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Malawi Routine Data Quality Assessment 
Introduction 

The Health Management Information System (HMIS) collects data from all health facilities in Malawi, except 
for privately-owned facilities that report through their catchment area facility. Given varied quality of HMIS 
data and the need to leverage evidence for program decision-making, the Ministry of Health (MOH)’s 
Central Monitoring and Evaluation Division (CMED) collaborated with the National Evaluation Platform 
(NEP) and the Monitoring & Evaluation Technical Working Group to conduct a data quality assessment 
(DQA). This investigation included quantitative and qualitative studies. The quantitative study aimed to 
characterize the quality of routine health data at health center, hospital, and district levels and identify 
factors associated with the quality and use of routine health data in Malawi. The qualitative study explored 
barriers and facilitators of data quality, and the 
understanding of data quality by different cadres. 

Routine data in Malawi 
Policy Options Summary 
• Develop and implement a 

comprehensive, standardized 
HMIS training program for staff 
involved in data collection, 
aggregation, storage, and use. The 
training program should include 
pre-service, on-the-job, and 
supplementary training. 

• Require use of DHIS-2 as part of 
job descriptions of key staff. 

• Explore cost-effective technology 
to reduce burden of data 
submission 

• Systematize reporting from private 
facilities 

 

In Malawi, HMIS data are aggregated at the facility 
and sent to the district level, where they are entered 
into DHIS-2. The CMED—under the MOH’s 
Department of Planning and Policy—coordinates all 
data collection, storage, reporting, and assessment 
activities. Timely and accurate data are critical for 
informed decision-making by Government, 
development partners, and other key stakeholders 
such as civil society organizations and faith-based 
institutions. 
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Exploring the quality and use of routine 
health data 

Policy Brief 

CMED and implementing partners conducted the 
quantitative and qualitative studies from June to 
August 2016. The quantitative study was conducted 
in a stratified random sample of 16 facilities by zone (N = 5). Registers, monthly reports, and computerized 
records were reviewed for four service areas: antenatal care (ANC), family planning (FP), HIV testing and 
counseling (HTC), and children under 5 with acute respiratory infection (ARI). Surveys were completed by 
facility and district personnel to assess current HMIS functioning. Data quality at facilities was characterized 
within three domains: availability, completeness, and consistency. The qualitative study included focus 
group discussions (FGDs) and in-depth interviews (IDIs) in four districts: Nsanje, Blantyre, Dowa, and 
Lilongwe. Study participants represented four cadres: (1) statistical clerks, senior health surveillance 
assistants, and data focal persons; (2) HMIS District Health Officers; (3) clinical program Monitoring & 
Evaluation staff; and (4) CMED directors and technical staff. 



 

 

 
 
 
 

  Health 
Centres 
(n = 90) 

Hospitals 
(n = 16) 

District 
Health 
Offices 
(n = 16) 

Staff trained in HMIS functions (%) 58 81 94 
Responsibility for reporting clearly assigned to staff (%) 77 100 75 
Staff designated for reviewing data prior to submission to 
next level (%) 60 81 69 

Capacity gaps: There is limited training of HMIS staff – especially at the health center level. Qualitative 
research found that there is limited training for all stages of data reporting; pre-service training for staff 
involved in data collection and reporting (statistical clerks at facilities and HMIS staff at districts) and 
refresher course after introduction of new instruments and methodologies. 

Key findings from the study 

We triangulate the results of the quantitative and qualitative studies to identify key findings below. 

Data consistency: Facilities performed well in select areas of data quality, including consistency between 
registers, reports, and DHIS-2 for the number of women completing 4 ANC visits during the time period of 
interest. However, in other service areas like ARI, data quality is lower. 

While district health offices and hospitals are more likely to have trained HMIS staff, there is inadequate 
training of staff at the health center level, which contributes to both inadequate data quality and little data 
use at the facility level. 

Table 1. Staff responsibilities 

Data use: Data use is generally low at health centre level, but higher at hospitals and DHOs. Qualitative 
research found that data use is limited at all levels of the health system, with different constraints influencing 
use across the cadres. There are very low levels of up-to-date information displayed at health center and 
hospital. Display of information can be used as evidence of data use for decision making at all levels. 

 



 

 

 

 

 

 

 

 

 

 

  Health 
Centres 
(n = 90) 

Hospitals 
(n = 16) 

District 
Health 
Offices 
(n = 16) 

Regularly use data to calculate indicators (%) 53 75 75 
Regularly use data to calculate comparisons with targets 
(%) 21 63 81 

Data regularly discussed at managerial meetings (%) 60 35 50 

  Health 
Centres 
(n = 90) 

Hospitals 
(n = 16) 

District 
Health 
Offices 
(n = 16) 

Regular supervisory visits by district (%) 52 63 25 
Regular supervisory visits by zone (%) 36 88 

100 Regular supervisory visits by Central level (%) 33 31 

HMIS supervisory visit in past 6 months (%) 59 81 94 

DHO has visited each health facility at least once in the 
past 12 months (%) N/A N/A 81 

Supervisor helps you to make a decision using routine 
data (%) 83 94 N/A 

HMIS-related problems referred to next level for action (%) N/A N/A 94 

Mechanism through which staff can obtain support for 
HMIS is readily available (%) 58 79 75 

“…not all districts are making best use of the 
data they collect. We have noted… that some 
districts only put data into the system and 
they think it belongs to the national level, not 
for them to make decisions.”  
(District staff) 

“The data is used in a number of ways, at 
times when we have the national level 
reports, we use this data for the production of 
national reports. In review meetings, we use 
the same data. And for planning at national 
level…even for decision-making.” (CMED 
staff) 

Table 2. Utilization of information 

Table 3. Supervision 

Internal data quality checks: Internal data quality checks occur infrequently at all levels of the system. 
Accuracy checks were rarely conducted at DHOs, health center, and hospital levels. Written policy or 
guidance on how to conduct data quality checks were not found often at any level, with only 10% of health 
centers, 25% of hospitals, and 31% of DHOs reporting that they have such a policy on-site. 

Supportive supervision: There is inadequate HMIS supervision and guidance provided at the district, 
zonal, and central levels. 



 

 

Policy Option Rationale 
Potential 

implementation 
barriers 

Implementation strategies 

Implement a comprehensive 
training program for staff 
involved in data collection, 
aggregation, storage, and use. 
The training should include: 
Pre-service orientation and 
refresher trainings; advanced 
training for HMIS officers/data 
clerks in statistics; trainings on 
data quality checks for health 
facility in-charges; training to 
orient staff regarding new 
registers and report formats. 
CMED should be involved in 
developing HMIS training 
manual and guidelines. 

Ensure that 
staff is 
adequately 
trained in 
HMIS 

Government 
budget 
constraints 

• Develop guidelines for internal data 
quality checks and train staff. 
• Mobilize resources to finance training 
curriculum development and staff training. 
• Provide performance-based incentives. 
• Alert district-based staff to changes in 
data collection instruments and reporting 
practices. Orient staff to new and revised 
tools. 
• Provide transportation support and/or 
implement mobile technology solutions to 
help reach remote areas and encourage 
timely report submission.   

 

Policy options and implementation considerations  

Additional Qualitative Study Results 

• Stakeholders echo the findings of the quantitative study that there has been limited training in data 
management for staff, data use is rare, and the data collection process is error prone. 

• Data collection at facility-level is challenged by a heavy workload for frontline staff, limited training, 
and missing materials. Data collection is supported by staff initiative in following up on missing data 
and record reviews. Resource constraints play a key role in influencing data quality. 

• Aggregation of collected data occurs monthly and is an area in which errors can be introduced. Data 
focal persons have developed tools to support aggregation. Submission of monthly reports are 
resource-intensive, requiring the transport of paper forms to the district for data entry, and may be 
supported by partners. 

 
“So we have different levels where errors are being introduced; it’s either during the aggregation from 
the register and form, for example, if I am tallying from the register and putting some tallies there, then 
I put numbers here. During the time I am transferring this data to the form, I can also make mistakes 
because of the errors of transcription. From this paper and the other one, now from the form. It is said 
the district and the data entry people will also have to enter data into the computer, so they will also 
introduce their own type of errors as they are typing into the DHIS-2. So the errors are introduced at 
different levels.” (District staff) 

“The moment you review [the] register, you also review the manuals and manuals contained information 
on how to record in each register, how build indictors, where to get the numerator for this indicator, 
where to get the denominator for this indicator, all those things. Because of this absence of this manual 
at the facility level, if am a new recruit… I would start doing my own things because there is nothing to 
guide me on how I should record in the register. Yes, some registers come with instructions on how to 
record the register, but then these do not last long. Maybe six months down the line, the first paper or 
cover is ripped off. Now you remain with the register without instructions. When you are stuck, where 
do you refer to?” (CMED staff) 



 

 

 

Policy Option Rationale 
Potential 

implementation 
barriers 

Implementation strategies 

Require use of 
DHIS-2 as part of 
job descriptions of 
key staff. 

Making DHIS-2 a 
mandatory component of 
staff job descriptions will 
increase ownership, 
accountability, and 
incentives to use DHIS-2.  

• Existence of 
parallel data 
systems, which 
are used instead 
of DHIS-2. 

• Increase advocacy around DHIS-2 and 
engage programs to demonstrate value of 
DHIS-2 data. 
• Encourage government and partner 
support for ensuring program officers are 
trained to use DHIS-2. 

Explore cost-
effective 
technology to 
reduce burden of 
data submission 

Reporting and submission 
of data is labor and 
resource intensive, which 
can inhibit timely reporting.  

• Budget 
constraints 
• Must ensure 
there are means 
to provide 
support and 
troubleshooting 
for technology  

• Engage with information and 
communications technologies for 
development community to explore 
potential appropriate technology options. 
• Consider a pilot to test new technology on 
a small-scale. 

Systematize 
reporting from 
private facilities 

Private facility reporting is 
sporadic, may not being 
completed before their 
affiliated public sector 
facilities report, and is of 
unknown quality. 

• Resistance 
from some 
private facilities, 
unwilling to 
comply with 
HMIS reporting 
standards. 

• Collaborate with private facility owners to 
agree on reporting standards that can be 
adopted. 
 

Institutionalize pre-
service HMIS 
training 

HMIS is not part of the 
curriculum for health 
sciences pre-service 
training institutions. Having 
HMIS as part of the 
curricula would help 
graduates acquire basic 
skills in using data while in 
college. 

• Budget 
constraints    
• MOH’s will to 
push for 
including HMIS 
in health 
sciences 
training 
institutions 
curriculums 

• Engage with training institutions. 

Promote data use 
at all levels of the 
health delivery 
system 

Data use requires capacity, 
commitment, and a 
positive attitude towards 
use of data to drive 
decisions. 

• Budget 
constraints 

• Work with development partners to 
mobilize resources. 
• Introduce recognition scheme for best 
performers in data use at facility level. 
• Consider having monthly data reviews at 
facilities. 
 

Additional Information 

NEP is a rigorous new approach to compiling and analyzing health and nutrition data from diverse sources 
so that the government can get strategic, evidence-based answers to their most pressing maternal, 
newborn, child health and nutrition programs and policy questions. Led by the National Statistical Office of 
Malawi, NEP is being built between 2014-2017 with funding support from the Government of Canada and 
technical guidance and capacity building support from the Johns Hopkins Institute for International 
Programs. 

Please direct any inquiries to: Mrs. Mercy Kanyuka, NSO Comissioner for Statistics 
(mkanyuka@gmail.com), Patrick Naphini, MOH-CMED DHIS-2 Data Manager (pnaphini@gmail.com), or 
Amos Misomali, NEP Malawi Resident Advisor (amos.misomali@yahoo.com).  

Additional information 
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