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Abstract 
Background: A health information system (HIS) is crucial for the planning and management of health services. A 
HIS provides evidence for programme and policy decisions to ensure better population health outcomes. A HIS 
aims to improve data collection and handling to extract valuable information thus providing quality health services. 
Rehabilitation therapists in health facilities in KwaZulu-Natal (KZN) collect data for the monitoring and 
evaluation of rehabilitation services. Rehabilitation departments in different health facilities have designed data 
collection tools that are suitable for their institutions, resulting in inconsistency in what is collected across the 
province of KZN. The study seeks to explore the perceptions of rehabilitation coordinators concerning appropriate 
indicators for planning and monitoring rehabilitation services in health facilities in KZN. 
Methods: An exploratory qualitative approach was used. Data was collected through face-to-face in-depth 
interviews with rehabilitation coordinators who were employed in provincial and district offices in the KZN 
Department of Health in 2018. Interviews were conducted from June 2018 through September 2018. Each 
interview was audio-recorded and transcribed verbatim. A thematic analysis was implemented.  
Results: The participants highlighted that community outreach, access to multiple assistive devices and discipline 
specific indicators are appropriate for monitoring rehabilitation services. In addition, integration of rehabilitation 
indicators with priority programmes such as HIV and TB should be considered. 
Conclusion: Rehabilitation coordinators conceptualise the current indicators as limited and insufficient. 
Rehabilitation indicators should be have linkages with other programmes and reflect the multiple disciplines that 
fall within rehabilitation services.  
Keywords: Health information system, data management for monitoring and evaluation, health information for 
rehabilitation services 
1. Background 
A health information system (HIS) is crucial for planning and management of responsive health services (National 
Department of Health, 2013). A HIS aims to improve data collection and handling in order to extract valuable 
information that can be utilised for health planning, decision-making and resource allocation (AbouZahr & 
Boerma, 2005, Hotchkiss, Aqil, Lippeveld, & Mukooyo, 2010), in order to provide quality health services 
(Nyamtema, 2010). A HIS provides evidence for programme and policy decisions to ensure better population 
health outcomes (Nyamtema, 2010).  
Many low- and middle-income countries do not have a proper and effective HIS and often cannot afford to invest 
in data collection and analysis (World Health Organisation, 2017b; Mphatswe et al., 2012). This can result in a gap 
between policy-makers and health professionals, resulting in a poorly performing health system (AbouZahr & 
Boerma, 2005; Mphatswe et al., 2012). Developing countries face a challenge in terms of clinical healthcare 
workers who are overburdened with work due to staff shortages. Data collection thus becomes ‘second best’, 
thereby compromising the quality thereof (Nicol, Bradshaw, Phillips & Dudley, 2013). Factors influencing HIS 
performance in developing countries include under-developed HIS infrastructure, inadequate human resource 
skills, high workloads for healthcare workers and the organisation of HIS (Sibuyi, 2014).  
South Africa(SA) has made progress in the establishment and implementation of its HIS since 1994 (English, 
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Masilela, Barron, & Schonfeldt, 2011). There has been a notable improvement in information management, 
increases in HIS human resources, improvements in the availability of HIS data collection tools, and in the quality 
of data (Nyamtema, 2010). The quality of data is highly dependent on person skills as well as on the data-collection 
tools (Kagasi, L. Zungu, & Hoque, 2013). For data to be useful, it needs to be complete and accurate (Nyamtema, 
2010; Mphatswe et al., 2012; Lippeveld, Sauerborn, & Bodart, 2000). Several organisational factors that 
contribute to poor quality data have been identified, including lack of staff training, poor supervision and feedback, 
lack of information use, multiple registers with no standardised tools and insufficient human resources (Hotchkiss 
et al., 2010; Mate, Bennett, Mphatswe, Barker, & Rollins, 2009; Mphatswe et al., 2012). 
According to the District Health Information System (DHIS) standard operational procedures, healthcare workers 
are responsible and accountable for ensuring high quality data in individual patient clinical records and on their 
own data collection and collation tools (NDoH, 2012). However, rehabilitation departments in KwaZulu-Natal 
(KZN) have no standard tools and guidelines for data collection (Blose, 2017). The national HIS does not 
adequately integrate rehabilitation-related information (NDoH, 2015). This hinders evidence-based 
decision-making, and it is one of the obstacles to strengthening rehabilitation services (WHO, 2017a).  
In SA, a national audit on disability research found that there was very little empirical evidence that had evaluated 
rehabilitation services (Blose, 2017). SA has a quadruple burden of disease with associated impairments that may 
lead to disability (Sherry, 2014). Medical interventions to save high-risk babies and people living with HIV are 
improving. However, these patients may be left with impairments that can lead to disability (NDoH, 2015). HIV 
and TB may cause neurological impairments, dementia, mental illness, TB of the spine, joint disease, pain and 
fatigue. Research further suggests that many adults with HIV/TB and chronic non-communicable diseases are 
likely to require rehabilitation and mental health services (Naidoo, Van Wyk, & Joubert, 2016). Similarly, in terms 
of maternal and child health, the associated impairments are cerebral palsy, developmental delays, mental illness, 
and visual and hearing impairments (Sherry, 2014). These patients rely on rehabilitation services to regain 
maximum function. 
Rehabilitation therapists include physiotherapists, occupational therapists, audiologists and speech therapists. All 
these disciplines have different roles for a patient, but with a similar goal which is to restore and maintain 
functioning, and prevent disability or loss of function (WHO, 2011). Rehabilitation services need to be evaluated 
continually for the service to be effective and relevant. However, rehabilitation services have traditionally been 
neglected in South Africa (Dayal, 2010). Consequently, these services tend to be fragmented and uncoordinated 
due to the lack of a comprehensive national inter-sectoral rehabilitation policy (NDoH, 2015) 
There is currently no standardised health information system in place to support rehabilitation services, and this 
may influence the allocation of health-related rehabilitation resources to people with disabilities (Stucki, 
Bickenbach, & Melvin, 2017). There are also no specific rehabilitation indicators that give a clear picture of what 
services are rendered daily at facility level (Blose, 2017). The scantiness of appropriate rehabilitation indicators in 
the national and provincial data sets impacts on the quality of rehabilitation services (NDoH, 2015). Rehabilitation 
coordinators who are employed at district and provincial level within KZN are responsible for coordinating and 
overseeing rehabilitation services. In addition, they collate monthly rehabilitation statistics from health facilities. 
The main aim of this study was to explore perceptions of rehabilitation coordinators regarding appropriate 
indicators for planning and monitoring rehabilitation services in KZN.  
2. Research Methodology 
2.1 Research Design 
This study used an exploratory qualitative research design with the purpose of describing the perceptions of 
rehabilitation coordinators on appropriate rehabilitation indicators for planning and monitoring of rehabilitation 
services in KZN.   
2.2 Study Setting  
This study was conducted at the KZN Department of Health (KZN DoH) district and provincial offices between 
June 2018 and September 2018. The study population consisted of rehabilitation coordinators who were employed 
by KZN DoH at the time of data collection. The participants were interviewed in the boardroom of the district 
offices where they work. The rehabilitation coordinators that participated in the study were from four districts, and 
one participant was from the provincial office. 
2.3 Study Population 
A total of five participants who met the inclusion criteria and who participated in the study. In order to gain rich 
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information, the study included rehabilitation coordinators that were qualified rehabilitation therapists 
Rehabilitation coordinators working at KZN DoH district and provincial offices who are qualified rehabilitation 
therapists (occupational therapist, physiotherapist, speech therapist or audiologist) were invited to participate in 
the study. 
2.4 Data Collection  
In-depth interviews were conducted with district and provincial rehabilitation coordinators who were recruited 
through purposive sampling. Purposive sampling is used in qualitative research for the identification and selection 
of information-rich cases related to the phenomenon of interest ( Patton, 2002). In-depth interviews were chosen in 
order to gain an in-depth understanding on the perceptions of rehabilitation coordinators concerning appropriate 
indicators for monitoring rehabilitation services in health facilities in KZN. All interviews were conducted in 
English.  
The interview guide comprised a demographic section as well as questions to guide the interview. The leading 
question was: “What do you consider as appropriate indicators for rehabilitation services in KZN. This was 
followed by probing questions to elicit detailed information 
2.5 Data Analysis  
Each interview was audio-recorded and transcribed verbatim. The completeness and quality of the transcript was 
verified using the observational notes taken during the interviews. The researcher read the written transcript of 
each participant’s interview numerous times in order to gain full understanding of the phenomenon and to then 
identify codes. A thematic analysis was implemented. Emerging themes were derived through the coding process.  
2.6 Trustworthiness 
Trustworthiness of the findings was achieved through: (i) dependability; (ii) triangulation. Dependability of the 
data collected was ensured through an audit trail. The main researcher and supervisor served as peer reviewers of 
the individual in-depth interviews, the level of probing, and the sequence in terms of how the data were collected. 
Triangulation of data was achieved through the use of individual in-depth interviews and field notes during the 
interviews.  
2.7 Ethical Considerations 
Ethical approval was granted by the University of KwaZulu-Natal Biomedical Research Ethics Committee 
(BE075/18) and permission to conduct the study was granted by the Department of Health (HRKM091/18). 
Participants were given an information letter on the study, and they willingly signed an informed consent. 
Confidentiality and anonymity of the data were ensured by the researcher. 
3. Results 
The participants consisted of three physiotherapists, one occupational therapist and one speech therapist. Three of 
participants were females and two were males. The level of management was from district and province. The 
participant’s years of working experience ranged from 10-24 years.  
 
Table 1. Demographic characteristics of participants  
Participant Professional Background Level Gender Years of working experience 

AA Physiotherapist District Female 24 

AB Physiotherapist District Female 19 

AC Speech therapist  District Female  10 

AD Occupational therapist District    Male  15 

AE Physiotherapist  Provincial    Male  19 

 
Significant themes generated from the analysis of participant responses are organized and presented: a)integration 
of rehabilitation programs with priority programmes; b)rehabilitation discipline-specific indicators; c)access to 
multiple assistive devices; and d)community outreach indicators (Table 2) 
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Table 2. Proposed rehabilitation indicators enaminating from participants’ comments  
Rehabilitation indicator Categories  

Integrating rehabilitation indicator with priority programmes 

HIV 
TB 
Under-5s 
Over-65s 

Rehabilitation discipline specific 

Audiologist 
Physiotherapist 
Occupational therapist 
Speech therapist 
Units, workload 
Disease specific 

Access to multiple assistive devices 

Walking aids 
Hearing aids 
Wheelchairs 
Number of wheelchairs repaired 

Community outreach indicators 

Number of old-age homes visited 
Number of support groups 
Number of campaigns (prevention, in-service) 
Number of schools visited 
Number of home visits 

 
3.1 Integrating Rehabilitation Indicators With Priority Programmes 
Participants indicated that integrating rehabilitation with priority programmes such as HIV, TB, under-5s, and 
over-65s will ensure that rehabilitation indicators are standardised across all health facilities. .  
‘Linking your priority programmes with your rehab patients will help to bring standardisation of rehabilitation 
indicators. That will mean that rehabilitation patients who have HIV, TB and children with developmental delays 
are accounted for. So that you could identify [that] HIV and TB programme is taking up to 50% of our wheelchair 
budget.’ (Participant AA) 
‘That’s why we say it is important that we look at integration; these are the things we need to do. Some of the inputs 
we can put I think is how is rehabilitation is integrated with the priority programmes. These priority programmes 
are important according to Department of Health ; so, we need to be looking at how much input we have on that 
and this will have impact on resource allocation for rehabilitation.’ (Participant AB) 
There was also an agreement amongst participants that, if rehabilitation services are integrated with the priority 
programmes, monitoring and evaluation of rehabilitation services in health facilities would improve. Integrating 
rehabilitation services with priority programmes would ensure that the performance of rehabilitation services is 
closely monitored. However, integration of rehabilitation indicators into priority programmes would not improve 
the quality of data collected if training of staff involved in data collection is not implemented.  
‘[We would take the DHIS data and put that on the spreadsheets with priority programmes. The rehabilitation 
programmes will be monitored regularly and can easily detect which institutions who have not submitted.’ 
(Participant AA) 
‘We need to train the staff that is involved in the collection of data so that they understand the importance of data 
collection and data management. Staff should understand the importance of the data that they are collecting in 
order to collect good quality in order for the data to inform policy.’ (Participant AE) 
3.2 Rehabilitation Discipline-Specific Indicators 
The participants indicated that the current indicators did not reflect the true picture of the rehabilitation disciplines. 
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The current head count approach that is used does not reflect on the different disciplines, which fall under 
rehabilitation. 
The participants highlighted that the number of clients accessing rehabilitation services was not specific enough 
and needed to be broken down to the individual disciplines, which were audiology, physiotherapy, occupational 
therapy and speech therapy. Participants further proposed that the units of time spent with each patient be captured 
on the data-collection tools.  
‘We need a head count of patients seen by speech therapy audiology, physiotherapy and occupational therapy. We 
really have to have that because how do you assess your services. In a meeting, you would be sitting there saying 
you have too many rehabilitation clients, but they don’t know there is no speech [therapy] in that.’ (Participant AA) 
‘We need to be looking at workload of these therapists. We cannot be capturing patient’s head count; it means 
nothing. If I have four therapists, how much are they capturing, what is their workload. Is it having impact and are 
we giving quality rehabilitation?’ (Participant AB) 
‘Let everyone show what they are doing, like for speech therapy. Just break it up so that each profession is seen and 
visible, and I do not know when it goes to the actual work that we do. The indicators also need to show how much 
time you spend with the patient.’ (Participant AC) 
Furthermore, a disease- or condition-specific indicator was suggested. These indicators will be discipline specific, 
with the mention of the conditions to identify which conditions are more prevalent in which areas.  
‘The current indicator which reports on the head count of patients seen by rehabilitation does not tell me whether I 
need more for example ore physios or speech therapists. We need to separate the professions, so we know how to 
boost the numbers because you end up having incomplete rehabilitation team.’’ (Participant AB) 
3.3 Access to Multiple Assistive Devices 
A wide range of assistive devices that are issued by different disciplines within rehabilitation services should be 
reflected in the indicators. An assistive devices indicator should capture multiple assistive devices and not just 
focus on wheelchairs, walking aids and hearing aids issued. In addition, participants also mentioned that 
wheelchair repairs also needed to be included as an indicator.  
‘…. And even in the assistive devices there should be more than just those on the DHIS; all devices should be 
counted.’ (Participant AC) 
‘The wheelchair one, I would do it for all the assistive devices. I would not just select wheelchairs; I would take all 
assistive devices that would be your wheelchairs, your white canes, everything that is done under assistive devices. 
In addition, your special adapted things that are done for clients, everything that encompasses assistive devices I 
would put there as one indicator. So that would be issuing and ordering of those assistive devices. I think that 
would make a lot of sense, it would cover all rehabilitation disciplines.’ (Participant AD) 
‘We do wheelchair repairs, but we are not capturing that on the current indicators.’ (Participant AB) 
3.4 Community Outreach Indicator 
Another indicator that came up was the community outreach indicator. The participants indicated the community 
outreach programmes initiated by therapists are not reflected in the DHIS.  
‘It [current indicators] doesn’t reflect how much work we do behind the scenes, like for instance the impact we 
have on old-age homes. Do we even capture how many old-age homes we visit and what impact does it have on 
Department of Social Development? Because that will influence the number of therapists being hired by 
Department of Social Development.  
We also do awareness campaigns with the mothers, the support groups when we look at therapy, OT support 
groups for children with autism.’ There should be indicators that look at the prevention side of rehabilitation. If we 
pick up problems through early identification, like neonates. For example, number of children under one year that 
are screened for hearing. We are not looking at the quality of life. (Participant AB) 
‘The current health reforms are focusing on primary health care re-engineering and community outreach, ward- 
based outreach teams. Rehabilitation personnel should also be part of these teams hence a community outreach 
indicator is important for rehabilitation services. (Participant AA) 
Participants pointed out data quality issues on the current community outreach indicator as a challenge. They 
mentioned that data from the clinics is captured on the DHIS by data capturers and sometimes data is incomplete or 
the data capturers would make up the data. This is further exacerbated by the fact that most are still collecting data 
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on paper-based tools; this leads to poor documentation and losing of data.  
‘…And the data capturers lose the stats and they make up numbers. There are some, in fact majority of time, that is 
why I do verification because some of the clinics, you go there and there is a gap.’ (Participant AB) 
‘There is a lot of challenges. When I did my verification when I went for my support visit, I found out that there 
was a lot of gaps and missing data. There would be times where you would find literal gaps, incomplete data.’ 
(Participant AC) 
‘Most health facilities are using paper based tools and those that have computers have no internet connection. So 
the data that is collected in those facilities is not well managed the information comes with gaps. ’ (Participant AD) 
4. Discussion 
The aim of this study was to explore perceptions of rehabilitation coordinators regarding appropriate indicators for 
planning and monitoring rehabilitation services in KZN. The participants reported that integrating rehabilitation 
indicators with priority programmes is crucial. This integration will ensure that the rehabilitation services are 
prioritised, and this could potentially improve the quality of data and resource allocation for rehabilitation services. 
Special linkages between rehabilitation services and other health programmes should be developed (Sherry, 2014). 
Priority programmes have shown that they are monitored better locally and globally even though there are still 
challenges and short comings (Richards et al., 2016).  
SA has a quadruple burden of disease with associated impairments that may lead to disability (Sherry, 2014). 
Medical interventions to save high-risk babies and people with HIV are improving; however, these patients may be 
left with impairments that can lead to disability (NDoH, 2015). HIV and TB may cause neurological impairments, 
dementia, mental illness, TB of the spine, joint disease, pain and fatigue. Similarly, in terms of maternal and child 
health, the associated impairments are cerebral palsy, developmental delays, mental illness, and visual and hearing 
impairments (Sherry, 2014). These patients rely on rehabilitation services to regain maximum function, indicating 
that rehabilitation and other programmes are interlinked and need to be integrated. That is why participants 
suggested HIV, TB, under-5s and over 65s be included in the priority programme indicators. 
Rehabilitation therapists include physiotherapists, occupational therapists, audiologists and speech therapists. All 
these disciplines have different roles for a patient, but with a similar goal which is to restore and maintain 
functioning, and prevent disability or loss of function (WHO, 2011). The participants of our study suggested that 
there should be discipline-specific indicators (i.e. specific head count for each of the disciplines). These indicators 
could be further broken down to units to allocate the amount of time spent with each patient and diagnosis. There 
has been criticism that there are not sufficient to monitor rehabilitation and disability within the HIS and that there 
were no specific indicators on the type of disability, functioning or access to services (McPherson et al., 2017). 
Rehabilitation is evaluated by outcomes related to functioning, not by the number of patients seen, and data 
elements should reflect impairment, levels of function and participation restrictions (McPherson et al., 2017). 
Assistive devices provide support for individuals to improve their independence. A variety of assistive devices is 
provided by different therapists as per the needs of the patient. Participants felt that there should be a list that shows 
access to multiple assistive devices as indicators for rehabilitation program. The breakdown of assistive devices 
would facilitate budget allocation, as mentioned by one of the participants. Assistive devices can be divided into: 
mobility devices, positioning devices, daily living devices, vision devices, hearing devices, communication 
devices and cognitive devices (WHO, 2010). The provision of appropriate assistive devices is an important part of 
rehabilitation and is associated with improved function (Visagie, Scheffler, & Schneider, 2013). However, 
assistive devices wear out over time and therapists have to do basic repairs on devices like wheelchairs (Visagie et 
al., 2013).  
Patients issued with assistive devices might have barriers that prevent the optimal use of the devices; this might be 
at home, work, school or in the community (WHO, 2010). The therapist sometimes has to go out to the community 
to make necessary adaptations to improve the utilisation of assistive devices. This brings about the need to have an 
indicator for adaptations under the community outreach indicator. The participants felt that they go out to the 
community and perform the task of adaptions, but these are not reported in the DHIS.  
Community outreach interventions form an important part of rehabilitation services and can improve the 
effectiveness of the programme (WHO, 2011). Outreach aims to bridge the gap by working with the community to 
determine the needs for assistive devices, offer rehabilitation services and facilitate access to assistive devices 
(WHO, 2010). Community outreach includes old-age homes, homes, the community setting, the school setting and 
PHC (clinics and health centres), and it aims to bring services to the people (NDoH, 2015). Rehabilitation services 
at all levels of care should be reflected in the indicators in order to ensure that appropriate resources are allocated. 
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Reliable data is needed to monitor and evaluate community rehabilitation services. However, due to the absence of 
standardised indicators, such data is rarely available (WHO, 2010).  
Participants suggested that community outreach should be included in the rehabilitation data set. This indicator 
would need to specify the type of outreach, for example, home visits, clinic visits, etc. PHC re-engineering was 
meant to make healthcare more accessible to people with disabilities, prevent disability through early intervention, 
and make rehabilitation services available and accessible to all (Sherry, 2014, NDoH, 2015). However, there is a 
single indicator for rehabilitation at PHC level, which is the provision of assistive devices, and the outcomes are 
not measured (NDoH, 2015).  
The data on rehabilitation services from the health facilities had challenges in terms of incomplete data, incorrect 
data and late submission. Most participants concluded that it was important to compare source documents for the 
data captured in the clinics. Having raw data submitted by therapists was pointed out to be of assistance to the 
district rehabilitation coordinators for verification purposes. In a study done by Sibuyi (2014), the data verification 
process identified gaps in completeness and consistency, with the data in the DHIS software not corresponding 
with the data in the source documents. 
Once the indicators have been developed, participants suggested training and regular workshops for rehabilitation 
therapists as ways to improve data quality. A few studies on data quality improvement interventions through 
training showed improved data quality, particularly increased completeness and accuracy in the health programme 
data (Mate et al., 2009, Mphatswe et al., 2012, Nyamtema, 2010, Sibuyi, 2014). However, there are studies that 
have showed that despite training on the DHIS, healthcare workers were not utilising data (Garrib et al., 2008). 
One of the recommendations from the study conducted by Mate et al. (2009) for improving data quality was for 
healthcare workers to be trained to perceive data as valuable in making a difference to their performance and in 
improving service delivery. 
Most health facilities in KZN are using paper-based tools and this leads to poor documentation In addition, 
participants highlighted that lack of IT equipment and internet connectivity is a impedes on the quality data 
currently collected for rehabilitation services. . Studies have shown the need for a web-based DHIS system 
because it would be easy to monitor the data remotely as it is captured and also retrieve it quickly when needed 
(Bhana, 2010, Braa, Heywood & Sahay, 2012).  
4. 1 Study Limitations 
This study focused on rehabilitation coordinators inly and did not include rehabilitation therapists at different 
levels of care within the health facilities. Further study is needed to explore the perceptions of rehabilitation 
therapist who are working at different levels of care regarding rehabilitation indicators. 
5. Conclusion  
The results from the analysis reveal that rehabilitation coordinators considered the current indicators as limited and 
insufficient. Integration of rehabilitation indicators with priority programmes, rehabilitation discipline-specific 
indicators, access to multiple assistive devices and community outreach indicators must be considered for 
inclusion in the DHIS for monitoring and planning of rehabilitation services.  
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