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BID Initiative 
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• There are strong challenges related to data quality around immunizations 
in    Africa, yet few can identify which problems matter most and where.

• Lack of reliable, accessible, actionable data on the barriers impeding  
immunizations coupled with trained and empowered data users at all 
levels.

The Challenge

• Empower countries to enhance immunization and overall health service 
delivery through improved data collection, quality, and use.

The Vision

•Partner with demonstration countries Tanzania and Zambia to:

• Identify the most pressing routine immunization service delivery 
problems.

• Develop, perfect, and scale solutions with the users on the ground 
throughout the health system.

• Facilitate peer learning with other sub-Saharan African countries in 
design, testing, and applying interventions.

The Approach



BID’s Guiding Principles
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Session Outline

• The problem

• The BID Initiative solutions

• Measurement

• Sustainability

• Scale
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The 

Problem



Meet 

Lucy. 
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times
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Poor data 

visibility

Difficulty tracing 

children
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BID SOLUTIONS
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Tanzania interventions

 Electronic immunization registry with 

supply chain information. 

 Automated, simplified report generation. 

 Barcodes on child health cards and 

vaccine supplies.

 Targeted supportive supervision for 

health workers. 

 Peer support networks.

To solve the challenges, the BID Initiative, in consultation with MOHCDGEC and 

healthcare workers at all levels of the health system, identified the following interventions:
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Electronic Immunization Registry (EIR)
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• The EIR is a multi-application, scalable immunization registry 

platform. The system has been developed from OpenIZ. an open 

source platform developed by Mohawk College.

• The Tanzania Immunization Registry (TImR) consists of many 

components:

– IMS – Immunization Management System: Cloud based, 

user’s don’t see this

– Mobile Application – TImR Mobile: Android based 

disconnected client for TImR data

– Web Portal: Web based portal for completing orders, running 

complex reports, etc.

– Administration Portal: Web based portal for administering the 

TImR system

– Interoperability Layer: Used to integrate TImR with other 

systems such as VIMS and DHIS2

– Data Warehouse: Used to provide in-application reporting from 

TImR source data



EIS - Solution Architecture 
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Scenario: Nurse Lucy uses the EIR
• Mama Esther gives birth to a male child 

Kayumba. 

• Lucy registers Kayumba in the EIR.

• Lucy weighs Kayumba and enters his weight 

into the system. The system performs a weight 

analysis.

• Lucy will see that vaccines are due (OPV0 and 

BCG) and administer the vaccines to the child.

• Lucy updates the vaccination information in the 

system and the system shows when Kayumba

is due for his next vaccine (week 6).

• Lucy gives Kayumba’s mother the return date.

• District officials can see the performance of the 

facility at any time.
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MEASUREMENT
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PATH’s Data Quality Framework

Is the data non-duplicate?

Is required data filled in?

Was data reported within the allotted time?

Is data from a trusted source available (for checking accuracy)?

Does the data comply with rules?

Was an expected report submitted or record entered?

Does the data match the trusted source?

Reported

Valid

On Time

Complete

Unique

Available

Accurate
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Lessons Learned: Data Quality

• We won’t see improvements in data quality without consistent use of 

the EIR among health facilities. Track system usage and build 

follow-up mechanisms for facilities.

• Once we had data in the EIR, it opened up new possibilities in terms 

of what we could measure related to data quality. 

– E.g. Previously we were only able to measure timeliness of report 

submission, but now we can think about ways to measure frequency of 

health workers entering individual child data.

• Include M&E indicators as a requirement to inform system design.
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www.bidinitiative.org

www.path.org/publications/

Defining and Building a Data Use Culture

http://www.bidinitiative.org/
http://www.path.org/publications/


Lessons Learned: Data Use 

• Measuring evidence-informed decision-making and a changing culture of data use is 

difficult! 

• Asking health care workers about ‘data use scenarios’ gave us a standardized 

measure of data use that could be applied across facilities. 

– However, there could be other ways that health care workers are using data…

• There is a trade-off between breadth and depth of measurement. 

– We aligned data collection with implementation rollout to achieve breadth, and were 

complemented by our external evaluator’s focus on depth.

• Expect a changing pattern of health care worker demand over time: from how to use 

the device, how to enter information in the registry, to how do I get my performance 

reports from the system. 
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SUSTAINABILITY
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There are four critical elements to sustainability
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Rolling out the interventions to facilities in Tanzania

• Used BID Implementation staff

• Two BID staff were assigned a district

• Facilities were visited in form of touches

• Up to 4 touches were done in each facility

• District staff (CHMT) were providing ‘helping’ role

• CHMT were trained to increase their awareness on 
what BID is doing

• Roll-out in a district lasted approximately 2- 4 
months

Old 
“Touch” 
Strategy
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Lessons Learned from the Old Strategy

• It was difficult to transition BID implementation roles from PATH staff to 

district authorities to own, maintain, and sustain the initiative.

• In order to increase the rollout pace, we had to increase the size of the 

implementation team so they could cover multiple districts at the same time 

or reduce the number of weeks they spent in a district.
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Roll-out Strategies - Tanzania
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• Is derived from lessons learnt from the old strategy

• Used District staff, called District Immunization Mentors 
(DIMs), to implement

• Each district has 6-8 DIMs

• More national, regional and district level engagement in 
planning and implementation

• Facility training and support is now done by DIMs and 
complex issues escalated to BID coordinators

• Roll-out in a district takes approximately 6 weeks (including 
training of DIMs)

• Up to 3 visits were done to facility depending on HCWs level 
of understanding

New 
Strategy



Key Lessons Learned

• Engaging the district (local government staff) is essential for 

sustainability of the implementation rollout.

– DIMS can provide ongoing, timely support to health care workers.

– This approach resulted in cost savings for the initial rollout.

– There is an increased sense of ownership, and thereby an increase in 

system usage among health care workers. This is not seen as a ‘PATH’ 

project.

– It is possible to increase rollout speed, and rollout across multiple districts 

simultaneously.
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The new strategy has lower costs per district for rollout
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SCALE
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Current Status of the system

– The system was designed for 

scale

– Interoperable 

– Currently the system has 

registered more than 160,000 

children in Tanzania
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Key Lessons Learned

• Design for scale from the beginning:

• User advisory groups with the right mix of health professionals and end users is key. 

• User Centered Design approach takes relatively longer time in system designing 

• Test for scale (robust and comprehensive test plan in place) and deploy slowly. 

• Don’t scale beyond testing facilities if the system still has bugs; it is vital to roll out the 

system into few facilities (6-20 facilities depending on the size of the supporting team) 

first before scaling into the whole district.

• Development flexibility is required: 

• Additional features requirements 

• System usage visibility 

• Uncommon functions (reproduce part or all of the legacy system)
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Key Lessons Learned

• Plan for supporting parallel systems for an undefined time frame. 

– Identifying facilities that needed extra support based on agreed criteria, especially during the 

initial stage of implementation (number of clients, staff level and capacity) 

• Political will, cost, technical capacity beyond initial investment support is usually the 

key driver to government decision to switch.

• Establish criterion and timeline on what it takes to make the legacy system redundant 

in the very initial stage of implementation. (set clear expectation to all HCW involved 

in the process).  
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Key Lessons Learned

• Be aware of community sensitivity to new interventions that directly touch them or 

their children: 

– Introducing the barcode ID on child health cards led to misconceptions that 

needed to be proactively addressed. 

– The lesson is we need to proactively educate and/or equip health care workers to 

educate communities about any new intervention that will directly touch 

them/their children before any misconception arises.
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Thank you.
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Connect with us!
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