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ABSTRACT 

This study entitled “Determining factors contributing to slow adoption of District 

Health Information System Application programme on health services in Tanzania” 

was conducted in Chamwino District Dodoma region. Specifically, the study was 

done at Buigiri, Iringa Mvumi, Chamwino, Haneti, Handali and Mpwayungu health 

centers were selected.  

Results from this study indicated that; the impact of DHIS Application programme 

on health services in Tanzania is increasing. The contents of this report offer powerful 

insight facts, strategies, tools and tips that can be used as a basis for impact assessment 

to the continuous development of organizations, management and practitioners. 

The recommendations suggests to reframe the problem in health sector rather than 

management as one of overcoming DHIS impact application programme to take a  

purposeful action, rather than adopting  from the management. Moreover, doctors 

and nurses should improve the delivery of DHIS services, greater co-ordination of 

activities within organizations and improvements in administrative efficiency. 

Having said the above, Government must introduce a modernized statutory definition 

towards improving health sector strategically, because heath sector and administrative 

efficient are interdependent to each other.  

The conclusion made in this study relies on the research findings. The government 

to introduce new professional ideal resource design available to the regional and 

national evidence on the impact of DHIS application programmes on health services in 

Tanzania rather than depend on donor’s initiatives policy context. 
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CHAPTER ONE 

INTRODUCTION 

1.0 Introduction  

This chapter is about background information of the study, statement of the problem 

together with general and specific objectives. Other parts of the chapter are research 

questions, significance of the study, location of the study area, limitation of the 

study, and conceptual frame work.  

1.1   Background of the study 

The world is fast becoming a global village, as a result of the development in 

Information and Communication Technology (ICT). The key instrument in this 

globalization is the computer. Computer mediated communication is increasingly 

becoming the fact of everyday life, particularly in the developed and some 

developing countries. ICT have changed how people live, work and play (Berenfeld, 

2010). 

Health Information Systems (HIS) is the system that captures, stores, manages and 

transmits information related to the health of individuals or the activities of 

organisations that work within the health sector. This definition incorporates things 

such as district level routine information systems, disease surveillance systems and 

laboratory information systems, hospital patient administration systems (PAS) and 

human resource management information systems (HRMIS).  
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Overall, a well-functioning HIS is an integrated effort to collect, process, report and 

use health information (Gee, 2009). 

The District Health Information System (DHIS) is an open source health 

management information system and data warehouse. It is developed by the Health 

Information Systems Programme (HISP). HIS are information management systems 

that captures and display data related to the delivery of health care services. HIS is 

not just a system of computers and software. It includes clinical guidelines, medical 

terminology dictionaries, and interfaces the various diagnostic devices and other 

clinical and business information databases, such as laboratory, pharmacy and 

diagnostic imaging. It is also used for public health and medical research purposes. 

The core development activities are managed and coordinated by the Department of 

Informatics at the University of Oslo, and supported by The Norwegian Research 

Council, NORAD, The University of Oslo, and The Norwegian Centre for 

International Cooperation in Education (Chaffey, 2008). The invention of 

Information Technology helps some health institutions, to facilitate the use ICT’s to 

aid the services they render to their customers. 

Everyday new technology is advancing to affect the way information is handled in 

health facilities. The establishment of the DHIS in 1996/97, as a routine system for 

tracking health service delivery in the public health sector, rank amongst the most 

significant developments in the new democratic dispensation. During the last 17 

years, the DHIS has incrementally generated essential data for health service 

planning; monitoring and reporting. It has served as one of the vital components of the 

comprehensive HMIS, towards which the health sector is working (Friedman, 2012). 
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Worldwide the DHMIS policy focuses on seven priority areas. These priority areas 

have sub-components, under which detailed policy provisions are made (Lynch, 

2004). Computing technology and mass storage technology are some of the areas of 

continuous development to reshape the way that they store, manipulate and 

disseminate information to users. The United Nations (2009) estimated that DHIS 

worldwide now contains routine data representing around 1.4 billion patient 

encounters. The number of data items or values collected and captured as routine data 

records in the system increased from around 2.5 millions in 2001 to 10.6 millions in 

2009. The number of DHIS users involved in the capturing or processing of this data 

increased from around 465 in 2001 to 1,180 in 2010, around 250%. Most of this 

growth has been in the data capture group. The number of highly skilled information 

officers and managers involved with data processing has remained modest 

(Friedman, 2012). 

The ICT industry in Africa itself has gradually come around to the realization that 

its long-term profitability in the African market is intimately tied into the 

development of ICT capacity, not only in order to increase market demand, but 

also with respect to promoting economic and social development. In Sub-Saharan 

Africa inadequate ICT infrastructure development management makes a shift to the 

use of web-based system remote data storage difficult. Shortage of experienced 

information officers as well as a common tendency to burden information officers 

with tasks not related to information management tenaciously continue to hold sway 

on health sector at all levels, even now, at the very close of the 20
th

 Century (Klein, 

2006).  
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In 2003, DHIS was introduced in two districts of Tanzania as a pilot project by the 

Department of Computer Science of the University of Dar es Salaam (Kimaro, 2004). 

Ever since, the DHIS has been scaled up to several districts and regions in Tanzania 

and various implementing partners have adopted DHIS. So far, DHIS is deployed and 

used in over 50 districts in Tanzania. Currently, the roll out of the DHIS and new 

HMIS has covered six regions. These are Pwani, Dar es Salaam, Dodoma, Lindi, 

Mtwara and Shinyanga. The next plan is to roll out DHIS and new HMIS to all 

districts of remaining regions (MOHSW, 2004).  

According to Tanzania Health Statistics the implementation DHIS adopts a broad 

based developmental approach to capacity building and support of communities, 

health care workers and decision makers for improving health information systems. 

DHIS support integration of information systems through open standards and data 

exchange mechanisms. 

Good health information systems are crucial for addressing health challenges and 

improving health service delivery in developing countries. However, the quality of 

the data produced by such systems is often poor and the data are not used effectively 

for decision making (Rweyemamu, 2007). Although there has been increasing 

international attention to the need to develop strong health information systems, it 

has proved difficult to do so for several reasons, including fragmentation and lack of 

coordination of health programmes (Sahay, 2006). The insistence by international 

agencies on maintaining their own vertical systems, lack of shared data standards, 

unrealistic ambitions, inability of system developers to handle complex 

organizational, social and cultural issues and problems of ICT’s sustainability has 

increased. The problem of fragmentation in HIS is through its technical framework 
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creating the need for all actors to join forces and work towards integrating the 

systems (Sahay, 2006). 

 1.2 Statement of the problem 

Most of the developed countries have exploited the potentials of ICT to transform 

their health sector at the tertiary and even dispensaries levels particularly the 

instructional process (Kosakowski, 2009). Generally ICT holds out the opportunity 

to revolutionize pedagogical health methods, expand access to quality health sector, 

and improve the management of hospitals systems (World Bank 2011).  

DHIS adopts a broad based developmental approach to capacity building and 

support of communities, health care workers and decision makers for improving 

health information systems. DHIS support integration of information systems 

through open standards and data exchange mechanisms. Focusing on DHIS promote 

access to use information for action. Therefore the Development and 

implementation of DHIS brings sustainable and integrated health information 

systems that empower communities, health workers and decision makers to improve 

the coverage, quality and efficiency of health services in assisting in data of 

outbreak investigation and research. 

Tanzania manages approximately 26% DHIS application of health facilities in their 

hospitals. About 50% of health services in rural areas which DHIS have not employed 

the application, power, fund and other resources are poorly integrated into national and 

global health information systems. This is a map of many health facilities in many 

developing countries (WHO, 2009).  
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In Dodoma region the DHIS application prevalent rate is approximated at 48% 

(Omary, 2008). Efforts have been made by Ministry in collaboration with various 

development partners Organizations, but the progress seems to be minimal due to 

lack of power sources to many of its hospitals (Omary, 2008). The Development and 

implementation of DHIS brings sustainable and integrated health information 

systems that empower communities, health workers and decision makers to improve 

the coverage. 

The Tanzanian health services still experience some hindrances in the effective and 

efficient use of the IT resources. The consequences of uneffective use of IT 

application have reduced capability, which causes many difficulties to nurses, 

doctor’s work and patient’s life. To the best of my knowledge there are determining 

factors contributing to slow adoption of District Health Information System 

Application programme on health services in Tanzania a research designed to create 

conditions for DHIS application affordable and give effective impact to the majority 

stakeholders of health services in Tanzania.  

1.3    Research objectives 

1.3.1 Main objective of the study 

The study focuses on determining factors contributing to slow adoption of the DHIS 

application on health programme in Tanzania. 

1.3.2 Specific objectives of the study 

i. To assess the current status adoption of DHIS application programme on 

health services in Tanzania. 
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ii. To identify challenges associated with slow adoption of DHIS application 

programme on health services in Tanzania. 

iii. To determine government and the community variables inhibiting DHIS 

application programme on health services in Tanzania. 

1.4 Research questions 

i. What is the current status adoption of DHIS application programme on 

health services in Tanzania? 

ii. What are the challenges associated with slow adoption of DHIS application 

programmes on health services in Tanzania? 

iii. What are the government and the community variables inhibiting DHIS 

application programme on health services in Tanzania? 

1.5 Significance of the study 

Research proposal to investigate the DHIS application programme on health 

services in Tanzania is crucial in a number of ways; The output of study is to serve 

the blueprint for health facilities, information managers/information scientists, 

researchers, doctors, nurses and Hospital management to chart out the right course 

of action for the use of information technology in furthering health delivery through 

policy formulation and implementation. Additionally the study is for identifying the 

existing gaps in the adoption of IT in the operation of health facilities for achieving 

their statutory functions. 

1.6 Location of the study area 

This study was conducted at Chamwino District in Dodoma region. Chamwino 

District is just 35 kilometers away from Dodoma town highway to Morogoro. 
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Dodoma region lies at 4 degree to 7 degree latitude South and 35 degree to 37 

degree East. It is a region positioned centrally in Tanzania and is bordered by four 

regions namely: Manyara in the North, Morogoro in the East, Iringa in the South 

and Singida in the west. Much of the region is plateau rising gradually from some 

830 metres in Bahi swamp to 200 metres above sea level in the highlands north of 

Kondoa. 

The study was carried out at Chamwino District being one of the districts of 

Dodoma region. Other districts are Kondoa, Mpwapwa, Bahi, and Dodoma 

municipal. Actually Chamwino was the study area because is one among the district 

the introduction of the system was started. 

1.7 Organization of the dissertation 

The research report consists of five chapters. Chapter one, is the introduction to the 

study whereby, motivation and justification for the research is presented. Chapter 

two is the literature review whereby, various studied relating to DHIS application 

programme and its implementation on heath sector are expounded. Chapter three is 

the research methodology. Chapter four is about analysis and discussion of findings 

and Chapter five presents the summary, conclusion, recommendation and suggestion 

for further studies, followed by references consulted and finally the research 

instruments are appended for reference purposes. 

1.8 Delimitation of the study 

This study covers the application of DHIS in Tanzania heath facilities. It assesses 

the applicability and effectiveness of the above system when used in combination to 

other system to avoid the fragmentation and lack of coordination of heath 

programmes while maintaining proper vertical systems. 
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This study covers only six dispensaries and two health centers of Chamwino District 

(Chamwino and Haneti health centers, Buigiri, Iringa Mvumi, Handali and 

Mpwayungu dispensaries) leaving others, because of the limited time for doing the 

study and absence of the system yet to some of these health facilities.  

1.9 Limitation of the study 

The limitation being the time available to accomplish the job. Students who are 

taking Master degree in Computer Science (Msc-Cs) have a long time to get their 

course work be finished, they work consecutively. Not only having long time for 

course work but also lack of lecturers at the College of Informatics and Virtual 

Education (CIVE), especially at the department of Computer Science.  

Another limitation was the delay of the implementation of the process of study, 

because of lack of sponsorship to finance the entire course. But a researcher got fund 

by personal private sponsorship. 

1.10 Conceptual framework 

Quality of service  is an essential  indicator for  health  services  delivery and 

program  management  as  well  as  for  DHIS program. Currently, the HMIS is not 

providing such needed data of sufficient completeness, timeliness, quality, and 

leading health programs. There are positive and negative effect to doctors, nurses and 

patients that provides such quality health programmes. 

Recognition of the negative effect of DHIS weaknesses of health information systems 

is not new to doctors, nurses and patients.  However, currently  a  number  of  forces  

coincide  to  render  the  push  for  strengthening  health information systems by 

making it more powerful. The result of negative effect is contradicting to workers 
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on a favorable system use. So, no incentive to use DHIS information to stakeholders, 

through that, the system slows health services achievement, data  handling  at  

facility  level  is  not  working properly and total failure of the program which may 

leads to uncoordinated data reporting in use  to  improve services at the facility.  

Demand for health information is currently highly influencing the health sector 

reforms which focus on decentralization. That is health systems are managing more 

closely to the level  of  service  delivery  by  the  people  in  their  respective  

localities. The positive effect of the DHIS to doctors, nurses and patients is to 

improve health performance services. Improve access, quality, value and use of 

health information through development of policies and offering incentives to 

enhanced dissemination and use of information by local, regional and global 

constituencies which leads to total achievement. 
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Figure 1: Theoretical Framework on the investigation of the impact of DHIS 

application programme on health services in Tanzania 

 

 

 

 

 

 

 

      

DHIS 

PROG

RAM 

NEGATIVE EFFECTS 

 Contradiction to 

workers and the 

system. 

 Slows health 

services 

achievement. 

 Total Failure. 

 

 

POSITIVE EFFECTS        

 Improving health 

performance 

services. 

 Total achievement. 

PATIENTS 

PERSONAL 

CHARACTERISTS 

DOCTORS and NURSES 

 

 

 



12 

CHAPTER TWO 

LITERATURE REVIEW 

2.0 Introduction 

This chapter reviews the relevant literature to the study variable. According to 

Crowrther (2005) Literature review is to make the research direction more definite 

and specific, serve a stimulus to the advance of the researcher’s own thoughts and 

ideas basis for new knowledge acquisition. Literature review must present only 

highly relevant information at the same time much of the acquired data will remain. 

2.1 Definition of key terms 

DHIS software 

DHIS is a computer programme that allows health services to enter, validate, and 

analyse routine data (monthly, quarterly and annually), semi-permanent data 

(population estimates, equipment, personnel numbers) and survey data (ad-hoc 

surveys, regular surveys, sentinel surveys, client satisfaction surveys). A prototype 

Special Patient Module is available for capturing special types of patient data and 

automatically analysing and/or aggregating it into routine data (EIAA, 2005). 

Health information systems programme 

The Health Information Systems Programme (HISP) is a global project to strengthen 

public health systems by improving the collection and use of health indicators. The 

project was started in the mid-1990s in South Africa and has grown to include a 

significant number of countries in Africa and Asia. The project was founded by 

researchers from Norway and has continued to get substantial support from the 

Norwegian Agency for Development Cooperation.  HISP is organized as a group of 
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semi-independent nodes, with South Africa and India being the two large nodes for 

program deployment and Norway retaining an important role in software development 

and education. HISP India and HISP Norway maintain a close collaboration while the 

South African node has significantly more autonomy (EIAA, 2005). 

Programme strategy use of DHIS  

To cover the wide array of tasks and users listed above, a serving strategy is helpful. 

The majority of users are at lower level; entering and using data. Only few know the 

database in-depth, usually at national level.  

DHIS application programme on health services in Tanzania 

The Ministry of Health and Social Welfare (MoHSW, 2009) through National 

Health Policy places a great emphasis on a well performing Health Information 

Systems (HIS). That is why the government is closely supervising this new 

approach of managing Health Management Information System (HMIS) as program 

hoping that this promotes:  

 Efficiency in all aspects of the system  

 The supply of quality information on timely bases  

 Enhancement of the whole process of strengthening HIS 

 Good working relationship with different partners  

ICT infrastructure 

ICT infrastructure is the physical hardware for interconnecting computers and users. 

Infrastructure includes the transmission media, such as telephone lines, cable television 
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lines, and satellites and antennas, and also the routers, aggregators, repeaters, and other 

devices that control transmission paths. Infrastructure also includes the software used 

to send, receive, and manage the signals that are transmitting information (Heinich, 

2001). 

Strategies to strengthen HMIS  

The government in collaboration with development partners is currently 

implementing different strategies for strengthening HMIS. Through sector review, 

Technical Committee under SWAP structure was formed in order to formulate 

strategies to strengthen and co-ordinate the existing Health Information Systems 

including HMIS as well as monitoring and evaluation of the system. At  the  global  

level  through  Health  Metrics  Network  (HMN)  a  framework  has  been developed 

with the aim to strengthen different systems including routine data system like 

HMIS.  The  HMN  goal  is  to  increase  availability and  use  of  timely,  reliable  

health information  by  coordinating  investment  in  health  information  systems.  

In this respect HMN principles are: Country ownership and stakeholders 

involvements; Linking of health and statistical constituencies; Harmonization and 

alignment; and Comprehensive approach to health information (Klein, 2006). 

2.2 Accountability theoretical bases of the study 

The theory that underpins this study is accountable with the fundamental 

prerequisite for preventing the abuse of power and for ensuring that power is 

directed towards the achievement of efficiency, effectiveness, responsiveness and 

transparency. Open, transparent and accountable government is an imperative 

prerequisite for community-oriented public service delivery because without it, 
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covert unethical behavior is the result. Public accountability rests both on giving an 

account and on being held to account (Sahay, 2006).  

There are challenges related to accountability to all levels of the health system, which 

affects all health care related functions. There should be a better mechanism to 

address and act upon inadequate performance and enforce responsibility. This 

includes issues in performance such as   how health facility staff  treat  patients,  

whether  health  management information  system  (HMIS)  data  are  compiled  and 

submitted as directed, whether the DMO takes action to address medicine shortages, 

and whether Sector Wide Approach (SWAP) technical working groups (TWGs) 

implement their planned activities and so on. 

2.3 Literature review theoretical base of the study 

The use of Information and Communication Technologies (ICTs) can help healthcare 

sectors in developing countries to potentially plan, monitor, control, and improve 

health services as well as communicate more effectively across organizational 

hierarchies (Nhampossa,2005). However, providing a number of examples where 

ICTs being critical for bringing change in developing countries has been problematic 

(Walsham, 2001). A key challenge in developing countries is the lack of sufficient 

awareness and use of ICTs and the lack of well trained ICT professionals (Titles, 

2005). 

WHO (2008) comments that, the goal of a health information system is often 

narrowing the production of good-quality data in many places due to insufficient 

knowledge to workers. However, the ultimate goal is more than producing relevant 

information that health system stakeholders can use for making transparent and 

evidence based decisions for health system interventions. Health information 
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system performance should therefore 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. Improving 

health information systems in terms of data availability, quality and use often 

requires interventions that address a wide range of possible determinants of 

performance. 

The UNCTAD, (2005) attests to the importance of knowledge capital for ICT use. 

Typically, ICTs cannot deliver any benefits on their own unless  they  are  supported  

and  enhanced  by  skilled  and  educated  human  resources  and appropriate  

institutional  capacity. The international aid agencies have often included initiatives 

for the development of literacy as part of their aid projects in developing countries. 

However, these provide only basic training that does not lead to appropriate skills to 

sustain the projects after foreign experts left. This consequently leads to a situation of 

unsustainability of ICTs (Paul, 2003). As locals with little knowledge find it difficult 

to act independently to manage and maintain ICTs over time. Similarly, projects 

initiated by local government without donor support lack attention to continuous 

human and institutional capacity building. The insignificant spending in social 

services and lack of resources in developing  countries  adversely  affects  the  

quality  and  quantity  of  services  and  skills development (Rweyemamu, 2007). 

 Sustainability of ICTs implies the ability to identify impacts and manage risks that 

threatening the long-term viability (Reynolds, 2006). The failure rate of ICT projects 

in developing countries is considerably higher than in developed countries (Heeks, 

2002). Mainly due to the lack of appropriate skills and knowledge to identify and deal 

with the risks associated with ICTs .Long term basis introducing  computer  
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technology  is  not  necessarily  the  silver  bullet  that  creates effectiveness and 

efficiency in health services (Nhampossa, 2005). Contrary lack of appropriately 

trained staff, hardware and software problems sometime result in the decay and 

obsolescence of expensive computer equipment, without any gains in decision 

making (Clay, 2000).  

Training in ICT literacy is depending on the social context of use whereby existing 

cultures and politico-economic structures influence individual’s learning and 

participation in training (Paul, 2003). This should include building of literacy involving 

cultivation of new cultures of ICT use including ways of processing, analyzing, and 

using data in HIS. Cultivation of new culture is yet a gradual progressive process 

involving institutional changes based on learning (Cook, 2007). Through local 

adaptation, use and creation of new routines setting is developed by demanding long 

term training and learning. This implies examining not only individual literacy but 

also the socio-cultural, political and economic factors that shape literacy, as well as 

the institutional context (Gee, 2009). 

The use of ICTs in developing countries is very low, estimated to be only 2.5 % of 

population living in developing countries (HRDR, 2003).  One of the problems 

attributing to this fact is ICT illiteracy (HRDR, 2003). A study by Braa et al. (2001) in 

the health sector of Mozambique indicated that only very few people had basic skills 

in ICTs and only few health workers at health facilities understood how to interpret 

health data. 

ICT literacy adds new demands to traditional literacy which include the use of 

hardware, software, and communication networks (Harvey, 2003). However, ICT 

literacy is not static as technology changes over time, and thus old skills need to be 
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upgraded well as change from DOS to Windows. In addition to technical skills, ICT 

literacy includes skills for dealing with information and understanding the impact 

of ICTs on work processes. ICTs also redefine the manner in which information is 

traditionally represented in indexing, zooming in and out (Selfe, 2009).  Most 

health care organizations of developing countries are overloaded with 

information but lack capacity to manage and analyze data using ICTs and to use 

the generated information for decision making (WHO, 2004). ICT literacy initiatives 

are required and must involve a variety of people from different functions and roles of 

health workers and health managers (UNDP, 2005). Over the last few years the 

interest for the DHIS software has increased rapidly, especially in Eastern and 

Western Africa. There is a huge and growing demand for technical assistance to set 

up and run the software to strengthen the capacity of countries and regional teams in 

the African region to successfully set up, design, and maintain the system (Harvey, 

2003). 

The challenges with health facility staff’s performance in working with the HMIS in 

Malawi is related to shortage of staff and limited resources for training. He 

concluded that intensified use of support structures can result in radical 

improvement in data collection and reporting performance, although with some 

changes in how the support structures are arranged (Sandvand, 2007). 

Information systems often fail due to low competence amongst users in Africa 

(Kaasbøll, 2010). Competence needs among prospective users of a computerized 

management information system where there is no operational computer based from 

which to obtain data. The subject matter areas of user competence are needed for 
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people who will use computerized knowledge on how the domain is represented, 

work competence, and computer literacy.  

Work competence is mainly practice based, while the domain related knowledge and 

computer literacy are based on explicit concepts, grounded in science or technology 

(Kaasbøll, 2010). User training should therefore start with practice in the case of 

work competence, while presentation of principles, concepts, and structures would 

constitute a better starting point when teaching computer literacy and how the 

domain is represented. 

The risks associated with ICTs, can lead to failures (Cook, 2007). For example 

security of ICT systems involves dealing with computer viruses, hackers, systems 

faults, bugs, and access control which often requires  ICT  professionals  with  the  

ability  to  provide  complex  technical  solutions (Selfe, 2009).  Apart from 

technical risks, there are other risks associated with the intended users of the 

ICTs (Mursu, 2002). For example, failure of the system to meet expectations, 

capability, and interests of the users or organization often leads to rejection, 

ultimately resulting in the system becoming unused and obsolete. There are also 

risks that emanate from the organization’s environment. For example, changing 

scope, objectives, and needs of the organization over time can lead to a system that 

does not meet new demands. 

ICTs become obsolete and unused, and resources are wasted without  any  benefits  

of  ICTs  in  enhancing  economic  growth  in  developing  countries (Sandvand, 

2007)  have argued that developing countries must address two key challenges to 

be able to maximize social and economic returns to IT investment. First, they 

must address “a lack of knowledge of best practices in IT usage”. Second, they 
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must address “IT-related skill deficiencies in the workforce” through learning and 

training. The process of learning and training involves adaptation of ICTs in 

new contexts of use and the establishment of routines for support and maintenance 

(Harvey, 2003). 

 For some time, developing countries continue to depend on donors both technically 

and financially. As a result ICTs continues to be unsustainable and capacity building 

efforts are ignored (Wade, 2002). As ICTs continue to change, new needs arise and 

thus new skills continuously are needed. The local governments must develop 

and sustain their own skilled and educated labour to effectively anticipate and 

respond to new ICTs and institutional needs without having to depend on the 

assistance of external expertise. However, capacity building goes beyond technical 

skills (such as trouble shooting, installation and updating etc.)  Since information 

systems like HIS involves processes and practices. Thus, appropriate and adequate 

human  and  institutional  capacity  is  needed  in  the  area  of  information  

handling  and interpretation, ICTs use and management  (including skills in 

project and health service management,  and  contract  writing). In addition human 

and institution capacity is needed to database administration and systems development. 

These multiple skill requirements in turn require a pool of well trained trainers with a 

mix of skills (ICT and Health) to conduct the training programmes over time (Mursu, 

2002). 

The Tanzania Ministry of Health and Social Welfare have identified health 

workforce information as a key area that needs to be strengthened in fast tracking 

implementation of its Human Resource Strategic Plan (MOHSW, 2008). The 

situation analysis conducted during the development of the said plan indicated that 
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there are several databases dealing with human resource for health with mostly same 

information fields within and outside the ministry. It was then agreed that these 

sources should be harmonized, and housed under Health Management Information 

System for consistency. 

Ndumbaro (2003) Tanzanian health sector survey of ICT applications revealed that in 

5 out of 26 regions in Tanzania indicated that only a few health professionals had 

received formal training in ICTs with the actual usage of ICTs being very low. 

The problems cited by were scarcity of training should not only concentrate on how 

to make the system work but also why Health workers can change their perceptions 

and attitudes towards training if its outcomes are motivating and rewarding to them.  

Unfortunately, sound information is rarely available in low income developing 

countries like Tanzania due to under-investment. As a result of this health 

information systems have evolved in an erratic, piecemeal way, fashioned by 

administrative, economic, legal or donor pressures (Ngoma, 2007). This has 

resulted in fragmentation of health information systems. Health information 

systems are further fragmented by disease focused programs demands which often 

relate to donor requirements and international initiatives directed to specific areas 

such as malaria, HIV/AIDS or tuberculosis. 

Good health information systems are crucial for addressing health challenges and 

improving health service delivery in developing countries (Rweyemamu, 2007). 

However, the quality of the data produced by such systems is often poor and the 

data are not used effectively for decision-making.  
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The key intervention strategies employed are training programs and participatory 

customization of the DHIS (Titlestad, 2005). This helps to facilitate leaning and 

use of ICTs. Influenced by the anatomy of health care organizations, the public 

health professionals help in training and participatory discussions towards improving 

routine working procedures, understanding of the meaning of data, and use of 

information for decision making. The ICT professionals in the HISP team are 

engaged in customization of the DHIS to fit it into the local setting and training 

of health workers and managers on computers use. Both the mode of 

formulation of the HISP team and the processes of adaptation  of  ICT  are  

intended  to  address  the  key  practical  problems  of  the  lack  of appropriate 

capacity to support the use and sustainability of ICT based HIS (Kimaro, 2008).  

The quality of the most Tanzanian’s education is affected in general by the low  

morale of teachers and trainees, poor environment for learning, poor conditions of 

work, and lack of modern educational resources (Wangwe, 2009). About 81% of 

the labour force is self employed in agriculture and is situated in rural areas whereas 

the majority of the urban workforce lacks appropriate skills and knowledge especially 

in ICTs (Ngoma, 2007). The Ministry of Health (MoH) in Tanzania has for over a 

decade been attempting to implement reforms in the HIS, including the computer and 

paper based systems, in order to better monitor the performance of health care and 

service delivery. The National Health System  (NHS)  administration  is  comprising  

of  various  interconnected  hierarchical  levels including  health  facilities,  districts,  

regions,  and  national  levels  making  it  a  complex organization shaped by various 

human resource capacities demanding on the HIS and ICTs (Kimaro, 2008).  
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Despite efforts to conduct on-site training programs on computer literacy, there were 

some trainees who were not appropriately selected (Rweyemamu, 2007). This is said 

on the basis of the fact that in one of the pilot districts, one of the HISP members had to 

sort through a long list of potential trainees excluding those trainees who had no 

direct involvement with data handling. Only eight of the listed trainees were eligible 

(Ndumbaro, 2007). The others wanted to participate for financial gain rather than to 

learn and acquire skills. The plan was to have two separate training sessions, but the 

second training session was postponed because trainees were absent as one of the 

participants explained “some of our colleagues thought there were no training 

allowances that is why they dropped out”(Sahay,2006). So in a matter of fact the 

acquisition of ICTs in the health sector in short term training and without 

appropriate strategies is not enough as it creates a great burden as a result of 

ineffective usage and training, lack of maintenance, and failure to fulfill the 

promise of improved health services. 

Ngoma (2007) training given to health workers, it only once, no ineffective followed 

up and not provided to the appropriate health workers. Thus health staff continued to 

face problems with data handling, interpretation and use of data for action, using 

computers and basic applications. However, even when health workers were 

trained they did not have time to utilize the skills acquired. The focus on training 

with lack of time to practice the acquired skills resulted in a waste of resources and 

absence of mechanisms to ensure sustainability. Thus, the existing cultures, such as 

lack of practice and tendency of trainees to attend the training  for  the  sake  of  

getting  allowances,  influenced  both  individual’s  learning  and participation in 

training (Paul, 2003). 
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2.4 Knowledge gap 

Health workers accessibility and utilization of DHIS is significant in improving 

appropriate effective use of the program to the health workers. ICT has been 

established where we see computers in hospitals which they use DHIS program 

through. The importance of the Determining factors contributing to slow adoption of 

District Health Information System Application programme on health services in 

Tanzania creates supportive environment, of capacity building and effective use 

of knowledge to ensure the development and use of sustainable ICTs in our hospitals. 

Despite of slow adoption of DHIS application programme with little information 

available and its significance to health workers and patients, more information to 

elaborate DHIS application programme on health services in case of Chamwino 

district still is needed. The researcher sets to address the dynamism of application 

change towards hindering situation for functioning and utilizing of DHIS application 

programme to health workers and patients. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.0 Introduction 

This chapter is about the methodological issues regarding this study. It begins by 

presenting the research design for this study, followed by the presentation of the 

case study or area of the study and target population. Further, the research sample 

and the sampling criteria used to identify the participants of the study are discussed. 

Thereafter, the chapter presents the data collection procedures, data collection 

methods, and data analysis, also this chapter has said about validity and reliability. 

The chapter winds up with a section on work plan represented by using Gantt chart 

and the budget. 

3.1 The study area selection and criteria 

The study was conducted in Chamwino district. The selection of the district was 

mainly because of low prevalence of training programs on computer literacy (TDHS, 

2005). The selection of District also was because of several campaigns done by 

MoH, NHS, CHF, WHO, HRDR and SWAP (Kimaro, 2008). These dispensaries and 

health centres were picked because of; representation of presence of campaign done 

by NHS (Dodoma District profile, 2009). Also easy access and availability of data 

required for the study.  

3.2 Research design 

Research design refers to a plan, which shows the approach and strategy of an 

investigation conceived by a researcher. Designing a study involves specifying 

exactly who or what is to be studied, when, how and for what purpose, (Ghauri, 
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2005). On the other hand, Kothari (2009) Defines a research design as a plan which 

specifies and states clearly the population to be studied, the methods for the study 

and the procedure for processing and analyzing the data obtained. 

The research is designed for qualitative and quantitative information from both 

primary and secondary sources of information. Data collection tools/instruments like 

questionnaire and interview was used to obtain information needed for this study. 

Simple random sampling as well as purposive sampling was used to select 

individual in face to face interview. The secondary data sources include journals, 

news papers and other documents. 

3.3 Targeted population, sample size and sampling procedure 

In this study, the populations consist of 65 respondents comprising of DMO, DHIS 

program coordinators, health practitioners focusing on doctors, nurses, data entry 

persons and health community members as the study sought to develop training 

strategies on the computer application of DHIS in health sector management at 

Chamwino Health Center. The study also includes the professional and 

paraprofessional staffs in the selected areas as these were important in assigning the 

right respondents of sections from which the respondents were selected. 

The study used simple random sampling to obtain household respondents involved 

in the study. Simple random sampling was chosen over other sampling methods for 

two reasons: first, the method ensures the likelihood of any individual element in the 

population having an equal chance of being selected and being representative, hence 

minimized sampling biases. Secondly, basing on the simple random sampling, the 

respondents were identified by the number based on their sex, and the number was 
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selected without repetition and the name corresponding to the number was noted 

down as a sample. 

Table 1: sample composition of respondents 

 

 

 

 

 

 

 

 

Source: field data 2013 

 

Figure 2: sample composition of respondents 

Variables Description Respondent (%) 

DMO 1  1.5 

District Development  officer 1  1.5 

Program coordinator 2  3.2 

Health community members 7  10.8 

Doctors 22  33.8 

Nurses 26  40 

Data entry 6  9.2 
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3.4 Method of data collection and research instruments 

3.4.1 Data collection 

Both primary and secondary data was used. Primary data was collected through 

Questionnaires, interview and focus group discussion, and also secondary data 

obtained from literature sources and data collected by other people’s findings. 

3.4.2 Secondary data 

Secondary data were collected from different documents such as archives, books, 

internet sources, and other published data e.g. dissertations/theses, government 

publications, articles from different journals and research papers. The documentary 

review helped to identify the current status adoption of DHIS, strategies in place and 

strengths and weaknesses of the strategies used by different literatures so as to avoid 

various problems encountered by them.  

3.4.3 Primary data 

Several techniques applied in collecting the primary data. These include in-depth 

interviews and questionnaires. This method was used to collect data from the 

respondents and other key informants.  

3.4.3.1 Interviews 

Semi-structured interview schedule was used in data collection. This method was 

useful in obtaining specific information including the prevalence of DHIS in the 

district; strength and weaknesses of the strategies in place and the challenges.  

A questionnaire was administered to respondents. Structured questionnaires with 

both closed and open-ended questions were distributed to 65 respondents of selected 
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area of some in Chamwino District’s health facilities. This questionnaire was 

distributed in their respective sections.  

3.5 Plan for processing data analysis and presentation 

Data was processed by SPSS software for analysis. The process of data analysis 

preceded by data coding prepared data for easy entry and analysis. Each question 

was coded to obtain variable(s) with corresponding values. Statistical data was 

interpreted and inferences drawn. Counting of frequencies and computation of 

percentages was performed to enable analysis and interpretation of the findings. 

Data obtained was then being presented in the form of tables and charts using 

frequencies and percentages.  

3.6.1 Validity 

To ensure validity of these study different techniques of data collection including 

questionnaire, checklist and semi-structured interviews were adopted to see if they 

could lead to the same collection of the required information.  

3.6.2 Reliability 

In this study to insure reliability of methods for data collection and analysis, pre-

testing was conducted to eight (8) respondents before actual data collection. The 

reliability was ensured through pre testing of questionnaire where the sample of 

household contacted. The result of the pilot was indicated the reliability of the tool 

and in case there is missing issues has to be added to improve the reliability.            

3.7 Ethical issues 

Prior to the main survey, a respondent was informed about the purpose of the study 

and assured that confidentiality would be maintained. Also the researcher was 
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assured them that the information collected would be primarily used for academic 

purposes. Also the questions were carefully structured to avoid questions that might 

embarrass the respondents. 

3.8 Conclusion 

In order to get validity and reliability facts, in this chapter different methods and 

techniques for gathering data for studying are discussed. Both qualitative and 

quantitative approaches are considered. 
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CHAPTER FOUR 

RESULTS AND DISCUSSION 

4.1 General characteristics of respondents 

Age, sex, marital status of respondents and education level were considered by 

researcher as the basic characteristics of respondents in the study area. These have 

been selected because they bear a great role on the information received. For 

example, age of respondents and education level of respondents were important to 

provide the information on the investigation of impact of DHIS application 

programme on health services in Tanzania. 

4.1.1 Sex  

The research employed a total number of 65 respondents from the health sector, the 

Community, and political figures in Chamwino district council. Results on sex of 

respondents showed that majority of respondents (64.6 %) were male as illustrated 

in table 2 below. On the other hand the results showed that (35.4 %) of respondents 

were female. Despite that the study considered the gender issue by involving both 

sexes equally as they were selected randomly. These results indicate that men were 

dominant among the respondents. These results imply that a large number of 

administrators in health sector as well as DMO, DHIS coordinators are men which 

mean that gender gap in employment opportunities still exists. In regard to the study, 

it can be said that men are more likely to be positively affected by the impact of 

investigation of impact of DHIS application programme on health services in 

Tanzania. This gives chance to men to enhance their education horizon leaving a 

gap to women in acquisition of education and development at large. 
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4.1.2 Age 

Age of respondents was considered in this study as an important variable as it 

facilitate availability of relevant information on determining factors contributing to 

slow adoption of DHIS application programme on health services in Tanzania. 

Respondent’s age ranged from 18 to 51 years and above as indicated in Table 2. 

Result show that majority (46.2%) respondents were aged between 41-50 years 

while, few (40%) reported to be in ages 31-40, 18-30 were (12.3%) and   51 and 

above years were (1.5%) This finding implies that majority of respondents were 

aged between 41-40 years. This finding implies that ages across area vary from one 

area to another due some differences in socio-demographic characteristics.  

Generally most respondents were aged between 41-50 years old indicating that 

respondents were mature enough to provide information related to the determining 

factors contributing to slow adoption of DHIS application programme on health 

services in Tanzania. 

4.1.3 Marital status  

Results in table 2 show that more than half (72.3%) of respondents were married, 

while very few (15.4%) were single, divorced (7.7%) and (4.6%) were widower. 

This implies that majority of respondents surveyed were married. Meanwhile, result 

across the hospitals has shown some variations in marital status in each category for 

instance. This variation indicates that marital status differs across hospitals. 

Generally the result implies that most women in the surveyed area were single. 

4.1.4 Education level  

The findings from table 2 revealed that majority (72.3%) of respondents reported to 

acquire secondary education followed by (13.9%) of respondents who acquired 
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tertiary education, while, few (9.2%) of respondents reported to have informal 

education and primary education to about (4.6%). The least number of proportions 

of respondents with secondary education is accounted by larger number of adult 

women who did not attend primary education. 

Table 2: Sex, age, marital status and education level 

Variables Description Frequency (%) of respondent 

Sex Male 42 64.6 

Female 23 35.4 

Age(yrs) 18-30 8 12.3 

31-40 26 40 

41-50 30 46.2 

51 Above 1 1.5 

Marital status Married 47 72.3 

Divorced 5 7.7 

Single 10 15.4 

Widowed 3 4.6 

Level of Education Primary 3 4.6 

Secondary 47 72.3 

Tertiary 9 13.9 

Informal 6 9.2 

Source: field data 2013 
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Figure 3: Sex, age, marital status and education level 

4.2 Current status adoption of DHIS application programme on health services 

in Tanzania 

The first objective of this study was to determining factors contributing to slow 

adoption of DHIS application programme on health services in Tanzania. This 

section thus, presents findings on the situation of DHIS prevailing. To explore the 

dimensions of this objective, respondents were asked questions three fold. First 

whether they ever heard of DHIS application; secondly, how they perceive on the 

current situation of DHIS, respondents were asked to give reasons if DHIS was 

increasing or not, for how long you have visiting in this Hospitals/Dispensary 

checking on this DHIS application performed lastly on how many patients are 

attending at a day using DHIS application. 

4.2.1 DHIS application information 

The community is aware of impact of DHIS application programme on health 

services in Tanzania. About (66.2%) is aware of impact of DHIS application 

programme on health services thus why the impact of DHIS application is on sense 
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and only (33.8%) they are not aware of DHIS application programme in health 

services. This observation implies that majority of the community members are 

aware of the situation going on in their hospitals to bring problems to the people and 

the whole DHIS system. People through various sources including Radio, News 

papers, Village meeting and the like being aware. 

4.2.2 Current situation of DHIS 

On assessing the current status adoption of DHIS application programme on health 

services, respondents were required to tell the current situation of DHIS application 

practice in their Hospital/Dispensary. This result indicates that DHIS application 

practice is well known to all respondents. Furthermore, results revealed that 

overwhelmingly majority (56.9%) of respondents perceived that DHIS was currently 

increasing everywhere, while, very few (20%) perceived DHIS currently decreasing 

and (12.3%) of respondents perceived DHIS currently not changing anymore and 

(10.8%) they are not aware of anything about DHIS information. This observation 

implies that DHIS was currently increasing. The DHIS decline is associated with the 

presence of several reasons evolved the age of the respondents it seem they had 

technophobia so in the study area towards  the problem for example, a non-

governmental organization (NGO) that works to create public awareness of human 

computer understanding (Reynolds, 2006). This follows a quote from one 

participant during focus group discussion. 
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Table 3: Current status adoption of DHIS application 

Variables Description Respondent (%) 

Have you ever heard DHIS application in 

your Hospital/Dispensary?  

YES 43 66.2 

NO 22 33.8 

The current situation of DHIS application 

practice in  

your Hospital/Dispensary 

Increasing 37 56.9 

 Decreasing 13 20 

Not changing 8 12.3 

Don’t know 7 10.8 

Source: field data 2013 

 

 

Figure 4: Current status adoption of DHIS application 

4.2.3 The time of using DHIS application 

The study wished also to identify how long you have been there as health facilitators 

worked in this Hospital/Dispensary using DHIS application strategies. Many of the 

workers it seems that they have been there for more than five years (73.8%) revealed 

the matter while less than five years performing the DHIS application is about 

(26.2%).For this context the majority of workers they are experienced with the 

program so the their doing by experience while the situation is always changes they 

are not stagnant. 
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4.2.4 Frequency of using DHIS application  

Moreover many patients are attending them at a day by using DHIS application. 

More than two hundred patients attending them at a day by using DHIS application 

(86.2%) notified the issue. For this matter according to the current situation long 

queues at is a normal thing to these dispensaries. For this matter bored the patients 

even can cause death due to delay of the health services. 

Table 4: The time of stay and frequency of attending Hospitals/Dispensary 

using DHIS application 

Variables Description Respondent (%) 

How long you have worked in this 

Hospital/Dispensary using DHIS 

application 

Less than 5 (yrs) 16 26.2 

 More than 5(yrs) 43 73.8 

How many patients are you 

attending them at a day by using 

DHIS application 

Less than 100 8 13.8 

More than 200 51 86.2 

Source: field data 2013 

4.3 Challenges associated with slow adoption of DHIS application programme 

on health services in Tanzania. 

The second objectives of this study were to indentify challenges associated with 

slow adoption of DHIS application programme on health services in Tanzania. On 

identifying the strategies the questionnaires needed to explore the challenges 

associated with slow adoption of DHIS application programme. The time of 

occurrence of the workers to be trained to use DHIS program and the DHIS 

problems which disturbing workers performance. On a matter of fact the increased 
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demand for routine information during the last few years has also revealed many 

weaknesses to DHIS program. 

4.3.1 The time of occurrence of the workers to be trained to use DHIS program 

With reference to the results shown in (Table5) where the findings revealed that 

(60%) of workers attend once a year a short training, while (7.8%) revealed that they 

attend once in all time forever and (32.2%) the training is several in year and once 

since the program introduced in their hospital. For this case the matter of training 

several times impact the workers to play a pivotal role in the collection, capturing, 

storage, analysis and reporting of routine data.  However, there   is a need for existing 

comprehensive experienced information to officers as well as a common tendency to 

burden information with tasks not related to information management. This is a result 

for lacking of human resource development planning and career ways for health 

information personnel. There is also a lack of high level technical expertise required to 

provide “public health intelligence to information”, which implies providing a picture 

of the performance of the health sector in relation to the intended health outcomes.  

4.3.2 DHIS disturbing workers performance 

Results indicated on (Table 5) revealed that DHIS problems disturb workers 

performance in their daily activity.  

Coding (49.1%) said that, the use of computer device in general poses DHIS 

application problems which is disturbing workers performance (42.4%) emphasized 

it on the field and the computer operational in general also poses the problems 

(8.5%) notified the matter. Shortage of experienced information officers as well as a 

common tendency to burden information officers with tasks not related to information 

management. This is a result of a lack of human resource development planning and 
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career path for health information personnel. There is also a lack of high level 

technical expertise required to provide “public health intelligence to information”, 

which implies providing a picture of the performance of the health sector in relation to 

the intended health outcomes. 

Table 5: Time of occurrence for DHIS training  

Variables Description Respondent (%) 

How many times did you trained to 

use DHIS program 

Once 4 7.8 

Several 19 32.2 

once a year 36 60 

The DHIS problems which disturbing 

your performance 

During coding 29 49.1 

operational in general 5 8.5 

The use of computer 2 8 42.4 

Source: field data 2013 

 

 

Figure 5: Time of occurrence for DHIS training 
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Figure 6: DHIS problems which disturbing workers performance 

4.3.3 Knowledge about DHIS program 

During in-depth examining the issue it was revealed that insufficient knowledge and 

inadequate Information and Communication Technology (ICT) infrastructure 

development and management which makes a data storage difficult. (74.6%) said they 

have partial knowledge about DHIS program while (18.6%) they have good 

knowledge about DHIS program and (6.8%) totally they don’t have a computer 

knowledge. In a matter of fact the majority is not knowledgeable enough to handle 

DHIS application. Unfortunately, sound information is rarely available in low 

income developing countries like Tanzania due to under-investment. As a result of 

this health information systems have evolved in an erratic, piecemeal way, 

fashioned by administrative, economic, legal or donor pressures. This has resulted 

in fragmentation of health information systems. Health information systems are 

further fragmented by disease-focused programs demands which often relate to donor 

requirements and international initiatives directed to specific areas such as malaria, 

HIV/AIDS or tuberculosis (Ngoma, 2007). 
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4.3.4 Workers satisfaction by services 

The researcher also was intended to understand workers satisfied by the services 

given (80%) positively they are not satisfied with the services given while (20%) 

only being satisfied with the services given. The majority they are not satisfied with 

the services given due to the limited availability of basic and satisfactory practical’s 

materials like based data collection tools, as well as inadequate attention paid to the 

efficiency and effectiveness of the data collection tools to provide useful information 

for the attainment of the goals and objectives of the health sector. Always they move 

faster with speed to cover their topics. Moving from this premise, the  situation does 

not clarifies the roles of different users in ensuring the production of comprehensive,  

reliable, and good quality from the DHIS; converting data into meaningful 

information, and using such information for decision making, planning, and monitoring 

in the health sector. 

4.3.5 Suggesting on DHIS services  

Apart from that the researcher intended to reveal the exactly what they feel on the 

Suggestion the services to be in order to make sure that the program give a useful 

product to DHIS application required.(43.1%) said that it is better to have special 

course taught in the health colleges/universities about the  DHIS application 

program in order to build up the trainees with the knowledge, (33.8%) they need the 

services to be resourceful .The increase days of train and enough practical’s will 

assists them in practicing rather than getting only theories during workshops and 

seminars and (23.1%) notified that from roots we should train young generation to 

deal with computer programs this will assists the situation evolved. In this case 

majority emphasis is to young generation training to deal with computer in all level 

of education. These consider teaching and support the development and 
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implementation of health information systems to facilitate and coordinate the 

establishment, and maintenance of the information systems. Moreover, by providing 

departments, district health councils, municipalities and the private health sector at 

regional, national, and local levels in order to create a comprehensive National health 

Information System. 
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Table 6: Knowledge about DHIS program, if the workers satisfied by the 

services given and the suggesting the services to be 

Variables Description Respondent (%) 

Do you have enough knowledge 

about DHIS program 

No 4 6.8 

Yes 11 18.6 

Partial 44 74.6 

Are you satisfied by the services 

given 

Not satisfied 52 80 

satisfied 13 20 

Suggesting the services to be To have special course taught 

in the health 

colleges/universities 

28 43.1 

Train young generation to 

deal with computer 

15 23.1 

Increase days of train and 

enough practical’s 

22 33.8 

Source: field data 2013 

4.4 Source of energy 

Source of energy is also emphasized well in this paper. Common source of energy 

using in your area (49.2%) solar energy, (23.1%) reported that the common source 

of energy using in your area is electricity is not stable one and (27.7%) they use 

generator to large extent is expensive to run it. For this matter the majority common 

source using is solar energy which has no much power to be stable any time rather 

only during working hours. 
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Table 7: Common source of energy 

Source: field data 2013 

 

 

Figure 7: Common source of energy 

4.5 The government and the community measures inhibiting DHIS application   

Programme on health services in Tanzania 

The third objective of this study was to assess the government and the community 

measures inhibiting DHIS application programme on health services in Tanzania. 

The main important issue is to examine if Health professionals doing purposely 

inhibiting DHIS application and even the community doing purposely inhibiting 

DHIS application. Apart from that also if there any government and organization 

effort to overcome the situation of inhibiting DHIS application problem and health 

Management cheated on quality DHIS application data given. 

Variables Description Respondent (%) 

Common source of energy 

using in your area 

Electricity 15 23.1 

Solar 32 49.2 

Generator 18 27.7 
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4.5.1 Health professionals inhibiting DHIS application 

Researcher also wants to get actual information if the health professionals doing 

purposely inhibiting DHIS application. (72.3%) reported that health professionals 

doing purposely inhibiting DHIS application and (27.7%) said that health 

professionals in inhibiting DHIS application does not doing this inhibiting 

purposely. On a matter of fact majority emphases that the inhibiting situation is done 

purposely because the majority they are not satisfied with the services given due to 

the limited availability of basic and satisfactory practical’s materials like based data 

collection tools, as well as inadequate attention paid to the efficiency and 

effectiveness of the data collection tools to provide useful information for the 

attainment of the goals and objectives of the health sector. 

4.5.2 The community inhibiting DHIS application 

The community doing purposely inhibiting DHIS application (60%) reported and 

(40%) the community doesn’t doing purposely. The majority emphasized that they 

are doing this purposely said they have partial knowledge about DHIS program so 

disturbing the workers much to use much time and resource to work. In a matter of 

fact the majority is not knowledgeable enough to handle DHIS application. 
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Table 8: The community Inhibiting DHIS application 

Variables     Description Respondent (%)  

Health professionals doing 

purposely inhibiting DHIS 

application 

Yes 47 72.3 

No 18 27.7 

The community doing 

purposely inhibiting DHIS 

application 

Yes 39 60 

No 26 40 

Source: field data 2013 

 

Figure 8: The community Inhibiting DHIS application 

4.5.3 Government and organisation effort to overcome the situation of 

inhibiting DHIS application 

 (50.8%) revealed the matter that no any government and organization effort to 

overcome the situation of inhibiting DHIS application problem while (49.2%) there 

is government and organization effort to overcome the situation of inhibiting DHIS 

application problem. According to the majority answered on this questionnaire said 

even though the challenges and the problems is there the government and 

organization effort to make sure solving the setbacks is low hence no effort shown. 
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4.5.4 Health Management cheated on quality DHIS application data 

The issue if the health Management cheated on quality DHIS application data given 

is also reported by the respondents well as, (89.2%) reported positively that the 

health Management cheated on quality DHIS application data given and (10.7%) 

reported.  The health Management cheated on quality DHIS application data given. 

To the best of my knowledge strengthened by the majority the management cheated 

on quality data given. However, achieving higher levels of literacy remained 

problematic as a result of the poor economy, the low quality of education, and the 

unconducive, social, economic and administrative environment (Wangwe, 2006). 

Typically, ICTs cannot deliver any benefits on their own unless  they  are  supported  

and  enhanced  by  skilled  and  educated  human  resources  and appropriate  

institutional  capacity. 
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Table 9: Government and organization effort and health Management cheated 

on quality DHIS application data 

Variables Description Respondent (%)  

Is there any government and 

organisation effort to 

overcome the situation of 

inhibiting DHIS application 

problem 

Yes 32 49.2 

No 33 50.8 

The health Management 

cheated on quality DHIS 

application data given 

Yes 58 89.2 

No 7 10.7 

Source: field data 2013 
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CHAPTER FIVE 

SUMMARY, CONCLUSSION AND RECOMMENDATION 

5.1 Summary of the findings 

This section presents main findings in brief as presented, analyzed and discussed in 

chapter four. It is a brief summary of answers to the three research questions 

identified in chapter one. 

5.2 To assess the current status adoption of DHIS application programme on 

health services in Tanzania 

Key findings of this study revealed that (61.1%) of respondents reported to have 

been heard about District Health Information System (DHIS). This result indicates 

that DHIS application programme on health services in Tanzania practice known to 

all people through various sources including Radio, News papers, visiting hospitals 

for service and the like. Furthermore, results revealed that (56.9%) of respondents 

perceived that DHIS was currently increasing everywhere in Tanzania. The public 

health professionals help in training and participatory discussions towards improving 

routine working procedures, understanding of the meaning of data, and use of 

information for decision making.  

5.3 Challenges associated with slow adoption of DHIS application programme 

on health services in Tanzania 

The time of occurrence of the workers to be trained to use DHIS program the 

findings revealed that (60%) of workers attend once a year a short training, For this 

case the matter of training severally impact the workers to plays a pivotal role in the 

collection, capturing, storage, analysis and reporting of routine data. This results on 
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lacking of human resource development planning and career pathing for health 

information personnel. There is also a lack of high level technical expertise required to 

provide “public health intelligence to information”, which implies providing a picture 

of the performance of the health sector in relation to the intended health outcomes.  

5.4 The government and the community measures inhibiting DHIS application 

programme on health services in Tanzania 

Health professionals inhibiting DHIS application (72.3%) reported that health 

professionals doing purposely inhibiting DHIS application. On a matter of fact 

majority emphases that the inhibiting situation is done purposely because the 

majority are not satisfied (80%) positively reported due to the limited availability of 

basic and satisfactory practical’s materials like based data collection tools, as well as 

inadequate attention paid to the efficiency and effectiveness of the data collection 

tools to provide useful information for the attainment of the goals and objectives of 

the health sector. The lack of adequate capacity building efforts within the health 

sector has also been caused by the lack of sufficient and well trained trainers/facilitators 

(both quality and quantity) in the area of HIS and ICT. These limited efforts have 

been unable to provide adequate services in various levels in the health sector 

over time. Bringing the knowledge base of public  higher  learning  institutions  

professionals  together  can  help to strengthen  capacity building efforts both in terms 

of quality and quantity. 

5.5 Conclusion 

The case study has shown that health workers lack skills and time for services and 

practice as a result of unconducive working environments. Health workers collect 

the routine data out of habit and for the sake of satisfying their superiors’ needs rather 
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than using the data for action. They spend a lot of time dealing with large datasets, 

filling in different registers of the DHIS and dealing with various vertical 

programmes that follow a data-led tradition. 

In the study it was evident that ICTs in the health sector had not produced expected 

benefits due to presence of poor data that was inappropriate for action as well as a 

lack of skills and knowledge. In this situation, the health workers need a 

continuous and well developed services programme which starts with the basics 

(entering data and making reports), building up to advanced skills. However, 

although services initiatives are necessary to empower health workers with skills of 

developing a culture where information is a valued and reliable foundation for 

action 

The available ICTs in the health sector continue to be regarded as primarily political  

symbols as a result of the lack of appropriate ICT literacy. This makes it difficult for 

health staff  to  utilize,  maintain,  and  sustain  the  ICTs  or  to  understand  their  

impacts  in  the performance of the overall health sector. Most of these ICTs are 

obtained through donor support and do not have any long term human resource 

policies or strategies to utilize or sustain them. Typically, during the development 

of the HMIS software, donors provided financial support only during the first 

life cycle, and both parties took for granted the availability of appropriate human 

resources in the health sector.  

5.6 Recommendation 

The creation of a conducive, learning, and adaptable environment is a priority in 

order to develop motivated and appropriate human capacities which in turn requires 

joint efforts and long term policies of local governments and donors. 
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Sufficient funding is needed to support long term services and practice as long as 

people and user organisations (health sector) need new skills and knowledge in HIS 

and ICTs. The promotion of workers based on their  skills  and  work  efficiency  

would  be  likely  to  reduce  the  possibility  of  people participating in services 

only for financial gain and create an incentive for learning.  

The selection of appropriate trainees can be done by the respective health 

manager in close collaboration with the organizer of services to avoid any bias. In-

house training for capacity building is possible with some financial capacity and ICTs 

available at the levels of the health sector. However, the lack of policy guidelines 

makes it difficult for health managers to employ or contract ICT professionals for 

ICT support and services. 

5.7 Further research 

Further research can be done on administrative support structures in Tanzania. 

The emphasize can be on studying other districts in the country that perform well 

on HMIS activities, that might lead to identification of vital elements of other 

support structures.  

Experience shows that health staffs are struggling to understand how to use 

HMIS registers and -reports. This probably has a relation to limited training, but 

there might also be potential for improvements in the HMIS forms. Therefore it 

could prove helpful to perform a further assessment on the registers and reports 

used in the HMIS.  
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APPENDICES 

APPENDIX 1: HEALTH WORKERS 

Questionnaire 

I’m Kulanga Victor pursuing Masters of Science in computer science at the 

University of Dodoma. I am doing Research on the determining factors contributing 

to slow adoption of DHIS application programme in health services in Tanzania case 

of Chamwino District Dodoma. I kindly ask you to respond to my questions by 

answering them in this questionnaire. You are requested to indicate your opinion that 

belong to your choice and   where your opinion does not exactly match one of the 

choices given, please mention the number with a choice that is closest to your 

opinion. If no match, tick under the other. If the question is irrelevant don’t respond 

and explain. 

This questionnaire has 21 questions. Please cooperate with me and the information 

provided will be confidential and used for academic purpose only therefore does not 

hesitate to respond. 

1 SECTION 1; GENERAL INFORMATION 

Date of Interview………………………………………………… 

Questionnaire number or ID................................... 

Name of Respondents      (optional)…………………………………….. 

Name of the Hospital…………………………………………………. 

Division………………………………Ward………………………… 

District…………………………………………………………………. 



58 

2: PROFILE OF THE RESPONDENTS 

Fill in the relevant information and where possible mark with tick (√). 

SN Name Sex Age Marital Status 

M F Married Divorced Single Widowed 

         

 

3: What are your highest education levels? (tick (√)) 

Informal 

education 

Primary 

school 

Secondary/high 

school 

Tertiary 

education 

Other 

(specify) 

     

 

OBJECTIVE ONE 

To assess the current status adoption of DHIS application programme in health 

services in Tanzania 

4. Have you ever heard DHIS application in your Hospital/Dispensary?  

          Yes  

          No  

5. What is the current situation of DHIS application practice in your 

Hospital/Dispensary?  

         Increasing 

         Decreasing 

        Not changing 

         Don’t know 
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6. If in question 5, what could be the reasons (mention at least three?) 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

7. For how long you have worked in this Hospital/Dispensary using DHIS 

application? 

    Less than 5 (yrs) 

    More than 5(yrs) 

 8. How many patients are you attending them at a day by using DHIS application? 

    Less than 100  

    More than 200 
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OBJECTIVE TWO 

To identify Challenges associated with slow adoption of DHIS application 

programme in health services in Tanzania 

9. How many times did you trained to use DHIS program? 

Once                Several times                       Once a year 

10. What are the DHIS problems which disturbing your performance? 

 During coding             Operation in general               The use of computer     

11. Do you have enough knowledge about DHIS program? 

No                Yes                Partial 

12. Are you satisfied by the training given? 

      Not Satisfied                         Satisfied                 

13. What are you suggesting the training to be? 

     To have special course taught in the health colleges/universities. 

     Train young generation to deal with computer 

     Increase days of train and enough practical’s 

14. What type of common source of energy using in your area? 

      Electricity                 Solar Energy                  Generator 
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15. What are the challenges faced by DHIS application programs in your areas? 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

OBJECTIVE THREE 

To assess the government and the community measures inhibiting DHIS 

application programme in health services in Tanzania. 

16. Do you think there something Health professionals doing purposely inhibiting 

DHIS application?             Yes.             No.   

17. Do you think there something the community doing purposely inhibiting DHIS 

application?                    Yes.                         No.   

18. Do you think there something the community doing purposely inhibiting DHIS 

application?             Yes.            No.   

19. Is there any government and organisation effort to overcome the situation of 

inhibiting DHIS application problem? Yes              No. 

20. Do you think the health Management cheated on quality DHIS application data 

given? 

    Yes              No. 

21. As Health/government staff and community what is your opinion concerning 

about DHIS application. 

......................................................................................................................................... 

.........................................................................................................................................

......................................................................................................................................... 
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APPENDIX 2: COMMUNITY 

1 SECTION 1; GENERAL INFORMATION 

Date of Interview………………………………………………… 

Questionnaire number or ID................................... 

Name of the Hospital of service…………………………………………………. 

Division………………………………Ward………………………… 

District…………………………………………………………………. 

2: PROFILE OF THE RESPONDENTS 

Fill in the relevant information and where possible mark with tick (√) 

SN Name Sex Age Marital Status 

M F Married Divorced Single Widowed 

         

 

3: What are your highest education levels? (tick (√)) 

Informal 

education 

Primary 

school 

Secondary/high 

school 

Tertiary 

education 

Other 

(specify) 
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OBJECTIVE ONE 

To assess the current status adoption of DHIS application programme in health 

services in Tanzania 

4. Have you ever heard DHIS application in your Hospital/Dispensary?  

            Yes                   No 

5. What is the current situation of DHIS application practice in your 

Hospital/Dispensary?  

         Increasing 

         Decreasing 

        Not changing 

         Don’t know 

6. If it is the answer in question 5, what could be the reasons (mention at least three?) 

…………………………………………………………………………………………

……………………..…………………………………………………………………

…………….……….………………………………………………………………… 

7. For how long you have been treated in this Hospital/Dispensary using DHIS 

application? 

    Less than 5 (yrs) 

    More than 5(yrs) 

 8. How many patients are you found at the hospital/dispensary at a day treated by 

using DHIS application? 
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    Less than 100  

    More than 200 

OBJECTIVE THREE 

To assess the government and the community measures inhibiting DHIS 

application in health services in Tanzania 

15. Do you think there something Health professionals doing purposely inhibiting 

DHIS application?           Yes.                  No.  

17. Do you think there something the community doing purposely inhibiting DHIS 

application?             Yes.               No.   

18. Is there any government and organisation effort to overcome the situation of 

inhibiting DHIS application problem?     Yes                 No.  

16. Do you think the health Management cheated on quality DHIS application data 

given?           Yes                No. 

19. As Health/government staff and community what is your opinion concerning 

about DHIS application   

…………….………………………………………………………………………….

…………..……………………………………………………………………………

…………….…………………………………………………………………………… 
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APPENDIX 3: INTERVIEW 

DMO, PROGRAM COORDINATOR AND DISTRICT DEVELOPMENT 

OFFICER 

1 SECTION 1; GENERAL INFORMATION 

Date of Interview………………………………………………… 

Questionnaire number or ID................................... 

Name of Respondents      (optional)…………………………………….. 

2: PROFILE OF THE RESPONDENTS 

Fill in the relevant information and where possible mark with tick (√) 

 

SN 

 

Name 

Sex  

Age 

Marital Status 

M F Married Divorced Single Widowed 

         

 

3: What are your highest education levels? (tick (√)) 

Informal 

education 

Primary 

school 

Secondary/high 

school 

Tertiary 

education 

Other 

(specify) 
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OBJECTIVE ONE 

To assess the current status adoption of DHIS application programme in health 

services in Tanzania 

4. Have you ever heard DHIS application in your Hospital/Dispensary?  

          Yes  

          No  

5. What is the current situation of DHIS application practice in your 

Hospital/Dispensary?  

         Increasing 

         Decreasing 

        Not changing 

         Don’t know 

6. If it is the answer in question 5, what could be the reasons (mention at least three?) 

………….…………….…………...……………………………………………………

…………………………………………….……………………………………………

……………………………..………...………………………………………………… 

7. For how long you have visiting in this Hospitals/Dispensary checking on this 

DHIS application performed? 

    Less than 5 (yrs) 

    More than 5(yrs) 
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 8. How many patients are attending at a day by using DHIS application? 

    Less than 100  

    More than 200 

 OBJECTIVE TWO 

To identify Challenges associated with slow adoption of DHIS application 

programme in health services in Tanzania 

9. How many times professionals trained to use DHIS program in our hospital? 

None                Several times                       Once a year 

10. What are the DHIS problems which disturbing health to performance? 

      During coding              Operation in general              The use of computer     

11. Do you have enough knowledge about DHIS program? 

No                Yes                 Partial 

12. Are you satisfied by the training given to health workers? 

      Not Satisfied                         Satisfied                 

13. What are you suggesting the train to be? 

     To have special course taught in the health colleges/universities. 

     Train young generation to deal with computer 

     Increase days of train and enough practical’s 
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14. What type of common source of energy used in hospitals? 

      Electricity                  Solar Energy                  Generator 

15. What are the challenges faced by DHIS application programs in hospitals? 

…………………………..……………………………………………………………

…………………………..……………………………………………………………

……………………………..………………………………………………………… 

OBJECTIVE THREE 

To assess the government and the community measures inhibiting DHIS 

application programme in health services in Tanzania. 

16. Do you think there something Health professionals doing purposely inhibiting 

DHIS application?             Yes.               No.   

17. Do you think there something the community doing purposely inhibiting DHIS 

application?             Yes.              No.   

18. Is there any government and organisation effort to overcome the situation of 

inhibiting DHIS application problem? Yes                 No. 

18. Do you think the health Management cheated on quality DHIS application data 

given?    Yes               No. 

19. As Health/government staff and community what is your opinion concerning 

about DHIS application 

.........................................................................................................................................

.........................................................................................................................................

......................................................................................................................................... 

 

 
 

 
 

 


