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Poor utilization of health information has been identified as an obstacle to effective health system management and performance. For managers to effectively utilize information, it 
must be displayed in a user-friendly format; something which is difficult when working with complex health data. Maps and graphs on individual indicators do not provide busy  
managers with a comprehensive overview of progress, while tables containing masses of data may illustrate the ‘whole picture’, but are usually overwhelming.  
 
One way of addressing these problems is to use DHIS pivot tables as they support evidence-based management by enabling ‘drilling’ down to provincial, district, sub-district and  
facility levels to identify best performing areas and those where additional support is needed, in a fast and simple way.  

Although the National Department of Health (NDoH)  
implemented several strategies to improve child and maternal 
health and to reduce mortality amongst these vulnerable 
groups, South Africa was one of the 60 countries with the 
highest burden of child mortality in 2004.  
SA is also one of the nine countries in the world where child 
mortality is increasing (Figure 1). 
 
Since DHIS pivot tables can provide evidence to managers on 
specific problems in specific service delivery areas they can 
be used to support managers in strengthening the health care 
system, from facility to national levels, towards achieving the 
SA MDG for child mortality. 

Figure 1: SA deaths in children under  
5 years of age (StatsSA 2007:17) 

 
 

Because 78% of infant deaths (still births excluded) in 2005 were linked to 
health problems during pregnancy, four indicators for pregnancy & child birth 
were selected for the investigation: 
 

(1) Antenatal Care (ANC) coverage (3) Low birth weight rate 
(2) Delivery rate in facility (4) Perinatal mortality rate 
 
The following questions were asked: 
 

• Where do health care providers and managers in resource restricted 
environments start to address problems?   

• Which aspects of the health care system do they need to strengthen in 
specific areas to meet the needs of specific communities?   

• How will they know timely whether the corrective strategies they  
implement are effective and efficient? 

 
Evidence in the DHIS_$ZA_NDoH5_FinYr06_07.xls pivot table was used to 
identify the poorest performing province and drilling down to sub-district level 
enabled identification of specific shortcomings to be assessed (or investi-
gated) and addressed. 

Figure 2: Under 5 mortality rates in the nine provinces of SA (Day & Gray 2006: 493)  

There are major inequities in under 5 mortality rates between the nine provinces (Figure 2). 
 
Looking at the figures in Table 1, it appears that SA is doing well in terms of each of the four selected indicators.  
However, the same data by province (Table 2) show major inequities with data reported for EC having the lowest 
‘delivery rate in facility’ (65%) and the highest ‘perinatal mortality rate’ (4%) (expressed as % of births in public health 
care facilities) during 2006. Because the A NZo district (Table 3) had the lowest reported ‘delivery rate in facility’, 
pivot tables were used for drilling down further in the A Nzo data, trying to determine potential reasons for this. 

Table 1: SA 2006 selected indicators (DHIS at NDoH, March 2007) 

Table 2: SA 2006 selected indicators by province (DHIS at NDoH, March 2007)  

Table 3: Eastern Cape 2006 selected indicators by district (DHIS at NDoH, March 2007)  

Table 4: Alfred Nzo District 2006 by sub-district (DHIS at NDoH, March 2007)  

Maluti LSA (Table 4) appears to be the most underperforming area in Eastern Cape in 
terms of these four selected output, outcome and impact indicators. Where health  
information outputs and outcomes don’t meet expectations, it normally reflects  
shortcomings in terms of inputs and processes.  
 
Data in Table 5 indicate that Maluti LSA did not have a district hospital during 2006 
and that there was only 1 CHC. An inadequate number of facilities providing delivery 
services may therefore be one of the causes of underperformance in Maluti.  

 
 

The Millennium Development Goal (MDG) to reduce child mortality rates by two thirds (66%) from 
1990 to 2015 has been identified as the most difficult MDG to achieve at the current rate of progress. 

Table 5: Selected input and process indicators (DHIS at NDoH, March 2007) 

The DHIS does not contain data on budgets, staffing or hours of service delivery to 
assess inputs in terms of human resources, funding and availability of 24 hour ser-
vices, but the low ‘utilization rates’ and the low ‘nurse clinical workload’ may indicate 
that existing health care facilities in Maluti LSA are not used because they are not  
accessible and/or acceptable.  
 
This evidence obtained from the DHIS pivot tables should enable managers at  
national, provincial, district, sub-district and facility levels to prioritize Maluti for further 
assessment because the health care system needs to be strengthened in this area to 
reduce under 5 mortality.  

 ANC coverage 
(Target 80%) 

Delivery rate in facility 
(Target 80%) 

Low birth weight 
(Target < 10%) 

Perinatal Mort rate 
(Target <3%) 

 100 78 8.9 3.3 

Province ANC coverage 
(Target 80%) * 

Delivery rate in facility 
(Target 80%) 

Low birth weight 
(Target < 10%) 

Perinatal Mort rate 
(Target <3%) 

Eastern Cape 77 65 9.6 4.0 
Free State 96 80 14.3 3.8 
Gauteng 116 79 0.6 2.7 
KwaZulu-Natal 120 78 9.1 3.5 
Limpopo 83 85 7.8 3.3 
Mpumalanga 104 82 7.8 3.1 
North West 89 73 11.9 3.7 
Northern Cape 108 92 24.4 3.8 
Western Cape 92 92 16.6 2.5 
SA 100 78 8.9 3.3 

District ANC coverage 
(Target 80%) 

Delivery rate in facility 
(Target 80%) 

Low birth weight 
(Target < 10%) 

Perinatal Mort rate 
(Target <3%) 

A Nzo DM 77 43 7.2 4.0 
Amathole DM 68 59 9.9 3.9 
C Hani DM 69 61 10.4 2.6 
Cacadu DM 90 72 18.7 3.8 
N Mandela MM 70 80 9.0 4.1 
O Tambo DM 90 70 7.6 4.8 
Ukhahlamba DM 82 69 10.8 3.9 
 Eastern Cape 77 65 9.6 4.0 

LSA ANC coverage 
(Target 80%) 

Delivery rate in facility 
(Target 80%) 

Low birth weight 
(Target < 10%) 

Perinatal Mort rate 
(Target <3%) 

Maluti LSA 48 7 14.8 0.7 
Umzimkhulu LSA 70 34 5.1 4.2 
Umzimvubu LSA 116 93 7.3 4.2 
A NZO 77 43 7.2 4.0 

LSA 
Total 

popula-
tion 2006 

Mobile 
clinics Clinic CHC District 

Hospital 
Total Fa-
cilities 

Nurse clinical 
workload 
(target 40) 

Utilization 
rate <5 yr 
(Target 5) 

Utilization 
rate >=5 yr 
(Target 3.5) 

Maluti LSA 205,467 1 16 1  0 18 16 1.7 1.0 

Umzimkhulu 
LSA 198,137 2 16 0  2 20 22 2.8 1.2 

Umzimvubu 
LSA 223,971 4 28 1 3 36 19 5.8 2.1 

A Nzo 627,575 7 60 2 5 74 19 3.4 1.4 

 
 

• Updated DHIS pivot tables should be easily accessible to managers at all  
levels of the health care system (from facility to national levels) 

• Health professionals, line and program managers should use DHIS pivot table 
data to identify best practices as well as critical areas where problems should 
be addressed urgently (in terms of data quality and/or service provision) 

• Evidence in the routine health information system should be used to keep  
service providers and managers accountable for their acts and omissions 

 
 

The DHIS contains valuable evidence to support managers in reducing child mortality.  
 
Since 75-80% of the population is dependant on public health care, addressing specific 
health care shortcomings in public health facilities and sub-districts where mostly 
needed, should contribute towards reducing child mortality in SA.  
 
DHIS data quality may be questionable in some areas, but it should be kept in mind that 
the same principles applying to the health care system are also applicable to health in-
formation systems. Where health information outputs and outcomes don’t meet expecta-
tions, it normally reflects shortcomings in terms of inputs and processes. Managers at all 
levels of the health care system should ensure that they have sufficient resources (staff 
and equipment) and effective processes (data flow, validation and reporting/feedback) in 
place to provide valid and reliable evidence for strengthening the health care system.  
 
The biggest advantage to managers is that these data can support evidence-based 
management at all levels of the health care system. Because the DHIS data are updated 
monthly they enable early identification of problems and continuous measuring of  
successes and/or failures of corrective strategies.  Acknowledgements: 
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* ANC coverage is a population-based indicator and values exceeding 100% are usually due to cross boundary flow of 
patients or population census undercounts.  


