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[bookmark: _Toc37345143][bookmark: _Toc64553769]Background
Health management information systems (HMIS) represent the single most important investment made by countries to monitor and manage the provision of health services, especially by the public sector. In the past decade, there has been an important shift from HMIS that were mainly paper-based toward web-based systems that aggregate data from facilities and provide a platform through which performance is tracked at national and subnational levels. These web-based platforms include the DHIS2, which is one of the most commonly used HMIS platforms, and other country-developed systems. They represent a new opportunity to improve which data are prioritized and what indicators are used to monitor performance. The degree to which these platforms are leveraged depends on the characteristics of the health programs for which data are collected. Programs such as HIV and AIDS, malaria, and tuberculosis are typically more heavily resourced with staff capacity for analysis, management interest in program review, and government and donor interest in their performance. Other programs, such as family planning (FP) and maternal and child health (MCH), are less well-resourced in Ministries of Health, and have less capacity, which has implications for programmatic use of HMIS data. The lack of engagement with and use of these data perpetuate lapses in data quality assurance, and create an environment with a greater tolerance for poor data quality and poor signaling function of selected indicators. In the context of heavy donor dependence, stewardship capacities are critical to ensure the value and visibility of routine data, but difficult to negotiate when these capacities are limited. 
For FP programs, in particular, efforts to assess and improve the quality of FP data are often poorly planned and uncoordinated, leading to inconsistent findings, duplication of effort, and poor management of already limited resources. Decisions on where to target resources for improving data quality are often based on where there may be partner resources and interest, as opposed to where the resources may be most needed or well spent. Dependencies of this kind also lead to an increased burden on national programs to manage the application of multiple partner-developed tools and systems, and attempts to integrate or triangulate their information with existing HMIS data without the duplication of reported data.
The MEASURE Evaluation project that ended in 2020, and its affiliated associate award, Data for Impact (D4I), both funded by the United States Agency for International Development (USAID), and the Track20 project funded by the Bill & Melinda Gates Foundation, are projects whose work focuses on improving HMIS data quality and use. These guidelines represent their joint effort to target data quality in a way that accounts for limited resources in FP programs by providing a framework to integrate two tools specifically developed for HMIS data quality and use through a top-down and bottom-up approach. The combined approach was developed in partnership with Track20 monitoring and evaluation (M&E) officers seconded to Ministries of Health in Cote d’Ivoire, Cameroon, Democratic Republic of Congo, and Togo, who provided input on how programs can practically use guidance in light of resource limitations. 
During its long tenure, MEASURE Evaluation developed and pioneered several tools and processes for evaluating data quality, which have been applied in numerous countries in multiple health program areas, including FP. With the end of the MEASURE Evaluation project in 2020, this work is being carried forward by several associate awards, including D4I. The Routine Data Quality Assessment tool, or RDQA, a shorter version of the more extensive Data Quality Audit tool, allows programs and projects to assess the quality of their data on a regular basis and strengthen their data management and reporting systems (MEASURE Evaluation, 2017). Broadly, the tool was developed for routine supervision to enable program officers to self-assess data quality and understand where the priority needs might be for targeted supervision and strengthening. The strength of this tool is the comprehensiveness of the data review, which considers provider capacities, so that the data quality and the interpretation and use of data improve over time. Importantly, the data quality review process takes place at the facility level, or at the lowest level of the health system where service statistics are generated and recorded and later compiled for monthly or quarterly reporting. The facilities for the RDQA are selected based on convenience sampling. The challenge for FP programs is to secure the time and funds to enable routine supervision in the way envisioned by the tool, target available resources, and identify which facilities may benefit most from such an intensive process.
Track20 developed a tool and a process for evaluating data quality and use and for preparing annual estimates of core FP indicators. It is called the Service Statistics to Estimated Modern Use (SS to EMU) tool. The tool converts FP service statistics data into one single metric, Estimated Modern Use (EMU). The EMU can be used to track population-level changes in contraceptive use at regional and national levels, and across national levels. The SS to EMU tool assists users to review a country or region’s service statistics—an important step in itself—and then allows them to convert those data into the EMU, which can be compared with the modern contraceptive prevalence rate (mCPR) from surveys or other models. The Track20 approach, in contrast to the RDQA approach, is a top-down method of identifying data quality issues. The tool allows the user at the national level to identify which subnational regions and/or which FP methods are the source of inconsistency in the data. Existing web platforms like DHIS2 allow the user to then drill down from the subnational level all the way to the facility level. 
Combining the RDQA approach with the SS to EMU approach for identifying sources of “quality data issues” in data represents an important step toward improving targeting data management and quality analysis and moving these approaches to facilities and subnational levels with the greatest need.

[bookmark: _Toc37345144][bookmark: _Toc64553770]Purpose and Objectives 
The purpose of this document is to provide guidance to Track20 M&E officers, FP data managers, and M&E officers on how to use the SS to EMU and RDQA integrated approach to assess and monitor FP data quality performance. 
The specific objectives are to:
Understand how the SS to EMU and RDQA methodologies and tools can be used in conjunction with each other to produce comprehensive and accurate measures of FP data quality performance. 
Use the data collected by the implementation of the integrated SS to EMU and RDQA approach to compare routinely collected FP data with survey data. 
Develop targeted recommendations to help improve FP data quality and foster the development of trust and accountability in the health system.

[bookmark: _Toc64553771]What Are the Integrated SS to EMU and RDQA Approach?
The integrated approach is a road map for countries on how to accomplish routine data quality reviews based on resource availability and priorities. It presents a continuum of data quality assurance options, ranging from a regularly scheduled, (i.e., quarterly) application of the RDQA when resources are not limited, to use of the RDQA in modified forms requiring lower levels of effort and resources. An application of the SS to EMU tool at national and subnational levels will help inform where countries fall along this continuum, by signaling where data quality problems are located and whether they are limited to specific regions and/or certain FP methods, or are more ubiquitous and cannot benefit from targeting.
Figure 1 describes the continuum and the way that the two tools interact along this continuum.


[bookmark: _Toc60237658][bookmark: _Toc60729623][image: ]Figure 1. Data quality assurance options and level of effort required
Source: Data for Impact, 2020

The integrated approach combines important features and processes from both the RDQA and the SS to EMU tools to solve the practical challenges faced by FP programs in conducting data quality assurance activities. The first challenge is limited staff capacity and limited resource availability to conduct data quality assurance activities. A RDQA is a robust methodology that can be resource intensive if administered in its complete form and on a regular basis. The integrated approach draws on the robust, quantitative approach taken by the RDQA while at the same time attempting to minimize the resources needed through better targeting. 
The second challenge is determining the appropriate health system level at which the data quality review should take place. One of Track20’s objectives is to routinize national-level review of data through its system of direct support to government technical staff and HMIS systems. The SS to EMU tool makes it possible for national- level actors to obtain a better understanding of routinely collected FP data quality and availability for national-level action. Moreover, the SS to EMU tool can help identify the regions where data quality is the most poor, or the FP methods where there is greatest concern between the quantity supplied and distributed. The RDQA tool can then be applied to target those regions or those indicators to look at more granular data. 
The third challenge is the limited opportunities or mechanisms for systematic translation of findings from routine data quality assurance activities to strengthening HMIS systems in a systematic way. Often these types of activities are carried out in an ad-hoc fashion or project-by-project basis because of limited foresight and coordination. 
An integrated approach attempts to solve these challenges in the following ways:
Start with a top-down (from central- to health facility-level) approach using the SS to EMU tool to improve targeting and/or prioritization of when and where a RDQA may be most useful.
Conduct RDQA(s) at a limited number of facilities (selected using purposive sampling) to understand the drivers of the data quality issues identified through the top-down approach.
Integrate feedback on these drivers to national-level stakeholders through national-level review meetings.
Improve national-level routine review systems/FP HMIS dashboards by identifying elements of the RDQA, such as data verification and cross-checks, which can be integrated into ongoing routine supervision visits, data monitoring meetings, and district-/regional level periodic coordination meetings.
Figure 2 illustrates the strengths and limitations of the individual tools and the value of taking a combined approach.
[bookmark: _Toc60237659][bookmark: _Toc60729624][image: ]Figure 2. SS to EMU and RDQA: Individual versus integrated approach 

Source: Data for Impact, 2020

[bookmark: _Toc64553772]The Process of Integration
The integration of the two processes requires the following steps:
1. Complete national- and subnational-level runs of the SS to EMU (by Ministry of Health [MOH] staff at the national level).
2. Identify the specific methods, years of HMIS data, and subnational levels that show the most “noise” in signals (SS to EMU process, conducted at the national level).
3. Use the Track20 national consensus meeting forum to get input from HMIS and program staff to identify data quality priorities for the program. 
4. Determine whether the data quality priorities can be addressed through a partial or full application of the RDQA tool. 
5. Implement the RDQA at a sample of facilities in high priority regions using program and HMIS staff focusing on priority methods. 
6. Use the results of the RDQA to provide an analysis of the common drivers of poor data quality for the priority regions and methods to the subnational and national levels. 
7. Determine how data quality checks in national systems for FP data review need to be adjusted to reflect learning from the RDQA findings (MOH program staff, HMIS staff and partners). 
The integrated approach will help users improve the following functions: 
Understandability: FP information are understandable when users from different FP institutions at any level of the health system can process and explain indicator trends and data quality.
Actionability: FP information are actionable when users from different FP institutions at any level of the health system can use information about data quality to implement actionable steps that will either maintain data quality (if data quality is found to be good), or will improve data quality (if data quality is found to be poor). 
An overview of the core methodology of these two tools helps illustrate how the integrated process accomplishes the goal of improving data quality in the context of FP.

[bookmark: _Toc64553773]The SS to EMU Methodology
The SS to EMU methodology and tool converts routinely collected and reported FP service statistics (e.g., FP commodities distributed to clients, FP visits, or FP users) into one single metric—EMU—which estimates the use of FP services in a population of women of reproductive age. The EMU is meant to approximate total contraceptive use. It is important to note that it is not a direct measure of contraceptive prevalence. However, it can help countries estimate the total volume of FP services in years between surveys, and can also be used for annual or quarterly/monthly monitoring. With the EMU, countries can use their own data to answer such questions as, “since our last survey, has our trend in contraceptive use slowed down, stayed the same, or accelerated?” and “what does that mean for our programming and investments?” 
The SS to EMU tool assists countries to review their FP service statistics data, an important step in itself, and then converts the data into the EMU, which can be compared with mCPR trends from surveys or other modeled estimates of mCPR. It should be noted that there is no expectation that the level of the EMU will compare with the mCPR; rather, it is the trends of the two indicators that provide information on changes in contraceptive use. 
[bookmark: _Toc64553774]Key Components of the SS to EMU
The SS to EMU tool has three key components: (1) data entry (described below); (2) data quality review, including (a) internal validation that reviews each type of service statistic to identify outliers, anomalies in method-specific and overall trends, and internal consistency across different types of service statistics data, and (b) external validation, which includes benchmarking against surveys and modeled estimates; and (3) decision making about the findings on quality for each type of service statistic. This step determines which type(s) of data are used going forward. These three components provide the top-down framework needed to prioritize where RDQAs are needed and why. 
[bookmark: _Toc50628520][bookmark: _Toc64553775]RDQA Methodology
The RDQA tool assesses the strengths and weaknesses of the underlying data management and reporting system for standard program-level output indicators that are collected and reported through a country’s HMIS. The tool assesses five functional areas of a data management and reporting system: (1) M&E Structure, Functions, and Capabilities; (2) Indicator Definitions and Reporting Guidelines; (3) Data Collection and Reporting Forms and Tools; (4) Data Management Processes; and (5) Use of Data for Decision Making. In addition to assessing the system, for specific data elements or indicators of interest, it also verifies the quality of reported data against data recorded in the primary source documents such as registers and client files. The secondary sources are the aggregated data into paper-based reports or electronic data system.
[bookmark: _Toc64553776]Key Components of the RDQA
The RDQA has two key components: (1) assessment of the quality of selected indicator data (i.e., data verifications) and (2) assessment of the strengths and weaknesses of the overall data management and reporting system (i.e., system assessment).
Data verifications 
This component of the RDQA tool allows users to recount indicator data for selected indicators of interest for a specified timeframe directly from source documents and conduct a quantitative comparison of recounted data to reported data. It assesses data collection and reporting accuracy, and the completeness, timeliness, and availability of data and reports at service delivery sites (i.e., health facilities) and intermediate sites (i.e., the district health management office, regional health management office). 
System assessment
This component of the RDQA tool allows the user to perform an assessment of the strengths and weaknesses of the core functional areas of a data management and reporting system. This part of the tool helps identify potential threats to data quality posed by the design and implementation of the data management and reporting system. 

[bookmark: _Toc50628521][bookmark: _Toc64553777]Who Should Use the Integrated SS to EMU and RDQA Approach?
Data managers, HMIS focal persons, and M&E specialists should use the integrated approach because they are tasked with providing and supervising high-quality data. The tool helps users select from the many data elements available in health system records to determine those that present poor quality and can be assessed at any level of data recording and aggregation.

[bookmark: _Toc50628522][bookmark: _Toc64553778]Implementation of the Integrated Approach to Data Quality Assessment
The integrated approach is intended to be conducted as part of routine FP technical working group meetings or annual national consensus meetings. This ensures that government processes and mechanisms are used. FP data quality and EMU estimates are discussed at annual consensus meetings. They provide the first step in understanding where countries may fall in the data review continuum. Technical staff in the FP program, along with their HMIS counterparts and program heads, should use the integrated approach to identify where their program sits in the continuum, and the data priorities and resources available to support the data review. Applications of the SS to EMU tool are done by national program staff, whereas RDQAs are implemented by data review teams organized to align with the schedule of planned routine HMIS supportive supervision meetings so that information obtained can be incorporated for such meetings, and also to inform national-level feedback mechanisms, including working groups at the national level.
[bookmark: _Toc50628523][bookmark: _Toc64553779]Summary of the Integrated Approach

In summary, the integrated approach first involves the application of the SS to EMU tool, and the subsequent use of the findings to geographically target where the RDQAs will take place (i.e., which regions or districts) and what indicators they will focus on. The RDQA findings are typically shared at the facility and subnational levels; however, with the integrated approach, findings will also be shared upstream with the national level during routine FP data review meetings. Through this integrated approach, the individual strengths and purpose of each individual tool are retained, while applying them in an integrated manner enables improved technical focus and resource allocation. It allows FP to benefit from the comprehensive nature of the RDQA methodology and tool, while keeping it relevant to the process and systems being used in the country. In this way, the RDQA can be leveraged more frequently and more consistently for FP, both within and across countries, where the need for improved routine data quality is critical. 

[bookmark: _Toc50628524][bookmark: _Toc64553780]How to Use the SS to EMU tool for Data Quality Desk Review
[bookmark: _Toc50628525][bookmark: _Toc64553781]1. Inputting Data 
[bookmark: _Toc64553782]Tab 1: Country and Language Setup 
[image: ]The user can select English or French. The language selection should be carefully considered based on who will be inputting and using the data, and which language will best serve the needs. Once the language is selected, it should not be changed. Changing the language selection after beginning the process can create errors. (Ref Appendix A)
[bookmark: _Toc64553783]Tab 2: Population and Prevalence
This tab will automatically populate with the most recent survey data from the Demographic and Health Survey (DHS) and Multiple Indicator Cluster Surveys (MICS), where available, and trend estimates of mCPR for Married Women (MW) and All Women (AW) from the United Nations Population Division (UNPD) World Population Prospects (WPP). There are also fields for the input of additional survey data (Performance Monitoring for Action [PMA], national, etc.) or an updated Family Planning Estimation Tool (FPET) value for each year, if the model has been run in advance of using this tool.[footnoteRef:1] These data should be reviewed and updated [image: ]if any values are missing.  [1:  The Family Planning Estimation Tool is a Bayesian hierarchical model created in partnership with the UNPD, Amherst University, and Track20 that produces annual estimates for CPR, unmet need, and demand satisfied. An innovation in the FPET is that EMU can be included in the estimation, allowing service statistics to influence these indicators in years after the most recent survey. For more information, go to http://www.track20.org/pages/track20_tools/FPET.php.] 


[bookmark: _Toc64553784]Tab 3: Service Statistics 
[image: ]There are four types of service statistics data that can be input into the SS to EMU tool to generate the EMU. They are FP commodities distributed to clients, FP commodities distributed to health facilities, FP visits, and FP users. Select the service statistics that you have available for input. 
[image: ]
[bookmark: _Toc64553785]Tab 4: FP Source – Private Sector Adjustment Set Up
[image: ]Generally, FP is provided in both the public and private sectors. However, not all private providers report to the government HMIS. The Private Sector Adjustment is intended to help account for the FP services that are being delivered through sources that are not represented in the government HMIS, based on survey data on contraceptive source and input from the tool user. The sectors are denoted as Public, Private, and Other. If the user previously indicated that the sectors report to the HMIS, they will be colored green or yellow. If the sector(s) do not report to the HMIS, it will appear grey. The colored cells can be further classified as “Yes/No/Partially” from the drop-down menu to indicate what portion of the sector(s) the user previously indicated were reporting into the HMIS. This guides the tool’s handling of the private sector adjustment. The EMU can be used without this adjustment if the intent is to monitor only public sector FP programs, or it can be adjusted to cover the full market (including the private sector) for overall monitoring.
[image: ]
[bookmark: _Toc64553786]Tab 5. Contraceptive Method Mix Set Up
Note that the “next” arrow on this page is divided into four sections. Each arrow section leads to a separate Input Tab for each service statistic data type. Click on each arrow to go to the appropriate input tab and enter data for all available data types. 
[image: ]
[bookmark: _Toc64553787]Service Statistics Input Tabs 
Each of the four types of service statistics has an Input Tab. Complete the tabs for each type of service statistic you are entering. 
[bookmark: _Toc64553788]Step 1: Enter Reporting Rates. Reporting rates are calculated by most country’s HMIS. If there is a reporting rate specifically for FP, inputs tabs use that rate. Otherwise, the overall reporting rate can be used. The reporting rate represents the annual average of the percentage of facilities that submitted a monthly report from which the service statistics are derived. A reporting rate above 80 percent is recommended to ensure confidence in the EMU as a metric for regular monitoring and as an input for the FPET. If the reporting rate is below 60 percent, it is not recommended to use the final EMU metric generated as an input into the FPET. However, regardless of what the reporting rate is, working through the data review and going through the process of using the SS_ EMU tool can provide important insights into the quality of a country’s FP data. 
For a country where the reporting rate falls between 60 percent and 80 percent, the decision about whether to use the EMU as an FPET input can be made on a case-by-case basis. In this situation, it may be helpful to consider the following: 
Are the same regions consistently reporting? 
If there are certain regions that consistently do not report, thus resulting in a reporting rate that is less than 80 percent, the data may still be usable because the bias in the service statistics should be consistent across the years. Although the EMU value may not represent a national estimate of contraceptive use because the contributions of certain regions are missing, the value should still represent a trend of what is happening at the national level. 
If there is inconsistency in which regions are reporting, with different regions failing to report in different years, the data may not be useable in the FPET because the source of bias is inconsistent across the years. Variability in which regions are included or excluded across the years may create artificial trends in the EMU, showing misleading growth or decline based on which regions are included, even if there are differential levels of use or effort in those regions. 
Is there consistency in the reporting rate? Or does it vary year to year? 
If the reporting rate is below 80 percent but is generally consistent across the years, the data may be usable in the FPET. 
If the reporting rates are inconsistent across the years, the data may not be useable in the FPET. Large changes in reporting rates between years may imply artificial growth or decline that may be an artifact of the variability in the number of facilities represented in the data. 
Inconsistency may not require the exclusion of all years of data; if reporting rates level out, the user may be able to use just those years of data for which there were consistent reporting rates. 
[bookmark: _Toc64553789]Step 2: Enter Service Statistics. The user has previously selected all types of service statistics available in the country (Tab 3 “Service Statistics Set Up” described above). This section of the tool provides space for the user to enter data for each of the selected types. 
Annual service statistics data, by method, is entered for as many years as are available (monthly and quarterly data can also be used in modified versions of the tool). 
[image: ]There is space for entering detailed method types (e.g., Depo-Provera vs. Sayana Press) if data are reported with that level of detail. If methods are not reported by specific type or if methods are grouped together (e.g., “Implants” instead of “Jadelle” and “Implanon”), the user should enter the level of detail for which the data are available. 

[bookmark: _Toc64553790]Step 3: Review Your Data. The data you enter in Step 2 will populate graphs at the bottom of the worksheet to provide a visual representation of the data entered. Review each graphic, keeping an eye out for data that seem out of place. If outliers are detected, they could signify an error in data entry or in the proper understanding of how that indicator is being reported. In other cases, anomalies may reflect real short-term changes due to certain challenges. In this case, having a dialogue between the HMIS team and program staff is helpful to identify what change in the program or environment may have resulted in the change in the data. Any dramatic changes in trends (e.g., growth of >150% or decline of > 25% over one year) or outliers (e.g., input values that are more than two standard deviations from the average) will be automatically flagged in the comment boxes below each graphic to prompt the user to add notes to document the reason for any unexpected data. In the sample commodity to client input graphs below, the IUD graph will be flagged for dramatic increases and decreases due to the jump in 2016. The user is prompted to provide an explanation for the data anomaly, which may require additional investigation. Note that the condom data with a steadier trend is not flagged for comment.
Some questions to consider as you review the data: 
How are these trends being influenced by reporting rates? Should some years be excluded for having low or inconsistent reporting rates? 
Do trends look consistent with your understanding of current programs in FP? 
If declines in a given method are seen, are they consistent with changes in method availability, distribution, and your understanding of trends in method choice? 
If dramatic growth in a given method is seen, is this attributable to the introduction of a new method or new or expanded efforts to socialize that method? Or might it be attributable to changes in the reporting system/incentives? 
Are declines in one method accompanied by growth in another method, indicating women switching between methods? 
[image: ]Are there any outlying values (i.e., very high or very low compared with the overall trend for the method)? If so, could this be a data quality issue?
[bookmark: _Toc50628526][bookmark: _Toc64553791]2. Reviewing Outputs 
Review each Service Statistic Output Tab for unexpected data points. Once the data are entered in the relevant service statistics Input Tabs, review the associated Outputs Tabs. The Output Tab shows the EMU by method and modern method mix calculated from the service data you entered. These data appear at the bottom of the page. 
[bookmark: _Toc61369873][bookmark: _Toc64553792][image: ]Step 1. Assess how the private sector adjustment affects your outputs. Previously, in the FP Source Set Up tab, a private sector adjustment was applied to help account for services provided by the private sector that are not included in your data. In this step, review the graphs and compare the adjusted and unadjusted estimates of users to determine whether the private sector adjustment is improving the estimates. Do adjusted or unadjusted values align better with the UNPD trend and method mix from surveys? The private sector adjustment can be revisited at this time if it appears to be distorting the estimates of users. To make changes to the adjustment factor, return to Tab 4, step 3. 

[bookmark: _Toc61369874][bookmark: _Toc64553793]Step 2. Review trends and comparability of the service statistics to survey data. Use the graphs to make a visual comparison. The user can provide any observation notes in the yellow boxes that appear below each graph. When reviewing, keep in mind the following: 
How do the trends in use by method look? Are specific methods increasing/decreasing? If so, is this consistent with your understanding of what is actually happening? 
How does the method mix look? Is the most common method based on service statistics consistent with the most common method captured in surveys? Is it consistent with what is understood about contraceptive use in the country/region? 
How do the service statistics and survey data differ? 
Why do you think they differ? If so, can you explain the difference? 
In cases where the actual data points are different, are the trends still similar? 
How does the overall trend from the EMU compare with the trends from surveys (if available) or from the UNPD FPET? 
Consider the growth rates—is the growth rate from your EMU higher or lower than that of surveys or modeled estimates? Does the growth rate seem feasible? How does it compare with and without condoms? 

[image: ]
[bookmark: _Toc61369875][bookmark: _Toc64553794]Step 3: Confirm the exclusion of condom data from the EMU calculation. The default setting of the tool is to automatically exclude service statistics data on condoms from the EMU calculation. These data are excluded because there are several factors that impact the accuracy of capturing condom distribution as a FP method used. For example: 
Condoms are distributed for other uses besides FP, such as the prevention of HIV or other sexually transmitted infections. 
In some countries, the method of collecting the number of condoms distributed varies from other methods. For example, once a condom box is opened and left in the facility, the entire number of condoms in the box is counted as having been distributed. 
A condom distributed may not always guarantee that the condom is used. Because a condom is used by the client at the time of sex, outside a clinic setting, there is no way to ensure that every condom distributed is used. Clients may take more condoms than needed, they may expire before the client has an occasion to use them, etc. 
Exclusion of condom data is the default setting because in most countries, condoms do not make up a significant enough share of the method mix to justify including these data. However, in countries where condoms do make up a significant proportion of the method mix, the user may change the default setting to include condom data. There are several graphs in the output tab that can help the user determine how including or excluding condom data will impact the results so that a final decision can be made. Graphs in the output tab show trends and growth rates with and without condoms, and graphs showing the scale of estimated users by method can help the user consider whether condom use is being reasonably estimated (compared with surveys) or whether condom use is being significantly overestimated, which is generally the concern. In most cases, the recommendation is to keep the default setting and to exclude condom data. 
After Step 3, the user can move on to enter additional service statistics data types or continue to the final EMU output review. 
[bookmark: _Toc50628527][bookmark: _Toc64553795]3. Final Review of the EMU Output 
In the Final EMU output tab, the user can compare the results from the different types of service statistics data entered and assess which would best inform regular program monitoring and be appropriate as an FPET input. Many of the same graphs shown on the individual output tabs are displayed in the Final EMU output tab, but may be projected further out in time and integrated with other data types to provide a more complete picture. 
[bookmark: _Toc64553796][bookmark: _Toc61369877]Step 1. Review the graphs. For each graph, the user should consider whether the data look accurate enough to be used, and if so, which data type looks best? Some guiding questions for each graph include: 
Comparing EMUs and mCPR: 
Which data trend is most consistent with your survey and FPET trends? 
Which data type produced the cleanest trend (least “noise”)? 
Is one data type typically viewed as more reliable by the government? Does this preferred data type have the cleanest trend? How does this compare to the other types of data? 
How does the annual average percentage point growth compare between the EMU and mCPR?
Which data type's average annual growth is most consistent with the FPET and survey results? 
[image: ]Do any data types have excessively high growth rates? 
Comparing Users by Method 
Which data type's method users are most consistent with survey results? 
Do any data types have inconsistent or unexpected distributions of users by method? 
Comparing Reporting Rates 
Which data type's reporting rates are highest and most consistent over time? 
Do any data types have especially low or variable reporting rates? 
[bookmark: _Toc61369878][bookmark: _Toc64553797]Step 2. Making your final decision on which service statistic EMU to use for program monitoring and as the FPET input. 
Which data type had a trend up to the last survey most consistent with the FPET and surveys? 
Which data type has an annual growth rate most consistent with the FPET and surveys? 
Which data type has the highest and most consistent reporting rates? 
Which data type has a trend after the last survey that best reflects current efforts in FP? What, if anything, has changed in the FP program following the last survey? 
[bookmark: _Toc64553798][bookmark: _Toc61369879]Results: Trends in Users by Method. The graphic will show the trends in users by method based on the data source you selected. Use the drop-down menu to select different method types.

[bookmark: _Toc50628528][bookmark: _Toc64553799]How to Use the RDQA Tool for Site-Level Data Quality Assessment: Data Verification
[bookmark: _Toc50628529][bookmark: _Toc64553800]Selecting the Indicators/Data Elements
With the integrated approach, as described above, the SS to EMU tool is used to review FP indicators, and identify indicator trends that show inconsistencies and the regions that indicate the most data quality challenges, before applying the RDQA tool. This process helps determine which indicators (or data elements) to target and which regions to select for the RDQA. The exact number of subnational units (e.g., regions and districts) and facilities that are selected depends on the resources and funding available; however, assessors have an option of either drawing a sample of facilities from selected regions and districts or, if funding is not an issue, conducting a more extensive assessment with a large or complete sample. 
Once the FP data elements that will be assessed, and the geographic coverage of the RDQA in terms of the regions, districts, and facilities that will be visited are determined, the third variable to be decided is the time period for which the data will be assessed. For example, if data are reported every six months, the period of review for the RDQA could be the past six-month reporting period. (Appendix B)
[bookmark: _Toc50628530][bookmark: _Toc64553801]Selecting the Health System Data Management Levels
Many countries use a web-based HMIS data management system, such as the DHIS2, for inputting and storing health facility-level data. Data are typically entered at the district level and, increasingly, at the health facility level. The data management levels at which the RDQA will be administered is based on the level at which data are entered into the web-based system:
Health facility sites compile monthly aggregate reports and send them to the district health office where the aggregate facility reports are entered into the web-based data management system. In this scenario, the data flow and quality verification will include only the district and health facility levels. 
Health facility sites compile monthly aggregate reports and enter the data directly into the web-based data management system at the health facility level. In this scenario, data quality verification will take place only at the health facility level. 
Health facility sites compile monthly aggregate reports and send them to the district health office. The district office then produces an aggregate district report, containing data from all health facilities in the catchment area, which are entered into a standalone electronic system. The district sends the district aggregate report to the next level of the health system (i.e., region) through email or other modality. Reports are aggregated at the regional level and then sent to the national level. In this scenario, data quality verification will take place at the health facility, district, regional, and national levels.
[bookmark: _Toc50628531][bookmark: _Toc64553802]Sampling Sites
A typical RDQA application calls for random sampling to select a representative sample of sites (i.e., health facilities and districts) whose data are indicative of data quality issues for the entire program. (Appendix C provides instructions on how to sample sites using two-stage cluster sampling.) However, the integrated approach allows the FP program to use the SS to EMU process to target the RDQA based on what the SS to EMU tool application reveals about the subnational levels and FP methods with the greatest need for onsite review. 
[bookmark: _Toc50628532][bookmark: _Toc64553803]Site Data Quality Verification
At each site, you will need to collect data using the RDQA tool. If you have a team that is visiting multiple sites simultaneously, you can use multiple workbooks to collect data simultaneously and compile the data in one workbook when the site visits are completed.
A) [bookmark: _Toc50628533][bookmark: _Toc64553804]Setting Up Your Workbook
Using the drop down lists on the START page of the RDQA workbook, select the appropriate number of regional, district, and service delivery sites (i.e., health facilities) for onsite review. 
[image: ]




The appropriate number of worksheets will automatically appear in the RDQA workbook (up to four regions, eight districts, and 24 service delivery sites).
B) [bookmark: _Toc50628534][bookmark: _Toc64553805]Data Collection Forms
The main “data collection” sheets of the RDQA tool are the service delivery site, district and regional aggregation sites, and national M&E unit sheets. Each sheet contains two parts for data collection: (1) data verifications and (2) system assessment.
When you are conducting an RDQA, you may be completing the full tool OR only the data verifications, if the tool is being used for routine monitoring of data quality. 
C) [bookmark: _Toc50628535][bookmark: _Toc64553806]Data Verifications at Service Delivery Sites
At the service delivery level, Part 1: Data Verification of the RQDA Excel protocol has three sub-parts: 
Documentation Review
Recounting Reported Results
Cross-check Reported Results with Other Data Sources


Documentation Review
For each indicator selected for the RDQA, review the availability and completeness of indicator source documents for the selected reporting period. Select “Yes” (available and complete) or “No” (not available and/or complete) for each indicator, following the data collection form.
When data are not available and/or incomplete, note in the comments what was unavailable or incomplete in the cells at the right of the form (not pictured here).
[image: ]

Recounting Reported Results
[image: ]For each indicator selected for the RDQA, recount results from source documents and compare the verified (i.e., recounted) numbers with the site reported numbers. Explain any discrepancies in the comments at right on the form (not pictured here).

Cross-Check Reported Results with Other Data Sources 
When collecting your data at the service delivery site level, you will be asked to cross-check your results with other available data. This should include the following three cross-checks:
Primary source to secondary source
Secondary source to primary source (or a different primary to secondary source)
Commodities management systems
Each of the three cross-checks can be captured on the data collection form for individual service delivery sites. Cross-checks can be performed by examining separate inventory records documenting the quantities of pills, injectables, IUDs, and condoms purchased and delivered during the reporting period to see whether these numbers corroborate the reported results. 
You can include additional cross-checks at your discretion. For example, cross-checks could include randomly selecting 20 FP client dossiers and verifying whether these FP clients were recorded in the unit pharmacy register. 
[image: ]To the extent relevant, the cross-checks should be performed in both directions; for example, from FP client dossiers to the register and from the register to the client dossiers.


D) [bookmark: _Toc50628536][bookmark: _Toc64553807]Data Verifications at the District/Regional Aggregation Sites and National M&E Unit
At the district and regional levels, and at the national M&E unit level, your focus is on the accuracy of the reporting. Your source documents for data verifications at these aggregation levels are the reports from the service delivery sites in that district, the reports from the districts in the region, and the reports from the regions to the National M&E Unit. 
At the aggregation sites, Part 1: Data Verification of the RQDA Excel protocol has two sub-parts. Each part requires a review of the source documents. Percentage calculations for scores are done automatically by the tool.
Recounting Reported Results
Recount results from the routine (i.e., monthly) reports sent from service delivery sites to the district level and compare them with the aggregate value reported by the district. Explain any discrepancies.
[image: ]
Reporting Performance
[image: ]Review the availability, completeness, and timeliness of reports from all service delivery sites. How many reports should there have been for the period of review? How many reports were available? Were they received on time? Were they complete?

[bookmark: _Toc50628537][bookmark: _Toc64553808]Data Quality Analysis 
Once the data have been entered, the RDQA generates data visuals, such as graphs and summary tables, for review and interpretation.
Across the levels of the system, there are two key metrics you should know how to interpret and use as you analyze your results and use them to create action plans for system strengthening. These two metrics follow.
Verification Factor 
What it is: The verification factor (VF) is the key metric for assessing the accuracy of the reported data. It is derived by comparing the reported data to the source data (i.e., the data recorded in the register or other HMIS records at the service delivery point).
Scoring scale: Scale: +/- 100 percent
What the scores mean: Values < (less than) 100 percent: Signify overreporting, (i.e., recounted data from the primary source document are lower than the reported value). 
This means that the report says there were more services delivered than the source document shows.
100%: Perfect accuracy (exact match of recounted to reported). 
Values > (greater than) 100 percent: Signify underreporting (i.e., recounted data from the primary source document are higher than the reported value). 
This means that the report says there were fewer services delivered than the source document shows.
Acceptable values: For the purposes of the RDQA, a VF between 90 percent and 110 percent is considered acceptable (within a 10% range of a perfect match). Some countries or programs can decide on 95 percent to 105 percent (within a 5% range of acceptability).
Where you will see it in the results: Dashboards for the individual sites and the summary dashboard will have a bar chart of the VFs for each indicator on the chart titled “Data Verifications.” Bars that fall outside the interval of 90 percent to 110 percent indicate that the site is over- or underreporting. 
Cross-Check Results	
What it is: Cross-checks compare a subset of units in the source data to a secondary source. The value reported for the cross-check indicates the percentage of the source records you selected that were also reported in the comparison document.
Scoring scale: Scale: 0 percent to 100 percent
What the scores mean: The lower the value, the fewer the source records that also appeared in a second data source. 
If you conduct the cross-checks with approximately 5 percent of your source records and the cross-check value is less than 90 percent (more than 1 in 10 records were missing in your secondary document), select another approximately 5 percent or 10 records (whichever is greater) to add to your sample.
Where you will see it in the results: The cross-checks are an additional means of assessing data quality at the service delivery point. They are included in the individual and aggregate dashboards for the service delivery sites.
Results Display
[image: ]The bar chart on the upper right shows the quantitative data generated from the data verifications; they can be used to plan for data quality improvement.

Summary Tables
To simplify the process of reviewing feedback from various sites or at various levels, the latest version of the RDQA tool has been updated to include worksheets with tables that automatically populate with the comments and remarks about the responses to the RDQA questions.
Data verification results are summarized in the Quantitative Comments for the Regional, District, and Facility level sheets. Here you can view the results of the Documentation Review, Recounting Reported Results, the three Cross-Checks, and Reporting Performance. Each row provides data for one service delivery site or district/region (depending on which sheet you are reviewing).
[image: ]



[bookmark: _Toc64553809]Conclusion
The integrated approach to data quality will allow users to identify indicators that have data quality issues with the use of the SS to EMU tool during a desk review meeting. The indicators with data quality issues will require further investigations and thus the RDQA data verification components will help to assess the data accuracy, report completeness, and timeliness. 
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[bookmark: _Toc50628538][bookmark: _Toc64553811]Appendix A. SS to EMU Tool
	 
	Set Up : Language and Country Information
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	1
	Select the Language
	[bookmark: RANGE!C4]English
	Select from the dropdown list
	
	
	
	

	
	
	
	
	
	
	
	
	

	2
	Select the Country
	[bookmark: RANGE!C6] 
	Select from the dropdown list
	
	
	
	

	
	
	
	
	
	
	
	
	

	3
	Are you using national or subnational data?
	National
	
	
	

	
	
	
	
	
	
	
	
	

	4
	Does your family planning data include all women or only married women?
	 
	Select "All Women" unless your family planning program exclusively serves married women. 
	
	

	
	
	
	
	
	
	
	
	

	5
	What is the most recent year for which you have complete service statistics data?
	 
	
	
 
	
	
	
	

	
	

	
	
	
	

	
	
	
	
	
	

	
	Set up: Enter Background Data - Population and Prevalence

	
	
	Review data and add any missing surveys or data points:
	DHS
	MICS
	PMA
	 
	UNPD*

	
	
	 
	Population: Married Women of Reproductive Age
	mCPR (MW): DHS
	mCPR (AW): DHS
	mCPR (MW): MICS
	mCPR (AW): MICS
	mCPR (MW): PMA
	mCPR (AW): PMA
	 
	 
	mCPR (MW): UNPD*
	mCPR (AW): UNPD*

	
	
	2005
	#N/A
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	

	
	
	Source for pop, if changed: 
	 
	
	
	



* UNPD estimates are sourced from Estimates and Projections of Family Planning Indicators 2020.


	

	Note - If unedited, population data are sourced from UNPD's World Population Prospects 2019
	

	Set up: Select the types of service statistics data you have available and enter information about those data 

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Contraceptive Commodities
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Contraceptive commodities distributed to clients
	 
	 
	 
	 
	
	Contraceptive commodities distributed to facilities
	 
	 
	 
	 
	

	Do you have data on contraceptive commodities?
	 
	
	
	
	
	
	Do you have data on contraceptive commodities?
	 
	
	
	
	
	

	Source:
	 
	(HMIS, DHIS2, LMIS)
	
	
	
	Source:
	 
	(HMIS, DHIS2, LMIS)
	
	
	

	First year of data available:
	 
	
	
	
	
	
	First year of data available:
	 
	
	
	
	
	

	Most recent full year of data available:
	 
	
	
	
	
	
	Most recent full year of data available:
	 
	
	
	
	
	

	What sectors are reporting?
	 
	select from the dropdown list
	
	
	What sectors are reporting?
	 
	select from the dropdown list
	
	




	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FP Visits and Users
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FP Visits
	 
	 
	 
	 
	 
	
	FP Users
	 
	 
	 
	 
	 
	 
	

	Do you have data on FP visits?
	 
	
	
	
	
	
	Do you have data on FP users?
	 
	
	
	
	
	

	Source:
	 
	(HMIS, DHIS2, LMIS)
	
	
	
	Source:
	 
	(HMIS, DHIS2, LMIS)
	
	
	

	First year of data available:
	 
	
	
	
	
	
	First year of data available:
	 
	
	
	
	
	

	Most recent full year of data available:
	 
	
	
	
	
	
	Most recent full year of data available:
	 
	
	
	
	
	

	What sectors are reporting?
	 
	select from the dropdown list
	
	
	What sectors are reporting?
	 
	select from the dropdown list
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



	
Long-Acting Methods: Introduced or Scaled Up?

	
	
	
	
	
	
	
	
	
	
	
	
	

	NOTE below any methods INTRODUCED/SCALED UP in the FIRST YEAR of data available for each data type and method.

	To more accurately estimate users of long-acting methods, you need to account for women who received their method before the first year of data available. To help estimate the number of users of long-acting methods who received their method before the first year of data, please note below any methods that were newly introduced or undergoing substantial scale-up in the FIRST YEAR of data available, by data type and method. If methods were NOT newly introduced or scaling up in the first year of data, leave the cells BLANK.   

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Contraceptive commodities distributed to clients
	Contraceptive commodities distributed to facilities
	FP Visits
	
	

	
	First year of data available:
	N/A
	N/A
	N/A
	
	

	Sterilization
	Tubal Ligation (F)
	 
	 
	 
	 
	
	

	 
	Vasectomy (M)
	 
	 
	 
	 
	
	

	IUD
	Copper- T 380-A IUD
	 
	 
	 
	 
	
	

	 
	LNG-IUS
	 
	 
	 
	 
	
	

	Implant
	Implanon
	 
	 
	 
	 
	
	

	 
	Jadelle
	 
	 
	 
	 
	
	

	 
	Sino-Implant
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Sources of Contraceptives 

	
	
	
	
	
	
	
	
	
	
	
	
	

	List the primary sources of contraceptives in your country. Then enter the sector of each source and select whether that source is represented in your data. 

	
	
	
	
	
	
	
	
	
	
	
	
	

	Below please enter all the sources/providers that people use to access contraceptives in your country (e.g., public hospitals, public clinics, community health centers, private doctors, private pharmacies). Then enter the sector of that source (public, private, other) and indicate whether that source reports to your data system or is represented in the data you have to analyze. 




	
	
	
	
	
	
	
	
	
	
	
	
	

	Source 
	Sector
	Included in your data?

	
	
	Contraceptive commodities distributed to clients
	Contraceptive commodities distributed to facilities
	FP Visits
	FP Users

	(e.g., community health center)
	(e.g., public or private)
	Yes? No? Partially?

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Country :
	0
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
Source : 
	No DHS available - replace with your own data, if available
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	




	Step 1 of 3
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Method
	Public Sector
	Private Medical Sector
	Other Source
	
	
	
	
	
	

	
	Govern-ment Health Facilities and Home/
Community Delivery
	NGO
	Private Hospital/ Clinic Delivery
	Pharmacy
	Shop/ Church/ Friend
	Other
	
	
	
	
	
	

	Long- Acting and Perma-nent Methods
	Sterilization (F)
	
	
	
	
	
	
	
	
	
	
	
	

	
	Sterilization (M)
	
	
	
	
	
	
	
	
	
	
	
	

	
	IUD
	
	
	
	
	
	
	
	
	
	
	
	

	
	Implant
	
	
	
	
	
	
	
	
	
	
	
	

	Short-Term Methods
	Injectable
	
	
	
	
	
	
	
	
	
	
	
	

	
	Pill
	
	
	
	
	
	
	
	
	
	
	
	

	
	Condom (M)
	
	
	
	
	
	
	
	
	
	
	
	

	
	Condom (F)
	
	
	
	
	
	
	
	
	
	
	
	

	
	Other Modern Methods
	
	
	
	
	
	
	
	
	
	
	
	

	
	Emergency contra-ception
	
	
	
	
	
	
	
	
	
	
	
	




	Step 2 of 3: What sectors are reporting in your data?
	 
	 
	 
	 

	Based on what you entered on the previous sheet, in your summary of FP Sources, review the table below and select from the dropdown menu to indicate which sectors are included in the service statistics data you have on hand. 

	
	
	
	
	
	
	
	
	

	Data Type
	Sectors Reporting
	Public Sector
	Private Medical Sector
	Other Source
	

	
	
	Government Health Facilities and Home/Community Delivery
	NGO
	Private Hospital/ Clinic Delivery
	Pharmacy
	Shop/ Church/ Friend
	Other
	

	Contraceptive commodities distributed to clients
	N/A
	 
	 
	 
	 
	 
	 
	

	Contraceptive commodities distributed to facilities
	N/A
	 
	 
	 
	 
	 
	 
	

	FP Visits
	N/A
	 
	 
	 
	 
	 
	 
	

	FP Users
	N/A
	 
	 
	 
	 
	 
	 
	





	Step 3 of 3: Review Your Adjustment Factor
	 
	 

	In the table below, for each type of data available, the value represents the adjustment factor that will be multiplied by your FP Commodity/Visits/Users data to inflate the values to represent the full market (ALL public and private FP provision).
If the value in the table is 1.00, then it is assumed that your data represent ALL of that FP method provided in the country (based on the data from the DHS and your answers above). 
If the value in the table is greater than 1.00, it is assumed that your data DOES NOT represent all of that type of commodity/service provided in the country. Your data will be multiplied by that value to estimate the total number of that FP method provided in both the public and private sectors in the country. 

	Method
	Contraceptive commodities distributed to clients
	Contraceptive commodities distributed to facilities
	FP Visits
	FP Users

	Long-Acting and Permanent Methods
	Sterilization (F)
	n/a
	n/a
	n/a
	n/a

	
	Sterilization (M)
	n/a
	n/a
	n/a
	n/a

	
	IUD
	n/a
	n/a
	n/a
	n/a

	
	Implant
	n/a
	n/a
	n/a
	n/a

	Short-Term Methods
	Injectable
	n/a
	n/a
	n/a
	n/a

	
	Pill
	n/a
	n/a
	n/a
	n/a

	
	Condom (M)
	n/a
	n/a
	n/a
	n/a

	
	Condom (F)
	n/a
	n/a
	n/a
	n/a

	
	Other Modern Methods
	n/a
	n/a
	n/a
	n/a

	
	Emergency Contraception
	n/a
	n/a
	n/a
	n/a

	* You may choose to adjust condom data to account for private sector provision; however, it is recommended to leave the condom values unadjusted to avoid overestimating condom use. Selecting "adjusted" from the dropdown list to the right will adjust your condom estimates to account for the private sector. 

	You are inflating by a factor of 2 or more to account for the private sector. 

	You are inflating by a factor of 10 or more to account for the private sector





	Set Up : Contraceptive Method Mix
	 
	 
	 
	 
	0 : National

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Data on the mix of modern contraceptive methods will be pre-populated from the latest survey available since the 2018 FP2020 report. If a more recent survey is available, you can select "yes" in step 2, then enter the prevalence, by method, in the yellow cells on the right. The modern method mix will be calculated in the left-hand column and shown in the graph. 

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1
	Most recent source of national method mix preloaded is
	#N/A
	
	3
	
	Modern Contraceptive Method Mix
	N/A
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Is there a better or more recent source you would like to use?
	No
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	Input: Contraceptive Commodities Distributed to Clients

	0 : National
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	STEP 1 of 3. ENTER REPORTING RATES FOR THE REPORTING FORM USED FOR THIS TYPE OF DATA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Enter the reporting rates for the form used to report this type of FP data for each year of data you have available. Review whether reporting rates are high enough and consistent enough to use the data. 
	
	
	
	
	
	
	
	

	
	
	
	
	COMPLETE REPORTING RATES
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	Reporting Rates
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	Reporting rates should be above 80% to use data in the FPET. If rates are between 60% and 80%, please discuss with a Track20 Team Member.
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	




	STEP 2 of 3. ENTER COMMODITIES DATA
	 

	
	Enter the annual commodities figures by method in the table below for whichever methods are used in your country. Enter data for each year.




	
	
	
	Contraceptive commodities distributed to clients

	METHOD
	CYP FACTOR
	UNITS
	0
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Long-Acting and Permanent Methods 
	

	Sterili-zation
	Tubal Ligation (F)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vasectomy (M)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	IUD
	Copper- T 380-A IUD
	4.6
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	LNG-IUS
	3.3
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Implant
	Implanon
	2.5
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Jadelle
	3.8
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sino-Implant
	3.2
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 
	

	Short-Term Methods 
 

	Injec-table
	Depo Provera (DMPA)
	4
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Noristerat (NET-En)
	6
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Lunelle
	13
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sayana Press
	4
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other Injectable
	4
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Pill
	Combined Oral (COC)
	15
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Progestin only (POP)
	15
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other OC Pill
	15
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Con-dom
	Male Condom
	120
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Female Condom
	120
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Other Mod-ern Met-hods
	LAM
	4
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	SDM (Standard Days)
	1.5
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vaginal barrier
	1
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Spermicides
	120
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Emer-gency Con-tracep-tion
	EC
	20
	per user per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Total CYPs
 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	





	STEP 3 of 3: REVIEW YOUR DATA
	 
	 
	 
	 
	 
	 

	Review the graphs below showing the data you entered above. Keep an eye out for any anomalies that might indicate errors. Once you have validated the data, click the arrow to take you to review your outputs. 
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	Input: FP Visits
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	STEP 1 of 3. ENTER REPORTING RATES FOR THE REPORTING FORM USED FOR THIS TYPE OF DATA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Enter the reporting rates for the form used to report this type of FP data for each year of data you have available. Review whether reporting rates are high enough and consistent enough to use the data. 
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	Reporting Rates
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Reporting rates should be above 80% to use data in the FPET. If rates are between 60% and 80%, please discuss with a Track20 Team Member.
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	STEP 2 of 3. ENTER VISITS DATA
	 
	

	Enter the annual FP visits figures by method in the table below for whichever methods are used in your country. Enter data for each year.
	
	
	
	
	
	
	
	
	
	
	
	
	

	FP Visits

	METHOD
	CYP FACTOR
	UNITS
	0
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Long-Acting and Permanent Methods
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Sterilization
	Tubal Ligation (F)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vasectomy (M)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	IUD
	Copper- T 380-A IUD
	4.6
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	LNG-IUS
	3.3
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Implant
	Implanon
	2.5
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Jadelle
	3.8
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sino-Implant
	3.2
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 
	

	Short-Term Methods
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Injectable
	Depo Provera (DMPA)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Noristerat (NET-En)
	6
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Lunelle
	13
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sayana Press
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other Injectable
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Pill
	Combined Oral (COC)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Progestin only (POP)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other OC Pill
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Condom
	Male Condom
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Female Condom
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Other Modern Methods
	LAM
	4
	consultation per user
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	SDM (Standard Days)
	1
	consultation per user
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vaginal barrier
	1
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Spermicides
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Emergency Contraception
	EC
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Total CYPs
	 
	 
	 
	0 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	



	STEP 3 of 3: REVIEW YOUR DATA
	 

	Review the graphs below showing the data you entered above. Keep an eye out for any anomalies that might indicator errors. Once you have validated the data, click the arrow to take you to review your outputs. 
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	STEP 1 of 3. ENTER REPORTING RATES FOR THE REPORTING FORM USED FOR THIS TYPE OF DATA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Enter the reporting rates for the form used to report this type of FP data for each year of data you have available. Review whether reporting rates are high enough and consistent enough to use the data. 
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	Reporting rates should be above 80% to use data in the FPET. If rates are between 60% and 80%, please discuss with a Track20 Team Member.
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	STEP 2 of 3. ENTER USERS DATA
	 
	

	Enter the annual FP visits figures by method in the table below for whichever methods are used in your country. Enter data for each year.
	
	
	
	
	
	
	
	
	
	
	
	
	

	FP Visits

	METHOD
	CYP FACTOR
	UNITS
	0
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Long-Acting and Permanent Methods
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Sterilization
	Tubal Ligation (F)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vasectomy (M)
	10
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	IUD
	Copper- T 380-A IUD
	4.6
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	LNG-IUS
	3.3
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Implant
	Implanon
	2.5
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Jadelle
	3.8
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sino-Implant
	3.2
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 
	

	Short-Term Methods
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Injectable
	Depo Provera (DMPA)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Noristerat (NET-En)
	6
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Lunelle
	13
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Sayana Press
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other Injectable
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Pill
	Combined Oral (COC)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Progestin only (POP)
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Other OC Pill
	4
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Condom
	Male Condom
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Female Condom
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Other Modern Methods
	LAM
	4
	consultation per user
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	SDM (Standard Days)
	1
	consultation per user
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Vaginal barrier
	1
	years of protection
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	Spermicides
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Emergency Contraception
	EC
	12
	visits per year
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Total CYPs
	 
	 
	 
	0 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	



	STEP 3 of 3: REVIEW YOUR DATA
	 

	Review the graphs below showing the data you entered above. Keep an eye out for any anomalies that might indicator errors. Once you have validated the data, click the arrow to take you to review your outputs. 
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[bookmark: _Toc50628539][bookmark: _Toc64553812]Appendix B. RDQA Data Verification
	Data Verification and System Assessment Sheet - Service Delivery Point 

	Service Delivery Point/Organization:
	-

	Region and District:
	-

	Indicator Reviewed:
	-

	Date of Review:
	-

	Reporting Period Verified:
	-

	Component of the M&E System 
	Answer Codes: Yes - completely
Partly
No - not at all     N/A
	REVIEWER COMMENTS 
(Please provide detail for each response not coded "Yes – Completely." Detailed responses will help guide strengthening measures.)

	Part 1: Data Verifications

	A - Documentation Review:

	 
	Review availability and completeness of all indicator source documents for the selected reporting period.
	 

	1
	Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?
	 
	 

	
	If yes, determine how this might have affected reported numbers.
	 
	 

	2
	Are all available source documents complete?
	 
	 

	
	If no, determine how this might have affected reported numbers.
	 
	 

	3
	Review the dates on the source documents. Do all dates fall within the reporting period?
	 
	 

	
	If no, determine how this might have affected reported numbers.
	 
	 

	B - Recounting Reported Results: 

	 
	Recount results from source documents, compare the verified numbers with the site reported numbers and explain discrepancies (if any).
	 

	4
	Recount the number of people, cases, or events during the reporting period by reviewing the source documents. [A]
	 
	 

	5
	Enter the number of people, cases, or events reported by the site during the reporting period from the site summary report. [B]
	 
	 

	6
	Calculate the ratio of recounted to reported numbers. [A/B]
	-
	 

	7
	What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)? 
	 
	 

	C - Cross-Check Reported Results with Other Data Sources:

	Cross-checks can be performed by examining separate inventory records documenting the quantities of family planning commodities and contraceptives purchased and delivered during the reporting period to see if these numbers corroborate the reported results. Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory, or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

	8
	List the documents used for performing the cross-checks.
	 
	 

	9
	Describe the cross-checks performed?
	 
	 

	10
	What are the reasons for the discrepancy (if any) observed?
	 
	 

	 
	 
	 
	 
	 
	 



	Data Verification and System Assessment Sheet – District - Regional Site

	Regional Site/Organization:
	-

	Region: 
	-

	Indicator Reviewed:
	-

	Date of Review:
	-

	Reporting Period Verified:
	-

	Component of the M&E System 
	Answer Codes: Yes - completely
Partly
No - not at all       N/A
	REVIEWER COMMENTS


	Part 1: Data Verifications

	A - Recounting Reported Results:

	Recount results from the periodic reports sent from the districts to the region and compare with the value reported by the region. Explain discrepancies (if any).
	 

	1
	Reaggregate the numbers from the reports received from all service delivery points. What is the reaggregated number? [A]
	 
	 

	2
	What aggregated result was contained in the summary report prepared by the intermediate aggregation site (and submitted to the next reporting level)? [B]
	 
	 

	3
	Calculate the ratio of recounted to reported numbers. [A/B]
	-
	 

	4
	What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)? 
	 
	 

	B - Reporting Performance: 

	Review availability, completeness, and timeliness of reports from all districts in the region. How many reports should there have been from all districts? How many are there? Were they received on time? Are they complete?
	 

	5
	How many reports should there have been from all districts? [A]
	 
	 

	6
	How many reports are there? [B]
	 
	 

	7
	Calculate % Available Reports [B/A]
	-
	 

	8
	Check the dates on the reports received. How many reports were received on time? (i.e., received by the due date). [C]
	 
	 

	9
	Calculate % On Time Reports [C/A]
	-
	 

	10
	How many reports were complete? (i.e., complete means that the report contained all the required indicator data*). [D] 
	 
	 

	11
	Calculate % Complete Reports [D/A]
	-
	 




		

[bookmark: _Toc50628540][bookmark: _Toc64553813]Appendix C. Instructions for Sampling Sites Using Two-Stage Cluster Sampling
1. Determine the number of clusters and sites: The assessment team should work with relevant stakeholders (National FP Program, MOH, Strategic Information (SI) Team, National M&E Unit, etc.) to determine the number of clusters and sites within clusters. The appropriate number of sites and clusters depends on the objectives of the assessment; precise estimates of data quality require a large number of clusters and sites. It is often not necessary to have a statistically robust estimate of accuracy. That is, it is sufficient to have a reasonable estimate of the accuracy of reporting to direct system strengthening measures and build capacity. A reasonable estimate requires far fewer sites and is more practical in terms of resource use. Generally, 12 sites sampled from within four clusters (three sites each) are sufficient to gain an understanding of the quality of the data and the corrective measures required.
2. More than one intermediate level: In the event there is more than one intermediate aggregation level (i.e., the data flow from district to region before going to the national level), a three-stage cluster sample should be drawn. That is, two regions should be sampled and then two districts sampled from each region (four total districts). 
3. No intermediate level: If the data are reported directly from the service delivery point to the national level (i.e., there is no intermediate aggregation site), the site selection will be conducted as above (cluster sampling with the district as the primary sampling unit), but the data will not be reviewed for the intermediate level and results from service delivery sites will be aggregated to derive the national total.
4. Prepare the sampling frame: The first step in the selection of clusters for the assessment will be to prepare a sampling frame, or a listing of all districts (or clusters) where the activity is being conducted (e.g., districts with FP sites). The methodology calls for selecting clusters proportionate to size, (i.e., the volume of service). It is often helpful to expand the sampling frame so that each cluster is listed proportionate to the size of the program in the cluster. For example, if a given cluster is responsible for 15 percent of the clients served, that cluster should comprise 15 percent of the elements in the sampling frame. Be careful not to order the sampling frame in a way that will bias the selection of the clusters. Ordering the clusters can introduce periodicity (e.g., every third district is rural). Ordering alphabetically is generally a harmless way of ordering the clusters. 
5. Calculate the sampling interval: The sampling interval is obtained by dividing the number of elements in the sampling frame by the number of elements to be sampled. Using a random number table or similar method, randomly choose a starting point on the sampling frame. This is the first sampled district. Then proceed through the sampling frame selecting districts that coincide with multiples of the sample interval. The starting number + sampling interval = second cluster. The starting number + 2 (sampling interval) = third cluster, etc.
6. Stratify the service delivery points: Order the service delivery points in each of the sampled districts by the volume of service, (i.e., the value of the indicator for the reporting period being assessed). Divide the list into strata according to the number of sites to be selected. If possible, select an equal number of sites from each stratum. For example, if you are selecting three sites, create three strata (small, medium, and large). If you are selecting two sites, create two strata. For six sites, create three strata and select two sites per stratum, and so on. Divide the range (subtract the smallest value from the largest) by the number of strata to establish the cut points of the strata. If the sites are not equally distributed among the strata, use your judgment to assign sites to strata. 
7. Select the service delivery points: For a large number of sites per district, you can use a random number table and select sites systematically, as above. For a small number of sites, simple random sampling can be used to select sites within clusters.
8. Select “back-up” sites: If possible, select a back-up site for each stratum. Use this site only if you are unable to visit the originally selected sites due to security concerns or other factors. Start over with a fresh sampling frame to select this site (excluding the sites already selected). Do not replace sites based on convenience. The replacement of sites should be discussed with the relevant stakeholders.
9. Know your sampling methodology: The sites are intended to be selected for the assessment as randomly (and equitably) as possible while benefiting from the convenience and economy associated with cluster sampling. You may be asked to explain why a given site has been selected. Be prepared to describe the sampling methods and explain the equitable selection of sites.
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Tubal Ligation (F)	0	Vasectomy (M)	0	



Copper- T 380-A IUD	0	LNG-IUS	0	



Depo Provera (DMPA)	0	Noristerat (NET-En)	0	Lunelle	0	Sayana Press	0	Other Injectable	0	



Combined Oral (COC)	0	Progestin only (POP)	0	Other OC Pill	0	



Tubal Ligation (F)	0	Vasectomy (M)	0	



Tubal Ligation (F)	0	Vasectomy (M)	0	
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Level of Effort / Investment

High Effort - Full Application of RDQA Based on
Random Sample Supported by National SS to EMU
application which shows no ability to target

Full Application of RDQA based on Random
Sample — Focused on Indicator/Element Identified
by National Level SS to EMU

Regionally —Focused Application of RDQA on
locations and indicators/elements with high
likelihood of quality issues based on Subnational
SS to EMU Application
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SS to EMU
Strengths

*  Based on aggregated data (National/
Subnational)

*  Canidentify outliers by method/region

+ _Compares to external data to validate

S5 to EMU can help focus on locations or
data elements and indicators where RDQA
will be most useful

SS to EMU embeds in HMIS allow for
integration of RDQA findings into systems

INTEGRATED APPROACH

RDQA can identify causes of specific
quality issues and guide development of
process for correcting them

RDQA can provide common drivers of
data quality issues in FP for integration
within systems

Limitations
+ Cannot explain problems, can only
identify where they might be

Strengths

+ Based on facility-level data

*  Canidentify specific data quality issues
*  Compares to internal data to validate

Limitations

*  Time and cost prohibitive to implement
everywhere and for all FP Indicators so
requires some direction
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Set Up : Language and Country Information
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Set up: Enter Background Data - Population and Prevalence
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Set-up: Select the types of service statistics data you have available and enter information about that data.
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Long:

cting Methods

NOTE below any methods INTRODUCED/SCALED UP in the FIRST YEAR of

i order to more accurately estimate long-acting users, we need to account for women who received thelr method prio to the first year of data.To help estimate the number of long-acting users who recelved their

method prior o the irst year of data, please note below any methods that were newly introduced or undergoing substantialscae-up in the FIRST YEAR of data available, by data type and method. If methods were NOT
newlyintroduced orscaling up n the fistyear of data,leave the cells BLANK.
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Set up: Enter the Private Sector Adjustment Timor-Leste : National

SET UP: Use this tab to review and edit the adjustment factor used to adjust for the private sector not reporting into HMIS. Using this adjustment factor, we wil inflte the volume of FP
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Step 2 of 3: What sectors are reporting in your data?
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Set up : Contraceptive Method Mix

te : National

[Data on the mix of moder contraceptive methods vill be pre-populated from the latest survey available since the 2018 FP2020 report. If a more recent survey is available, you can select “yes" n|
step 2, then enter the prevalence, by method, in the yellow cells on the right. The modern method mix will be calculated i the left column and shown in the graph.
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Input: Contraceptive commo:
Timor-Leste : National

STEP 1 of 3. ENTER REPORTING RATES FOR THE REPORTING FORM USED FOR THIS TYPE OF DATA
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STEP 3 of 3: REVIEW YOUR DATA
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STEP 1 of 3. Review the graphs below showing the impact of the private sector adjustment.
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STEP 2 of 3. Review and comment on the graphs below.
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Step 1 of 3: Review graphs below comparing EMU from Service Statistics considering questions in the blue boxes to the right
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REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes -
Completely". Detailed responses will help guide
strengthening measures. )

Component of the M&E System Data Verifications

Part1: Data Verifications

A - Documentation Review:

Indicator 1 | Indicator2 | indicator3 | indicator 4 COMMENTS
Review availability and completeness of allindicator source documents for the.

selected reporting period.

Review available data sources for the reporting period being verified. Are Yes o Yes Yes

allnecessary data sources available for review?

Itno, determine how this might have affected reported numbers.

Are all available data sources complete? No Yes Yes Yes

Itno, determine how this might have affected reported numbers.

Review the dates onthe data sources. Do all dates fall within the
Yes Yes No Yes

reporting period?

Itno, determine how this might have affected reported numbers.
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B - Recounting reported Results:

Recount results from source documents, compare the verified numbers tothe site
reported numbers and explain discrepancies (if any).

Recount the number of people, cases or events duing the reporting

¢ period by reviewing the data source. [A] o= ot 24 28

+ | Entertne numberofpeopte, cases or eventsreports oy the st curing N N P 200
the reporting period from the site summary report. [B]

6 Calculate the ratio of recounted to reported results. [A/B] 95% 105% 94% 103%

What are the reasons for e discrepancy (ifany) observed (ie. data entry
errors, arithmetic efrors, missing data source, oter)?

o epored esuts; o veed esuts
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C - Cross-check reported results with other data sources:

Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see ifthese numbers
comoborate the reported results. Other cross-checks could include, for example, randomly selecting 20 patient cards and veriying if these patients were recorded in the unit laboratory or pharmacy registers. To the extent
relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Caros).

1
planned, specify the cross-check performed in the cells to the right) )
Iffeasible, select 5% of units being counted (or at least 20 units) in the
Calculate % difference for cross check 1: 1
If difference is below 90%, select an additional 5% of individual client 2)
records (or atleast an extra 10 records) and redo the calculation (ADD the 3)
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Part

Data Verifications

A~ Recounting reported Results:

Recount results from the periodic reports sent from service sites to the District

indicator 1| indicator 2 | Indicstor 3 | Inditor CoMMENTS
and compare to the value reported by the District Explain discrepancies (if any). ndicator 1| Indicator2 | Indicator 3 | Indicator 4
Re-aggregate the numbers from the reports received fom all Senvice
29 a1 s21 o
" | Delivery Sites. Whats the re-aggregated number? [A]
What aggregated result was contained i the summary report prepared by
= Y s2s e
2 | e District(and submifted o the next reporting level)? [B]
3 Calculate the ratio of recounted to reported resuits. [A/B] 102% 101% 99% 100%

What are the reasons for e discrepancy (ifany) observed (ie. data entry
errors, arithmetic efrors, missing data source, oter)?

)

2)

3)

o
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B - Reporting Performance:

Review availability, completeness, and timeliness of reports from all Service.
Delivery Sites. How many reports shotid there have been from all Sites? How
many are there? Were they received on time? Are they complete?

How many reports should there have been from all service delivery sites?

5 £
0]

6 | Howmany reports are there? 8] 2

7 | Calculate % Available Reports [B/A] 8%

g | Checkine dates onthe reports received. How many reports were received| o
on time? (ie., received by the due date). [C]

9 | Calculate % On time Reports [C/8] 2%
How many reports were complete? (ie., complete means thatthe report

10 | contained all the required indicator data, the date of reception of the report 2
by the District, and the authentication by the responsible staf). [D]

11| Calculate % Complete Reports [D/E] To%
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Data Verifications - District level summary

Data Verifications - Results by District
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