B\

Hannah Faal
Programme Development Adviser:
Health Systems, Sightsavers, 21 Nii
Nortei Ababio Road, PO Box KIA
18190, Airport, Accra, Ghana.

Colin Cook

i Professor of Ophthalmology, University
of Cape Town; CBM Eye Medical
Advisor.

RD Thulasiraj

Executive Director, LAICO, Aravind Eye
Care System; President, VISION 2020:
» The Right to Sight: India, Lions Aravind
Institute of Community Ophthalmology,
Aravind Eye Care System, Annanagar,
Madurai 625 020, Tamil Nadu, India.

What is the health systems
perspective?

As eye care workers, we don’t treat eyes,
we treat people. Similarly, eye care does
not take place in a vacuum; it is part of
the wider health care system.

It is possible to forget this ‘bigger
picture’ when our work demands such a
lot of us. However, as we think about it,
we will be surprised how much the work
we do depends on the wider health
system and, in turn, how much our eye
care system can contribute to the wider
health system.

The World Health Organization empha-
sises the need to have the health systems
perspective or framework in mind when
we plan and deliver eye care services.

This is not as complicated as it may
sound! It means spending a little time
thinking about each of the different but
related elements that make up the
building blocks of the health system.

1 Service delivery: the actions we take
to improve the health of our patients

2 Human resources: the people who
deliver eye care

3 Consumables and technology: the
tools we need in order to do our work

4 Financing: how the eye care is funded

5 Leadership and governance: how we
manage our work, are accountable,
and how our work is regulated

6 Health information: the information
we need to manage our work.

We can think about each of these within
our eye programme. But more impor-
tantly, the health systems perspective
encourages us to think about how our eye
programme interacts — both positively and
negatively — with nearby, parallel health
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We need accurate information to plan and monitor eye services. SOUTH AFRICA

services and the wider health system such
as the local hospital or national health
system.

Health management

information systems (HMIS)
Health information is one of the six compo-
nents of a health care system. We need
information about each of the components
in order to plan and monitor — with the
ultimate aim of providing a better service
and eliminating avoidable blindness.

A health management information
system (HMIS), if well designed, can help
us to manage all the information needed
by (and generated by) the eye care
programme — whether at local, district, or
national level. Whether we are planning a
new HMIS or evaluating an existing HMIS,
the health systems framework can be a
useful thinking tool.

It can help us to determine what
questions the HMIS should be able to
answer (which in turn determines how we
design it) and plan the implementation of
our HMIS.

Central to both of these is an awareness
of how our planned HMIS will integrate
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with any others in existence; or, where
there are no others, how ours can be
extended to support other health services.

What questions should your

HMIS be able to answer?

1. Service delivery

In order to know how well we are doing,
we need information on how many people
we are reaching (the quantity). Simple
counts (or tallies) of the number of
patients seen, screened, referred, and
treated over the last day, month, or year
will give us some idea of how we are
doing. Information about the quality of our
services is equally important. Table 1
gives some examples of the information
we can collect to monitor the quantity and
quality of our services. The purpose of
collecting this information is either to
reinforce that we are on the right track
and/or to identify areas that need
improvement or change.

It is vital that this information is shared
with those who are responsible for the work
behind the numbers. This is both to
acknowledge work well done and to plan
ways of improving our work where
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necessary. The information collected should
also be used by us and not just be passed
on to others. The authors recommend
holding periodic review meetings to
analyse the information, identify problems
or constraints, and decide on the steps we
must take to do better.

At the level of the individual eye unit,
we recommend that the person who
collects the information should also
analyse and present it. For example, the
person who completes the daily register
could be trained to analyse the data and
present it at the monthly eye care team
meeting. This will help them collect the
information more carefully. They could
look at how common different conditions
are or the areas most patients come from.
This will bring life to what could otherwise
be a boring duty.

Continues overleaf »
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In Kenya, the Division of Ophthalmic
Services is responsible for coordinating
eye care services in the country. To do
this, it relies on data which, until recently,
had been collected manually, sent by
post, and then recorded centrally. This
process has been fraught with difficulties:
data was often incomplete and there
was a low response rate from eye units
(39% in 2007).

There was a need to enhance the
health management information system
to improve data collection and present
data to the Division of Ophthalmic
Services in a clear and understandable
format that would facilitate planning.

The aim of the redesign was to ensure
that the system was simple to use and
did not require advanced computer skKills.

Development of the HMIS
Microsoft Access was chosen as the
operating platform. The new
HMIS system was designed to
allow data to be keyed into the
computer at the health facility
and relayed by mobile phone
modem to the centralised
database hosted by a server at
the Division of Ophthalmic
Services. The same data would
be synchronised and integrated
with the server at the Ministry of
Health.

The Fred Hollows Foundation
provided funding to:
* develop the software with

feedback from users
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Table 1. Examples of information for monitoring the quantity and quality of eye care

services provided

Eye care Information for monitoring Information for monitoring
services quantity of work quality of work

Trachoma  Number of patients seen requiring Proportion of people needing
medical treatment services who are coming for
treatment (are we meeting the
need?)
Number of trichiasis operations Number of repeat trichiasis
done operations done
Refractive = Number of refractions done Proportion of patients with 6/6
error distance corrected vision
Number of glasses prescribed or ~ Proportion of patients with J2 near
dispensed corrected vision
Cataract Number of cataract operations Proportion of eyes achieving

performed

Number of cataract operations
performed on blind patients

* provide computers for eye units at
provincial hospitals

* provide modems from a local mobile
phone network.

Features

* Eye units enter routine information
they would have collected anyway.

* Hospitals or clinics can access their own
data and use it to generate their own reports.

* The Division of Ophthalmic Services
can use the system to produce reports
based on facility, district, or province as
well as disease category, treatment, or
type of operation.

 Authorised users can develop data sets
for children or women only, or for a
specific disease.

Progress

The system was piloted in three hospitals
and has so far been implemented in nine
hospitals in total. Once the seven provincial
eye and three referral tertiary facilities in
Nairobi are connected, it will be expanded
to the 46 eye units at district level.

Staff being trained to use the HMIS. KENYA

vision 6/18 or better at last
postoperative visit

Proportion of eyes failing to see
6/60 at last postoperative visit

Outcomes

The system has enabled timely and useful
information to be available, such as childhood
morbidity and causes of blindness and low
vision. The accuracy of reports has improved
and the planning of eye services has
been facilitated nationally and regjonally.

Challenges faced

The process has not been easy! Uptake has
been very slow and several problems have
been faced in the implementation as well
as in the use of the system in the nine hospitals
where the system is now installed. Dedicated
use of modems for data entry only has
reduced the use or airtime and brought
down the cost to US $3 per month. Slow
connection speeds have prevented use of
the patient module but a dedicated server
and line would eliminate this problem. The
use of different HMIS software programmes
throughout Kenya remains a problem.

Lesson learnt: overcoming resistance
Eye care workers initially showed resistance
to the amount of extra work that would be
needed. The fact that they could
access the information they
entered and use the system to
create their own reports made a
big difference. Once they saw
that the system could help them
with planning and with filling out
the newly introduced yearly
performance reports, they
embraced the idea and were
happy to use the system.

The author would like to
acknowledge Alice Mwangi and
Dr Hilary Rono for their help in
writing the article.
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Do not destroy existing systems, but
build on their strengths.

2. Human resources
Your HMIS should try to capture the following:

* Who is employed where, and to do
what? In collecting information on
human resources, you should look at
all workers who contribute to the work,
not just health workers. For example,
you should consider records clerks,
equipment technicians, and
administrators in different districts.

* How many patients are seen at
different eye units and by different staff
members?

* Where are there long waiting times?
You may improve the flow of patients
by moving staff within a particular
hospital, or by assigning staff to a clinic
or hospital where there are more
patients and longer waiting times and
waiting lists.

3. Consumables and technology
The HMIS may be able to help you keep
track of stock levels and stock used (this
will be covered in detail in Issue 76,
December 2011), as well as what
equipment is available and functioning
(see Issue 73, September 2010).

4. Financing

Your HMIS should capture information to
produce financial reports which can be
used to manage income generated, to
manage budgets, and for reports to donors.

5. Leadership and governance

A summary of the above information will
be invaluable to make decisions about all
aspects of the eye programme and help
you when reporting to your manager, the

hospital leadership, the ministry of health,

or a donor. Itis good to spend time thinking
about your reporting requirements when
you design the HMIS.

Further reading

WHO Western Pacific Region. Developing health
management information systems: a practical guide for
developing countries. Order from Marketing and

Dissemination, World Health Organization, 20 Avenue Appia,

1211 Geneva 27, Switzerland (Tel: +41 22 791 2476;
Fax: +41 22 791 4857; Email: bookorders@who.int).

(Adapted from Developing health
management information systems: a
practical guide for developing countries
by WHO Western Pacific Region)

1 Review the existing system.

* Make an inventory of the forms, log
books and other tools used to record
and summarise data at different
levels.

* Assess the quality of the data being
collected using the existing forms/
formats at different levels.

* Determine the problems encountered
with the current system of data
collection, including problems with
timing and flow of information.

2 Define the data needs of relevant
units within the health system.
Define the different roles/functions of
each level, for each of the major
programmes; these will determine
what information they need. For
example, at the village level, infor-
mation may be needed for case
finding and service delivery; at the
district level, information may be
needed for monitoring and super-
vision. At the provincial level,
information may be needed for
programme planning and evaluation,
and at the national level, for policy
formulation.

3 Determine the most appropriate
and effective data flow. Determine
what data will be submitted to whom,
how frequently, and in what form.
Make a flow chart that shows the flow
of information from the peripheral to
the highest level.

4 Design the data collection tools.
* Develop a first draft of the form,

* Do not destroy existing systems;
rather build on the strengths and
learn from the weaknesses of what
already exists.

* Consult with staff when you design the
forms and/or computer system so that
you are sure they understand them
and know how to use them.

* Collect only the data which you are
sure you will use.

* Ensure that the people collecting the
data understand what it will be used
for. Report the results back to them on
a regular basis — this will help to keep
staff motivated.

* The most effective data collection and

ensuring that it will produce all the
data you need.

* Get feedback from staff who will
be using the form and make
improvements where necessary.

5 Develop the procedures and
mechanisms for data processing.

* Assess the advantages and
disadvantages of manually processing
the data compared to using
computers. Consider the cost, the
availability of personnel (and their
training, particularly at the lowest
level), as well as the availability of
technical support.

* Pre-test any software and develop a
training programme for staff.

6 Develop and implement a training
programme for data providers and
data users. This should include
training of trainers, data providers,
and computer operators and training
of staff in the use of data generated
by the system (at various levels).

7 Pre-test and, if necessary,
redesign the system for data
collection, data flow, data
processing and data use.

8 Monitor and evaluate the system
once itis in use.

9 Develop effective data dissemi-
nation and feedback mechanisms.
Feed back to staff involved in the HMIS
not only its outputs, but also who is
using the information, what they are
using and how.

10Enhance the HMIS. Use the results
of the monitoring and evaluation of
the HMIS to continually improve it and
decide on future expansion, where
appropriate.

reporting tools are simple and short.

* Data which is incomplete or incorrectly
collected is worse than useless — it can
give you false information.

* Not all data should be generated
through the routine system of data
collection. Data that are not frequently
needed or are required only for certain
subsets of the population can be
generated through special studies and
sample surveys.

* The development of the HMIS is
always a work in progress. Itis a
dynamic endeavour where managers
and workers strive for constant
improvement.
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