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Surveys vs. Routine Data:
RMNCAH scorecards

Survey data Routine data

x National or Province/ + Goes down to district
State level only and Health Facility

x Updated every one to + Available
five years monthly/quarterly

Generated and owned
by the health services
themselves

x Produced by an +
outside agency

Conclusion: Although survey data is critical for programme
planning, routine data is best for national RMINCAH scorecards
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National RMNCAH Scorecards

p best ALMA practices but uses routine

TANZANIA RMNCH SCORECARD
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Scorecard support from the political level: Tanzania

e The RMNCH scorecard was
launched in May 2014 by the
H.E. Jakaya Mrisho Kikwete, the
President of Tanzania.

e Attendance at the launch
included the political and health
leaders from all regions,
members of parliament,
development partners and civil

society.
“These are your working tools. We * The scorecard was sent quarterly
will use them to track your to both health system and
commitment, leadership and political leaders and generated
accountability for the lives of widespread discussion on how
mothers and children at national to improve programmes.

and regional levels”. Pres. Kikwete.




Scorecards follow national priorities: In Malawi, the
scorecard highlights maternal and newborn care

Half of Malawi’s 19 scorecard
indicators are related to maternal
and newborn health

Indicators such as ‘% facilities
providing Kangaroo Mother Care’

address Malawi’s high preterm birth

rate
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Countries with national RMNCH scorecards

Senegal a Il '

Sierra LeQne_.
LiberiaA l

| Ghana

BurkinaFaso

Burundi

Note: List as of end 2016.
Not all countries receiving
TA have started
disseminating RMNCAH
scorecards. Afghanistan has
also created an RMNCAH
scorecard based on African

examples. 'Lesotho

e
Mozambiqu

— Madagascar

& Swaziland



RMNCAH scorecards within the larger data use system
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RMNCAH scorecards and child health

e Pneumonia, Diarrhea and Malaria

— Not all RMNCAH scorecards include these topics although they
are important for child mortality

— Case numbers and rates do not provide a good indicator for
scorecards (e.g. Afghanistan wanted them but had to remove)

— Most countries use logistics data (supply of amoxicillin,
ORS/Zinc, RDTs, ACTs and/or LLINSs)

— Can also use Program status such as “Staff trained in IMCI vs
standards” (e.g. Zimbabwe)

— LLIN distribution vs. target children has been used.

— Others: Inin one country we discussed but did not use:
* Rate of pneumonia diagnosis vs. malaria (unreasonable if too low)
* Positive rate of RDT for malaria (unreasonable if too high or too low)

* These approaches are possible, but we need to determine what
“unreasonable” rates are and to achieve acceptance of the scores
among users.



RMNCAH scorecards and community
health

e Community health and WASH examples:

— Ethiopia included progress in establishing
community health systems (e.g. Health
Development Army and “Graduated Households”)

— iCCM service scale up
— Community health worker staff to population ratio

— Community latrine construction and "ODF” (open
defecation free) status



RMNCAH scorecards and nutrition

* Nutrition:
— Vitamin A distribution (e.g. Malawi, others)

— Coverage of CMAM programmes as % of health
facility and % of expected malnourished children
treated (e.g. Afghanistan, Liberia)

— Exclusive breastfeeding for six months (e.g.
Liberia, Tanzania — but data issues led this to be
dropped in Tanzania)

— School deworming programme coverage (e.g.
Kenya)



Conclusion

* RMNCAH scorecards are an increasingly popular
way for Ministries of Health to promote high level
accountability and action across programme
areas using routine data.

* Child health issues are an important area of
RMNCAH scorecards but work is needed to
develop and promote indicators in this area.

* Scorecards do not require high quality data to
achieve their accountability and action purposes.
They are a good tool to use available routine data
while data systems are being improved.



