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Summary of thesis

An informational approach to health management in low-income
countries

by Jean Gladwin

This thesis investigates the introduction of new information management
strategies intended to promote an informational approach to management at the
operational health service level in low-income countries.

There 1s a lack of in-depth empirical research into the health information
systems planning and implementation process in low-income countries which

develops an understanding based on existing theory and research. Furthermore, a
training package for managers, which is intended to strengthen health information
management in low-income countries, has been introduced without independent

evaluation.

In order to understand the practice and attempts at improving information
support to district level management in low-income countries, two ethnographic
case studies are presented. The first follows the introduction of PHC MAP, the
package mentioned, and the second follows the implementation of a non-
computer-based health management information system in Uganda.

The research methodology is informed by several approaches which fit
within the interpretative, rather than the positivist tradition. Hence, the research
question developed from the desire to understand and examine empirical

situations. Furthermore, an exploratory approach was utilised rather than
1dentifying theoretical frameworks prior to the field investigation. After the initial

fieldwork, the diffusion of innovation framework, the concept of organisational
forces existing in dynamic equilibrium, and different information systems
development methodologies proved useful in interpreting the evidence collected.

My research indicates that the design of PHC MAP and the health
management information system focused on technological issues, to the detriment
of the wider issues of technological innovation management, and organisational
change. The implications of this research, for the practice of introducing new
information strategies in order to develop an informational approach to

management, are explored.
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Foreword

District health management strengthening has been the concern of supranational
agencies, non-government organisations and health managers in many low-
income countries for several years. There is the belief that district health
management teams are not as etficient and, or, effective at delivering good
quality care as they should be and consequently the delivery of Primary Health
Care (PHC) 1s not having as positive an impact upon the health of the population
as 1t could. A major reason for this is seen to be the lack of, and failure to use,
timely, good quality and relevant health information. The latest evaluation of the
World Health Organisation (WHO) on the health situation in Africa states “ The

weakness of information support is acknowledged by most Member states as a
persistent obstacle to vigorous and objective management” (WHO, 1994a:10).

The shift towards decentralisation in many low-income countries, such as Ghana,
Kenya, and Uganda, has meant more skills are demanded of PHC managers,
including information handling at all levels of the health care system (AKF,
1993a). This 1s recognised by ministries of health who are changing, from
centralised reporting health information systems, to health management
information systems, which place more emphasis on managers utilising
information at the point of collection. Organisations which have an interest in
training district level managers, also recognise the need for more skills, and the
Aga Khan Foundation (AKF), initiated the development of a training package for
PHC managers who would be part of the district health team. This set of materials
1s known as Primary Health Care Management Advancement Programme (PHC

MAP)

This research investigates the introduction of new information management
strategies in low-income countries. The strategies are intended to promote an

informational approach to management at the operational service level.

Two ethnographic case studies are presented, based in Uganda. One follows the

introduction of PHC MAP to the ministry of health (MOH) and other interested
parties, and the second follows the new Health Management Information System

(HMIS) implementation in districts and health units. Consequently, background
to the Ugandan situation is given in Chapter 1.
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The constraints imposed by having to present a thesis in a linear manner may
suggest this research was carried out linearly. This was not so. Theory and
literature were not prescribed and reviewed initially, leading to empirical
research, analysis, discussion and conclusions. Instead theory and existing
research were reviewed initially, but also returned to at several times during the
research process, as the empirical work was defined, conducted, analysed, then

redefined and analysed. Thus, although the research appears linear, in reality it
was more iterative.

The theory and research literature informing this research initially, was very
broad; however, this was narrowed as the research questions evolved.
Consequently, Chapter 2 reviews the problems in information support to district
and health-unit management in low-income countries and existing approaches to
developing and strengthening that support. Several information systems
development methodologies are also described, and relevant terminology and
concepts are clarified. The chapter ends by identifying the issues that arise from
this review and the research questions in this thesis, which are:

1. What 1s the information systems planning and implementation process
in a low-income country moving from a centralised-reporting information
system to a management information system which supports district and

health unit management?

2. What process takes place when externally developed training materials
are intended to strengthen health management information systems are
introduced to potential users in low-income countries?

3. What is the implication of the findings, from the aforementioned
studies, for the development and implementation of health information

systems in low-income countries?

Chapter 3 describes and reviews the conceptual frameworks which have been

useful in the interpretation of the empirical situations in Uganda. These are
Rogers’s (1995) diffusion of innovation framework and its related concepts, and
Leavitt’s (1965) dynamic equilibrium view of socio-technical change within

organisations.
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Chapter 4 identifies the methodological approach taken in this thesis, which is
within the interpretative rather than the positivist tradition. My philosophical
position is described, and the methods appropriate to this paradigm identified.
This 1s followed by a discussion of the relationship between theory and empirical

work, which leads on to a detailed description of the methods employed and my
strategies for ensuring quality in qualitative research. To further the reader’s
understanding a brief background to this research is given and the sources of

evidence are described in some detail.

Part C presents the two ethnographic case studies, supplemented by a description
and discussion of HMIS development. The discussion following each
ethnography interprets the empirical situation by drawing upon existing theory.
Thus, Chapter 5 describes the process which took place when externally
developed training materials, intended to strengthen health management

information systems, were introduced to potential users in Uganda. The
consideration of whether to use PHC MAP is presented in a thematic way, and at

this point does not draw upon existing research and theory. Chapter 6, however,
considers to what extent the empirical evidence supports existing theory and
research by using Rogers’s and Leavitt’s conceptual frameworks.

Chapter 7 focuses on the HMIS development phase, not implementation, which is

covered in Chapter 8. The IS development process, which I believe was
undertaken, 1s identified by asking if there is a model which provides a sequence
for the themes emerging. This, and the difficulties and issues arising during that

development are discussed.

Chapter 8 describes the implementation process of moving from the central
reporting system to the new HMIS in Uganda, which aims to support operational

management. The themes and relationships arising from interviews, observation
and documentary examination are described, and in Chapter 9 the extent to which

that evidence supports Rogers’s and Leavitt’s frameworks is considered.

Chapter 10 1n discussing both case studies, utilises existing research. A simple
structure of: identification of my research findings; referring to my evidence;

stating propositions; and identifying existing research which supports those
propositions, gives organisation to this chapter. Hence, the third research question

1s addressed.
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Chapter 11 collates the theoretical contribution of this research, by bringing in the
findings from previous discussions, but not giving the evidence as this was
undertaken in Chapters 6 and 9. It particularly focuses upon the contribution
which indicates that Rogers’s (1995) diffusion of innovations models and
concepts, and Leavitt’s (1965) dynamic equilibrium view of socio-technical
change within organisations are applicable to the introduction of new information
management strategies in low-income countries. Furthermore, an integration of

these frameworks is demonstrated.

Chapter 12 examines the contribution of this research by summarising the
theoretical contribution and the implications for practice which have been
1dentified 1n earlier discussions. Features of: the training materials intended to
improve the management of information by health managers; an innovation to
strengthen district level health information systems; and the training for the

informational approach to management, are suggested. The methodological
contributions and limitations of my research are described, and suggestions for

future research are given.

Finally, a list of abbreviations has been given, and I have added a Glossary
(Appendix 1) which elaborates on, and defines, terms which may be unfamiliar to
the reader, or have a specific technical meaning I endorse.
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Chapter 1. Introductions
Chapter 1 Introductions

1.1 Introduction

This chapter places my research in context. A description of the Ugandan
situation is given in Section 1.2, followed by a description of the information

management strategies in both the original health information system (HIS) and
the HMIS. Section 1.5 describes PHC MAP and briefly examines the
development and promotion of the series. PHC is one of two major health
polices in Uganda, and informs PHC MAP, thus the final section discusses this in

theory and practice.

1.2 Background to the Ugandan situation

1.2.1 Geography

Uganda 1s a land-locked country in East Africa with great expanses of water,
including Lake Victoria. In 1996 it had a population of 20,256,000 (UNICEF,

1998), but it is not densely populated and has a favourable climate and fertile soil.

The 1993 map (Appendix 2) indicates Uganda is divided into thirty-seven
districts which report directly to the national level administration. Subsequent

restructuring means there are now forty-one.

1.2.2 Economic and political instability

In recent decades Uganda has seen what was considered a strong economy,
deteriorate due to political instability and civil war, though the situation has

improved since the mid-1980’s.

"At independence (1962), Uganda had one of the most vigorous and
promising economies in Sub-Saharan Africa (S54), and the years that
followed independence amply demonstrated this potential. Favoured with
a good climate and fertile soil, the country was self sufficient in food, with

the agricultural sector being a large earner of foreign exchange. The
manufacturing sector supplied the economy with basic inputs and

consumer goods and was also a source of foreign exchange earnings
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through the export of textiles and copper. Export earnings not only
financed the country’s import requirements but also resulted in a current

account surplus. Fiscal and monetary management was sound and the
domestic savings rate averaged about 15 percent GDP, enough to
finance a respectable level of investment.” (World Bank, 1993:x1)

The Amin regime (1972-9) not only halted economic and social progress, but
caused it to decline dramatically. About 500,000 Ugandans died during that
period, one million were displaced, and another 200,000 left the country.
Furthermore, economic mismanagement accompanied the civil war, and
professional standards deteriorated when skilled personnel fled (World Bank,
1993:xi). Even after Amin had been replaced, economic mismanagement and
abuse of human rights continued during the Obote regime in the early 1980’s.
This was accompanied by dramatic falls in spending on health and education, as
defence spending rapidly increased, with major consequences for mortahty rates,
levels of malnutrition and literacy. In January 1986 the National Resistance
Movement (NRM) Government assumed power, with Museveni as President, and
since then a more stable political situation has ensued, though there are recurring

small pockets of instability in some parts of the county.

Uganda is now classed as one of the poorest counties in the world, and the UN,
has designated it to be one of forty-nine ‘least developed countries’ (UNICEF,
1998:122). Several of Uganda’s social indicators had been better than many other

countries in Africa, yet in 1990 infant mortality and life expectancy were still
only on-a-par with 1965 levels (World Bank, 1993: Table 1.4).

1.2.3 Health profile

However, in recent years there has been a dramatic improvement, and in 1996 the
infant mortality rate (IMR) was 88/1000 live births and the under-five mortality
rate (KSMR) was 141/1000 live births. These compare favourably, with 109/1000
IMR, 171/1000 <5MR in all the ‘least developed counties’ (UNICEF, 1998:Table
1). Despite the advances since 1990, Uganda still has a poor health profile.
HIV/AIDS threatens the adult and child population, and the World Bank
(1993:xiii) expect the IMR and <5MR to nise.

The government White Paper on Health Policy, drawing on 1991 figures, showed
that many of the diseases which cause premature deaths are preventable, and “are
associated with poor access to safe water, poor environmental sanitation, lack of
access to maternal and child care services, harmful traditional food and nutrition
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practices and general lack of knowledge regarding health promotive and
preventive behaviour.” (MOH, 1993b:9)

1.2.4 Changing administrative and political environment

One of the corerstones of the Ten Point Programme of the NRM on Democracy

i1s decentralisation, and the objectives are to: “a) Transfer real power to the
District, and b) Give political and administrative control to local authorities

over services that are actually delivered at the local level. This is in effort to
improve local democracy, accountability, efficiency, equity, effectiveness and
sustainability in provision of services.” Makumbi (1994). Decentralisation
appears to have been embraced by the health sector at a time when the
International health community, such as WHO (1993a), are also advocating its
benefits. Thus, the Ugandan Medical Bulletin, states: “The district level is

recognised globally as the optimum level for determining community health
needs, planning interventions, implementing, co-ordinating, monitoring and
evaluating services. It is the level close enough to the community to facilitate
community mobilisation for participation and involvement in health

development.” (Okoth, 1994).

1.2.5 Health policy context

The emphasis on decentralisation to district level was recognised by the MOH in
the Three Year Health Plan Frame (TYP) in 1993 when the government set out its
policies, priorities and strategies for the years 1993/4-1995/96. 1t stated:

“It [the TYP] l provides suggestions and options for how these policies

can be implemented. The plan frame should be used by districts in
developing their district level health plans. District plans are expected to
reflect these national policies and guidelines, and also reflect district

priorities and requirements.” (MOH, 1993a:1)

Decentralisation was a major policy change, but only one of several polices
which affected health services and health status in the early 1990’s. Health policy
reform was needed, according to the government, to “restore its services to
acceptable levels and match it with the changing social, economic and political
environment” (MOH, 1993b:16). The proposed changes aimed to improve
coverage and health status in specific sectors of the population. This was to be
achieved with cost-effective approaches, improvements in the health delivery

system, as well as reorganisation, planning and management, all of which
reflected international concerns, and the need to alter health delivery so 1t

' My words are added in brackets for clarity; a practice continued in the rest of the thesis.
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coincided with the decentralisation policy. One of the two major policy objectives
tor the health sector, therefore, was to “consolidate existing services "', by which
they intended to restore the functional capacity of existing services, including re-
building war-damaged health units, improving staff morale and performance, and
strengthening management. This was to be achieved partly by officially collecting
fees from users. The second objective was to “reorient health services to Primary
Health Care”, which recognises the multi-sectoral nature of the workload?.

Official assumptions underlying health service planning in the White Paper
(MOH, 1993b) included the need to improve accountability, as corruption and
abuse of health resources were perceived. Moreover, it was assumed the districts
would be motivating the community to participate, and money from efficiency
savings within health budgets would be redirected to other health activities.
Finally, the policy assumed donors would be playing a major part in funding
activities, and would follow the TYP. Thus, there was the formal policy of
reorienting health services to PHC and consolidating existing services, as well as
an informal policy agenda to improve accountability, driving the provision of

health services between 1993 and 1997.

The late 1980’s and early 1990’s was, therefore, a time of considerable change
within the health sector. In addition, there was also the legacy of irregular and
inadequate wages for health workers, and the very strong influence of
international donors on health services and policy in the country (Okonzi and
Macrae, 19935). This influence meant a form of selective, rather than
comprehensive PHC was the norm in Uganda (see Section 1.6). Furthermore, the

nationally-based vertical programmes, often funded by international agencies,
exerted influence to the extent that, when district health team (DHT) members
visited health units to provide supervision and support, they delivered according
to which programme was paying the out-of-office expenses and travel
allowances. A senior medical officer, reviewing the state of HIS said:

“The history of HIS in Uganda has however, been a sad one. From a
vibrant performance in the 1960's, HIS collapsed in the 1970°s with the
onset of the economic decline. Anxious to monitor, evaluate and justify

their activities, emergency vertical health programmes introduced their
own system during the 1980’s.”” (Okonzi, 1994)

This situation was changed in 1987 when a new HIS was introduced by the
Health Planning Unit (HPU) of the MOH. It is that HIS which is currently being

altered.

* These objectives could be seen as contradictory, because consolidating existing services would
reinforce the curative orientation of the health services, not re-orientate them to PHC.
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1.2.6 Changing from the HIS to the HMIS

The government health service in Uganda had, until 1993, intended its

information system should be mainly a morbidity and mortality reporting system
with information flowing one way, from individual health units to district and

national level. However, this was deemed unsatisfactory in 1993, when the White

Paper on Health Policy Up-date and Review (MOH, 1993b:23) identified
improvements in management were needed, and criticised the HIS, saying:

“On the side of monitoring and evaluation of health programmes and
activities, the present flow of information is geared towards central level
planning, it does not cater for the needs of districts to monitor and
evaluate their programmes and projects. Further, the timing and type of

information does not help in making prompt and appropriate management
and planning decisions. There is, therefore, need to establish an effective

mechanism so that the flow of information benefits policy makers, district
authorities, managers and planners in the health sector. This will also

help to assess the logistical needs and ensure proper use of the same.”

The TYP also referred to the need for research, which could be “the basis for
policy development and as a tool to guide PHC implementation” of which

“developing information for management and planning in districts”’ would be
one type (MOH, 1993a:vi). It also appeared that information for the district
medical officer (DMO) was the priority: “Developing data needed for planning
and management so that DMOs can participate effectively in the planning of their
districts” (MOH, 1993a:32). Thus, there was a government commitment to
improving the national health information system in order to serve middle-level
management needs. Since 1993, an HMIS, which aims to support the
management of individual health units, has been developed and is being
implemented. This appears to contradict the intention to develop an information

system to meet DMO needs, and will be discussed later.

The next two sections will compare the HIS and the HMIS by describing tl}e
purpose, guiding principles, data collection, data flows, processing, analysis,
utilisation of information and health workers’ perceptions of the systems.

1.3 HIS features and strategies

There are many possible purposes of a national health information system, and

that purpose will affect not only data use, it will also affect the type of data
collected, processing procedures, data flows and dictate who carries out these

tasks. Information on the intended strategies of the HIS has been generally

29



Chapter 1. Introductions

gleaned from official documents of the MOH and related bodies. In some cases
the information management strategies have not been made explicit, thus it was
careful reading of such documents, and interviews which produced the

description below.

The purpose of the Ugandan HIS probably centred on producing data and
information to monitor national and district performance of health services, and

1dentifying the most common diseases. This was generally the purpose of
centralised health information systems prior to district-level management (WHO,
1994b:7), and is implied in documents and discussions relating to the Ugandan
HMIS. The general approach appears to have been collection of routine
information on health unit activity to support reports of international donor

feedback to their headquarters, and produce national descriptive profiles of
morbidity, mortality, fertility and health service activity. This was supplemented,

on an ad hoc basis, by community-based surveys carried out by non-
governmental organisations to assess a particular population, or focus on a
particular issue, such as malnutrition or immunisation coverage. From the

information available I do not know if there was any official conceptual
framework underpinning the information system, and the HIS did not have the
mandate of providing information for the operational level of health services

(Archer, 1993).

Health workers perceived that the HIS focused on reporting outpatient
attendance, preventative activity, and inpatient treatment. Thus forms for stock

control, records of inventories and revenue, if they existed, were not perceived as
part of the information system (Archer, 1993).

Data was collected by service-providers on out-patient and in-patient attendance,

preventative service and treatment of in-patients, not only for individual case
management, but for other purposes as well. The most detailed reporting was

from immunisation services. Health unit service-providers sent aggregated data
every month on morbidity, preventative services, such as family planning, and
preventive services, such as immunisation, to district level. Many forms givin

the same information were also sent to national level for vertical programmes™ to
use. The extent of data processing and analysis 1s more difficult to gauge. For
example, it is uncertain what data processing was undertaken in health units. It
could have been merely addition of cases, and I assume 1t was highly dependent
upon the ability of the In-Charge. It is doubtful if morbidity rates were calculated.

* See Section 1.6.3 for a discussion of the vertical programmes’ influence on information
systems.
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Again I am uncertain as to what data processing took place at district level, if any.
The district was probably a collating centre, rather than a base for data analysis
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