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EXECUTIVE SUMMARY

The World Health Organization (WHO) recommended the monitoring and evaluation (M&E) guidelines for 
collaborative TB/HIV activities to be incorporated in the national programmes. However, the implementation of 
the TB/HIV collaborative and M&E activities lack harmonisation and standardisation in data collection and 
compilation among national TB and HIV programmes and partner organisations.

The national Health Sector M&E system is co-ordinated by the Strategic Information Department (SID) in the 
Ministry of Health (MoH). The two main departments of the SID are the M&E Unit and the Health Management 
Information System (HMIS) Units. The M&E unit focuses on data mining and reporting, data validation and 
co-ordinating critical reflection. The HMIS Unit has oversight of all data collection systems and activities at health 
facility level. 

Key Findings

•  The Ministry of Health has defined data quality strategies at each level of the data management system. Within 
the HMIS there are business rules incorporated into the electronic databases to ensure that data integrity is 
enforced. 

•  For paper-based systems like the TB programme monitoring system data accuracy is carried out to check for 
transcription and recording errors, completeness, reliability, integrity in the primary source documents, e.g. TB 
registers, Patient treatment cards and Sputum examination request forms/registers. 

•  In addition, the timeliness of reporting is monitored; there is a well-defined data collection and reporting 
schedule specifying key dates and deadlines for reporting. 

•  In Eswatini (previously called Swaziland), there are regional and national forums which aim at improving the 
performance of health sector, mainly HIV/TB programmes. Forums such as NAHSAR (National Semi-annual 
Review) and the RESAR (Regional Semi-annual Review) provide an opportunity for data producers (health 
workers), M&E experts and programme managers to examine performance of the health system in delivering 
quality services and meeting performance targets.

•  The data management systems of the Ministry of Health have defined data quality strategies at each level. 
Within the HMIS there are business rules incorporated into the electronic databases to ensure that data 
integrity is enforced. For a paper-based system like the TB and Malaria programme monitoring system; data 
accuracy checks are conducted to check for transcription and recording errors, completeness, reliability and 
integrity in the primary source documents.

The following strengths and weaknesses were also noted in the TB/HIV and Malaria M&E systems;

Strengths

i.  The country as required by The Global Fund Performance reporting requirements have developed a One  
National TB/HIV M&E Plan.

ii. The ART and Pre-ART reports include routine reporting of TB screening, TB case detection or Isoniazid 
Preventive Therapy (IPT) provision.  

iii. There is clear guidelines or terms of reference between the partners and national programmes about the 
ownership of the data collected by partners and it is clear how and where the data are used, stored and 
retained. 

iv.  There are Data Governance Standard Operating Procedures and the objective is to outline how routine data 
will be requested, accessed and shared with regular and ad-hoc data users. 

v.   The presence of the Data Management Technical Working Group is to operationalise the Data Governance 
Standard Operating Procedures.

1



vi.   Critical Reflection; there are standing fora for data reviews at regional and national level

vii.  Data verification exercises for reported data, which include collaborating with the HMIS and M&E Unit to 
conduct data validation and verification.

viii.  The donor community and clinical partners work closely with the national programmes and SID to conduct 
review meetings, are involved in planning and local capacity-building and share information regularly. 

ix.  There are clear guidelines or terms of reference between the partners and national programmes and SID 
about the ownership of the data collected by health facilities.

Weaknesses

i.    Currently there are two sources of data systems in use for reporting of the indicators under review. Some 
facilities are already operational on the Client Management Information System (CMIS), an electronic 
system which provides patient level data, while the majority of health facilities are still operating under the 
existing HMIS structure (paper-based). At present there is a serious concern regarding the quality of the data 
in CMIS. At times it is either incomplete or inconsistent. 

ii.   The current M&E Plan for the TB Programme is outdated but TB staff were familiar with what information 
should be recorded and reported in addition to the routine disease-specific (TB or HIV) information.  

iii.  The Malaria Programme operates two parallel data flow channels for moving data from the facility to the 
national level without formal feedback and co-ordination during collection, analysis and reporting of 
malaria. Data retrieved from the Malaria Case Detection system reveals huge differences with date retrieval 
from the in-patient system. Facilities send data through the HMIS Inpatient reporting system and also the 
Immediate Disease Notification System. Data retrieved from the two systems indicate a massive discrepancy.

iv.   The majority of the facilities using the CMIS do not have a proper system in place to store the paper-based 
data collection tools previously used and data collection tools cannot be tracked.

The following key recommendations are suggested to improve challenges of the TB/HIV and Malaria data 
collection and M&E systems;

•  Intensify efforts aimed at consolidating the current parallel data collection and reporting arrangements. 
Increased support of the scale-up of the CMIS. Currently the CMIS is operational in about 100 health facilities 
nation-wide.

•  Incorporate the Malaria Programme into the current MoH Annual Reports and data review structures. This will 
guarantee that the programme does not operate in isolation.

•  The HMIS Unit must develop quality assurance procedures for all health data and operationalise them.

•  Build capacity of the SID to enable the department to fully execute its mandate. Leverage support from, for 
example, the Global Fund who are engaged in local capacity-building in the M&E system.

•  Strengthen the level of integration and collaboration of the TB/HIV M&E systems.
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SECTION 1

Background

Monitoring and evaluation systems can be defined as systems that aid in data collection to inform decisions and 
policy-making processes (Kusek & Rist, 2004).1 A monitoring and evaluation system gives feedback on progress 
of project implementation among organisations using them. Kusek & Gorgens (2009)2 highlights the importance 
of Monitoring and Evaluation systems in adding to the learning process of programmes as they provide feedback 
on programme implementation. Monitoring and Evaluation systems are important in programmes as they 
provide early indications on programme success and failures in implementation. This makes it easy for 
programme managers to point out problems at an early stage for appropriate actions to be taken in a timely 
manner. A Monitoring and Evaluation System can thus aid an M&E system programme manager to make 
informed decisions and choices on how programmes should be implemented.

A M&E system can also aid in promoting greater transparency and accountability within organisations and 
government. United Nations AIDS (UNAIDS) (2009)3 notes the importance of the information gleaned from an 
HIV M&E system which can be used to understand scale and milestones made by an intervention. The  
International Food and Agricultural Organization (IFAD) has used M&E systems in the past to track progress, 
reporting success and failure of programmes and projects (IFAD, 2010).4 Use and application of M&E systems 
enhances efficiency, consistency and effective management of resources in programme implementation. A 
functional national HIV M&E system provides essential data for monitoring the HIV/AIDS epidemic and 
improving the response. HIV/AIDS has been identified as one of the worst epidemics of our times. In the 2015 
Millennium Development Goals, HIV/AIDS was identified as one of the goals the world was fighting against, 
where targets were to eliminate and reduce new infections of the disease by the year 2030. 
 
1.1. Description of MoH M&E System

The national Health Sector M&E system is co-ordinated by the SID in the Ministry of Health. The two main 
departments of the SID are the M&E Unit and the HMIS Units. The M&E unit focuses on data mining and report, 
data validation and co-ordinate critical reflection. The HMIS Unit has oversight of all data collection systems and 
activities at health facility level. Other Units under the SID include the Research and Epidemiology Units.

The department thus has 4 units (M&E, HMIS Research and Epidemiology). Within these four units, M&E provides 
the overarching framework for the operationalisation of M&E in the MoH. The HMIS unit leads the Ministry’s 
health information management structure. The HMIS unit is the key unit implementing data quality management 
in the MoH. This responsibility is facilitated by the fact that the unit manages the ministry’s health database for 
out/in-patient and HIV/AIDS data and co-ordinates all health-related research in the country. Over and above 
this function, the research unit provides technical guidance in the implementation of the national health research 
agenda. 

The SID’s service delivery system is organised into the following four hierarchical tiers:

The National Level M&E: Headed by the M&E manager, is responsible for planning, co-ordination and 
supportive supervision functions of all M&E activities. The office is guardian of the M&E framework and its related 
workplan. It has oversight for implementing the M&E workplan, a document that outlines, broadly, the core 
activities and resources required to support the conduct of M&E in the MoH.a The national M&E office is 
responsible for meeting reporting requirements for the Ministry of Health at the national level, i.e. producing the 
annual health review of the MoH, reporting on international commitments such as Southern African 
Development Community (SADC), UNAIDS, and Millenium Development Goals (MDGs), etc.

Disease Specific M&E: To effectively and successfully manage implementation and programmes such as the TB, 
Malaria, Eswatini National AIDS Programme (ENAPand ), Nutritio,n etc, the department has established M&E 
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units within the divisions. At these programmes Strategic Information (SI) officers are available to assist 
programme managers and directors in ensuring programme growth and improvement. The SID ensures that the 
M&E system at these levels is functioning up to the expected standard.

Regional Level M&E: Under the leadership of the Regional Health Management Teams, SI officers work closely 
with the Regional Health Administrator to guide all M&E functions at the regional level including the production 
of analytical regional reports, leading critical reflection activities and building health providers in data 
management.

Health Facility Level: Health facilities monitor the delivery of outputs, paying attention to the quality of services, 
maintaining technical competence/skills of staff through ongoing in-service strategies and ensuring service 
delivery meets planned service coverage targets. By ensuring effective operations, health facilities lay the ground 
work of good M&E. Health facilities are assisted in this function by the presence of Strategic Information officers.

1.2. Introduction

The Service Availability and Readiness Assessment (SARA) follows a standard methodology developed by the 
World Health Organization (WHO) in collaboration with the United States Agency for International Development 
(USAID). Service Availability & Readiness Assessment (SARA) tools were designed as a systematic set of indicators 
to assess service availability and readiness, thereby filling a critical gap in measuring and tracking progress in 
health system strengthening. The SARA methodology builds upon previous and current approaches designed to 
assess service delivery including the Service Availability Mapping (SAM) tool developed by WHO, and the Service 
Provision Assessment (SPA) tool developed by International Classification of Functioning, Disability and Health 
(ICF) under the USAID-funded MEASURE DHS project (monitoring and evaluation to assess and use results, 
demographic and health surveys) among others. 

It draws on best practices and lessons learned from the many countries that have implemented health facility 
assessments as well as guidelines and standards developed by WHO technical programmes and the work of the 
International Health Facility Assessment Network (IHFAN).b Previous assessments of service availability in Eswatini 
used earlier methodologies and would therefore not be directly comparable to the findings of the current 
assessment. The Service Availability Mapping exercise was carried out with technical assistance from the World 
Bank and WHO in 2012/13.

1.2.1. Scope of the desk review

The Health Facility Assessment (HFA) involved three components: (i) the Service Availability & Readiness 
Assessment (SARA), (ii) Data Quality Review (DQR) and, (iii) Quality of Care (QoC) assessment. The DQR 
component of the HFA comprises two sections: the desk review and facility-level data verification. The QoC 
assessments include a facility-level patient record review to assess treatment and care in three disease areas: HIV, 
TB and Malaria. This report presents the results of the data quality review (part A and the quality assessment, part 
B). 

1.2.2. Data Collection and Analysis
In this assessment a desk review methodology has been utilised which involved extracting data from previously 
produced reports (for a three-year period preceding the review), and a review of programme indicators.

 

a Monitoring and Evaluation Framework and workplan 2010
b World Health Organization 2012
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1.2.3. Limitations

i.  Not all health facilities selected for the data quality review are providing the same health services across the 
board.

ii.  Subjective rationale on selection of the disease areas for the review. A selection bias was introduced due to 
picking disease areas that are well-reported or supposedly performing well.

iii. There were more HIV testing and ART centres than TB diagnostic and treatment centres and Malaria diagnosis 
and treatment the centres. Hence, not all facilities provide both services at the same time and this affected 
smooth flow of TB/HIV data between TB and ART centres. 
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Review of indicators

1. Number of individuals who received HIV Testing Services and received their test results 

The indicator captures the number of individuals who received HIV Testing Services (HTS) and received their test 
results. At a minimum this means the person was tested for HIV and received their HIV test results. This indicator 
is intended to monitor trends in the uptake of HIV testing. When disaggregated by test result it provides 
information about the proportion of people testing HIV-positive and the success of HTS programmes in 
identifying people living with HIV (PLHIV). Further disaggregation is intended to monitor access to and uptake of 
HTS by population (age, sex), and HTS setting or entry point. HIV testing data can support the Ministry of Health 
to determine the coverage and identify gaps in HIV service delivery. The same data may also be used in 
projecting commodities (supplies) and system needs such as HIV test kits and other staffing resources.

Currently, within HMIS HIV testing, data indicates the number of tests performed. In facilities operating the Client 
Management Information System (CMIS) HIV testing is captured on a real-time basis as the clinician is offering 
services. Data from the CMIS is at patient level. In the HMIS facilities HIV testing is captured on the existing HIV 
testing and counselling registers, the same HIV testing register is used for HIV testing campaigns and outreach 
services. HIV services data is summarised at facility level on a monthly basis. The monthly summary is sent to the 
regional level, when it is captured onto the HMIS computer application. Data collection tools (HIV Testing 
Register and Summary Tool) for the HIV testing and counselling programme are developed by the programme 
and its stakeholders. The tools are then endorsed by the Health Information System Coordinating Committee.

The number of individuals newly receiving HTS must be disaggregated by age and sex. The total number of 
individuals receiving HTS should be equal to the sum of each individual disaggregation group (age/sex/test 
result, service delivery model). If the sum of each individual disaggregation group (age/sex/test result, service 
delivery model) is greater than the total number of individuals receiving HTS, then there were more individuals 
entered for the disaggregation than for the overall number of individuals receiving HTS and this should be 
corrected. If the sum of each individual disaggregation group (age/sex/test result, service delivery model) is less 
than the total number of individuals receiving HTS, then some data are missing for the disaggregation and this 
should be corrected.

SECTION 2
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Figure 1 above, presents the number of HIV tests performed in the different settings in Eswatini for the three years 
preceding the assessment. Please note a decrease in the number of tests conducted in 2015. This shortfall is 
due to the introduction of a new summary tool at facility level during July 2015. The data indicates a steady rise 
in number of tests performed which mirrors the HIV testing and counselling programme’s strategy to increase 
the number of people who know their HIV status and access early HIV treatment and care services. The positivity 
rates also shows a stable trend, as it has been hovering around 7% for three years. As always, these data must 
be viewed critically; while low positivity rates might be an accurate representation of HIV prevalence in a given 
area or sub-group, they may also indicate that high risk populations are getting harder to reach. Conversely, 
higher positivity rates might indicate access by high risk groups or a result of other operational factors.

Data in Figure 2 below indicates that the actual number of positive tests (proxy for people being diagnosed) by 
the programme have remained fairly steady in all regions.

2.1. Number of all forms of TB reported to the national health authority in the past year 

TB control in Eswatini is managed by the National TB Control Programme (NTCP), which is a government entity. 
The NTCP is responsible for co-ordination, oversight of implementation and monitoring and evaluation of all 
TB control efforts in the country. TB services are offered in 40% (111/287) health facilities throughout the 
country. TB data is still reported through a parallel data management system; the 111 TB centres prepare 
quarterly service data and send them directly to the NTCP. Efforts are being made to incorporate TB reporting 
into the mainstream HMIS, through the roll out of the CMIS. TB data collection tools (Screening Tools, 
Presumptive Register, Treatment Registers (DS and DR) and data summary and reporting tools are developed by 
the TB programme and its partners.  The tools go through a process of review and endorsement by the HISCC 
in readiness for distribution to health facilities. The TB programme also makes use of other nationally approved 
MoH data collection tools; HTC register, ART register, etc. 

In 2013 the World Health Organization revised case definitions and categories for TB outcomes. Some of the 
main reasons advanced for these revisions are highlighted below;
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•  WHO’s approval of Rapid Diagnostics such as Xpert MTB/RIF which employ molecular techniques for the 
diagnosis of TB. These technologies were being rolled out world-wide and were expected to replace 
conventional bacteriology for diagnosis in many resource-constrained settings. With the new rapid 
diagnostics, results produced were no longer fitting with the previous case definitions and treatment outcomes 
as envisaged by the 2006 revision of paper-based reporting. Patients diagnosed with rifampicin-resistant TB 
using Xpert MTB/RIF need to be counted separately and the standard laboratory and TB treatment registers 
make no provision for this at the time. Similarly, the standard laboratory test request form did not include these 
tests and made no provision for reporting their results.

•  The definition of a bacteriologically confirmed case needed to be more flexible to allow the incorporation of 
results from Xpert MTB/Rif. The definitions also needed to incorporate less judgemental language, so the 
terms “defaulter” and “TB suspect” were replaced by “lost to follow-up” and “presumptive TB”, respectively. 
At the time, treatment outcome definitions of “cured” and “treatment failed” in multidrug-resistant TB 
(MDR-TB) cohorts needed to be simplified to cater for their wider application to patients still on treatment.

Definition: The number of TB cases detected (diagnosed and reported to the national health authority). This 
indicator can be analysed in three ways:  in terms of all forms of TB (i.e., pulmonary and extrapulmonary), in 
terms of bacteriologically confirmed TB cases only, and in terms of clinically diagnosed TB cases detected under 
Direct Observed Treatment Strategy (DOTS).c 

This indicator measures an NTCP’s ability to diagnose and collect data on TB cases.  A high case detection rate 
will mean that transmission by undiagnosed infectious TB patients is curtailed, leading to the impact of less TB 
disease and less TB mortality in the population. A high case detection outcome relies, in turn, on a number of 
processes, for example, identification of TB suspects by clinicians, laboratory services that are adequate (in 
terms of equipment, staffing, geographical distribution, and quality control), and completeness of reporting. 
There is an emphasis on smear positive cases because these are the “bacteriologically confirmed” cases that 
even the most basic TB control programmes should be able to identify and because they represent infectious 
cases of TB that are of the highest priority in terms of TB control. There is an emphasis on detection because 
detection in the context of an internationally recommended TB control strategy is important. 

How to measure it: Data for this indicator is obtained from the TB register or quarterly case notification reports.  
“All forms” refers to all sites—pulmonary and extrapulmonary. By convention, this piece of data includes 
relapses as well as new cases, on the grounds that “relapse” cases may represent exogenous reinfections and 
can therefore be counted as new “events” in surveillance.  In contrast to new and relapse cases, the various 
other cases registered (all being “retreatment” case types) do not represent new disease episodes or events; they 
represent ongoing events that, in theory, were already “reported” in the surveillance system previously as new 
cases. 

This indicator can also be presented as a rate (case detection rate), where the denominator is a WHO 
estimation of new cases and relapsed (pulmonary and extrapulmonary) based on a mathematical model that 
takes into account all available data, including case notifications, an estimate of the completeness of 
notifications, the trend in notifications, TB mortality in the population, studies on TB disease prevalence and risk 
of infection, HIV prevalence, duration of TB illness, likelihood of receiving TB treatment in different sectors, and 
case fatality given different treatment scenarios.

c Compendium of Indicators for Monitoring and Evaluation of TB Programmes 2004
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In the past three years preceding the HFA, TB case detection rates have been declining considerably. This might 
be an indication that the TB burden might have reached its peak and is beginning to recede. The review also 
notes that in the same period the TB Programme has been implementing intensified case finding strategies, as 
indicated by an increasing trend in TB screening. TB screening data indicates that the episodes of TB screenings 
conducted over the same period rose from about 294, 611 cases in 2012 to about 1, 075,077 in 2016. This 
upward trend can be attributed to the improvements made in ensuring that a system to track TB screening is put 
in place and operationalised.

2.2. Number of new and relapse TB cases with documented HIV status

HIV testing offers a gateway for HIV prevention interventions and provision of ART so as to reduce transmission 
and mortality. Measurement of the proportion of HIV-positive TB patients defines a population group eligible for 
such specific interventions. It helps in targeting resources, strategic planning and monitoring effectiveness of 
interventions over time. It may also provide an indication of the burden of HIV among those having TB.d

Numerator: The numerator is produced by counting the number of new and relapsed TB cases with 
documented HIV test results during a specified reporting period. This indicator measures the performance of the 
TB programme in ensuring that TB cases know their HIV status. 

Denominator: The total number of new and relapsed TB cases, during a specified reporting period. The 
denominator is obtained by enumerating cases of new and relapsed TB cases during a specified period.

Data for this indicator (numerator and denominator) is obtained from the Basic Management Unit TB Treatment 
Register. This information can also be cross-checked with other additional data sources (e.g., the HIV testing 
register) which also include relevant information on HIV test results and referrals. To avoid the risk of double 
counting as TB patients could be tested multiple times during their TB treatment, a health provider should ensure 
a patient is counted once in a specified reporting period.  

d A Guide to M&E for TB/HIV Collaborative Activities, revised 2015.
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There is also a risk of undercounting if those patients who already knew their HIV status prior to attending a Basic 
TB management unit are not documented. Current TB registers include a field to document “Known HIV-positive 
at service entry; Newly tested HIV-positive; Tested HIV negative.”

A high proportion of TB patients with documented HIV status provide a robust estimate of HIV prevalence among 
TB patients, which can be used for surveillance purposes. Although programmatically it is important that the HIV 
status of all TB patients including retreatment and re-registered cases is ascertained, this indicator considers only 
the new and relapsed TB patients to avoid double counting. A high indicator value also suggests a high uptake 
of HIV testing at TB treatment sites or good referral from HIV care sites; both signs that the collaborative TB/HIV 
activities are working well. But, it gives no information on whether patients are aware of their HIV status or have 
received appropriate pre- or post-test counselling, which are crucial if behaviour change is to be achieved and 
to reduce HIV transmission. Programmes should therefore ensure a quality-assured approach of provider-initiated 
counselling and testing as defined by UNAIDS and WHO. A low indicator value suggests low uptake of HIV testing 
and hence late detection of HIV but it provides no indication of where the problem lies.

Figure 4: Percentage of TB patients with an HIV status recorded

People infected with HIV are 31 times more likely to develop TB compared to people not infected with HIV.e TB 
is the most common opportunistic infection and cause of mortality among PLHIV. The establishment of the 
National Coordinating Committee on TB/HIV ensures that progress is tracked from both the HIV and TB settings, 
hence the goal of the TB/HIV collaborative activities is to reduce the burden of either disease amongst the people 
at risk or a�ected by TB or HIV.  HIV infection increases the risk of TB infection on exposure, progression from 
latent infection to active TB, risk of death if not timeously treated for both TB and HIV and risk of recurrence even 
if successfully treated. The focus of the collaborative activities therefore seeks to; establish and strengthen the 
mechanisms for delivering integrated TB and HIV services; reduce disease burden on people living with HIV and 
increase utilisation of ART services; and to reduce the disease burden on people diagnosed with TB or with TB 

e Annual TB Programme Report 2016
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symptoms.  By TB collaborative activities reference is made to TB and HIV services that were provided to patients 
who presented or were diagnosed with either TB or HIV at health facilities. Specifically, the services are; HIV 
testing, CPT and ART, as presented in Figure 6 below.

3. Number (%) of confirmed malaria cases treated that received first-line antimalarial treatment 
according to national policy at public sector facilities

The M&E system for malaria is mainly anchored on existing data collection structures and tools of the Ministry of 
Health, ranging from data collection registers, databases and household surveys. The data collection tools for 
malaria activities were designed to capture useful information in the easiest manner and to avoid duplication and 
parallel processes.f

The outcome and output indicators for the malaria programme are informed by the Malaria Surveillance 
Database System, which collects routine data on active case investigation and detection, indoor residual 
spraying and vector breeding site identification. The number of malaria epidemics are informed by the Malaria 
Surveillance Database as well as measured by instances in which the epidemic threshold is reached. In the event 
of an epidemic, an evaluation report will collect information on the source of the epidemic and epidemic 
response strategies utilised. Furthermore, malaria is a notifiable disease. When a malaria case is diagnosed in a 
health facility, the health provider completes an immediate disease notification form, which includes details such 
as the patient’s contact and location of their residence. Confirmed malaria cases are notified dialling a toll-free 
number (977) where details of the case are logged into a computer application which then dispatches a short 
message service (SMS) to the NMCP surveillance team.

Figure 5 above presents the number of confirmed and treated malaria cases for the period 2014 to 2015 by 
region. Overall the number of confirmed malaria shows a declining trend (except a spike in cases in the 

f Malaria Programme M&E Framework 2015-2020
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Shiselweni region in 2015) from 606 confirmed cases nationally in 2014 to about 305 cases in 2016. This 
figure, however, must be viewed with caution because the malaria programme, by extension, maintains two 
parallel sources of data, as highlighted earlier.   
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Findings of the Desk Review

Eswatini has a functional Health Management Information System (HMIS) and the TB registers and formats have 
been updated to include HIV/AIDS indicators and TB/HIV data available at the national, and regional levels of 
the two programmes. A client management information system (CMIS) has been piloted and its implementation 
is currently being scaled up to reach more health facilities.

Data Reviews: Semi-annual Review Meetings
In Eswatini, there are regional and national forums which aim at improving the performance of HIV/TB 
programmes. Forums such as NAHSAR and RESAR provide an opportunity for data producers (health workers), 
M&E experts and programme managers to examine performance of the health system in delivering quality 
services and meeting performance targets. There are also Technical M&E working groups consisting of internal 
and external partners who provide oversight in the implementation of M&E activities according to an agreed 
upon schedule and Frameworks. The external partners include development partners such as United Nations 
Agencies, President's Emergency Plan For AIDS Relief (PEPFAR), Clinton Health Access Initiative (CHAI) and 
PEPFAR partners.

Data Quality Monitoring 
The Ministry of Health has defined data quality strategies at each level of the data management system. Within 
the HMIS there are business rules incorporated into the electronic databases to ensure that data integrity is 
enforced. For a paper-based system like the TB programme monitoring system data accuracy is carried out to 
check for transcription and recording errors, completeness, reliability, integrity in the primary source documents 
e.g. TB registers, Patient treatment cards and Sputum examination request forms is undertaken by the regional 
TB co-ordinators, Regional HMIS and M&E Analysts.

In addition, the timeliness of reporting is monitored; there is a well-defined data collection and reporting 
schedule specifying key dates and deadlines for reporting. At the regional level, the TB co-ordinators and 
Regional HMIS and M&E Analysts validate data for accuracy and reliability paying attention to precision by 
ensuring that data has sufficient details that are aggregated at different levels; geographical levels, facility 
information, sex and age aggregation and treatment outcome of TB and TB/HIV patients. Measurement of 
margin of error is also done at this level to determine precision of reported statistics.g

The semi-annual reviews also double-up as platforms to address data quality issues. As part of the forum the 
M&E unit prepares a report on the quality of the data that is shared during the meetings. The teams prepare 
performance improvement plans using the insights gained through examining issues presented during the review 
sessions. 

The review exercise also identified some gaps and strengths upon which recommendations will be made. Some 
of the strengths observed from the assessment included; data collection tools and processes were basic and 
reflected minimum required clinical and programme information; data collection tools were easily modifiable to 
incorporate new elements; quality of data was high and improving steadily; completeness in data collection 
registers and patient files which were mostly up-to-date and accurate. However, some weaknesses were noted 
which included; registers which were not updated; incorrect clinical staging and identification of HIV-related 
diseases; lack of data aggregation; data collection tools were modified to necessitate changes in the manual 
quarterly.

SECTION 3

g TB/HIV Monitoring and Evaluation Plan 2018-2022
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Some Weaknesses

v.        Currently there are two sources of data systems in use for reporting of the indicators under review. Some 
facilities are already operating on CMIS, an electronic system which provides patient level data, while 
some of the health facilities are still operating under the existing HMIS structure (paper-based). At present 
there is serious concern of the quality of the data in CMIS. At times it is either incomplete or inconsistent. 

vi.     The current M&E Plan for the TB Programme is outdated but TB staff were familiar with what information 
should be recorded and reported in addition to the routine disease specific (TB or HIV) information.  

vii.   The Malaria Programme operates 2 parallel data flow channels for moving data from the facility to the 
national level without formal feedback and co-ordination during collection, analysis and reporting of 
malaria; Data retrieved from the Malaria Case Detection system reveal huge differences with data 
retrieved from the in-patient system. Facilities send data through the HMIS Inpatient reporting system and 
also the Immediate Disease Notification System. Data retrieved from the 2 systems indicate a massive 
discrepancy.

viii.   There were more HIV testing and ART centres than TB diagnostic and treatment centres and Malaria 
diagnosis and treatment centres and hence not all facilities provide both services at the same time which 
therefore affects smooth flow of TB/HIV data between TB and ART centres. 

ix.        MoH staff are reliant on the supporting partners for clinical mentoring and monitoring and evaluation 
(M&E) expertise.

x.         The majority of the facilities using the CMIS do not have a proper system in place to store the paper-based 
data collection tools previously used and data collection tools cannot be tracked.

3.2. Some Strengths

xi.     At the national level the NTCP and SNAP have established a National TB/HIV working committee 
(NCC) consisting of various TB and HIV programme stakeholders to support the implementation and 
strengthening of the TB/HIV M&E system. 

xii.    The country, as required by The Global Fund Performance reporting requirements, have developed One 
National TB/HIV M&E Plan.

xiii.    The ART and Pre-ART reports include routine reporting of TB screening, TB case detection or IPT provision.  
xiv.    There are clear guidelines or terms of reference between the partners and national programmes about the 

ownership of the data collected by partners and is clear on how and where the data are used, stored and 
retained. 

xv.    There are Data Governance Standard Operating Procedures and the objective is to outline how routine 
data will be requested, accessed and shared with regular and ad-hoc data users. 

xvi.    The presence of the Data Management Technical Working Group to operationalise the Data Governance 
Standard Operating Procedures.

xvii.   Critical Reflection; there are standing fora data reviews at regional and national level.

xviii.  Data verification exercises for reported data, which include collaborating with the HMIS and M&E Unit to 
conduct data validation and verification.

xix.      The donor community and clinical partners work closely with the national programmes and SID to conduct 
review meetings, involved in planning and local capacity-building and share information regularly. 

xx.    There are clear guidelines or terms of reference between the partners and national programmes and SID 
about the ownership of the data collected by health facilities.
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SECTION 4

Recommendations

Recommendation 1: Intensify efforts aimed at consolidating the current parallel data collection and reporting 
arrangements. Increased support of the scale-up of the CMIS. Currently the CMIS is 
operational in about 100 health facilities nation-wide. Intensify efforts aimed at consolidating 
the current parallel data collection and reporting arrangements. 

 
Recommendation 2:  Sustain the close collaboration of the HTC and ART programmes to improve linkage to 

care and treatment.

Recommendation 3: Incorporate the Malaria Programme into the current MoH Annual Reports and data 
review structures. This will guarantee that the programme does not operate in isolation.

Recommendation 4: Revise Monitoring and Evaluation Plan for MoH to reflect current developments and 
changes introduced at programmatic level.

Recommendation 5: HMIS must develop quality assurance procedures for all health data and operationalise 
them.

Recommendation 6: Build capacity of the SID to enable the department to fully execute its mandate. Leverage 
support from such as the Global Fund who are engaged in local capacity building in 
M&E system.

Recommendation 7:  Strengthen the level of integration and collaboration of the TB/HIV M&E systems.
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