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Preface by Hon’ble Minister for Health

This Monitoring and Evaluation guideline is an important step forward in strengthening the
evidence base for health planning in Timor Leste.
The plan identifies the important steps to be undertaken in the coming months and years to build
national and district capacity to monitor health programs and evaluate their impact. The National
Monitoring & Evaluation Framework provides us with a common platform on which to monitor
the progress of the National Health Sector Plan, and to ensure that our health plans at each level of
the health system are linked to evidence. It is my hope that through stronger linking of evidence to
health planning action, we can improve district health system and hospital sector performance.
The National Monitoring and Evaluation Plan outlines some important milestones in health
systems development, including developing and implementing procedures for supportive
supervision, data quality auditing and community based monitoring. In the coming years,
monitoring of private sector health services will also become increasingly important. Also, as the
health system develops and expands service access to the population, health systems research and
evaluation will take on increasing importance in guiding out decision making processes.
I encourage all health managers nationally, in the District Health System, and in the hospital
sector, to carefully review this plan and these guidelines, and consider how the guidance here can
assist us to improve the quality of health planning and ultimately realize our vision of “One Plan,
One Budget and One M & E Framework” for the Timor Leste Health Sector.

Dr Sergio G.C. Lobo, SpB
Minister of Health
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Executive Summary
This Monitoring and Evaluation (M & E) Guideline was developed between March and
November 2013. The process for development of the plan included extensive consultations
with national level departments, hospitals, District Health Offices, Community Health
Centers and development partners. The M & E tools were piloted to understand the
feasibility and availability of data. The literature on the subject of M & E globally was also
reviewed to ensure that the guidelines meet current international standards (see reference
list).
The purpose of the M & E Guideline is to outline a plan for strengthening the evidence
base for implementation of the National Health Sector Strategic Plan (NHSSP) 2011 –
2030.
Main Content Areas
The Guideline has two sections.
Section A: Monitoring & Evaluation Guide with details of
Concepts of M & E
National M & E Framework
District Progress Card
Hospital Progress Card
Compendium of Indicator used in M & E framework
Supportive supervision tools
Terms of Reference for M & E Working Group
Section B: Epidemiological definitions
Implementing the National M & E Plan
A national M & E plan is included in this Guideline. This plan identified major M & E
milestones for the next five-year period of the NHSSP. Major milestones include
establishment and strengthening of the following:
A national M & E framework (33 indicators) for annual monitoring and 5 yearly
monitoring of the NHSSP.
A District Progress Card (31 indicators) for annual and quarterly monitoring
A Hospital Progress Card (20 indicators) for annual and quarterly monitoring
Establishment and/or strengthening of systems of annual and quarterly program
reviews, supportive supervision and community based monitoring
Establishment of real time data entry for Health Management Information System
(HMIS) systems
Development and implementation of a national health research and evaluation
agenda
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Institutional and Organizational Arrangements for Implementation of the National
M & E Plan
A number of measures will be implemented in this plan to ensure that the necessary
system developments and organizational processes are in place to monitor and evaluate the
NHSSP. Chief amongst these developments will be the following:
Consensus reached on establishment of an M & E working group (involving
government, non-government and development partners) to oversee and monitor
the M & E Plan
Capacity building of middle level managers to consistently report quarterly
progress through the District Progress Card, and oversee implementation of the
recommendations through District level Technical Working Group
Strengthening of HMIS system for ensuring timely collecting of data for the
indicators mentioned in M & E Guideline.
Conducting of quarterly meetings of the M & E Working group to monitor
progress and develop policy or procedural recommendations for appropriate
management response
Primary Health care Research capacity building
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Section A
Monitoring & Evaluation Guideline
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1. Introduction

At the conclusion of decades of civil conflict and since restoration of independence in
2002, Timor-Leste (population 1.1 million) has undertaken broad ranging investments in
rehabilitation of government administrative systems and infrastructure.
The government launched its National Strategic Development Plan with an aim to
transform Timor-Leste into an upper-middle-income country by 2030. To achieve
this goal, the government plans to increase public investment in infrastructure. The
National Strategic Development Plan (NSDP) 2011-2030, defines health sector as part
of the Social Capital that includes education, social inclusion and environment. It
recognizes that good health is essential for a good quality of life. Identifying the
important role of other determinants of health like education, nutrition, income,
environment and safe water etc. it underlines the need for a multi-sector approach
and community participation.
The NSDP places emphasis on the needs of children and vulnerable groups in terms
of access to health care, nutritious food, clean drinking water and good sanitation.
The Ministry of Health has the mandate to regulate, organize and manage the health
sector, as well as provision of health services with full participation from private
sectors and other stakeholders and the community.
The National Health Sector Strategic Plan 2011-2030, reflect the Vision, Mission and
Goals in the National Health Policy Framework 2002, and details the implementation
plan of the National Strategic Development Plan 2011-2030. NHSSP describes the 20
years vision for health. The plan identifies human resources development, institutional
development and infrastructure as priority areas of development. Five health sector
objectives were identified (Figure 1).
Figure 1 Health Sector Objectives NHSSP Timor-Leste (NHSSP 2011-30)

1. Health Sector Objective 1: Health Management: To strengthen the stewardship role of
the MOH (policy, law, supervision, monitoring, licensing).
2. Health Sector Objective 2: Service Delivery: to ensure access and quality of PHC
services (MCH and vulnerable focus) as well as secondary and tertiary hospital
services
3. Health Sector Objective 3: Human Resources for Health: To meet human resource
needs to ensure efficient and effective health service delivery
4. Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health
facilities, equipment and supplies
5. Health Sector Objective 5: Support Services: Strengthen administration and
management in context of decentralization

Many of these objectives will require various institutional developments (laws, policies,
procedures, guidelines, plans etc.) as well as organizational developments (structures and
roles and functions) over the coming years in order to implement and achieve the
objectives of the long-term strategic plan.
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V constitutional Govt priorities:
The Fifth Government Program is based on the Strategic Development Plan 20112030, which is built upon the foundations the government has laid since 2002. This
was based on a broad public consultation conducted through the 65 sub-districts,
including villages and sucos throughout Timor-Leste. All strategies and actions
considered in this Plan, which were approved by Parliament in July 2011, aim to
transform Timor-Leste from a low-income country to a medium-high income country
by 2030, with a healthy, educated and safe population that is prosperous and selfsufficient.
As good health is essential for a good quality of life, the Government has committed
itself to ensuring that the people of Timor-Leste have access to good health care,
nutritious food, clean drinking water and good sanitation. Thus over the coming five
years the Government will work to ensure that sucos with populations of 1,500 to
2,000 people located in very remote areas will be serviced by Health Posts delivering
a comprehensive package of services including basic curative services, immunization
programs, maternal and child health care, delivery of nutrition programs,
tuberculosis follow-up, mental health care support, and health promotion and
education. The government has committed that villages located more than one hour
walking distance from a Health Post will have a local village midwife trained by the
Ministry of Health. Midwives will be provided with health kits, transportation and
incentives in their terms and conditions of engagement to remain resident in villages
for at least three years.
According to the Strategic Plan for the Health Sector in 2011-2030, in the medium to
long term, the Government will develop the necessary human resources so that there
will be at least one doctor, two nurses, two midwives and a laboratory technician in
every suco with at least 2,000 people.
The health system will be strengthened by developing capacity in institutions that
support health service management and training and the facilitation of quality care,
including the provision of essential medication, referral and emergency systems in
humanitarian crises, diagnosis systems, blood supply systems (blood bank) and the
Health Science Institute. There will be a greater focus on improving maternal and
child health by increasing access to high quality pre-natal, delivery, post-natal and
family planning health services and improving emergency obstetric care through the
recognition, early detection and management of obstetric complications at the
community and referral level. Coverage of preventive and curative services for
newborns, babies and children will be improved and expanded to lower child
mortality. Immunizations programmes will seek maximum vaccination of children
against polio, measles, tuberculosis, diphtheria and hepatitis B.
In addition, the Government will develop and deliver programs to improve human
resource management across the health sector, including workforce planning,
equitable recruitment strategies, the development and distribution of an appropriate
skills mix and the retention of workers through appropriate incentives and
opportunities. Standards and codes of conduct and ethical practices for health care
professionals will be developed to ensure availability of a professional health
workforce.
12

Finally, there will be a focus on seeking to improve the provision and maintenance of
appropriate transport services, and in particular ambulances, and proper
communication systems (including connection by telephone, radio and Internet) to
enable the prompt referral of patients and administrative data.
The rationale for this M & E guideline is to enable more regular and effective monitoring
and evaluation of the sector plan through (a) consideration of program performance (b)
consideration of health system performance and (c) consideration of links of monitoring
and evaluation to planning implementation and review. The specific objectives of M & E
Guideline is given in figure 2
Figure 2 Objectives of M & E Guideline
1. To outline main concepts of monitoring and evaluation
2. To detail the main content areas and activities for monitoring of health system
performance
3. To specify national M & E framework for monitoring of NHSSP, quarterly
progress card for district & Hospital.
4. To illustrate other approaches to monitoring and evaluation, including Supportive
supervision, research, community monitoring and capacity building approaches for
M & E (including HMIS).

Figure 3 Scope of Monitoring & Evaluation Plan

Health Sector

Monitoring
National Progress
of NHSSP

National M & E
Frameworks,
Hospital and
District progress
card

Supervision ,
Quarterly & Annual
Review, Community
Monitoring

Evaluating
Impacts of NHSSP

National M & E
framework

Research and
Evaluation Studies

13

2. Concepts of M & E Framework

The important over arching concepts that should inform the development of a monitoring
and evaluation framework are:
1. Measuring Health System performance
2. Setting priorities for Health Sector
3. Logical Frameworks for M & E

2.1. Measuring Health Systems Performance

It is important that the national M & E system not only measures the performance of health
programs, but can also assess the extent to which the health system has the capacity to
support program delivery.
The health systems approach is central to national M & E as it measures performance of
the whole system, rather than individual components or programs. The idea of the system
approach is that it measures connections between sub systems in order to achieve overall
health system performance. For example, considering human resources alone without
measuring developments in infrastructure or medicines supply will mean that overall the
system is not measured. What the system approach recognizes is that work in one area of
the health sector will have an effect on work in other areas of the sector. Thinking
systematically therefore means thinking for health sector performance and not only
individual programs.
These health system sub components are normally measured as health system inputs or
outputs in an M & E framework (for example, health staff per capita, hospital beds per
capita, essential medicines stock out, % outreach visits conducted according to plan etc.).
Figure 4 Health System building blocks (WHO,2011)
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Figure 4 shows the six health system building blocks with people at Centre. Considering
these blocks and principles of Universal Health Coverage (UHC) with its three dimensions
- population coverage, service availability and financial protection, a national M & E
framework was developed to measure the implementation of the NHSSP.
The main aim of the M & E framework is to monitor the progress of the NHSSP, and
evaluate, whether the plan has achieved the objectives. Therefore, a main reference point
for the design and implementation of M & E framework were National Health Sector
objectives and V Constitutional Government priorities.

2.2 Setting Priorities

The M & E framework shall be aligned to NHSSP targets and V constitutional
government targets with focus on having a “One plan- One budget- one M & E
framework”. The Current NHSSP (2011-2030) documents 320 indicators for monitoring
and evaluation (see Annex 1). These indicators essentially measure program baseline and
progress across more than 20 health programs. Sources of data for measuring
performance-included population based surveys, routine data collection through Health
Management Information System (HMIS), supervision and periodic assessments.

2.3 Logical Framework for a National M & E Activities

A further important consideration in the construction of the M & E frameworks and plan
are logical frameworks. The figure 4 helps us to understand linkages within logical
framework.
Inputs and process refer to the recurrent and capital investments in the health system such
as infrastructure, the health care workforce, finances, information leadership and
management.
Outputs refer to the level of service readiness, availability, as well as accessibility to the
quality and safety of the services being provided.
Outcomes refer to the coverage and utilization of interventions such as immunization or
safe delivery coverage. It can also include reducing of population risk in relation to such
behaviors as smoking or alcohol intake.
Finally, impact can be understood as the end long-term result of previous actions and
investments and could include reduced morbidity and mortality or improved health equity.
The critical point here is that there needs to be a logical link in the results chain from
inputs and processes to impact.
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Figure 5 WHO Health Systems Logical Framework (WHO,2010)

The basic logic of the NHSSP is that improved resource inputs, particularly through
improved infrastructure, public financing, human resources and community participation,
will contribute to improved service outputs in terms of availability, quality and
accessibility of health services.
These service outputs should result in improved health outcomes in terms of increased
utilization of services and coverage of priority health interventions, in particular for
maternal and child health and communicable disease control prevention and curative
services.
Finally, over a longer time frame (i.e. a 5 year time frame of the NHSSP), health coverage
improvements should translate into population health impacts, as measured by reduced
mortality or morbidity rates or improved health behaviors.
Figure 5 maps the logical flow between health resource inputs, the health system outputs,
health coverage outcomes and population health impacts.
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Figure 6 Logical Frameworks NHSSP

Population Health Impacts
Reduced Mortality
Reduced Morbidity and
Improved Nutrition

Health Utlisation & Coverage
Outcomes
Improved Coverage of Health interventions
Improved Utilization of Health Care Services

Health System Outputs
Improved Availability of Quality Health care
Services
Improved Accessibility of Health care Services to
the Population

Health Resource Inputs
Improved Human Resource Numbers and
Placement
Improved Public Health Financing
Improved Medical Supplies and Infrastructure
Improved Community Participation

3. Rationale for Selection of Core Indicators for M & E
There are 320 health indicators (Annex 1) identified in the NHSSP 2011 – 2030. In order
to provide a more manageable system of measurement of performance in the next fiveyear time frame, it is necessary to prioritize a set of core indicators to monitor and evaluate
overall health system performance. It is important to note that a shortened list of 30-35
core indicators does not mean that the other 280 or more indicators are not useful. It is
only to say that a shortened core list is required to enable senior and middle level managers
to more carefully track the progress of the health system as a whole, and not only
individual programs. Therefore, the plan strongly recommends that every
program/department should continue to monitor the progress regularly based on their
respective M & E frameworks.
The recommended criteria for priority setting identified are described below.
1. Relevance: Indicators are relevant to measurement of health sector objectives
(system objectives)
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2. Accountability: Indicators measure interventions for which the MoH can be held
responsible;
3. Reliability: Quality data can be collected reliably
4. Accuracy: The indicators accurately measure results;
5. Validity: The indicator is valid and conforms to internationally agreed
performance criteria and can be compared at international levels;
6. Feasibility: Data is easy to collect and does not place an undue cost (human,
financial or time) on the front-line data gatherers;
7. Confirmed Sources: The data sources for the indicator can be clearly identified.

4. National Monitoring and Evaluation plan

Based on the need to prioritize health indicators and monitor and evaluate implementation
of the NHSSP, the following have been designed.
1. A National M & E Framework (see Annex 2)
2. A District Progress Card (Annex 3)
3. A Hospital Progress Card (Annex 4)

4.1 The National M & E Framework

The National M & E indicators have been selected based on the above-mentioned criteria.
Indicator definition, baselines, source of data and progress data and targets are included in
each of the annexes.
The National M & E framework has an attached list of indicator definitions, sources of
data and level of importance. This can be used to monitor progress towards attainment of
goals and targets of the NHSSP. The main forum for monitoring the progress of the
NHSSP is the Joint Annual Health Sector Review and periodic meetings of the M & E
Working Group (see Annex 5 to terms of reference).
In the National M & E framework, progress will be measured annually and half yearly,
with the baseline year identified prior to commencement of the NHSSP. It is therefore
intended that updates of the M & E framework be presented at Annual and half yearly
Health System and Program Reviews and Joint Annual health Sector Reviews.
The figure below illustrates the structure of the National M & E framework at outcomes
level of analysis. The full M & E framework is in Annex 2.
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Figure 7 National M & E framework Outcome Level
National Monitoring & Evaluation Framework Timor Leste
Year:

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

OUTCOME INDICATORS

PROGRESS

(Service utilization & program coverage)
Obj.
No

KPI
No.

Baseline

Key Performance
Indicator (KPI)

KPI Formula
Result

Year

ANNUAL RESULTS
Progress Report

Annual Results

Baseline
Source

Progress
Source

DHS

HMIS/DHS/Re
search

70% by 2015

DHS

HMIS/DHS/Re
search

40% by 2015

2011

2012

2013

2014

2015

2016

2017

Annual
Target

Long Term
Target

9

% Pregnant women
receiving at least 4
ANC Visits

No of women with 4 ANC visits
------------------------------------------------------------------------------------------X1 00
Number of pregnant women in catchment area in one year

10

% Delivery at Health
Facilities

No of Deliveries at Health Facility i.e institutional dleiveries
------------------------------------------------------------------------------------------X1 00
Number of pregnant women in catchment area in one years

11

Contraceptive
Prevalence Rate

Total No of women of reproductive health age (15-49) using any method
------------------------------------------------------------------------------- X100
Total women of reproductive health age who are married or in union

22.3

2010

DHS

HMIS/DHS/Re
search

12

% Children under 1
recieving all vaccines
as per immunization
policy

Total number of children aged 12 - 23 months who received
all vaccines according to national immunization schedule
----------------------------------------------------------------------------------------------------X1 00
Total children in catchment area aged 12-23 months

47.2

2010

DHS

HMIS/DHS/Re
search

90% by 2015

2

13

Number of children aged 6 - 59 months of age
% Vitamin A coverage who received vitamin A in last six months
children 6 - 59 months --------------------------------------------------------------------------------- X100
Total children in catchment area under the age of 5 years

51.0

2010

DHS

HMIS/DHS/Re
search

80% by 2015

2

14

Malaria - % distribution Number of pregnant women who who had ITN distributed
of ITN to High rsk
---------------------------------------------------------------------- X100
population
total High risk population

0

2010

DHS

HMIS

80% by 2015

2

15

Total number of new smear positive TB cases successfully treated (cured plus completed)
TB treatment success
-------------------------------------------------------------------------------X100
rate
Total number of new smear positive TB cases registered for treatment in the same period

91.00

2011

National TB
data/HMIS

HMIS

75% by 2015

2

16

Health Facility Visit
Rate

2

2010

HMIS

HMIS/DHS/Re
search

2

17

No of 15+ years population who smoke
Tobacco Consumption
----------------------------------------------------------------Rate
No of 15+ years population

2010

DHS

Step Surveys

2

18

Treatmant gap for
Epilepsy

2

2

2

2

Total number of outpatient contacts per year in catchment area
-------------------------------------------------------------------------------------X1 00
Total population in catchment area

(1-

( Total number of patients on Epilepsy treatment)
------------------------------------------------------------- )
( Total estimated number of Epilepsy patients )

55

22.5

X100

X 100

1

2010

2010

Dept of
NCD/HMIS

First column of the national M & E framework lists the Number of the health sector
objective as in NHSSP. This is inserted here in order to ensure that the M & E framework
sets out to measure both the progress (monitoring) and impact (evaluation) of the NHSSP.
The second column represents the serial number.
The third column provides the name of indicator in the form of rates, ratios or percentages.
The fourth column provides details on how the indicator is measured. More details on
each indicator are provided in Annex 4.
Columns 5 – 15 include the baseline and progress (annual) results. For national M & E,
baseline and results are normally provided through survey methods, particularly for
outputs, outcomes and impact measurements. However, as these surveys are often
conducted every 3 to 5 years, HMIS and other institutional data will need to be used to
monitor progress.
Columns 16- 17 measure progress against set targets. Targets are critical to a national M &
E framework as they reflect the level of political and management commitment to
allocation of resources (inputs) and achievement of results (outputs, outcomes and
impacts) in support of overall development goals.

4.2 District Progress Card
The District Progress Card is intended to provide National and District Planners with the
opportunity to monitor at national and district level the quarterly progress of the Districts
towards achievement of goals and targets across all areas of the health system including
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service delivery, human resources, financial management and logistics management. The
main forum for monitoring progress of the District Progress Card is the District Quarterly
Review.
The full District progress Card is in Annex 3. The figure below provides an example of
impact level indicators for district level.
Figure 8 Example from District Progress Card of Impact level Monitoring
Quarterly and Annual District Health System Progress Report
Name of District:

Year:

Population
Children Under 1
Expected Pregnancy

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

IMPACT INDICATORS
KPI
No.

Baseline 2012

Key Performance Indicator
(KPI)

2

Progress Report 2013

Annual Results

KPI Formula
Result Year

2

ANNUAL
RESULTS

PROGRESS

(Morbidity and Mortality)

Source

1
2

Child Deaths
Maternal Deaths

The Number of chidlren dying less than one year (Infant deaths)
The number of reported maternal deaths in a given time period

HMIS
HMIS

No. Deaths
No. Deaths

3

New TB Cases

The estimated number of new and relapse tuberculosis (TB) cases arising in a given time period

HMIS

No of cases

4
5

Malaria Cases

No. of confirmed Malaria cases diagnosed

Malnutrition Cases

No of cases
No of cases

6

Hospital Net Death Rate

No. of underweight children
Total patient deaths after 48 hours
-----------------------------------------------------------------Total patient discharge(alive + deaths)

HMIS
HMIS

7

Number of fetal or infant deaths beyond period of viability (22 weeks) up to 7 days following delivery
in hospital
Hospital Perinatal Mortality Rate
--------------------------------------------------------------- X 1000
Total no of live births in hospital

X 1000

HMIS

Annual
Target

Qtr 1 Qtr 2 Qtr 3 Qtr 4

Annual
Result

0

No. Deaths
No. Admissions
No. Deaths

HMIS

Percentage

The District Progress Card is reported quarterly, so that results should be presented at
District Technical Working Group meetings and at national level at half yearly and annual
health system review meetings. The M & E working group gives feedback quarterly to
districts after presenting it in Council of Directors meeting.

4.3 Hospital progress card

The Hospital progress card includes a short list of indicators from the current quarterly
report system. The indicators for hospitals have been organized according to the same
logical framework (impact, outcome, output, input) as for national and district indicators.
The hospital progress card has several unique features. Firstly, the indicators in most cases
(for example bed occupancy rates) cannot be aggregated into national figures. This being
the case, the hospital progress card is for the purpose of measuring progress according to
each facility. The main forums for assessing progress are the quarterly hospital meetings
and also where appropriate, at District quarterly reviews, particularly for addressing issues
relating to the functioning of the health referral system.
The figure below provides an example of the “output” level of monitoring for hospitals.
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Figure 9 Example from Hospital Progress card of Output level Monitoring
Quarterly and Annual Hospital Progress report
Name of Health Facility:

Catchment
Population

Year:

Children Under 1
Expected
Pregnancy

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

OUTPUT INDICATORS

PROGRESS

(Accessibility & Availability)
Baseline
Obj.
No

KPI
No.

Key Performance
Indicator (KPI)

ANNUAL RESULTS

Progress Report

Annual Results

KPI Formula
Result

Year

Baseline
Source

Progress
Source

1

13

Hospital Bed to
Population ratio

Total no of inpatient beds
--------------------------------------------------x 10,000
Total Population in catchment area

2012

HMIS

HMIS

4

14

% Minimum stock
availability in blood
bank

Total number of days with minimal level of blood stock in the bank
--------------------------------------------------X100
Total number of days in month

2012

HMIS

HMIS

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Annual
Target

Annual result

4.4 Management Mechanism for Reporting and Feedback
Table 1 below describes the frequency of reporting and feedback mechanisms for the
national M & E Framework and District progress card.
Table 1 Frequency of M & E Reports and Feedback
Frequency Report
National M & E
Framework
District Progress
Card
Hospital
Progress Card

6 monthly & annually
3 monthly & annually
3 monthly & annually

Frequency
Feedback
6 monthly &
annually
3 monthly &
annually
3 monthly &
annually

Reports
from
HMIS

Feed back to

HMIS

National
Level
Districts

HMIS

Hospitals

The HMIS report is forwarded to the Directorate of Policy, Planning and Cooperation,
after which reports are prepared for 6 monthly reviews, Annual Reviews to be presented at
Council of Directors meeting. These can also be presented at Joint annual Health Sector
Review involving MoH and all developmental partners. Terms of reference for an M & E
Working Group to coordinate this work at national level are attached as Annex 9.
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Figure 10 Flow of M & E Reporting & Feedback

Districts & Hospital Quarterly progress report

Using HMIS data, progress cards are sent
quarterly to Policy and Planning and Cooperation
Directorate

Policy & Planning & Cooperation Directorate
prepares reports 3 monthly feedback of results , 6
monthly Reviews and Annual Reviews to Director
General, presentation at Council of Directors

At the District level and below, the District Technical Working Group will review M & E
progress card quarterly for Health.

4.5 Sources of Data for the Monitoring and Evaluation Plan

:
(1) Institution-based data sources (individual records, service records and resource
records). Institutional data sources refer to data generated through health services
administration.
(2) Population-based data sources (census, civil registration and population surveys).
Population based data sources refers to data collected directly from households mainly
through large scale population studies or systematic collection of population data
(including births and deaths registration).
(3) Community based data sources (community based monitoring). This refers to
continuous collection of data at community level by volunteer networks, civil society
agencies or by local government including the Suco Council.
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Figure 11 Sources of Data for Monitoring & Evaluation

A. Institutional Data Sources
Individual Records
Facility Records
Supervision and
Resource (Financial & Logistic records)

B. Population Survey Data Sources
Census Data
Demographic Health Survey
Civil Registration
Population Surveys

C. Community Data Sources
Family Health Registers
Community Based Monitoring
Local Government & Private Sector Data

4.5.1. Institutional Data Sources
The foundation of the monitoring system of the NHSSP is the HMIS of the Ministry of
Health. This system also includes an Integrated Disease Surveillance Response (IDSR)
system. Data is reported through both public and private health care facilities. Other
important sources of data on institutional resources are National Directorate of Finance &
Procurement and National Directorate for Administration & Human Resources.
The flow of health information data is expressed in figure 12 below. (NHSSP, 2010)
Health information reports can be classified as immediate, weekly, monthly, quarterly and
annually.
Immediate reports (notification) of suspected outbreaks are notified to the National
Surveillance Unit within 24 hours, and verification or investigation will be carried out
within 24 hours after report received.
Weekly reports are produced through the IDSR (which also includes immediate disease
reporting.
Monthly reports are collected by districts of the following information:
Health service delivery
Morbidity and mortality of priority diseases
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Human resources
Infrastructure
On a quarterly and annual basis, health statistics reports are disseminated.
Figure 12 Flow of Health Information Data in Timor Leste (NHSSP 2010)

4.5.2 Population Based Data Sources
The main source of data for population-based data is the Census (last conducted 2010) and
the Demographic & Health Survey (last conducted 2009-2010). Other sources include
health facility surveys, Household expenditure surveys and immunization coverage
surveys.
Due to the large costs and logistics associated with population-based surveys, these
surveys can normally be conducted every 3-5 years. This being the case, although
population based data sources are of value for confirming population denominators, for
setting baselines, and for evaluating health impacts, they are less helpful for monitoring of
health programs. Monitoring is generally the role of other sources of data collection
including HMIS, community monitoring, and regular supervision.
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4.5.3 Community Data Sources
Aside from information provided through population and institutional data sources,
information can also be provided through community based data sources. The particular
value of community information is the use of this information for local area planning
purposes. That is, community information provides an evidence base for local planning,
and complements information provided through population and institutional sources as
outlined above.
Local governing body ((suco Council), Promotor Saude Familia (PSF) & Suco Chief is
tasked to collect local health and demographic information as well as conducting main
roles of health educator and motivator.
Family Health Registers provides information on family size, ages, location etc.
Local Government Population data provides information on births, deaths, and
local population counts.
Mapping of the local catchment area by health providers and community
representatives can provide a more realistic assessment of travelling times to
facilities and seasonal and cultural factors affecting health services access.
Other sources of community-based data can be collected through participatory appraisal
methods, which are discussed in the community monitoring section.

5. Monitoring Progress of the NHSSP
There are a number of methods for monitoring progress of the NHSSP. The main sources
of data for monitoring are the institutional data and community based monitoring outlined
above. Population based data sources can be used periodically to evaluate the impact of the
plan. The three methods for monitoring outlined below include (a) planning review (b)
supportive supervision and (c) community monitoring.

5.1 Monitoring & Evaluation Plan

A monitoring & evaluation plan has been developed which identifies the major milestones
in development of a national M & E system. The plan is divided into 3 sections including
establishment of the M & E system, monitoring of the NHSSP and research and evaluation.
Major milestones of the plan include the following:
Development of systems and procedures for monitoring and evaluation, supportive
supervision, community base monitoring and data quality auditing
Introduction of systems for regular monitoring of the hospital sector and the private
sector
Installation of the M & Framework into the HMIS report systems
Development of a national health systems research and evaluation agenda
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Figure 13 Monitoring & Evaluation Plan
National M & E Plan
Milestones
2013 2014
Establishment of National M & E framework

20
15 2016 Expected outcomes

Selection of core indicators

Core indicators & Definitions

Definition on National Framework

Consensus on M & E framework

Definition of District Progress card

Consensus on M & E progress card

Definition of Hospital Progress card
Production & Dissemination of
National M & E Plan

Consensus on M & E progress card

Installation of M & E framework into
HMIS reporting system

HMIS summary reports based on M
& E framework

Institutional Development for National
M&E

Specification of HR functions
required for senior managers
M & E trainings for Mid Level
Management

Capacity building for M & E

Published M & E plan and Guide

Monitoring NHSSP
Monitor NHSSP according to agreed
National M & E framework

Quarterly, and annual M & E
framework reports

Implement Joint Annual Health system
& Programs Review
Implement District Supportive
supervision program

Report on JAPR
Supervision guidelines developed
and implemented

Establish and Implement Community
Based monitoring system
Establish & Implement Real time
HMIS system
Establish & Operate M & E working
group

CBM researched, developed and
tested
Real Time HMIS researched,
developed and tested
ToR, minutes and policy & Planning
recommendations

Research & Evaluation
Conduct Mid term Joint Health Sector
Review
Conduct end of plan cycle Joint Health
sector Review

MTR conducted & Published
Sector Review conducted and
Published

Reach consensus on National Research
and Evaluation Agenda

Consensus on Research Agenda

Implement research agenda across four
domains

Research studies conducted/policy
recommendations provided

Conduct Research Capacity Building
program for Mid Level managers

PHC research capacity building
integrated into MLM training
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5.2 Health System and Program Review

The National M&E plan should address all components of the framework and lay the
foundation for regular reviews during the implementation of the national plan. (WHO,
2010) The system of reviews is therefore central to implementation of the M & E plan.
Planning and programs reviews can be integrated into health sector planning g processes.
Examples include the following:
1. Joint annual Health Sector Review
2. Joint Annual Program Reviews
3. District, Hospital Quarterly Review
4. Periodic Reviews by M & E Working Group
Health Sector Reviews are usually conducted jointly by the Ministry of Health and
Development partners. The aim of such reviews is to determine barriers to health system
performance, and on the basis of these findings, to determine midterm corrections or to
evaluate impacts of the NHSSP. Health Sector Reviews are normally conducted at the
beginning of a plan cycle and at the midterm of a plan cycle (midterm review). A team
usually conducts health sector reviews with specialties in the areas of specific health
system building blocks (for example human resources or health financing). Health sector
reviews are conducted in the spirit of the Paris Declaration on Aid Effectiveness and the
Accra Agenda for Action (AAA). Both of these global health agreements emphasize the
importance in supporting aid effectiveness through joint assessment and working to “one
plan, one budget, and one monitoring and evaluation framework” for both government and
development partners. Health sector reviews can ask the following main questions1. Is the health sector on track to achieve the objectives of the NHSSP? (National M
& E framework)
2. By health system building block, what are the main barriers to performance of the
health sector in achieving these objectives?
3. By health system building block, what are the main success stories from
implementation that could provide lessons learned for wider application?
4. What the main recommendations (by system area) for a mid course correction of
the NHSSP (if a mid term review) or for development of the next plan cycle?
Joint Annual Health Sector Review are conducted every year to reassess the health
situation and determine main priorities for the subsequent annual operational plan. Such
reviews provide a good opportunity to assess national and District progress against
baselines established in the National M & E frameworks. Main questions to be considered
in a Joint Annual program Review is the following –
1. What is the overall progress of the Health sector in specific program?
2. In which areas have progress been noted, and what are the main reasons for this
success?
3. In which areas of the plan are there indications that the plan is not on track to
achieve annual targets?
4. What are the main health systems and program reasons for not able to achieve
targets? (Supply side analysis)
5. Where are the unreached or high-risk populations and what new
activities/strategies are required to reach them? (Demand side analysis)
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6. What are the plenary recommendations for improvement in health system and
program performance?
For question 1, attention should be given to the health system strengthening approach as
well as the status of national program achievements. That is, as it is a national review,
attention will need to be given primarily to assessment of the performance of the health
system according to each system building block as described in figure 3 covering such
areas as leadership and governance, human resources, health financing, logistics, essential
medicines, health information, service delivery and community participation. The
assessment of priority health programs can be conducted within the service delivery
component of the health systems framework.
District & Hospital quarterly reviews should be conducted with similar aims – that is, to
review the health situation and to make periodic corrections in implementation of annual
plans. The District & Hospital Quarterly Review should consider the following questions –
1. What is the overall progress of the plan according to the District & Hospital
Progress Card, including action taken on the previous reviews recommendations?
2. In which areas have progress been noted, and what are the main reasons for this
success?
3. In which areas of the plan are there indications that the plan is not on track to
achieve annual targets?
4. What are the main health systems and programmatic reasons for not able to achieve
targets? (Supply side analysis)
5. Where are the unreached or high-risk populations and what new
activities/strategies are required to reach them? (Demand side and equity analysis)
6. What are the plenary recommendations for improvement in health system and
program performance in the next quarter?

5.3 Supportive Supervision
Supportive Supervision:
Supportive supervision is “a process that promotes quality at all levels of the
health system by strengthening relationships within the system, focusing on the
identification and resolution of problems, and helping to optimize the
allocation of resources - promoting high standards, teamwork, and better twoway communication. (Marquez and Kean 2002)

In view of advantages of supportive supervision over hierarchical/traditional supervision,
many developing countries shifted their strategy of supervision to supportive supervision
in the recent past. Supportive supervision provides ideal platform to identify the gaps in
system and address them more effectively. To adopt supportive supervision in Timor Leste,
tools are designed for supportive supervision for SISCa and Health Facilities. The
objective of the tools is to facilitate both parties (supervisor and health worker/staff), to
identify the
a.

Readiness of a facility to provide agreed quality services
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b.
c.
d.
e.

Improvement of a facility over a period of time in providing agreed services
Areas of improvement
Plan and implement solutions to the identified areas of improvement
Follow up of agreed solutions

The tools designed are based on non-subjective observations translated to scores focusing
on the infrastructure, human resources, drugs & consumables etc. that are required to
deliver the agreed quality services at different levels (Annex 3).
1.
2.
3.
4.

Supportive supervision format for SISCa
Supportive supervision format for Health Post
Supportive supervision format for Community Health Centre
Supportive supervision format for district hospital

More details on supportive supervision, is planned in future as a separate.
Frequency of Monitoring: The matrix for Supportive supervision is given in below in
Table 2.
Table 2 Matrix of Supportive supervision
Level
facility

of

SISCa
Health Post
CHC
CHC
with
beds
Referral
Hospital
National
Hospital
National lab

% by CHC staff
100%
100%

%
by
District level
Staff
25%
25%
100%

% by National
level Staff

Head
of
departments/Advisers/Directors

10%
10%
25%
100%

1-5%
1-5%
1-5%
5%

100%

25%

100%

100%
100%

Guidelines for Supportive supervision: In order to maintain uniformity and standardize
the supportive supervision following guidelines are framed
1. Prior to visit:
a. All supervisors to be trained on supportive supervision.
b. Well versed with the tool to be used.
c. Should be an informed (at least one week before) visit.
d. Get well versed with the contents of formats.
2. During the visit:
a. Scoring should be done on observation only.
b. No punitive actions can be taken based on the scores. More support to be
provided for Low scoring Health facilities.
c. Carry material for on the job training/skills/guidelines.
d. Compare the scores over a period of time to see the improvement.
e. Always motivate the staff by appreciating the progress.
f. After assessing – Discuss the findings with Head/Chief/ In-charge of the health
facility and plan for improvement.
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g.

Thank all Health staff for their valuable time and contribution for improvement
in service delivery.
3. After visit:
a.
If possible send a text to health facility – Thank you, Appreciation on their
improvement etc.
b.
Discuss the progress with immediate Supervisor
c.
Send/Enter the Score card to next level and further to M & E division at
national level
d.
Plan for follow up (Start the subsequent supportive supervision visits by follow
up of previous months plan)
Dos:
1. Always start with Greetings
2. Appreciate (words- Good, very good, encouraging results etc.)
3. Listening (listen patiently)
Don’ts:
1. Never criticize
2. Never blame
3. Never give false promises
4. Never de-motivate

Collection, Data entry and Analysis: M & E division to take the lead in the analysis of
Supportive supervision scores by month and send feedback to districts and CHC. Till
Community Health Centre (CHC) get computer and Internet facility, data entry can be
done at District and send to M& E division by 5th of every month.
In later phases, a software program with automated basic analysis can be planned to enter
the data at CHC level, DH and National level.
Capacity building: A separate workshop to be planned for supportive supervision in
future.

5.4 Community Monitoring
Definition: Monitoring of community development or changes in community
(which we intend) by an interested group of community so that community can
make independent choices about its own development.
Advantages community monitoring: Effective Community Monitoring will improve
• Community participation and ownership
• Transparency and accountability
• Equity and diversity
• Rights and dignity
• Improving service delivery
Though several Participatory Rural Approaches (PRA) are prescribed in literature for
community monitoring, viz Maps, charts, diagrams, venn diagrams, seasonal calendars,
priority matrix, time trends, Transects, Focus group discussions etc. Considering the
30

literacy levels, demographic and geographical distribution of Timor-Leste, and a suitable
community-monitoring tool to be developed later in the second year of the M & E plan.
As stated in section 3.2.3, community based monitoring systems are likely to include the
following main sources of data:
Local governing body Suco council, Suco Chief and community health volunteer
Family Health Registers
Local Government Population data
Mapping of the local catchment area by health providers
Capacity building for community monitoring: As Community monitoring involves
understanding and expertise, capacity building for community Monitoring can be planned
separately.

6. Evaluation & Research

Evaluation and research is critical to informing the implementation and value of the
NHSSP. Research is concerned with the generation and dissemination of new knowledge
in relation to health status, clinical practice and interventions, health and social behaviors,
and health services efficiency and effectiveness.
As discussed earlier, there are limitations to the effectiveness of institutional data in
capturing the main social and behavioral determinants of health, and the underlying
frequency, distribution and causation of disease. This is particularly the case in Timor
Leste. As the health sector has only recently been re-developed, there are many areas of
the country where accessibility and utilization of services is very low.
This means that institutional data is under representing the true incidence and prevalence
of disease in some cases. Institutional data is also very limited in describing and analyzing
behavioral and social determinants of health and illness. There are also difficulties in
assessing quality of care through institutional data systems. Generally speaking,
independent research is usually required in order to obtain client perspectives on quality of
services or in order to assess the competencies and needs of health care managers and
providers.
Suggested Research areas in Timor-Leste are :
1.
2.
3.
4.

Clinical Research
Epidemiological Research
Health Systems Research
Social Research

Clinical research includes intervention studies (experimental studies) and nonintervention studies (observational studies). An example of a clinical study is the trial of
the therapeutic effectiveness of a specific drug.
Epidemiological research investigates the distribution and historical changes in the
frequency of diseases and the causes for these diseases. As with clinical studies,
epidemiological research can be experimental studies or observational studies. A coverage
survey is an example of an observational (descriptive) study that provides information on
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the incidence and prevalence of diseases as well as of the coverage of specific
interventions.
Health systems research (Operational research) is concerned with investigating the
supply and quality of supply of health care services and products. Investigations could be
undertaken in any area of the health systems building blocks framework such as in health
financing, human resources development, logistics & supply systems and service delivery
models. Health systems research often answers questions relating to the efficiency and
effectiveness of health care services in meeting the needs of population.
Social research is concerned with the knowledge and behaviors of populations and how
this effects health services access and utilization. Examples of social research include
knowledge, attitude and practice surveys and health seeking behavior studies. This type of
research seeks to answer questions as to why or why not the population utilizes health care
services. Quite often, the answers to these questions relate to non-clinical and nonepidemiological issues (i.e. social issues) such as affordability, distance, socio-economic
status and health access, perceptions of quality of services, the role of traditional belief and
perceptions of behaviors of providers.
What is common to all of these research topic areas is the requirement for the following:
1.
2.
3.
4.
5.
6.

Selection of a clear research question
The development of a research protocol for collection and analysis of data
Obtaining ethical clearance to conduct the study
Implementing the research
Analyzing and reporting on the data
Disseminating and publishing the results

6.1 Research and Evaluation Priority Setting and Agendas in Timor Leste

In the context of Timor Leste, all of these four research areas are applicable and relevant.
A balanced research and evaluation agenda should therefore incorporate research topics
from the four research domains as outlined in figure 13.

32

Figure 14 Research Domains for Development of a National Health Research Agenda

Epidemio
logical
Research

Health
Systems
Research

Clinical
Research

Social
Research

Below are suggested questions for guiding development of a research and evaluation
agenda
1. Knowledge Gaps: Does the research study address a gap in knowledge?
2. Public Health Significance: Does the research study address areas of high public
health significance identified in the NHSSP?
3. Translation into Policy and Practice: Will the research or evaluation study
contribute to guiding implementation of the NHSSP? Is it likely that research
findings can be translated into policy and practice?
4. Efficiency and Effectiveness: Are efficiency and effectiveness issues addressed in
this proposed study – that is, can the study be implemented with a reasonable cost
in relation to the expected benefits to be derived from the study
5. Feasibility: Is there sufficient research capacity and available resources to
implement the research plan?
6. Methods: Are the methods for data collection and analysis clearly described in the
research protocol?
7. Ethics: Does the study conform to national standards in relation to research on
human subjects?

6.2 Research Capacity Building and Ethics

The research plan and agenda should describe the approach to research capacity Building.
Options for consideration in research capacity building include the following:
1. Research Agenda: Specification of a national health research agenda
2. Research Training Needs: Defining the skills set required for implementing the
national health research agenda
3. Research Training: Building research training into senior and middle level
management training programs
4. Dissemination: Providing an avenue for publication of findings and reports (on
websites or through
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5. Research partnerships: Identification of institutional partners nationally or
internationally to assist with design, implementation and publication of findings, as
well as institutional development for ethical review
6. Independent Research Capacity: Supporting where possible both technical and
financially the capacity for independent research through private sector or civil
society groups.
7. Research and Practice: Building research into local area health systems practice
through allocation of small grants.
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Annexures
Annex 1 List of Indicators in NHSSP
Maternal Health
Indicator
Health Posts with Maternity clinic established and
functioning in all health facilities
Development of appropriate transportation system
in coordination with the Min. Infrastructure, the
FFDTL and other agencies.
Upgrade training conducted every three years
Increase CPR to 40% by 2015; and 70% by 2030
All health services apply BCC strategy
% of postnatal women receiving postnatal care in
the first 6 days after delivery
% of male participant in SISCa activities
% of pregnant women receiving at least four
antenatal care
% of delivery assisted by skilled birth attendant
No. of schools integrating Reproductive health
into the curriculum
No. of facilities providing youth friendly services
% of delivery at health facilities
Child health
Indicator
Umbrella policy document developed
% of decision makers adhering to child health
policy at all levels
% of health facilities utilizing ICT for counterreferral
% health staff completed trained on IMCI,ENBC
Coverage of child health intervention
No. of regions maintaining quality center of
excellence training center
# staff with qualification
Standard Referral Procedures (SRP) developed
% available hospital providing quality of pediatric
services
% of health facilities utilizing ICT for counterreferral
Nutrition
Indicator
% of locally identified food analyzed in the food
composition table
No. of surveys on food consumption conducted
% of children 6-12 months receiving timely &
appropriate complementary foods, in addition to
breast milk

Indicator
All hospitals have appropriate personnel and
equipment able to provide CEOC services.
Availability
of
adequate
communication
equipment’s, human resources and transportation
for obstetric emergency referral system
523 D3 Midwives recruited every five years
Maternal death audit is performed to all maternal
deaths in all health facilities
% of drop outs in maternal health care
All CHC equipped and able to provide BEOC
services C-Section Rate between 5 – 15%
Procurement of BEOC equipment
No. of communities with active MSG
No. of CHCs conducting Local Area Monitoring
No. Facilities with Online Monitoring System in
place
All established hospitals providing BEOC and
CEOC services
% of Teenage pregnancy

Indicator
% Education institution integrating child health in
the curriculum Annual process of curriculum
review and recommendation dissemination.
% HF supervised at least 2 times a year as
recorded in HMIS
% HF with good client satisfaction and quality
service certification
Incentive mechanism in place
% GSB allocated to child health program needs
% Children under one year of age receiving all
vaccines per policy
BCG – POLIO – DPTHep B – Measles
% of Districts benefiting from incentive schemes
% cold chain management system wellfunctioning

Indicator
% of locally produced food with recipes for
different needs
% of Children <6 month exclusive breastfed
% of health staffs enrolled into formal or informal
program (to build leadership and technical
capacity in NFS)
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% Health institution implementing BMS code &
BFHI
Micronutrient fortification legislation developed
and enacted
% of children < 5 years receiving vitamin A
% of household consuming iodized salt
% of emergency supplies pre-positioned
% of school implementing feeding program
monitored
% of schools with school gardens for nutrition
education and school meals consumption
% of people living with nutritional related noncommunicable disease receive intervention
% of health workers trained in adolescent
nutrition
% of health workers who understand how to use
the WHO growth chart
% of children screened and referred to health
facilities
% of health staff trained on nutrition and food
security
% faculty use nutrition curriculum
% CHC equipped with community nutritionist
(D3)
% school use NFS education
Nutrition BCI implemented
Functionality of national nutrition information
system and surveillance unit
Number of standardized regular surveys to
monitor progress of output and outcome/ impact
indicator conducted and information disseminated
CDC- Malaria
Indicator
Incidence of malaria (per 1000 population)
# of health staff who involve trained and
implement the National Malaria treatment guide
lines
# fever cases tested by microscopy
# of Health institutions reporting stock outs more
than 7 days
# community Health volunteers trained on malaria
treatment and control
# of tests carried out
% of individuals surveyed having correct
knowledge of symptoms of malaria and treatment
Integrated Vector control Policy developed
All the insecticide suitable for public health in the
country registered
% of LLINs distributed to pregnant mothers
% of LLINs distributed to people who live in high
risk areas
# of district identified the breeding places of
malaria vectors
%. of larviciding with susceptible insecticides
carried out

% of women 15-19 receiving iron folate
% of children 6-23 months receiving
micronutrients powders (sprinkles)
% of acute malnourished children treated
% of health workers who provide counseling
% of households with home gardens
% of malnourished pregnant & lactating mother
receiving supplementary food.
% Community members with improved nutrition
knowledge
% of adolescent receive counseling on nutrition
% of pregnant and lactation women receiving
counseling
% of mothers receiving counseling through
growth monitoring activities
Establish national nutrition training center
(NNTC)
% Hospital equipped with clinical nutritionist
(dietician)
% DHS equipped with S1-nutrition
% nutrition staffs on behavior change
communication skills
Functionality of NIS&ME
Nutrition BCC developed
% of information obtained from valid scientific
research utilized for policy formulation, decision
making and programmatic planning
% of Health Facilities utilizing information
obtained from NIS for programmatic and decision
making

Indicator
# of fever cases tested by RDT
% of malaria cases receiving anti malarial
treatment per national guidelines
# of supervision carried out
# of designated microscopy centers that are part
of external quality assurance protocol
# of refresher training carried out on malaria
diagnosis and treatment
% of LLINs distributed to protect children under
5 years
Recruitment of district and sub-district focal
points for malaria and other-vector borne disease
control
Public health Insecticide policy developed
# of insecticide susceptibility tests against malaria
vectors carried out
# of Entomological surveys carried out per month
Fully
functional
entomology
laboratory
established
% of houses fully sprayed with susceptible
insecticide in high risk malaria areas
No. Vector control education and promotion
activities conducted nationally
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No. of bioassays carried out
# of quality monthly reported sent to National
% of individuals surveyed having correct
knowledge of vector control methods
# of monthly review meetings carried out
# of entomological and vector control teams
established at National and district level
# of entomological and vector control teams
established at National and district level
# staff who have completed training
CDC-Tuberculosis
Indicator
% of New smear positive registered out of
estimated New smear positive cases.
Number (%) of designated microscopy centers
that are part of external quality assurance protocol
Number of districts submitting reports on time
Number (%) of Districts where TB/HIV
intervention including PITC and cross referral is
available
Number of laboratory providing culture and DST
Number of MDR-TB cases registered on cat IV
treatment
% of private providers involved in the programme
% of individuals surveyed having correct
knowledge of symptoms of TB and treatment
CDC-HIV/AIDS
Indicator
% of health facilities implementing human rights
policy
% of health facilities following stigma reduction
regulation
% of districts establishing NAC Sub division
Number of appraisals and supportive supervision
activities commenced
HIV/AIDS division, HR
% of SISCa implement HIV/AIDS prevention
activity
% of Health related university implement the
HIV/AIDS curriculum
Number of MSM identified reached through PE
Number of IDU, pregnant women prisoners and
work place received HIV/AIDS information
% of health facilities staffed with quality trained
workers and implementing VCCT, PITC and
PITC programs
% of ART centers established and providing
treatment by staff trained for administering the
regimen
% of CD4 and other advance machines installed
for monitoring CD 4 count and viral load
% of ART centers established and providing

No. of staff were given refresher training
# of institutions supervised and feed-back given
% of identified stakeholders participating in
partnership meeting
# of outbreaks controlled
# of analysts appointed at national, CHCs and
Health Posts level for malaria microscopy
# of Quality control analysts in place at national
and district level for quality control of malaria
microscopy
# of stock out of insecticides at district level

Indicator
% of new smear positive cases successfully
treated out of new smear positive registered.
Number (%) of districts reporting no stock-out of
anti-TB drugs
Guidelines available
Joint quarterly review of referrals between TB
and HIV
% of identified stakeholders participating in
partnership
% of in-country institutions adopting and teaching
guidelines
Number of studies undertaken annually
% of traditional healers involved in the
programme

Indicator
PLHIV engaged at community level for
monitoring and implementation of the program
Education level for HIV/AIDS health workers
increased
Monitoring tools and guidelines in place
M& E tools , SOP and guidelines developed and
continuous trainings held for the staff
% of Schools integrating HIV/AIDS in the
national curriculum (Pre secondary and
Secondary)
% of identified sex worker received HIV/AIDS
information
Number of BCC strategy developed
Number of PE community network established in
regional and districts levels
% of health facilities equipped with adequate
laboratory facilities and trained laboratory staff
50% of health facilities providing referral services
with TB, STI and other opportunistic infections in
place
% of health facilities with reporting and recording
formats and communication channels in place
Number of orphan care established and provide
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treatment by staff trained for administering the
regimen
% of established ART centers providing easy
access for maintaining high patient attendance
Number and type of records maintained for clients
progress
Access and treatment delivery

services for destitute HIV infected and affected
children
Number of patients monitored for regular uptake
of treatment, side effects and adherence
% of health facilities with HIV related services
have established identified HIV/TB linkages
Number of AIDS patients receive care and
support services at established centers

CDC-Leprosy
Indicator
NLEP developed
% staff trained
% SISCa delivered education on Leprosy
MDT coverage 100%
% patient with complication referred
rehabilitation as needed

Indicator
The manual/guidelines updated
Reduction of prevalence
# staff recruited and developed
% leprosy patient have access to MDT
% Health facilities obtain required quantity of
drugs

for

CDC/- Lymphatic Filiariasis
Indicator
% of eligible people receiving single dose of
DEC, Albendazole and pyrantel pamoate
% of Blood samples are taken and examined at
laboratory
Number of Staff recruited
% SISCa active in case findings
% Allocated budget compared to the need of LF
programme
Other acute & Viral Infection Diseases
Indicator
PHP developed and updated
% of inter-sector/regional network established
# staff recruited at Port Health Unit (PHU) and
Port Health Field Office (PHFO)
% staff trained on port health
% identified international / regional ports have
collaboration in port health.
All Timorese clinicians are socialized with the
new DHF protocol
% of suspect DHF confirmed cases detected at
health facilities
% health facility follow DHF case management
% of community with appropriate KAP
Guidelines available
Strategy developed
% active case finding of emerging diseases
Coverage of regular monitoring and evaluation
NCD/Mental Health/Epilepsy
Indicator
% of mental disorders treated as a proportion of
the estimated prevalence of mental disorders in
that population
Acute Care Facility established at National
Hospital (12 beds)
Acute Care Facility established at District

Indicator
% of eligible people receiving single dose of
Albendazole and Pyrantel pamoate
% Endemic districts implement detection of
Elephantiasis and hidrosel patients
Number of staff trained
Number of partner committed to collaborate

Indicator
% staff trained on international health
% port health field offices established
% of suspect DHF cases detected at health
facilities
% port health field office compliance to IHR 2005
% laboratory technician trained on dengue
detection
% focal point of dengue control socialized with
the guideline
% of people who treated for suspected dengue and
DHF
Upgraded laboratory technology
Strategy developed
SOP and mechanism develop
Emerging Disease Information System developed
Monitoring and Evaluation system developed

Indicator
% of epilepsy treated as a proportion of the
estimated prevalence of epilepsy in that
population
Acute Care Facility established at Referral
Hospitals (6 beds)
Development of National Curriculum for all
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Hospitals (4 beds)
No. Scholarships provided for training overseas
Establishment of Networks at district level
% of facilities with available education and
promotional materials

NCD/Oral Health
Indicator
% of health facilities implementing oral health
guidelines
Increase No. of HR on oral health
Reduction in caries, periodontal disease and oral
cancer in Timor-Leste
% of schools participating in oral health
promotion and education activities
NCN/Eye care
Indicator
% International and local NGO’s working
together with MoH to implement eye health
programs
% Health Facilities fully equipped with Eye
Health Care equipment
% Health Centres with Eye Health Care Clinics
% community groups participating in community
mobilization
% SISCa using IEC material for promotion of
good eye health care
% Eye Health Nurses participating in training
% eye care staff participated in study tours
% nurses receiving on the job training for eye
health care
% health facilities reporting monthly for the eye
health program
Other Emerging Diseases
Indicator
# of Health Facilities that are applying National
Standards for accessibility
# of community based centres available at each
sucu
% general health nurses trained in basic geriatric
care
# of referral hospitals and national hospital
providing geriatric services
# of Cardiac Care Unit established
# of Palliative Care Units established
# Endocrinologists recruited/trained
% PSF trained in the Early Detection of Disability
Protocol
# of SISCa providing preventative and promotive
physio and OT services
% general health nurses trained in Chronic
Disease and management
% nurses receiving on the job training in Chronic
Disease and management

levels
No. of Staff recruited
No. or workshops and seminars conducted
annually

Indicator
No. of HP-s and SISCa activities providing oral
health promotion and education
% Communities supporting oral health campaigns
% of Improved oral health knowledge, attitudes
and behaviors relating to caries, periodontal
disease and oral cancer.

Indicator
% Health Facilities implementing the Basic Eye
Treatment Protocol
% community leaders participating in the
coordination meetings
% Hospitals with Eye Operation Centres
% PSF received training on basic eye care
treatment
# eye health care nurses working in health
facilities
# eye care doctors working at the hospitals
% health facilities using an eye care registry
% health facilities receiving monitoring and
supervision of the eye health program

Indicator
% of target population receiving home visits Non
CDC, DHS
% general health nurses trained in basic geriatric
care
# health facilities implementing the Early
Detection of Disability Protocol.
# of renal care Units established
# Cardiac Specialists recruited/trained
# Oncologists recruited/trained
# of physiotherapists and occupational therapists
available at hospitals
% of facilities fully equipped to provide therapy
services
% nurses receiving on the job training in Chronic
Disease and management
% HP and CHC with Self Help Groups available
for the patients with Chronic Diseases
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Environmental Health
Indicator
% policies signed and applied (for sanitation,
water quality, vector control, food safety and
waste management)
Availability of qualified-staffs at all level and
health facilities
% population have access to basic sanitation and
clean water
% public place compliance to criteria of
environmental health standard (category B
onward)
Functionality of National Food-safety Board
(NFB) and monitoring system
% public place producing food compliance to
MoH standard
Functionality Vector Control Laboratory (VCL)
Functionality of Water Quality Laboratory
(WQL)
% health facilities have waste management
system (with appropriate human resource and
equipment).
% public place have waste place
% Suco implement CGR
Health promotion
Indicator
National heath promotion policy developed and
updated
Updated NHPS
% programs developed a BCC component
integrated in their strategies
Health facility visit rate ( per capita per year)
% program developed BCC materials
% SISCa well-functioning (Category B onward)
% schools have a school health focal point, a hand
book and curriculum
% programs include health promotion aspect into
Annual Health Plan
% health interventions apply BCC model
A training needs assessment (TNA) developed
every 5 years and updated every 2 years
M&E guidelines and tools developed for SISCa
and PSF programs
Functionality of Health Promotion website
School health and thematic BCC strategies
developed

Indicator
Policy on Environmental Impact Analysis
(AMDAL) signed and applied
Functionality of environmental health educational
institution
Functionality of PME system
% household reach category B of healthy house
standard (based on KUBASA)
Functionality of Food-safety laboratory
% population have access to reliable vector
control methods
Functionality of Water quality monitoring system
Functionality of waste management monitoring
system
% Suco implement non-subsidy sanitation
interventions
% population have domestic waste place

Indicator
% suco have functioning KJPS
% Adoption of key healthy behaviors
% PSF are properly supporting SISCa and
conducting household level BCC
% community has access to information
% aldeia supported active trained PSF
% public place promote behavior change
Functionality of IEC/BCC resources Centre (RC)
(including materials, curriculum and researches)
% Identified health promotion implementing
organization work in partnership with MoH
Functionality of online-based planning system
Health promotion capacity development strategy
(CDS) developed and updated
% HP personnel trained in health promotion
(including BCC)
Education level for HP staffs increased
SISCa/PSF guides revised every 5 years, as well
as other relevant existing HP documents
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Annex 2 National M & E Framework
Notes for District Health System Progress Card
1. For the District Health System Progress card, quarterly percentages are cumulative.
2. For scoring of District performance, each indicator is provided with an indicator
weight of 1. The indicator score is calculated by expressing the % coverage as a
fraction of 1 (e.g. 66% ANC = .66). The sum of these scores would represent the
overall ratings of Districts.
3. Scoring occurs for outcome levels only (i.e. impact, output and input indicators not
included).
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National M & E Framework
National Monitoring & Evaluation Framework Timor Leste
Year:

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

IMPACT INDICATORS
KPI
No.
1
2
3
4

5
6
7
8

Key Performance
Indicator (KPI)

Baseline
KPI Formula

Under five children deaths in one year
-----------------------------------------------------------------X1 000
Total under five Population in the same year
No of Maternal Deaths in one year
Matermal Mortality
-----------------------------------------------------------------X1 00,000
Ratio
Total Number of Live births during the same year
Total Fertility Rate
The total number of births a woman would have by the end of her childbearing period ASFRs.
No of children less than 5 years of age with Height-for-age less than -2 standard deviations of the WHO Child
% children under 5
Growth Standards median
years who are stunted ----------------------------------------------------------------X100
Total number of under five year children
No of under weight Children Under 5 Years
% Children under 5
-----------------------------------------------------------------X1 00
under weight
Total number of under five year children
Notification rate of
No. of new smer positive cases notified in the past year
smear positive cases -------------------------------------------------------------------------------------X1 00,000
(TB)
Total Mid year population
HIV Prevalence rate
No of ANC/pregnant women who are HIV Positive
among pregnant
--------------------------------------------------------------------------------X1 00
women
Total no of Pregnant women tested for HIV
No. of Malaria cases per 12 month period
Malaria incidence rate ---------------------------------------------------------------------X1 00,000
Total Mid year poulation
Under five Child
Mortality Rate

V Constitutional
Govt Targets

PROGRESS

(Morbidity and Mortality)

Progress Report
Long Term Target by 2017

Result

Year

Baseline
Source

Progress
Source

63

2010

DHS

HMIS

MDG target 55/1000

557

2010

DHS

HMIS

MMR Halved by 2015

5.7

2010

DHS

N/A

2010

DHS

N/A

2010

DHS

HMIS

53%

2010

2011

2012

2013

2014

2015

2016

2017

HMIS
Sentinel
Surveillance/D
HS

120/100,000

2009

NHSSP

HMIS
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OUTCOME INDICATORS

PROGRESS

(Service utilization & program coverage)
Obj.
No

KPI
No.

2

9

% Pregnant women
receiving at least 4
ANC Visits

2

10

2

Baseline

Key Performance
Indicator (KPI)

KPI Formula

ANNUAL RESULTS
Progress Report

Result

Year

No of women with 4 ANC visits
------------------------------------------------------------------------------------------X1 00
Number of pregnant women in catchment area in one year

55

2010

DHS

HMIS/DHS/Re
search

70% by 2015

% Delivery at Health
Facilities

No of Deliveries at Health Facility i.e institutional dleiveries
------------------------------------------------------------------------------------------X1 00
Number of pregnant women in catchment area in one years

22.5

2010

DHS

HMIS/DHS/Re
search

40% by 2015

11

Contraceptive
Prevalence Rate

Total No of women of reproductive health age (15-49) using any method
------------------------------------------------------------------------------- X100
Total women of reproductive health age who are married or in union

22.3

2010

DHS

HMIS/DHS/Re
search

2

12

% Children under 1
recieving all vaccines
as per immunization
policy

Total number of children aged 12 - 23 months who received
all vaccines according to national immunization schedule
----------------------------------------------------------------------------------------------------X1 00
Total children in catchment area aged 12-23 months

47.2

2010

DHS

HMIS/DHS/Re
search

90% by 2015

2

13

Number of children aged 6 - 59 months of age
% Vitamin A coverage who received vitamin A in last six months
children 6 - 59 months --------------------------------------------------------------------------------- X100
Total children in catchment area under the age of 5 years

51.0

2010

DHS

HMIS/DHS/Re
search

80% by 2015

2

14

Malaria - % distribution Number of pregnant women who who had ITN distributed
of ITN to High rsk
---------------------------------------------------------------------- X100
population
total High risk population

0

2010

DHS

HMIS

80% by 2015

2

15

Total number of new smear positive TB cases successfully treated (cured plus completed)
TB treatment success
-------------------------------------------------------------------------------X100
rate
Total number of new smear positive TB cases registered for treatment in the same period

91.00

2011

National TB
data/HMIS

HMIS

75% by 2015

2

16

Health Facility Visit
Rate

2

2010

HMIS

HMIS/DHS/Re
search

2

17

No of 15+ years population who smoke
Tobacco Consumption
----------------------------------------------------------------Rate
No of 15+ years population

2010

DHS

Step Surveys

2

18

Treatmant gap for
Epilepsy

Total number of outpatient contacts per year in catchment area
-------------------------------------------------------------------------------------X1 00
Total population in catchment area

(1-

( Total number of patients on Epilepsy treatment)
------------------------------------------------------------- )
( Total estimated number of Epilepsy patients )

X100

X 100

1

Progress
Source

Annual Results

Baseline
Source

2011

2012

2013

2014

2015

2016

2017

Annual
Target

Long Term
Target

Dept of
NCD/HMIS
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OUTPUT INDICATORS

PROGRESS

(Accessibility & Availability)

Obj.
No

KPI
No.

Key Performance
Indicator (KPI)

Baseline

Progress Report

KPI Formula
Result

2

19

% population having
access to health care
with in one hour

1,2,3,
4,5

20

% Facilities that have
No of facilities providing BSP according to minimum standard
the capacity to provide
--------------------------------------------------------------------------------------X1 00
agreed minimum
Number of facilities in District catchment Area (CHCs)
standard

2

21

Total number of SISCa posts that are functioning
% SISICa posts that
according to standards (A catogory)
are functioning
according to
--------------------------------------------------------------------------------X1 00
classification category Total number of planned SISCA posts.

1,2,3,
4,5

22

% Health Posts with
with resident midwife

Year

Baseline
Source

Population that will lives within 1 hours travelling time (by walk) of a health facility
------------------------------------------------------------------------------------X100
Total Mid year Population

Number of Health Posts with resident midwife
----------------------------------------------------------------------------------------X1 00
Total number of Health posts

Progress
Source

2011

2012

2013

2014

2015

2016

2017

/DHSFamily
Health
Register/HMIS

N/A

2010

2010

Supervision
Assessment

Supportive
supervision

SISCa
M&E

HMIS/HR

100%
CHC
and
50%
posts
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INPUT INDICATORS

PROGRESS

(Health System Resources and Activities)

ANNUAL RESULTS

Baseline
Obj.
No

Key Performance
Indicator (KPI)

KPI Formula

Total number of professional health staff
---------------------------------------------------X1 0000
Total population of catchment area
Total number of integrated supportive supervision visits in last 12 months
-----------------------------------------------------------------------X1 00
Total number of planned integrated supportive supervision visits to health facilities in last 12 months

23

Staff to population
ratio

1

24

Percentage of
Integrated Supportive
Supervision visits as
per plan

1

25

Total expenditure on health from all Govt sources in the last 12 months
% GDP expenditure on
-------------------------------------------------------------------------------------X1 00
health
Total GDP

1

26

% Govt Budget on
Health

1

3

Result

Year

1.818

2010

Progress Report

Source

2011

Dept of Finance

Ministry of Finance

Total Government Budget Invested in Health in the period (fiscal year)
-----------------------------------------------------------------------------------------------X1 00
Total Government Budget

2012

Dept of Finance with data from
ADN (capital development) and
MoE (Human Capital
Development Fund)

27

Budget
budget expended by government in the last 12 months
Expenditure(execution -----------------------------------------------------------------------------------------------X1 00
) Rate
budget allocated for same period

2012

Dept of Finance (Free Balance
data)

1

28

% of health sector
budget by
devolopment partners
(Resource
Mobilization)

Health sector budget funded by development partner
-----------------------------------------------------------------------------------------------X1 00
Total budget for health (govt+ partnerbudget)

34

2012

From AIMS database (MOF) and
information from MoH
DPM/Finance

5

29

Financial protection

% out of pocket expenditures on health

11.3

2010

WHO/Research/NHA

2012

Ministry of Finance/State
Administration

1

30

Local Government
Involvement

5

31

% of facilities with
Essential medicines
Stock Out

Number of health facilities report stock out of essential medicines
------------------------------------------------------------X1 00
Total number of Health Facilities

4

32

Infrastructure

Total number of Health Posts

1

33

Governance

The number of Health Laws, Decrees and policies reviewed by the Council of Directors per year

2013

2014

2015

2016

2017

Annual
Target

5 Year Target

HMIS/HR

2010

Total District health budget
-----------------------------------------------------------------------X1 00
Total District Development Budget

2012

Annual Results

At least 2
visits per
facility per
year

Pharmacy Information System
187

2012

HMIS
Minutes of Council of Directors

Once system is installed and data is avalable with programs, few more indictors can be added to installed M & E framework
2

2

34

Cure rate of children
with Severe Acute
Malnutrition

35

Low birth weight
among babies born in
health facilities

Under five-children with severe acute malnutrition cured
-----------------------------------------------------------------X 100
Total under-five children diagnosed as having severe acute malnutrition and put on treatment
Number of babies born in health facilities who have birth weight less than 2500 grams (2.5 KG)
-----------------------------------------------------------------X 100
Total number of live birth in health facilities (in the same year)
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District Health system progress card

Quarterly and Annual District Health System Progress Card
Name of District:

Year:

Population
Children Under 1
Expected Pregnancy

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

IMPACT INDICATORS
KPI
No.

Baseline 2012

Key Performance Indicator
(KPI)

2

Progress Report 2013

Annual Results

KPI Formula
Result Year

2

ANNUAL
RESULTS

PROGRESS

(Morbidity and Mortality)

Source

1
2

Child Deaths
Maternal Deaths

The Number of chidlren dying less than one year (Infant deaths)
The number of reported maternal deaths in a given time period

HMIS
HMIS

No. Deaths
No. Deaths

3

New TB Cases

The estimated number of new and relapse tuberculosis (TB) cases arising in a given time period

HMIS

No of cases

4
5

Malaria Cases

No. of confirmed Malaria cases diagnosed

Malnutrition Cases

No of cases
No of cases

6

Hospital Net Death Rate

No. of underweight children
Total patient deaths after 48 hours
-----------------------------------------------------------------Total patient discharge(alive + deaths)

HMIS
HMIS

7

Number of fetal or infant deaths beyond period of viability (22 weeks) up to 7 days following delivery
in hospital
Hospital Perinatal Mortality Rate
--------------------------------------------------------------- X 1000
Total no of live births in hospital

X 1000

HMIS

Annual
Target

Qtr 1 Qtr 2 Qtr 3 Qtr 4

Annual
Result

0

No. Deaths
No. Admissions
No. Deaths

HMIS

Percentage
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OUTCOME INDICATORS

Obj.No

KPI
No.

Key Performance Indicator
(KPI)

KEY PERFORMANCE INDICATOR (KPI) DEFINITION

Indicator
Weight

Baseline 2012
Result Year

% Pregnant women receiving at
least 4 ANC Vists

No of pregnant women with 4 ANC checks in a given period
---------------------------------------------------------------------------------------X 100
Number of eligible pregnant women in catchment area in given period

1

9

% Delivery at Health Facilities

No of Delivery at Health Facility in givn period
----------------------------------------------------------------------------------------X 100
Number of estimated deliveries in catchment area for same period

1

2

10

Number of mothers (and newborn babies) who received post natal care from a health care
% of postnatal women
provider within two days of childbirth in a given period
receiveing Post natal care visit
-----------------------------------------------------------------X 100
within 48 hours of birth (for
Total number of live birth (in the same period)
mother and newborn)

2

11

Contraceptive Prevalence Rate

Total women of reproductive health age (15-49) using any method
-------------------------------------------------------------X 100
Total women of reproductive health age

2

12

% Children under 1 recieving all
vaccines as per immunization
policy

Total number of children aged 12 - 23 months who received all vaccines according to national
immunization schedule
----------------------------------------------------------------------------------------X 100
Total children in catchment area aged 12-23 months

2

13

2

2

2

8

Source

HMIS

HMIS

HMIS

14

Number of people who who had ITN distributed
Malaria - % distribution of ITN to
-----------------------------------------------------------------------------------------X 100
High Risk Population
Total High risk population

1

HMIS

2

15

% TB treatment success rate

1

HMIS

2

16

Health Facility Visit Rate

1

HMIS

2

17

Hospital Bed Occupancy Rate

1

HMIS

1

HMIS

1

Dept of
NCD/HMIS

2

19

Average Hopsital length of Stay

Treatmant gap for Epilepsy

( Total number of pateints on Epilepsy treatment)
(1- -------------------------------------------------------------)X 100
( Total estimated number of Epilepsy pateints )

Annual
Target

Annual
Result

Number

Number
Percentage

Percentage

0

Number

HMIS

18

2013

Number
1

1

2

Qtr 1 Qtr 2 Qtr 3 Qtr 4

Annual Results

Percentage

Number of children aged 6 - 59 months of age who recieved vitamin A
% Vitamin A coverage children 6 ----------------------------------------------------------------------------------------X 100
59 months
Total children in catchment area under the age of 5 years

Total number of treatment days
-------------------------------------------------------------Total patient discharge (alive + die)

KPI
Result

Number

HMIS

Total number of outpatient contacts per year in catchment area
------------------------------------------------------------------------- X 100
Total population in catchment area
Total treatment days in a given period
------------------------------------------------X 100
no of days in given period

Progress Report 2013

Percentage

1

Total number of new smear positive TB cases successfully treated (cured plus completed)
--------------------------------------------------------------------X 100
Total number of new smear positive TB cases registered for treatment in the same period

ANNUAL
RESULTS

PROGRESS

(Service utilization & Health Coverage)

Percentage
Number
Percentage
Number
Percentage
Number
Percentage
Number
Percentage
Number
Percentage
Number
Percentage
Number
percentage
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OUTPUT INDICATORS
Baseline 2012
Obj.No

KPI
No.

Key Performance Indicator
(KPI)

Population that will lives within 1 hours travelling time (by walk) of a health facility
------------------------------------------------------------ X 100
Total Mid year Population

20

% population having access to
health care with in one hour

2

21

No of facilities providing BSP according to minimum standard
% Facilities that have the capacity
----------------------------------------------------------------------------to provide BSP/agreed servcies
Number of facilities in District catchment Area (CHCs)

2

22

% SISICa posts that are
functioning according to
classification category A

2

23

% of Health posts with
functioning vaccine refrigerator

2

24

% Health Posts with resident
midwife

Indicator
Weight

KPI Formula

2

Number of Health Posts with resident midwife
------------------------------------------------------------X 100
Total number of Health posts

Result Year

Progress Report 2013

Source

Qtr 1 Qtr 2 Qtr 3 Qtr 4

Annual Results
KPI
Result

Annual
Target

Annual
Result

/DHSFamily Number
Health
Register/HMI
percentage
S
Number

X 100

Total number of SISCa posts that are functioning according
to standards (A catogory)
--------------------------------------------------------------------------- X 100
Total number of planned SISCA posts.
Number of health post having functioning vaccine refrigerator
-----------------------------------------------------------------X 100
Total number of health posts

ANNUAL
RESULTS

PROGRESS

(Accessibility & Availability)

Supervision

Percentage
Number

SISCa
M&E

Percentage
Number

HMIS

HMIS

Percentage
Number
Percentage
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INPUT INDICATORS
Baseline 2012
Obj.No

KPI
No.

Key Performance Indicator
(KPI)

KPI Formula

ANNUAL
RESULTS

PROGRESS

(Health System Resources and Activities)
Indicator
Weight

Result Year

Progress Report 2013

Source

Qtr 1 Qtr 2 Qtr 3 Qtr 4

Annual Results
KPI

Annual
Target

Annual
Result

Number
3

25

Staff to population ratio

Total number of professional health staff
---------------------------------------------------X 10000
Total population of catchment area

1

26

Percentage of Integrated
Supportive Supervision visits as
per plan

Total number of integrated supportive supervision visits in last quarter
--------------------------------------------------------------------------------------------X 100
Total number of planned integrated supportive supervision visits to
health facilities in last quarter

5

27

% of Government budget
allocated to District Health
services

Total government budget allocated to District level for Health
----------------------------------------------------------------X 100
Total government Dstrict budget

Dept of
Finance

5

28

% of government district budget
actually transferred to district for
a quarter/ quarterly planned
allocation

Total quaterly advance to district
-------------------------------------------------X 100
Quarterly plans approved for district based
on district government budget allocation

Dept of
Finance

5

29

% Budget quarterly utilization
(execution) against quarterly
Received Budget

Total Budget expended in last quarter
-----------------------------------------------X 100
Total recieved budget in last quarter
Number of health facilities report stock out essential medicines stock out
------------------------------------------------------------X 100
Total number of Health Facilities

Dept of
HMIS/HR

Supportive
Supervision
Assessment

Ratio

Number
Percentage
Number
Percentage
Number
Percentage
Planned Budget

Dept of FInance Budget Expended
% Expended

5

30

% of facilities with Essential
medicines Stock Out

4

31

% Investment in health
infrastructure at district level

District capital development budget for health
------------------------------------------------------------------ X100
District Development Budget

4

32

No of health posts

Total number of Health Posts

Supportive
Supervision Number
Assessment/H
MIS
Percentage
Number
Ministry of finance
Percentage
HMIS

Number
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Hospital Progress card

Quarterly and Annual Hospital Progress card
Catchment
Population

Name of Health Facility:

Year:

Children
Expected Under 1
Pregnancy

HEALTH SECTOR OBJECTIVES
1

Health Sector Objective 1: Health Management: To strengthen the stewardship role of the MOH (policy, law, supervision, monitoring, licensing).

2

Health Sector Objective 2: Service Delivery: to ensure access anad quality of PHC services (MCH and vulnerable focus) as well as secondary and teriary hospital services

3

Health Sector Objective 3: Human Resources for Health: To meet human resource needs to esnure efficient and effective health service delivery

4

Health Sector Objective 4: Health Infrastructure: To invest sufficiently in health facilities, eqipment and supplies

5

Health Sector Objective 5: Support Services: Strengthen administration and management in context of decentralization

IMPACT INDICATORS
KPI
No.

Key Performance
Indicator (KPI)

1

Net Death Rate

2

Gross Death
Rate/Hospital death
rate

3

Hospital perinatal
death Rate

4

Hospital Maternal
death Rate

Baseline
KPI Formula
(Total deaths) – (deaths within 48 hours of admission)
------------------------------------------------------------ X100
Total number of discharges (discharges and deaths) – (deaths within 48 hours)
Total patient deceased within a given period (eg 1 Year)
------------------------------------------------------X1000
Total patient (discharged/died)
Number of fetal or infant deaths beyond period of viability (22 weeks) up to 7
days following delivery in hospital
--------------------------------------------------------------- X1000
Total no of live births in hospital
Total number of maternal deaths within 7 days
post discharge from hospital
-----------------------------------------------------------------Total number of deliveries at the facility

V Constitutional
Govt Targets

PROGRESS

(Morbidity and Mortality)
Result

Progress Report

Year

Baseline
Source

Progress
Source

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2013

2014

2015

2016

2017

Long Term Target
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OUTCOME INDICATORS

PROGRESS

(Health Coverage and service utilization)
Baseline
Obj.
No

KPI
No.

2

5

2

6

Key Performance
Indicator (KPI)
Number of patients
referred
Number of patients
recieved through
referral

7

Average no of
deliveries per Day

2

8

Average No of
patients treated in
OPD per day

2

9

Bed occupation rate.

2

10

Average length of
stay

2

11

Bed Turn over
intervel

2

12

C Section Rate

2

KPI Formula

Year

Baseline
Source

Progress
Source

No of patients referred out in a given time period (eg. 3 months)

2012

HMIS

HMIS

No of patients received through referral in a given time period (eg. 3 months)

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

2012

HMIS

HMIS

Result

No of deliveries at the hospital in the last month
--------------------------------------Total no of days in month
Total No of patients seen in OPD in month
-----------------------------------------------------------Total working days in month
(Total in patient days for a given period of time)
-----------------------------------------------------------------X1 00
(Total no of beds) X (no of days )_
Total no of inpatient days
----------------------------------------------------------No of Person discharged (Discharged and died)
(Total Number of days X Total number of beds)- (inpatient days for the period)
--------------------------------------------------------------------Total patients discharges including deaths in the same period
No of c sections
---------------------------X1 00
Total no of deliveries

OUTPUT INDICATORS

Baseline
KPI
No.

Key Performance
Indicator (KPI)

Qtr 1

Qtr 2

Qtr 3

Annual Results
Qtr 4

PROGRESS

(Accessibility & Availability)

Obj.
No

ANNUAL RESULTS

Progress Report

Annual
result

Long Term
Target

ANNUAL RESULTS

Progress Report

Annual Results

KPI Formula
Result

Year

Baseline
Source

Progress
Source

1

13

Hospital Bed to
Population ratio

Total no of inpatient beds
--------------------------------------------------x 10,000
Total Population in catchment area

2012

HMIS

HMIS

4

14

% Minimum stock
availability in blood
bank

Total number of days with minimal level of blood stock in the bank
--------------------------------------------------X100
Total number of days in month

2012

HMIS

HMIS

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Annual
Target

Annual result
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INPUT INDICATORS

PROGRESS

(Health System Resources and Activities)

ANNUAL RESULTS

Baseline
Obj.
No

KPI
No.

Key Performance
Indicator (KPI)

5

15

% of execution of
budget to received
budget

1

16

1

KPI Formula

Progress Report

Year

Baseline
source

Progress
source

Total budget expended
---------------------------------X1 00
Total budget aproved & received

2012

HMIS

HMIS

Frequency of review
meetings with
departments

No of quarterly action plan review meetings within a specific time period

2012

HMIS

HMIS

17

No. of SOPs
established

No of Standard operational procedures established in a given time period

2012

HMIS

HMIS

1

18

Timeliness of
reporting

No. of months in which report is submitted by due date
-------------------------------------------------Total number of months

X100

2012

HMIS

HMIS

3

19

% Staff availability at
facility according to
agreed standards

No. of sanctioned posts currently filled
-------------------------------------------------X100
Total number of sanctioned posts according to facility standards

2012

HMIS

HMIS

4

20

% Essential medicines
Stock Out

Total number of items stock out
------------------------------------------------X 100
Total items on essential medicines list

2012

HMIS

HMIS

Result

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Annual Results
Annual
Target

Annual result
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Annex 3 Supervisory Checklists for DHC, CHC & HP
District Hospital Supervision tool

District Hospital- Facility Readiness
Supportive Supervision Tool
Name of the District Hospital (DH):
Population:
Name of supervisor/monitoring officer:
Designation of supervising officer:
Date of Visit:

1. Human resource:
a. Medical officer (three or more =6, Two=4, one =2, Zero=0)
b. Midwife (four or more = 4, three=3, two =2, one=1, zero =0)
c. Staff Nurse (four or more = 4, three=3, two =2, one=1, zero =0)
d. Nurse assistant (three or more=3, two =2, one=1, zero =0)
e. Lab technician (two or more=4, one=2, zero=0)
f. Pharmacist (two or more=3, one =2, zero=0_
g. Driver (present=2, no driver=0)
h. Other (five or more =4, two to four=2, one =1, zero=0)
Sub total

2. Building and its condition
a. Functioning in (Govt. Building=1, rented building = 0)
b. Roof & Floor (1=impervious, 0=pervious)
c. Walls (whitewashed=1, not white washed=0)
d. DH name board visible from across the road: (yes=1, no=0)
e. Direction on road from village: (yes=1, no=0)
Sub total

3. Electricity:
i. Functioning (Lights, fans running condition=1,no power supply=0)
ii. Stabilizers for ILR & Deep freezer (present=2, present but not
working=1,absent=0)
iii. Generator /invertor (Functional and being utilized=2, functional not
utilized=1, NA/Non func)=0)
Total (Max 5)

4. Water facility:

Number of sucos:

Informed/uninformed

Max
score
6
4
4
3
4
3
2
4
30

Max
score
1
1
1
1
1
5

Max
score

Achieved
score

0

Achieved
score

0

Achieved
score

1
2
2
5

Max
score

0

Achieved
score
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i. Running water for 24 hours in Labour room / OT / Toilets (available=2,
available but for limited time=1, not available =0)

2

ii. Drinking water for OPD patients & inpatients (present=3, present but for
limited time=2, absent=0)
Total (Max 5)

3
5

5. Toilets:
i. Separate toilet facilities are available for staff and OP/IP patients
(Yes=1,No=0)
ii. Doors (Intact =1,damaged=0)
iii. Floors and Pathway (clean=1, dirty=0)
iv. Basins (clean=1, dirty /stained=0)
v. Condition of Water taps (functional=1, damaged=0)
Total (Max 5)

6. Condition of inpatient ward room (max=5)
i. Screens / Curtains present for ensuring privacy of patient (Yes=1,No=0)
ii. Window glasses (intact=1,broken/absent=0)
iii. Condemned articles/unused stored in the wards (Y=0, N=1)
iv. Patient amenities: Seating arrangements for attendant of patients
(Adequate=1,Inadequate=0)
V. Facility for providing food to inpatients (present=1, absent=0)
Total (Max 5)

7. Furniture:(max = 5)
i. OPD furniture (good=2, present but needs repair=1, needs replacement=0)
ii. Cots (intact=1 / broken=0)
iii. Mattress (intact=1 / worn out=0)
IV. Torch light with batteries (functional=1, non functional=0)
V. Maternity Waiting home (present =1, absent=0)
Sub total

Max
score
1
1
1
1
1
5

Max
score

0

Achieved
score

0

Achieved
score

1
1
1
1
1
5

Max
score

0

Achieved
score

1
1
1
1
1
5

0

1) Examination table: (present =1, Absent = 0)
2) BP apparatus:(present =1, Absent = 0)
3) Stethoscope (present =1, Absent = 0)
Sub total

1
1
1
3

0

ii. Labour room (Please give marks if functional only Utilized = 2, present
but not utilized=1, absent=0) (max=20)
1) Labour table
2) Delivery sets
3) Mucous sucker
4) Oxygen cylinder

2
2
2
2

8. Equipment
i. OPD: (present =1, Absent = 0)
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5) Labour room drugs
6) Sterilized gloves
7) Suction apparatus
8) All guidelines displayed
9) New born resuscitation equipment
10) Angle poised / Spot light in Labour room
Sub total
iii. OT/ ward equipment/vaccine (utilized=2, present but not utilized=1,
absent=0) (max=24)
1) Emergency drugs
2) Ambu Bag and mask
3) Autoclave
4) Laryngoscope and full set of Endotracheal tubes
6) Baby weighing machine
7) Ice lined refrigerator
8) Deep freezer
9) Refrigerator
10) All Vaccines present in stages 1 & 2 of VVM
11) Hub cutter (needle cutter)
Sub total

2
2
2
2
2
2
20

0

2
2
2
2
2
2
2
2
2
2
20

0

2
2
2
2
2
2
2
2
2
2
20

0

9. Laboratory services (Done regularly=2,doing but
irregularly=1,not doing=0)
1) Hb estimations
2) Blood sugar
3) Urine examination
4) Sputum AFB
5. Malaria
6. Pregnancy (BHCG)
7. VDRL/Syphilis
8. HIV
9. Blood grouping & typing
10. Routine hematology
Sub total

10. Behavioral change communication material (max=10)
1. IEC for ANC, Exclusive breast feeding, (present and being used=2,
absent/not used=0)
2. IEC for Family Planning (present and being used=2, absent/not used=0)

2
2

3. IEC material for infectious diseases (HIV/TB/Malaria)(present and being
used=2, absent/not used=0))

2

4. IEC material for Non communicable disease (Diabetes, Tobacco,
Alcohol)(present and being used=2, absent/not used=0)
5. IEC material for Geriatric people (present and being used=2, absent/not
used=0)

2
2
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Sub total

10

0

1
1
1
1
1
5

0

3
1
1
5

0

11. Other programs:
1. Mental health (list of epilepsy patients present=1, absent=0)
2. Refraction for eye care (present=1, absent=0)
3.IUD insertion (done in last month=1, no done=0)
4. Physiotherapy Centre (Present=1, absent=0)
5. Monitored in last month (yes=1, no=1)
Sub total

12. Drugs:
1. Present (essential drug list as per list )(yes=3, no=0 as % of list of EML)
2. Emergency drugs present in labour room (yes=1, no-0)
3. IFA (FE-FA) present (yes=1, no=0)
Sub total
13. Skills (excellent=3, good=2, needs improvement=1, no idea=0)
a. Midwife knows to fill partographs (excellent=3, good=2, needs
improvement=1, no idea=0)
b. Able to initiate oxygen in emergencies (excellent=3, good=2, needs
improvement=1, no idea=0)
c. BP measurement, (excellent=3, good=2, needs improvement=1, no
idea=0)
d. New born resuscitation (excellent=3, good=2, needs improvement=1, no
idea=0)
e. Lab technician (able to do Hb, urine examination) (excellent=3, good=2,
needs improvement=1, no idea=0)
Sub total

3
3
3
3
3
15

0

2
2
4

0

14. Monthly meetings:
a. Review Meetings held with staff (yes=1, no=0)
b. Coordination meetings (yes=1, no=0)
Sub total

15. Registers:
a) OP register (present & updated=1, absent or not updated=0)
b) Delivery Register (present & updated=1, absent or not updated=0)
c) Stock register
(drugs & vaccines) (present & updated=1, absent or
not updated=0)
d) Standard protocols (Standard treatment protocols, IMCI protocols,
WHO Hospital Care for Children Protocol, (present=4, present but not
using= 1, absent=0)
e. Partographs (present=2, present but not using= 1, absent=0
f. Referral slips (present=2, present but not using= 1, absent=0
g. ANC registers (present & updated=1, absent or not updated=0)
h. Birth register (present & updated=1, absent or not updated=0)
i. TB register (present & updated=1, absent or not updated=0)
j. Lab register (present & updated=1, absent or not updated=0)

1
1
1
4
2
2
1
1
1
1
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k. Emergency care for sick neonates (present=2, present but not using= 1,
absent=0
L. Malnutrition protocol for hospitals) (present=2, present but not using= 1,
absent=0
k. Monthly reports up-to-date (yes=1, no=0)
Sub total
16. Referral services: (max=5)
a. Tel. number of nearest referral hospital (present=2, absent=0)
b. Referred patients followed up & maintained (yes=1, no=0)
c. Informed referral Centre about patient at time of referral (yes=1, no=0)
d. Referral register maintained (yes=1, No=0)
e. Ambulance (present =1, absent=0)
Sub total
17. Overall cleanliness in and around DH:
a. Area around the hospital clean and garbage free: Yes=1/No=0
b. Garbage bins placed at critical places in the surrounding area:
Yes=1/No=0
c. Garbage bins in and around the hospital overflowing with garbage
(yes=0/no=1)
17. Bad odour in and around DH: yes=0, no=1)
Cleanliness

2
2
1
20

0

1
1
1
1
1
5

0

1
1
1
1
4

0

1
2
2
5

0

1
1
2

0

1
1
2

0

200

0

18. Hospital Waste Management
a. Biomedical waste management: (yes=1, no=0)
b. Segregation of waste at source in Color coded bags/bins:(yes=2, no=0)
c. Waste disposal as per protocols (yes=2, no=0)
Sub total

19. Maternal Death & Infant death registers
a. Reported (Yes=1, no=0)
b. MDR & IDR done (Yes=1, no=0)
Sub total

20. Water quality at DH
a. Tested in last fort night ((yes=1, no=0)
b. Water tank cleaned in last month (Yes=1, No=0)
Sub total

Grand Total (Max 200)
Plans for Improvement:
1
2
3

Signature of Medical officer

Signature of
supervisory officer
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CHC Supportive supervision tool
Community Health Centre- Facility Readiness
Supportive Supervision Tool

Number of Health
posts:
Number of sucos:

Name of the CHC:
Population:
Name of supervisor/monitoring officer
Designation of supervising officer
Date of Visit:

informed/non informed

1. Human resource:
a. Medical officer (three or more =6, Two=4, one =2, Zero=0)
b. Midwife (four or more = 4, three=3, two =2, one=1, zero =0)
c. Staff Nurse (four or more = 4, three=3, two =2, one=1, zero =0)
d. Nurse assistant (three or more=3, two =2, one=1, zero =0)
e. Lab technician (two or more=4, one=2, zero=0)
f. Pharmacist (two or more=3, one =2, zero=0_
g. Driver (present=2, no driver=0)
h. Other (five or more =4, two to four=2, one =1, zero=0)
sub total

2. Building and its condition
a. Functioning in (Govt. Building=1, rented building = 0)
b. Roof & Floor (1=impervious, 0=pervious)
c. Walls (whitewashed=1, not white washed=0)
d. CHC name board visible from across the road: (yes=1, no=0)
e.CHC direction on road from village: (yes=1, no=0)
Sub total

3. Electricity:
i. Functioning (Lights, fans running condition=2,no power supply=0)
ii. Stabilizers for Ice lined refrigerator & Deep freezer (present=2, present but
not working/used=1,absent=0)
iii, Generator /invertor (Functional and being utilized=2, functional not
utilized=1, NA/Non func)=0)
Total (Max 6)

4. Water facility:
i. Running water for 24 hours in delivery room / OT / Toilets (available=2,
available but for limited time=1, not available =0)

Max
score
6
4
4
3
4
3
2
4
30

Max
score
1
1
1
1
1
5

Max
score

Achieved
score

0

Achieved
score

0

Achieved
score

2
2
2
6

Max
score

0

Achieved
score

2

58

ii. Drinking water for OPD patients & inpatients (present=2, present but for
limited time=1, absent=0)
Total (Max 4)

5. Toilets:
i. Separate toilet facilities are available for staff and OP/IP patients
(Yes=1,No=0)
ii. Doors (Intact =1,damaged=0)
iii. Floors and Pathway (clean=1, dirty=0)
iv. Basins (clean=1, dirty /stained=0)
v. Condition of Water taps (functional=1, damaged=0)
Total (Max 5)

6. Condition of observation room (max=5)
i. Screens / Curtains present for ensuring privacy of patient (Yes=1, No=0)
ii. Window glasses (intact=2,broken=1,absent=0)
iii. Condemned articles stored in the wards (Y=0, N=1)
iv. Patient amenities: Seating arrangements in the OPD area
(Adequate=1,Inadequate=0)
Total (Max 5)

7. Furniture:(max = 6)
i. OPD furniture (Present=1, needs replacement=0)
ii. Cots (intact=1 / broken=0)
iii. Mattress (intact=1 / worn out=0)
IV. Torch light with batteries (functional=1, non functional=0)
Maternity Waiting home (present =1, absent=0)
Vi. Mosquito nets (present=1, absent=0)
sub total

2
4

Max
score
1
1
1
1
1
5

Max
score

0

Achieved
score

0

Achieved
score

1
2
1
1
5

Max
score

0

Achieved
score

1
1
1
1
1
1
6

0

i. OPD:
1) Examination table: (present =1, Absent = 0)
2) BP apparatus:(present =1, Absent = 0)
3) Stethoscope (present =1, Absent = 0)
sub total

1
1
1
3

0

ii. Labour room (Please give marks if functional only Utilized = 2, present but
not utilized=1, absent=0) (max=20)
1) Labour table
2) Delivery sets
3) Mucous sucker
4) Oxygen cylinder
5) Labour rooms drugs
6) Sterilized gloves

2
2
2
2
2
2

8. Equipment (present =1, Absent = 0)
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7) Suction apparatus
8) All guidelines displayed
9) new born resuscitation equipment
10) Angle poised / Spot light in Labour room
Sub total
iii. OT/ ward equipment/vaccine (utilized=2, present but not utilized=1,
absent=0)
1) Emergency drugs
2) Ambu Bag and mask
3) Autoclave
4) Laryngoscope and full set of Endotracheal tubes
5) Baby weighing machine
6) Ice lined refrigerator
7 Deep freezer
8) Refrigerator
9) All Vaccines present in stages 1 & 2 of VVM
10) Hub/needle cutter
sub total

2
2
2
2
20

0

2
2
2
2
2
2
2
2
2
2
20

0

2
2
2
2
2
10

0

9. Laboratory services (present=2,doing but irregularly=1,not
doing=0) (max=10)
1) Hb estimations
2) Blood sugar
3) Urine examination
5.Malaria
6. Pregnancy (B-HCG)
sub total

10. Behavioral change communication material (max=10)
1. IEC for ANC, Exclusive breast feeding, (present and being used=2, absent/not
used=0)
2. IEC for Family Planning (present and being used=2, absent/not used=0)

2
2

3. IEC material for infectious diseases (HIV/TB/Malaria) (present and being
used=2, absent/not used=0)

2

4. IEC material for Non communicable disease (Diabetes, Tobacco, Alcohol)
(present and being used=2, absent/not used=0)
5. IEC material for Sanitation(present and being used=2, absent/not used=0)
Sub total

2
2
10

0

11. Other programs:
1. Mental health (list of epilepsy patients present=1, absent=0)
2. Refraction for eye care (present=1, absent=0)
3.IUD insertion (done in last month=1, no done=0)
4. Hospital waste management (Waste segregation) (present=2, absent=0)
5. Hospital Waste management (Waste disposal ) (Present=1, absent =0)

1
1
1
1
1

60

6. Monitored in last month (yes=1, no=0)
7. HMIS report sent regularly (look for last three months (yes=1, no=0)
8. Micro plan for CHC (present=1, absent=0)
Sub total

1
1
1
8

0

5
1
1
1
8

0

3
3
3
3
3
15

0

2
2
4

0

12. Drugs:
1. Present (Check randomly 10 essential drugs from list as per list given in
referral manual) (yes=5, no=0 ) )
2. Emergency drugs present in labour room (yes=1, no-0)
3. IFA (FE-FA) present (yes=1, no=0)
4. Vaccination done every day (yes=1, no-0)
Sub total
13. Skills (excellent=3, good=2, needs improvement=1, no idea=0) (Skills of
the staff on duty)
a. Midwife knows to fill partographs
b. Able to initiate oxygen in emergencies
c. BP measurement,
d. New born resuscitation
e. Lab technician (able to do Hb, urine examination)
Sub total

14. Monthly meetings:
a. Review Meetings held with staff (yes=2, no=0)
b. Coordination meetings (yes=2, no=0)
Sub total

15. Registers:
a) OP register (present & updated=1, absent or not updated=0)
b) Delivery Register (present & updated=1, absent or not updated=0)
c) Stock register (drugs & vaccines) (present & updated=1, absent or not
updated=0)
d) Standard protocols (Standard treatment protocols, IMCI protocols, WHO
Hospital Care for Children Protocol, Malnutrition protocol for hospitals)
(present=4, present but not using= 1, absent=0)
e. Partographs (present=1, absent=0)
f. Referral slips (present=1, absent=0)
g. ANC registers (present & updated=1, absent or not updated=0)
h. Birth register (present & updated=1, absent or not updated=0)
i. TB register (present & updated=1, absent or not updated=0)
j. Lab register (present & updated=1, absent or not updated=0)
k. Micro plan for SISCa (present=2, absent=0)
l. Death register (present=1, absent=0)
Sub total
16. Referral services: (max=5)
a. Tel. number of nearest referral hospital (present=1, absent=0)
b. Referred patients followed up maintained (yes=1, no=0)

1
1
1
4
1
1
1
1
1
1
2
1
16

0

1
1
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c. Informed referral centre about patient at time of referral (yes=1, no=0)
d. Referral register maintained (yes=1, No=0)
e. Ambulance( present =1, absent=0)
Sub total
17. Overall cleanliness in and around CHC: (good=5, bad=0) no between
numbers
Cleanliness

1
1
1
5

0

5
5

0

18. SISCa:
a. All villages covered in last month (yes=3, no=0)
b. High Risk (HR) pregnancies and malnutrition cases list available village wise
at CHC: (yes=2, no=0)
c. Follow up of HR pregnancies and Severe Acute Malnutrition- SAM done &
separate register maintained with Ph. Number (yes=2, no=0)
Sub total

3
2
2
7

0

2
2
4

0

2
2
4

0

200

0

19. MDR & IDR (max=4)
a. Maternal and infant deaths register maintained (Yes=2, no=0)
b. MDR & IDR done (Yes=2, no=0)
Sub total

20. Water quality at CHC (Max=4)
a. Tested in last fort night (yes=2, no=0)
b. Water tank cleaned in last month (Yes=2, No=0)
Sub total

Grand Total (Max 200)
Plans for Improvement:
1
2
3

Signature of Medical officer

Signature of
supervisory officer
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Health Post supportive supervision tool

Health Post- Facility Readiness Format
Supportive supervision tool

Name of the Health Post:
Population:
Name of supervisor/monitoring officer
Designation of supervising officer
Date of Visit:

1. Human resource:
a. Medical officer ( one or more =2, Zero=0)
b. Midwife (f two or more =2, one=1, zero =0)
c. Staff Nurse (Two or more =2,, one=1, zero =0)
d. Nurse assistant (two or more=2 one=1, zero =0)
f. Pharmacist ( one or more =1, zero=0_
g. Other (on or more =1, zero=0)

Number of Sucos:
Number of Aldeas:

informed/non
informed

Max
score

Achieved
score

2
2
2
2
1
1

2. Building and its condition
a. Functioning in (Govt. Building=1, rented building = 0)
b. Roof & Floor (1=impervious, 0=pervious)
d. Health post name board visible from across the road: (yes=1, no=0)

1
1
1

3. Electricity:
i. Functioning (Lights, fans running condition=1,no power supply=0)

1

ii, Solar/ Generator/invertor (Functional and being utilized=1, functional not
utilized=1, NA/Non func)=0)

1

4. Toilets:
i. Toilet facilities are available (Yes=1,No=0)

1

7. Furniture:
i. OPD furniture including window mosquito nets (good=2, present but needs
repair=1, needs replacement=0)
ii. Torch light with batteries (functional=1, non functional=0)

1
1

5. Equipment (present =1, Absent = 0)
i. OPD:
1) Examination table: (present =1, Absent = 0)
2) BP apparatus:(present =1, Absent = 0)
3) Stethoscope (present =1, Absent = 0)
ii. Labour room (Please give marks if functional only Utilized = 2)
1) Labour table
2) Delivery sets

1
1
1
2
2
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3) Mucous sucker
4) Labour rooms drugs (oxytocin, IV drugs etc.)
5) Sterilized gloves
6) Suction apparatus
7) new born resuscitation equipment
8) Angle poised / Spot light in Labour room
iii. OT/ ward equipment/vaccine (utilized=2, present but not utilized=1,
absent=0)
1) Emergency drugs
2) Ambu Bag and mask
3) Autoclave
4) Laryngoscope and full set of Endotracheal tubes
5) Baby weighing machine

2
2
2
2
2
2
2
2
2
2
2

6. Lab test
1) Hb estimations
2) Urine examination
3.. Malaria

2
2
2

7 Behavioral change communication material
1. IEC for ANC, Exclusive breast feeding, (present and being used=2,
absent/not used=0)
2. IEC for Family planning (present and being used=2, absent/not used=0)
3. IEC material for infectious diseases (HIV/TB/Malaria) (present and being
used=2, absent/not used=0)
4. IEC material for Non communicable disease (Diabetes, Tobacco, Alcohol)
(present and being used=2, absent/not used=0)
5. IEC material for Sanitation (present and being used=2, absent/not used=0)

2
2
2
2
2

8. Other programs:
1. Mental health (list of epilepsy patients present=1, absent=0)
2. Disability referrals in last month (present=1, absent=0)
3. monitored in last month (yes=1, no01)
4. Regular reporting to HMIS (Yes=1, No=0)
5. Micro plan for health post catchment area (yes=1, no=0)
6. Catchment area with all Aldeas and sucos map present (yes=1, no=0)

1
1
1
1
1
1

9. Drugs:
1. Present (Check randomly 10 essential drugs from list as per list given in
referral manual))(yes=2, no=0 as % of list of EML)
2. IFA (iron folic acid tablets) present (yes=1, no=0)
10. Skills of staff on duty (excellent=3, good=2, needs improvement=1, no
idea=0)
a.Midwife knows to fill partographs (excellent=3, good=2, needs
improvement=1, no idea=0)
b. BP measurement, (excellent=3, good=2, needs improvement=1, no idea=0)
c. New born resuscitation (excellent=3, good=2, needs improvement=1, no
idea=0)

2
1

3
3
3

11 Registers:
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a) OP register (present & updated=1, absent or not updated=0)
b) Delivery Register (present & updated=1, absent or not updated=0)
c) Stock register
(present & updated=1, absent or not updated=0)
d) Standard protocols (Standard treatment protocols, IMCI protocols, WHO
Hospital Care for Children Protocol, Malnutrition protocol for hospitals)
(present=2, present but not using= 1, absent=0)
e. Partographs (present & used for every delivery=1, absent/not used=0)
f. Referral slips (present& used=1, absent/not used=0)
g. ANC registers (present=1, absent=0)
h. Birth register (present=1, absent=0)
12. Referral services:
a. Tel. number of nearest CHC (present=1, absent=0)
b. Referred patients followed up maintained (yes=1, no=0)
c. Informed referral centre about patient at time of referral (yes=1, no=0)
13 Overall cleanliness in and around Health post: (good=2, bad=0) no
between numbers
cleanliness

1
1
1
2
1
1
1
1
1
1
1

2

14.mobile clinics:
a. All villages covered in last month (yes=1, no=0)
b. pregnancies and malnutrition cases list available village wise at CHC:
(yes=1, no=0)
c. Follow up of HR pregnancies and SAM done & separate register
maintained with Phone Number (yes=1, no=0)

1
1
1

15. MDR & IDR
a. Reported (Yes=1, no=0)

1

16 Epidemic control in HP area
a. Mosquito Breeding sites mapped ((yes=1, no=0)

Grand Total (Max 100)

1
100

0

Plans for Improvement:
1
2
3

Signature of Medical officer/ Nurse/Midwife

Signature of
supervisory officer
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Annex 4 Compendium of Indicators used in M & E framework
Annex 4a. Compendium of Indicators used in National M & E framework
1. Under Five Child Mortality Rate:
Definition: It is the probability of a child born in a specific year or period dying before
reaching the age of five, if subject to age-specific mortality rates of that period.
Formula:
Under five children deaths in one year
-----------------------------------------------------------------X 1000
Total under five Population in the same year
Source of information:
Numerator: No of under five-child deaths
Source of information: HMIS/Civil registration
Denominator: Total under five year Population
Source of Information: Census/projections based on census
Inference:
a) This indicator is a principal international health and development measure (e.g. MDG
Targets for child mortality reduction).
b) Improvements in these indicators can result from health sector contributions. However,
other sectors external to health also make a contribution to child mortality decline
(agriculture, maternal education)
2. Maternal Mortality Ratio (MMR):
Definitions:
Maternal Mortality Ratio is the ratio of the number of maternal deaths per 100,000 live
births from any cause related to or aggravated by pregnancy or its management, excluding
accidental or incidental causes.
Maternal Death: Is the death of woman while pregnant or within 42 days of termination of
pregnancy, irrespective of the duration and the site of the pregnancy, from any cause related
to or aggravated by the pregnancy or its management, but not from accidental or incidental
causes.
Formula:
𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑀𝑎𝑡𝑒𝑟𝑛𝑎𝑙 𝐷𝑒𝑎𝑡ℎ𝑠 𝑖𝑛 𝑂𝑛𝑒 𝑦𝑒𝑎𝑟
𝑥 100,000
𝑇𝑜𝑡𝑎𝑙 𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑙𝑖𝑣𝑒 𝑏𝑖𝑟𝑡ℎ𝑠 𝑑𝑢𝑟𝑖𝑛𝑔 𝑡ℎ𝑒 𝑠𝑎𝑚𝑒 𝑦𝑒𝑎𝑟
Numerator: No of Maternal Deaths
Source of information: HMIS/Civil Registration/ Maternal Death Review system/DHS
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Denominator: No of Live births during the same periodSource of information: It is estimated number
Estimated as
(Total Population X Crude birth rate)
No of Live births = -----------------------------------------------1000
For example: if total population is 1000000 and Crude birth rate is 30 then estimated no of
live births is
(10,00,000X30)
= ----------------------------- i.e.. 30,000 live births per annum
1000
Inference:
a) Complications during pregnancy and childbirth are a leading cause of death and disability
among women of reproductive age in developing countries.
b) The maternal mortality ratio represents the risk associated with each pregnancy, i.e. the
obstetric risk. It is also a Millennium Development Goal Indicator for monitoring Goal 5,
improving maternal health.
c) The indicator monitors deaths related to pregnancy and childbirth. It reflects the capacity
of the health systems to provide effective health care in preventing and addressing the
complications occurring during pregnancy and childbirth.
d) It should not be mistaken for Maternal Mortality Rate which is a different formula
3. Total Fertility rate (TFR):
Definition: The average number of children a hypothetical cohort of women would have at
the end of their reproductive period if they were subject during their whole lives to the
fertility rates of a given period and if they were not subject to mortality. It is expressed as
children per woman.
Formula:
TFR is directly calculated as the sum of age-specific fertility rates (usually referring to
women aged 15 to 49 years), or five times the sum if data are given in five-year age
groups. An age- or age-group-specific fertility rate is calculated as the ratio of annual
births to women at a given age or age group to the population of women at the same age or
age-group, in the same year, for a given country, territory, or geographic area.
Source of information: Census & DHS
Inference:
a. Indicator for Family planning. This indicator is a measure of the fertility of an
imaginary woman who passes through her reproductive life subject to all the agespecific fertility rates for ages 15–49 that were recorded for a given population in a
given year.
b. The replacement fertility rate is roughly 2.1 births per woman for most industrialized
countries.
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4. Percentage of under five years Children Stunted
Definitions: Percentage of children stunted (Height-for-age less than -2 standard deviations of
the WHO Child Growth Standards median) among children aged 0-5 years
Formula:
No of children less than 5 years of age with Height-for-age less than -2 standard deviations
of the WHO Child Growth Standards median
------------------------------------------------------------------------------------------X100
Total number of under five year children
Numerator: No of under five children who are stunted (height-for-age less than -2 standard
deviations of the WHO Child Growth Standards median).
Source of information: HMIS/Nutrition
Denominator: Total number of under five year children
Source of information: Population projections provided by HMIS
Inference:
a. This indicator belongs to a set of indicators whose purpose is to measure nutritional
imbalance and malnutrition resulting in under-nutrition (assessed by underweight,
stunting and wasting) and overweight.
b. Child growth is the most widely used indicator of nutritional status in a community and
is internationally recognized as an important public-health indicator for monitoring
health in populations. In addition, children who suffer from growth retardation as a
result of poor diets and/or recurrent infections tend to have a greater risk of suffering
illness and death.
5. % Of Under weight Children
Definitions: Percentage of under weight (weight-for-age less than -2 standard deviations of
the WHO Child Growth Standards median) among children aged 0-5 years
Formula:
No of under weight Children Under 5 Years
-----------------------------------------------------------------------------------X100
Total number of under five year children
Numerator: No of under five children who are under weight (weight-for-age less than -2
standard deviations of the WHO Child Growth Standards median).
Source of information: HMIS/Nutrition
Denominator: Total number of under five year children
Source of information: Population projections provided by HMIS
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Inference:
a. This indicator belongs to a set of indicators whose purpose is to measure nutritional
imbalance and malnutrition resulting in under-nutrition (assessed by underweight,
stunting and wasting) and overweight.
b. Child growth is the most widely used indicator of nutritional status in a community
and is internationally recognized as an important public-health indicator for
monitoring health in populations. In addition, children who suffer from growth
retardation as a result of poor diets and/or recurrent infections tend to have a greater
risk of suffering illness and death.
6. Notification rate of smear positive cases (TB)
Definitions: Proportion of Number of smear positive notified in one year to total mid year
population
Formula:
No. of new smear positive cases notified in the past year
-------------------------------------------------------------------------------X100,000
Total Mid year population
Numerator: Number of new cases
Source of information: HMIS
Denominator: Total Population
Source of information: Census
Inference:
a. Incidence (cases arising in a given time period) gives an indication of the burden of
tuberculosis (TB) in a population, and of the size of the task faced by a national TB
control programme.
b. Incidence can change as the result of changes in transmission (the rate at which people
become infected with M. tuberculosis, the bacterium which causes TB), or changes in
the rate at which people infected with M. tuberculosis develop TB disease (e.g. as a
result of changes in nutritional status or of HIV infection).
c. Because TB can develop in people who became infected many years previously, the
effect of TB control on incidence is less immediate than the effect on prevalence or
mortality.
d. Millennium Development Goal 6, Target 8 is "have halted by 2015 and begun to reverse
the incidence of" TB.
e. WHO estimates that in 2004 the per capita incidence of TB was stable or falling in 5 out
of 6 WHO regions, but growing globally at 0.6% per year.
7. HIV Prevalence rate among pregnant women
Definitions: It is the percentage of pregnant women who are tested positive for HIV test
Formula:
No of ANC/pregnant women who are HIV Positive
-------------------------------------------------------------------------X100
Total no of pregnant women tested for HIV
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Numerator: No of ANC/pregnant women who are HIV Positive
Source of information: HMIS/Sentinel surveillance
Denominator: Total no of pregnant women tested for HIV during the same period and in
same area
Source of information: HMIS/Sentinel Surveillance
Inference:
a) It infers the prevalence of HIV/AIDS among the women in reproductive age group.
b) Help the system to reduce the Parent to child transmission of HIV/AIDS.
8. Malaria incidence rate
Definitions: It is number of confirmed malaria cases per 100,000 populations*
Formula:
No of New confirmed Malaria cases in one year
--------------------------------------------------------------------------------X100,000
Total Mid year Population
Numerator: No of New confirmed Malaria cases
Source of information: HMIS
Denominator: Total Mid year Population
Source of information: HMIS projections based on Census
Inference:
a) Information on the incidence of disease is required to determine the needs for treatment
of malaria.
b) Data on treatment needs can be compared to existing levels of service provision to
identify underserved populations and, in situations of resource constraint, to target
interventions to high priority areas.
c) Data on changes in disease incidence can help to judge the success of program
implementation, and help to determine whether programs are performing as expected or
whether adjustments in the scale or in the blend of strategies are required.
* For calculations and comparisons across countries it is adjusted to level of reporting,
diagnosis and total fever cases.
9. Percentage of pregnant women receiving at least 4 ANC Visits
Definitions: It is the percentage of pregnant women in a given time period that received
antenatal care four or more times.
Formula:
No of women with 4 ANC checks
--------------------------------------------------------------------------------X100
Number of pregnant women in catchment area in one year
Numerator: No of pregnant women who received minimum four Antenatal visits
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Source of information: HMIS/Surveys/DHS
Denominator: Number of pregnant women in catchment area in one year
Source of information: It is estimated by two method
Method A:
Estimated from Crude birth Rate and total population as
(Total Population X Crude birth rate)
Step 1. No of Live births = -----------------------------------------------1000
For example: if total population is 5000 and Crude birth rate is 30 then estimated no of live
births is
(5000X30)
= ----------------------------- I.e.. 150
1000
Step 2. Adding 10% (wastage factor like abortions, Still births etc.)
Estimated live births
I.e.
estimated live births + (------------------------------X10)
100
In the example it is 150 + (150X10)/100= 150+ 15 = 165
Method B:
𝑇𝑜𝑡𝑎𝑙 𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛 𝑥 𝐶𝑟𝑢𝑑𝑒 𝑏𝑖𝑟𝑡ℎ 𝑟𝑎𝑡𝑒 𝑥1.1
1000
for same example:
5000 𝑥 30 𝑥1.1
= 165 𝑝𝑟𝑒𝑔𝑛𝑎𝑛𝑡 𝑤𝑜𝑚𝑒𝑛
1000
Inference:
a. Antenatal care coverage is an indicator of access and utilization of health care during
pregnancy.
b. The antenatal period presents opportunities for reaching pregnant women with
interventions that may be vital to their health and wellbeing and that of their infants.
Receiving antenatal care at least four times, as recommended by World Health
Organization (WHO), increases the likelihood of receiving effective maternal health
interventions during antenatal visits.
c. The higher the value of indicator the better is services for Antenatal services.
d. This is an MDG indicator.
10. Percentage of delivery at Health Facilities
Definition: The percentage of deliveries in health facilities among all deliveries.
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Formula:
No of Deliveries at Health Facility i.e. institutional deliveries
--------------------------------------------------------------------------------------X100
Number of pregnant women in catchment area in one year
Numerator: No of Deliveries at Health Facility i.e. institutional deliveries
Source of information: HMIS/Surveys/DHS
Denominator: Number of pregnant women in catchment area in one year
Source of information: It is estimated by two methods
Method A:
Estimated from Crude birth Rate and total population as
(Total Population X Crude birth rate)
Step 1. No of Live births = -----------------------------------------------1000
For example: if total population is 5000 and Crude birth rate is 30 then estimated no of live
births is
(5000X30)
= ----------------------------- I.e.. 150
1000
Step 2. Adding 10% (wastage factor like abortions, Still births etc)
Estimated live births
i.e
Estimated live births + (------------------------------X10)
100
In the example it is 150 + (150X10)/100= 150+ 15 = 165
Method B:
𝑇𝑜𝑡𝑎𝑙 𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛 𝑥 𝐶𝑟𝑢𝑑𝑒 𝑏𝑖𝑟𝑡ℎ 𝑟𝑎𝑡𝑒 𝑥1.1
1000
for same example:
5000 𝑥 30 𝑥1.1
= 165 𝑝𝑟𝑒𝑔𝑛𝑎𝑛𝑡 𝑤𝑜𝑚𝑒𝑛
1000
Inference:
a. All women should have access to skilled care during pregnancy and childbirth to ensure
prevention, detection and management of complications.
b. It captures care at delivery, health seeking behavior and referral services
c. Assistance by properly trained health personnel with adequate equipment is key to
lowering maternal deaths. As it is difficult to accurately measure maternal mortality, and
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model-based estimates of the maternal mortality ratio cannot be used for monitoring
short-term trends, the proportion of births attended by skilled health personnel is used as
a proxy indicator for this purpose.
d. All efforts shall be made to reach the indicator to 100% or near.
11. Contraceptive Prevalence Rate (CPR).
Definition: The percentage of women aged 15-49 years, married or in-union, who are
currently using, or whose sexual partner is using, at least one method of contraception,
regardless of the method used.
Formula:
Total No of women of reproductive health age (15-49) using any method
--------------------------------------------------------------------------------------------X100
Total women of reproductive health age who are married or in union

Numerator: Total No of women of reproductive health age (15-49) using any method
Source of information: HMIS/Surveys/DHS
Denominator: Total women of reproductive health age who are married or in union
Source of information: HMIS age & Sex specific population projections based on Census
Inference:
a) Contraceptive prevalence rate is an indicator of health, population, development and
women's empowerment.
b) It also serves as a proxy measure of access to reproductive health services that are
essential for meeting many of the Millennium Development Goals, especially those
related to child mortality, maternal health, HIV/AIDS, and gender equality.
12. Full immunization or % Children under 1 receiving all vaccines as per immunization
policy
Definition: The percentage of children who received all vaccines (BCG, OPV0, pentavalent 1,
pentavalent 2 & pentavalent 3 along with OPV 1,2 & 3 and Measles by the age of one year

Formula:
Total number of children aged 12 - 23 months who received all vaccines according to
national Immunization schedule
----------------------------------------------------------------------------------------------------X100
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Total children in catchment area aged 12-23 months

Numerator: Total number of children aged 12 - 23 months who received all vaccines
according to national immunization schedule
Source of information: HMIS/Surveys/DHS
Denominator: Total children in catchment area aged 12-23 months
Source of information: Population projections based on Census
Inference:
a. It infers the % of children protected against the vaccine preventable diseases in the
country /area.
b. Advisable to increase the % to 100%.
c. Immunization reduces the childhood mortality and morbidity.
13. % Vitamin A coverage children 6 - 59 months
Definition: Proportion of children aged 6–59 months who received a dose vitamin A
supplement within the last six months.
Formula:
Number of children aged 6 - 59 months of age who received vitamin A in last six months
----------------------------------------------------------------------------------------X100
Total children in catchment area under the age of 5 years
Numerator: Number of children aged 6 - 59 months of age who received vitamin A in last
six months
Source of information: HMIS/Surveys/DHS
Denominator: Total children in catchment area under the age of 5 years
Source of information: Population projections based on Census
Inference:
a. Supplementation with vitamin A is considered to be a critically important
intervention for child survival owing to the strong evidence that exists for its impact
on reducing child mortality.
b) Therefore, measuring the proportion of children who have received vitamin A within
the last 6 months is crucial for monitoring coverage of interventions towards the
child survival-related Millennium Development Goals and Strategies.
14. Malaria - % distribution of ITN to High rick Population for Malaria
Definition: Percentage of high risk population who received an insecticide-treated nets (ITN).
Formula:
Number of high-risk population who had ITN distributed
----------------------------------------------------------------------X100
Total number high-risk population in the catchment area
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Numerator: Number of high-risk population who had ITN distributed
Source of information: HMIS/DHS
Denominator: Total number high risk population in the catchment area
Source of information: It is estimated by Malaria Program and HMIS
Inference:
In areas of intense malaria transmission, malaria-related morbidity and mortality are
concentrated in High-risk areas, and the use of insecticide-treated nets (ITN) by these has
been demonstrated to considerably reduce malaria disease incidence, malaria-related deaths. .
15. TB Treatment Success Rate
Definition: Tuberculosis treatment success rate is the percentage of new, registered smearpositive (infectious) cases that were cured or in which a full course of treatment was
completed.
Formula:
Total number of new smear positive TB cases successfully treated (cured plus completed)
------------------------------------------------------------------------------------------------- X100
Total number of new smear positive TB cases registered for treatment in the same period"
Numerator: Total number of new smear positive TB cases successfully treated (cured plus
completed)
Source of information: HMIS
Denominator: Total number of new smear positive TB cases registered for treatment in the
same period"
Source of information: HMIS
Inference:
a. A high coverage rate for treatment completion demonstrates the capacity of the health
system to follow up and supervise cases
b. A low coverage rate may indicate weak health system capacity and increased risk for
TB relapse and drug resistance
16. Tobacco Consumption Rate
Definitions: It is Percentage of 15+ population age who smoke.
Formula:
No of 15+ years population who smoke
-----------------------------------------------------------------X100
No of 15+ years population

Num
erato
r: No
of
15+
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years population who smoke
Source of information: STEPS/Surveys/Census
Denominator: No of Men age 15-49 years
Source of information: HMIS projections based on Census
Inference:
a) Tobacco Consumption is an important indicator which focuses on smoking (not
smokeless chewing tobacco) due to reported data limitations. Smoking has therefore
been studied more extensively than any other form of consumption.
b) It infers about the burden of Tobacco consumption and effectiveness of prevailing
measures to control the consumption.
c) It’s a proxy indicator to measure the impact of all measures in reducing the Non –
Communicable and life style disorders.
d) All efforts should be made to reduce this percentage. The lesser the %, the better the
control over tobacco consumption.

17. Treatment Gap for Epilepsy
Definition: The percentage of epileptic patients who are not under treatment.
Formula:
(Total number of patients on Epilepsy treatment)
(1- -------------------------------------------------------------)X100
(Total estimated number of Epilepsy patients)
Numerator: Total number of patients on epilepsy treatment
Source of information: Program Data/HMIS
Denominator: Total Estimated number of epilepsy patients
Source of information: Estimates based on Census. It is estimated that 1% of population has
some kind of epilepsy and need treatment.
Estimated number of epilepsy patients =
(Population)
---------------100
Example: if 3000 is population of a suco, then estimated number of epileptic patients is
3000
100

= 30 𝑒𝑝𝑖𝑙𝑒𝑝𝑡𝑖𝑐 𝑝𝑎𝑡𝑒𝑖𝑛𝑡𝑠 𝑖𝑛 𝑡ℎ𝑒 𝑡ℎ𝑎𝑡 𝑠𝑢𝑐𝑜
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Inference:
a) High percentage of patients on treatment indicates high access to health care by the
population and adequate health service follows up by health providers.
b) All efforts should be made to reduce this % to zero. Which means all epileptic patients
shall be receiving treatment.
18. Travelling Time to Facility- Geographical accessibility
Definition: The percentage of Population that has access to a health facility with in one-hour
reach
Formula:
Population that will lives within one hours travelling time (by walk) of a health facility
----------------------------------------------------------------------X100
Total Mid year Population
Numerator: Population that will lives within one hours travelling time (by walk) of a health
facility
Source of information: DHS/Census/HMIS/research
Denominator: Total Mid year Population
Source of information: Population projections for the year by HMIS
Inference:
a. This percentage infers the accessibility, to health facilities.
b. The V constitutional govt targets to 100% population living with in one hour travelling
time (by walk) to health facility.
c. The higher the percentage the better is accessibility for health facility
19. % Facilities that have the capacity to provide agreed health services at that level
Definition: The percentage of health facilities that have minimum readiness to provide agreed
services according to standard (minimum 80% of scores)
Formula:
No of facilities providing agreed services according to standard (80% of scores)
------------------------------------------------------------------------------------------X100
Number of facilities in District catchment Area (CHCs)
Numerator: Number of facilities providing agreed health services according to Minimum
standard (80% of scores)
Source of information: Supportive supervision (M & E)/program
Denominator: Number of facilities in District catchment Area (CHCs)
Source of information: HMIS
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Inference:
a. This tells about the readiness of facilities for delivering agreed health services.
b. The higher the percentage the better is infra structure towards health
c. By conducting supportive supervision, efforts should be made to improve the scores of
each facility to 100%.
20. Health Facility Visit Rate
Definition: The average number of visits by one citizen to Health facility in a year
Formula:
Total number of outpatient contacts per year in catchment area
----------------------------------------------------------------------------------Total population in catchment area
Numerator: Total number of outpatient contacts per year in catchment area
Source of information: HMIS
Denominator: Total population in catchment area
Source of information: projections from census
Inference:
a. This tells about the utilization of services of health facilities.
b. This also is an indirect indicator to assess the overall burden of diseases and the health
seeking behavior.
21. % SISCa posts that are functioning according to classification category
Definition: The percentage of SISCa posts functioning as per the intended objectives
(Category A)
Formula:
Total number of SISCa that are functioning according to standards (A category)
----------------------------------------------------------------------------------------X100
Total number of planned SISCa .
Total number of SISCa that are functioning according to standards (A category)
Source of information: Department of Health promotion & education

Nu
mer
ator
:

Denominator: Total number of planned SISCa posts.
Source of information: Health promotion
Inference:
a. This key indicator gives information on quality of SISCa services in terms of
infrastructure, availability of services.
b. The higher the percentage the better is the SISCa services being delivered.
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22. No. Health Posts with qualified midwife
Definition: The percentage of health posts with resident midwife. (Readiness of HP to deliver
24X7 maternal and childcare)
Formula:
Number of Health Posts with resident midwife
---------------------------------------------------------------------X100
Total number of Health posts
Numerator: Number of Health Posts with resident midwife
Source of information: National Directorate for Human resource & Administration /HMIS
Denominator: Total number of Health posts
Source of information: HMIS
Inference:
a. This key indicator gives information on readiness of a Health post to deliver the 24X7
services on Maternal and childcare.
b. The higher the percentage the better is the accessibility to trained staff for MCH care.
23. Staff to population ratio
Definition: The number of professional health staff (Medical doctor, Trained Midwife, Nurse,
pharmacist & lab technician) per 10,000 populations
Formula:
Total number of professional health staff
---------------------------------------------------------------------------------------X10,000
Total population of catchment area
Numerator: Total number of professional health staff (Medical doctor, Trained Midwife,
Nurse, pharmacist & lab technician)
Source of information: National Directorate for Human resource & Administration /HMIS
Denominator: Total population of catchment area
Source of information: HMIS projections based on Census
Inference:
a. This gives information on availability of adequate human resources as per standards.
b. The higher the number the better is the accessibility to trained staff.
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c. Note: while interpreting this indicator, there is need to know the geographical distribution
of these staff. As tendency is the trained staff is concentrated in urban and peri-urban
areas.

24. Percentage of Integrated Supportive Supervision visits as per plan
Definition: the percentage of supervisory visits (based on supportive supervision tool) made
by the managerial staff including Director to health facilities
Formula:
Total number of integrated supportive supervision visits in last 12 months
-------------------------------------------------------------------------------------------------X100
Total number of planned integrated supportive supervision Visits to health facilities in last 12
months
Numerator: Total number of supervision visits in last 12 months
Source of information: Directorate of planning, policy and Cooperation.
Denominator: Total number of health facilities
Source of information: Directorate of planning, policy and Cooperation.
Inference:
a. Effective supervision is backbone for any program or project and if it is supportive
supervision it also motivates the staff, helps in on job training and also in understanding
the priorities.
b. The higher the percentage the better is the supervision.
c. Care should be taken
1. In Interpreting the indicator as there might be tendency to have repeated visits to near
by health facilities and left out all hard to reach facilities.
2. To make a joint supervisory plan, which should include supervising all facilities at
least once a quarter.
3. Effective joint planning of these visits will reduce this risk (mentioned in 1)
25. Total expenditure on health as % of GDP
Definition: Percentage of total health expenditure of general government expenditure on
health and private expenditure on health in a given year to Total GDP
Formula:
Total health expenditure of general government expenditure on health and private
expenditure on health in a given year
------------------------------------------------------------------------------------------X100
Total GDP
Numerator: Total health expenditure of general government expenditure on health and
private expenditure on health in a given year
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Source of information: National Health Accounts/ National Directorate of Finance
management & Procurement /Ministry of Finance
Denominator: Total GDP
Source of information: Ministry of Finance
Inference: The recommended level for expenditure on health (as a % of GDP) is 5%.
However, this figures usually includes both public and private expenditures
26. Percentage Govt Budget on Health
Definition: Percentage of Government health budget to Total Government to budget
Formula:
Total Government Budget Invested in Health in the Period (fiscal year)
------------------------------------------------------------------------------------------X100
Total Government Budget
Numerator: Total Government Budget Invested in Health in the Period (fiscal year)
Source of information: National Directorate of Finance management & Procurement
/Ministry of Finance
Denominator: Total Government Budget
Source of information: National Directorate of Finance management & Procurement/
Ministry of Finance
Inference:
a) It infers the priority of Health sector among all developmental activities in Country
b) Countries should aim for at least 10% of all government expenditure on health. A
figure lower than this may infer that health is a lower priority.
27. Budget Expenditure (execution) Rate
Definition: Percentage of budget expenditure (execution) to allocated budget
Formula:
Govt Budget expended by MoH (particular period)
------------------------------------------------------------------------------X100
Total allocated MoH budget for same period
Numerator: Budget expended by government (particular period)
Source of information: National Directorate of Finance management & Procurement
/Ministry of Finance from Free balance
Denominator: Total allocated budget
Source of information: National Directorate of Finance management & Procurement
/Ministry of Finance from Free balance
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Inference:
a) It infers the execution of allocated budget (utilization).

28. Resource Mobilization
Definition: Percentage of donor budget to total health budget
Formula:
Health sector budget funded by development partner
---------------------------------------------------------------------------------------------X100
Total budget for health i.e. GSB+ partner budget

Nu
mer
ator
:

Health sector budget funded by development partner
Source of information: From AIMS database (MOF) and information from MoH
DPM/Finance
Denominator: Total government budget for health
Source of information: National Directorate of Finance management & Procurement ,MoH
Inference:
a) It infers the effective and extent of resource mobilization towards health.
29. Percentage Out of pocket expenditures on health
Definition: The percentage of out of pocket expenses to total health expenditure.
Out of pocket expenses include extra amount spent 9direct & indirect costs) to access health
services over and above what public health care provides.
Source of information: WHO/research
Inference:
a. It infers the financial protection towards health
b. The lesser the % of out of pocket expenses, the better is health care delivery.
30. Local Government Involvement
Definition: The Percentage of district health budget out of total district development budget
for the annual year
Formula:
Total district health Budget
-----------------------------------------------------------------------X100
Total district development budget

Numerator: Total district health Budget
Source of information: National Directorate of Finance management & Procurement, MoH/
Ministry of Finance
Denominator: Total district development budget
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Source of information: Ministry of Finance/ Ministry of state administration
Inference:
a. Infers the priority of Health at District level
31. Percentage of health facilities with essential medicines Stock Out
Definition: The Percentage of health facilities with stock out (stock out means at the health
post more than five items stock out in the last quarter, or eight items stock out at the CHC in
the last quarter)

Formula:
Number of health facilities report stock out essential medicines stock out
-------------------------------------------------------------------------------------------X100
Total number of Health Facilities
Numerator: Number of health facilities with essential medicines stock out (stock out means
at the health post more than 5 items stock out in the last quarter, or 8 items stock out at the
CHC in the last quarter)
Source of information: Department of Pharmacy/Department of HMIS/Supportive
supervision
Denominator: Total number of Health Facilities
Source of information: Department of HMIS
Inference:
a. Infers the supply of essential medicine/commodities
b. Efforts should be made to reduce the number of medicine stock outs
c. The lesser the percentage of this indicator the better is the supply.
32. Number of health posts
Definition: Number of Health post functioning (with Human resources, Equipment and infra
structure)
Formula:
Total number of Health Posts
Inference:
a) Infers the extent of geographical accessibility of basic services to the community.
b) It is envisaged to have Health posts in all Sucos by 2017 in v constitutional govt.
33. Numbers of Laws, Decrees and Policies
Definition: Numbers of Laws, Decrees and Policies
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Formula:
Total number of Health Laws, Decrees & Policies Reviewed by Council of Directors in 1
Year
Inference:
a. Infers the level of institutional (laws decrees and policies) development activity
b. Infers that outputs and outcomes can be sustained through adequate institutional
reforms and support
Annex 4b. Compendium of Indicators used in District Progress Card
1. Number of Children dying less than 1 year of age (infant deaths)
Definition: The number of reported infant deaths in a given time period
Formula:
Number of infant deaths reported to health facilities in a given time period
Numerator: No of infant deaths
Source of information: HMIS/Civil registration
Inference:
a) An increase in the number of reported infant deaths may infer improved reporting to
health facilities and local authorities.
b) Efforts should be made to improve reporting from health facilities as well community
c) An increase or decrease in infant deaths may also infer changes to the quality of the
health referral system.
2. Number of Maternal Deaths
Definition: The number of reported maternal deaths in a given time period.
Formula:
Number of maternal deaths reported to health facilities in a given time period
Numerator: No of maternal deaths
Source of information: HMIS/Civil registration
Inference:
a) An increase in the number of reported maternal deaths may infer improved reporting to
health facilities and local authorities.
b) An increase or decrease in maternal deaths may also infer changes to the quality of the
health referral system.
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Note: Maternal Mortality Ratio (MMR) would be a better indicator, but MMR cannot be
calculated at district level on quarterly basis reason being small sample.
3. Number of New TB Cases
Definition: The estimated number of new and relapse tuberculosis (TB) cases arising in a
given time period
Formula:
Number of new TB cases reported in a given time period

Numerator: Number of new TB cases reported in a given time period
Source of information: HMIS
Inference:
a. Incidence (cases arising in a given time period, usually one year) gives an Indication
of the burden of TB in a population, and of the size of the task faced by a national TB
control programme.
b. Incidence can change as the result of changes in transmission (the rate at which
people become infected with Mycobacterium tuberculosis), or changes in the rate at
which people infected with Mycobacterium tuberculosis develop TB disease
4. Number of Malaria Cases
Definitions: It is number of confirmed malaria cases
Formula: Number of confirmed Malaria cases
Numerator: No of New confirmed Malaria cases
Source of information: HMIS
Inference:
a) Information on the incidence of disease is required to determine the needs for treatment
of malaria.
b) Data on treatment needs can be compared to existing levels of service provision to
identify underserved populations and, in situations of resource constraint, to target
interventions to high priority areas.
c) Data on changes in disease incidence can help to judge the success of program
implementation, and help to determine whether programs are performing as expected or
whether adjustments in the scale or in the blend of strategies are required.
* For calculations and comparisons across countries it is adjusted to level of reporting,
diagnosis and total fever cases.
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5. Number of Under weight Children
Definitions: Number of under weight (weight-for-age less than -2 standard deviations of the
WHO Child Growth Standards median) among children aged 0-5 years
Formula: Number of underweight children
Numerator: No of under five children who are under weight (weight-for-age less than -2
standard deviations of the WHO Child Growth Standards median).
Source of information: HMIS/Nutrition
Inference:
a.
This indicator belongs to a set of indicators whose purpose is to measure nutritional
imbalance and malnutrition resulting in under-nutrition (assessed by underweight,
stunting and wasting) and overweight.8686
b.
Child growth is the most widely used indicator of nutritional status in a community and
is internationally recognized as an important public-health indicator for monitoring
health in populations. In addition, children who suffer from growth retardation as a
result of poor diets and/or recurrent infections tend to have a greater risk of suffering
illness and death.
6. Hospital Net Death Rate
See Indicator 1 Hospital Indicator Progress card
7. Hospital Peri-natal Mortality Rate
See Indicator 3 Hospital Indicator Progress card
8. % Pregnant women receiving at least 4 ANC Visits
See Indicator 9 National M & E Framework
9. % Delivery at Health Facilities
See Indicator 10 National M & E Framework
10. % of postnatal women receiving Post natal care visit within 48 hours of birth (for
mother and newborn)
Definition: It is the percentage of mothers (and newborn babies) who received postnatal care
from a health care provider within two days of childbirth.
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Formula:
Number of mothers (and newborn babies) who received post-natal care from a
health care provider within two days of childbirth
--------------------------------------------------------------------------------------X 100
Total number of live birth (in the same year)
Numerator: Number of mothers (and newborn) who receive care from a health care provider
within the first 48 hours of delivery
Source of information: Health facility postnatal care record/midwives’ postnatal home visit
record
Denominator: Total number of birth
Source of Information: Census/projections based on census.
Inference:
a. The first two days after childbirth is a period where the chances of mothers and newborn
developing complication and dying are the highest and it is thus the most critical period
for detection and treatment of complication in mothers and newborn. Improvement in this
indicator is a direct measure of effort of health sector to reach mothers and newborn at a
period where they are most vulnerable.
11. % Contraceptive Prevalence Rate
See Indicator 11 National M & E Framework
12. Full immunization or % Children under 1 receiving all vaccines as per immunization
policy
See Indicator 12 National M & E Framework
13. % Vitamin A coverage children 6 - 59 months
See Indicator 13 National M & E Framework
14. Malaria - % distribution of ITN to high risk population
See Indicator 14 National M & E Framework
15. TB Treatment Success Rate
See Indicator 15 National M & E Framework
16. Health Facility Visit Rate
See Indicator 16 National M & E Framework
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17. Hospital Bed Occupancy Rate
See Indicator 9 Hospital Progress card
18. Average Hospital length of Stay
See Indicator 10 Hospital Progress card
19. Treatment gap for Epilepsy
See Indicator 18 National M & E Framework
20. % Population with access to health facility within one hour
See Indicator 19 National M & E Framework
21. % Facilities that have the capacity to provide agreed minimum standards
See Indicator 20 National M & E Framework
22. % SISCa posts that are functioning according to classification category
See Indicator 21 National M & E Framework.
23. % of Health posts with functioning vaccine refrigerator
Definition: It is the percentage of heath post having functioning vaccine refrigerator
Formula
Number of health post having functioning vaccine refrigerator
----------------------------------------------------------------------------------X 100
Total number of health posts

Source of information:
Numerator: Number of health post having functioning vaccine refrigerator
Source of information: Health post records/supervisory visits records/district EPI record
Denominator: Total number of health posts
Source of Information: HMIS
Inference:
a. MoH intends to make all health post function as sites for providing routine
immunization services. However, most health post lack vaccine storage refrigerator
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and in some who have them, they are non-functional. This indicator will enable MoH
to get information necessary for tracking progress towards equipping health posts.
b. A functioning vaccine refrigerator in a health post could also be used as a tracer
indicator of functioning health care supply logistics at health post level
24. No. Health Posts with qualified midwife
See Indicator 22 National M & E Framework
25. Staff to population ratio
See Indicator 23 National M & E Framework
26. Regularity of Supervision
See Indicator 26 National M & E Framework
27. % of Government budget allocated to District Health services
Definition: Percentage of Total Government District Budget allocated to Health Care
Services
Formula:
Total government budget allocated to District level for Health
---------------------------------------------------------------------------------------X100
Total government District budget
Numerator: Total District Govt. Budget allocated to health for health services
Source of information: Directorate of finance, administration & procurement/Ministry of
Finance
Denominator: Total District Government Budget
Source of information: Ministry of Finance
Inference:

a. The level of budget allocated infers the level of decentralized budgetary
commitment to support health

28. % Budget Transferred to Districts
Definition: % of government health district budget actually transferred to district for a
quarter/ quarterly planned health budget allocation
Formula:
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Total quarterly health budget transferred to district
----------------------------------------------------------------------------------------X100
Quarterly plans approved for district based on district government
health budget allocation
Numerator: Total quarterly health budget transferred to district
Source of information: National Directorate of finance management & procurement,
MoH/Ministry of Finance
Denominator: Quarterly plans approved for district based on district government health
budget allocation
Source of information: National Directorate of finance management & procurement, MoH/
Ministry of Finance
Inference:
a. The percentage advanced infers the timeliness and regularity of funding flow to districts
b. The higher the percentage of the indicator the better is decentralization.
29. Budget Expenditure (execution) Rate
Refer to Indicator 27 National M & E Framework
30. Rate of Investment in Health Infrastructure at District level
Definition: The District Development Budget for health as a proportion of the Total
Development Budget
Formula:
District capital development budget for health
---------------------------------------------------------------------------------------- X100
District General Development Budget

Nu
me
rat
or:
Dist

rict Capital Development Budget
Source of information: National Directorate of finance management & procurement, MoH/
Ministry of Finance
Denominator: District Development Budget for health
Source of information: National Directorate of finance management & procurement, MoH/
Ministry of Finance
Inference:
a. It infers the district’s priority & spending towards capital development for health.
(Building -Health posts CHC buying equipment etc.)
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31. % of facilities with Essential medicines Stock Out
Refer to Indicator 31 National M & E Framework
Inference:
b) It infers the effective and extent of resource mobilization towards health.
32. Infrastructure – Total Number of Health Posts
Refer to Indicator 32 National M & E Framework
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Annex 4c. Compendium of Indicators used in Hospital Progress card
1. Net Death rate
Definition: A death rate also known as the institutional death rate, that doesn’t include deaths,
which occur with in 48 hours after admission.
In other words, proportion of deaths in hospital after 48 hours of admission to sum of deaths
after 48 hours of admission and discharges during same period.
Formula:
(Total deaths) – (deaths within 48 hours of admission)
----------------------------------------------------------------------------------------------- X100
Total number of discharges (discharges and deaths) – (deaths within 48 hours of
admission)
Numerator: (Total deaths) – (patients who died within 48 hours of admission)
Source of information: Hospital Records
Denominator: Total number of discharges (discharges and deaths)- deaths within 48 hours
Source of information: Hospital Records
For example: A hospital had total of 15 deaths in month of June 2013. Four patients died with
in 48 hours of admission. A total of 540 were discharged (including 15 deaths) during same
month.
(15 − 4)
11
𝑥100 =
𝑥100 = 2.09%
(540 − 4)
536
Inference:
a) The net death rate is an adjusted death rate;
b) It is an adjusted rate because patients who die within 48 hours of admission are not
included in the net death rate
c) It is calculated in the belief that certain deaths should not count against the hospital.
2. Gross Death Rate /Hospital death rate /Institutional death rate
Definition: It is ratio of all inpatient deaths for a given period to the total number of
discharges and deaths in the same period
Formula:
Total patients who died within a given period
------------------------------------------------------------------------X100
Total number of discharges (discharges and deaths)
Numerator: Total hospital deaths within a given period
Source of information: Hospital Records
92

Denominator: Total hospital discharges within a given period
Source of information: Hospital Records
For example: For example: A hospital had total of 15 deaths in month of June. 4 patients died
with in 48 hours of admission. A total of 540 were discharged (including 15 deaths) during
same month.
(15)
𝑥100 = 2.77%
(540)
Inference:
a) High hospital mortality rates may infer delays or problems with the referral system or
issues to do with quality of hospital care
3. Hospital Peri-Natal Mortality Rate
Definition: The mortality rate of fetus/infant beyond period of viability (22 weeks) up to 7
days following delivery
Formula:
Number of fetal or infant deaths beyond period of viability (22 weeks) up to 7 days
following delivery
------------------------------------------------------------ -----------------------------------X100
Total number of hospital deliveries
Numerator: Total number of fetal or infant deaths beyond period of viability (22 weeks) up
to 7 days following delivery in hospital
Source of information: Hospital Records
Denominator: Total number of hospital deliveries
Source of information: Hospital Records
Inference:
a) Measures the risk of dying during the first 7 days of life.
b) May serve as index of the effects of prenatal care and obstetrical management on the
newborn.
c) It may also infer delays or problems with the referral system
4. Hospital Maternal Death Rate
Definition: Rate of Maternal Death to total deliveries in hospital
Formula:
Number of maternal deaths
---------------------------------------------------------------------X100
Total number of hospital deliveries
Numerator: Total number of maternal deaths in the hospital
Source of information: Hospital Records
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Denominator: Total number of hospital deliveries
Source of information: Hospital Records
Inference:
a) It measures the risk of dying from causes related to pregnancy, childbirth and puerperium.
b) It is an index of the obstetrical care needed and received by the women in a hospital or in
the community.
5. Number of Patients referred
Definition: Number of patients referred from the lower to the higher level of care
Formula:
Number of patients referred in a given time period (e.g. 3 months)
Numerator: Total number of patients referred to a higher facility in a given time period
Source of information: Hospital Records
Inference:
a) This indicator measures the level of function of the health referral system.
b) It may infer the capacity of health providers to identify the criteria for referral.
c) It may also infer the current capacity of the facility to manage specific cases.
6. Number of Patients Received through referral
Definition: Number of patients received that were referred from a lower level in the health
care system
Formula:
Number of patients received through referral in a given time period
Numerator: Number of patients received through referral in a given time period
Source of information: Hospital Records
Inference:
a) This indicator measures the level of function of the health referral system.
b) It may infer the capacity of health providers at the lower level to identify the criteria for
referral.
7. Average Number of Deliveries per Day
Definition: average number of deliveries per day at the hospital
Formula:
Number of deliveries at the hospital in the given period
-----------------------------------------------------------------------Total number of days in the same period
Numerator: Total number of deliveries at the hospital in the given period
Source of information: Hospital Records
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Denominator: Total number of days in same period
Inference:
a) This indicator measures trends in utilization of the hospital for delivery services
8. Cesarean Section Rate
Definition: the percentage of cesarean section to total number of deliveries.
Formula:
Number of cesarean sections in a given period
-------------------------------------------------------------------------X 100
Total number of deliveries in the facility in a same period
Numerator: Total number of cesarean sections at the hospital in a given time period
Source of information: Hospital Records
Denominator: Total number of deliveries (normal deliveries, assisted deliveries and cesarean
section,) in the facility in a given time period
Source of information: Hospital Records
Inference:
a) Less than 7% cesarean section rate may infer low utilization rate
b) Greater than 15% would represent over utilization of the procedure, which infers
increased health care costs and higher risk.
c) At tertiary care Centre the Cesarean section rate may be higher, which can be explained
by high-risk referrals from lower Centres. But considering this also the cesarean section
rate cannot be more than 20-25%.
9. Average number of out patients per day
Definition: Average number of Out Patients per day
Formula:
Total number of outpatient visits at the hospital in the given period
-----------------------------------------------------------Total number days in same period
Numerator: Total number of outpatient visits at the hospital in the given period
Source of information: Hospital Records
Denominator: Total number days in same period
Inference:
a) There is no set standard for a number
b) Trends downwards or upwards in the number of outpatients per day may reflect seasonal
access to health care services
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c) Trends upwards or downwards may also infer changes to quality, accessibility or demand
for health care services (utilization trends).
10. Bed Occupancy Rate
Definition: The percentage of available beds, which have been occupied over a given period
Formula:
(Total Number Inpatient days for a given time period)
-----------------------------------------------------------X 100
(Total Number of Beds) X (Total number of days in same period)
Numerator: Total number of inpatient days for a given time period
Source of information: Hospital Records
Calculating inpatient days: Hospital census
For example: in a 25 bedded hospital the monthly census is as
Date
Occupied beds
1/06/2013
12
2/06/2013
15
3/06/2013
10
.
.
29/06/2013
12
30/06/2013
10
Total (sum of all occupied beds in a month)
450
So 450 is total inpatient days
Denominator: Total number of beds multiplies by the total number of days in the month
Source of information: Hospital Records
So the Bed occupancy rate for June 2013 for the example is
450 𝑖𝑛𝑝𝑎𝑡𝑒𝑖𝑛𝑡 𝑑𝑎𝑦𝑠
𝑥100 = 60%
25 𝑏𝑒𝑑𝑠𝑋30 𝑑𝑎𝑦𝑠
Inference:
a) BOR measures the intensity of hospital resources utilized by in-patients.
11. Average Length of Stay (ALOS)
Definition: The average length of stay of inpatients
Formula:
Total Number Inpatient days for a given time period
Total Number of Patients Discharged/Died
Numerator: Total number of Inpatient days for a given time period
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Source of information: Hospital Records/Hospital census
Denominator: Total Number of Patients Discharged/Died
Source of information: Hospital Records
Inference:
a) ALOS measures how long on average each patient spends in the hospital
b) If the ALOS is in line with the national target, it indicates that decisions about patients
are being made quickly and that they are diagnosed, given appropriate treatment, and are
rapidly discharged from the hospital.
c) A relatively high bed utilization rate and low ALOS is indicative of a well-functioning
hospital.
11. Bed Time Turn Over Interval
Definition: Average period in days that an available bed remains empty between the
discharge of one inpatient and the admission of the next.
Formula:
(Total

Number of days X Total number of beds)- (inpatient days for the period)
--------------------------------------------------------------------Total patients discharges including deaths in the same period

Numerator:
(Total Number of days X Total number of beds)- (inpatient days for the period)
Source of information: Hospital Records/monthly hospital census
Denominator: Total patients’ discharges including deaths in the same period
Source of information: Hospital Records/monthly hospital census
For example: A hospital with 25 beds in June 2013 rendered 450 inpatient days and had 50
discharges including deaths. The bed turnover interval using the above formula is
((25 𝑏𝑒𝑑𝑠)𝑥(30 𝑑𝑎𝑦𝑠) − (450 𝑖𝑛 𝑝𝑎𝑡𝑒𝑖𝑛𝑡𝑠 𝑑𝑎𝑦𝑠 )) 750 − 450 300
=
=
= 6 𝑑𝑎𝑦𝑠
50 𝑑𝑖𝑠𝑐ℎ𝑎𝑟𝑔𝑒𝑠 (𝑖𝑛𝑐𝑙𝑢𝑑𝑖𝑛𝑔 𝑑𝑒𝑎𝑡ℎ𝑠)
50
50
Inference:
a) Indicates the time that available beds are un-occupied.
b) Indicates a shortage of beds when negative, and
c) Indicates under-use of the Hospital or an inefficient admission system, if positive.
12. Hospital Bed to Population Ratio
Definition: The number of hospital beds available per every 10 000 inhabitants in a
population.
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Formula:
Total Number of Beds
--------------------------------------------------------------------- X 10,000
Total Population in catchment area
Numerator: Total number of beds at the facility
Source of information: Hospital Records
Denominator: Total Population in catchment area
Source of information: Census projections
Inference:
a) Hospital beds are used to indicate the availability of inpatient services.
b) There is no global norm for the density of hospital beds in relation to total population
14. Blood Bank Availability
Definition: % Minimum stock availability in blood bank
Formula:
Total number of days with minimal level of bloodstock in the bank
---------------------------------------------------------------------------------------X100
Total number of days
Numerator: Total number of days with standard minimal level of bloodstock in the bank
Source of information: Blood Bank Records
Denominator: Total Number of days in Month
Inference:
a) Indicates level of patient safety and quality of hospital services by specifying availability
of blood supply for emergency purposes.
15. % Execution of Received Budget
Definition: The percentage of budget utilized in a given time period
Formula:
Total Hospital budget expended for given period
--------------------------------- -----------------------------------------------X100
Total Hospital budget approved & received for same period
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Numerator: Total Hospital (for that particular Hospital/facility ) budget expenditure for a
given time period
Source of information: Hospital Records/Directorate of finance management and
procurement, MoH
Denominator: Total hospital (for that particular Hospital/facility ) Budget Approved and
Received
Source of information: Hospital Records/ Directorate of finance management and
procurement, MoH
Inference:
a) This indicator infers the level of budget utilization.
b) The rate of budget utilization may infer efficiency and effectiveness of budget & hospital
management
16. Frequency of Review Meetings
Definition: The frequency of review meetings with hospital departments within a specific
time period
Formula:
Nume
No of quarterly action plan review meetings within a specific time period
rator:
Total
number of review meetings
Source of information: Hospital Records
Inference:
a) Frequency of review meetings may infer that hospital management
17. Number of Hospital SOPs developed
Definition: The number of SOPS developed in a specific time period
Formula:
Number of SOPS developed in a specific time period
Numerator: Total number Hospital SOPs developed in a specific time period
Source of information: Hospital Records
Inference:
a) Development of standard operating procedures infers that, if the procedures are followed,
procedures will be implemented to a consistent quality standard
18. Timeliness of HMIS Reporting
Definition: The percentage of time that the HMIS report is submitted on time
Formula:
No. of months in which report is submitted by due date
-------------------------------------------------Total number of months

X100
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Numerator: No. of months in which report is submitted by due date
Source of information: HMIS
Denominator: Total Number of Months
Inference:
a) Timeliness of report is a sound management indicator of efficient quality management
b) Timely submission of information facilitates timely management responses.
19. Hospital Staff Availability
Definition: Infers the Human resources at hospital upon agreed standards for Timor leste
No. of sanctioned posts currently filled
-------------------------------------------------X 100
Total number of sanctioned posts according to facility standards
Formula:
Numerator: Total number of sanction posts currently filled
Source of information: Human Resources Dept. and Hospital Records
Denominator: Total Number of sanctioned Posts
Source of information: Human Resource Dept.
Inference:
a) Filling of sanctioned posts may infer that there is higher assurance of quality hospital
services
b) Unfilled posts infers risks to patient safety and service quality
20. % Essential medicine stock out:
The % of essential medicine stock out in the facility.
Formula:
Total number of items stock out
---------------------------------------------X100
Total items in essential medicine
Numerator: Total number of items stock out
Source of information: Pharmacy register at health facility
Denominator: Total items in essential medicine
Source of Information: Pharmacy department/essential medicine list
Inference:
a. Infers the supply of essential medicine/commodities
b. Efforts should be made to reduce the number of medicine stock outs
c. The lesser the percentage of this indicator the better is the supply.
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Annex 5 Training Plan for Monitoring & Evaluation
The training of Monitoring and Evaluation is planned at national level, followed by a
handholding and refresher training at regional level at regular intervals. All trainings will be
in Tetun language, based on a training module developed (adult training mode- Active
participation) to transfer the knowledge and skills needed for effective M & E at various
levels. The trainings will be conducted in a phase wise manner.
Phase 1: Training for National level and District level Staff (first two years).
Phase 2: Training of Sub district and HP staff and community once the sub district level
planning (micro-planning) and monitoring is initiated (3rd& 4th year).
The detailed First Phase training plan is given below
1. Dissemination/Socialization:
Objective:
i. To impart necessary training and skills to concerned staff for effective M & E
implementation in the country
ii. To have a pool of trainers for subsequent trainings
Duration of training: One day
Venue of training: National Level at Dili
Participants: Hon’ble Minister of Health, Vice-Ministers, Director General, All
Directors, Head of Departments and Partners
Facilitators: Directorate of Planning, Policy and Partnership, MoH
Tentative Dates: June third Week 2013
2. M & E training:
Objective: To impart necessary training and skills to concerned staff for effective M
& E implementation in the country
Duration of training: Five days for each batch
Venue of training: Dili
Participants: Head of Departments, District Directors, Hospital Directors, District
HMIS officers, HMIS officer from Partners etc. (Approximately 60 members).
Training batch: Two batches of training 30 each.
Facilitators: A group of 6-8 Facilitators (DPME, Advisers & identified M & E
officers from Partners)
Tentative Dates: June fourth week and July first week
3. Hand holding
Duration: Continuous as a part of monitoring &supportive supervision
Venue: At respective districts
Participants: All district level staff
Facilitators: Facilitators from National level (from Pool of facilitators)
Tentative Dates: Every month
4. M & E training to District Advisers:
Objective: To impart necessary training and skills to District advisers for effective
M & E implementation in the country
Duration of training: one day
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Venue of training: TBD, Dili
Participants: District Adviser
Training batch: one batch.
Facilitators: A group of 6-8 Facilitators (DPME, Advisers & identified M & E
officers from Partners)
5. Refresher trainings
Objective: To do refresher training and trouble shoot the problems faced while
implementing M & E
Duration of training: One day/two days
Venue of training: Dili
Participants: Head of Departments, District Directors, Hospital Directors, District
HMIS officers, HMIS officer from Partners etc. (Approximately 60 members).
Facilitators: A group of 6-8 Facilitators (DPME, Advisers & identified M & E
officers from Partners)
Tentative Dates: February
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Annex 6 Terms of Reference M & E Working Group
Background
A National Health Sector Strategic Plan (NHSSP) has been developed for the period 2011 –
2030. This plan identifies 320 health indicators to assess the progress and impact of the plan.
Based on a request from the Ministry of Health, a national monitoring evaluation plan and
framework has been developed. This plan identifies main milestones for monitoring and
evaluation of the NHSSP. The national M & E framework also identifies a set of priority
indicators at National and District level to support efforts by the Ministry and development
partners to monitor implementation and impacts of the plan.
In order to oversee the implementation of this M & E plan, an M &E and HMIS working
group has been established.
The terms of reference for the M & E and HMIS working group are described below.
Overall Duties and Responsibilities
1. Monitor progress of National Health Sector Plan 2011-2030
2. Preparation of annual and quarterly M & E reports on implementation of the NHSSP
3. Development of draft recommendations for management response to M & E findings
4. Provide technical inputs to HMIS
Specific Tasks
1. Capacity building of District, Hospital and National level departments and programs
on national M & E
2. Assisting HMIS, Districts & Hospitals to complete a quarterly progress card
3. Liaison with national departments and programs to provide timely and quality data for
quarterly and annual reporting of national and district M & E data
4. Collation of reports into a quarterly and annual M & E report of health sector progress
5. Presentation of data at quarterly M & E working group meetings
6. Discussion and draft recommendation of management responses to main findings
7. Providing a forum for presentation of main research findings (and consideration of
policy options based on findings)
8. This working group also provides technical support to Department of HMIS from time
to time (Formats, data and reports).
Membership
1. Headed by Director General,
2. Secretory: Director Planning Policy & Partnership to be the
Members include:
3. Head of Dept. M & E
4. Head of Department HMIS
5. HMIS Manager
6. Advisers- DPME,
7. Adviser – Policy
8. Adviser: Partnership
9. Adviser -HMIS
10. Participation from other relevant central departments and programs
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11. Participation from development partners
12. Secretariat Function - M & E Unit Dept. Planning (minutes, report preparation, draft
recommendations)
Meeting Frequency
Quarterly
Reports To
Council of Directors
Report Format
National M & E Framework updated
Quarterly District Progress Card
Quarterly Hospital progress card
Brief document detailing
o Main Findings
o Draft Recommendations for Management response
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Section B.
Epidemiological Definitions
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A
AGE-ADJUSTED MORTALITY RATE: A mortality rate statistically modified to eliminate
the effect of different age distributions in the different populations.
AGENT: A factor, such as a microorganism, chemical substance, or form of radiation, whose
presence, excessive presence, or (in deficiency diseases) relative absence is essential for the
occurrence of a disease.
AGE-SPECIFIC MORTALITY RATE: A mortality rate limited to a particular age group. The
numerator is the number of deaths in that age group; the denominator is the number of
persons in that age group in the population.
ANALYTIC EPIDEMIOLOGY: The aspect of epidemiology concerned with the search for
health-related causes and effects. Uses comparison groups, which provide baseline data, to
quantify the association between exposures and outcomes, and test hypotheses about causal
relationships.
ANALYTIC STUDY: A comparative study intended to identify and quantify associations,
test hypotheses, and identify causes. Two common types are cohort study and case-control
study.
APPLIED EPIDEMIOLOGY: The application or practice of epidemiology to address public
health issues.
ASSOCIATION: Statistical relationship between two or more events, characteristics, or other
variables.
ATTACK RATE: A variant of an incident rate, applied to a narrowly defined population
observed for a limited period of time, such as during an epidemic.
ATTRIBUTABLE PROPORTION: A measure of the public health impact of a causative
factor; proportion of a disease in a group that is exposed to a particular factor which can be
attributed to their exposure to that factor.
AUDIT: An independent, objective quality assurance activity designed to add value and
improve an organization’s operations. It helps an organization accomplish its objectives by
bringing a systematic, disciplined approach to assess and improve the effectiveness of risk
management, control and governance processes.
AVERAGE: It a most commonly used measure of central tendency. It is calculated by adding
together all the individual values in a group of measurements and dividing by the number of
values in the group. Same as Arithmetic Mean.
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AVERGAE LENGHTH OF STAY: The average number of days each in-patient stays in the
hospital for each episode of care. It is calculated as Calculated by dividing the total number of
occupied bed days for a period by the number of separations in the same period and
expressing the result as an average for all in-patient discharges, or the average number of days
of service rendered to each in-patient discharged during a given period.
B
BAR CHART: A visual display of the size of the different categories of a variable. Each
category or value of the variable is represented by a bar.
BASELINE: Data that describe the situation to be addressed by a programme, sub
programme or project and that serve as the starting point for measuring performance. A
baseline study would be the analysis describing the situation prior to the commencement of
the programme or project or the situation following initial commencement of the programme
or project to serve as a basis of comparison and progress for future analyses.
BED OCCUPANCY RATE: The percentage of available beds, which have been occupied
over a given period. It is calculated by dividing the number of occupied bed days for the
period, by the number of available bed days for the period, and expressing the result as a
percentage. It is a measure of the intensity of hospital resources utilized by in-patients.
BENCHMARK: Reference point or standard against which performance or achievement can
be assessed. A benchmark often refers to an intermediate target to measure progress within a
given period as well as to the performance of other comparable organizational entities.
BENEFICIARY: The individual, group, or organization, whether targeted or not, that benefit,
directly or indirectly, from the implementation of a programme, project or output.

BIAS: Deviation of results or inferences from the truth, or processes leading to such
systematic deviation. Any trend in the collection, analysis, interpretation, publication, or
review of data that can lead to conclusions that is systematically different from the truth.
BIOLOGIC TRANSMISSION: The indirect vector-borne transmission of an infectious agent
in which the agent undergoes biologic changes within the vector before being transmitted to a
new host.
BOX PLOT. A visual display that summarizes data using a “box and whiskers” format to
show the minimum and maximum values (ends of the whiskers), interquartile range (length of
the box), and median (line through the box)
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C
CARRIER: A person or animal without apparent disease who harbors a specific infectious
agent and is capable of transmitting the agent to others. The carrier state may occur in an
individual with an infection that is in apparent throughout its course (known as asymptomatic
carrier), or during the incubation period, convalescence, and post convalescence of an
individual with a clinically recognizable disease. The carrier state may be of short or long
duration (transient carrier or chronic carrier).
CASE: In epidemiology, a countable instance in the population or study group of a particular
disease, health disorder, or condition under investigation. Sometimes, an individual with the
particular disease.
CASE-CONTROL STUDY: A type of observational analytic study. Enrollment into the study
is based on presence (“case”) or absence (“control”) of disease. Characteristics such as
previous exposure are then compared between cases and controls.
CASE DEFINITION: A set of standard criteria for deciding whether a person has a particular
disease or health-related condition, by specifying clinical criteria and limitations on time,
place, and person.
CASE-FATALITY RATE: The proportion of persons with a particular condition (cases) who
die from that condition. The denominator is the number of incident cases; the numerator is the
number of cause-specific deaths among those cases.
CAUSE OF DISEASE: A factor (characteristic, behavior, event, etc.) that directly influences
the occurrence of disease. A reduction of the factor in the population should lead to a
reduction in the occurrence of disease.
CAUSE-SPECIFIC MORTALITY RATE. The mortality rate from a specified cause for a
population. The numerator is the number of deaths attributed to a specific cause during a
specified time interval; the denominator is the size of the population at the midpoint of the
time interval.
CENSUS. The enumeration of an entire population, usually with details being recorded on
residence, age, sex, occupation, ethnic group, marital status, birth history, and relationship to
head of household.
CHAIN OF INFECTION. A process that begins when an agent leaves its reservoir or host
through a portal of exit, and is conveyed by some mode of transmission, then enters through
an appropriate portal of entry to infect a susceptible host.
CLASS INTERVAL. A span of values of a continuous variable, which are grouped into a
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single category for a frequency distribution of that variable.
CLUSTER. An aggregation of cases of a disease or other health-related condition, particularly
cancer and birth defects, which are closely grouped in time and place. The number of cases
may or may not exceed the expected number; frequently the expected number is not known.
COHORT. A well-defined group of people who have had a common experience or exposure,
who are then followed up for the incidence of new diseases or events, as in a cohort or
prospective study. A group of people born during a particular period or year is called a birth
cohort.
COHORT STUDY. A type of observational analytic study. Enrollment into the study is based
on exposure characteristics or membership in a group. Disease, death, or other health-related
outcomes are then ascertained and compared.
COMMON SOURCE OUTBREAK. An outbreak that results from a group of persons being
exposed to a common noxious influence, such as an infectious agent or toxin. If the group is
exposed over a relatively brief period of time, so that all cases occur within one incubation
period, then the common source outbreak is further classified as a point source outbreak. In
some common source outbreaks, persons may be exposed over a period of days, weeks, or
longer, with the exposure being either intermittent or continuous.
CONFIDENCE INTERVAL. A range of values for a variable of interest, e.g., a rate,
constructed so that this range has a specified probability of including the true value of the
variable. The specified probability is called the confidence level, and the end points of the
confidence interval are called the confidence limits.
CONFIDENCE LIMIT. The minimum or maximum value of a confidence interval.
CONTACT. Exposure to a source of an infection, or a person so exposed.
CONTAGIOUS. Capable of being transmitted from one person to another by contact or close
proximity.
CONTINGENCY TABLE. A two-variable table with cross-tabulated data.
CONTROL. In a case-control study, comparison group of persons without disease.
CRUDE MORTALITY RATE. The mortality rate from all causes of death for a population.
CUMULATIVE FREQUENCY. In a frequency distribution, the number or proportion of
cases or events with a particular value or in a particular class interval, plus the total number or
proportion of cases or events with smaller values of the variable.
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CUMULATIVE FREQUENCY CURVE. A plot of the cumulative frequency rather than the
actual frequency for each class interval of a variable. This type of graph is useful for
identifying medians, quartiles, and other percentiles.
D
DEATH-TO-CASE RATIO. The number of deaths attributed to a particular disease during a
specified time period divided by the number of new cases of that disease identified during the
same time period.
DEMOGRAPHIC INFORMATION. The “person’ characteristics--age, sex, race, and
occupation--of descriptive epidemiology used to characterize the populations at risk.
DENOMINATOR. The lower portion of a fraction used to calculate a rate or ratio. In a rate,
the denominator is usually the population (or population experience, as in person- years, etc.)
at risk.
DEPENDENT VARIABLE. In a statistical analysis, the outcome variable(s) or the variable(s)
whose values are a function of other variable(s) (called independent variable(s) in the
relationship under study).
DESCRIPTIVE EPIDEMIOLOGY. The aspect of epidemiology concerned with organizing
and summarizing health-related data according to time, place, and person.
DETERMINANT. Any factor, whether event, characteristic, or other definable entity, that
brings about change in a health condition, or in other defined characteristics.
DIRECT TRANSMISSION. The immediate transfer of an agent from a reservoir to a
susceptible host by direct contact or droplet spread.
DISTRIBUTION. In epidemiology, the frequency and pattern of health-related characteristics
and events in a population. In statistics, the observed or theoretical frequency of values of a
variable.
DOT PLOT. A visual display of the actual data points of a non-continuous variable.
DROPLET NUCLEI. The residue of dried droplets that may remain suspended in the air for
long periods, may be blown over great distances, and are easily inhaled into the lungs and
exhaled.
DROPLET SPREAD. The direct transmission of an infectious agent from a reservoir to a
susceptible host by spray with relatively large, short-ranged aerosols produced by sneezing,
coughing, or talking.
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E
EFFECTIVENESS. The extent to which a program/intervention has achieved its objectives
under normal conditions in a real-life setting.
EFFICACY. The extent to which an intervention produces the expected results under ideal
conditions in a controlled environment.
EFFICIENCY.A measure of how economically inputs (resources such as funds, expertise,
time) are converted into results.
ENDEMIC DISEASE. The constant presence of a disease or infectious agent within a given
geographic area or population group; may also refer to the usual prevalence of a given disease
within such area or group.
ENVIRONMENTAL FACTOR. An extrinsic factor (geology, climate, insects, sanitation,
health services, etc.), which affects the agent and the opportunity for exposure.
EPIDEMIC. The occurrence of more cases of disease than expected in a given area or among
a specific group of people over a particular period of time.
EPIDEMIC CURVE. A histogram that shows the course of a disease outbreak or epidemic by
plotting the number of cases by time of onset.
EPIDEMIC PERIOD: A time period when the number of cases of disease reported is greater
than expected.
EPIDEMIOLOGIC TRIAD: The traditional model of infectious disease causation. Includes
three components: an external agent, a susceptible host, and an environment that brings the
host and agent together, so that disease occurs.
EPIDEMIOLOGY. The study of the distribution and determinants of health-related states or
events in specified populations, and the application of this study to the control of health
problems.
EQUITY: Refers to fairness or justice in service provision or programming. Horizontal equity
refers to treating people with the same needs equally, and vertical equity means that people
with unequal needs should be treated unequally.
EXTERNAL EVALUATION: An evaluation performed by entities outside of the programme
being evaluated. Generally, it is intergovernmental organs that commission such evaluations
and receive final reports on them. As a rule, external evaluation of a project, programme or
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sub programme is conducted by entities free of control or influence by those responsible for
the design and implementation of the project and programmes.

EVALUATION. A process that attempts to determine as systematically and objectively as
possible the relevance, effectiveness, and impact of activities in the light of their objectives.
EXPERIMENTAL STUDY. A study in which the investigator specifies the exposure
category for each individual (clinical trial) or community (community trial), then follows the
individuals or community to detect the effects of the exposure.
EXPOSED (GROUP). A group whose members have been exposed to a supposed cause of
disease or health state of interest, or possess a characteristic that is a determinant of the health
outcome of interest.
F
FREQUENCY DISTRIBUTION. A complete summary of the frequencies of the values or
categories of a variable; often displayed in a two-column table: the left column lists the
individual values or categories; the right column indicates the number of observations in each
category.
FREQUENCY POLYGON. A graph of a frequency distribution with values of the variable on
the x-axis and the number of observations on the y-axis; data points are plotted at the
midpoints of the intervals and are connected with a straight line.
G
GOAL.A broad statement of a desired, usually longer-term, outcome of a
program/intervention. Goals express general program/intervention intentions and help guide
the development of a program/ intervention. Each goal has a set of related, specific objectives
that, if met, will collectively permit the achievement of the stated goal.
GRAPH. A way to show quantitative data visually, using a system of coordinates.
GROWTH RATE: The amount of increase that a specific variable has gained within a
specific period and context. E.g. Population growth rate.
H
HEALTH. A state of complete physical, mental, and social well-being and not merely the
absence of disease or infirmity.
HEALTH INDICATOR. A measure that reflects, or indicates, the state of health of persons in
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a defined population, e.g., the infant mortality rate.
HEALTH INFORMATION SYSTEM. A combination of health statistics from various
sources, used to derive information about health status, health care, provision and use of
services, and impact on health.
HEALTH SYSTEM BUILDING BLOCKS: The various components of the health system
that interact and connect to form a complete system. The various blocks are considered to be:
Service Delivery, Health Workforce, Health Information, Medical technologies, Health
Financing and leadership and Governance. In some contexts, “community systems” are also
considered as a distinct connecting sub systems.

HIGH-RISK GROUP. A group in the community with an elevated risk of disease.
HISTOGRAM. A graphic representation of the frequency distribution of a continuous
variable. Rectangles are drawn in such a way that their bases lie on a linear scale representing
different intervals, and their heights are proportional to the frequencies of the values within
each of the intervals.
HOST. A person or other living organism that can be infected by an infectious agent under
natural conditions.
HOST FACTOR. An intrinsic factor (age, race, sex, behaviors, etc.) which influences an
individual's exposure, susceptibility, or response to a causative agent.
HYPERENDEMIC DISEASE. A disease that is constantly present at a high incidence and/or
prevalence rate.
HYPOTHESIS. A supposition, arrived at from observation or reflection that, leads to
refutable predictions. Any conjecture cast in a form that will allow it to be tested and
refuted.
HYPOTHESIS, NULL. The first step in testing for statistical significance in which it is
assumed that the exposure is not related to disease.
HYPOTHESIS, ALTERNATIVE. The hypothesis, to be adopted if the null hypothesis proves
implausible, in which exposure is associated with disease.
I
IMMUNITY, ACTIVE. Resistance developed in response to stimulus by an antigen (infecting
agent or vaccine) and usually characterized by the presence of antibody produced by the host.
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IMMUNITY, HERD. The resistance of a group to invasion and spread of an infectious agent,
based on the resistance to infection of a high proportion of individual members of the group.
The resistance is a product of the number susceptible and the probability that those who are
susceptible will come into contact with an infected person.
IMMUNITY, PASSIVE. Immunity conferred by an antibody produced in another host and
acquired naturally by an infant from its mother or artificially by administration of an antibody
containing preparation (antiserum or immune globulin).
IMPACT: The overall effect of accomplishing specific results. In some situations it comprises
changes, whether planned or unplanned, positive or negative, direct or indirect, primary and
secondary that a programme or project helped to bring about.

INCIDENCE RATE. A measure of the frequency with which an event, such as a new case of
illness, occurs in a population over a period of time. The denominator is the population at
risk; the numerator is the number of new cases occurring during a given time period.
INCUBATION PERIOD. A period of sub-clinical or in-apparent pathologic changes
following exposure, ending with the onset of symptoms of infectious disease.
INDEPENDENT VARIABLE. An exposure, risk factor, or other characteristic being
observed or measured that is hypothesized to influence an event or manifestation (the
dependent variable).
INDICATORS:A measure, preferably numerical, of a variable that provides a reasonably
simple and reliable basis for assessing achievement, change or performance. A unit of
information measured over time that can help show changes in a specific condition.

INDIRECT TRANSMISSION. The transmission of an agent carried from a reservoir to a
susceptible host by suspended air particles or by animate (vector) or inanimate (vehicle)
intermediaries.
INDIVIDUAL DATA. Data that have not been put into a frequency distribution or rank
ordered.
INFECTIVITY. The proportion of persons exposed to a causative agent who become infected
by an infectious disease.
INFERENCE, STATISTICAL. In statistics, the development of generalizations from sample
data, usually with calculated degrees of uncertainty.
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INPUTS: Personnel, finance, equipment, knowledge, information and other resources
necessary for producing the planned outputs and achieving expected accomplishments.
INTERNAL EVALUATION: Evaluation that is managed and/or conducted by entities within
the programmes being evaluated.
INTERQUARTILE RANGE. The central portion of a distribution, calculated as the
difference between the third quartile and the first quartile; this range includes about one- half
of the observations in the set, leaving one-quarter of the observations on each side.
L
LATENCY PERIOD. A period of sub-clinical or in-apparent pathologic changes
following exposure, ending with the onset of symptoms of chronic disease.
LOGICAL FRAMEWORK. Management tool used to improve the design of interventions. It
involves identifying strategic elements (inputs, outputs, activities, outcomes, impact) and their
causal relationships, indicators, and the assumptions of risks that may influence success and
failure. It thus facilitates planning, execution, and monitoring and evaluation of an
intervention.

M
MEAN,ARITHMETIC. The measure of central location commonly called the average. It is
calculated by adding together all the individual values in a group of measurements and
dividing by the number of values in the group.
MEAN, GEOMETRIC. The mean or average of a set of data measured on a logarithmic scale.
MEASURE OF ASSOCIATION. A quantified relationship between exposure and disease;
includes relative risk, rate ratio, odds ratio.
MEASURE OF CENTRAL LOCATION. A central value that best represents a distribution of
data. Measures of central location include the mean, median, and mode. Also called the
measure of central tendency.
MEASURE OF DISPERSION. A measure of the spread of a distribution out from its central
value. Measures of dispersion used in epidemiology include the interquartile range, variance,
and the standard deviation.
MEDIAN. The measure of central location, which divides a set of data into two equal parts.
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MEDICAL SURVEILLANCE. The monitoring of potentially exposed individuals to detect
early symptoms of disease.
MIDRANGE. The halfway point or midpoint in a set of observations. For most types of data,
it is calculated as the sum of the smallest observation and the largest observation, divided by
two. For age data, one is added to the numerator. The midrange is usually calculated as an
intermediate step in determining other measures.
MILESTONES: Milestones describe the shorter term and concrete steps to be undertaken
towards achieving the longer-term objectives of the programme. Collectively, milestones and
targets should monitored using an agreed national M & E framework with agreed indicator
definitions

MODE. A measure of central location, the most frequently occurring value in a set of
observations.
MONITORING:A periodic assessment by managers of the progress in achieving the expected
outputs and outcomes - It provides assurance that the implementation of a programme or
project is proceeding as planned.
MONITORING & EVALUATION PLAN.A multi-year implementation strategy for the
collection, analysis and use of data needed for program / project management and
accountability purposes.
MORBIDITY. Any departure, subjective or objective, from a state of physiological or
psychological well-being.
MORTALITY RATE. A measure of the frequency of occurrence of death in a defined
population during a specified interval of time.
MORTALITY RATE, INFANT. A ratio expressing the number of deaths among children
under one year of age reported during a given time period divided by the number of births
reported during the same time period. The infant mortality rate is usually expressed per 1,000
live births.
MORTALITY RATE, NEONATAL. A ratio expressing the number of deaths among children
from birth up to but not including 28 days of age divided by the number of live births reported
during the same time period. The neonatal mortality rate is usually expressed per 1,000 live
births.
MORTALITY RATE, PERINATAL.A ratio of the number of the sum of fetal deaths after 28
or more weeks of gestation (stillbirths) and deaths of infants less than 7 days of age in one
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time period and population to the sum of the number of live births and fetal deaths after 28 or
more weeks of gestation (stillbirths) in that same time period and population.
MORTALITY RATE, POST-NEONATAL. A ratio expressing the number of deaths among
children from 28 days up to but not including 1 year of age during a given time period divided
by the number of lives births reported during the same time period. The post-neonatal
mortality rate is usually expressed per 1,000 live births.
MATERNAL MORTALITY RATE: The maternal mortality rate is defined as the number of
maternal deaths in a given time period per 100,000 women of reproductive age, or womanyears of risk exposure, in same time period.
MATERNAL MORTALITY RATIO (MMR). Maternal Mortality Ratio is the ratio of the
number of maternal deaths per 100,000 live births from any cause related to or aggravated by
pregnancy or its management, excluding accidental or incidental causes.
MORTALITY RATE, UNDER FIVE: The probability of a child born in a specific year or
period dying before reaching the age of five, if subject to age-specific mortality rates of that
period.

N
NATURAL HISTORY OF DISEASE. The temporal course of disease from onset (inception)
to resolution.
NECESSARY CAUSE. A causal factor whose presence is required for the occurrence of the
effect (of disease).
NOMINAL SCALE. Classification into unordered qualitative categories; e.g., race, religion,
and country of birth as measurements of individual attributes are purely nominal scales, as
there is no inherent order to their categories.
NORMAL CURVE. A bell-shaped curve that results when a normal distribution is graphed.
NORMAL DISTRIBUTION. The symmetrical clustering of values around a central location.
The properties of a normal distribution include the following: (1) It is a continuous,
symmetrical distribution; both tails extend to infinity; (2) the arithmetic mean, mode, and
median are identical; and, (3) its shape is completely determined by the mean and standard
deviation.
NUMERATOR. The upper portion of a fraction.
O
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OBSERVATIONAL STUDY. Epidemiological study in situations where nature is allowed to
take its course. Changes or differences in one characteristic are studied in relation to changes
or differences in others, without the intervention of the investigator.
OBJECTIVES: Description of an overall desired achievement involving a process of change
and aimed at meeting certain needs within a given period of time. A good objective meets the
criteria of being impact oriented, measurable, time limited, specific and practical.

ODDS RATIO. A measure of association, which quantifies the relationship between an
exposure and health outcome from a comparative study; also known as the cross-product ratio.

ORDINAL SCALE. Classification into ordered qualitative categories; e.g., social class (I, II,
III, etc.), where the values have a distinct order, but their categories are qualitative in that
there is no natural (numerical) distance between their positive values.
OUTBREAK. Synonymous with epidemic. Sometimes the preferred word, as it may escape
sensationalism associated with the word epidemic. Alternatively, a localized as opposed to
generalized epidemic.
OUTCOME:” Outcome” is used as a synonym of an accomplishment or a result. Objectives
relate to programme coverage, and should be measured by programme outcome indicators
(e.g. % DTP3 Coverage) or programme output indicators e.g. (e.g. % Posts Filled).
OUTPUT:A final product or service delivered by a programme or project to end-users, such
as reports, publications, servicing of meetings, training, advisory, editorial, translation or
security services, which a programme is expected to produce in order to achieve its expected
accomplishments and objectives. Outputs may be grouped into broader categories for example
human resource outputs, cold chain and logistics outputs, surveillance outputs etc.
P
PANDEMIC. An epidemic occurring over a very wide area (several countries or continents)
and usually affecting a large proportion of the population.
PATHOGENICITY. The proportion of persons infected, after exposure to a causative agent,
who then develop clinical disease.
PERCENTILE. The set of numbers from 0 to 100 that divide a distribution into 100 parts of
equal area, or divide a set of ranked data into 100 class intervals with each interval containing
1/100 of the observations. A particular percentile, say the 5th percentile, is a cut point with 5
percent of the observations below it and the remaining 95% of the observations above it.
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PERIOD PREVALENCE. The amount a particular disease present in a population over a
period of time.
PERSON-TIME RATE. A measure of the incidence rate of an event, e.g., a disease or death,
in a population at risk over an observed period to time, that directly incorporates time into the
denominator.
PIE CHART. A circular chart in which the size of each “slice” is proportional to the
frequency of each category of a variable.
POINT PREVALENCE. The amount of a particular disease present in a population at a single
point in time.
POPULATION. The total number of inhabitants of a given area or country. In sampling, the
population may refer to the units from which the sample is drawn, not necessarily the total
population of people.
PREDICTIVE VALUE POSITIVE. A measure of the predictive value of a reported case or
epidemic; the proportion of cases reported by a surveillance system or classified by a case
definition which are true cases.
PREVALENCE. The number or proportion of cases or events or conditions in a given
population.
PREVALENCE RATE. The proportion of persons in a population who have a particular
disease or attribute at a specified point in time or over a specified period of time.
PROGRAM. An overarching national or sub-national response to a dis-ease. A program
generally includes a set of interventions marshaled to attain specific global, regional, country,
or subnational objectives; involves multiple activities that may cut across sectors, themes and/
or geographic areas.
PROJECT. An intervention designed to achieve specific objectives within specified resources
and implementation schedules, often within the framework of a broader program.
PROPAGATED OUTBREAK. An outbreak that does not have a common source, but instead
spreads from person to person.
PROPORTION. A type of ratio in which the numerator is included in the denominator. The
ratio of a part to the whole, expressed as a “decimal fraction” (e.g., 0.5), as a fraction (1/2), or,
loosely, as a percentage (50%).
PROPORTIONATE MORTALITY. The proportion of deaths in a specified population over a
119

period of time attributable to different causes. Each cause is expressed as a percentage of all
deaths, and the sum of the causes must add to 100%. These proportions are not mortality rates,
since the denominator is all deaths, not the population in which the deaths occurred.
PUBLIC HEALTH SURVEILLANCE. The systematic collection, analysis, interpretation,
and dissemination of health data on an ongoing basis, to gain knowledge of the pattern of
disease occurrence and potential in a community, in order to control and prevent disease in
the community.
Q
QUALITATIVE DATA: Information that is not easily captured in numerical form (although
qualitative data can be quantified). Qualitative data typically consist of words and normally
describe people's opinions, knowledge, attitudes or behaviors.

QUALITY ASSURANCE. Planned and systematic processes concerned with assessing and
improving the merit or worth of an intervention or its compliance with given standards.

QUANTITATIVE DATA: Information measured or measurable by, or concerned with,
quantity and expressed in numerical form. Quantitative data typically consists of numbers.
R
RANDOM SAMPLE. A sample derived by selecting individuals such that each individual has
the same probability of selection.
RANGE. In statistics, the difference between the largest and smallest values in a distribution.
In common use, the span of values from smallest to largest.
RATE. An expression of the frequency with which an event occurs in a defined population.
RATE RATIO. A comparison of two groups in terms of incidence rates, person-time rates, or
mortality rates.
RATIO. The value obtained by dividing one quantity by another.
RELEVANCE. The extent to which the objectives, outputs, or outcomes of an intervention
are consistent with beneficiaries’ requirements, organizations’ policies, country needs, and/or
global priorities.
RELIABILITY. Consistency or dependability of data collected through the repeated use of a
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scientific instrument or a data collection procedure used under the same conditions.
RELATIVE RISK. A comparison of the risk of some health-related event such as disease or
death in two groups.
REPRESENTATIVE SAMPLE. A sample whose characteristics correspond to those of the
original population or reference population.
RESERVOIR. The habitat, in which an infectious agent normally lives, grows and multiplies;
reservoirs include human reservoirs, animals’ reservoirs, and environmental reservoirs.
RISK. The probability that an event will occur, e.g. that an individual will become ill or die
within a stated period of time or age.
RISK FACTOR. An aspect of personal behavior or lifestyle, an environmental exposure, or
an inborn or inherited characteristic that is associated with an increased occurrence of disease
or other health-related event or condition.
RISK RATIO. A comparison of the risk of some health-related event such as disease or death
in two groups.
S
SAMPLE. A selected subset of a population. A sample may be random or non-random and
it may be representative or non-representative.
SCATTER DIAGRAM. A graph in which each dot represents paired values for two
continuous variables, with the x-axis representing one variable and the y-axis representing the
other; used to display the relationship between the two variables; also called a scatter-gram.
SEASONALITY. Change in physiological status or in disease occurrence that conforms to a
regular seasonal pattern.
SECONDARY ATTACK RATE. A measure of the frequency of new cases of a disease
among the contacts of known cases.
SECULAR TREND. Changes over a long period of time, generally years or decades.
SENSITIVITY. The ability of a system to detect epidemics and other changes in disease
occurrence. The proportion of persons with disease who are correctly identified by a
screening test or case definition as having disease.
SENTINEL SURVEILLANCE. A surveillance system in which a pre-arranged sample of
reporting sources agrees to report all cases of one or more notifiable conditions.
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SEX-SPECIFIC MORTALITY RATE. A mortality rate among either males or females.
SKEWED. A distribution that is asymmetrical.
SPECIFICITY. The proportion of persons without disease who are correctly identified by a
screening test or case definition as not having disease.
SPORADIC. A disease that occurs infrequently and irregularly.
SPOT MAP. A map that indicates the location of each case of a rare disease or outbreak by a
place that is potentially relevant to the health event being investigated, such as where
each case lived or worked.
STANDARD DEVIATION. The most widely used measure of dispersion of a frequency
distribution, equal to the positive square root of the variance.
STANDARD ERROR (OF THE MEAN). The standard deviation of a theoretical distribution
of sample means about the true population mean.
STAKEHOLDER ANALYSIS: Identify biases, expectations, and concerns of the people,
groups, or organizations that may influence or be influenced by the problem or a potential
solution to the problem.
SUFFICIENT CAUSE. A causal factor or collection of factors whose presence is always
followed by the occurrence of the effect (of disease).
SURVEILLANCE: It is continuously gathering, analyzing, and interpreting data about
diseases, and disseminating conclusions of the analyses to relevant organizations. It can be
three types
Passive surveillance: It is the routine reporting of the cases of diseases reaching
health care facilities for treatment or service. No special effort is made to find
unsuspected disease incidents. Passive surveillance will usually only detect disease in
those who get sick, meaning that healthy carriers and long incubation periods
combined with passive surveillance can maintain a reservoir of undiscovered disease
carrying agents.
Active surveillance: In this special search is done for finding cases in the community
mainly through door-to-door surveys. It also includes the purposeful gathering of
information from institutions and healthcare providers.
Sentinel surveillance: It is a reporting system based on selected institutions or
individual that provides regular, complete reports on one or more diseases occurring
ideally in a defined attachment. it also provides additional data on cases.
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SUPPORTIVE SUPERVISION. It is “a process that promotes quality at all levels of the
health system by strengthening relationships within the system, focusing on the identification
and resolution of problems, and helping to optimize the allocation of resources - promoting
high standards, teamwork, and better two-way communication.
SURVIVAL CURVE. A curve that starts at 100% of the study population and shows the
percentage of the population still surviving at successive times for as long as information is
available. May be applied not only to survival as such, but also to the persistence of freedom
from a disease, or complication or some other endpoint.
SYSTEMS THINKING: Systems thinking is an approach to problem solving that views
problems as part of a wider dynamic system. Most systems are self-organizing, tightly linked,
constantly changing and are governed by feedback.
T

TABLE. A set of data arranged in rows and columns.
TABLE SHELL. A table that is complete except for the data.
TARGET:A specified objective that indicates the number, timing and location of what is to be
achieved.
TARGET GROUP: The main beneficiaries of a programme or project that are expected to
gain from the results of that programme or project. They are closely related to its impact and
relevance.
TOTAL FERTILITY RATE: The average number of children a hypothetical cohort of women
would have at the end of their reproductive period if they were subject during their whole
lives to the fertility rates of a given period and if they were not subject to mortality. It is
expressed as children per woman.
TRANSMISSION OF INFECTION. Any mode or mechanism by which an infectious agent is
spread through the environment or to another person.
TREND. A long-term movement or change in frequency, usually upward or downward.
U
UNIVERSAL HEALTH COVERAGE. Universal Health Coverage has been defined to have
3 dimensions – population coverage, service availability and financial protection
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UNIVERSAL PRECAUTIONS. Recommendations issued by CDC to minimize the risk of
transmission of blood borne pathogens, particularly HIV and HBV, by health care and public
safety workers. Barrier precautions are to be used to prevent exposure to blood and certain
body fluids of all patients.
V
VALIDITY. The degree to which a measurement actually measures or detects what it is
supposed to measure.
VARIABLE. Any characteristic or attribute that can be measured.
VARIANCE. A measure of the dispersion shown by a set of observations, defined by the sum
of the squares of deviations from the mean, divided by the number of degrees of freedom in
the set of observations.
VECTOR. An animate intermediary in the indirect transmission of an agent that carries the
agent from a reservoir to a susceptible host.
VEHICLE. An inanimate intermediary in the indirect transmission of an agent that carries the
agent from a reservoir to a susceptible host.
VIRULENCE. The proportion of persons with clinical disease, who after becoming infected,
become severely ill or die.
VITAL STATISTICS. Systematically tabulated information about births, marriages, divorces,
and deaths, based on registration of these vital events.
Y
YEARS OF POTENTIAL LIFE LOST. A measure of the impact of premature mortality on a
population, calculated as the sum of the differences between some predetermined minimum or
desired life span and the age of death for individuals who died earlier than that predetermined
age.
Z
ZOONOSES. An infectious disease that is transmissible under normal conditions
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