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Abstract
Background: This paper presents an overview of support offered to a hospital information committee by a Hospital
Information Committee Support Project (HICSP) in a rural area of South Africa. A specific focus is on the support
required at various stages of the project, which was underpinned by Change Theory: any change in practice should be an
on-going, phased process (pre-contemplation, contemplation and action). Additionally, change must be seen as having
some benefit.
Methods: A cross-sectional, mixed-methods evaluation was conducted to determine whether the project had met its aims
and to explore participants’ experiences. Quantitative data included: number of meetings held, number of workshops held
to develop templates, number of templates developed and in use, and number of action plans developed and implemented.
Qualitative data included participants` views of the HICSP. In relation to Change Theory, data was analysed to summarise
the type of support required during various stages of the HICSP.
Results: Quantitative data revealed that the aims of the HICSP were met. In accordance with Change Theory, support
must be regularly provided and must be on-going over a relatively prolonged period of time. Qualitative data illustrated
that, generally, the support given was considered to be appropriate and participants continued to collect, analyse, use and
monitor data and information on completion of the HICSP.
Discussion and conclusions: The need for the strategic use of data at a local level to inform decision making and action is
unquestionable. The study demonstrates that in an isolated, rural area an information committee can, in accordance with
the stages of Change Theory, be supported and empowered so that hospital and nursing managers can confidently use data
in a way that is locally meaningful and responsive.
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1 Introduction
In general, there is agreement that robust integrated information systems form the foundations for building successful
healthcare delivery systems. Accurate and up-to-date information is important in making health-related decisions [1].
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Despite this recognition, meaningful information may not be readily available to those who collect data at a local level, and
healthcare workers may, thus, be unable to formulate strategic plans based on accurate, up-to-date, local information.
The World Health Organization [2] recognised the value of health information systems and lists information as one of five
key building blocks in any health system. While each of the five building blocks of the WHO framework is seen as
important, quality and timely data from health information systems is recognised to underpin and inform decision making
in all areas of a health system [3]. According to WHO, health information system performance should be measured not only
on the quality of data produced, but on evidence of the continued use of data to improve health system performance, to
respond to emergent threats, and to improve health [2].
A report by MEASURE Evaluation explored possibilities to strengthen the use of data around decision making in health
systems [4]. According to this report, data too often sit in reports on shelves, or in databases, and are not sufficiently used in
programme development and improvement, policy development, strategic planning, or advocacy. Health data and
information lack value unless they are used to inform decisions [5].
In order to facilitate the use of routine data and information for decision making, time and resources must be allocated to
data extraction, analysis and presentation [6]. The examination of data can also be facilitated through reporting the data in
an easy-to-understand way [6]. International literature advocates that a ‘bolt and key approach’ to information management, where information is captured, stored away and not accessible to clinicians is not consistent with an environment of
smart use of data and information [6]. Board and Watson [7] stated that we should be using what we gather and harnessing
information for improved care. The importance of local accessibility of data is well supported by literature; for example,
hospital mortality information can be used to alert managers to the need for further investigation and action at an
institutional level [8].
The South African context
Recognition of the importance of health information systems is reflected in South Africa when, in 1996/7, the District
Health Management Information System (DHMIS) was established as a routine system for tracking health service delivery
in the public health sector [9]. The DHMIS plays a pivotal role in the collection, capturing, storage, analysis and reporting
of routine data. Data is collected at service-level, for example by programme managers (such as the tuberculosis
programme manager), nurses at clinics and nurses working on hospital wards. A Facility Information Officer at each
hospital collates the data and sends it to a District Office. At the District Office, data is collated from all programmes,
clinics and hospitals in that district and forwarded to a National Data Information System, where analysis occurs. There are
challenges in this process of collection, collation and analysis; there is little involvement of local managers of specific
programmes (such as tuberculosis and primary health care programmes), clinics and hospitals in making local sense of
data collected [9].
The DHMIS policy guidelines of 2011 indicate that an analysis of data should be disseminated to all tiers of the health
system and states that: (a) data shall be used at the point of collection, prior to being sent up to the next level of the health
system and (b) managers shall ensure that data collected by their respective facilities are reviewed during their monthly
management meetings, and that remedial interventions are implemented to improve service delivery where the data shows
inadequate performance [9].
Information management is also addressed in the National Core Standards for Health Establishments in South Africa –
Revised 2010. The National Core Standards state that a healthcare establishment must submit clinical, managerial and
administrative information as required, but also that management should use information to inform their own decision
making and planning [10].
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Despite the policy guidelines, anecdotal reports indicate that public health institutions in South Africa rarely have
opportunities to critically review routine data. A vast amount of routine data is collected on a monthly basis, and sent off to
the District Health Office for reporting to the Provincial and National Departments of Health, but little or no time is set
aside to review the local outcomes of the hospital or community-based programmes.
The HICSP
The HICSP was initiated on a premise that a forum needs to be developed, implemented and supported at which hospital,
nursing and programme managers and clinic staff can interact in a non-threatening environment, can interrogate the data
that is being collected, and can formulate action plans based on their reflections. The HICSP team comprised consultants
from the Centre of Rural Health at the University of KwaZulu-Natal and included an expert in human resources, a Family
Medical Practitioner and a research psychologist. The Human Resource expert addressed issues related to personnel such
as absenteeism. The Family Medical Practitioner and research psychologist addressed issues such as overcrowding in the
hospital outpatient department and poor patient uptake of programmes, such as the cervical screening programme. The
agenda of the HICSP and timing of meetings was determined collaboratively by the HICSP and the existing rudimentary,
informal Hospital Information Committee (HIC). The value of HICs in using data to implement local change is noted in
literature [11].
The paper presents data from an evaluation of the HICSP – a project that primarily aimed to support translation of
routinely collected data to meaningful information by those who collect the data. An initial aim of the HICSP was to
establish a formal forum (a hospital information committee [HIC]), to meet monthly, and at which members could reflect
on routinely collected data and formulate and implement action plans based on their reflections. Details of these action
plans will not be covered within this paper and will be discussed in a subsequent article.
The underlying philosophy of the HICSP was based on Change Theory [12] where the basic aim was to change healthcare
workers use of their data to make it more meaningful to them. Any change is rarely a discrete, single event. The HICSP
team took cognisance that change occurs gradually, with a person moving from being uninterested, unaware, or unwilling
to make a change (pre-contemplation), to considering change (contemplation), to deciding and making and maintaining
change (action and maintenance). Genuine, determined action is taken when a person sees a benefit to their actions and
change is maintained over time if the action proves to be beneficial. The HICSP team, using their experiences of the
process, reframed the stages of Change Theory in terms of support required to: a) stage 1- recognise that a problem exists
regarding use of data, b) stage 2- gain ownership of data, and c) stage 3- act on data and monitor on-going action.
Literature supports that adopting Change Theory can be useful in promoting the introduction of required change, the
building of organisational capacity and fostering programme sustainability (including healthcare delivery) [13-15].
The specific objectives of the HICSP were:
a. To establish a formal HIC at a rural district hospital
b. To develop, implement and monitor, in conjunction with key role players, standardised templates for the
collection and presentation of data.
Quantitative outputs measured included:
a. Number of facilitated HIC meetings held
b. Number of workshops held to develop data collection and presentation templates
c. Numbers of data presentation templates produced and in use
d. Numbers of action plans developed
e. Percentage of actions plans implemented, with a target of 80% implemented action plans.
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In addition, as described below, qualitative data was collected to describe participants’ experience of the HICSP. Data was
analysed in relation to reframed Change Theory.

2 Methods
2.1 Study setting
The study site was a rural district-level hospital in KwaZulu-Natal, South Africa.

2.2 Study design
The design was a cross-sectional, mixed-methods evaluation.

2.3 Sample
The sample included all personnel who present data on a monthly basis at the HIC meetings. Potential participants were
mostly nurses: the programme managers for (1) Maternal Child and Women’s Health, (2) HIV and ARVs, (3) TB, and (4)
Mental Health. The three Primary Health Care (PHC) supervisors and the Chief Executive Officer (CEO) of the hospital
were also targeted. The total number of participants available was eight and all agreed to participate in the study.

2.4 Data collection
For the collection of quantitative data, records were kept by the HICSP team using Excel. Data recorded included: number
of meetings held, number of workshops held to develop templates, number of templates developed and in use, number of
action plans developed, and number of action plans implemented. Qualitative data was collected by an independent
evaluation team from the Centre for Rural Health at the University of KwaZulu-Natal. Data was collected by conducting
in-depth interviews with participants. Written informed consent was obtained from study participants before conducting
the interviews. It was emphasized that participation was voluntary and that participants could withdraw at any time. The
anonymity of participants was guaranteed, and they were assured that their information would be treated confidentially. A
semi-structured questionnaire was used for the in-depth interviews. Interviews were audio-recorded with the permission of
the respondents and transcribed verbatim.

2.5 Data analysis
Quantitative data was analysed descriptively. For the qualitative data, thematic analysis was used as the primary analytic
strategy. Thematic analysis means that material is searched for themes that emerge as being important to the description of
the phenomenon, rather than being pre-decided by the researcher [16]. This process involves identification of themes
through careful reading and re-reading of the data. Transcripts were coded by two researchers from the evaluation team.
After reading a transcript, the researchers collaboratively developed a codebook of themes around the main topics. The
second transcript was then reviewed to add additional topic areas and themes that emerged. This process was then repeated
with each remaining transcript to arrive at a final coding scheme. Finally, emergent themes were summarised in relation to
the stages of reframed Change Theory.
Data were entered into QSR International’s NVivo 8 qualitative data analysis software and coded independently by the
two researchers per the coding scheme. The researchers met regularly throughout the process to discuss coding, modifying
the coding scheme and maintaining fidelity to the coding scheme, until consensus was reached.

2.6 Scientific rigor
The evaluation team employed certain strategies to ensure trustworthiness of the data. The basic question addressed by the
notion of trustworthiness is: How can an inquirer persuade his or her audiences that the research findings of an inquiry are
Published by Sciedu Press
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worth paying attention to?" [17]. Literature describes three criteria for ensuring trustworthiness, namely credibility,
transferability and dependability [17].
Attention was given to credibility (checking the true value of findings) by means of independent coding. Transferability
was established by thoroughly describing the research context and the assumptions that were central to the research. The
person who wishes to "transfer" the results to a different context is then responsible for making the judgment of how
sensible the transfer is. The researcher also needs to provide sufficient information that can then be used by the reader to
determine whether the findings are applicable to the new situation [17]. To this end, the researchers have included a number
of quotes from the verbatim transcriptions. Dependability was maintained through keeping of the raw material, giving a
full description of the research method, and applying the same procedure throughout.

2.7 Ethics
Ethical review was conducted by the Human and Social Sciences Ethics Committee of the University of KwaZulu-Natal
(reference number: hss/1347/010).

3 Results
Results are presented as quantitative and qualitative and an overarching aim is to illustrate the stages of support (in relation
to reframed Change Theory) required during the HICSP.

3.1 Quantitative results
Quantitative results are presented as process indicators: number of monthly meetings held; number of workshops held to
develop data presentation templates; number of data presentation templates produced and in use; number of action plans
developed; and percentage of action plans completed.
The number of monthly meetings held over the two year period (June 2009-June 2011) was 17. Several meetings were
missed as a result of members of the HIC having to attend other meetings. This illustrates the complexity of holding
monthly meetings in rural South Africa.
The number of workshops held to develop templates was seven and this illustrates that time was required for participants
to understand the aim of the HIC (the agenda and timing of the HICSP was set jointly by the facilitators and the HIC), to
recognise and problematise that there is no local use of routinely collected data, to take ownership of the data and make
decisions around what data is locally relevant. This process was considered vital in relation to the first two stages of
reframed Change Theory.
The number of standardised templates developed and in use by the end of the project was six.
The number of action plans developed as outputs of the monthly meetings, based on reflecting on the routine data, was 71.
Close management of the action plans through participants having to take accountability and report back on their progress
at the monthly meetings resulted in all 71 plans being fully implemented (details of these actions will be described in a
subsequent article). A target of completing 80% of formulated action plans was set for the HICSP, and the target was,
therefore, met and exceeded.

3.2 Qualitative results
The major themes that emerged from the qualitative data in relation to the three stages of reframed Change Theory are
discussed below, and enforced with quotations from the participants. Qualitative data was themed according to: a) stage 1104
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recognising and articulating the problem around data collection, b) stage 2- taking ownership of data, and c) stage 3- acting
on and monitoring data.
a) Stage 1- recognising and articulating the problem (reframed Change Theory, stage 1)
All participants stated that they did not reflect at all on routinely collected data prior to the HICSP. One of the participants
articulated that the specific problem was that there was no system in place to ensure that the data collected by participants
was used by participants. This point is illustrated in the following quotation:
There was no system of making use of the information.
Although there was little qualitative data from this study to highlight the reframed Change Theory first stage of
recognising and articulating a problem, the researchers are of the opinion that this phase is vital as participants would be
unwilling to change if they do not perceive that a problem exists. Data illustrates that, prior to the HICSP, participants
perceived no personal benefit to collecting data.
b) Stage 2- participants taking ownership of data (reframed Change Theory, stage 2)
Participants illustrated that they took ownership of data collection by, for example, realising of the value of having
accurate data.
They have highlighted to us the importance of writing the correct information. You must not just write anything;
you must write the correct thing and send the correct information.
Ownership was demonstrated when participants reflected on why they collected data and related data collection to their
own performance.
Data collection, it is basically to review the programmes (such as the tuberculosis programme), the performance;
how we are improving.
We measure where we are at that point in time. We measure where we have been and where we are going. As you
look at the data monthly you can see, okay, I am going backwards there or going forward there; I want to reach
higher next time.
The above quotations illustrate that participants began to see a personal benefit to collecting of the data. Ownership was
also illustrated as participants mentioned that reviewing data allows them to take personal accountability for data. They
said they needed to “identify the gaps” in data and “when you have all the information you can make an informed decision,
so that the programmes can run smoothly”.
One respondent felt that the reason for having information was “to improve the standard of the care we are giving our
clients.” Other quotations are included to illustrate that the participants, and other people they presented their templates to,
developed some sense of ownership of the data.
When looking at the information with everyone there - the operational managers, the management and the people
who are hands on - you are able to interrogate the information. You actually learn from the information that you
get.
And the people who are actually doing the work they learn how to do the work understandably, knowing where
they are going.
Published by Sciedu Press
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With my presentation they now know the problems or the challenges that we are facing, as well as the
achievements in our programme.
You get to know how to present data. At first you do not have confidence, but with the knowledge of how the
calculations are done, how to present, how to make your presentation attractive and informative, that gives you
the power. You own your data.... Actually the district has learnt from my presentations; they have seen me present
and they understand it.
You tend to be more confident when you present something that you know. It’s very good. If someone asks
questions, you know how to answer back.
The above quotations illustrate that data collection had become useful to participants at a personal level.
C) Stage 3- acting on and monitoring data and information (reframed Change Theory, stage 3)
Participants reflected on the HICSP support and noted that using data appropriately enabled them to act on and monitor
information at their local level. This point is illustrated by the following quotations:
The information is looked at, the trends are looked at, and then recommendations are made and action plans are
made. At the start of each meeting people present what action plans came from the previous meeting and they
review what they have done and what they have found out. I have gained a lot of knowledge. I can determine
targets using the catchment population. Now I can see that this month we have done this, and why they have gone
up or down, and I can explain.
It was an eye opener for me. You can see if you are doing well or not doing well using the monthly and yearly
targets.
It was very useful; we have our own target now. Previously we did not have our own targets for each clinic for
initiation. We knew our testing rate must be 95%, our CD4 taken must be 100%, but we did not know how many
we must initiate in a year.
Action plans were formulated based on targets not being reached for indicators. And one would notice that there
is a gap and decide what is the next step or the way forward.
A number of participants mentioned specific successes achieved through the action plans that were developed and
implemented.
We were not doing well in cervical cancer screenings, but now the numbers are up. We set a target for each
clinic.
One participant mentioned an action plan to address the very high numbers presenting to the outpatient department (OPD)
at the hospital. Physicians at this hospital had stopped visiting the clinics attached to the hospital and numbers of patients
attending the OPD had increased consequently. The action plan involved examining the utilisation rates of each of the
clinics and then rostering doctors to visit the clinics, with more visits scheduled to the very busy clinics. This resulted in a
marked impact on both the outpatient department’s headcount and the clinic headcounts:
We took doctors to the clinics so that the patients remain where they are and we take the services to the patients.
That changed the picture overnight - less out-patient department count and a very high Primary Health Care
(participant refers to patients who visit clinics) headcount, just because of that change.
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The above quotations illustrate that participants have taken ownership of their data and participants have progressed to
seeing value in acting on information and monitoring that action. The quotations additionally highlight that participants
see a broader and very positive value to using their information appropriately.
d) General comments on the HICP
Most participants expressed the value of the HICP in promoting and monitoring action.
It was a great experience. I gained a lot; I learnt a lot. I did not know that I would come out knowing such a lot. It
was a great experience for me.
Participants also commented that the workshops held for template development were “very useful”. With regard to the
templates themselves, participants valued the fact that they have honed in on vital or “core indicators” and most stated that
the templates were user-friendly.
Just look at the layout (of the template); it’s totally different. If you can compare it to the data that was presented
say last year June or July, it was in a table form then, with numbers. It is now in a graph form and it’s very easy
to understand, straight to the point; you gain a lot. Everyone can understand them (the templates) at the
presentation.
Most participants stated that they will continue to use their respective templates after the HICSP ends.
Yes, I will continue to use it (the template). You can even ask the other districts to use it (the template); it was so
useful to us. You can ask others to perform as we are performing.
Most stated that the information committee meetings should and will continue. The Hospital and Programme Managers
were identified by participants as being the most appropriate people to coordinate the continuation of regular HIC
meetings.
We are now proud, we can present everything. We have learnt how to do action plans and how to conduct the
meeting itself.
We will continue with the way we have been doing it. It has given us the light.
It is very important to carry on with it. If you don’t carry on with it you put all that hard work to nothing.

4 Discussion
Findings from this study illustrate that the HICSP provided a practical methodology for the interpretation, presentation,
use and monitoring of data routinely collected by members of the HIC. The support offered by the HICSP included:
regular facilitated meetings, co-development of standardised data presentation templates, co-development of action plans
and monitoring of whether action plans were implemented. The overall success of the HICSP is reflected in the meeting of
the objectives of the HICSP: a HIC was instituted, templates were produced and were still in use on completion of the
HICSP, and action plans were developed and fully implemented. Participants are now using the data they gathered as a
strategic resource to inform decision making [6] and are translating decisions based on information into action. The desired
outcome of this strategic use of information should be improved quality of care [7]. The evaluation of the HICSP did not,
however, assess quality of care or the impact of the implementation of action plans on patient outcomes and this requires
further evaluation. If action plans are appropriate and are successfully implemented, then the HICSP has the potential to
strengthen programme management and, ultimately, improve patient outcomes.
Published by Sciedu Press

107

www.sciedu.ca/jha

Journal of Hospital Administration, 2013, Vol. 2, No. 4

Supporting a HICSP cannot be seen as a once-off, easy venture and the three stages of the reframed Change Theory may
provide a framework for the planning, implementing and monitoring of future HICSPs in a rural African setting.
Participants particularly valued the initial stages of co-developing data presentation templates (stage 1 and 2 reframed
Change Theory). The importance of retailoring the format in which data is presented is emphasised by Nutley [4], who
states that data users in a health system have different information needs and need information at different levels of detail
and complexity. Ensuring that data are understood by potential users requires that data become personally meaningful,
synthesised and disseminated in formats that are targeted to the individual and organisational contexts in which they are
intended to be used [4]. Findings from this study support that data was personally meaningful, synthesised and disseminated
by means co-developed by the participants themselves. Thus data and information were directly targeted at the members of
the HIC and the programmes and organisation they represent.
Participants also mentioned the benefit of honing in on a set of core indicators for their respective programmes. To
facilitate data use, focus needs to be placed on what stakeholders need to know to effectively run health programmes,
instead of what data are available to them [4]. By focusing on the practical questions data users have about their
programmes and the upcoming decisions they have to make, it is possible to hone in on the specific data that will inform
relevant questions and decision making processes [18-20]. As Nutley [4] states, it is important for the data user to recognise
what they ‘need to know’ rather than what is the ‘nice to know’.
Raw data are seldom useful for decision making and usually must be transformed into information that is usable and that
relates to the issue being addressed [5]. For example, it is not enough to know how many clients used services; comparison
against a target or previous performance may be needed [5]. Participants in the current project reported the value of being
able to monitor programme performance based on context-specific targets for each indicator. Not reaching a target pointed
participants towards avenues for further action. South Africa’s DHMIS Policy [9] stresses the importance of setting targets.
The policy states that each District Manager shall be responsible for ensuring that provincial targets are adapted for their
district.
The act of presenting data is one of the core competencies of data use [4]. The HICSP participants, as a result of userfriendly presentation templates, appeared to feel more confident in presenting data to other people and in answering
questions about their respective programmes.
Stage 3 of the reframed Change Theory is reflected in the action taken by participants in response to their synthesis and
analysis of data. With regard to the sustainability of the project, all participants reported they would continue to use the
templates, take action based on analysed data and monitor the effect of action. They also would continue to hold monthly
HIC meetings.

5 Limitations of the study
Although this research shows promising results, it is important to note the limitations of the study. First, no evaluation of
the impact of implemented action plans was carried out. The study would be strengthened if a positive association could be
found between action plans implemented and improved patient care. Second, the study focused on one rural district
hospital with a resulting small number of participants, thus raising questions around transferability. It is recommended that
the study be repeated with other participants in other sites. It is also necessary to analyse the organisational and behavioral
factors that might have played a role in the success of the project at this study site, as this will inform possible rollout to
other sites. It is possible that, in the in-depth interviews, participants said what the felt the researchers wanted to hear
(researcher bias), although the interviews were carried out by evaluators who were not part of the HICSP.
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6 Conclusion
The need for the strategic use of data at a local level to inform-decision making and action is unquestionable. The current
study illustrated that change cannot be viewed as a once-off event and support needs to be on-going and regular. The
reframed Change Theory stages employed in this project may prove a useful basis for others who wish to develop and
implement a HICSP, as the same staged approach could be used. This study indicates that changes around data collection
and analysis took time, and change only occurred when participants saw problems in the existing system and recognised
the benefit in changing.
The success of the HICSP is reflected in the meeting of its aims. In particular, all action plans were fully implemented (this
paper does not aim to provide details of how each action plan was implemented). A need to evaluate the impact of action
plans on patient outcomes is identified.
The qualitative data demonstrated the value of participant empowerment by processes such as co-developing data
collection and presentation templates and presenting data in a user-friendly manner. The need to hone in on core indicators
and take account of context specific targets is noted. The HICSP was valued by participants, who expressed increased
confidence in translating data to information, and in making use of information.
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