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EXECUTIVE SUMMARY

This report contains the results of the 2019 evaluation of MyChild Solution in the
Gambia. MyChild Solution is an innovative health management information system (HMIS)
based on Smart Paper Technology (SPT). SPT relies on the use of smart paper forms that can
be filled out at the point-of-care and scanned at regional scanning centres for automatic
digitisation of immunisation data. This allows high quality individual-level data to be
electronically available, while maintaining a paper-based system at the point-of-care, thus
ensuring data collection is not a ected by electricity outages or internet connectivity issues.
MyChild Solution was first introduced in The Gambia in 2016. At the time of this
evaluation, MyChild Solution was scaled up to 19 fixed and 48 outreach health service
delivery points across Western Region 1 (WR1) and Western Region 2 (WRZ2). The goal of
this evaluation is to follow-up on the external evaluation of pilot facilities in 2018 and
report on the readiness of the solution for national scale-up. The current evaluation
investigates five key dimensions: 1) the quality of data produced by the MyChild system, 2)
the use of MyChild Solution data and tools by health workers, 3) the administrative time
e ciency a orded by the solution, 4) the sustainability of the solution in terms of both cost
of ownership and work process transfer, and 5) the perceptions of and the experiences with
the solution of health workers, caregivers and key stakeholders. The conventional HMIS
system used in The Gambia was used as the standard comparison. Qualitative methods
including checklists and semi-structured interviews as well as quantitative methods
involving data and costing analyses were employed to answer research questions. Based on
the positive feedback collected and the higher quality of data found to be generated by the
system, the evaluation team strongly recommends national scale-up of the solution. The
evaluation team believes the solution has great potential for improving immunisation
coverage and quality of Expanded Programme on Immunization (EPI) services. A list of key
recommendations for consideration during the scale-up process are provided at the end of
the report.
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CHAPTER 1: INTRODUCTION

HEALTH MANAGEMENT INFORMATION
SYSTEMS (HMIS)

Lippeveld et al. (2000) summarise health information systems (subsequently referred
to as “health management information systems” or HMIS) as systems that “integrate data
collection, processing, reporting, and use of the information necessary for improving health
service e ectiveness and e ciency through better management at all levels of health
services”. HMIS need not be designed merely as data collection and reporting tools through
which data flows up the healthcare chain, but as systems that enable data-driven decision-
making. This necessary transformation has been described as shifting health information
systems from “data-led” to “action-led” (Latifov and Sahay, 2013). In order to achieve this,
data has to be provided in a context-appropriate manner to all players in the healthcare
value chain and feedback loops must be integrated to empower lower levels of the
healthcare system with data to inform their actions. Further, designing HMIS must integrate
continuous user feedback to ensure the usability and utility of the platform is maximised.

MYCHILD SOLUTION

Shifo Foundation’s MyChild Solution is an innovative HMIS designed to generate high
quality electronic data for mothers and children in low-resource settings. The solution relies
on Smart Paper Technology (SPT), a technology based on SPT forms that can be scanned to
automatically digitise medical records. This allows the production of real time indicators to
track continuous quality improvement of care, while maintaining the versatility and
reliability of paper at the point-of-care. It also produces individual-level data that enables
follow-up with defaulters compared to the aggregate data outputted by the conventional
HMIS. Digitising data after scanning should diminish the administrative burden on health
workers and ensure high quality data, while the use of paper at the point-of-care would
ensure that issues with internet or mobile connectivity or power cuts do not a ect recording
activities. Further, a paper-based solution presumably results in higher sustainability, lower
operational costs and a lower need for technical support than a completely digital platform.
Full integration of this system in the national healthcare system should ensure the
availability and accessibility of high quality health data at di erent levels of the healthcare
system.



MyChild Solution has currently been optimised for use in preventative child care,
specifically in Expanded Programme on Immunisation (EPI) applications. Its use to keep
track of vaccinations has been extended to some extent to LMIS applications, by allowing
automated stock management of vaccines, for example, by automatically sending requisition
notes.

MYCHILD SOLUTION IN THE GAMBIA

IMPLEMENTATION

MyChild Solution was first introduced in The Gambia in 2016. The system was piloted
in four fixed and 14 outreach healthcare service delivery points in Western Region 1 (WR1)
and Western Region 2 (WR?2) in 2017. The implementation was supported by the Ministry
of Health of The Gambia (MoH), ActionAid International The Gambia (AAITG), The
Vaccine Alliance (Gavi), IKARE, Swedish Postcode Foundation (PKS), af Jochnick
Foundation and Shifo Foundation. In 2018, an external evaluation of the data quality and
operating costs was carried out showing the promise of the solution. Following this
evaluation, the solution was scaled up starting in July 2018 in 19 fixed and 48 outreach
health service delivery points in WR1 and WR2. This involves all public health facilities in
the regions except for Brikama District Hospital and private clinics.

HMIS AND MYCHILD SOLUTION IN THE GAMBIA

MyChild Solution relies on SPT forms to be used by health workers at the point-of-
care. SPT forms are scanned and digitised, producing high quality data for various
applications. In order to better understand how MyChild Solution and the conventional
HMIS system operate, the following sections address each system in terms of its
fundamental elements, its daily and monthly processes at the health facility level, and its
monthly processes at the Regional Health Directorate (RHD) level.

CONVENTIONAL HMIS SYSTEM DATA COLLECTION TOOLS

The current HMIS relies on di erent paper-based forms for collection of immunisation
and Vitamin A and deworming data. A brief description of the key tools follows:

1. Infant Welfare Card (IWC) is a record kept by the caregiver in which all services
received by a child at a health facility are tracked.

2. Immunisation, Vitamin A and Deworming Registers are used to register children
and record vaccines, Vitamin A, and deworming services they received. These registers
are also used to identify immunisation defaulters and replace IWCs when they are lost.



Daily Tally Sheets are used to record vaccines, Vitamin A, and deworming doses given
during each immunisation session. These sheets are used at the end of the month
when preparing the Monthly Returns to aggregate the number of doses of each vaccine,
Vitamin A and deworming tablet administered.

Monthly Returns are forms that aggregate monthly data at the health facility. The
forms are sent to the regional o ce for verification and entry into District Health
Information System version 2 (DHIS-2).

Vaccine and Other Supplies (Dry Stock) Ledgers are used to manage supplies such
as vaccines and diluents.

Combined Requisition and Issue Notes are used to request vaccines and other
supplies from the relevant level (regional or national).

These forms are also used for monitoring and evaluation purposes. Processes associated
with the conventional HMIS can be divided into processes at the health facility level and
those at the regional level.

CONVENTIONAL HMIS SYSTEM PROCESSES AT HEALTH
FACILITIES

The conventional HMIS system requires the following processes to be carried out at

health facilities:

1.
2.

Infant Registration: During the first visit to a clinic, children are given an IWC.
Infant Visit: Each time a child receives a vaccine, Vitamin A supplementation or
deworming tablet, services are recorded both in the IWC and in the relevant register.
Each dose of vaccine, Vitamin A or mebendazole (deworming) that is administered is
also recorded in daily tally sheets.

Daily Administrative Tasks: Before each clinic session, health workers record the
number of each vaccine or supply taken in the vaccine and other supplies ledgers. They
record at the end of the immunisation session how many were consumed and returned
of each supply.

Monthly Administrative Tasks: Health workers are required to physically count the
remaining supplies at the end of the month and update the vaccines and other supplies
ledgers based on these counts. This information is also inputted in the vaccine
management section of the Monthly Return. Vaccine doses are aggregated based on
daily tally sheets and aggregated numbers are used to fill in the immunisation section
of the EPI Monthly Return and HMIS Comprehensive Facility Summary. These
completed forms are sent to RHDs for verification and entry into DHIS-2. A carbon-
copy of the Monthly Return form is also kept at health facilities.



CONVENTIONAL HMIS SYSTEM PROCESSES AT THE REGIONAL
AND NATIONAL LEVEL

The conventional HMIS requires the following processes to be carried out at the

regional and national level:

1.

Monthly Verification and Entry into DHIS-2: Monthly Returns are first checked by
the Expanded Program on Immunisation Regional Operations O cer (EPI ROO) for
completeness and consistency. They are then sent to the regional data entry clerks for
entry into DHIS-2. Numbers from Monthly Returns are also inputted into the EPI
Summary Sheet, which is then shared with the national level.

Periodic Monitoring and Evaluation: Periodic evaluations of performance of health
facilities are carried out by the RHD and national EPI team to assess data quality
(mainly completeness and consistency) across di erent paper-based forms
(immunisation registers, daily tally sheets and Monthly Returns) as well as other
performance indicators. This form of monitoring and evaluation is quite resource
intensive as it requires personnel to be physically present at health facilities and
involves manual counting.

Paper Form Supply Management: Forms and ledgers are printed at the national level
and distributed to RHDs annually or on a needs basis. RHDs keep a stock of the forms
and supply them to health facilities on a needs basis.

MYCHILD SOLUTION DATA COLLECTION TOOLS

care.

1.

MyChild Solution relies on the following SPT forms for data collection at the point-of-

MyChild Birth Record is a form used to register the personal information of
newborns. The form comes with a unique pre-printed ID that will be associated with
the child for future visits.

MyChild Birth Records Update is a form used to update the electronic records of
children when information changes occur involving, for example, names or telephone
numbers.

MyChild Health Records is a form used to record the vaccines and services received
by a child during any given visit.

MyChild Monthly Return - Vaccine Management and Data for Action is used at the
end of the month to record the vaccine stock received and balance for each antigen,
functional cold chain equipment, any cancelled or rescheduled sessions and any vaccine
closed vial wastage. The Data for Action (D4A) portion of this form is for reporting any
actions taken to improve Key Performance Indicators (KPIs).



MYCHILD SOLUTION AUTOMATED OUTPUTS

Thanks to the digitised information available through the use of SPT forms, a number

of features and outputs are automatically available through MyChild Solution to support
HMIS and Logistics Management Information System (LMIS). These include:

1.

DHIS-2 integration of electronic records ensures that data captured through MyChild
Solution is accessible through national health information systems.

Reports including HMIS reports, daily tally sheets, monthly summaries, monitoring
and evaluation reports and customised reports based on KPIs of interest are
automatically generated by the system.

The EPI Performance Dashboard facilitates performance monitoring at the regional
level and provides a centralised platform for report access at the health facility and
regional levels.

Electronic registers and de-identified registers are automatically generated by the
system. Electronic registers containing the names of children and caregivers are
accessible to RHDs and specific people at health facilities, whereas de-identified
registers are available as a portable document format (PDF) to all health workers.
Health workers can also access the electronic registers and other monthly reports
through the Dashboard using health facility-specific log-in details.

Immunisation, Vitamin A and deworming defaulters lists are automatically
generated based on information available in the electronic registers.

Requisition notes are generated based on vaccine demand forecasts and the available
stock of each health facility.

The Vaccines and Supplies Management Report includes the opening balance,
received, administered, used/consumed, wasted and closing balance of vaccines as well
as cold chain temperature information.

SMS (Short Messaging Service) reminders can be used to remind caregivers of
upcoming immunisation due dates.

KPI SMSs are sent on a monthly basis to health workers with performance values for
each KPI being tracked. These KPI performance values are plotted by health workers on
provided run charts, allowing them to monitor their own performance on key
indicators related to data quality, coverage and vaccine wastage, among others.

MYCHILD SOLUTION PROCESSES AT HEALTH FACILITIES

MyChild Solution requires the following processes to be carried out at health facilities:

Infant Registration: On their first visit to the clinic, children are registered using the
MyChild Birth Record form. Each form is connected to a unique ID, which is written
onto the child’s IWC. In some cases where IWCs are not available or to ensure a
backup of the ID is present, a child’s MyChild ID may also be recorded on a mother’s



Ante-Natal Card (ANC). If the registration information needs to be updated, the
MyChild Birth Record Update form can be employed.

2. Infant Visit: Every time a child receives vaccines or other services such as deworming
or Vitamin A supplementation, the IWC is used to determine which vaccines and
services are needed. Received services including immunisations are recorded both on
the IWC and through the MyChild Health Records form.

3. Daily Administrative Tasks: Vaccines and other supplies ledgers are used as outlined
in the conventional HMIS section, but paper-based registers and tally sheets are no
longer necessary. If the IWC is lost, health workers can search through PDF copies of
the de-identified register o ine, log into the online electronic register, or contact the
RHD or project coordinator through WhatsApp or Closed User Group (CUG) lines.

4. Monthly Administrative Tasks: Health workers physically count balances of vaccines
and other supplies at the end of the month. This information is recorded in the
Monthly Return - Vaccine Management and Data for Action form, which is then taken
to the RHD for scanning. This form should also be used by health workers to note
which actions they took to improve target KPIs. Monthly Returns and vaccine and
other supply requirements for the following month are automatically generated and
sent via e-mail on the 5th of every month. The project coordinator also forwards these
forms through WhatsApp or other CUG lines. KPIs are shared with health workers
every month via SMS. Health workers are expected to plot the KPI values on run charts
and use these charts to track their performance and inform their actions.

MYCHILD SOLUTION PROCESSES AT THE REGIONAL AND
NATIONAL LEVEL

MyChild Solution requires the following processes to be carried out at the regional and
national level:

1. Scanning and data recognition: When health workers bring SPT forms to the
scanning coordinator (EPI ROQO), a document (the Delivery Registration form) is
signed to confirm the delivery and receipt of forms. The scanning coordinator then
should check the forms for completeness before scanning. After scanning the forms,
text and ticks are automatically digitised and unrecognised fields, for example due to
illegible handwriting or poor marking, are sent for data verification. All scanned forms
are archived at the RHD.

2. Data and Master Verification: Unrecognised fields are sent for Data Verification with
the Verification O cer. Unrecognised fields are checked against original document
images of the scanned forms and errors are rectified based on these original document
images. Fields that cannot be rectified through routine Data Verification processes are
sent to Master Verification. Data digitisation errors that cannot be rectified at this stage
are sent to “Exceptions” and tackled by Shifo Foundation.



3. Periodic Monitoring and Evaluation: RHD and EPI sta can monitor health facilities
performance and national EPI sta can monitor RHD performance directly through the
Dashboard. The Dashboard provides data quality metrics including session
completeness and the number of children vaccinated per session. Additional
monitoring is carried out in line with conventional HMIS protocols.

4. Paper Form Supply Management: Printing and distribution of SPT forms to the RHD
is currently carried out by AAITG. This work process should eventually be transferred
to the MoH if and when national scale-up occurs. Forms are collected from the RHD by
health workers on a needs basis.

GOAL OF THE EVALUATION AND REPORT
STRUCTURE

The goal of this evaluation is to assess the success of the initial scale-up in WR1 and
WR2 and to gauge the readiness of the solution for national scale-up. This comprehensive
evaluation used interviews to gain insights from health workers, caregivers, and various
stakeholders interacting with MyChild Solution as well as data analysis to measure di erent
aspects of the data quality and cost. The evaluation has been divided into five components
that reflect the structure of this report:

Data quality;

Data use;

Administrative time e ciency;

Total cost of ownership and transition of work processes;
Perceptions of and experiences.

akrowbdNPRE

An introduction, methodology used, results obtained and conclusion is provided for each of
the components in the following chapters. For ease in reading, a brief discussion has been
integrated in the results sections. A more general discussion relating to all components as
well as recommendations can be found at the end of the report.



CHAPTER 2: CLINIC SELECTION

METHODOLOGY

Di erent sampling methods (random and purposive sampling) were employed

depending on the research methods as follows:

Health Worker Interviews and Time-and-Motion Studies: Qualitative methods,
including interviews and observational checklists, as well as time-and-motion studies
were carried out in clinics selected through purposive sampling by keeping into
account the clinic region, its size, its presence in the pilot and its distance from the
scanning station. Clinics were stratified as small, medium or large in size depending on
both the average monthly Bacillus Calmette-Guérin (BCG) doses (using the average of
the last three or four available months in MyChild Solution) and the annual surviving
infants Routine Immunisation (RI) targets. Both size definitions were included as the
stratification was not found to necessarily match when using the two variables. Average
monthly BCG doses were prioritised in stratification. Two out of the three clinics
classified as far from scanning stations (Sibanor and Sintet) were included to ensure
representation of their unique perspective. All clinics present in the pilot were also
included to ensure comparability of results with the pilot evaluation.

Caregiver Interviews: Caregiver interviews were carried out in Serrekunda, Sukuta,
Polyclinic, Sibanor and Gunjur.

Data Consistency and Data Accuracy: The data quality analysis was carried out in
randomly selected clinics or in whole population samples over a certain time period
depending on the specific indicator in accordance with the WHO Data Quality Review
(DQR) Toolkit guidelines. Namely, data consistency and data accuracy were analysed
for Serrekunda, Sukuta, Fajikunda, Polyclinic, Gunjur and Sibanor. To increase the
sample size for data accuracy, Brufut was later added to the sample.

The selected clinics for each method are summarised in Table 2.1 in the following page.
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Bundung WR1 [377 |[Large 5143 |Large S

Sukuta WR1 (318 |[Large 2850 |Large O/S Yes

Fajikunda WR1 |280 |[Large 3421 |Large O/S

Old Jeshwang |[WR1 |234 |Large 541 |Small S

Serrekunda WR1 |230 |[Large 3288 |Large S Yes

Banjulinding |WR1 |176 |Large 2464 |Large O/S

Sanyang WR2 |154 [Medium |1158 |[Medium |O/S Yes

Polyclinic WR1 [145 |Medium |724 |Small S

Gunjur WR2 |129 [Medium |2430 |Large O/S Yes

* | Brufut WR1 |86 Medium |1183 [Medium |O/S

Bwiam WR2 |76 Medium |776 [Medium |O/S Yes

Sibanor WR2 |64 Medium |928 [Medium |O/S Yes

Farato WR2 |58 Medium (1200 [Medium |O/S

Kafuta WR2 |57 Small 1728 |Medium [O/S

Bakau WR1 |40 Small 1301 |Medium [O/S

New Jeshwang|WR1 |36 Small 394 |(Small S

Sintet WR2 |29 Small 372 |[Small O/S Yes

New Yundum |[(WR1 |26 Small 724 |Small S

Leman Street |WR1 |11 Small 290 |Small S

Table 2.1. Clinic selection summary. Clinics were stratified by size according to both the
average of the last few months of BCG doses available through MyChild Solution and Rl Targets
for annual surviving infants. Clinics for health worker interviews and caregiver interviews were
selected through purposive sampling, whereas clinics for data consistency and data accuracy
evaluations were selected through random sampling.

* For the Data Accuracy evaluation only.
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CHAPTER 3: DATA QUALITY

INTRODUCTION

The most basic requirement for an HMIS to be useful in routine activities and
decision-making, is to guarantee the provision of high quality data. The three most
important dimensions of data quality are completeness, timeliness and consistency. These
dimensions were previously evaluated at the pilot stage (Sowe et al., 2018) and should be
routinely assessed and reported as part of a quality assurance process. The pilot and regional
scale-up phases had considerable di erences in the level and providers of external support
and capacity-building. For this reason, it was especially important to reassess data quality
and establish if the same levels of quality were maintained at the regional scale.

While the methodology for the assessment of data quality has largely been kept the
same as the pilot evaluation to ensure comparability of results, the current data quality
evaluation also comprises a comparative analysis with the conventional HMIS system as well
as the additional dimension of data accuracy. Measuring data accuracy ensures that the data
captured in the electronic system is consistent with records held by caregivers, namely
IWCs. A thorough evaluation of data quality was conducted in accordance with the Data
Quality Review (DQR) Toolkit (2017). This toolkit was developed by the World Health
Organization (WHO), The Global Fund, Gavi, and the United States Agency for
International Development (USAID)/MEASURE Evaluation in 2017 (WHO et al., 2017). Its
purpose is to guide periodic independent assessments of data that is reported at the facility
level and is available through health information systems. Various adaptations were made to
the DQR methodology, when required, based on the specific scale and nature of the project,
as detailed in the methodology section.

METHODOLOGY

EVALUATION FRAMEWORK
The WHO DQR Toolkit (2017) promotes a unified approach to assessing reported data
quality from the health facility to the national level. It proposes several data quality

indicators (metrics) that are grouped into four dimensions, namely:

1. Dimension 1: completeness and timeliness of data;
2. Dimension 2: internal consistency of reported data;

12



3. Dimension 3: external consistency — i.e. agreement with other sources of data such as
surveys;

4. Dimension 4: external comparisons of population data — i.e. a review of denominator
data used to calculate rates for performance indicators.

All possible metrics under the DQR Toolkit were considered for use in assessing the
guality of data generated using MyChild Solution. Dimension 4 could not be evaluated for
reasons explained in the designated section below. MyChild Solution was compared to the
existing HMIS for all possible metrics. MyChild Solution data quality results from this
evaluation were also compared to those from the previous evaluation for all metrics that
were measured in the first evaluation. The data quality evaluation also included questions
(indicators) that could not be best answered using the DQR Toolkit’s framework. These
indicators were therefore assessed outside the DQR Toolkit. For most of the data quality
indicators evaluated, data over a 12-month period (March 2018 - February 2019), including
all the health facilities in the two regions using MyChild Solution, was used.

Reporting completeness compares the number of reports received from an entity to the
expected number of reports from that entity over a specified time period. Timeliness of
reporting measures whether the reports were received by a predefined deadline. The
acceptability threshold for both completeness and timeliness is 75% according to the DQR
Toolkit. Completeness and timeliness are usually measured for districts (regions in the case
of The Gambia) and health facilities. However, we did not measure completeness and
timeliness of regional level reporting because MyChild Solution is currently implemented in
two of the seven regions of the country and not all the health facilities in those regions are
implementing the solution. Further, MyChild Solution automatically generates all the
reports, after which they are sent out to their respective recipients the same day. Therefore,
assessing these metrics would yield the same results as assessing the completeness and
timeliness of health facility reporting for MyChild Solution. Consistency of reporting over
time was also not measured because it requires data over a three-year period, which was not
possible to obtain from MyChild Solution because its implementation has spanned less than
three years.

Data over a 12-month period is required to measure the metrics under the
completeness and timeliness dimension. The rolling 12 months preceding the evaluation
(the evaluation started in March 2019) were used for MyChild Solution and the last rolling
12 months before the implementation of MyChild Solution in the same health facilities were
used for assessing the existing HMIS. Only four health facilities had 12 months worth of
data using MyChild Solution. We therefore used the months that were applicable. The
following completeness and timeliness metrics were evaluated:

13



1. Completeness of health facility reporting: This was measured as the proportion of
expected monthly reports received in MyChild Solution and the existing HMIS.

2. Timeliness of health facility reporting: This was measured as the proportion of
expected reports received on time for each of the two systems.

3. Completeness of indicator reporting: This was defined as the proportion of Penta 3
antigen doses with non-missing values in the submitted Monthly Returns for both the
existing HMIS and MyChild Solution.

4. Completeness of clinic sessions captured: This was measured by comparing the
number of immunisation sessions actually conducted in three randomly selected
months against the number of immunisation sessions that were captured in MyChild
Solution for the same months.

This dimension examines coherence of evaluated data through several metrics. In this
dimension, we did not evaluate one indicator — consistency over time — because it requires
data over a three-year period and MyChild Solution’s implementation has been for less than
three years. All other metrics were evaluated as follows:

1. Presence of outliers: This was measured as the number and proportion of health
facilities in which one or more of the monthly Penta 3 values over the course of one
year was a moderate (% 2-3 standard deviations from the mean) or extreme (x >3
standard deviations from the mean) outlier for MyChild Solution and the existing
HMIS. Four health facilities in WR1 and WR2 had used MyChild Solution for 12
months during the evaluation. Therefore, data from those four health facilities was
used to assess the presence of outliers for both MyChild Solution and the conventional
HMIS. Monthly Returns from March 2018 to February 2019 were used for MyChild
Solution and those of the last 12 months before the implementation of MyChild
Solution were used for the existing HMIS.

2. Consistency between related indicators: This was measured by calculating Penta 1
to Penta 3 dropout for both the existing HMIS and MyChild Solution. This metric
examines whether the expected relationship between Penta 1 and Penta 3 exists in the
reported data - that is that the dropout should not be negative. January to December
2018 was used for calculating this indicator for the existing HMIS and all data up to
February 2019 was used for MyChild Solution. The analysis included all health
facilities using MyChild Solution at the time of the evaluation.

3. Verification of reporting consistency: This was measured using two metrics as
follows:

A. Verification of reporting consistency through facility survey: This was done by
measuring verification factors between di erent data sources. Consistency was
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checked using electronic tally sheets, the electronic register, Monthly Returns, and
DHIS-2 values in MyChild Solution, and tally sheets, immunisation registers,
Monthly Returns, and DHIS-2 values in the existing HMIS. Tally sheets and
immunisation register values were compared to values in Monthly Returns and
Monthly Return values were then compared with DHIS-2 values. A verification
factor of 1.0 means perfect consistency, less than 1.0 indicates over-reporting,
whereas more than 1.0 indicates under-reporting. The acceptable values as per the
DQR Toolkit are between 0.9 and 1.1. Six health facilities currently using MyChild
Solution were randomly selected for this metric. Six health facilities were chosen
because the total number of health facilities currently using MyChild Solution is less
than what would constitute an ideal sample size based on calculations derived from
the DQR Toolkit. Several options were weighed considering time limitations. Finally,
it was thought feasible to select six health facilities and increase the number of
months to be verified. A stratified (by pilot and newly added facilities) random
selection strategy was used to select a total of six health facilities from WR1 and
WR2. The selected health facilities are Serrekunda, Sukuta, Fajikunda, Polyclinic,
Gunjur, and Sibanor health centres. Three months (December 2018, January 2019,
and February 2019) were selected for verification. The same months preceding the
implementation of MyChild Solution in the selected health facilities were used for
the existing HMIS. The reason for selecting the most recent months in the same
period is to increase the chance