeholders are in line with Country strategy and have positive impact in the community. To ensure all HIV and AIDS implementers have robust M&E system, the only interventions undertaken is :

1.       Comprehensive training  on M&E concept, the training was preceded  by development of training manuals  which are:

· M&E manual whereby all issues a of M&E were included 

· Reporting manual-among others, design of data collections tool, flow of data are well presented in the manual. 

· Data Demand and Information Use (DDIU) manual - the manual was designed specifically to promote data use among decision makers at all levels. 

Barrier: Poor data quality

Intervention for programmatic data: 
· Development of Data Quality Audit guideline 

· Development of Primary Source document - All actors should make use of standardized source document to minimize errors or wrong reporting during periodic data compilation 

· Develop and disseminate indicator protocol/data element- Indicator protocol need to be disseminated  to all actors collecting data for  thorough understanding  of what actually indicator mean hence data of high quality will be collected and reported 

The guideline will help quality assurance personnel at all aggregation levels to ensure data collected meet the dimension of quality data which includes Precision, integrity, reliability, completeness of reporting, relevance and timeliness. In additional the guideline should spell out the timeline of conducting data quality audit.

Moderator comments:
Thank you for your comments.  Regarding the capacity barrier we encourage you and others when faced with the barrier of - Lack of Training in M&E, data for decision making and analysis and interpretation – to always confirm your assumptions by conducting a root cause analysis before identifying interventions.  We often see lack of training and capacity as a barrier but even if we train in these skills we don’t see improvements in data use. This is because there is often an underlying cause that is inhibiting data use more proximately than low capacity.  If the root cause is indeed low capacity in M&E and data use, it will be important to ensure that the HIV/AIDS implementers re involved in the development of M&E manual, reporting manual and DDIU manual.  This same concept applies to the development of the data quality guidelines.  

 

Name: Kim Ethier, Senior Quality Improvement Advisor

Organization: USAID Health Care Improvement Project, University Research Co., LLC (URC)

Country: USA

Thank you for the interesting discussion which has taken place over the past 2 days.  I wanted to respond with some collective lessons learned from the USAID Health Care Improvement Project (HCI) which works in over 30 countries presently.  Our focus is, as the name suggests, to improve health care in many different areas.  We build facilities’ and/or communities’ capacity to make improvements in the care they provide. Data use is an integral part of this. In addition, we assist Ministries of Health to build capacity and infrastructure for supporting improvement at the facility and community levels.   My comments today will be on data use and lessons learned at the facility level.  

HCI uses many different approaches to improving quality, but we begin with the premise that you need to make a change in what you are doing in order to get a different result.  Once you make a change, you must measure on a regular basis to determine whether your change really led to an improvement.  This also requires having decided on some quantitative measure or indicator that will show whether you are getting the result you are trying to achieve.  We guide and coach facilities through a problem solving cycle in which they determine the problem, set an aim, define a measure, test different changes which they believe will lead to improvement, and analyze data from the test to determine if in fact they improved care.  Data are needed and used at every step.  The barriers and problems listed in days 1 and 2 come into play as facilities are using this problem solving cycle.  We do not have the silver bullet for data use problems, but have learned some lessons about how to be help facilities. 

·  Limited, focused indicators- Teams may have between 2 and 5 (less is better!) process indicators which they collect on an ongoing basis to monitor a given health area.  We also encourage that they monitor an outcome and/or impact measure that will tell them directly or indirectly whether they are impacting morbidity or mortality.  In some cases, if they are introducing a new step or process, they may create an indicator which is followed only for a few months until they are certain that this process is active and running.    If things are added, we attempt to also reduce in another area.

· Use MOH data collection tools – Whenever possible, we use the patient and data collection tools of the MOH as the basis for developing indicators.  We look at what information is already available and try to work from there.  When additional information is needed, we look for simple ways to collect that data.  Examples of this including recording additional information in a box/column already on a chart or register and stamping an additional box in a free space on an MOH tool.   This serves the dual purpose of minimizing paperwork and encouraging better compliance with MOH data collection.

· Coaching – One resource-intensive factor is that we generally provide monthly coaching for new facilities, which becomes less frequent as facilities improve.  Coaches are a combination of MOH staff from different levels, project staff, and/or other IP staff depending on project design.  We often find that they will need to spend several visits to work with sites on improving their data collection including proper completion of MOH tools and improvements in  the data collection process.  We use other meetings and trainings to explain and promote MOH tools.

· Teamwork – Data collection, aggregation, analysis and use needs to be a team activity. Facility level teams who are most successful at using data have shared the responsibilities and tasks for data collection among several people. Analysis is a group effort, as is determining how to fix problems.  One person given all the responsibility means that there is no backup and no continuity if they are out or transferred. 

· Local ownership and the “so what?” factor – There are many donor-funded and MOH programs which require data go up the chain, but rarely provide feedback or action at the facility level.   Facilities need to know how to analyze the data once they have collected it, but they also need to know how to organize themselves to take action to address problems.  There are many improvement approaches which guide facilities to use their data to solve problems and give them the tools and guidance.  Our experience has shown that teams who use the data to make improvements will improve the accuracy of their data collection as well.  They can then see the purpose of knowing accurately what is happening in their facility.   

· Time Series Charts  - HCI prefers using time series charts with facilities because they are simple to plot and give facility-level teams rapid feedback on the result of the changes they are testing to improve care.  Most often we use a monthly data point, but these can also be daily, weekly or quarterly depending on the nature of the indicator and change.   Facilities will proudly display these in waiting areas to show clients how they are improving.

 There is additional information on all of these topics on the website www.hciproject.org.  There is also a place to share your improvement stories, which includes improvements made in data collection and use (see http://www.hciproject.org/improvement_database ).  

Again, thank you for the good discussion.  I will look forward to sharing the results of this week’s forum with my colleagues. 

 Best regards, Kim Ethier

Moderator comments:
Thanks for your excellent contributions Kim. The HCI approach is interesting in that it involves the “recipients” as not only participants but contributors.  This helps to obtain ownership of the process and results and also empowers people - which is critical for improved performance. The inclusion of coaching in your approach is also important.  It is frustrating and ultimately counterproductive to ask staff to perform new skills or assume new behaviors without giving them the quality and quantity of support needed right from the start. 

We are very interested in your experience that teams who use the data to make improvements will improve the accuracy of their data collection as well.  These experiences need to be properly documented and disseminated for the benefit of the entire M&E and data use community.  Do you have such documentation? If so please share them as they would be very useful to the data use net community as advocacy materials.

Day 4
Dear Data Use Net Members,

Thank you for your contributions to the Discussion Question – How does leadership influence data use?  Who provides this leadership? We received three interesting and thoughtful comments. All posts noted that the primary influence of strong leadership for data use is to advocate for a culture of data-informed decision making coupled with the implementation of organizational systems to support continued use. Steven from Kenya points out that this will lead to greater responsibility and accountability by governments to the constituents they serve. You will find the full posts below, followed by some rich moderator comments. Each post is preceded by the name of the individual that posted, their organization and their country of current residence. 

 

DAY 4 DISCUSSION POSTS
Question: How does leadership influence data use? Who provides this leadership?

 
Name: Steven Wanyee

Organizational affiliation: University of Washington, ITECH Kenya

Country of residence: Kenya

 

I see the issue of leadership in regards to influencing data use through two lenses; as a carrot and as a stick.

As a carrot, strong and efficient leadership can be used to sway people's opinions on the usefulness of data mostly for giving a basis and supporting decision making processes. Strong advocacy and development of a culture of data use by the leadership will directly and indirectly influence appropriate use for data. A leadership that believes that good data has priceless value especially in development demonstrates that through practice, and the followers of such a leadership naturally pick up on such a culture.

As a stick, it is through legislation and regulation. By enacting laws that demand for evidence, which is provided by data acquired through the correct way, leadership can influence data use that way. If it is law for example that provision of services cannot be done without a strong basis based on evidence, then service providers will not be tripping all over each other duplicating efforts, and in the process actually hurting the services beneficiaries as they compete with each other to fulfill their selfish agendas.

This leadership can only be provided by the host government which has the legal and moral mandate bestowed upon it by its citizens. The government is the custodian of its citizens’ interests and it is in place to ensure that its citizens' best interests and safeguarded and they receive the best, high quality services available. It has a legal and moral obligation to provide services and leadership is one of those services.

 

Moderator comments:
Steven, thanks for you post. Developing a culture of data use is critical to improving and sustaining data use yet many leaders struggle with how to make this happen.  One technique that you mention is by actually demonstrating data use practices so that others see that the leader not only “talks the talk” but also “walks the walk”. This is actually referred to as modeling the behavior you wish to encourage. In addition to modeling desired attitudes and practices, a leader should also sent up the environment - policies, procedures, even tools that encourage data use.

 

Regarding your suggestion of a ‘stick’, legislation and regulation are important elements of creating an enabling environment for data use. Yet, we also need to recognize that legislation and regulation alone often produce only short term compliance and temporary improvement. Sooner or later, personnel often feel frustrated or resentful causing a further decrease in the desired behavior. People give their best when they are motivated and they are motivated when they are supported and feel valued. Coupling your suggestions with a performance improvement approach as outlined by Steven below and Kim Ethier on day 4 would help to address this issue.

Name: Netsanet Shiferaw

Country: Ethiopia

 

Even though I am late to joining the member, I would like to be part on the discussion and here I add my piece for day four discussion on the question: “How does leadership influence data use? Who provides this leadership?”

Persuasive communication skills are an important point in leadership for influencing people who make decisions. Once a leader has the ability to be persuasive he /she can influence others in the management group to do what he/she wants. If the leader has a persuasive ability he/she can make the communication evidence based by using the available data. Besides, the leader should be trusted to convince others. Therefore the data he/she is going to use for persuasion should have a good quality and realistic.

Working on having a quality data I think need a priority and strong effort is required in capacity building on quality of data management as well as persuasive leadership skill building for people who are working on M&E, as they are taking major responsibility on over all data. Thus if people who are working on data are persuasive enough they can influence peoples in the management by providing action oriented information using the available data.

Kind regards, Netsanet

 

Moderator comments:
Thanks for your comments Netsanet. While it is helpful for leaders to be able to persuade this is not a skill that we tend to highlight in our leadership approach.   Persuasion is sometimes interpreted by others as coercion or manipulation to get others to do what one person wants them to do. A leader needs to help create an inspiring common vision that people want to work towards. The vision should be a shared vision, not one that the leader imposes on others. The leader may start out with the clearest idea of where he/she thinks the group ought to go but he/she has to be open to other contributions and be able to include other ideas and modify both the goal of the group and how they will get there if needed. 

 
Name: Steve Sapirie

Organization: Management Sciences for Health

Country: USA, with major involvements in Afghanistan, Uganda and other countries

 

I apologize for appearing to respond more to the Day 3 questions on successful interventions than to the Leadership question, but hopefully this will address both.

From my experience, the principle level at which data use must be enhanced in order to affect data quality, completeness and use at all other levels is the recording level. Essentially this is the facility and district or NGO level.

Secondly, I fear that one of the constraints on HIS or HMIS performance, is the fact that we are all so focused on "HMIS performance". I feel that it is service performance that we must be focused on, and then use routine and survey data to effectively monitor service performance, to identify and address service performance gaps and develop local service improvement interventions, particularly at the facility and district level.

One approach for doing this, which I feel effectively replaces "training" with action learning by doing, and at the same time addresses leadership development, is what we call "Team Service Performance Assessment and Improvement" or PAI for short. Earlier when I was in WHO we called this process District Team Problem-solving. But USAID projects enable tailor-made team processes to be devised for the national situation and applied with the support of national facilitators using their own procedures and title for the process.

 

A brief description of the PAI process:
MSH supports the design, testing and gradual implementation of a process referred to as Service Performance Assessment and Improvement (PAI). While this learning-by-doing process is normally undertaken by teams of supervisors and facility managers at the district level, it could be applied at the higher levels, and even at the central level for specific program performance improvement. It is a structured process of steps by which district teams analyze routine and survey data to identify and prioritize gaps in service performance (types and geographic locations of service gaps, both coverage and quality). The national PAI process is designed specifically for the country, taking into account national policy and procedure, while drawing on our extensive international experience in applying such processes around the world. The process includes careful data analysis to confirm facility and district responsibility areas and target populations, agreement on health problem and service indicators and the use existing data to identify and prioritize service performance gaps. Interventions for addressing these gaps are then designed by the team and placed with medium term performance improvement implementation plans. Such PI implementation plans can be pursued for immediate problem-solving (preferred), and/or incorporated into annual district plans and budgets by the DHMTs. Project support is provided through experienced PAI advisors for helping draft the PAI Guidelines, and through the preparation and support of national PAI facilitators (from within the project and from designated national institutions).

 

As district teams begin to implement their own performance improvement (PI) plans they simultaneously implement four key public health management and leadership processes:

 

1.      A Health Watch Framework for routine monitoring of health and service trends at the District and Facility levels is placed into operation

2.      Enhanced supervision from District level to support the implementation of agreed PI interventions for both coverage and quality.

3.      A process of district quarterly reviews is undertaken which contributes to the updating of implementation progress monitoring, intervention plans, and the Health Watch trend analysis. This may be built into existing district quarterly reviews.

4.      The PAI process normally includes steps and products that clarify or define important public health definitions and responsibilities at the district and facility level:

 

 The district and facility responsibility areas consisting of the geographic areas and size of target population groups for which the district and each of its service facilities (public and NGO) is responsible (i.e. the denominators for monitoring purposes).

The definition of local surveillance procedures (disease and death notification, investigation and outbreak response) and responsibilities within the district (notifiable conditions, case definitions, notification requirements and procedures, investigation and control procedures and responsibilities) all in line with the national health surveillance procedures and standards. (Pakistan, Burundi, Uganda).

An important by-product of the process is the development, emergence and recognition of natural team leaders and managers at the district and facility level. It is also necessary to designate a national institution to become the institutional home for maintaining and supporting the PAI process and developing more facilitators in order to sustain the process.

I hope this experience is of interest and benefit to this discussion, and I would be pleased to answer any questions about it and share descriptive materials.

Thanks, Steve

 

Moderator comments:
We applaud your comment that data collection should be flipped on its head to focus on service performance and not HMIS performance. At MEASURE Evaluation we are always challenging M&E and program professionals alike, to not with the question NOT the data. If we considered our data needs (what do we need to know about our program?) before we considered the data source (what indicator do we need to introduce? Or what can I learn from this indicator?) we would make faster progress toward data-informed decision making.

Concerning the PAI approach, it’s an excellent one. We’d like to highlight the learning by doing approach that can be implemented at any level of the health system. When data users are involved in the data collection, analysis, interpretation and identification of problems you build buy-in and ownership of the resulting recommended actions. The collaborative process you describe of monitoring, health watch analysis, and collaborative discussion is a unique way to develop a home grown team of data use champions that are well positioned to lead the establishment of a data use culture.
Name: Theo Lippeveld, Senior HIS Advisor

Organization: MEASURE Evaluation/JSI

Country: USA

Dear Data Use Network members,

My apologies for chiming in that late but I have been swamped in various endeavors. At least I have been able to read the summaries and posted comments of Day 1 to 4.  I think that questions by the moderators as well as the comments of the various participants were of high quality and discussions were very informative.

I wanted to give my input on how leadership influences data use. As many of the participants in this Forum have highlighted one of the main root causes of limited use of information is the existing culture (or lack of culture) towards information and evidence based decision making.

Most government bureaucracies are very hierarchical in structure and decisions are mainly based on authority, if they are backed up by evidence or not. Only decisions backed up by senior managers will be implemented. So, as a result, most lower-level managers or care providers do not look for evidence-based information to make decisions.

Changing such an “authority” culture to an “information” culture, where evidence based information is valued in itself and is the basis for DM, will need behavioral and organizational change and therefore will need time. Most of all, it is not possible without leadership. Senior managers in hierarchical organizations are the role models who will have to bring in this change. So, any effort to introduce an  “information culture”�  into an organization such as a Ministry of Health will need first of all to address the senior managers, convincing them first of all of the need for organizational change, and then of the need for role modeling. They will have to show lower-level managers and care providers the benefits of evidence-based information on the DM process, by using it themselves.

What is also obvious from the discussions is that there is not one solution to improving use of information for DM. While introducing an information culture is typically an organizational intervention, more individual skill building is necessary, for example training staff in problem solving techniques, and also more technical interventions are required such as building a data warehouse that can help in mitigating the fragmentation of the HIS. But all these interventions will need leadership to move forward. Our experience has shown that any improvements on HIS strengthening can only be sustained if leadership in the government is in place.

Finally, the Forum discussions remind me of the lively discussions we had in March this year in Guanajuato, Mexico, where RHINO (the Routine Health Information Network) had organized its 4th International Workshop. Indeed, as highlighted in the document on data use in the Indian Health Sector, and as illustrated again by the comments received in this Forum, there is a predominant need for information from the routine health information system (RHIS). This system collects data from health facilities and the community. Obviously, more than 75% of the decisions made in the health system or related to the services provided at the health facility and the community level.  RHIS are also the most difficult to change because they are so closely linked to the health system (contrary to surveys for example). Therefore RHIS reform or strengthening is not possible without leadership.

As a last point, I recommend strongly to consider using the PRISM tools in the identification of data quality and information use constraints of RHIS and in drilling down to the root causes. The PRISM tools have been conceived directly for assessment of the RHIS performance and have been used extensively in China, Cote d’Ivoire, Ethiopia, Haiti, Pakistan, and Uganda to give some examples. They are available on the MEASURE website and on the RHINO website (www.rhinonet.org ).  

Thank you to the organizers of this datausenet forum.

Moderator comments:
Thank you for your post Theo.  Your comment about the need to change the “authority” culture to an “information” culture starting with senior managers is an excellent point.  A possible approach to support this change would be to implement ‘leadership at al levels’.  This approach recognizes the facts that individuals reside at different levels within the health care hierarchy as well as the fact that whatever their level, every single person has a role to play in making effective data use a reality.  What ties the individuals together is a common mission of what they are trying to do.

You also make the excellent point that there is no precise recipe for improving data use.  Depending on the context, types of barriers in place and the root causes underlying them, many different approaches will need to be applied.  What is common to all situations is that for any improvements in data use to be sustained leadership among the key stakeholders needs to be in place.
 

Name:  Mohamed Ismail Muhamed

Organization: SOVSSO

Country:  Somaliland

Dear Data Moderators,

Greeting, regarding to your DAY 4 question on how did the advocacy issue on improving data use system, the following is the main to main points:

· How do this advocacy issue is to first select the advocacy issue which is improving data use system in health sectors and other parts. 

· The main steps will to select primary and secondary audience for my advocacy issue and relevant policy actors. 

· The outcome will be the health sectors and other organization familiar with data use in decision making for health improvement. 

Best Regards, Mohamed Ismail

Moderator comments:
You make a good point about advocacy for data use Mohamed. It is important to ensure that you understand who you are targeting with your advocacy messages and then specifically tailor those messages.
Day 5

We would like to thank you for your posts to our last question in the discussion on Overcoming Constraints to Data use. We received some thoughtful posts to the Day 5 question:
Imagine that you have just been appointed as the District Health Manager in Country X. Your district has a functioning M&E system that feeds into the national HMIS where 90% of your districts submit monthly reports on time. Your country is rich with additional data sources, DHS, census and other high quality studies are conducted with regularity. Unfortunately, HMIS data is rarely used beyond reporting and other data sources are rarely disseminated below the national level. What is the most important thing you could do to improve data informed decision-making in your District? 
Leadership seems to be the tread tying together our day 5 posts. Sampson from Nigeria eloquently points out that organizational leadership has influence over data use by highlighting that organizational purpose and direction is defined through its mission, vision, strategy, goals, plans and activities - which all are measured and monitored through data.   Stephen from the US lays out a process of a shared vision that relies on leadership at multiple levels of the district health team and Maria from Somalia talks about leading by example.

Day 5 DISCUSSION POSTS
Name:  Samson Bamidele

Organization: MEASURE Evaluation/JSI

Country:   Nigeria

Dear Moderator,

Thank you for the very excellent way you have moderated the topical issues around data use in the past three days.  Indeed you have made the subject matter more interesting.  The discussions on the root causes to data use and what successful interventions in place to address data use constraints clearly show that our challenges in data use are common.  This forum has indeed given us the opportunity to learn from one another.

For me, I do not see how we can develop cutting edge interventions to data use constraints without the application of some leadership elements.  One of the workshops I referred to on day one of this forum that was conducted in February this year in Nigeria was based on the understanding that leadership is key to data use.  At that workshop, we brought two categories of people together (data producers and data users) in the same to discuss barriers to data use.  It started with each group identifying the other group as one of the barriers.  This was sorted out with the joint development of a framework for linking decisions with data.  With this, it was clear to data producers what kind of information the decision maker needs and the data producers could continue to produce "good information" for decision making.  

This approach led to the development of institution-specific data use plans.  Plan for follow up on data use with each organization was then developed.  The implementation of the plan led to the identification of the need for the conduction of some leadership steps and actions such as advocacy, coaching, mentoring, conflict resolution, team building and other capacity building techniques.

From above, we see clearly that organizational leadership does have influence over data use.  For instance, we know that organizational purpose and direction can be defined through mission, vision, strategy, goals, plans and activities which can be measured and monitored through data.  An organizational leadership that wants to know for example, the extent to which its vision is being realized or whether its goals are being addressed by its programs and activities will have to rely essentially on a set of quality data to that effect.  Quality leadership lives on quality data.

Looking at this discourse from a functional leadership approach also helps to buttress the point that effective leadership promotes data use. Experience has shown that the following leadership traits will generate a lot of activity towards data management and its good use:

   1. Commitment to organizational goals and objectives

   2. Positive change in attitude or behavior of stakeholders through the revealed facts from information generated

   3. Purpose-driven (focus)

   4. Team work that will require continuous team building efforts

   5. Quality assurance and quality improvement leading to integrity and transparency

Leadership is needed and should be provided at all levels of the organization.  Two key groups are required for data use - data producers and decision makers.  It is my firm belief therefore that these should be responsible for the provision of leadership for data use.

Thank you, Samson Bamidele

Moderator comments:
This is an excellent discussion of the relationship between leadership and data use.  They are mutually dependent and mutually reinforcing.  The two key groups are indeed the data producers and the decision-makers but the line between them is often a dotted line, not a solid one.  Data producers should also be empowered to make the appropriate decisions at their level, reinforced by relevant data.  Decision makers receive data but they can also be responsible for adding to the knowledge base, collecting additional data and producing data in new and more powerful forms for purposes of advocacy and action. The key here is to connect the data user and producer so that they can interact and inform each other of data needs (from the data user’s perspective) and the available data sources (data producer’s perspective). This is rarely done in the decision making context so as a result you find data which results in data collection systems that are not fully responsive to information needs and data sitting on shelves.  The process that Sampson lays out in his example was supported by two tools – the Framework for Linking Data to Action and the Assessment of Data Use Constraints.  These tools can be found under Day 2 on the Data Use Net link  http://www.cpc.unc.edu/measure/networks/datausenet/overcoming-contraints

Name:  Steve Sapirie

Organization:  MSH

Country of Residence:  USA

This is a very useful role-play exercise, and a situation that I have often wished to be in.  It seems to me that the most important action for the DHM to take is to enhance the use of the HMIS data by the Facility Managers and the District Health Office by instituting procedures that require them to use the data recorded and reported each month for focused monitoring and action-taking.  This might require the following steps.

 

1.            Have each facility and the DHO carefully define their "Responsibility Areas" and target population groups - that is, to define the boundaries of the area for which monitoring and service outreach is required - the communities and size of target population groups.  This provides the denominator data.  (Responsibility Area is not the same as Catchment Area)

2.       Confirm through a district meeting with all facility managers what are the priority health problems to be monitored and addressed, what are the essential services for preventing and managing each priority health problems (those that are the subject of national targets, or are felt locally to be a priority), and what are the indicators for monitoring both.  These indicators can then be placed within a one-page "Health Watch Framework".

3.       Using existing data from all available sources (DHS, studies and local surveys, plus the HMIS and disease surveillance system) have each facility estimate the indicator values for the priority health problems and related essential services, and enter these values into their Health Watch Frameworks.

4.       Discuss and agree on the preferred sources of data for each indicator, with emphasis on using the HMIS for enumerating services output and coverage

5.       Initiate the HW monitoring process, requiring the HW framework to be updated each month at the facility level and each quarter at the DHO.

6.       Add geographic displays of the Responsibility Areas which enable the Facility to present where cases and deaths and where low coverage with targeted services are occurring.

7.       Conduct quarterly meetings in which facilities present their updated HW Frameworks and geographic displays and have this district meeting agree on immediate actions that can be taken to fill coverage gaps and resolve other problems, stressing that the objective is to achieve full coverage with targeted services.

Of course if this District Health Manager succeeds in doing this on a routine basis, he will soon be appointed DG of Health Services.  :)

Steve

Moderator comments:  
Thanks for your input Steve.  Your suggestion to institute procedures to ensure that data is used in decision making by facility managers and the DHO is an important step in improving data use.  This step needs to be accompanied with advocacy and discussions with the facility managers and the district health office in order to come to consensus around the need for these sorts of procedures. If consensus is not established then the procedures “requiring” data use will not be maintained for long.

Regarding the numbered points you raise:

1) This same sort of communication also needs to support the development of responsibility areas. Agreement between the DHO and the facility on the definition of responsibility areas is important in order to build a sense of ownership around them.  

2) The identification of priority health areas to monitor is also critical in the data use process. Often programs try to do too much. They analyze all indicators – not all of which are useful to decision making – and then end up swimming in data with little time to interpret it and apply it to the decision making process.

3) Exploit all available data is important - only if it is directly linked to monitoring programmatically relevant indicators.  In a later step, the facilities and DHOs can decide what additional data is needed (or missing) and figure out what to do about it.

4) Agreeing on data is important because the joint decision making will build ownership and understanding of the data sources.

5) For the monitoring process to last, attention has to be paid to addressing motivating factors as well.  Personnel at the facilities and the DHO have to “buy-in” to the value of doing this. They have to want to perform this monitoring process for more permanent performance change.

6) In order to support the quarterly meeting process, thought needs to be given so that these meetings provide maximum rewards to all involved, in order to support and reinforce the behavior.  Staff need to feel rewarded for their efforts.  Some countries have experimented with recognition systems much like employee of the month programs.
 

Name: Maria Kamau

Organization: CCM-Italy

Country: Somalia

Many thanks Data Use Net for facilitating this extremely useful discussion forum.  I would also like to appreciate the moderation format as it has reduced the challenge of attempting to review a plethora of emails coming from different directions from participants; this especially so for those of us catching up at this late hour! The summarized format into one email made it easier to read through all the interesting contributions. Thanks too, for your thought provoking questions in response to the various contributions.

Today’s question is really overwhelming for me because I have been on the stakeholder supporting MOH side of things for all of my HMIS strengthening experience of past 7 years (Translation: working for one INGO or another). And while I always thought I could achieve more if I was sitting in the MOH chair, I truly wonder whether I would truly adopt all the suggestions I myself have preached. Nevertheless, with a lot of assumptions about my working environment, here’s my contribution to the “what if” question you pose:

I think the first action I would take would be to make a visible, concerted effort to “lead by example”. This would require taking time to review whatever existing data there is, and using figures whenever involved in discussions and meetings with colleagues and stakeholders.

Am sure there would be doubts as to how long I could maintain this, especially given the concerns on the quality of data. However, since I am a firm believer that, to improve data quality you need to use it.

First, rather than wait until it improves to use it, I would endeavor to inspire those that I supervise to do the same. This would require actively seeking the opinion of various people (regardless of qualification or role) on the status of health services in the district, through formal and informal discussions, and site whatever data is available. If there are those with alternative sources of data, I would welcome them to share and seek their views on the same. By demonstrating how evidenced-based my decisions or knowledge is (never mind the quality of that evidence), my target would be for everyone to adopt a culture of including or quoting figures whenever they want to discuss any issue with me, whether it is informative, for decision-making or as a reaction to some emergency. Throughout this initial 3-6 month stage, I would endeavor to find out about the real situation on the ground in terms of service delivery and related HMIS performance by visiting a sample of the health facilities at the different levels, as well as frequently reviewing data received from the same. While it would require closely operating with the (assumedly existing) HMIS officer, I would ensure that it wouldn’t be exclusive, and would encourage coordinated discussions between the data manager, and the supervisor managing the services related to data under review.

To emphasize the importance of data, I would endeavor to give the same resource support to the data manager for supervision activities as I would to other perceivably more important roles like HF or EPI service management, etc. I would also request the HMIS officer to find ways (through stakeholders) to draw out what is relevant data to the district from national reports where pertinent. Hopefully some of this could be sourced and/or disseminated through meetings I convene at various levels involving health workers and supporting stakeholders. In such meetings, I would expect data shared, discussed, defended and improved through calling everyone to be held accountable, from data provider to service supervisor to supporting stakeholder.

Hopefully this would encourage healthy discussions during meetings where each supervisor or stakeholder is held accountable to their performance on the basis of data, and more so understand how the same data can help get support from fellow managers (especially me). I would expect lots of challenges at first, especially where such data shows a clear lack of performance. However rather than rush with punitive action, I would hope to use the results to give more support to those who appear weak so as to inspire improvement.

Such close interaction with staff through evidence should enable one to encourage the good performers, support the poor ones, and inspire all to show improvement through the figures. Where quality is questionable, the solutions to improve the same should be collectively reached and applied, so that where it works (or not), there’s unified ownership to the efforts.

Probably all the above would be easier to do with those “below” me rather than with those “above” me (as was rightly pointed out by Steven Wanyee on cultural challenges with addressing authority).

However, I would endeavor to press on and use figures to share performance of my district, to make requests or ask for support.

Meanwhile I would also endeavor to improve the HMIS performance and with the help of the other supervisors, ensure health service improvement is also reflected through the data (a mountainous task no doubt!).

Warm regards to all, MK.

Moderator Comments:
We are glad you joined the discussion Maria.  Your suggestion to lead by example is critical.  It is also part of modeling the behavior you would wish others to assume.  Remember however, to be working with others, in a team, when doing any of this – review existing data with others, not by yourself, discuss and select data use examples through discussions with others.  We also fully support your comment that to improve data quality you need to use it. This allows the data users and the data collectors to talk about the limitations of their data sources and to discuss collaborative ways to improve it.  At this time proxy measures could also be discussed.  It is important to remember to involve others in decisions and actions that you as the DHO generate so that they are not identified with an individual but rather with a desirable way of doing/being.

We applaud your suggestion to work with those that are not showing improvement so that you can inspire them to succeed. This will support the notion that M&E and data use is not a method of judging but of seeking improvement. It will help in creating a supportive environment to link M&E to program improvement.

Lastly, your comment that it would be easier to implement your approach with those below you as opposed to those above you is possibly true but it is important to remember that the greatest success is achieved where an environment of “leadership at all levels” is created and the distinction of superiors and subordinates takes a back seat to the COMMON group or team mission and objectives.

Name:  Mohamed Ismail Muhamed

Organization: SOVSSO

Country:  Somaliland

Dear Data Moderators,

Greetings, I would like here to summit my answer towards improving data use system, regarding to your question. What I would do is the following:

· Conduct advanced trainings toward data use in decision making on district health managers 

· Advocate for District Health Managers the important of data use in decision making. 

· Conduct baseline surveys towards the district managers use data system. 

· Improve the level of District Health Managers on IT. 

I suppose if I am the district health manager and constructing my health data management at the district level and reporting monthly to the national level is not mean if this system is existing at the national level and the important priority is to build framework of health data management at the national level and then to disseminate in provinces in to districts.  Categories every health data requires to manage, suppose if you want to construct the national health facilities data management and towns or cities healthy data management requires different collection of data and to collect differently.

See following as points:

· To build national health data management framework and disseminate to provinces and districts 

· To categories every data health management. 

· To build national frame work data: 

NB: In over all my country there is no data management system and M&E at any level and its needs to improve and give priority

Best Regards, Mohamed Ismail Muhumed

 Moderator comments:

Thank you for your input Mohamed. We have commented on your suggestions as you outlined them in your post.

1) Conduct advanced trainings toward data use in decision making on district health managers

Conducting training will only help if the root cause of the obstacles is determined to be skills/knowledge related.  If the reason data is not being used is due to attitudes about data use or personal or group behaviors, then skills training will not change the situation.  

2) Advocate for District Health Managers the important of data use in decision making.

This is critical to improving data use but the real challenge is to develop advocacy messages that go beyond simply explaining the importance of data use and motivate and inspire stakeholders to act on them.

3) Improve the level of District Health Managers on IT.

IT has an important role to play in data collection, analysis, interpretation and use but we need to ensure that it is the most appropriate solution to overcome the root cause of the obstacle.

Your points about the importance of a data management system are important.  A data management system is the backbone of any M&E infrastructure and is needed to ensure data quality and use.

 

DISCUSSION EXECUTIVE SUMMARY
Once again thank you for your active participation is last week’s discussion on Overcoming Constraints to Using Data in Decision Making.  I have summarized the key points from the discussion below.  You will also find the references and tools mentioned during the week at: 

 http://www.cpc.unc.edu/measure/networks/datausenet/overcoming-contraints
I’d specifically like to point out two useful tools to identify barriers to data use 1) Assessment of Data Use Constraints and 2) PRISM Tools. They can be accessed through the link above or more directly at: 

https://www.cpc.unc.edu/measure/networks/datausenet/overcoming-contraints/data%20demand%20-%20info%20use%20TOOL%20KIT.pdf
If you use any of the tools provided through the link please let us know how you have used them. We are always looking for user feedback on our products. Also, if you are aware of other tools that can be used to facilitate data use please share them with the Data Use Net community.

Week SUMMARY - Overcoming Constraints to Using Data in Decision Making
Barriers to data use:
· Poor data quality  

· Insufficient skills to analyze, interpret and use data 

· Insufficient institutional support for data collection and use 

· Insufficient access to data 

· Too much data / lack of minimum list of national indicators 

· Inadequate data validation 

· Poor data feedback mechanisms 

· Poor linkages between data and planning / inadequate data review systems (program monitoring) 

· Insufficient understanding of how data can improve programs 

· Poor attitudes (low motivation) toward using data 

· Inadequate IT support to facilitate data use 

· Poor formatting and presentation of data to stakeholders and decision makers in health systems 

· Clear links between every data point and its relative value in decision making not made as data systems are developed 

· Lack of standardized and harmonized systems for data collection and reporting 

· Inability to retain data users in the indicator development process 

· Lack of fora for data users that facilitates data use (little interaction between data users and data producers) 

· Lack of incentive for data informed decision making. 

· Decisions are based on authority – in hierarchical contexts, only decisions that are only backed up by senior managers will be implemented.  

· Decision maker’s unwillingness to use data because of the subsequent actions s/he may be called to execute. 

Root causes fueling the identified barriers to data use.
1)      Barrier – Insufficient skills to analyze, interpret and use data.

Root causes – Limited ability of funding agencies in-country to provide funding for all training needs, limited technical expertise in-country to provide the training, poor understanding of the value of data in decision making in general and specifically by the MOH thus it is not prioritized, it is assumed that data use is covered in M&E training and it often isn’t, high staff attrition rate (those that are skilled in M&E and data use frequently are hired away from lower paying posts) requires that key trainings be repeated for new staff which is not budgeted.

2)      Barrier - Poor data quality

Root causes – Lack of knowledge and skills at different levels of the health system in assessing data quality including assessment tools that identify areas of weakness, lack of knowledge during pre-service training on the importance of good quality data thus quality data is not collected at the point of service, data quality assessment tools are not customized to settings of the country health facility context, individuals in data collection roles and have not been trained for this function, lack of standard operating procedures for data management.
3)      Barriers - Too much data, lack of clear links between data point and its relative value in decision making.

Root causes - Lack of coordination between donors and local governments to identify overlaps in indicators and harmonize (reduce number) indicators, weak national leadership to lead coordination, focus is on reporting globally to meet donor demand and not on programmatic improvement or sub-national data needs, stakeholders lack of understanding of indicator definitions so they keep adding to the indicator list.

4)      Barrier - Insufficient access to data.

Root cause - Defined protocols and procedures for the sharing and release of information are not defined or put in place

 

5)      Barrier - Poor attitude (low motivation) toward using data.

Root causes – Staff is asked to handle tasks that they are not trained for as is the case with a clinical provider conducting M&E tasks.  This leads to frustration with data collection and use activities. Lack of feedback to staff on M&E findings feeds poor attitudes as they don’t see the usefulness of collecting data nor do they see the results of their daily efforts.  Insufficient M&E infrastructure to provide basic programmatic information.

  

6)    Barrier - Insufficient institutional support for data collection and use.

Root causes - Weak national leadership to lead M&E efforts, poor understanding of the value of data in decision making for program improvement and specifically by the MOH thus it is not prioritized, assumption that if data is available it will be used – time, resources, infrastructure and other supports are not dedicated to these activities.

 

7)    Barrier - Decisions are based on authority/decision makers unwilling to use data because of the suggested course of action may be unwelcome

Root cause – Weak leadership, low recognition that data informed decision making will lead to more sustainable and targeted programs.

Successful interventions to overcome barriers to data use implemented by Data Use Net members. 
· Implemented of the Decision Calendar Tool to facilitate data use and develop a culture of using data in decision making. 

· Developed an easy to use Excel based tool to support review of priority data, data interpretation, data presentation and data use in decision making. This addressed issues of time for data analysis and use and data quality because the tool is linked to existing MOH data aggregation sheet.  The automation of the tool facilitated data use by automatically generating analyses and graphs and displaying them in user friendly and program relevant formats.   

· Trained on data use for decision making first to management staff and to the other lower staff. 

· Advocated and lobbied on data use in health decision making. 

· Developed an M&E communication strategy that included provision of feedback to stakeholders, audience segmentation when delivering information, advocacy on data use and identification of data users. 

· Developed comprehensive M&E training that included: an indicator protocol to ensure a thorough understanding of what each indicator means, data flow guidelines to promote data sharing and feedback, a Data Demand and Use manual to promote data use among decision makers at all levels and a data quality audit guideline. 

· Implemented a comprehensive package of: on the job training in M&E & data quality audit tools, conducted support supervision for M&E activities, held quarterly data feedback workshops for various levels of the health system, developed a national HMIS calendar of activities and reporting and implemented at each level of the health system, nominated focal persons in all regions and hospitals for data management,  included M&E activities on MOH and partner calendars, linked HMIS to the M&E and Planning Department. 

· Implemented a Ministry led capacity building approach that addressed 2 levels (1) coordination level (province level) (2) data collection level (organizations and institutions field work). 

· Implemented a self-assessment of performance at health facilities that experience difficulties in using data - by someone higher up in the organizational structure; built the skills of managers in leadership; and included staff opinions into consideration during the decision-making process. 

· Involved staff at all levels in operational planning at their level. 

· Introduced an information corner in health facilities and at work places where at a glance you can monitor performance through figures and tables. 

· Encouraged a limited, focused use of indicators for decision making. 

· Built M&E efforts on MOH data collection tools. 

· Coached and encouraged teamwork in all data collection and use endeavors. 

· Encouraged local ownership of the data improvement process and encouraged leaders to ask - what is the expected outcome of this activity?  Identifying expected outcomes prompted data users and producers alike to want to track program performance. 

· Used time series charts to show data-informed improvements in service delivery  

· Lead M&E and data use activities by example.  Be the change! 
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